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Who We Are



Figure 2: Number of Cardiologists in Annual Compensation Survey
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Figure 16: Cardiology Programs by Ownership Model
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Figure 38: 2021 Age Distribution of Cardiologists (Full & Part Time)

27% 27%
22%
19%
I -

Age 40 or less Age 41 to 50 Age 51 to 60 Age 61 to 70 Age 71+

2022 Medaxiom Provider Compensation and Production Survey



Figure 36: 2021 Cardiology Full Call Participation by Age
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Figure 34: 2021 Cardiology Call Participation by Gender REGARDLESS OF AGE OR
100% GENDER, MEDIAN INCOME l
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Practicing Cardiologist 32,000

Over the Age of 61 8,480

Estimated Annual FTE losses (2,000)

WRVUS PER FTE Current Total US Fellows 3,745
OVER AGE 61 Annual Number Entering

(9,642 OVERALL) Workforce 1,453
' Net Annual Workforce Impact (547)

THERE'S A WHOLE FTE MISSING HERE
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Not a New Problem: “D
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- Aging: cardiologists, population

- Pt. complexity and co-morbidity

- Increased regulation/compliance
- Rise of “Hyper-Sub-specialization”
. Paradox of success = Chronic Dz

. Burnout — Retire or Other Career



Total Count

2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021
m No. of Positions m No. of Applicants @ °cMatched
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IN 2019, FOR THE FIRST TIME EVER,
THE MAJORITY OF MEDICAL STUDENTS
ARE WOMEN.

50%

FOR THE 2019-2020 ACADEMIC YEAR

6.3% % 3.2%% 5.5% %

in Hispanic, Latino, or in black or in American Indian or
of Spanish Origin African American Alaska Native
matriculants matriculants matriculants




Changes in the Percentage of Women Internal Medicine Residents and
Subspecialty Fellows Between 1991 and 2016

Internal medicine Hematology and oncology
Cardiovascular disease Infectious disease
Endocrinology, diabetes, and metabolism Nephrology

Gastroenterology Pulmonary disease and critical care medicine
Geriatric medicine Rheumatology
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% Women Fellows in Cardiology and Subspecialties 2018-
2020
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How We Feel
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Opinion by Heather Long: This isn’t the “end of
ambition” for young Americans but a redefining of it.

washingtonpost.com
Opinion | This isn’t the ‘end of ambition’ for young Americans. It’s a redefining...
This isn’t the "end of ambition” for young Americans but a redefining of it.




Quiet Quitting
[ kwi-at "kwi-tin]

Doing the minimum
requirements of ones job
and putting in no more
time, effort, or enthusiasm
than absolutely necessary.

2 Investopedia



% unior SOCtor?\T ‘I’-?ée for strikes in According to Medical Guidelines, Your
ngland over pay Doctor Needs a 27-Hour Workday

® 3 days ago - @ Comments
Some doctors say that however reasonable guidelines may seem,
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By Nick Triggle

Health correspondent

their cumulative burden causes “constant frustration” to medical
practice.

% Givethisarticle A l:] I:,l 239

Junior doctors in England have voted in favour of taking strike action in their
fight to get more pay.



Ehe New ork Times
Opinion
The Business of Health Care Depends

on Exploiting Doctors and Nurses

One resource seems infinite and free: the professionalism of
caregivers.

By Danielle Ofri
Dr. Ofri practices at Bellevue Hospital in New York

Is Professionalism being

exploited?

* Pressures extend beyond work hours

 More complexity, less time or
resources

* The “right thing” gets done, at clinician
personal expense

« Administration increased 3200%

« 10 administrators for each physician

« Clinicians are the most “elastic”
resource for Health Systems



Which Physicians Are Most Burned Out?

