POINT OF CARE ULTRASOUND DIAGNOSIS OF RUPTURED ECTOPIC PREGNANCY

up to half of women diagnosed with an ectopic preg-
nancy have no identifiable risk factors, some potential
risk factors include fallopian tube pathology, pelvic in-
flammatory disease, previous ectopic, and pregnancy
while an IUD is in place.?

The most common long-acting, reversible contraceptive
method used worldwide, 2 I[UDs provide up to a 99% effec-
tive prevention rate.? However, when pregnancy occurs
with an IUD, the risk for an ectopic pregnancy is signifi-
cantly increased, up to 53%.?

POCUS is a cornerstone of efficient, effective diagnosis
of first trimester pathology, is standard of care for symp-
tomatic pregnant patients in the ED3#4!3 and is becoming
more common in UC, as well.'* POCUS decreases time
to diagnosis, time to obstetrics consult, and time to defin-
itive management for ruptured ectopic pregnancy when
compared with ultrasound conducted by a radiologist or
ultrasound technician.*!!517 POCUS has also been found
to enable nonsurgical treatments to be offered more
frequently; for example, in cases of early detection of cer-
vical pregnancy, methotrexate may be offered.!®

POCUS Findings

Stone, et al demonstrated a simple transabdominal
POCUS protocol to assess for the presence of ruptured
ectopic: 1.) evaluate for IUD, 2.) evaluate for free fluid in
the pelvis and 3.) evaluate for free fluid in the
RUQ/LUQ.' A full bladder assists with visualization of
IUP and pelvic free fluid, but should not cause delay of
evaluation. The presence of an intrauterine yolk sac seen
as a hyperechoic ring within an anechoic fluid collection
is the first definitive evidence of an IUP. This can generally
be seen on transabdominal ultrasound at around 6 weeks
of gestation.!! Most ectopic pregnancies are tubal and
can be seen as an extra-uterine yolk sac or embryo.!! The
incidence of heterotopic pregnancy outside of assisted
fertilization is very rare.!! Outside of these relatively un-
common risk factors, the presence of an intrauterine
pregnancy makes an ectopic pregnancy unlikely.!1”

In women presenting with a positive pregnancy test
and symptoms of pelvic pain and/or bleeding, a POCUS
showing lack of an IUP and the presence of free fluid in
the pelvis and/or RUQ is strongly suggestive of ruptured
ectopic pregnancy.’’

Conclusion

This case illustrates the importance of avoiding prema-
ture closure and anchoring bias. It also highlights the
value of POCUS use in UC, specifically in evaluation of
first trimester pregnancy presentations and protection
against cognitive biases. Relying too heavily on initial
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pieces of information (presence of IUD and report of a
negative home pregnancy test) would have limited the
differential in this case, delayed the diagnosis and en-
dangered the patient. Without POCUS, evidence of a
ruptured ectopic would have been significantly delayed,
preventing prompt transfer for definitive management.

The patient described in this case report consented to its
publication.
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Experity Patient Engagement

PATIENT-CENTERED HEALTHCARE BEGINS
WITH INTEGRATED PATIENT ENGAGEMENT

With scheduling, registration, reputation
management, and reporting tools designed
with only urgent care in mind, Experity Patient
Engagement helps you turn one-time patients
into repeat patients.
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Tightening the Belt: Rethinking
Costs and Efficiency in Urgent Care

Urgent message: Urgent care operators must be mindful of costs and labor efficiency
to navigate the challenges of rising and falling revenue in what’s been a highly

seasonal business.

Alan A. Ayers, MBA, MAcc

drove both uncertainty and higher volumes (and thus

profits) to urgent care centers. With the 2022-2023
flu season behind us, it’s back to “business as usual”
and operators are expressing an increased interest in
improving efficiency and managing operating costs.

So, what do urgent care operators need to consider?

Reducing expenses and rethinking resource-hungry
strategies adopted during the pandemic is essential in
the coming months.

|:0r much of 2020 and 2021, the COVID-19 pandemic

Volume-Driven Business

Urgent care has always been considered a volume-driven
business because once there’s sufficient visits to cover a
“skeletal” staffing model, each additional visit accrues
to the bottom line.

