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In 1998, the University of Utah purchased a 
multispecialty primary care network.  The 
network, now the 10-clinic University of Utah 
Community Clinics (UUCC), was projected to turn 
a profit quickly for the university.   

However, it soon became clear that the financial 
model under which the clinics had been 
operating was no longer sustainable.  
Administrators had a choice between selling the 
clinics at a loss or restructuring them.  The 
UUCC went through what leaders called “a 
period of draconian change”1 from 2000 to 2001, 
stabilizing the system financially by closing 
practices and laying off staff, implementing an 
electronic health record (EHR) system, revising 
physician compensation, and moving to a fee-for-
service model.  Consequently, the organization 
regained profitability in 2004–2005. 

The success of this restructuring was followed by a 
practice redesign intended to produce patient-
centered and physician-efficient care.  The 
organization adopted open access scheduling, and 
in 2004, it piloted a new model of care delivery that 
entailed utilizing teams of cross-trained medical 
assistants (MAs) to take on most of the tasks of 
nurses and clerical staff.   
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Practice Profile 

Name: University of Utah Health Care  
Community Clinics  

Type:  10 academic-based primary care clinics 

Location: Salt Lake City area, Utah 

Staffing:   

 111 primary care providers (80.5 FTE) 
 112 part-time specialists 
 178 FTE medical assistants (MAs)  
 17 medical assistant advanced (MAA) posi-

tions  
 43.52 FTE registered nurses (RNs) 
 3.08 FTE licensed practical nurses (LPNs) 
 1.1 nutritionists 
 8 care coordinators/case managers 

Annual Patient Visits: 378,400 

Payer Mix:    

49% commercial insurance 
27% Medicaid 
20% Medicare 
4% other 

Predominantly local patients but some regional 
and multistate. 

ABSTRACT  

The University of Utah Community Clinics’ success in achieving a remarkable financial turnaround 
empowered the organization to innovate further in order to improve the patient experience.  The organization 
implemented a team-based model of care that increased the ratio of medical assistants (MAs) per provider 
and expanded MA roles to include scribing through the patient visit, further enhancing the organization’s 
clinical and financial outcomes and improving staff, provider, and patient satisfaction. This 2014 summary 
updates the original 2011 case study with new information on staffing, clinical outcomes, reimbursement, and 
more.   
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Startup  

The new model called for care teams of five MAs for 
every two providers.  Increasing the number of MAs 
was intended to improve the patient experience by 
providing each patient with an “ambassador” who 
could guide her or him through the entire visit.   

Planning for the new model involved examining 
what providers, nurses, and clerical staff were doing 
to see what tasks could be shifted to MAs.  This 
examination was accompanied by an assessment 
of existing MA competencies.  Nurse educators 
developed a set of competencies, training materials, 
and a competency checklist for the new model. 

Leadership promised there would be no layoffs 
during this second phase of transition.  Many 
nurse and other clinical staff positions were 
phased out through attrition.  Reception and 
clerical staff could choose either to work in the 
organization’s new call center, where all 
messaging for the clinics would be handled in a 
centralized location, or to train as MAs and 
remain in the clinics.   

Because UUCC was about to open a new clinic in 
South Jordan (2004), the leadership had the 
opportunity to beta-test the model that they were 
developing.  By the end of the first year, 
encouraged by the success of the pilot, they took 
the Care-by-Design model systemwide. 

Training  

In order to orient staff to the new model, the UUCC 
held a large two-day staff development training, 
taking half of its entire staff off the floor each day to 
meet in a centralized place to discuss the change.   

Training has subsequently been decentralized to 
clinic sites because MAs are now hired as needed 
rather than in large groups. MA preceptors and 
other staff conduct on-site training using the clinical 
competency lists developed by nurse educators.  
New MAs also shadow experienced MAs.  The 
initial orientation process takes about five weeks.  
Physicians provide ongoing informal training to 
MAs, who acquire medical knowledge by 

accompanying patients throughout the visit and the 
exam.   

From 2008 to 2010, the University of Utah 
Hospitals and Clinics partnered with Salt Lake 
Community College (SLCC) to develop an MA 
training program open to incumbent employees.  
The university sponsored two cohorts of employees 
in this program, paying their tuition. Employees had 
to continue to work throughout their MA training 
program and to sign a contract committing to work 
for the University of Utah Health System for at least 
two years after graduation.2    

Students in this program received training as 
Licensed Practical Radiology Technicians (LPRTs) 
as part of their program of study.  Some of the 
incumbent MAs working in UUCC clinics were also 
sent to this program to supplement their skills. 

This program was discontinued due to the 
economic downturn, but it may be revived as 
needed.   

Care-By-Design in Action 

The core principals of the new care team model 
included the following:3 

1. Patient Experience 
2. Right person/right job 
3. Standardization 
4. Facility Design 
5. Exploit Technology 
6. Communication 

Patient Experience:  Patients preregister for 
appointments through the off-site call center.  When 
a patient arrives at the clinic, the MA greets the 
patient and accompanies him or her throughout the 
visit.  The goal is to provide undivided attention to 
the patient and minimize wait times.   

