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things of interest to RHCs.

https://www.facebook.com/groups/15
03414633296362/
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Additionally, we will open up the 
lines for questions at the end of the 
45-minute webinar.
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Context
The relevance of rural primary care and RHCs



CAHs with Provider-based RHCs by State

In 2019, there were approximately 1,350 Critical 
Access Hospitals in the US.  Among those 

organizations, 890 owned and operated at least 
one Provider-based Rural Health Clinic.  Collectively, 

these CAHs owned 1,649 PB-RHCs.  The 
distribution of PB-RHCs largely reflected the 

distribution of CAHs across rural America, with a 
large percentage of PB-RHCs located in the 

Midwest.  

Map A:  State Comparison of CAHs that Own Provider-based Rural Health Clinics 
(2019)

890

Data Source:  December 2020 Medicare Cost Report release for hospital and RHC fiscal year 2019; and December 
2020 CMS Provider of Services (POS) data file.  Refer to the Data Management slide of this document for more details.
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RHC Cost Per Visit Rate Bands

Chart A displays cohorts based on cost per visit 
rates calculated as Total Costs divided by Total 

Visits.  We constructed 13 bands based on the cost 
per visit rates for all RHCs for FY 2019.  This analysis 

includes all RHCs (Independent and Hospital-
owned) and excludes those clinics whose Medicare 
cost reports contained material errors, omissions or 
irregularities (n=293). For each band we calculated 

its percentage of total RHCs. 

In FY 2019 for the 4,254 RHCs that had complete, 
reliable and traceable Medicare cost report 

submissions, 90% of RHCs report a Cost per Visit 
rate lower than $325

Chart A:  Distribution of Cost Per Visit Rate Bands for All RHCs (FY 2019)

The seven (7) cohorts with the 
highest Cost per Visit represent 
10% of the total count of RHCs

90%

Data Source:  December 2020 Medicare Cost Report release for hospital and RHC fiscal year 2019; and December 
2020 CMS Provider of Services (POS) data file.  Refer to the Data Management slide of this document for more details.
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§ Projected RHC Reimbursement Impact
§ The following map reflects the impact of the new reimbursement methodology on each state

See Appendix 2 for the impact to each state

Projected RHC Reimbursement Impact

Data Source: December 2021 Medicare Cost Report release for hospital and RHC fiscal year 2020; and December
2021 CMS Provider of Services (POS) data file.

2021 2028



NRHA Grassroots Update

“Modernize and improve the rural 
health clinic program by removing 
the cap for provider-based rural 
health clinics in exchange for 
voluntarily submitting to quality 
measure reporting.”

Thursday, August 19, 2021 at 2:54 PM
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POND®

Benchmarking system for rural primary care practices



2014 -
2015 

2016 2017

2018

2019

2020 2021

2022

Development
Designing and building 

the first app.

POND®

Promotions only work 
as well as the marketing.

Advanced 
Analytics

Data and tools for 
State partners

Cost Reports
Opening the door to 
benchmarking using 

public data

Lilypad Awards
Recognizing the top RHCs 

and states every year

POND Pro®

Analytics to manage a clinic’s 
operations

LAKE®

Flex QI Project and 
modernizing the PCMH 

model

Quality
Preparing for public 

reporting

Our History
Every year we try to get better, 
grow and add new data 
products and tools to address 
what we see as rural clinic 
needs 
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How Does It Work?

POND®Advanced Analytics

State 
Scorecards

Clinic 
Scorecards

Clinic 
Scorecard

Interactive 
Tools

To gain access to these reports and tools the required 
data must be entered into the POND web application
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POND Reports

The Cost Report Scorecard includes 
multi-year trended volume, financial, 

cost and staffing ratios as well as 
state, regional and national 

benchmarks from all US RHCs based 
on current Medicare Cost Reports.

The Lilypad Award Ranking Report 
displays your RHC’s annual 

performance in five weighted rural-
relevant performance metrics 

according to the industry’s only 
comprehensive RHC ranking and 

ratings program.

The Site Audit combines data from 
multiple public sources to provide 

summary statistics as well as a 
proprietary Medicare Cost Report 

integrity analysis and an evaluation of 
the out-of-pocket obligations for  

Medicare patients.

