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Welcome to HealthmeTrics' first issue of
Operationally Speaking: Family Planning Up-
date. Two issues per year will be published,
with special issues when warranted.

This newsletter is designed to provide timely,
useful and proven highlights, based on the Best
Practice Family Planning Project findings.

To-date, HealthMETRICS has worked with

158 sitesin 29 states to identify best practices
for Family Planning services. Please contact us
for additional information and/or should you
wish to participate in a project.

Drivers of Cost

ke Family Planning Best Practice Project has
identified wide variation acrossthe country in the
cost of providing an episode of care. Unit costs,
after adjusting for geographic salary differences,
varied from $42 to $205.

There are specific components of the Family
Planning servicethat drive costs, and should be
the focus for operational improvements. They
are:

- Staff timeto providethevisit,

- Non-direct patient caretime,

- Staff mix, and

- Singlevisit vs. split visit appointments
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The Family Planning Best Practice Project continues to
expand across the country. States in blue represent areas
that have participated in the Project.

Family Planning Project Highlights
Significant variations were found to exist in the
following outcomes:

Unit costs— $41.64 to $205.45 per episode
of care (adjusted for geographic salary differ-
ences); average $91.69

Time per visit— 22 to 164 minutes;

average 61 minutes

Patients seen per provider hour —
0.26 t0 9.20; average 1.81

No-show rates— 7% to 65%; average 37%

Staff used to perform history, education, and
exam varied widely

Patient education scores— 50% to 100%
regarding clear understanding of critical is-
sues; average 90%

Staff satisfaction— 3.83 to 6.60 on a scale of
1-7, corresponding to “ somewhat dissatis-
fied” and “very satisfied”; average 5.28
Patient satisfaction— 5.40to 6.88 on ascale

of 1-7, corresponding to “ somewhat satis-
fied” to “completely satisfied”; average 6.50

Each issue of Operationally Speaking: Family
Planning Update will address one of these drivers
in detail and explain how variation affects the cost
of providing Family Planning services.

Staff Time as a Cost Driver

Thisissue will address staff time, specifically
those aspects that increase the amount of time
spent with patients, which, in turn, increase the
cost of avisit and decrease productivity.

Thedifferent processes used to educate patients
account for one reason for the wide variation in
staff time (22 to 164 min per visit). Some sites
duplicate the education patients receive by having
both the clinician conducting the exam and the
staff member conducting theintake or exit inter-
view discuss general method information, sexual
safety concerns, and general health information.
Thisduplication of effort doublesthe amount of
time, and therefore costs, necessary to educate a
patient, without improving clinical or educational
outcomes.

Despite the widespread belief that high-quality
outcomes depend on the amount of timethat staff
spends with patients, data consistently shows no
positive correlation between the length and qual -
ity of avisit. Visit duration isindependent of
clinical outcomes, staff morale, and patient satis-
faction.

Additionally, the extent of patient education can
vary acrossclinics. At someclinics, staff try to
address all patient education needs at one
appointment, resulting in much longer visit times
than those siteswhere staff provide focused edu-
cation on patient-specific issues.

(Continued on back)




Staff Time...(continued)

Topicswhich fall outside the core informa-
tion needed to place apatient on birth con-
trol can be important to cover with different
subsets of patients. However, the relevance
of these topics should be determined for
each patient, and should not be routine.
Thiswill save costs and improve or main-
tain educational effectiveness.

Variation in how the medical history is
taken is another explanation for variation in
staff time across Family Planning clinics.
Some sites provide the patient with aself-
assessment history form, which is briefly
reviewed by the clinician prior to the exam.
Some sites perform an extensive interview
to obtain the medical history with the pa-
tient. Other sitestake even moretime by
combining the two; the patient completes
the self-assessment history form, whichis
then reviewed in detail by the provider dur-
ing intake. Still, other sites havetwo staff
independently review the medical history
with the patient during the course of one
visit.

Through strategic analyses, HeathMETRICS
has proven that organizations can optimize
the quality of care by taking thefollowing
actions:

Eliminate unnecessary duplication of
education.

Provide focused education that is pa-
tient-specific.

Require patientsto complete a self-
assessment history form, which needs
only to be briefly reviewed by the clini-
cian prior to meeting with the patient.