The UUCC instituted the practice of bringing all 
care to the patient in the exam room rather than 
moving the patient to other rooms.  Each exam 
room includes a computer terminal and a printer so 
that patient records can be accessed immediately, 
and post-visit summaries can be printed in the 
room.   
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Right Person/Right Job:  The centralized call 
center takes and documents calls and messages for 
all 10 clinics and forwards them electronically 
through the EHR to the MAs.  Removing 
registration, scheduling, and messaging from the 
individual clinics has freed MAs to concentrate on 
other tasks and helped to create a calm, quiet 
atmosphere at the clinic sites.  In 2012, the call 
center was moved to the new South Jordan Medical 
Center.  A clinical call-center component staffed by 
MAs and RNs was added to enhance the 
organization’s ability to triage calls and answer 
clinical questions that regular call center staff were 
not qualified to handle. 

At the clinic the MA greets the patient, verifies that 
she or he is in the system, processes the payment, 
rooms the patient, and performs a pre-visit 
assessment using a symptom-specific questionnaire 
that is entered into the patient history form in the 
EHR.  The MA uses the EHR to determine what lab 
work is required.  She or he may draw blood for lab 
work and start the process of ordering labs, with 
final sign-off and confirmation from the physician.  
The MA may also give injections, perform EKGs or 
take x-rays if authorized by the physician, and 
perform medication reconciliation for new patients.   

The physician uses the information entered by the 
MA into the EHR to continue the exam.  The MA 
usually stays to scribe for the physician, performing 
a task that frees the physician to concentrate on the 
patient.   

When the physician has finished the exam and 
leaves, the MA can complete the chart and assist 
with filling out orders for tests and referrals and with 
e-prescribing to the on-site pharmacy.  However, all 
notes and orders are executed by the physician.  
The MA completes the patient’s visit by printing out 
the post-visit summary from the EHR.  When the 
MA is done with a visit, he or she is free to leave 
and greet the team’s next patient.   

The MA is with the patient for 30 to 35 minutes 
while the physician is with the patient for 15 to 20 
minutes. 

Standardization:  Workflow and exam rooms are 
standardized across the system.  Any MA can work 
with any physician in any exam room.  MAs are not 
paired with a specific provider, although they do 
work with a specific team.  A set of electronic 
protocols and disease-specific questionnaires direct 
care.   

Implementing open-access scheduling required 
that the UUCC standardize and simplify 
appointment types and schedules across clinics 
in order to centralize scheduling, calls, and 
messaging at its call center.   

Facility Design: Some facilities, such as the 
Redstone Clinic, were designed to facilitate care 
team implementation.  This use of space was 
greatly expanded in the new South Jordan Medical 
Center, a multispecialty medical center that 
replaced the small strip-mall–based South Jordan 
Clinic in 2012. 

“Back stage” with MA workstation 

“Front stage” patient hallway 
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The Redstone Clinic is colocated with a pharmacy, 
optometry clinic, and specialty clinic, all of which 
can be accessed via a main lobby.  In the small 
waiting room, instead of a front desk there is a 
kiosk where MAs can greet patients and take 
copayments.  At the South Jordan site, greeters 
rather than MAs roam the floor, aiding patients with 
check-in at computerized kiosks.   

At both sites there are series of parallel patient 
hallways (front stage) and service hallways (back 
stage).  Patient hallways have pleasant lighting, 
carpeting, and artwork.  Service hallways are all 
business, housing computer terminals, supply 
rooms, and team workstations.  Exam rooms can 
be entered from either the patient side or the 
service side.  This arrangement keeps patient 
entryways calm and unobstructed and allows staff 
to enter and exit the room without excessively 
interrupting the visit.  At South Jordan, MAs can 
stock the exam room supply cabinets from the 
service hallway at any time.   

MA and provider workstations are colocated in the 
back of each clinic in an open layout to facilitate 
communication among team members.  

Exploit Technology: The Epic-based EHR 
facilitates work by providing electronic decision-
support tools such as standardized templates, order 
sets per protocol, e-communications with the 
pharmacy, and point-of-service reminders.  A web-
based patient portal (MyChart) allows patients to 
follow their own health care online.   

The staff use Vocera communication badges and 
headsets in order to communicate within the clinic.  
This system eliminates noisy PA systems and calls.   

Communication:  In addition to its call center and 
communication technology innovations, the UUCC 
has instituted a number of in-person meetings to 
keep staff connected and up-to-date.  These include 
daily huddles in which staff meet to discuss patient 
needs and scheduling.  The organization also holds 
a number of meetings to keep staff updated within 
sites and across the organization as a whole.  The 
Community Clinic Council meets for an entire day 

each month.  Managers and directors report on 
staffing, clinical, and financial outcomes and discuss 
any achievements or challenges.     

Challenges 

During the initial redesign phase, some providers 
who were resistant to the notion of open 
scheduling left the organization.  Getting 
physicians to accept the presence of an MA in the 
exam room was also a challenge.  Leadership staff 
found a physician champion and an MA willing to 
“star” in a video on how they worked together.  
Providers were also invited to spend time 
observing at the South Jordan clinic, and many 
came away impressed.  However, some physicians 
still prefer to do their own scribing, and the 
organization has decided to allow teams and 
providers some flexibility around the model.    