Lilypad’s flagship report, the POND 
Summary Report includes RHC-

specific financial, staffing, provider 
compensation, productivity and 

clinical metrics with customized peer 
group and national benchmarks.
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POND® Technical Assistance

30-60 Zoom session with us 
to review your POND reports 

and discuss options

Review

Go over your reports

Report
Enter data into POND to 

generate a set of management 
and benchmark reports

Validate your data

Plan
30-60 Zoom session to 

answer questions and help 
identify priorities

Discuss opportunities

01 02 03
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Gratuitous Praise

"I could not be happier with the ease of use and functionality of 
POND. Data entry was straightforward and easy to follow. The 
support team has answered all questions that I have had and 

provided help any time that I have needed them in a timely manner." 

Casey Stanley, CRHCP
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20 Questions
How to Utilize the POND® Summary Report



Value to Community

Strategy

Rural Health Clinics, 
regardless if they are 

Independent or 
Provider-based,   

serve an essential 
and unique role in 

the rural healthcare 
safety net.  

Organizations that 
have direct control or 

contractual 
alignment with its 

service area’s 
primary care 

provider network can 
shape and guide 
how prevention, 
education and 

patient care 
processes are 

implemented across 
the service area.

Operations

QualityFinancial

ExpenseRevenue

Productivity Compensation Staffing

In rural America, 
we’ve learned to do 
more with less.  This 

principle should 
apply to the clinic’s 

providers where your 
clinical team all 

practice at the top of 
their license and are 
busy and efficient. 

Long an elusive goal, 
a consensus-driven 
set of RHC quality 

measures is starting 
to emerge.  The 
monitoring and 
target-setting 

process for rural 
relevant primary care 

quality measures 
represents for many 
RHCs a new priority 

and challenge.  
Quality measures will 

also increasingly 
influence 

reimbursement via 
Value Based 

Payment programs. 

The clinic team (staff 
and providers) is an 
RHC’s single most 

important asset and 
should be the 

primary focus for 
practice managers.  
Having the right mix 

of motivated 
professionals is the 
key to performance.

Compensation scale 
and design are key 

drivers of 
performance and 
satisfaction.  How 
providers are paid 
can vary widely but 

compensation 
models should be 

tailored to your 
market realities.

RHC Performance Model
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20 Essential Questions for RHCs
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1 Why do visit volumes matter so much?
What is the right mix of physicians and APPs?

Are our providers "busy"?
What is the difference between gross charges and net revenue?
How come our clinic does not make money?

What quality measures should we track?
Are our providers appropriately compensated?
Do we have the right number of support staff?

How can we control our cost per visit?
Why is important to track "new patients"?
What is most important?  Managing visits, revenue or expenses?

What is the right mix of clinical and non-clinical staff?
What level of performance should we expect for quality measures?
How do we increase our profit margin per patient visit?

Should performance standards be different for PA and NPs?
How does patient panel factor into overall performance?
What is the best model to compensate physicians?

How does visit volume relate to Work RVUs?
Why are our productivity scores low?

Do we need to hire more providers?

Purpose
We distill the complexity of RHC operations into a 
small set of key factors that can be evaluated by 

practice managers, providers and executive leaders 
to help identify opportunities for performance 

improvement



POND Summary Report

Financial Metrics
Five (5) key profit, expense   and 

revenue ratios

Summary Statistics
Key metrics designed to reflect 

overall performance

Productivity Metrics
Three (3) categories dealing with 

utilization and growth

Compensation Metrics
Salary and bonus metrics to assess 
and compare provider costs

Staffing Metrics
Six (6) metrics 

Quality Metrics
Placeholder

Page 1 of 2 Page 2 of 2

Slide 18
Copyright © 2022 Lilypad, LLC.



Why do visit volumes 
matter so much?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

From a financial and operational perspective, a 
clinic’s visit volume is the single most important 

and sensitive factor because it is the 
denominator in most performance ratios.  And 
while alternative payment models beckon and 

population health strategies persist, we still 
generally operate in a fee-for-service, volume-

based healthcare environment.

