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I. Introduction
Patient Visit redesign (PVr) is a 
team-oriented, data-driven, work-process redesign 
program aimed at reducing clinic patient cycle times, 
improving provider productivity, and raising patient 
and provider satisfaction. Since 2005, the California 
HealthCare Foundation (CHCF), working with the 
California Health Care Safety Net Institute (SNI), 
has funded implementation of PVR in 49 California 
public hospital clinics. This paper is a report about, 
and an evaluation of, those projects.

Many ambulatory care clinics in California’s 
public health system have dramatically improved 
patient experience by reducing, often by half, the 
time it takes patients to complete a clinic visit from 
the moment they walk in the door to when they 
leave the clinic with follow-up information in hand. 
Most of these safety-net clinics have also increased 
the number of patients that medical providers see 
each hour and raised the level of patient satisfaction. 
By improving efficiency and productivity, PVR has 
enabled access to clinic care for tens of thousands of 
additional patients every year.

With 6.7 million uninsured — or more than 
20 percent of the state’s population — California is at 
the center of the national health care crisis that leaves 
more people each year without medical coverage. 
Public hospital systems log more than 10 million 
outpatient visits annually, and a large number come 
through hospital ambulatory care clinics that open 
their doors on the front lines of this crisis each day.1 
The serious downturn in the economy has only 
increased the need for public services, as thousands 
more people lose their jobs and their health insurance 
coverage and seek care at public hospital clinics.

The gains in efficiency, quality, and satisfaction 
accomplished through PVR stand on their own 
as important achievements for clinics using this 
reengineering intervention. In addition to the direct 
and immediate benefit of PVR is the contribution it 
makes to the accelerating pace of change taking place 
in California’s public health care delivery systems. 
Increasingly, hospital leaders, providers, and line staff 
are aiming to make use of PVR and other discrete 
innovations to reach a transformative tipping point 
of quality and efficiency improvements to make 
California’s public hospitals and health systems 
standard-bearers for 21st-century health care.

Change of this magnitude takes time, and 
public hospital clinics’ work with PVR opens a 
window on some of the challenges, opportunities, 
and lessons learned along the way, such as what it 
takes to introduce an innovation into a complex 
system and create changes that last (or “stick,” as 
current innovation literature terms this quality of 
endurance) and that are disseminated (or “spread”) 
to other clinics and services beyond where they were 
introduced.2

Simply put, the goal is for PVR and similar 
innovations that improve efficiency and quality of 
health care to become broadly adopted standard 
operating procedures; the way things are naturally 
done. Not all clinics and health agencies exposed to 
PVR have adopted it, and some who did could not 
maintain a high level of commitment to it over time. 
Successes, partial successes, and failures with PVR 
all provide important information about the amount 
of effort required to introduce into complex health 
systems innovations that last, spread, and attain the 
goal of raising the quality of public health care.
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II. Patient Visit Redesign — the Model
Patient Visit redesign is a CliniC 
restructuring process developed and implemented 
by Coleman Associates to achieve patient-centered 
efficiencies in clinic operations. PVR targets two 
primary quality measures: (1) decreasing “cycle 
time,” defined as the length of time that elapses 
from when a patient enters a clinic until she leaves 
with her visit complete and (2) increasing provider 
productivity — the average number of patients per 
hour that medical providers see.

The PVR model identifies 12 key implementation 
principles.3 Structural changes central to the model 
are:

 1. Affirmative scheduling. When PVR was first 
introduced in the mid-1990s, many clinics 
operated on a first come-first served basis and 
it was not unusual for patients to expect that a 
doctor visit would take a full day. Even in clinics 
with appointments, many patients distrusted 
the scheduling system and would arrive hours in 
advance of their designated times. At the same 
time, large numbers of patients would fail to keep 
their appointments, creating high no-show rates. 
Reinforcing these practices was a commonly held 
belief that it is impossible for clinics — especially 
clinics serving the safety net — to work on 
a schedule. This belief still persists in many 
health care settings. Central to the PVR model 
is aggressive scheduling in which appointments 
are made, confirmed in advance of the visit, and 
honored.

