[image: A logo for a company

AI-generated content may be incorrect.]









Introducing the Visit Value Index™ (VVI): A New Operational Efficiency Framework for the AI Era
Prepared by Michael Bramhall, November 2025 • Bramhall Consulting
VVI tool created by Michael Bramhall in late 2023















Table of Contents
1. Executive Summary
2. Why VVI Now
3. The Problem: Data Overload, Action Paralysis
4. Introducing the Visit Value Index™ (VVI)
5. VVI vs. Traditional Metrics
6. The Visit Value Index™: An Operational Framework Built for the AI Era
7. Standardized Performance Scale
8. Operational Interpretation
9. Revenue and Labor Factors (RF & LF)
10. Diagnostic Framework (16-Scenario Matrix)
11. Why VVI Is Superior to Existing Operational Metrics
12. Implementation Roadmap: From Insight to Impact
13. Expected Impact with Consistent VVI Application
14. Who Should Use VVI
15. Conclusion: From Insight to Impact
16. Get Started Today
17. Addendum – AI Use
18. References









The Visit Value Index™ (VVI)
Bridging Financial Insight and Operational Execution in Healthcare
White Paper – November 2025
Bramhall Consulting, LLC | Author: Michael Bramhall, Founder & CEO
predict. perform. prosper.

1. Executive Summary
Financial Statements are blunt instruments. VVI Is a scalpel.
In a healthcare environment defined by margin pressure, staffing volatility, and payer complexity, leaders no longer need more data—they need clarity that drives action.
The Visit Value Index™ (VVI) is a breakthrough efficiency framework that converts three universal metrics—Visits, Net Operating Revenue, and Total Labor Cost—into a single, actionable performance score.
It identifies where value is created or lost, reveals the underlying cause (revenue or labor), and prescribes precise interventions through a 16-scenario matrix.
Inputs: Visits, Net Operating Revenue, Total Labor Cost
Outputs: Weighted VVI Score (0–100+), Revenue Factor (RF), Labor Factor (LF), 16 Prescriptive Playbooks
Result: Leaders move from “What’s wrong?” to “Here’s exactly what to fix—starting today.”
VVI transforms financial data into actionable operational insight. It reframes traditional metrics—like salary and wages as a percent of revenue—into a per-visit efficiency model that highlights the two most controllable levers of performance:
· Net Revenue per Visit (NRPV): Your earning strength
· Labor Cost per Visit (LCV): Your largest expense

2. Why VVI Now
Healthcare margins are thinner than at any point in the last decade.
Staffing costs have risen 18–25% since 2020, yet payer yield has remained virtually flat. Meanwhile, patient volumes are unpredictable, and workforce burnout continues to erode productivity.
Traditional metrics—such as Salary % of Revenue, RVUs, and Visits per FTE—capture costs, not causes. They lag true performance by weeks or months and leave leaders reacting to problems instead of preventing them.
The Visit Value Index™ was built for this environment.
It introduces a new operational framework that centers performance around value per visit—combining revenue yield and labor efficiency into a single, actionable measure that updates as often as the books close.
In a system where leaders may oversee 20–30 clinics with limited analytics support, VVI replaces lagging indicators with living intelligence. It turns:
“What happened last month?” → “What’s happening this week, and what do we do about it?”
VVI reframes operational performance into a structure that is measurable, diagnosable, and continuously actionable—precisely what healthcare operations have been missing.

3. The Problem: Data Overload, Action Paralysis
Healthcare executives are awash in metrics—PPV, SWB%, RVUs—but few translate into directional action.
Traditional KPIs measure symptoms, not causes:
· “Labor high” doesn’t distinguish between overstaffing and throughput loss.
· “Revenue down” doesn’t reveal whether it’s capture failure, coding error, or volume mix.
The result: leaders spend more time interpreting data than solving problems.
The VVI eliminates that barrier by merging financial clarity and operational behavior into one integrated system of measure and management.