Slide 19
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Why do visit volumes matter so much?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Variable Costs:  Those costs that increase as visit 
volumes increase.  Examples include supplies and 

medications.

~10 percent

Fixed Costs:  Those costs that do not increase as 
visit volumes increase.  Examples include salaries, 

benefits and overhead expenses such as utilities and 
administration.

~90 percent

Slide 20
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Fixed costs are especially important for provider-
based RHCs because they represent one of the key 
reimbursement opportunities for the hospital.  Various 
organization-wide costs are allocated from what is 
typically considered traditional hospital operations to 
the clinic (e.g., hospital administration salaries).  This is 
why we often see provider-based RHCs with larger 
expense structures and lower profit margins.

Fixed

Variable



Why do visit volumes matter so much?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
Slide 21
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In a fee for service world, volumes fix most problems 
and improve performance across multiple metrics:

Profit Variable costs are low compared to fixed costs

Revenue Increased volume results in increased revenue

Expense Spreads costs over more services and revenue

Staffing Demonstrates greater staff  efficiency 

Productivity Providers optimize their time and increase access

Page 1 of 2



What is the right mix 
of physicians and 

APPs?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

40 years ago, the Rural Health Clinic 
designation was created, and with that, 
advanced practice providers (APP) were 

elevated as key clinicians.  The regulations 
require APPs to provide care in RHCs and in 
most cases, offer most services.  But every 

organization and market is different – how your 
RHC sets goals for the balance of physician  vs. 

APP visits is a function of several variables.
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What is the right mix of physicians and APPs?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
Slide 23

Copyright © 2022 Lilypad, LLC.

Page 1 of 2

We designed a novel metric that looks at the proportion 
of APP FTEs relative to Physician FTEs.  The Leverage 

Coefficient sets a numeric standard of a 3:1 ratio of APPs 
to Physicians, and the Leverage Coefficient Delta 

measures the distance between the clinic’s ratio and that 
standard. 

APP FTEs
Physician FTEs



Are our providers 
"busy"?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

“Busy” is a subjective term.  All providers have 
different set points and expectations and most 
consider themselves busy.  The more effective 
and objective term is “productive” because it 

reflects the measurable output of the 
provider’s work and has a direct impact  on 

practice performance.  But productivity itself is 
a measure that requires careful consideration.
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Are our providers "busy"?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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CMS defines a minimum expected number of patient visits for physicians and advanced 
practice providers (Nurse Practitioners and Physician Assistants)

Note:  Providers with regular scheduled time are subject to the Minimum Productivity standards
Note:  Providers with non-regular scheduled time are not subject to the Minimum Productivity standards
Note:  Contracted physician volumes are not included in the calculation
Note:  If clinics do not meet productivity standards, the clinic will not get full cost-based reimbursement, subject to CAA provisions

The goal is always to maximize visit volumes

4,200
Physicians

2,100
APPs



Are our providers "busy"?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
Slide 26

Copyright © 2022 Lilypad, LLC.

Some RHCs continue to track solely visits as a measure of 
productivity.  Work RVUs are a more effective way to 

assess productivity because they are designed to reflect 
the resource intensity of a specific visit.  Most provider 
compensation packages include targets and incentives 

based on Work RVUs.

Work RVUs PCP Providers
PCP FTE Providers



What is the difference 
between gross 

charges and net 
revenue?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Among its many idiosyncrasies, the US 
healthcare system does a poor job with 
enabling consumers to make educated 
decisions based on valid, reliable price 

information.  This is one reason we are slowly 
moving toward an era of price transparency.  In 
the meantime, RHCs manage two dimensions 
of payment that uniquely impact the cost of 

care: gross charges and net revenue.  
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What is the difference between gross charges and net revenue?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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Gross Charges are the retail prices assigned to all 
medical services and procedures via the hospital or 
clinic Chargemaster

Net Revenue is the amount of actual income 
(dollars) generated by the hospital or clinic



What is the difference between gross charges and net revenue?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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$200
Cost

$400
Charge

$20
Commercial

$40
20% Cost 20% Charge

Out-of-Pocket Expenses

The fully-allocated cost for a 
single visit according to the 

hospital Medicare cost report

The “retail price” of the visit 
according to the hospital’s 

Chargemaster

A typical co-payment for a 
primary care visit under a 

commercial policy
Medicare beneficiary out-of-
pocket obligation based on a 

“percent of charges” 
methodology for provider-based 

RHCs

$80



What is the difference between gross charges and net revenue?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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The POND Site Audit combines data from 
multiple public sources to provide summary 
statistics as well as a proprietary Medicare 

Cost Report integrity analysis and an 
evaluation of the out-of-pocket obligations 

for Medicare patients.