 2. Medical visits organized around the patient. 
Time and continuity are lost in patient visits 
when patients go from station to station 

for the many segments that constitute a 
visit — registering, having vital signs and medical 
history taken, being examined, having blood 
drawn, getting prescriptions filled, and scheduling 
a next appointment. A core tenet of PVR is that 
rather than have the patient move from station to 
station, PVR brings all equipment, supplies, and 
personnel to the patient in one exam room where 
the many facets of a patient visit are transacted. 
Computers and medical equipment necessary for 
visits are often placed on rolling carts that can 
easily be moved from room to room.

 3. Cross-functional teams. Achieving coordinated 
care that revolves around patients requires 
teamwork from everyone who has a hand in 
the medical visit. To implement PVR, Coleman 
staff select teams that include people in a variety 
of functional roles and levels of managerial 
responsibility, from receptionists and doctors to 
nurses and schedulers, medical assistants, and 
physicians’ assistants. Teamwork is essential for 
managing time, as the different segments of 
the patient’s visit need to be well coordinated 
and well communicated to ensure that patients 
receive the services they need as they need 
them. PVR teams often use walkie-talkies and 
headsets to facilitate just-in-time communication 
to keep the processes associated with a patient 
visit flowing. In addition to the actual PVR 
team a Resource Team Advocate or RTA is 
identified whose role it is to advocate for the 
resources — equipment, space, permission to 
change standard procedures — the PVR teams 
need to be successful.
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 4. Iterative and frequent data gathering and 
monitoring. PVR teams learn how to collect, 
analyze, and use metrics to assess their own work, 
and often become avid number crunchers. Data 
collection starts with establishing clinics’ baseline 
measures of cycle time and provider productivity 
before the intervention begins, setting goals for 
these metrics based on how the team defines the 
patient experience, and then going through many 
iterative cycles implementing PVR, collecting 
data to measure performance, and adjusting the 
model to reach and stay at the goals the team has 
set for itself. This creates an evaluative “plan-do-
study-act cycle” for successive iterations aimed at 
reaching and maintaining team goals.
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III. PVR Implementation in California
PVr rose to tHe attention of California 
health leaders in the early to mid-2000s, when 
concern for the soaring numbers of medically 
indigent caused these leaders to scan the landscape 
looking for approaches to improve the quality and 
efficiency of the care low-income patients receive. 
One of those for whom PVR came onto the radar 
early was Wendy Jameson, executive director of the 
Safety Net Institute (SNI), the independent research 
and education affiliate of the California Association 
of Public Hospitals and Health Systems (CAPH), the 
trade association of California’s public hospitals and 
health agencies.4 When Jameson heard about Patient 
Visit Redesign from a counterpart in New York 
whose clinics had achieved important efficiencies 
using PVR she introduced the concept to San Mateo 
Medical Center leaders, who then applied to the 
California HealthCare Foundation for a grant.

CHCF responded by making a pilot grant to 
the San Mateo Medical Center to implement PVR. 
This pilot paved the way for three waves of funding, 
from 2005 through 2008, to implement PVR in 
public clinics. This is the body of work whose story is 
summarized in this paper.

The Core Training Model
Clinics applied to SNI to participate in PVR and 
were selected on the basis of their perceived readiness 
for change. A full cohort generally consisted of 
between eight and 12 clinics. Once a clinic was 
selected, Coleman Associates, in close consultation 
with clinic leadership, sought out those clinic 
employees who were most open to change and chose 
five or six to become members of the cross-functional 
PVR teams.

Rancho Los Amigos: A PVR Snapshot
Los Angeles’ Rancho Los Amigos National Rehabilitation Center, or Rancho, is one of the country’s outstanding 
rehabilitation hospitals and one of the public hospitals in California that has moved to widespread adoption of Patient 
Visit Redesign. Since first participating in a PVR training in 2007, staff at Rancho have spread PVR to 40 of Rancho’s 
52 outpatient clinics that together log 53,000 outpatient visits each year. The goal is for all 52 clinics to use PVR.

Aries Limbaga, RN, the hospital’s chief operating officer, has been at the center of implementing PVR and says that it 
has been nothing less than a culture shift for the entire organization. The numbers are persuasive:  Cycle times have 
decreased from an average of approximately one hour and 50 minutes to 45 minutes and provider productivity has 
increased from an average of one patient to two patients per hour.