4. Introducing the Visit Value Index™ (VVI)
The Core Formula
The Visit Value Index™ (VVI) measures the relationship between value created and labor invested per visit.
It quantifies how effectively a clinic transforms staffing cost into net revenue — the truest expression of operational value.
Simple Formula: Net Revenue / SWB (Total Labor Expense)
This simple ratio reveals the balance between what the organization earns and what it spends on staffing to earn it. Put simply, it is how much revenue is generated for every $1 of labor expense.
A higher VVI means greater value creation per visit; a lower VVI signals inefficiency or revenue leakage.
The Visit Value Index™ was created to help leaders cut through noise. Instead of analyzing 20+ KPIs in isolation, VVI distills performance down to whether clinics are generating value per visit — and whether that value is being eroded by revenue leakage or labor inefficiency. The intent behind VVI is simple: create clarity, reduce burnout, and give leaders confidence in where to focus next.


5. VVI vs. Traditional Metrics
	Metric
	Limitations & VVI Advantage

	Salary % of Revenue
	Ignores volume and throughput efficiency; measures cost, not value.

	RVUs per FTE
	Focuses on provider productivity only; misses front-end workflow, throughput, and staffing alignment.

	Net Revenue per Visit
	Useful but incomplete—does not account for the labor cost required to generate that revenue

	Visit Value Index™
	Integrates both revenue and labor, identifies the root cause of imbalance, and provides prescriptive, data-driven solutions.


Unlike traditional metrics, VVI evaluates performance at the clinic level, not the provider level—capturing the complete operational picture: front-end accuracy, throughput efficiency, staffing alignment, and revenue integrity.

6. The Visit Value Index™: An Operational Framework Built for the AI Era
Healthcare is rapidly shifting toward AI-enabled operations, where intelligent systems monitor workflows, forecast demand, detect abnormalities, and support decision-making. Yet most traditional performance metrics—SWB%, RVUs, PPV, Visits/FTE—were never designed for AI. They are inconsistent, siloed, and lack the causal structure required for machine interpretation.
The Visit Value Index™ (VVI) fills this gap by providing a standardized, interpretable operational framework that both human leaders and AI agents can use to understand clinic performance, detect drift, and guide action. VVI integrates financial, operational, and behavioral dimensions into a single, cohesive model that translates directly into decision logic.
Why AI Requires a Unified Framework
AI systems excel at pattern recognition and automation, but they still require a clear operational schema to determine:
· what constitutes good or poor performance,
· whether performance issues originate in revenue or labor,
· which operational behaviors are causing the issue,
· what corrective action should be taken,
· when escalation is needed, and
· how to structure and sustain improvement.
Traditional metrics do not provide this structure.
VVI does.
[bookmark: _Hlk214369087]A Structured Logic Model That AI Can Interpret
The strength of VVI lies in its integrated architecture:
· VVI Score – establishes the performance state.
· Revenue Factor (RF) and Labor Factor (LF) – identify the operational lever driving the imbalance.
· VVI Performance Driver Assessment (VPDA) – identifies the behavioral and workflow causes behind RF/LF drift.
· 16-Scenario Prescriptive Matrix – defines the appropriate corrective action.
· 12-Week Turnaround Plan – creates a structured cadence for sustaining improvement.
· Predictive Coverage Model (PCM) – forecasts staffing needs to align with volume and acuity.
This full system provides the interpretive layer AI needs to transition from passive data analysis to active operational support.
Enabling AI-Augmented Clinical Operations
As AI becomes embedded in throughput monitoring, scheduling, coding review, and real-time revenue cycle surveillance, these systems will require:
· consistent performance thresholds,
· causal pathways to differentiate revenue vs. labor drift,
· root-cause models tied to observable behavior,
· standardized action logic, and
· predictable improvement cadences.
VVI provides this exact structure.
It acts as the operational operating system that future AI-driven tools can use to ensure clinics remain aligned, efficient, and stable.
Future-Proofing Operational Management
The long-term trajectory of healthcare operations includes:
· autonomous staffing assist tools,
· real-time coding accuracy audits,
· AI-driven denials prevention,
· dynamic throughput optimization,
· predictive burnout detection, and
· intelligent operational coaching.
These capabilities require a shared operational language to anchor interpretation and action across systems and teams.
VVI delivers that language—creating the first framework designed to support both human judgment and AI-enabled clinical operations.
The Visit Value Index™ is not merely a new metric. It is a comprehensive operational framework built to support the next decade of healthcare delivery. By integrating value measurement, diagnostic clarity, behavioral reliability, prescriptive actions, and structured execution, VVI provides the foundation required for effective human and AI collaboration.

