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hile health-care dol-

lars shrink and the

focus on delivering

more care with less
grows, it is imperative that nurse
practitioners (NPs) and physician
assistants (PAs) understand the key
concepts of productivity and value.
Furthermore, with a growing short-
age of oncology physicians, the role
of the advanced practitioner in solv-
ing the problem of the gap between
supply and demand for oncology
services has been well documented
(Towle et al., 2011). Being able to
clearly understand and articulate
concepts of productivity and value is
critical to uncovering the true con-
tributions that NPs and PAs make
to their practices. While financial
contributions to the practice are im-
portant, the ability of NPs and PAs to
improve patient services and access
to care is equally vital.

WHAT IS PRODUCTIVITY?
Generally speaking, the concept
of productivity focuses on the amount
of work product created given a fixed
number of resources and employees.
In the health-care setting, this clearly
relates to the amount of clinical ser-
vices provided, the professional bill-
ing activity of the providers, and the

intensity of the work. As health-care
dollars continue to shrink it is to be
expected that productivity of the NP
and PA is an important measure. Em-
ployers in all areas of health care have
to find ways to ensure that they get the
maximum productivity from each and
every provider. It is a matter of finan-
cial survival and sustainability.

HOW CAN PRODUCTIVITY
BE MEASURED?

Measuring productivity in health
care can be a difficult process. It is not
as simple as counting the number of
patients seen by each employee. Pa-
tients have a great deal of variation in
their symptoms, comorbidities, and
treatment options, as well as in the
time and effort required to provide in-
dividual care. Additionally, there are
multiple external forces that direct
certain outcomes, affect minimum
standards, establish safety parame-
ters, and influence or control resource
utilization. Human beings and their
health needs are highly complex.

Given this complexity, there
are a number of surrogates for pro-
ductivity that can be utilized when
analyzing health care. Simple and
direct measurements such as patient
volume, gross billing, or net revenue
can be used. These types of measures
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are easy to produce and understand. However,
they are significantly limited and provide an in-
complete picture. These simple measures cannot
account for severity of illness and acuity of care.
Additionally, the professional knowledge and
technical abilities required to provide care, with
the associated costs of resource utilization and
malpractice liabilities, are ignored. Most impor-
tantly, as will be discussed in more detail later, the
NP and PA contributions to these simple measures
can be hidden.

In an attempt to create more accurate and so-
phisticated surrogates for productivity in health
care, the concept of the relative value unit (RVU)
was created. This measurement attempts to stan-
dardize clinician work into numerical units (Fig-
ure 1) that can be added together to create a simple
measure of volume, divided per clinician in aggre-
gate to examine productivity per provider, multi-
plied by conversion factors to compare work effort
across surgical or medical disciplines (work RVU),
and used in any number of other calculations and
manipulations. The RVU was created with the in-
tent of converting numerous factors into a single
measurable unit. These factors include the time it
takes to perform a given service, the technical skill
that service requires, the mental effort and judg-
ment required of the providers, and the liability
risk associated with that service.

The cornerstone of the RVU is the assignment
of a Current Procedural Terminology (CPT) code to
every clinical service that is provided. The CPT code
is used to describe medical, surgical, and diagnostic
services. These codes communicate uniform infor-
mation about services and procedures among pro-

viders, coders, patients, accreditation organizations,
and payers for administrative, financial, and analyti-
cal purposes. Perhaps more importantly, CPT codes
are used by the Centers for Medicare and Medicaid
Services to determine reimbursement.

To illustrate these concepts, let us look at a simple
clinical scenario. A patient presents to a PA for a rou-
tine follow-up for an established diagnosis of hyper-
tension. The patient has no new problems, symptoms,
or physical exam findings. This scenario corresponds
to CPT code 99213: an office visit for an established
patient. The RVU for this CPT code is 0.97. The prac-
tice can now use this information to compile produc-
tivity for the PA in question and compare this to all of
the other providers in the practice.

BENEFITS AND PITFALLS OF
PRODUCTIVITY MEASURES

One of the clear benefits of productivity analy-
sis that is based on CPT codes and RVU is that it is
standardized. The work is given the same amount
of credit no matter who provides the care. There-
fore, physicians, NPs, and PAs are all accounted
for identically when a CPT code and RVU is used
to measure them. Even if reimbursement rates
may be discounted for NPs and PAs, the CPT and
RVU are not. It is always the same unless it is ma-
nipulated by some other factor.