Emergency Medicine 5%
Internal Medicine 60%
Pediatrics 599%
Ob/Gyn 58%
Infectious Diseases 58%
Family Medicine 579%
Neurology
Critical Care
Anesthesiology
Pulmonary Medicine
Radiology
Oncology
Gastroenterology
Surgery, General
Diabetes & Endocrinology
Rheumatology
Otolaryngology
Allergy & Immunology
Dermatology
Ophthalmology
Physical Medicine & Rehabilitation
Psychiatry
Urology
Plastic Surgery
Orthopedics
Nephrology
Cardiology
Pathology
Public Health & Preventive Medicine

'I Cry but No One Cares’: Medscape Physician Burnout & Depression Report 2023



Are More Female or Male Physicians Burned Out?
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'I Cry but No One Cares’: Medscape Physician Burnout & Depression Report 2023



What Workplace Measures Would Help Most With
Your Burnout?

=2

Increased compensation 45%

More manageable work schedule 44%

More support staff 37%

Greater respect from superiors and _
coworkers 36%

Lighter patient loads 33%

Increased control/autonomy 32%

Fewer government regulations 21%

A new job 14%

Not having to treat COVID-19 patients 3%

More/easier access to PPE 1%

Other 11%

Respondents could choose multiple answers



What Have You Done at Work to Alleviate Your Burnout? G%

Reduced work hours 29%
Meditated 25%
Made workflow or staff changes 22%

Changed job or work setting 21%

Spoke with employer about productivity __~
pressures 19%

Sold practice or put it up for sale

Other 12%

None of the above 26%
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CENTRAL ILLUSTRATION: The Lives of Cardiologists: 2 Decades of Change

Little/No Change

« Career satisfaction remains high

» Women are more likely to:
-Experience discrimination
-Not have children
-Require paid/unpaid childcare help
-Be single

Little to No Change Over 2 Decades
Career Satisfaction

92% :7—9(2‘%‘0 88%
80% 90%

Experience Discrimination

0,
TS

No Children

Require Childcare Help

i 38%
._””"—O__o A
W ki

Single

9% e—oo s %
B A —

1996 2006 2015

Significant Change

» Aging workforce

* Practice setting

» Men now balancing career and family;
less likely to travel professionally

Changes Over 2 Decades
50 Years of Age and Older

45%

42%
0,
25% 38%
20%

Private Practice

Impede Professional Travel

1996

—\en =—Women

Lewis, S.J. et al. J Am Coll Cardiol. 2017;69(4):452-62.




Hours above or below

Family Practice and (95% CI)
Vascular surgery 888 (446 to 1330)
Critical care internal medicine 689 (350 to 1029)
Neonatal and perinatal medicine 564 (307 to 820) |
Thoracic surgery 488 (237 to 740) |
Other surgical subspecialties 446 (144 1o 748) |
Pulmonary diseases 425 (263 to 587) —u—
Medical oncology 340 (75 to 604) |
General surgery 326 (174 t0 478) —E—
Obstetrics and gynecology 278 (132 10 423) —H—
Neurological surgery 270 (418 10 958) |
Urology 264 (78 to 449) —
ardiovascular diseases 234 (55 10 413) —a—)
Orthopedic surgery 215 (53 10 378) ——
Pulmonary critical care medicine 182 (—105 to 470) |
Gastroenterology 166 (4 to 329) —l—
Nephrology 164 (-47 to 375) ———
Geriatric medicine 131 (- 105 to 366) H
Other pediatric subspecialties 117 (-90 to 324) — —
Internal medicine 109 (18 to 201) —Hl—
Internal medicine and pediatrics 107 (-82 to 296) ——a—
Rheumatology 47 (—241 10 334) |
Infectious diseases 41 (—484 to 565) |
Otolaryngology 24 (-146 to 194) _—
Hematology and oncology 4 (-232 to 239)
Family practice 0 -m-
Plastic surgery —-29 (-280 10 221) N
Radiation oncology -37 (-212 10 138) —Hi—
Ophthalmology —79(-283 10 125) —
Neurology -85(-2491079) |
Hospitalists -116 (-289 t0 58) —a—
General practice -146 (-418 10 126) ]
Allergy and immunology -157 (-393 10 79) |
Endocrinology -196 (-673 t0 282) |
Child and adolescent psychiatry -241 (-412t0 -70) —ua—
Pediatrics —-288 (-382t0-193) —Hl—
Psychiatry -291 (-389 10 -194) —H—
Emergency medicine —295(-410t0—-180) —l—
Physical medicine and rehabilitation —-343 (661 10 -25) [ |
Dermatology —346 (-574 to -117) [ |
Occupational medicine -360 (-527 to -193) —a—
Pediatric emergency medicine —-440 (-750t0—-130) |
—-1000 -500 0 500 1000