7. Standardized Performance Scale
To express VVI performance on a consistent, 0–100 scale*, the ratio is standardized using the operational target benchmark of 1.67** — the point where revenue generation and labor efficiency are optimally balanced. 
· 100 = Balanced performance (VVI = 1.67)
· >100 = Outperforming benchmark (value creation)
· <100 = Underperforming benchmark (value erosion)
A VVI of 1.67 represents the equilibrium between strong revenue capture and disciplined labor investment.
This ratio becomes the universal yardstick for comparing sites, regions, or even system-level portfolios — independent of size, volume, or service mix.
*Unless otherwise specified, the VVI model uses benchmark targets of $140 Net Revenue per Visit and $85 Labor Cost per Visit. These may be overwritten with budgeted or regional benchmarks to customize the VVI to local conditions.
**In the case of using benchmarks of $140/$85, 1.67 is the ratio equivalent to Labor Expense making up 60% of Net Revenue. Because 60% labor cost means each dollar of labor should generate 1 ÷ 0.60 = 1.67 dollars of revenue, the VVI default benchmark (weighted score) is set at 1.67 — this is customizable based on actual budgets/goals/targets.


8. Operational Interpretation
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AI-generated content may be incorrect.]The scoring tiers align with the natural distribution of clinic performance—ensuring that roughly 10–20% are high-performing, 40–50% are stable, 20–30% show early drift, and only 5–15% require urgent intervention—making the system realistic, balanced, and operationally manageable.

9. Revenue and Labor Factors (RF & LF)
While the composite VVI reflects overall performance, its diagnostic strength comes from the Revenue Factor (RF) and Labor Factor (LF) — the twin levers that determine whether performance gaps are driven by revenue weakness or labor inefficiency.
RF = Actual RPV ÷ Target RPV
LF = Target SWB/Visit ÷ Actual SWB/Visit
· Revenue Factor (RF) measures earning strength — how effectively each visit generates revenue against expectation.
· High RF = strong charge capture, coding accuracy, payer integrity.
· Low RF = leakage, denials, documentation lag, or volume decline.
· Labor Factor (LF) measures efficiency — how staffing cost aligns to visit volume.
· High LF = disciplined coverage, low overtime, efficient throughput.
· Low LF = overstaffing, turnover, scheduling drift, or burnout risk.
Together, RF and LF explain why the overall VVI appears as it does and which lever to pull for performance recovery or optimization.
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10. Diagnostic Framework
The combination of Revenue Factor (RF) and Labor Factor (LF) creates a 4×4 matrix of operational scenarios — sixteen possible intersections that represent every clinic’s performance posture.
Each intersection delivers both a Diagnosis and a Prescriptive Action Plan designed for immediate improvement or sustainment.
4×4 VVI Diagnostic Scenario Matrix (Visual Grid)
Revenue Factor (RF) on the vertical axis
Labor Factor (LF) on the horizontal axis
Legend:
· Sustain = strong alignment
· Guard = protect from drift
· Optimize = improve efficiency
· Correct = fix identified imbalance
· Intervene = rapid corrective action
· Recover = restore failed revenue
· Crisis = full operational rescue
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Each scenario corresponds to a prescriptive set of RF and LF levers that target the specific drivers of imbalance.
Example: RF Excellent / LF At Risk — “Optimization: Rebalance Load”
Diagnosis: Revenue performance exceeds expectations but staffing strain and turnover risk indicate rising inefficiency.
Prescriptive Levers
RF Excellent – Sustainment:
· Maintain revenue integrity through quarterly audits of charge capture and coding accuracy.
· Reinforce recognition and retention of high-performing staff tied to financial results.
· Benchmark workflow practices across regions to replicate top-performing models.
LF At Risk – Corrective:
· Conduct weekly schedule balancing based on rolling four-week visit trends.
· Monitor overtime weekly and deploy PRN or float coverage during peaks.
· Cross-train staff to build flexibility and reduce coverage gaps.
· Conduct monthly stay interviews to prevent turnover among top performers.
Leadership Focus: Protect strong revenue performance by relieving labor pressure before it erodes margin.
Example: RF Critical / LF Critical — “Crisis: Full-System Recovery”
Diagnosis: Both revenue and labor efficiency are severely below target; value erosion is systemic.
Prescriptive Levers
RF Critical – Interventional:
· Conduct daily billing huddles to resolve open claims, coding errors, and registration defects.
· Audit payer mapping accuracy and address denials by root cause.
· Enforce chart closure within 24 hours and accountability for lag.
LF Critical – Interventional:
· Review staffing daily to realign with actual visit volume.
· Implement immediate overtime freeze except for coverage emergencies.
· Reassign or consolidate shifts based on throughput patterns.
· Initiate a 12-week staffing and morale recovery plan co-led by HR and Operations.
Leadership Focus: Deploy full recovery operations—address financial leakage and workforce stabilization simultaneously.
(The complete 16-quadrant matrix with detailed RF/LF levers appears in the VVI Toolkit)

