
Y
ou have been in your practice
facility for many years. It has
served you well, but recently
things are not “working” as in
the past. What’s different? Has

the practice grown in providers and/or
patient volume? Hopefully. Has HIPAA
affected the way you manage patients?
Certainly. Have you added services?
Likely. All you know is that your facility
does not seem to accommodate your
practice as well as in the past. The
answer(s) of what to do about your facil-
ity—renovate, relocate, do nothing,
etc.—is elusive because you are too busy
practicing medicine to focus your energy
on solving the problem. It’s hard to step
back and take a meaningful, objective op-
erational assessment of your practice to
find out exactly what to do. This article
will help uncover areas that may be ad-
justed to allow your practice to be more
efficient, provide better patient care, and
increase patient volume and revenue.

Practice Analysis
The process of analyzing a practice is
much like a patient office visit; you fol-
low a logical series of steps to gather his-
torical information, examine the physical
capabilities, and diagnose the problem.
Subsequently, you design and implement
a plan to achieve a desired result. 

The first step is to identify any and all
present complaints and determine prac-
tice goals and objectives. What would
you like to see your practice do different-
ly? What provider and service makeup
would you like to see for your practice?
What bothers you about your current
practice? There are typically four basic

areas where questions arise when prac-
tices start to discuss long-term goals and
objectives:

• Physician staffing. How many
physicians should we plan for? Should we
plan for physician assistants or nurse
practitioners? The number of physicians
and physician extenders in the group is
the number one driver of spatial need. If
extenders are in the plan, how they are
used is an important issue that needs to
be discussed. Will they see their own
patients, assist the physician, or perform
procedures?

• The “work” schedule. Should we
have evening and/or Saturday sessions?
How many more years do the senior
physicians plan to work? Are the physi-
cians’ full-time or part-time? Your weekly
schedule will determine the number of
physicians the facility needs to handle at
once. You will need to determine if your
work demand is fairly normal or if it
causes peaks and valleys in the number of
providers seeing patients at once.

• Likes and dislikes. What do you
really like about your office? What don’t
you like? Write down everything from the
color of the wallpaper in the staff lounge
to the fact you never seem to have a tech
available when you need one. Whatever
you like or dislike should be compiled
into a list. If any changes are going to be
made, you want these items to figure into
the equation.

Examination and Diagnosis 
To analyze the effectiveness of the office
in which your practice is housed, identi-
fy all users of the facility, their require-
ments and the impact those require-

ments have on the overall organization of
the facility. The three basic users of a
practice are patients, physicians and staff
members.

Among these, it is important to estab-
lish a hierarchy of needs on which to base
operational decisions. In reality, the only
reason patients and staff are at the prac-
tice is because of the physician. Thus,
operational decisions should be made in
the physician’s best interest first. Because
staff members work in the practice all
day, their needs should be considered
next in the hierarchical decision-making
tree. The last user to consider is the
patient. This may seem contrary to some,
but the logic is that the patient makes the
trip through the office systems once an
office visit; the physicians and staff work
in them all day, every day. Remember, if
the physicians and staff are as efficient as
possible, they will have more quality pro-
fessional time to spend with patients,
enhancing patient satisfaction with the
visit.

How do you determine if your cur-
rent operational systems effectively sup-
port everyone in your practice? Since the
physician is tops on the decision-making
tree, start there. All physicians have their
own personality and, therefore, their
own “natural style” of managing patients.
This natural style will generate a “natural
patient per hour rate.” This is the rate
the physician would function if all nega-
tive influences (i.e., looking for a tech,
not having a patient to see, getting ques-
tioned by the previous patient in the hall,
etc.) were eliminated from their day. The
total of the “natural rates” for all physi-
cians in the office seeing patients will
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give you the information needed to effec-
tively manage the flow of patients
through the practice.

To determine the “natural rate” of
each individual physician, perform a
time and motion study to identify exact-
ly how every minute of that physician’s
day seeing patients is spent. From this,
you will be able to determine what items
can be eliminated, what items can be del-
egated to staff, and what items the physi-
cian must do because he/she is the doc-
tor. Table 1 above offers an example of a
time and motion study. This chart illus-
trates the physician is seeing 3.63
patients per hour based on the physician
seeing two patients in 33.1 minutes.
Instituting a few changes will allow
him/her to be more efficient to raise the
patient-per-hour rate to 6.49 based on
the physician still seeing two patients but
now only spending 18.5 effective min-
utes managing the patients. This can be
done without changing the amount of
time spent with patients and should be a
goal for the practice.