Hours

1500

Leigh JP, et al.
Annual

Work
Hours

Across
Physician
Specialties.

Arch Intern
Med. 2011;171
(13):1211-
1213




JOURMNAL OF THE AMERICAN COLLEGE OF CARDIOLOGY VOL. 73, NO. 25, 2019
@ 2019 THE AMERICAN COLLEGE OF CARDIOLOGY FOUNDATION.
PUBLISHED BY ELSEVIER. ALL RIGHTS RESERVED.

CARDIOVASCULAR MEDICINE AND SOCIETY

Burnout and Career Satisfaction Among A
U.S. Cardiologists -

Laxmi S. Mehta, MD,? Sandra J. Lewis, MD," Claire S. Duvernoy, MD,“ Anne K. Rzeszut, MA,*
Mary Norine Walsh, MD,® Robert A. Harrington, MD,’ Athena Poppas, MD,® Mark Linzer, MD," Philip F. Binkley, MD,?
Pamela S. Douglas, MD,' on behalf of the American College of Cardiology Women in Cardiology Leadership Council



FIGURE 1 Work Environment and Burnout

~ Completely Burned Out
Burnout Symptoms
Burning Out
Stressed
No Burnout

Association of stress and burnout with work environment factors from the Mini Z survey. Adverse work environment was less common in no burnout physicians
compared with stressed and burned out physicians. EMR = electronic medical record.
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FIGURE 1 Prevalence of MHCs and Its Influence on Professional Satisfaction

Prevalence of Mental Health Conditions by Gender Prevalence of Mental Health Conditions by Region
33.7
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MHC Overall Psychological Other Disorder  Major Disorder Africa Central South MNorth Asia Eastern EU  Middle Oceana
Distress America America America Europe East

Mental Health Conditions UN Region
B Men B Women W Psychological Distress W Other Disorder B Major Disorder

Professional Satisfaction Professional Metric
Disagree/Dissatisfaction
46% 14% 30%

52% 15% 21%

MHCs i 23%

No MHCs 12% 1%

Ll L L] L] LI LI ] I Ll LY 1 No MHE MHC
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% B Not Dissatisfied W Dissatisfied
M AgreefSatisfied W Neutral M Disagree/Dissatisfied

The prevalence of MHCs varied by gender and geographic region. Women cardiologists were more likely to report any mental health condition, a major psychiatric
disorder, or other psychiatric disorder compared with men. The prevalence of MHCs was highest among those from South America and lowest among those from Asia.
Those with MHCs were more likely to report professional dissatisfaction. MHC = mental health conditions; UN = United Nations.




Hostile CV Work Environments Are
Common Across the Globe

CENTRAL ILLUSTRATION: Components, Prevalence, and Consequences of
Hostile Work Environment in Cardiology

Components Prevalence Consequences

Emotional 79% report adverse
Harassment effects on professional
Overall 29% activities with

(Women 43%/ colleagues and patients

Men 26%)

Sexual Harassment
Overall 49
(Women 12%/
Men 19%)

64%
Discrimi A
Overall 30% & & ¢ &
(Women 56%/ 3 M No Effect
Men 21%) ) M Some Effect
M Significant Effect
W Discrimination M Sexual Harassment B Emotional Harassment

Sharma, G. et al. J Am Coll Cardiol. 2021;77(19):2398-4009.