11. Why VVI Is Superior to Existing Operational Metrics
Replacing fragmented indicators with a unified, diagnostic value framework
For decades, healthcare operations have relied on a patchwork of metrics—SWB%, Patients per Provider per Day, RVUs, Visits per FTE, Net Revenue per Visit, labor variance reports, and composite dashboards—to evaluate clinic performance. Each of these measures provides a partial truth, but none provide a complete operational picture. Leaders are left interpreting conflicting signals, reactive indicators, and symptom-level data that often misidentify the true cause of performance drift.
The Visit Value Index™ (VVI) represents a fundamentally more advanced solution because it integrates revenue, labor, workflow behavior, and corrective action into one unified, actionable system. It replaces the fragmentation of legacy metrics with a standardized measure of per-visit value that works across every clinic type, volume level, and reimbursement environment.
Below is a direct comparison of how VVI improves upon earlier models:
A. VVI Incorporates Both Revenue and Labor—No Other Metric Does
Early attempts:
· SWB% evaluates labor in isolation
· NRPV evaluates revenue in isolation
· Visits/FTE evaluates throughput in isolation
Why they fall short:
They fail to explain how revenue and labor interact, which is the core driver of clinic value.
Why VVI is superior:
VVI uses the direct ratio:
Value per Visit = Net Revenue per Visit ÷ Labor Cost per Visit
This is the only model that captures the integrated financial reality of clinic operations.
B. VVI Normalizes Performance Per Visit
Legacy metrics distort performance because they depend heavily on:
· clinic size
· provider staffing
· acuity mix
· seasonal variation
· daily visit swings
VVI solves this by normalizing performance per visit, allowing apples-to-apples comparison across:
· small vs. large clinics
· rural vs. urban sites
· urgent care vs. primary care
· high-acuity vs. low-acuity models
This makes VVI the first universal operational metric.
C. VVI Diagnoses the Cause: Revenue Factor (RF) and Labor Factor (LF)
Other metrics reveal symptoms, not causes:
· SWB% goes up → Is it labor inefficiency or revenue leakage?
· PPV drops → Throughput issue or coding/documentation issue?
· RVUs/FTE stable → But is revenue actually collected?
VVI uniquely answers that question by breaking the score into two diagnostic components:
· RF (Revenue Factor): Earning strength
· LF (Labor Factor): Staffing efficiency
RF/LF identify exactly where the imbalance originates.
No legacy metric provides this clarity.
D. VVI Identifies Root Cause Behavior Through VPDA
Legacy metrics cannot explain why performance drift is happening.
The VVI Performance Driver Assessment (VPDA) provides a structured behavioral assessment of:
· front-end accuracy
· documentation reliability
· coding behavior
· chart lag
· throughput workflow
· staffing alignment
· lab/POCT workflow
· daily huddle/communication discipline
· POS collection adherence
· reconciliation reliability
VPDA makes VVI the only metric that connects financial outcomes → operational behavior.
E. VVI Includes a Prescriptive Action Pathway (16-Scenario Matrix)
Traditional metrics leave leaders with interpretation but no direction.
VVI fixes this by linking each RF/LF combination to a prescriptive playbook:
· Sustain
· Guard
· Correct
· Optimize
· Recover
· Crisis/Intervene
This turns VVI into a management system, not a metric.
F. VVI Includes a Treatment Plan: The 12-Week Turnaround Framework
No legacy metric includes:
· cadence
· accountability
· sequencing
· weekly deliverables
· progress validation
· behavior reinforcement
The VVI 12-Week Treatment Plan is the first operational improvement model specifically designed for ambulatory care. It gives leaders a repeatable method to restore performance.
G. VVI Aligns With Predictive Staffing (PCM – coming in Q1 2026)
Visits/FTE, labor variance, OT reports, and productivity dashboards are all rear-view mirrors.
VVI works forward.
The Predictive Coverage Model (PCM) uses:
· forecasted volume
· turnover risk
· staffing pipeline
· seasonal curves
· labor cost targets
VVI + PCM create a predictive, not reactive, staffing model—something no previous operational metric has ever integrated.
H. VVI Converts Data Into Action—Not Interpretation
The fundamental weakness of legacy metrics is that they require expert interpretation and often contradict each other.
Example:
· High NRPV but low margin → what’s wrong?
· Lower SWB% but poor throughput → is that good or bad?
· High PPV but declining revenue → how?
· Good RVUs but high denials → what’s the fix?
VVI removes ambiguity.
Every score maps to a clear diagnostic and a clear intervention.
It transforms monthly data into operational decisions, not discussions.
I. VVI Is AI-Ready
Legacy metrics cannot power autonomous or semi-autonomous systems. They lack:
· structured thresholds
· cause-effect mapping
· prescriptive pathways
· behavioral diagnostics
· normalized scoring
VVI provides the architecture AI agents need:
· VVI Score → what
· RF/LF → where
· VPDA → why
· Matrix → how
· Treatment Plan → execution
· PCM → prediction
It is the only operational metric designed for the era of AI-driven operational management.
Summary: Why VVI Is Definitively Superior
· Integrates revenue + labor
· Normalized per visit (universal applicability)
· Diagnoses underlying cause (RF/LF)
· Identifies root-cause behavior (VPDA)
· Prescribes targeted corrective action
· Provides a 12-week operational recovery cadence
· Embeds predictive staffing logic (PCM)
· Creates a unified operational language
· AI-compatible and future-proof
· Eliminates conflicting or misleading legacy metrics
VVI is not simply a better metric.
It is the first complete value framework for ambulatory operations.