When asked if there was something that he wanted to particularly share about Rancho’s experience with PVR, 
Limbaga said, “A barrier to making patient visits more efficient is that people always complain that their patient 
population is unique. Well, ours is. We started implementing PVR in our spinal cord injury clinic, where patients can’t 
even get on and off the examining table by themselves. We were turned down for participating in PVR the first time 
we applied because we ARE different. But if you can create these kinds of changes in our spinal cord injury clinic, I 
think you can do it anywhere.”
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The selected teams then began training. The 
standard training consisted of four one- or two-
day offsite sessions for the full cohort, reinforced 
by weekly executive remote coaching for team 
leaders, with occasional site visits. The consultant 
kept and posted to the Web a database of the cycle 
time and productivity metrics achieved by all 
teams during their training periods. From entry 
to exit the consultant was involved with clinics for 
approximately six months in the full training model.

Spread Initiatives —  
Variations on the Core Training Model
Approximately 120 ambulatory and specialty clinics 
in California’s public hospitals and health systems are 
appropriate candidates for PVR, with an estimated 
cost of $60,000 to $65,000 per clinic to undertake 
the full training.5 Because of the high cost, the 
implementation effort sought to explore options 
other than the intensive six-month training template 
for spreading PVR to additional clinics.

CHCF, SNI, and Coleman Associates all realized 
that PVR is not a simple innovation that could 
spread through simple contagion or diffusion, 
because most clinics find that successful PVR 
implementation requires multiple, structural changes, 
such as modifying staff roles and responsibilities, 
changing aspects of clinics’ physical configurations, 
and upending some very basic attitudes and beliefs 
along with clinic processes and procedures.

With this in mind, the SNI-Coleman Associates 
team experimented with disseminating PVR 
through two different experimental approaches. In 
2006 – 2007, PVR team members from Cohort I 
who had proven to be excellent change agents were 
identified, provided with additional coaching and 
support, and charged with helping new clinics within 
their hospital or health system network implement 
PVR. The second spread model, used in 2008, 

provided a one-day training session — just half of the 
time that core training clinics received — with follow-
up coaching and support to a small cohort of new 
clinics. All of these clinics were affiliated with other 
clinics that had already received the full training and 
included one or more people in the lighter spread 
training who had already received the full PVR core 
training.

A third model is that some trained clinics have 
spread PVR to additional clinics without additional 
coaching or support. There is not a complete count 
of the number of clinics that have been reached 
through this informal method, but SNI is aware of at 
least three additional organizations and more than six 
clinics where spread occurred without any external 
stimulus.

Rollout
The following chart describes the timing and 
numbers of clinics participating in both the PVR 
core training model and the spread initiatives.

Table 1.  Numbers of Clinics Participating in PVR Core 
Training Model and Spread Initiatives

 
CoRe TRAiNiNg 

Model
SPReAd 

iNiTiATiVeS All

Cohort I: 2005 13 0 13

Cohort II: 2006 – 2007 8 9 17

Cohort III: 2007 – 2008 12 6 18

Totals 33 15 48

From 2005 through 2008, 33 clinics received 
the full PVR training, and 15 clinics implemented 
PVR as a result of participating in the formal spread 
initiatives, for a total of 48 clinics that implemented 
PVR. This number does not include the minimum 
of three organizations and five clinics where PVR has 
been spread informally.
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Los Angeles County Department of Health Services: A PVR Snapshot
The Los Angeles County Department of Health Services (DHS) is the second largest public health system in the nation 
and serves the health care needs of nearly 10 million residents, including through its 24 ambulatory health care clinics. 
Dr. Mike Roybal is medical director for three comprehensive health centers and, together with Barbara Dominguez, 
NP, he has championed PVR since CEO Pete Delgado introduced it; Mr. Delgado had learned about PVR through 
participating on the board of the Safety Net Institute. Five years after their first training in PVR, they are still taking PVR 
to new clinics and assuring that clinics that have been successful do not get diverted.