How Our Field is Perceived
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JAMA Cardiology | Original Investigation

Career Preferences and Perceptions of Cardiology
Among US Internal Medicine Trainees
Factors Influencing Cardiology Career Choice

Pamela 5. Douglas, MD; Anne K. Rzeszut, MA; C. Noel Bairey Merz, MD; Claire 5. Duvernoy, MD;
Sandra J. Lewis, MD; Mary Norine Walsh, MD; Linda Gillam, MD, MPH; for the American College of Cardiology Task
Force on Diversity and Inclusion and American College of Cardiology Women in Cardiology Council

Douglas PS, et al. JAMA Cardiol. 2018;3(8):682—-691. doi:10.1001/jamacardio.2018.1279



E] &-Factor model: perceptions of cardiology
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Research

JAMA Cardiology | Brief Report

Professional Preferences and Perceptions of Cardiology
Among Internal Medicine Residents
Temporal Trends Over the Past Decade

Meghan York, MD; Pamela S. Douglas, MD; Julie B. Damp, MD; Ariane M. Fraiche, MD; Linda D. Gillam, MD, MPH;
Sharonne N. Hayes, MD; Anne K. Rzeszut, MA; Melanie S. Sulistio, MD; Malissa J. Wood, MD

York et al. JAMA Cardiol. 2022;7(12):1253-1258. doi:10.1001/jamacardio.2022.3485



E Importance of professional preferences by year

Career preferences

Stable hours (P <.001)
2010
2020

Family friendly (P=.003)
2010
2020

Female/race friendly (P <.001)
2010
2020

Positive role model (P <.001)
2010

2020

Financial benefits (P=.09)
2010
2020

Professional challenges (P=.01)
2010
2020

Patient focus (P =.07)
2010
2020

Stimulating career (P=.001)
2010
2020

Likert scale

Perceptions of cardiology by year

Career preferences

Adverse job conditions (P=.51)
2010
2020

Interferes with family life (P=.002)
2010
2020

Not diverse (P=.18)
2010
2020

Positive cardiology perceptions (P=.02)

2010
2020

Compensation/integration (P=.28)
2010
2020

1l

o

Likert scale

York et al. JAMA Cardiol. 2022;7(12):1253-1258. doi:10.1001/jamacardio.2022.3485



39% of men intended to pursue interventional cardiology compared to only 17% of women.

Interventional Cardiology
General/clinical cardiology
Clinical cardiac electrophysiology
Advanced imaging

Adult congenital cardiology
Heart Failure/Transplant

Other

T — 1,
0

————
25%

. e 15%
0
0
T
0
' 30,

0
14%
0
9%
0
G 11
0% 10% 20%

® Men EWomen

Yong C, etal.

Sex Differences in the Pursuit of Interventional
Cardiology as a Subspecialty

Among Cardiovascular Fellows-in-Training.

J Am Coll Cardiol Intv. 2019 Feb, 12 (3) 219-
228.

30% 40% 50%



Why Career Flexibility in
Cardiology Matters



THE ALTERNATIVE WORK SCHEDULE:
IS PART-TIME POSSIBLE FOR A CARDIOLOGIST?

to women cardiologists, why
aren’t more of us negotiating
and working alternative schedules?
The answer is likely twofold. First,
there are the numbers. Only 5% of
practicing adult cardiologists and
10% of adult cardiology fellows
are women. These numbers
bespeak isolation. The sole woman
in a group practice or cardiology
division may well not wish to
“rock the boat” by pushing for any
change in the standard, rigorous
schedule of rounds, teaching and
research responsibilities, office
time, and night and weekend call
that have been accepted (and even
created) by her male colleagues or
chief. Second, and probably more
important, cardiology is not
viewed as a subspecialty that
allows for much slack. The acute
nature of the disease processes in
the patients for whom we care,
coupled with the need for aggres-
sive, urgent and very hands-on
therapeutic intervention, calls to
mind a physician who is ever-ready

If work hours are so important

and ever-present. Doesn’t. sound -

much like pan-time work, does it?