12. Implementation Roadmap: From Insight to Impact
The VVI model is designed for rapid adoption—delivering measurable improvement in less than 60 days.
Step 1 – Gather Inputs
Pull the three universal data points:
· Visits (from EMR or Finance Statement)
· Net Operating Revenue (from P&L or Finance Statement)
· Total Labor Cost (from P&L, Finance Statement, or from payroll)
· Optional: Pull Net Operating Revenue/Visit and Total Labor/Visit budget
Step 2 – Calculate the VVI
Enter the 3 or 5 (if using the options) into the free VVI Tool at: www.bramhallconsulting.org
Step 3 – Diagnose Revenue Factor (RF) and Labor Factor (LF)
VVI Tool will calculate RF/LF Diagnostic
Step 4 – Apply Prescriptive Actions
VVI Tool will list Prescriptive Actions. Focus execution on the “Top 3 Levers” per category for the first 30 days, then layer in the next tier of optimization tactics.
Step 5 – Monitor Improvement
Review progress weekly at the leadership level and monthly at the regional or system level.
A sustained 5–10 point improvement in Weighted Score within 60 days typically translates to a 2–4% improvement in EBITDA margin.
ROI Snapshot: The Economics of Efficiency
The Visit Value Index™ was designed to do more than measure—it delivers tangible financial return within a single quarter of disciplined use.