Some incumbent MAs were initially unhappy with 
their expanded role.  In the new model, they are 
expected to cover the front office, check-in and 
payment, and referrals. Although these functions are 
taught in most medical assisting programs, many 
had previously been handled by clerical staff at 
UUCC.  Also, some MAs and patients were 
uncomfortable about the MA being in the room 
throughout the visit.  At the patient’s request, the MA 
may be asked to leave the room, so the provider will 
then need to cover documentation. 

The care team model depends on the 5:2 staffing 
ratio.  In order to keep this ratio constant, the UUCC 
standardized training, job descriptions, and clinic 
processes so that MAs can cover for one another 
across sites.  It also developed an MA resource 
pool—a group of MAs trained in the care team 
model who can cover when regular MAs go on leave 
or when a position becomes open, and the clinic 
needs to spend several weeks on the recruitment, 
hiring, and training process. 

As the system has grown and patients have 
become more complex, UUCC has found it 
necessary to reinstate some specialized roles, 
such as greeters in some of the busier clinics, and 
some clinical RN positions.  The organization is 
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incorporating new care managers to work with 
patients with chronic diseases and piloting pre-visit 
planning protocols with new patients.     

Outcomes 

The UUCC realized almost across-the-board 
quality improvement between 2004 and 2008.  The 
rates of pneumonia vaccinations, breast cancer 
screenings, and colon cancer screenings 
increased during this period.  The DM (diabetes 
mellitus) index improved from just over 40% in 
2004 to over 50% in 2008, with increases in the 
rate of LdL and HbA1C testing, the percentage of 
diabetic patients with LdL under 100, and the 
percentage of diabetic patients with HbA1C under 
9%.4 

Patient satisfaction has also improved.  For 
instance, in 2003 surveys, only about 45% of 
patients indicated satisfaction with their visit overall 
compared with more than 80% who indicated 
satisfaction in 2008.5 

Visit cycle times decreased from 1.5 hours to 45 
minutes per visit as a result of the redesign.6  The 
number of provider and staff full-time equivalents 
(FTEs) also decreased between 2003 and 2008, but 
the number of patient visits increased, as did gross 
and net revenue per visit.7 

This initiative provided greater support for 
physicians, an outcome that enhanced physician 
productivity without creating physician burnout.  
Physicians were more likely to agree in 2008 that 
they had more time available for their personal and 
family life and that the volume of their patient load 
or panel size was reasonable than they were in 
2003.8 

MA Career Impacts 

Opportunities for Advancement: In 2011, MA 
base pay was calculated by using an algorithm that 
took into account years of experience and levels of 
training, education, and certification.  MAs received 
additional pay increases based on their 
certification as a basic life support instructor, IV 
access competency, catheterization competency, 

LPRT licensure and application, specialty skills, 
and service as a preceptor for new MAs.  Eighty 
percent of the existing MAs had completed at least 
one of these steps.   

This system has been replaced with a new 
category for promotion, medical assistant 
advanced, or MAA, which includes achieving IV 
access competency, LPRT licensure, and MA 
certification.  Approximately 9% of MAs are now in 
this category.   

Benefits:  MAs are eligible for an extensive range of 
benefits, including education benefits.  Staff can 
receive 50% off their tuition for health professions 
training at the University of Utah or attend an 
Associates Degree, Nursing (ADN) program free of 
charge at Salt Lake City Community College in 
exchange for agreeing to work as an RN at the 
UUHC for at least two years after completing their 
training.   

Moving Forward 

UUCC’s Care-by-Design model continues to 
evolve to accommodate its own success.  As 
implementation spreads to larger and more 
complex sites and as patient conditions become 
more complicated, the group has made 
adjustments to reincorporate some specialized 
roles while retaining its MA base.  In larger clinic 
settings, specialization is more cost-effective, so 
the organization has decided to scale back MA 
cross-training in areas such as radiology.   

As a result of its success, UUCC has been able to 
open the large South Jordan Medical Center and 
projects rapid growth in new patient enrollment.  
This project has allowed UUCC to implement its 
Care-by-Design model on a whole new scale.  It 
also is planning to open a number of health centers 
around the Salt Lake City region.  The organization 
has added many staff and providers since 2011, 
including approximately 40 medical assistants.  

UUCC has adopted a learn-by-example model of 
dissemination.  Leadership first learned about new 
models by visiting other clinic sites and then 
introduced Care-by-Design to physicians and staff 
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via in-house videos and visits to its pilot site.  
However, UUCC has discontinued its Learning 
Days—site tours for outside organizations to learn 
about its model—in order to focus on expansion.   

In addition to implementing its own expansion, 
UUCC has worked with and/or inspired other clinics 
to adopt elements of its model, including Everett 
Clinic in Washington state and Loyola’s Center for 
Health at Burr Ridge in Illinois.  The US Department 
of Veterans Affairs has also visited UUCC on a 
number of occasions.   
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