But despite the perception that
working an alternative type sched-
ule is an impossibility in our pro-
fession, many of us are doing just
that. What is often involved is sim-
ply “tweaking” the existing stan-
dard schedule to make it more liv-
able. Janet Wright, MD, is a full
partner (and the only woman) at
Northstate Cardiology in Chico,
CA. Several years ago she made the
decision to arrange her office
schedule such that she had one
afternoon off per week—something
that wasn’t previously done in her

practice. She informed her partners
of her decision and asked that they
cover for her during those hours as
they would if she were on vacation

need to make a similar change.
Although an afternoon off was
standard for her group, Linda
decided that to increase the flexi-
bility she needed a full day a week
away from the practice. Because
she has continued to see a large
number of patients and log billing
numbers that are in the upper 25%
compared with her other 6 partners,
her group has had little problem
with the arrangement. Linda
describes her schedule as in a state
of flux, however. “Some weeks I
need to come in for the morning on
my ‘day off’ just to catch up on
charts and paperwork. But overall
the increased flexibility allows me
to schedule teacher conferences
and do other things that just can’t
be done on the weekend.”

But what about not just an alter-
native to the standard schednl

or away at a meeting. She met with  *¢ i

some resistance at first, but over
time, not only did her pa
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m Summary of Career Flexibility in Cardiology

Why the need for flexibility in
cardiology?

Goals of this policy statement

Drivers and justification for enhanced
career flexibility

Cardiologists work more hours annually than many other medical specialties
Few are part-time clinicians

Burnout is on the rise

Growing interest in flexible schedules

Addresses diversity and inclusion

Improves retention

Increases career longevity

To provide solutions that:

Allow both men and women to reconcile training requirements and the demands of practice with parenthood and
family life.

Provide pathways for cardiologists who wish to pursue other interests or career transitions as well as cardiologists
with health concerns who wish to scale back work hours and restrict or eliminate call responsibilities while
continuing to contribute to patient care, research, and education.

Meet the specific concerns of cardiologists aiming to transition out of more physically demanding subspecialties.

The movement toward competency-based, rather than time or volume-based, medical education structure and goals.

The urgency of enhancing diversity in the cardiology workforce to better meet the needs of patients and the workforce.
The recent focus on initiatives to reduce physician burnout.

Trends in industry and other sectors for more comprehensive leave policies, which lead to improved workforce
health and productivity.

Workforce needs in cardiology, inclusive of the benefits associated with both recruitment into and retention of
senior cardiologists in the field.



ACC 2019-2023 STRATEGIC PLAN

AMERICAN

COLLEGE of
CARDIOLOGY

STRATEGIC GOALS and KEY STRATEGIES

Gifl Generate and deliver &B Advance quality,

actionable knowledge

* Discover user needs and
envision the future product
portfolio

* Transform how ACC
knowledge is created

* Establish a robust
infrastructure to manage
ACC knowledge and make
it easily available

* Transform the ACC product
portfolio to utilize new
infrastructure for
dissemination

* Provide indispensable
value to CV professionals

* Engage with Health
Systems and Service Lines

Increase member diversity
and inclusion

Promote clinician
wellbeing

* Develop partnerships to
deliver standards and
support solutions

* Develop solution sets that
integrate the patient voice

* Enhance the scope and
utilization of ACC data

* Support members and
engage stakeholders in the
transition from a volume to
value-based payment
environment

equity, and value of CV care

* Create innovative projects
to drive the mission of ACC
* Expand and deliver

leadership development
curriculum

* Enhance organizational
efficiency
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An argument could be made that alternative work structures will add to the ever-increasing costs of

medical care and place additional burdens on physicians who don’t have children. But this argument
misconstrues these pathways as accommodations or “favors,” rather than part of an intentionally
developed system that meets the needs of its constituents. Creative solutions could be found to these
perceived barriers; for example, advanced practice providers could cover shifts to avoid overstretching
other residents. Flexible schedules often allow physicians to spend time on research, administration, or
other academic pursuits without feeling like they are burdening their colleagues; pregnant residents

deserve the same flexibility.



