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Our approach to this and experience to date…
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Infrastructure Support
Key Goals
1. Provide faculty the ability to reduce workloads and to optimize their
time taking care of patients, educating, and pursuing research
2. Deploy effectively as possible all Department and Clinic resources to
that end
3. Evolve infrastructure that encourages & supports innovative models
of care delivery, research, and education
Phased Approach

Phase I:
Clinical &
Admin Support

Phase II:
Research &
Clinical Registry

Phase III:
Other IT & Dept
Admin

Infrastructure Support
Phase I: Clinical and Administrative support
Jan - June 2014 Implement an infrastructure model that will:
•Decrease work being done by faculty to shorten workday and improve productivity
•Improve cash position
•Get faculty and staff working to top of skill set
•Optimize use of Epic system

•Optimize utilization of personnel and non-personnel resources (i.e. exam rooms)
•Transparently communicate costs of this model with specific “spending
allowances” and let faculty decide how to staff/purchase these functionalities.
•Increase accountability of clinical operations to the Department and its faculty

Infrastructure Support
Phase I: Clinical and Administrative support

Let’s do our homework:
•Quantify the infrastructure within the Department and in the clinics
•Inventory the functionalities of the personnel employed in clinic and in
the Department.
•Understand workflows of faculty and those serving them to determine if
the personnel and the systems (Epic) are being optimized to reduce the
work being done by faculty.
•Survey “best practices” and national experts (workflows and Epic)
•Examine the allocation of residents, fellows, and exam rooms

Infrastructure Support

Key Concepts

After operationalizing the workflow corrections and Epic optimization, move forward to
position the faculty with options to staff desired functionalities clinically and administratively.

1.

Identify an FTE allocation and let faculty decide how they wish
to use that allocation to support their work. (i.e. “You can
have 60 hours per week of employed help, which equates to
1.5 FTE. How do you wish to staff your office and clinic?”)

2.

Examine pooling certain functions in specific areas to provide
seamless customer service (i.e. call center to handle all
patient calls)

3.

Use technology to lower costs and improve service wherever
possible (Telcom; Epic; Scanners; etc.)

4.

Meet with every single faculty member in person to discuss
his/her desires and to answer questions…as well as options we
have to decrease their workloads and use of Epic system.

Understand the workflows of post-epic environment
“we need to pull work out of faculty and assign it to the staff around you”
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Framing the FTE needs based on workflow
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Individual allowances set to 58 hours
“How do you wish to use this staffing allowance?”
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One more thing…surgeon staffing ratios
58 hours per week per MD?
EMR have forever changed the workflows tied to physicians in the management of patients, shifting much of the work formerly done by admin
assistants to the clinical side of the house and falling almost squarely on the surgeon himself/herself. This provides a natural opportunity to
examine the employed workforce in the Department and in your clinics to consider:

1. Based on our workflows TODAY, do we really need each of these individuals to provide the functions they are currently providing?
Your answer is likely “no” if you have not done such an assessment post EMR implementation. What we are seeing is a shift to reduce the FTE
employed in Departments who have historically provided general admin functions and instead see an increase in those who are performing
clinical support functions. Transcription costs are now gone, as are employees who did that work (along with file clerks). Many academic
Departments are moving toward shared secretarial models of 2, 3, or more doctors being supported by 1 admin assistant…but now requiring
more help to get through clinic.
If you assume that each doctor will require at least 1 CMA type person in clinic to help get through clinic, and if that doctor has clinic twice per
week, this requires a minimum of 16 hours per week of employed labor (in this case via CMA or ATC). A high volume provider who does not have
the support of a midlevel in clinic and who is seeing 40+ patients per day may require 2 CMA helping each day in clinic, equaling 32 hours of
employed labor per week. From here, also consider the following:
2. How many hours per week are tied up in managing patient phone calls among your employed workforce?
3. How many hours per week are required to do surgery scheduling for a surgeon?
4. How many hours are required to perform the general admin that is not addressed in above (basic calendaring, updating CV, travel, letters,
etc.)
This topic of surgeon staffing ratios is indeed a hot topic and it is not one size fits all…but in the interest of starting some debate…let me throw a
number out there… 58. That 58 hours per week is a number that may work for a full time academic surgeon who works 2 days in clinic and 2 days
in the OR with 1 day of admin/research and who works 48 weeks per year. This can be optimized when the personnel are employed and then
utilized among partners and then used to cross cover when the faculty member is out those 4 weeks per year. Some are using CMAs in this model
some are using ATC. Some are using 10 hours of surgery scheduling functions per week, 8 hours of general admin per week, and then using the
remaining to employ 40 hours of help to run clinic and respond to the patient phone calls. 58. Of course on top of this it is likely that busier
faculty will also have some level of fellow, resident, and even possibly med student in clinic to help. What do you think? Let the debates begin!

Thank you
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