While this level of standardization can be ben-
eficial, there are some nuances to consider that can
impact productivity using the CPT and RVU sys-
tem. For NPs and PAs in surgical practice, it is im-
portant to understand the concept of global visits
(Figure 2). When a patient is treated surgically, a
certain amount of the pre- and postsurgical care is

4 R\
For any given clinical activity there is an RVU that is created by combining 3 factors:
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Figure 1. Demystifying the relative value unit (RVU).
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considered to be included in the surgical fees (Mar-
riott, 2010). Therefore, global visits associated with
the surgery are assigned an RVU of 0. It would be
a gross mischaracterization to say that the NP’s or
PA’s productivity is O if they spend all or even a ma-
jority of their time providing pre- and postsurgical
care to patients. Unless the surgical fee is appor-
tioned to take into account the contribution of the
NP or PA, it can give a much-skewed result.

The CPT and RVU system can also hide the
productivity of the NP or PA. For example, the
concepts of “shared visits” and “incident to” are
utilized to allow practices to code and bill clini-
cal services under the physician regardless of
who actually provided the care (Marriott, 2011).
For instance, if an advanced practitioner was see-
ing the same hypertension patient in the preced-
ing example as “incident to” the established di-
agnosis and without new symptoms or physical
examination findings, the practice can maximize
the reimbursement for this clinical work by cod-
ing and billing it under the physician. In this sce-
nario all of the productivity of the NP is hidden.
Additionally, some payers do not enroll NPs and
PAs in their plans and allow practices to code and
bill under the physician. While this practice is not
based upon any national policy, it is very common

to have work done by the NP or PA billed under
the physician when the NP or PA is not enrolled in
the plan. This practice varies by state and by payer
(American Association of Physician Assistants,
2011a). Both “incident to” and billing under the
physician are legitimate and supported by a signif-
icant number of payers’ reimbursement policies.
Yet both scenarios hide the productivity of the NP
and PA unless specific internal accounting prac-
tices are utilized to ensure that NP and PA produc-
tivity is captured. Shared visits and “incident to”
visits can be difficult to track and have accurate
value assigned.

There are numerous other pitfalls associated
with using the CPT and RVU systems without any
other considerations. When clinical services are
directed by scheduling or assignment, the NP and
PA have no capacity to work harder. They simply
see the patients who are assigned to them. If they
are carrying a lighter load due to this practice,
their productivity will reflect it. In capitated sys-
tems, patient panel size may be more relevant than
CPTs and RVUs. If the NP and the PA are unaware
of the health-care plans utilized, it is exceedingly
difficult for them to be aware of their productivity
and what factors they can change to positively im-
pact this productivity. Additionally, information
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o _J

Figure 2. Global period for surgical services. RVU = relative value unit.
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is only as good as the system used to collect and
analyze it. If productivity is being captured by fill-
ing out paper charge slips, coders using outdated
guidelines, or practice administrators using man-
ual calculations, there are many more opportuni-
ties for productivity measures to be inaccurate or
incomplete due to human error.

WHY DO PRODUCTIVITY
MEASUREMENTS MATTER?

Generally speaking, productivity measurements
matter because in order to understand utilization of
clinical services and staff work efforts to be able to
identify when change is necessary, there have to be
some baseline metrics to describe what is actually
happening and who is doing it. It is simply impossible
to improve something that has not been quantified or
qualified. At a very basic level productivity measure-
ments can (1) provide a way to compare clinicians to
their peers, (2) provide information to determine if
the NP’s or PA’'s work is a “cost center” or “revenue
center;” (3) help identify when additional clinical
staff is needed, (4) be used to make determinations of
compensation and bonus structures, and (5) promote
transparency, accountability, and efficient manage-
ment when used properly (Dean & Gans, 2012).

HOW IS VALUE DIFFERENT FROM
PRODUCTIVITY?

When productivity is considered, the concepts
of volume, cost, work effort, and revenue are the
key factors that influence the final result. Value, on
the other hand, is something quite different. It can
be measured by the perceived or actual benefits
gained despite costs. The concepts of quality, ef-
ficiency, effectiveness, and patient satisfaction are
the key factors that influence the final result. For
instance, a physician who is capable of providing
a large volume of clinical encounters per day for
highly complicated patients may be able to gener-
ate a very large number of RVUs. However, if the
physician is abrupt and does not listen to patient
concerns, poor patient satisfaction can result. In
that case the physician brings very little value to
the patients and eventually the practice itself.

