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The ACC’s CathPCI Physician Dashboard offers ACC 
members free, confidential access to their CathPCI 
Registry data. 

Use your trusted, validated data to:
• Easily compare performance in over  

40 metrics to colleagues
• Complete MOC self-directed PIMS
• Inform quality improvement activities

Visit ACC.org/PhysicianDashboard 

IT’S YOUR DATA …  
     USE IT!

In today’s healthcare market, health systems must 
be structured as efficiently as possible to deliver a 
superior patient experience and effectively utilize 

resources. Changing payment methodologies alone 
will quickly expose and aggravate inefficient practices 
and processes. As a result, organizations are critically 
assessing their ability to meet patient access needs, 
control costs, and demonstrate value. It’s safe to say 
that identifying issues and improving performance 
across ambulatory operations has never been more 
vital to an organization’s viability. 

Pursuing performance improvement across the 
ambulatory enterprise can be particularly daunting 
for cardiologists, who have a variety of competing 
patient demands to balance on a daily basis (e.g., 
inpatient rounding, clinic visits, testing reads, call 
coverage). We know this from our experiences 
working with cardiology groups to help them over-
come the operational obstacles they face. Instead of 
offering a consultant’s summary of the operational 
challenges cardiologists confront, steps to overcome 
them, and potential outcomes, we would like to 
illustrate these points by offering you a glimpse 
into a recent engagement with a midsize cardiol-
ogy group aimed at assessing and addressing the 
operational issues it was experiencing. The hope is 
that you may identify with some of the challenges 
this group experienced and gain valuable insight 
into how to structure a cardiology group to thrive 
in today’s healthcare environment while providing a 
sustainable practice for the providers.

Cardiology Group Overview

An eight-provider cardiology group within a larger 
multispecialty organization recently reached out to 
us to conduct a performance review of the practice. 
The group was integrated with a health system 
and, as such, had multiple demands on its time that 
removed it from its ambulatory practice. Other key 
features of the group included:

» Specialty Mix — There were eight total cardiol-
ogy FTEs: one noninvasive, three invasive, and 
three interventionalists. The practice also had one 
nurse practitioner (NP).

» Sites of Service — There were two outpatient 
clinics (one main location and another smaller 
outreach site), a noninvasive laboratory (NIL) at 
the main clinic, a hospital, and a cath lab.

» Clinic Schedule — There were four cardiolo-
gists scheduled in the main clinic, supported by 
one NP, with an additional cardiologist practice 
at a smaller outreach location. The remaining 

cardiologists were performing other clinical du-
ties as noted below.

› Test/Image Interpretation — A single cardi-
ologist served as reader of the day, overseeing 
and interpreting all tests and imaging studies 
ordered, regardless of which cardiologist placed 
the order. All interpretations were required to 
be completed within 24 hours.
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Conclusion Findings Solution/Best Practice

Poor Provider 
Deployment

There was a high reliance on inva-
sive and interventional cardiologists 
as a group, but the practice had only 
one noninvasive physician.

 » Ensure a balanced mix of cardiac specialties to 
guarantee appropriate clinic coverage, adequate 
availability for outreach, and sufficient availability for 
diagnostic catheterization procedures.

 » Maintain a provider staffing ratio of 1.75 FTE noninva-
sive cardiologists for every invasive cardiologist.1

At least two physicians were round-
ing on inpatients each day, thereby 
reducing availability in the ambula-
tory clinics. 

 » Implement a rounder-of-the-day model, in which a 
single physician will round on all inpatients, regard-
less of the patient’s primary cardiologist.

 » Ensure the rounder of the day either has reduced or 
no other clinical responsibilities, depending on the 
volume of inpatients and clinical support available.

Limited Use of 
NPs and Care 
Team Model

 » Only one NP was employed by 
the group, and as a result, there 
was no care team model in place 
to meet the needs of the patients.

 » This placed a greater burden on 
the physicians and limited patient 
access and appointment avail-
ability. 

 » Implement a collaborative care model that incorpo-
rates NPs in the clinic to see low-risk follow-up and 
established patients.

 » Structure the model in such a way that there is one 
NP supporting one or two cardiologists who will 
then serve as the care team. 

 » Schedule patient appointments with the care team 
rather than an individual physician.

Available 
Capacity in Am-
bulatory Clinic 
and NIL

Due to the mix of providers at the 
group, the limited use of NPs, and 
the lack of a care team model, exam 
rooms and the NIL at the main am-
bulatory clinic were operating at 51% 
and 56% of capacity, respectively.

 » Establish a rounder of the day to increase the num-
ber of physician FTEs available to see patients at the 
ambulatory clinic.

 » Standardize appointment length to increase the 
number of available appointment slots.

 » Develop a care team model to increase patient ac-
cess and provider availability.

High Non-Pro-
vider Staffing 
Ratios

Because the ambulatory clinic and 
NIL were not being utilized to their 
fullest capacities, non-provider staff 
were underutilized and the clinic 
was overstaffed, thereby increasing 
its cost structure.

 » Align non-provider staffing with provider clinic 
schedules.

 » Alleviate time demands on providers to ensure a 
sufficient number of provider FTEs are present in the 
ambulatory clinic each day to meet patient demand. 

1. ECG’s National Provider Compensation, Production, and Benefits Survey.
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› Test Reads — A noninvasive cardiologist 
provided a minimum of 20 hours per week, 
conducting reads for tests completed in the 
on-site clinic’s NIL.

› Hospital Rounding — All cardiologists round-
ed on their own inpatients, which typically 
required 10 to 12 hours each week to complete

› Call Coverage — The group maintained a 
general cardiology call panel. All cardiologists 
participated in the general cardiology call.

Practice Assessment Findings and Solutions

It became clear throughout this assessment that 
several performance and provider deployment 
issues inhibited the practice’s overall operational 
effectiveness. The table below outlines the primary 
performance issues the assessment identified and 
the solutions we proposed to the group. 

The Result

With opportunities for improvement identified, 
the group took action. By implementing some 
of our recommendations, the group was able to 
alleviate unnecessary demand on cardiology time 

for activities outside of the clinic, align non-
provider staffing, and utilize available clinic and 
NIL capacities. In turn, the group increased its 
productivity and realized almost $1,000,000 in 
incremental net medical revenue with the same 
staff and expense structure. The changes not only 
improved financial performance but enhanced 
patient care. The providers are now more available 
to service patient needs and utilize a care team 
model that ensures greater access to and continu-
ity of services.

Balancing the competing clinical demands on 
cardiologists’ time can be challenging and, without 
a thoughtful approach, may result in suboptimal 
performance and unmet patient needs. By utilizing 
a limited amount of data, setting performance tar-
gets, and taking a critical review of typical models 
of care, the ambulatory environment can become 
a much more effective component of a cardiol-
ogy group’s clinical practice while simultaneously 
improving the patient experience. 

For more information, contact Michael Duffy at 
mduffy@ecgmc.com. ■

 Balancing the competing clinical demands on 
cardiologists’ time can be challenging and, without 
a thoughtful approach, may result in suboptimal 
performance and unmet patient needs.