$43.15

Page 2 of 2



How come our clinic 
does not make 

money?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

This is a philosophical, systems-based question 
because primary care provides a unique 

function in the healthcare delivery system.  In 
many rural markets, RHCs are the funnel 

through which patients access the healthcare 
delivery system and the value they create is not 

wholly financial.  Therefore, it plays a 
specialized role in the holistic safety net as well 

as the organization's strategy, and its 
profitability as a stand-alone business unit is 

only one consideration.  

Slide 31
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How come our clinic does not make money?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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Financial

Value to Community

Strategy Operations

Quality

ExpenseRevenue

Profit Margin ultimately reflects the overall financial 
performance of the RHC.  But there are additional 

considerations in terms of expectations and in some ways 
an even more important question:

Should we expect the clinic to be profitable? 



How come our clinic does not make money?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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Page 1 of 2

Net Revenue - Expense
Net Revenue

Key Drivers

Visit volumes
Provider productivity
Commercial contracts
Provider compensation
Staffing model
Overhead allocation



What quality 
measures should we 

track?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

One of the chief deficits related to RHCs from a 
public policy perspective is the lack of public 

reporting and value-based purchasing 
arrangements.  However, a small set of 

National Quality Forum (NQF) measures have 
emerged as a core set of rural relevant 
measures based.  Those five targeted 

measures are included in the POND® program.
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What quality measures should we track?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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Page 2 of 2

The National Quality Forum is responsible for coordinating the 
development and ratification of clinical quality measures.  The following 
five NQF metrics have been identified via research by John Gale from 

the Maine Rural Health Research Center as the most rural relevant.

The PQRS and then MIPS public reporting programs for physician 
practices included 100+ potential measures, most of which were 

relevant to large urban practices and multi-specialty practices.  Few of 
the metrics were rural relevant and/or valid for small volume clinics.

John Gale, Director of Policy Engagement
john.gale@maine.edu



Are our providers 
appropriately 

compensated?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Notwithstanding fair market valuation 
regulations, in most instances the market and 

basic supply and demand dynamics drive 
provider compensation.  Increasingly, RHC 

physicians and APPs are migrating away from 
straight salary arrangements toward 

productivity-based arrangements and in some 
cases, value-based compensation models.  The 
challenge for RHC operators is how to balance 

and accelerate these different types of 
compensation plans in a delicate rural 

healthcare market. 
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Are our providers appropriately compensated?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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Page 1 of 2 Page 2 of 2

Compensation Metrics
Salary and bonus metrics to assess 

and compare provider costs

Productivity Metrics
Three (3) categories dealing with 
utilization and growth



Do we have the right 
number of support 

staff?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

The most valid way to answer this important 
question is to evaluate how the clinic performs 
financially, operationally and clinically because 

there is no single staffing model that 
guarantees success.  Staffing ratios are a 

reflection of the RHC’s clinical model, 
organizational culture and strategic purpose. 
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Do have the right number of support staff?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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Page 2 of 2

This metric shows the percentage of staff that provide 
clinical or diagnostic services.  A higher number suggests 
a greater proportion of resources (people, time, funding) 

is allocated to patient care relative to administrative 
functions. 