There are a number of ways to define and cre-
ate measurements of value. Examples of these
methods include using instruments that measure
patient satisfaction, such as Press Ganey surveys;

meeting practice guidelines or performance met-
rics related to cancer care as published by the As-
sociation for Healthcare Research & Quality, the
American Society of Clinical Oncology, and the Na-
tional Comprehensive Cancer Network; reviewing
patient adherence with treatment recommenda-
tions; and reviewing provider outcomes for mor-
bidity and mortality. What is important to realize is
that although NPs and PAs provide many benefits to
practices that do not result in increased measures of
productivity, these activities are crucial to providing
care and value for both patients and the practice.

WHAT BRINGS VALUE?

There are numerous clinical activities that
bring value to a practice (Table 1). The NP and PA
can provide services that are typically provided
by physicians. Ogunfiditimi, Takis, Paige, Wyman,
and Marlow (2013) found that up to 30% of the
work completed by NPs and PAs do not generate
RVUs in a time and motion study completed at an
academic medical center. Just the fact that a prac-
tice has an NP or a PA on staff can increase access
to the practice for patients. Patients will have in-
creased appointments available to them; this cre-
ates greater patient satisfaction and thus greater
value. In surgical oncology practices, the physi-
cians can focus their efforts on time in the operat-
ing room knowing that the NP or the PA will be in
the office providing those pre- and postoperative
services that are imperative to good patient care
but do not generate RVUs. Physician assistants
can also assist in surgical cases and bill for those
services, allowing the physician to complete more
complicated and time-consuming operations. NPs
and PAs are also exceptionally situated to coordi-
nating care in an increasingly complex health-care
system. Oncology practices spend a large amount
of time and effort coordinating with referring phy-
sicians, infusion treatment centers, and hospitals
as well as performing peer-to-peer insurance re-

.. Use your smartphone to access
additional resources for measuring
your worth as an oncology advanced
practitioner.
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-
Table 1. Activity That Brings Value That May Not
Generate RVUs

* Administrative projects

¢« Chemotherapy teaching

« Clarification of orders for pharmacy and hospital staff
* Clinical research

» Coordination of care

e Dietary counseling

« FMLA, disability, insurance paperwork

* Global visits for preoperative and postoperative care
» Hospital rounds/notes/discharge summary

* Medication refills

¢ Over-the-counter drug counseling

« Palliative care/hospice counseling

e Preoperative surgical teaching

¢ Radiation treatment teaching

*« Symptom management via telephone

* Triage

* Teaching new clinical staff or trainees

Note. RVU = relative value unit; FMLA = Family Medical
Q_eave Act. Y,

views. With their added clinical expertise and abil-
ity to give direction to staff and write orders, the
NP or PA can free up physicians and provide ser-
vices that other staff members cannot provide. All
of these functions bring unique value to the prac-
tice, the physicians, and the patients.

The NP and the PA are also adept at pro-
viding value by improving patient wait time
for appointments, ensuring continuity of care,
monitoring treatments to ensure adherence, em-
powering patients to manage symptoms through
education, and prescribing medications. While
these activities are obviously important to the
patient, what is not as obvious is the value that
this brings to the practice and the physicians.
Quality of life is improved for all of the staff
members in the practice. Nurse practitioners
and PAs are recognized and fully authorized
providers of medical care. They can provide op-
portunities for physicians to take time off, share
call, and increase hospital coverage. Productiv-
ity is just the tip of the iceberg. Looking deeper
at the entire picture illuminates the tremendous
value generated by the NP and the PA.

WHAT SHOULD NPs AND PAs DO?
Knowing what productivity and value are is the
first step for the NP and PA to be able to understand
what they can and do bring their practice, but that is
not enough (Table 2). It is crucial to understand all

of the elements in the language of productivity (see
Table 3). Just as NPs and PAs had to learn medical
terminology to become effective providers, they
must now learn the language of billing, reimburse-
ment, and insurance; take an active part in the busi-
ness side of the practice; talk to the coders and the
office manager, and ask them for feedback on how
clinical documentation can be improved to support
coding that truly takes into account the complexity
and acuity of patients; and take an interest in more
than just the clinical practice.

