
N
eurologists know there is 
no way to demonstrate
improvement in a patient’s
health without some form of
qualitative measurement.

Sometimes this means comparing MRIs
taken at the initial diagnosis to a later
scan, sometimes it means asking patients
how frequent their seizures are and not-
ing a decline, and sometimes it means
asking Parkinson’s patients about length
and frequency of their “off ” times. The
key is to create a baseline, a standard that
all future treatments can be compared
against, and it is an essential feature of
our daily practice of neurology.

But this philosophy is seldom applied
to what goes on outside of the exam
room. Many physicians aren’t likely to
think about their practice’s business oper-
ations unless something goes wrong.
Sure, the staffers’ processes may seem to
work well, but could things be better?
And how can one know without some
way of assessing how they are now? You
wouldn’t expect your patients to be satis-
fied with such ambiguity and uncertainty
about their health, so why tolerate it in
your business operations?

This is why it is important for every
neurology practice to develop key sets of
performance measures, or metrics.
Measuring some key business compo-
nents at timely intervals and reviewing
them regularly can help everyone
involved in the practice to see how well it
is running as a business. Just as the gauges
and meters in a car’s dashboard can
quickly convey everything happening
under the hood, these should provide
quick, clear information.

If done correctly, these should docu-
ment the practice’s performance and pro-
ductivity so that management and physi-
cians can work together to understand
the issues affecting the practice. These
metrics should focus not only on finan-
cial performance, but also on key strate-
gic issues that could help your practice
run better in its individual environment. 

Exactly what the metric is and how it
works is always an individual decision.
For the sake of example we will look at
one system that worked for us, but any
system could work as long as it accom-
plishes the following five things:

1. Measures the level of performance 
2. Compares current performance

against available benchmarks or past per-
formance

3. Analyzes root causes of poor per-
formance

4. Improves the situation by removing
root causes through development of
process redesign, and

5. Leads to the creation of best prac-
tices that fosters ongoing performance
improvements.

Our System: 
A Scorecard for Success
In our practice we currently use a “bal-
anced scorecard” approach to perform-
ance metrics. This system enables organi-
zations to clarify their vision and strategy
and translate them into action by quanti-
fying the results of our staffers’ actions.
Some of these are measured in-house,
while others are compiled courtesy of the
hospital we are based in. We have defined
our metrics based on the following oper-
ational perspectives of our mission:

Service Excellence and Growth.
Performance to the external community,
including patients, referring physicians
and payers.

Quality and Efficiency of Care.
Performance through the eyes of internal
clinical and administrative leaders, which
means looking at the quality and efficien-
cy of internal business and clinical
processes.

Commitment to People, Research and
Teaching. Performance related to future
growth and development, including the
recruitment and retention of a competent
workforce, investment in clinical research
and innovation, and commitment to
teaching excellence.

Financial Performance. The overall
performance of our financial practices.

We developed a specific set of metrics
for each of these categories, listed in Table
1. The results are compiled every month
and are reviewed by all key stakeholders
of our department. 

The Math for Good Marks 
Our experience with the balanced score-
card approach has been relatively success-
ful for our practice. In the past we had
only reviewed the metrics that were
included on the financial performance
section of our current scorecard.
Although these remain important num-
bers for our practice, we felt that we were
always looking at results in the rear view
mirror. Any operational changes that are
made today may take months or years to
reflect positively in the financial or pro-
ductivity metrics. 

Instead of just looking at the bottom
line, our practice looks at our current set
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of metrics as an algebraic expression:
Financial Performance = Service

Excellence + Operational Efficiency +
Commitment to People 

We know that if we lose focus on a
“service excellence” metric, such as
patient satisfaction, it will result in lower
visits and reduced productivity in the
long run. If we stop giving our employees
timely feedback and reviews, they may
start finding employment elsewhere and
we will have to pay more to allow for
recruitment and temporary help.
Focusing solely on financial results does
not give you the full picture of how your
practice is performing; it overlooks the
larger trends that contribute to the long-
term viability of the practice.

Putting it in Practice
Employing the procedures outlined above
along with the balanced scorecard
approach to establishing metrics, we have
been able to establish process improve-
ments in our practice. We saw one very
clear example of this in our front-end

denial performance. Over a period of four
months, we noticed an increase in the
number of denials from a payer related to
patient insurance eligibility. This was
puzzling, as we had created a process to
verify insurance eligibility electronically
with payers in advance of every visit. 

To root out the cause, we formed a
small group of individuals from practice
management and staff to try to investi-
gate. While reviewing the denied claims,
a secretary pointed out that many of the
patients had been scheduled within one
week of their visit. Since we performed
the eligibility query a week in advance of
the visit, this caused us to miss the newly
scheduled appointments. We now run a
second eligibility check the night before
the scheduled visit, which has resulted a
40 percent reduction in this type of
denial.

Performance improvement of this sort
touches all aspects of our practice strate-
gy. Obviously, as we reduce payer denials
our financial performance improves.
However, by involving our staff in the

resolution of the problem, that staff
member feels more engaged and satisfied
in his or her job. We also have fewer
billing issues for our patients, so they are
more satisfied with our services and, ulti-
mately, they have less trouble with our
staffers. 

As Martin Luther King said, “the ulti-
mate measure of a man is not where he
stands in moments of comfort and con-
venience, but where he stands at times of
challenge and controversy.” So it is for a
neurology practice as well, particularly in
a health care environment rife with trials
and tribulations. Routinely evaluate your
practice with specific, actionable per-
formance measures and you’ll be prepared
to meet the forthcoming challenges head-
on and with a clear plan for success. PN
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Service Excellence and Growth
• Patient satisfaction – We measure patient satisfaction in our ambulatory
clinics through surveying and also receive information from our hospital’s
press department surveys on their patients satisfaction with our physi-
cians.
• Number of days to the third available appointment – We use this meas-
urement as a proxy for our access availability for our referring MDs.
• Ambulatory visit documentation lag times – This measures the amount
of time it takes for our practice to communicate with referring physicians

Quality and Efficiency of Care
• Practice telephone metrics – We measure the average time it takes to
answer a call, the number of connected calls, and average talk times.
• Patient no-show percentages – This metric often reveals issues with
practice wait times.
• Unused visits – This helps us to understand how our schedulers are
working the physicians available times slots as the open up.
• 14-day hospital readmission rates – this information is provided by the
hospital our practice is in.
• In-hospital mortality rates vs. expected – Again, the hospital compiles
this data for us.
• “Front end” payer denials – This metric alerts practice administration to
any failures in the revenue cycle.

Commitment to People
• Employee turnover rates – This measures how well we retain our work-
force. The overall goal is to minimize turnover for reduced costs and
improved staff satisfaction scores.
• Employee satisfaction survey results – We survey all the employees on
an annual basis. Although these results are not as timely as others, the
feedback is very valuable.
• Timeliness of performance evaluations – We identified timeliness of
yearly evaluations as an issue on the yearly employee satisfaction survey,
so we established a plan to monitor and improve on timeliness.

Financial Performance
• Procedure and visit volumes
• WRVUs 
• Payer Mix
• Full time equivalent
• Operating margin by month
• Each days’ amount of cash on hand
• Each days’ amount in accounts receivable
• Expenses per day

Table 1. The Metric System: Key Measures of Practice Performance

                     