Performing this same type of time and
motion study on staff supporting the
physician can identify possible flaws in
the staffing model or tasks assigned to

those staff. For instance, is the tech
assigned to load rooms and ready pa-
tients also assigned duties such as sched-
uling procedures, educating patients, or
triaging patient calls? If so, there could
be a conflict in the duties that staff mem-
ber is trying to perform.

The number one rule for staff (and
the entire practice for that matter) is to
always have a “next” patient ready for the
physician to see. By assigning staff con-
flicting responsibilities, they are bound
to fail at one of them. The tech will get
caught up in scheduling or educating a
patient and not be able to load an exam
room, or the receptionists will get caught
up on the telephone and not be able to
promptly check patients in and get them
ready for the tech to escort to the exam
room, etc. 

If the time and motion study of the
physicians determines there are times the
physician does not have a patient to see,
the next step is to continue backward on
the chain of events that gets that patient
to the physician to identify any and all
bottlenecks. Even if you find one bottle-
neck in the chain of events, remember,
there could be more bottlenecks further
back. Follow the production chain of

patient flow events back to the appoint-
ment schedule to make sure you discover
all events that impact the process.

Implementation Plan 
At this point in the process, you have
determined goals and objectives of the
practice, identified if your physicians and
staff are efficient, and possibly identified
changes that are needed to your opera-
tional and communication systems. Now
you need to determine spatially what this
means to your practice. To do this you
need to have a quantified spatial need.
This gets back to the goals of the practice: 

How many physicians should be
planned for and how many of them do
you need to plan for seeing patients at
once? This is simply a function of the
physician’s weekly schedule (not that
many practice’s physicians schedules are
simple). Table 2 includes examples of a
practice’s: (1) current physician schedule,
(2) the same schedule adjusted to normal-
ize the physician demand on the facility,
and (3) the same schedule expanded to
project the future demand as physicians
are added to the practice.

The important point to gain from
these examples is that the normalized

Elapsed
5.25
0.75
2.5
7.5
1.5
1.5
1.0
2.5
5.25
1.1
2.5
1.75

33.1

Wasted

0.75

1.5
1.0
2.5

1.1

6.85

Delegated
5.25

2.5

7.75

Dr. Time

2.5
7.5
1.5

5.25

1.75
18.5

Task
Patient work-up
Look for tech
Dr. phone call
Patient #1 examination
Dictate chart
Walk to lab
Look for chart
Talk to patient in hall
Patient #2 examination
Walk to procedures scheduler
Give verbal instructions
Dictate chart
Total

Table 1. Sample Time and Motion Study (Times are in minutes; two patients are seen during the period studied.)

                



the practice to know how many physi-
cians seeing patients at once it needs to
include in its plan. The spatial needs of
the practice should be based on this
information and knowledge. For exam-
ple, this practice should use five-physi-
cians-at-once as the number to project
out its future space needs. The practice
must also understand how much space
each physician requires. This relates
back to a physician’s “natural rate.”

The patients-per-hour rate of the
physician and the length of time it takes
to ready a room with another patient
once that physician exits that room
(referred to as turnaround time) deter-
mines the number of exam rooms
(called an exam module) a physician
requires. The typical turnaround time
for a medical practice is 10 to 12 min-
utes. This gives the tech time to follow
up with the patient, the patient time to
dress (if needed) and exit the room, and
the tech time to clean the room and get
another patient worked up and in the
room for the physician.

In a future article, we’ll discuss the
exterior requirements for your practice,
to ensure you have enough capacity to
accommodate parking and other land
use issues that need to be factored in to
an assessment of your current practice
environment and any plan for an expan-
sion or move.

Conclusion
Treating your operations and facility like
a patient, you have gathered the history
and present complaint, examined the
patient, made your diagnosis, and
devised a treatment plan. Now—and
only now—are you ready to determine
the best alternative to implement the
treatment plan. In the future, we’ll walk
you through a step-by-step process on
deciding which option is right for your
practice. PN

schedule allows the physicians the same
amount of clinical access each week as
does the current schedule, a total of 30
half-day sessions. Both schedules allow the
practice the same chance at generating the
same revenue. The difference is the nor-
malized schedule never has more than
three physicians working at once, while

the current schedule has sessions with four
physicians at once. This means a practice
with a normalized schedule could build
and staff a smaller facility than a practice
with a current schedule with peaks and
valleys in the number of physicians in the
office seeing patients at once.

The projected future schedule allows
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Table 2. Physician Scheduling Analysis
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