How We Can Achieve Career
Flexibility in Cardiology
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with health concerns who wish to scale back work hours and restrict or eliminate call responsibilities while
continuing to contribute to patient care, research, and education.

Meet the specific concerns of cardiologists aiming to transition out of more physically demanding subspecialties.

The movement toward competency-based, rather than time or volume-based, medical education structure and goals.

The urgency of enhancing diversity in the cardiology workforce to better meet the needs of patients and the workforce.
The recent focus on initiatives to reduce physician burnout.

Trends in industry and other sectors for more comprehensive leave policies, which lead to improved workforce
health and productivity.

Workforce needs in cardiology, inclusive of the benefits associated with both recruitment into and retention of
senior cardiologists in the field.



m Structural Barriers and Opportunities for Work Flexibility in Graduate Medical Education

ABIM ACGME Institutions Program Director
Existing 1. Defines minimum clinical . Requirements for program structure 1. Policies largely define mini- 1. Typically does not control
limitations to training by time are time-based mum leave permitted by resources
increasing 2. Defines maximum time away 2. Requirements on leave and benefits local and federal laws . Limited power to effect
flexibility in (vacation, leave) are generic 2. Variability in how institution  change
CV training 3. Does not permit overlap handles physicians

Opportunities to
increase
flexibility in
CV training

Challenges to
implementing
flexibility in
CV training

—

between cardiology and its
subspecialties

Does not permit part-time
training

. Consider alternative options 1.

for certification based on

recent success in flexibility 2.

around MOC

. Support for pilot projects to

shorten or increase effi-
ciency of training

. Requires policy changes
. Time-based medical educa-

tion remains the norm

. Making up training time may 2.

delay graduation date,
which affects next steps

. ABIM responsibility to pub-

lic; quality of training must
be ensured in all scenarios

MNew focus on outcomes rather than 1.
process

ACGME rules only pertain to program
structure, not variances in training for 2.
individuals

. New common program requirements

emphasize importance of addressing
burnout, diversity/inclusion, and re-
sources for rest and lactation

. ACGME requirements regarding curriculum 1.

and length of training are largely linked to 2.
ABIM decisions

Requirements concerning benefits and 3.
leave are common to all specialties

compared with other
employees

. Need to cover clinical

services

Growing body of evidence
that flexibility is a good
business practice

GME "human resources”-
policies are often different
from policies for other
employee categories

Budget impact

Workforce impact (espe-
cially smaller programs)
Principle of fairness across
all categories of workforce

. Role ideally suited to

explain ABIM, ACGME,
and institutional rules and
counsel trainees

. Typically has latitude to

grant maximum flexibility
within constraints of rules

. Dual role: represents

administration and advo-
cates for fellows

ABIM

American Board of Internal Medicine; ACGME

MOC — maintenance of certification.

Accreditation Council for Graduate Medical Education; CV

cardiovascular; GME

graduate medical education;



Achieving predictable work hours in
cardiology

Impact on compensation

Impact on career milestone progress and ®

promotion

Acceleration of research rolesf
responsibilities

Professional society leadership

Roles in industry

Cardiologists should retain autonomy over their schedules. They should be empowered to reduce their work hours
if needed or shift them to off hours, work via telehealth, work in shifts to avoid post-call fatigue, and transition to
part-time work without unreasonable repercussions.

A cardiology division or practice should work out in advance, with fairness and transparency, the impact on
compensation that will result from a change in work hours or call obligations.