In the experience of Dr. Roybal and Ms. Dominguez, PVR is different from other change processes that have been 
popular in medical settings in that it is not a top-down approach but provides room for teams to work within the 
PVR framework to design the change that needs to occur. As Dr. Roybal explained, “PVR has given us a bottom-up 
perspective that asks workers in the clinics to make changes based on their experiences, but within a framework. This 
has given employees a lot of ownership because it’s not imposed, it gives them choices.”

And yet Dr. Roybal emphasizes that it takes patience and persistence for change to occur. “It takes consistent 
monitoring,” he explains. “We have had clinics that slip backwards. We have now made it part of quality reporting 
for comprehensive health centers to make sure that they are doing what they are supposed to be doing.” Barbara 
Dominguez points out that the switch to electronic medical records occurred soon after PVR had been implemented. 
“It was diverting, she explained, and caused some gains to be lost, but the important thing was that we kept attention 
on PVR. Over time, as we go through generations, it becomes easier, and now some people have never known any 
other way.”
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data rePorted in tHis seCtion are 
collated from information provided in four separate 
evaluations of the three waves of PVR core training 
and two spread initiatives, as well as metrics that 
continue to be reported to the Safety Net Institute 
and kept on file there.6

Cycle Time and Provider Productivity for 
Core Training Clinics
The tables below collate cycle times at baseline before 
PVR training began, immediately after the PVR 
trainings were completed, and the latest time in 2009 
that clinics reported data to SNI. The number of 
clinics included in each analysis is included in the 
“(n=x)” parentheses. Pre- and post-training data are 
not available for all clinics that received training and 

there has been a drop-off in the number of clinics 
still reporting in 2009. There is broad variation in the 
“2009 Latest Reported” column in that the elapsed 
time since clinics received training could be as much 
as four years for the 2005 cohort and under a year for 
the 2007 – 2008 cohort.

The three cohorts of clinics that received core 
training reduced length of patient visits by an 
average of 59 minutes from baseline to immediately 
post-intervention. All cohorts started with patient 
visits that averaged more than an hour and a 
half, and Cohort I patients spent longer than two 
hours at baseline for an average clinic visit. Post-
intervention cycle times dropped dramatically; 
the average reduction was 52 minutes. Regression 
back to baseline, from the conclusion of the formal 

IV. Impact and Accomplishments

Table 2. Average Changes in Cycle Times in Core-Training Clinics

BASeliNe
PoST 

iNTeRVeNTioN
diffeReNCe  

fRoM BASeliNe
lATeST 

RePoRTed 
diffeReNCe  

fRoM BASeliNe

Cohort I: 2005 124 
(n=10)

65 
(n=10)

– 59  
(n=10)

65  
(n=7)

– 59 
(n=6)

Cohort II: 2006 – 2007 91 
(n=6)

50 
(n=6)

– 41 
(n=3)

55 
(n=3)

– 36 
(n=2)

Cohort III: 2007 – 2008 103 
(n=11)

50 
(n=7)

– 53 
(n=8)

54 
(n=7)

– 49 
(n=6)

Averages 108 56 – 52 59 – 49

Table 3. Average Changes in Provider Productivity in Core-Training Clinics

BASeliNe
PoST 

iNTeRVeNTioN
diffeReNCe  

fRoM BASeliNe
lATeST 

RePoRTed 
diffeReNCe  

fRoM BASeliNe

Cohort I: 2005 1.83 
(n=10)

2.40 
(n=10)

+0.57  
(n=10)

1.97  
(n=6)

+0.14 
(n=6)

Cohort II: 2006 – 2007 1.78 
(n=6)

2.28 
(n=6)

+0.50 
(n=6)

2.3 
(n=6)

+0.52 
(n=3)

Cohort III: 2007 – 2008 1.70 
(n=9)

2.55 
(n=6)

+0.84 
(n=6)

2.30 
(n=6)

+0.59 
(n=5)

Averages 1.78 2.40 +0.63 2.17 +0.39
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intervention to when they last reported data in 2009, 
averaged only three minutes for the three cohorts 
combined.

Table 3 describes changes in provider productivity 
measured by the number of patients per hour seen by 
primary care providers.