13. Expected Impact with Consistent VVI Application:
Based on prior use of the operational principles embedded within the VVI model — including per-visit revenue optimization, labor efficiency calibration, and throughput standardization — leaders can expect the following outcomes within 60–90 days of implementation.
	Performance Shift
	Operational Impact
	Financial Outcome

	+0.10 improvement in VVI
	~6% reduction in SWB per Visit
	150–200 bps EBITDA margin lift

	Movement from “At Risk” (90–94) → “Stable” (95–99)
	8–12% improvement in provider productivity
	1.5–2.5 additional patients per day

	Movement from “Stable” → “Excellent” (≥100)
	Sustained throughput and engagement gains
	2–4% revenue growth per FTE

	Sustained VVI ≥100 for 6 months
	Institutionalized best practices
	200–400 bps EBITDA improvement


Operational Translation:
· A typical 12-site urgent care network improving its average VVI by 0.15 points could realize $350K–$500K in annualized margin recovery, primarily from labor optimization and improved capture accuracy.
· Productivity gains compound further through reduced burnout and turnover, cutting replacement costs by 10–15% per year.
The ROI of VVI isn’t theoretical — it’s mechanical.
Every tenth of a point represents labor converted to value instead of waste.

14. Who Should Use VVI
	Role
	Use Case

	C-Suite Executives
	Prioritize underperforming portfolios.

	Regional Directors
	Drive operational alignment and coaching.

	Clinic Managers
	Manage throughput, productivity, and engagement.

	Revenue Cycle Teams
	Focus on leakage prevention and capture accuracy.

	HR / Operations
	Guide staffing alignment and burnout prevention.



15. Conclusion: From Insight to Impact
The Visit Value Index™ transforms financial reporting into a management discipline.
It connects operations, finance, and the front line around a single shared truth:
Maximize value. Minimize waste. Every visit. Every clinic.
VVI doesn’t just measure efficiency—it prescribes it.
In a world where AI delivers more data than decisions, VVI delivers clarity.

16. Get Started Today
Website: www.bramhallconsulting.org
App: Visit Value Index (VVI) – Bramhall Consulting
Email: bramhallconsultingllc@gmail.com
X: @bramhall_m62816
Bramhall Consulting, LLC
predict. perform. prosper.
ADDENDUM: Operational Logic, Diagnostic Standards, and the Comprehensive 16-Scenario Prescriptive Framework for the Visit Value Index™ (VVI)

17. VVI Core Algorithm and Order of Operations
To ensure consistent interpretation across human users and AI systems, the Visit Value Index™ (VVI) follows a defined reasoning sequence:
VVI Reasoning Order of Operations
1. Collect Inputs
• Visits
• Net Operating Revenue
• Total Labor Cost
• (Optional) Budgeted NRPV and LCV
2. Calculate Key Metrics
• NRPV = Net Revenue ÷ Visits
• LCV = Labor Cost ÷ Visits
3. Calculate VVI
• VVI = NRPV ÷ LCV
4. Calculate Diagnostic Factors
• RF = Actual NRPV ÷ Target NRPV
• LF = Target LCV ÷ Actual LCV
5. Standardize RF and LF to a 0–100 Weighted Score
(See A2 & A12)
6. Place RF and LF Into the 16-Scenario Matrix
• Determines the operational posture
7. Identify High-Yield VPDA Drivers
• Reveals behavioral root causes
8. Select “Top 3 Levers”
• Highest-return actions for the next 30 days
9. Build the 12-Week Turnaround Plan
• Sequenced actions, roles, cadence
10. Forecast Financial Impact
• Predict impact on VVI, LCV, NRPV, EBITDA
11. Generate Leadership Summary
• One-page, actionable findings and next steps
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