Cardiologists who choose career flexibility should be afforded later career options to accelerate toward tenure and
promotion or attain partner status in a practice.
Academic cardiology divisions and clinical practices should foster a culture that allows for flexibility without loss of
future opportunities for growth and leadership.

Cardiology division and practice leadership should encourage regulatory and research roles for cardiologists, as
they enhance the reputations of both the individual attaining them as well as the institution.

Cardiology division and practice leadership should allow for renegotiation and flexibility, as professional society
leadership benefits both the individual cardiologist as well as the institution, particularly by expanding networks
and gaining greater visibility for the institution.

If a transition to an industry career is planned, options for ongoing clinical practice or teaching responsibilities can
be explored if desired by the cardiologist at a local practice or academic institution.



Barriers to retraining

Career deceleration

Flexibility in cardiology training

Team-based care models

ABIM requirements for recertification and/or regaining certification

ABIM restrictions on part-time training

Availability of full- or part-time fellowship positions

Lack of consensus on training requirements for re-entry or training in a new discipline
Financial barriers

Inflexibility of work schedules

Accrediting agencies and professional societies should continue to explore competency-based rather than volume-
based procedural requirements, as is increasingly being done during fellowship training. Considerations of the
totality of procedural volume averaged over several years could serve as a surrogate for annual procedural volume
for those cardiologists with extended time off or working part-time.

Early-career women should not be discouraged to decelerate, because their later, and often more sustained pro-
ductivity will benefit the practice or institution.

If a leave of absence is needed or requested, the requesting cardiologist should be made aware of the financial
impacts, and the program director and the cardiology practice or institution should be transparent about how the
cardiologist's responsibilities will be covered during this absence.

The information on qualification for the FMLA should be provided to cardiology trainees at the start of training and
to employed cardiologists as part of their compensation agreement/contract.

Eligibility for sabbatical should be provided to faculty cardiologists, and division and department leadership should
be encouraging of such time away.

Institutions and practices of any size should rethink the “all in" type of policy and allow for a transition to no call,
solely outpatient, and reduced hours schedules for senior cardiologists. These individuals are often the "rain
makers” of the practice, have large patient panels, and can continue to be productive for many years after a
slowdown. Similarly, senior academic cardiologists are often master clinicians and should be encouraged to stay
engaged with the education of trainees.

To further increase flexibility in training, continued engagement with the ACGME and advocacy around state and
federal policies is necessary.

Institution-specific policies can offer the best current opportunity to increase flexibility in training.

Cardiology PDs need to continue to engage with DIOs to advocate for their trainees.

Ensure that all team members practice at the "top of their licenses.” —

The top-of-license model unloads practice demands that have migrated.

Team models of care, when properly deployed, lead to increased practice productivity as well as clinician and staff
wellness.



Team-Based
Care in Heart
Faillure

December 15,
2005

Practice A | A hospital based clinic supported bv 65 cardioclogists that is part of a larger
health svstem. The Heart Failure Team is co-led by a phvsician and a
Nurse Practitioner.

Practice B | A group private practice of 14 cardiologists supported bv one Nurse
Practitioner and one phvsician assistant. The practice makes use of a local
heart failure clinic operated bv the local health svstem.

Practice C | Alarge multi-specialtv hospital based group with 75 cardiologists,
including ten heart failure cardiologists. Large research component;
phvsician led team.

Practice D | Hospital based heart failure clinic led bv Nurse Practitioner supported bv
20 cardiologists and five allied professionals.

Practice E | Relatively new, hospital supported, outpatient clinic managed by Nurse
Practitioner with two physician co-medical directors and four clinical staff.

Practice F | Hospital based heart failure clinic with 14 cardiologists and 16 Nurse
Practitioners.

Practice G | Hospital cardiologv unit with multidisciplinarv team overseeing care and
driving performance improvement.

Practice H | Group private practice with over 30 cardiologists and a heart failure team
within the practice.

Practice] | A private practice based heart failure clinic supported bv over 60
cardiologists with Nurse Practitioners, phvsician assistant, and others.