At baseline, primary care providers were seeing 
an average of less than two patients (1.78) per hour. 
Productivity was boosted by the intervention to 
increase the number of patients to an average of 
2.4 per hour. This means that over the course of a 
seven-hour working day, providers would see close to 
five additional patients, or approximately 24 patients 
per provider each week. Provider productivity slipped 
somewhat between the immediate post-intervention 
rates and the latest reported figures but even the latest 
reported numbers indicated an increase of 0.39. This 
approximately 40 percent increase in productivity 
translates in real terms to an increase of 2.7 patients 
per provider per day, which in turn amounts to more 
than thirteen additional patients per provider per 
week.

Spread
Table 4 provides information about the two spread 
initiatives, the first in 2006 when Coleman Associates 
provided extra training and support to individuals 
selected for their excellence in Cohort I, and the 
second in 2008 when spread clinics received an 
abbreviated course of training and coaching for new 
clinics within systems that had already had at least 
one clinic participate in PVR core training.

Table 5 shows that spread clinics reduced patient 
visit cycle times by close to an hour and only 
regressed toward baseline by one minute for each 
patient visit through the latest 2009 reporting period.

Both spread initiatives substantially increased 
provider productivity. The 2006 Cohort spread 
initiative increased from baseline by one additional 
patient every three hours and the 2008 Cohort by 
close to a patient per hour. 

Table 6 compares average cycle times and 
productivity for clinics that received the full training 
and those with abbreviated training from the spread 
cycles.

Table 4.  Average Changes in Cycle Times in Spread-Initiative Clinics (in minutes per visit)

BASeliNe
PoST 

iNTeRVeNTioN
diffeReNCe  

fRoM BASeliNe
lATeST 

RePoRTed 
diffeReNCe  

fRoM BASeliNe

2006 116 
(n=8)

60 
(n=8)

– 56  
(n=8)

54  
(n=3)

– 61 
(n=3)

2008 94 
(n=4)

41 
(n=4)

– 54 
(n=4)

57 
(n=6)

– 37 
(n=6)

Averages 109 53 – 54 56 – 52

Table 5. Average Changes in Productivity in Spread-Initiative Clinics (in patients per hour)

BASeliNe
PoST 

iNTeRVeNTioN
diffeReNCe  

fRoM BASeliNe
lATeST 

RePoRTed 
diffeReNCe  

fRoM BASeliNe

2006 2.45 
(n=8)

2.85 
(n=8)

+0.40  
(n=8)

2.8  
(n=3)

+0.35 
(n=3)

2008 1.23 
(n=4)

2.18 
(n=4)

+0.95 
(n=4)

2.17 
(n=6)

+0.94 
(n=4)

Averages 2.04 2.63 +.058 2.38 +0.34
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This chart shows that spread initiative sites 
were able to surpass core training clinics in the key 
metric of cycle time and to attain productivity gains 
that were just a little lower than those of the core 
training sites. This may seem puzzling because the 
training that the spread sites went through was much 
less intense than the core training sites’. While it is 
tempting to think of the spread initiatives as “PVR 
light,” the participation of veteran individuals, 
hospitals, and health systems in the spread 
work might be better read as a sign of deepened 
commitment to PVR among practitioners already 
poised for and committed to achieving strong results.

Sustainability
The degree to which innovations last or prove 
sustainable is another critically important dimension 
of innovations in that it makes no sense to 
introduce innovations or to spread them if they 
have no endurance power. The proxy measure for 
sustainability is whether or not clinics continue to 
report cycle times and productivity metrics to SNI. 
This proxy underestimates stick, since SNI knows 
there are sites that continue to collect metrics but 
not report them. It is also very likely that there some 
clinics that SNI does not even know about that 
continue to collect metrics. According to the proxy of 
sites still reporting metrics to SNI, which is a known 

undercount, over half (56 percent) of the clinics 
trained through either the PVR core training or the 
spread initiatives are still implementing PVR.

Where PVR Doesn’t Stick
PVR is not right for all clinics at all times and an 
important determination for clinics and the PVR 
management group is when the introduction of PVR 
will most likely result in sustainability and spread; 
this is accomplished by screening clinics for readiness. 
However, a few clinics are accepted into the training 
that learn during the training that PVR is not right 
for them, a very few struggle with implementation 
but find they are not able to successfully implement 
PVR, and still others start implementation but do 
not continue it after a certain point. To understand 
why clinics do not continue with PVR, CHCF 
funded an evaluator to interview clinics that had 
dropped out at different stages.