It is important to recognize that there are
some sensitive issues related to productivity. Phy-
sicians have historically been the revenue centers
for their practices. There are some growing pains
and political considerations to take into account
now that NPs and PAs have entered into the pro-
ductivity equation. While it is clear that NPs and
PAs can increase productivity, it is their value that
can ease these sensitive issues. If the NP and PA
are seen as partners on the team and not competi-
tors for productivity, all sides benefit. Although
this can be complicated and may require some fi-
nesse, communication and planning will go a long
way toward easing any physician concerns. Dis-
cussing clinical operations, call schedules, time
off, sharing of hospital duties, and other items can
demonstrate NP and PA value to the physicians in
the practice.

Ve D
Table 2. Action List for the Nurse Practitioner
and the Physician Assistant

¢ Understand the language of productivity and value

* Take an active role in the business operations of your
practice

* Get to know the coders and office managers in your
practice

« Ask for feedback on how to improve your clinical
documentation to support your billing

« Understand that politics plays a role in productivity
measurement and compensation

¢ Discuss your role and advocate for your contribution to
the practice

« Demonstrate your value by sharing call schedules,
hospital duties, and coverage for time off

¢ Ask to see the monthly productivity reports and be
prepared to discuss them

* Keep a log of all the nonbillable, non-RVU-generating
work you do that brings value

« Ask the practice to review physician productivity
before you joined the practice and compare it to after
you joined the practice

Note. RVU = relative value unit.
\ v
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Ve D
Table 3. Definitions

Cost Center: A business unit or employee that generates
a cost or expenditure through work efforts; the opposite
of a revenue center

Gross Billing: The total amount billed to payers for all
of the work done by a provider; the total amount billed
prior to any deductions or discounts

Incident to: The care rendered to a patient by a NP/PA
that follows the plan of care created by a physician
without deviation, allowing the NP/PA work to be
billed at the same rate as that of the physician; a billing
process for CMS that allows a practice to bill NP/PA
work at the same rate as that of a physician as long as
certain criteria are met

Net Revenue: The final amount received from gross
billing once deductions and discounts are applied; the
final amount received for a provider’s work

Patient Volume: The number of patients seen in any
given unit of time by individual providers or by the
practice without regard to type or complexity of care

Revenue Center: A business unit or employee that
generates income through work efforts; the opposite of
a cost center

Relative Value Unit: A numerical representation of
work effort; a numerical unit in health care utilized in an
attempt to standardize the amount of work required to
provide a specific task

Shared Visit: A patient encounter in which both the
physician and NP/PA share the responsibility for care,
both provide unique work efforts, the activity of each
provider is clearly documented, and a single charge

is generated that combines the total activity of both
providers; a billing process for CMS that allows physician
and NP/PA work to be combined into one charge

Note. NP = nurse practitioner; PA = physician assistant;

\CMS = Centers for Medicare and Medicaid Services. )

One of the most effective habits an NP or a
PA can develop is being an active participant and
staying involved in the productivity discussion.
One way to begin this process is to ask to see the
monthly productivity reports and to ensure that
the practice is aware of all clinical and nonclinical
activity that brings value. It can be useful to keep
a log of all of the nonbillable work completed. One
suggestion might be for the practice to examine
physician productivity before and after the NP or
PA was added to the practice. After a reasonable
orientation and training period, it is likely that
physician productivity will increase as the NP and
the PA provide services that free up the physician’s
time to focus on highly productive clinical activity.

CONCLUSION

Now, more than ever, NPs and PAs need to be
educated about what they bring to the table. Val-
ue to physicians, patients, and practices is more
than simple measures of productivity. It is clear
that advanced practitioners can provide clinical
services that generate RVUs, but it takes a deeper
look to understand the true value that they bring.
It is important to remember that state laws or
institutional policies that limit the ability of NPs
and PAs to work at the top of their license can
negatively impact productivity. Organizational
culture, physician attitude, and utilization of
good practice models are also factors that can en-
hance or inhibit NP and PA productivity. There is
little doubt that NPs and PAs generate revenue.
However, it takes active participation, ongoing
monitoring, and advocacy on the part of the NP
and PA to ensure that their true value is under-
stood and appreciated.
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