
 

  
 

 

 

 

 

 

 

How have you measured your provider experience in Cardiology Clinic? 

We recently did a faculty survey within cardiology as part of a task force to improve the faculty experience in 
the Cardiology Division.  We asked questions about recommending care or as a place to work in several areas 
in the Division. This included separate questions about clinic. 
  
Our net promoter score for recommending Cardiology clinic as a place for care was +55 (improved from 
+33 baseline) and as a place to work as a clinician was + 45 (with over 70% response rate,  and improved 
from a baseline of -10 in 2015.) This is comparable to highly rated companies like Netflix (NPS=52)—and we 
don’t offer streaming on any device.  There is always work to do to improve and we have lots of work to do 
in other areas. –Jeff Olgin 
 

What comments did you get from providers in the survey that support why things have 

improved? 

“Over the last 6 months, there have been significant improvements with the flow of clinic. The availability 

to have more assistants getting patients into rooms and the increase of rooms helps patient flow and care. 

There is less "down" time between patients.” 

 

“This may be the best venture UCSF has done” 

 

“Kudos to Brenda for turning the ship around and pointing it in the right direction. I continue to look 

forward to even more good things to come. The huddles have been a nice addition and the staff seem 
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really engaged. I hope this continues. I love the idea that it is a one-stop-shop where patients can get what 

they need in one space.” 

 

What specific things do you think have made a difference? 

 

Leadership Support and Vision/Transparency of Expectations and Data by Provider:  

 From the chief, there is transparency and benchmarking in expectations for clinical effort and 

RVUs; coding/billing levels; % new patients vs. follow-up; closed encounters metrics.  

 Quarterly performance report on all of these is provided by our DA to all faculty to let them know 

if they are on target and to allow for changes to be made in cFTE or templates before year end. 

 Support from division chief and Department of Medicine specifically for a clinic service chief.   

 

PEAK/APeX Best Practice Implementation: 

 Robust enthusiasm and adoption of Apex best practices by the faculty and engagement with 

PEAK trainers for optimization.  Our providers had an "early adopter" mentality – regardless of 

age or rank (professor / assistant professor, etc). 

 

Team Connection and Problem Solving Aligned Around Common Goals: 

 Quarterly clinical process review meetings with all faculty as well as RNs, advanced practitioners, 

to review clinical workflows, Apex updates, and other new programs being developed. 

 Quarterly divisional QI meeting with Department of Medicine Quality Managers (My Nguy and 

Kim Mendoza) in which we review not only inpatient metrics like mortality and readmissions, but 

also recently added outpatient quality metrics such as our CGCAHPS scores, access data (booking 

lag), visit volume, After Visit Summary printing rates.  We are looking to add more clinical metrics 

(such as lipid control, BP control, etc) once Apex has more robust reporting systems in place.  We 

actually were able to obtain ABIM MOC credit for faculty who participated in outpatient 

ambulatory QI projects such as printing the AVS, etc., through the UCSF Maintenance of 

Certification office (Bobby Baron, Jeff Tabas).  

  

Staffing and Clinical Support:  

 Development of support staff in clinic to round out the team.  When I started as clinic practice 

chief, there was only 1 RN who did stress tests only.  No clinical support whatsoever for general 

cardiology.  We have added a team of nurses (cross trained in stress testing as well as patient 

triage), advanced practitioners to help support urgent appointments, hospital discharge 

appointments, and co-management of patients, and recently a part-time pharmacist FTE to 

support chronic disease management.  We are still understaffed but having a clinical team has 

allowed us to grow at a rate of 10% / year at least.  The COR program, which is our transitions of 

care program, is enabling us to provide special attention on the unique needs of our most 

vulnerable population – those patients recently discharged from the hospital, for whom there had 

never been a satisfactory follow-up plan in our regular clinical practice thus creating anxiety and 

worry for the clinicians involved.   



 Increased accessibility for ancillary testing such as echo and stress testing and heart rhythm 

monitoring in the clinic, so that the MD isn't always making phone calls and asking for favors just 

to get the testing they need for their patients.   

 

Implementation of Lean principles and engagement in UBLT framework.    

 Standardization of clinic protocols and workflow and new patient triage, etc.  Initially we were 

concerned that standardization would not go over well when we had a faculty practice that was 

customized to each faculty member's specifications, but using the 80/20 rule has worked out for 

most everyone and allows us to make exceptions rarely and when clinically necessary.  Exceptions 

are no longer the rule.  This has improved staff efficiency and thus their ability to assist the 

physicians.  

 We have been focusing on improving staff engagement and creating in them a sense of 

empowerment for change.   

 Daily huddle of MA with doctor at beginning of clinic. 

 Daily staff huddle at the white board.  (see photo) with recognition of outstanding work on a daily 

basis.  MD participation in the huddles. 

 Engagement with leadership rounds, integration of feedback and bidirectional communication.   

 

My overall take on it is this:  The satisfaction for my division with ambulatory / outpatient medicine in 

clinic has grown to some extent because of team building efforts and because of recognition of one 

another, but the majority of the improvement in faculty attitude towards clinic is because of concerted and 

constant efforts to improve flow— i.e., our ability to actually practice medicine, to know with certainty that 

our patients are getting the care they need after they leave the exam room (be that with downstream 

testing, medication refills, questions answered, records being received, etc.), to chart efficiently, collect with 

billings what is reasonable and due to us, expand access to more patients, and come to clinic with a clear 

sense of what to expect for the day and a team to help make it happen.  It is not so much the provision of 

perks or even recognition, but a lot of effort allowing us to just be doctors and to create the shortest path 

from A to B for us to get things done for our patients.  –Rajni Rao, MD 

 

What are the next steps? 

There is much more to be done: we have been growing but need to look hard at sustainability; we need to 

be mindful not to inundate our staff beyond their bandwidth; we need to be more innovative in applying 

new care models such as mHealth, tele health, and team-based care to allow us to meet the new demands 

of value based care for a new cohort of patients who reasonably expect from medicine what they are used 

to receiving in many other service-oriented professions.  

 