This qualitative interview study found that 
individual clinics may drop out or stop implementing 
PVR for unique reasons but the most common 
underlying challenge that these clinics are not 
able to overcome is creating and maintaining buy-
in from the different levels of clinic leadership 
that need to be involved in helping to create the 
change. Resistance can come in many forms, from 
simple inaction to active resistance to the steps 

Table 6.  Core Training Clinics Compared to Spread-Initiative Clinics

BASeliNe
PoST 

iNTeRVeNTioN
diffeReNCe  

fRoM BASeliNe
lATeST 

RePoRTed 
diffeReNCe  

fRoM BASeliNe

Cycle Time Averages (in minutes)

Core Training 108 56 – 52 59 – 49

Spread Sites 109 53 – 54 56 – 52

Productivity Averages (in patients per hour)

Core Training 1.78 2.40 +0.63 2.17 +0.39

Spread Sites 2.04 2.63 +0.58 2.38 +0.34
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needed to accomplish PVR. It takes commitment 
from different levels of the organization and at 
least one champion skilled at working with and 
between different levels of management to remove 
obstacles and overcome resistance until a threshold 
of acceptance is reached and PVR becomes the 
standard operating procedure. Some, but not all, 
hospitals that train residents experience additional 
challenges because of the difficulty of integrating 
residents into operational changes when they are 
often in the clinics only half a day per week. In these 
hospitals, the proactive engagement of attending 
physicians has been especially important. For a deep 
innovation like PVR that requires changing many 
aspects of clinic operations, it takes persistence 
and commitment from a variety of stakeholders to 
achieve sustainability.

Patient Satisfaction
When clinics switch to PVR, there is considerable 
evidence that patients notice and appreciate the 
differences. Clinics participating in PVR provide 
many quotations and anecdotes from patients 
expressing their surprise and satisfaction with the 
scheduling and the efficiency of visits, and with 
having additional attention as a result of working 
with closely coordinated teams. Patient observations 
include, “My visit was so fast today!”; “The visit 
seemed so much more personal!”, and “What a 
surprise to have someone at the door greeting me.” 
One clinic enthusiastic about PVR reports that 
their hospital routinely collects patient satisfaction 
data across the many services in their hospital as 
part of their quality assurance processes. The clinic 
implementing PVR always leads the hospital in 
satisfaction, which creates visibility and continuing 
commitment to PVR from hospital leadership.

The February, 2006, evaluation included 
some data on patient satisfaction developed from 

surveys administered to patients about their levels 
of satisfaction before and after PVR had been 
implemented.7 Overall this resulted in complete data 
for only two clinics that did show improved patient 
satisfaction. The evaluators warn that this should 
be interpreted as illustrative but not conclusive 
because of the small sample. They also make the 
observation that there is likely a threshold of quality 
performance that needs to be in place before the 
length and efficiency of a patient visit will translate 
into increased patient satisfaction.

Job Satisfaction
Many clinic staff react to learning about PVR 
with skepticism. Many have experienced previous 
waves of change initiatives that have failed, distrust 
motivations for trying to increase efficiency, or are 
simply comfortable and satisfied with the status quo. 
A common turning point for many staff is when 
they understand that PVR is focused on the patient’s 
experience; there is common meeting ground to 
want to improve patients’ experience. For staff that 
are open to change and motivated to do things 
differently, PVR has became a very positive career 
development opportunity, through which they have 
been able to develop new skills, interact with team 
members outside routine patterns and narrow job 
descriptions, and approach their work creatively. 
Working on multi-level and cross-functional PVR 
teams has highlighted the skills of staff whose 
capabilities hadn’t been visible before, resulting 
in promotions and sometimes entirely new job 
responsibilities for both clinical and administrative 
staff. Public hospital leaders have repeatedly 
noted that PVR has empowered line-level staff to 
become leaders in making system improvement, 
has promoted teamwork, and has sometimes led to 
a whole new way of viewing and developing clinic 
leadership. There are also instances of staff members 
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who simply couldn’t handle change and lost or 
changed positions when it became clear that PVR 
was not a passing fad.