Clinical Staff FTEs
Total FTEs



How can we control 
our cost per visit?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Major cost drivers for small rural practices 
center on fixed costs, primarily clinical and 
non-clinical staff.  The relationship between 
provider expenses (salary and bonuses) and 
visit volumes is the key factor influencing a 
large set of performance ratios.  As is the 

case with so many areas of RHC performance, 
visit volumes drive results.
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How can we control our cost per visit?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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Page 2 of 2Page 1 of 2

Expense Ratios
Two (2) key metrics that provide a 
high-level view of RHC performance

Compensation Metrics
Salary and bonus metrics to assess 

and compare provider costs

Staffing Metrics
Six (6) metrics 

Productivity Metrics
Three (3) categories dealing with 
utilization and growth



Why is it important to 
track “new patients”?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

When a practice has “new” patients, it is often a 
signal of growth, whether through new 

markets, new services or additional providers.  
An increase in new patients is almost always a 
positive sign and annual targets should factor 
in the desirability of expanding practice size, 
provided the clinical staff has the necessary 

resources.
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Why is it important to track “new patients”?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
Slide 43

Copyright © 2022 Lilypad, LLC.

Page 1 of 2

The high-level metric shows how many new patients have 
been registered in the practice for the period.  A higher 

number reflects a growing practice that may be 
expanding  its service area or adding new providers. 

New Patients
FTE PCP Providers



What is most 
important: Managing 

visits, revenue or 
expenses?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

All three factors are foundational to clinic 
performance, but because visit volumes are 

part of most operational ratios, the amount of 
throughput (visits) is the dominant driver.  

Expenses are key because they enable the RHC 
to operate effectively in the future under the 

MEI-based reimbursement growth rate 
methodology, and revenue ties to visit volume, 

revenue cycle performance and payer mix
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What is most important:  Managing visits, revenue or expenses?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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In a fee for service world, volumes fix most problems 
and improve performance across multiple metrics:

Profit Variable costs are low compared to fixed costs

Revenue Increased volume results in increased revenue

Expense Spreads costs over more services and revenue

Staffing Demonstrates greater staff  efficiency 

Productivity Providers optimize their time and increase access

Practice managers can most directly control visit 
volumes as opposed to costs and revenue



What is the right mix 
of clinical and non-

clinical staff?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Understanding that challenges around staffing 
dominate practice management and clinic 

performance, the goal is to optimize the care 
team.  That means every staff person performs 
at the top of their license and that physicians, 
nurse practitioners and physician assistants 

embrace some sort of Team-based Care model.
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What is the right mix of clinical and non-clinical staff?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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Page 2 of 2

A practice with a lower Clinical Staff Ratio may have 
greater efficiency and higher throughput

Clinical Staff FTEs
Total FTEs



What level of 
performance should 
we expect for quality 

measures?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Setting performance standards is the ultimate 
mix of art and science.  In healthcare, most 

quality improvement specialists will suggest 
that clinical measure targets should be set at 

100% as the goal is to prevent all harm, always.  
Others adopt a more customized approach 

and apply a series of stretch goals that factor in 
current performance against a consensus-
driven, achievable level of improvement.
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What level of performance should we expect for quality measures?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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Page 2 of 2

A measure without a target is like a 
joke without a punchline

John Gale, Director of Policy Engagement
john.gale@maine.edu



How do we increase 
our profit margin per 

patient visit?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

The three major drivers of profit margin for 
rural health clinics are visit volumes, revenue 
cycle management and payer mix.  In most 
cases, most of the reimbursement is from 

payers with fixed, or cost-based rates.  
Therefore, opportunities to generate positive 

margin frequently derive from non-cost-based 
payers (e.g., commercial insurance plans).
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How do we increase our profit margin per patient visit?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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Page 1 of 2

Net Revenue - Expense
Net Revenue

Key Drivers

Visit volumes
Provider productivity
Commercial contracts
Provider compensation
Staffing model
Overhead allocation

Dysfunctional revenue cycle 
processes can easily undermine all 

these drivers because if you do 
not get paid for the work you do, 

no RHC will be exceptional



Should performance 
standards be different 

for PAs and NPs?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

CMS sets utilization expectations for provider-
based RHCs.  These standards help define a 
license-specific baseline level of productivity.  