Success Stories - Scotland, NC: Self Assessment History
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cMoxth Carolina' s
7 Scotland County
y Health Department
| isamodel example
of aclinic that im-
' | plemented recom-
mendationsto re-
duce staff time per
visit through strong
clinic leadership. Theresult wasadramatic
decrease in unit costs and increased accessto
care, while maintaining excellent clinical
quality outcomes.
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Baseline data collection results at Scotland
County found that staff were spending 112
minutes on each initial family planning visit.
Thislong staff time per visit was largely
caused by duplication of effort among steff.
Part of this duplication occurred in taking the
patient’ s history, contributing to an RN/LPN
time of 54 minutes and a PA time of 28 min-
utes per visit. Thisled to higher unit costs as
well as reduced access for patients.

At Scotland County, the RN or LPN inter-
viewed the patient to obtain acomprehensive
patient history. The clinician then reviewed
the history prior to performing the exam.
Datafrom over 150 family planning sites
indicated that having multiple staff involved
in the patient history process did not improve
outcomes. Therefore, Scotland County
adopted the Best Practice Process for taking

moving the patient quickly from the waiting
room into the exam with only a brief stop
with the RN or LPN. By using the Best
Practice model at the Scotland County site,
RN or LPN timerequired for taking the
patient history could be eliminated.

To implement this recommendation, Scot-
land County devel oped astreamlined his-
tory form written at a 5th grade reading
level. Patientswere given the self-
assessment history form at check-in, and
staff were available to assist patients with
guestionsor literacy issues. Oneyear fol-
lowing completion of the report, this recom-
mendation contributed to Scotland County’s
63% reduction in staff time per visit and
62% cost savings. High patient and staff
satisfaction, aswell as excellent clinical
outcomes were maintained.

A well-designed self-assessment history
formiscritical to successful implementation
of thisrecommendation. The language of
the form should be written at a 5th grade
reading level, and formsin other languages
should be provided depending on the site's
patient population.

The State of North Carolinaworked with
the sitesto create an effective and user-
friendly form, encouraging successful im-
plementation across participating sites. We
commend Scotland County and North Caro-

patient histories.

The Best Practice requires patients to com-
plete a self-assessment history form whilein
the waiting room after check-in. Only the
clinician reviewsthe history prior to the

eXam._Thisprocess hastheadvantageof
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Bur Work to-date refutes another miscon-
ception that staff burnout increases as or-
ganizationstry to drive down costs. Study
results show that staff satisfaction, like high
quality outcomes, relates directly to the
effectiveness of the clinical process.

Avoiding the Hidden Costs of Staff Burnout

Themost expensive sitein the project util-
ized aprocessthat tripled the length of the
visit compared with that of the Best Prac-
ticesite. Asaresult, scoresweresignifi-
cantly lower than the Best Practice on both
staff satisfaction and clinical quality.

Ask a Question!

dhis spaceisreserved for your questions
about aprocess, finding, recommenda-
tion, implementation, or how tojoina
Best Practice Project.

Email your question along with your
Name, Title, Organization, and Contact
information to:

info@H ealthM etricsPar tners.com

November:

December:

HealthMETRICS Presentations

- Emory Advisory Board Conference, Covington, KY .............oceeee
- Center of Excellence Director’ sMeseting, Washington, DC................
- North CarolinaReview of Results Meeting, Raleigh, NC..................

- USDA Presentation to Regional WIC Directors, Washington, DC........
- GeorgiaFamily Planning Open Access Video Conference.................
- Annua Immunizations Meeting, |daho....

Nov 3rd
Nov 7th
Nov 17th

Dec 7th
Dec 13th
Dec 15th

dteathmeTRrics Partners, Inc. developed
the Best Practice Strategy in 1996 to help
healthcare providers systematically en-
hance cost-effectiveness, improve the qual-
ity of care provided, improve accessto
services, and reduce disparitiesin care.

HealthmETRICS' processisbased onthe
systematic measurement of outcomes for
clinical quality, patient satisfaction, staff
satisfaction and unit cost, combined with
benchmarking and an astute understanding
of the waysin which processesinfluence
outcomes.

The next Family Planning Update will be issued in Spring/Summer 2006.