In this sense, labor in an urgent care center is a fixed
cost because without a provider, the center cannot serve
patients. As with any fixed cost, profitability is increased
as labor expense is spread across more patients.

Due to these basic economic factors, urgent care
centers have always emphasized volume. In fact, one
key performance indicator (KPI) that drives site selec-
tion, scheduling, and financials is patients per hour per
provider.

Historically, urgent care has been a business that
breaks even for 9 months of the year but then sees a
windfall during flu season, when volume increases dra-
matically. This is why sustained COVID volume was so
profitable for urgent care—COVID had added a second,
year-round flu, in essence.
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But what happens when this pattern isn’t followed?
The last quarter of 2022 saw an abbreviated “quad-
remic” crisis of flu, COVID, strep, and RSV that ended
abruptly compared to previous years. The impact was
regionalized, with the greatest volume seen in states
like Texas and Utah that have disproportionally large
pediatric populations.

This is a reminder that flu season is not a guarantee.
Many operators are still overstaffed from pandemic
levels. With volumes levelling, finances will likely be
tight this year, so finding ways to maximize efficiency—
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TIGHTENING THE BELT: RETHINKING COSTS AND EFFICIENCY IN URGENT CARE

“Flu season” can hit any time between
October and April, quickly filling excess
capacity in urgent care centers and
delivering outsized seasonal profits. But

there’s no guarantee of the occurrence,
duration, strength or timing of flu. That’s
why urgent care needs to evolve beyond
financial dependence on a yearly
phenomenon.

especially during the slower months—is essential to the
survival of any urgent care business.

Managing Labor Costs

Labor, particularly provider labor, by far is the greatest
expense of an urgent care center; generally, we assume
it constitutes about 85% of operating costs. But without
a skeletal staff of at least one provider and someone to
support the front desk, an urgent care cannot operate.
Creatively managing your workforce and finding new
ways to maximize efficiency are powerful tools to in-
crease your profitability.

Maximize Patients Per Hour Per Employee

In any business, revenue equals volume times rate. Since
reimbursement rates are set by payers, assuming opti-
mized coding and collections practices, this leaves oper-
ators with only one major lever to manipulate—volume.
So, when managing your labor costs, your approach
needs to be volume-driven and guided by data.

Focus on the KPI of patients per hour per employee.
Improving this metric is key to increasing your volume
while not overspending on additional staff.

The efficiency of employees varies by position (see
Table 1). While four patients per hour per provider (ie,
one patient every 15 minutes) is a good rule of thumb,
some operators would argue it's “too slow” (ie, the
number should be six) while other providers will argue
it’s “too fast,” resulting in quality or safety issues (and
that somewhere between two and three is a better
number).

Attainable patient-per-hour efficiencies are affected
by many factors, including patient demand in a trade
area, patient acuity, scope of services offered, pacing vs
ebb-and-flow of patient arrivals, use of standing orders,
provider urgent care job experience and confidence,
and the use of lean processes, support staff, automation,
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and technology.

Urgent care centers were so profitable during the pan-
demic because many providers were able to see eight to
10 patients per hour. However, this isn't sustainable
when demand is low, and your urgent care shouldn’t be
using flu season extremes to guide year-round decisions.

Many operators get stuck in a mindset that the staff-
ing model is set and consistent from site to site. This
typically entails one receptionist, one medical assistant,
and one provider...regardless of volume. Add that the
front desk or medical assistant is also a radiologic tech-
nician and “fixed” labor costs per hour raise the bar on
needed patient visits to break even.

These operators don’t think that a center seeing less
than 20 patients per day can function with 1:1 staffing,
meaning one provider and one cross-trained medical
assistant/front desk person. When you have a rigid staft-
ing model that disregards volume, your staff becomes
idle and your center loses money each hour.

Because offering seasonal employment is highly imprac-
tical given credentialing and training requirements, what
happens if a center schedules statf for “average” volume
but then sees a sudden influx of patients? The answer is
simple: Your staff works harder and patients wait.

That’s where technology that enables patients to join
the waitlist and wait comfortably from home comes
into play.