Practice ] | A University affiliated, hospital based, multidisciplinarv cardiologyv

practice with a clinic.




Need for Team-Based Care: ACCF/AHA/HFSA 2011
Survey Results: Current Staffing Profile of Heart Failure Programs

Table 6. Average U.S. Staffing by Practice Size: Role Composition

Small Program Small-Medium Program Medium Program Large Program

(<4 staff) (4-10 staff) (11-20 staff) (>20 staff)

Total (%) n=107 (%) n=86 (%) n=45 (%) n=14 (%)
MD/DO FTEs 28.0 29.6 255 29.4 28.4
NP/PA FTEs 23.3 29.2 23.6 20.6 24.0
RN coordinator FTEs 27.6 21.4 24.4 29.3 33.0
Financial consultant 3.1 0.2 3.6 3.9 2.7
Social worker 52 28 6.1 54 51
Exercise 2.2 3.2 29 1.8 1.3

physiologist

Nutritionist 3.8 51 49 3.3 21
Psychologist 2.7 2.8 3.2 3.0 15
Pharmacologist 41 5.6 5.8 3.3 1.8
Total no. of staff 2,386 298 762 826 500

DO indicates doctor of osteopathy; FTE, fulltime equivalent; MD, medical doctor; NP, nurse practitioner; PA, physician assistant; and RN, registered nurse.

J Am Coll Cardiol 2011;57:2115-24



Working to
the top of
your
license

Pre-visit chart review

N= 55

46%
28%
12% 12%
2%
MD RN LPN/LVN MA No Clinical
Credential
Patient self-management support
N= 55
At 25% 25%
18%
4% o %

MD NP RN LPNALVN MA No Clinical  Off-Site

Credential Service



ACC Principles for Career Flexibility in the Practice of Cardiology

1. All cardiologists should have access to a [flexible work environment,|where hours and work commitments can
change due to “personal needs, preferences and expertise” while still being mindful of the patient and the rest of the
care feam.

. Career flexibility can help cardiologists provide the [most value possible|lover the course of their career.

. Career flexibility should be supported by a number of “prospectively determined, transparent|policies}”

. A cardiologist's|options|when it comes to any potential flexibility should be easy to follow and understand.

. Career flexibility should be supported [in all possible phases of a cardiologist's career] whether it is due to
childbearing, other interests, health concerns or something else entirely.

. Cardiologists with “physically demanding roles” should be able to[transition into a different opportunity jf needed.

7.|Human resource departments|should have policies in place that specifically address the different options

cardiologists have if they do wish to seek out different work hours or another significant career change.
8.|"Unwarranted systemic diﬁerences|based solely on hours and work type” should be minimized
9. Cardiologists seeking flexibility should not be funfairly penalized

10. Cardiologists who need to| reduce hours temporarily|should not be unfairly penalized when they return to full-time

hours.

AW
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ACC Principles for Career Flexibility in the Practice of Cardiology

11. Cardiology leaders “should be responsible and held accountable” for
12. Cardiology leaders should work to recognize and handle any form of
seeks out workplace flexibility.

supporting workplace flexibility.

bias or disrespect

aimed at someone who

13. [Training programs ghould make it possible for trainees to pursue a career in cardiology while also potentially

starting a family.

14. Flexibility is also needed among cardiologists considering|subspecialty fellowship training

15. Employers should confirm|aging cardiologists jare still able To “fully engage in all aspects of their job descriptions™—

but in a way that is fair and respectful.

16. When it comes to malpractice liability coverage} policies are needed that would help cardiologists late in their career

continue practicing cardiology and even volunteering.

17. Physician wellness, career counseling|and other similar topics should be built into cardiology training programs to

help combat the risk of burnout.

18. The potential of|fatigue|after a busy overnight shift must be considered so that cardiologists are not placed in a
situation where they can't provide the best care possible due to the high demands of the job.
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