However, several factors influence the ability of 
providers, whether physicians or advanced 
practice providers, to meet or exceed these 

performance thresholds.
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Should performance measures be different for PAs and NPs?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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Page 1 of 2

MD DO NP PA

Physicians APPs

4,200
Visits per FTE

2,100
Visits per FTE

CMS views NPs and PAs as equals in 
determining their minimum visit thresholds



How does patient 
panel size factor into 
overall performance?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

In an era of population health, the ability to 
grow and maintain patient panels is essential 
because the unit of strategic and economic 

value is attributed lives.  This is an increasingly 
relevant value point for the rural primary care 
delivery systems – and therefore an important 

factor in practice management and 
increasingly, provider contracting.
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Chronic Care Management (CCM)
CCM services are non-face-to-face care management and 
coordination services for Medicare beneficiaries with two or more 
chronic conditions

Transitional Care Management (TCM)
TCM services support patient’s transition from inpatient, SNF, 
inpatient rehab, outpatient observation or partial hospitalization 
settings to home or community settings

Behavioral Health Integration (BHI)
General BHI is a defined model of care that focuses on integrative 
treatment of patients with primary care and mental or behavioral 
health conditions

Note:  Internal Target = Count of annual wellness visits 
equal to Patient Panel size for each provider



What is the best 
model to compensate 

physicians?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

There is no “best” way to compensate 
providers, especially in rural America.  For 
many years, providers were compensated 

based almost entirely on base salary.  
Increasingly, however, providers are being 

compensated under more creative packages 
that include a mix of several different factors.
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Base salary frequently represents the majority of
overall compensation for RHC providers.  
However, this percentage has decreased over the 
past several years.  In some more progressive 
practices, many providers operate with no 
guaranteed base pay but instead receive 
compensation on a strictly work RVU basis, often 
referred to as an “eat what you kill” environment.

Base 
Salary

Variable
Compensation

Panel size
Patient satisfaction
Clinical quality

Relative Value Units (RVUs)
Base salary ranges are 

based on geographic wage 
factors, fair market value, 

tenure, etc.



How does visit 
volume relate to work 

RVUs?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Provider utilization typically is monitored and 
reported according to both patient visits as 

well as relative value units (RVUs) which are a 
measure of value used in 

the Medicare reimbursement formula 
for physician services.  RVUs are a part of 

the resource-based relative value scale (RBRVS) 
and are designed to adjust according to the 

amount of resources required to treat a patient.  
One visit does not equal one RVU.
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Why are our 
productivity scores 

low?
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Productivity scores are based on Work RVUs 
which reflect the resource requirements of 

patient visits.  Several factors can contribute to 
low productivity scores, but the most common 
causes are an imbalance between supply and 
demand for services and scheduling models.  

Poor coding and documentation can also 
impact the integrity of the data.

Slide 60
Copyright © 2022 Lilypad, LLC.



Why are our productivity scores low?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
Slide 61

Copyright © 2022 Lilypad, LLC.

Page 1 of 2

Supply and Demand

Supply describes the number of 
eligible providers, their availability in 

terms of office hours and ability to take 
on new patients.  Demand derives 

from the service area population and 
its underlying health status.

Scheduling

In too many RHCs, the scheduling 
system is structured to accommodate 

patient visits with time slots that are too 
long.  When intervals exceed 15-20 

minutes per visit, it creates a self-
limiting environment.

Data Integrity

For provider-based RHCs, the amount 
of time spent in the clinic (scheduled 
time) dictates the FTE values on the 

Medicare cost report.  Too often, 
hospitals fail to track actual “available 

time” accurately.

Coding and Documentation

Because many patient visits are 
reimbursed on a cost-basis, the 

reliability of coding – especially billing 
codes – is sub-standard.  This has the 
potential to over- or under-represent 

actual utilization.



Do we need to hire 
more providers?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

In some ways this question is the ultimate 
luxury for a rural health clinic because it 

suggests a growing demand for services and 
more important, an ability to effectively recruit 
high-quality physicians or advanced practice 

providers. 
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Greater provider leverage
Team-based care
Increased operational efficiency
Chronic disease management
Telemedicine

Alternatives



Lilypad is a Maine-based analytics firm that provides mobile and web-based applications for rural 
primary care practices. We adhere to a core business principle that accountable physicians/clinical 

leaders and administrators require sound data and simple, innovative tools to be successful in their roles 
within the emerging value-based care delivery environment.

Gregory Wolf, President
gwolf@lilypad207.com