Such queuing and registration systems pace arrivals
to provider productivity, reducing stress and average
wait and resulting in a better patient and provider ex-
perience. Wait times expand or contract based on pro-
vider productivity, and patients receive text message
updates as their check-in time approaches.

An urgent care operator should continually focus on
increasing the efficiency of existing staff by eliminating
waste. “Waste” constitutes non-value-added activities
that consume time. Shift administrative tasks like reg-
istration data entry to patients, utilize standing orders
to test patients for flu, COVID, or strep before the pro-
vider exam, and simplify provider documentation to
enable your team to handle more patients per hour. By
doing so, you'll avoid the need to hire more people.
Remember, adding additional staff drops the efficiency
of your entire team.

Rethink Your Staffing Model

Aligning an urgent care center’s staffing model with
patient demand plays a major role in managing labor-
related costs. Maintaining a high “headcount” of full-
time employees is expensive. To save money without
sacrificing the quality care your center offers, a smarter
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TIGHTENING THE BELT: RETHINKING COSTS AND EFFICIENCY IN URGENT CARE

Table 1. Efficiency of Employees by Position

Providers Medical assistants (MAs) Front desk staff
Patients per hour 4 (1 every 15 min) 2 (1 every 30 min) 4
Patients per 12-hour shift 50 25 50

approach is needed.

When there’s insufficient volume to justify a ded-
icated, full-time role, cross-training is one strategy.

Nurse practitioners (NPs) and MAs can function as
basic or limited-scope x-ray operators in many states.
MAs can work the front desk in slower locations.

To take this a step further, ensure each of your staff
members practices at the top of their licensure and/or
training. In urgent care, this means utilizing NPs or
physician assistants over more costly MDs and DOs, or
hiring an MA with a limited-license x-ray certificate in-
stead of a fully licensed radiology tech.

Operators also need to take a serious look at benefits.
Offering personal time off requires your center to have
backup coverage when employees take it, in turn cre-
ating redundancy, excess capacity, and double the bene-
fits costs. Instead, consider swapping or flipping the
schedule for providers who work 3.5 days per week so
they can have contiguous days off for travel or whatever
they please.

For health benefits, limit coverage to spouses who
don't have benefits from their job. Consider offering a
high-deductible health plan with discounts for healthy
habits like preventative testing and tobacco abstinence.

Finally, realistically examine the staffing needs of
your center. Your volume isn’t always at peak levels. So
don't stay locked into a rigid schedule. Instead, have a
list of flexi- or traveling statf members or PRN providers
ready. Then, when your regular staff becomes too busy,
you can call in reinforcements.

Add Additional Services

What happens when the efficiency of your staff is maxi-
mized to patient demand, but you still have excess ca-
pacity? Adding additional services is one avenue for
increasing profitable revenue in urgent care. Keep in
mind, however, not all services result in profit. Though
you may generate more revenue, if that revenue isn’t
profitable, it doesn’t meet your goals.

Enhancing revenue from existing visits is low-hang-
ing fruit. For example, assume the front desk is verifying
coverage, entering data correctly, and collecting copays
on every visit. Where deductibles apply, consider a
credit-card preauthorization service. Ensure visits are
being coded appropriately and optimize EMR usage to
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capture codes appropriately. Doing so generates more
revenue from reimbursement without any additional
cost. Increasing the clinically appropriate use of lab
services and x-ray, such as for diagnostics, can also be
effective.

Finally, adding convenience services like medication
dispensing can capture more revenue from each patient
who visits your center.

Many operators fall into the trap of ignoring new
opportunities. Don’t forget your patients need a wide
range of healthcare services. Is your urgent care center
able to add them?

Orthopedic specialty services are the number-one re-
ferral from urgent care centers. Rather than sending or-
thopedic patients to another local facility, consider
bringing in an orthopedist one day a week with a man-
agement services organization arrangement. Doing so
lets you keep the follow-up visit, and its revenue in
your center.

When revenue from flu season-related services isn’t
coming in, adding new services and optimizing existing
processes can help buffer your bottom line.

Urgent care centers face an “incremental
labor problem.” If optimized provider and
staff efficiency is four patients per hour, or
50 patients per 12-hour shift, a center that
sees 50 patients per day will necessarily be

more profitable than one seeing 72 patients.
That’s because when a second provider is

added, the efficiency of both providers falls.
In this example, 72 patients per 12 hours per
two providers is only 3 patients an hour, or
75% less productivity than the optimized
single provider. So, while we say urgent care
is volume-driven, the constraint is the
capacity of the staffing model.
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“Cutout unneeded spending where
possible and focus on funneling your
dollars back into your center in ways
that improve your services and create
growth opportunities.”

Managing Operating Expenses
While generating profitable revenue is never a bad
thing, urgent care operators also need to take a hard
look at cutting their expenses as we move into 2023.

The COVID pandemic and its related effects led many
centers to increase spending. Some of this spending is
inflation-driven—particularly of wages and supply
costs—but others are surplus. Now, even with revenues
slowing down, those centers may have not scaled back
their spending accordingly.

Reducing operating expenses is essential for centers
struggling to weather the “drought” months outside of
flu season. In practice, this can take many forms.

Supply Inventory Management

Saving on non-labor operating costs begins with man-
aging your supply inventory and acquisition. Centers
may use the same supplier for years without researching
offers from competitors. To ensure your center is getting
the best price, always solicit bids from several suppliers
(Medline, McKesson, Henry Schein, et al).

Moreover, be mindful of your ordering habits. Order
less frequently to take advantage of the lower shipping
costs of larger orders.

Does your center have an abundance of supplies sit-
ting unused in the cabinetry of patient rooms? If so,
have you noticed the staff doesn’t get the supplies they
need from those cabinets, but rather, the central supply
closet?

Sitting inventory is money you're wasting when you
could use the capital to help cover operating expenses.
In fact, one recommendation is to just eliminate cabi-
netry that’s a magnet for unused supplies.

Next, aim to reduce formulary SKUs to the essentials,
eliminating duplicate items that serve the same purpose,
and switching from branded to generic or private-label
products.

Focusing again on the issue of volume, reduce your
inventory levels and order frequency to match the de-
mand your center sees. Without massive surges of
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COVID (and especially outside of flu season), you don't
need to hoard supplies.

It’s time to re-examine how much supply inventory
your center goes through over time and pace your orders
accordingly.

Lowering Occupancy Expenses

The amount paid for your space is unavoidable in that
it’s typically locked in by your lease. However, you can
save money by taking a few steps.

First, consider renegotiating your lease renewals at
the updated market rate. Real estate prices are changing
all the time. If your initial lease contained TI (tenant
improvement) that’s been fully amortized, or if “esca-
lators” resulted in annual rent increases in excess of ac-
tual market rent, then you should try to negotiate a re-
newal lease reduction. Do your research and don’t pay
more than you should.

Many landlords are also unfamiliar with the ebb-
and-flow nature of urgent care volumes. With this in
mind, operators may want to ask for flexibility in rent
payments during slow periods to ease some pressure.

Occupancy expenses don't just cover rent. Operators
should also consider the third-party services they spend
money on. For example, does every center need daily
professional cleaning? Or could a center with less traffic
assign MAs to clean during the day and bring in profes-
sional cleaners once a week?

The same is true when considering services like
printer and copier maintenance, window washing, doc-
ument shredding, and bottled water delivery to name
a few. Often, a cheaper alternative is available.

Try cutting down the number of printers/copiers at
your center, handling documents electronically rather
than printing and faxing, having staff clean the win-
dows, purchasing shredding machines, or installing
water filters for staff to refill their bottles. This might
not be glamorous, but for many centers, it’s low-hang-
ing fruit.

Conclusion

In today’s world of tight margins and fluctuating reve-
nue, tightening your belt is simply part of running a
successful urgent care. Cut out unneeded spending
where possible and focus on funneling your dollars
back into your center in ways that improve your services
and create growth opportunities.

Focusing (or refocusing) on the basics will allow your
center to thrive in the face of economic uncertainty as
our industry continues adapting to the post-COVID
world. B
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