A Summary of the Data
Change is difficult to achieve and these cumulative 
results tell a story of some dramatic success, and 
some areas where the implementation team continues 
to strive for greater impact. To provide a thumbnail 
summary of the results, evaluative data point to PVR 
as very successful in reducing cycle time both in 
the short run and, for those clinics that continue to 
report results, in the long run. Provider productivity 
shows a rather dramatic short-term increase. 
Although there is substantially more regression to 
baseline for provider productivity than for cycle 
times, there are still important gains.

Percentage increases in provider productivity 
appear small, but when translated into increases in 
the number of patients providers see across multiple 
clinics over the course of a month or year there is 
a very substantial increase in productivity and a 
corresponding increase in patient access to primary 
care providers. The findings also imply that it is more 
difficult to change and maintain provider behavior 
(captured in the productivity numbers) than it is to 
influence the many other activities and behaviors in 
clinics that contribute to low cycle times.

Attempts to spread PVR to additional clinics 
beyond those that have received the full core training 
have been very successful, achieving some outcomes 
that are even stronger than those with the core 
training. If a proxy measure for sustainability is the 
number of clinics that continue to report cycle times 

San Mateo County Health Services Agency: A PVR Snapshot
San Mateo County, just south of San Francisco and north of the Silicon Valley, has a population of approximately 
750,000 and the longest experience with Patient Visit Redesign of any county in California. They began working 
with Coleman Associates in 2004, and have implemented PVR in six of their primary care clinics. They have also 
applied PVR principles to reengineering their emergency department, as well as other quality- and efficiency-focused 
innovations. The county is currently working with Coleman Associates to redesign their specialty clinics.

Dr. Chester Kunnappilly is chief medical officer of San Mateo Medical Center and has been working with PVR since it 
was first introduced. To Dr. Kunnappilly, the most transformative aspect of San Mateo’s PVR experience was working 
with teams. As he explains, “The measure that we used for PVR was cycle time, which was the overarching measure 
we used to show that we were on track and making impact. But that wasn’t what was most important about PVR —  
it was having two kinds of team, ‘patient care teams’ that actually took care of patients and small teams of line staff 
that we put together to create the model and effect change. Whatever the focus of our improvement, we would have 
been five to six steps behind if we hadn’t incorporated this concept of bringing small groups of line staff together to 
empower them to redesign our system.” He explains that all their work in innovation harkens back to PVR concepts 
including being patient centered, creating broad work roles, and using technology appropriately.

Perhaps most indicative of the degree to which PVR has served as a platform for change in other aspects of their work 
is the quarterly meetings that were first called PVR meetings. Dr. Kunnappilly explains, “We used to have quarterly 
redesign meetings, to look at the numbers and talk about PVR principles. After two to three years we realized that we 
were talking about many aspects of change, rooted in PVR concepts but very different, so we changed the name to 
the “clinic transformation meeting” to try out ideas, to vet them, to talk about systems and to develop system-level 
solutions. Now if you looked at that meeting you wouldn’t necessarily know that it came from PVR, but it did and the 
principles are still alive. It is our Petri dish for change.”
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and productivity to SNI, over half of the clinics that 
are trained in PVR continue to measure and report 
on the core metrics. The actual number using PVR is 
likely higher.

Certainly one take-away from these results is 
that for clinics that become and remain committed 
to PVR, the gains are substantial and important. 
But it is challenging to implement PVR and, as 
close observation of the metrics of change has 
demonstrated, equally challenging to maintain 
the gains even after they have been demonstrated. 
The next section illustrates how successful PVR 
implementation occurs, lasts, and spreads.
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V. Lessons Learned
CliniCs’ exPerienCes witH PVr HigHligHt 
some building blocks and principles of change that 
generalize from PVR to other innovations. Several 
that have surfaced through the conversations, formal 
evaluations, and informal assessments that have 
accompanied PVR include:

People need to see that there is a problem 
before they can commit to change. A threshold for 
creating change is that everyone who will be involved 
in creating change needs to see that there is a reason 
for it. PVR has appeal because clinic workers are 
motivated to make the clinic visit experience better 
for patients. Aries Limbaga, a nurse with Rancho 
Los Amigos National Rehabilitation Center in Los 
Angeles, explained that seeing clearly that there 
was a problem was the starting point for Rancho’s 
work with PVR: “As a nurse in the clinic you see 
your own piece of the puzzle and things look fine.” 
To see things from a different point of view — the 
patients’ — and create a readiness for change, 
Limbaga had staff shadow patients. “One LVN 
followed a patient for three hours and saw that he 
was seen by his medical provider for 15 minutes. It 
didn’t make sense,” Limbaga explained. “When we 
helped our staff see the patients’ experience and how 
long they had to wait, they quickly agreed that it was 
just unacceptable. No one saw the big picture before 
this.”

People need to believe that change is possible 
and that they can be part of the process of 
change. Clinic managers point out that clinics have 
been involved in successive rounds of change over 
many years, most have gone nowhere, and those 
experiences leave a deep residue of skepticism. In the 
eyes of these clinic managers, PVR stands out from 

the many waves of change processes that have rolled 
through their clinics because it is not just top-down 
mandated change but leaves substantial room for 
PVR teams working within the main tenets of PVR 
to design processes that work best in their clinics.

Change comes from the top-down and 
bottom-up, with champions managing from the 
middle. Clinics that have implemented PVR point 
out that commitment needs to come from all levels 
of the organization. A medical director for three 
comprehensive medical centers in the Los Angeles 
County Department of Health Services system, 
Dr. Michael Roybal, explained, “This commitment 
can’t be a passive kind of buy-in. Many places where 
PVR hasn’t worked may have had buy-in from the 
executive team, but they didn’t have the full force 
and credit from the executive team to really look 
into it, to hold people accountable, and to problem 
solve with them.” In addition to this commitment, 
managers explain that there need to be one or more 
people who can spot the problems that inevitably 
arise and move back and forth among organizational 
layers to help solve them. Instances range from the 
concrete and practical — getting additional computer 
jacks in an exam room, for example — to broadening 
job descriptions and classifications.

Resistance to change can come from all levels in 
a clinic, and the champion’s role is to fend off the 
threats to change. Limbaga describes one source of 
resistance: “We had to tell doctors that with PVR, 
they had to be at the clinics when they open, on 
time. This message got through when we also told 
them that we would assure that they would also 
be finished on time and that we would be sure 
they would have other human resources, such as 
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interpreters, when they need them.” But over time 
those issues have settled down and the hospital has 
crossed a tipping point in which patient-centered 
visits have become the norm, the accepted operating 
procedure.

A consistent and continuous use of data for 
feedback is a key driver for sustaining change. 
All four evaluations and many anecdotes identify 
aggressively using data as a tool for accountability as 
one of the key success factors for implementing and 
sustaining PVR. Dr. Roybal explains, “The data give 
you the discipline in terms of measuring, changing, 
retesting, getting iterative improvement — it 
concretely sets you on the ‘plan-do-study-act’ cycle, 
it’s a nice structured way of doing that.”

Change is facilitated by outside observation, 
attention, and interest. PVR has been structured 
so that clinics are not creating change in isolation. 
They are trained in cohorts and can use each other 
as comparison groups that can serve multiple 
functions: they learn from each other’s approaches 
to solving problems and overcoming barriers; they 
adopt innovations from each others’ clinics; and the 
transparency of each clinic’s progress on the metrics 
of change creates comparisons and at least mild 
competition among the clinics. At another level, 
the participation of CHCF and SNI creates another 
kind of transparency. Many of the clinics’ CEOs 
participate on the SNI board or on its committees, 
and their clinics’ experiences with PVR become a 
point of discussion, comparison, and perhaps mild 
competition. SNI maintains that interest and role 
around PVR, and creates a watchtower and forum 
that continues to care about PVR as well as other 
initiatives to improve the quality and efficiency of 
care for the uninsured and underinsured.
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VI. Next Steps
tHe Partners in tHis PVr imPlementation 
are aiming for change in clinics that is transformative 
and enduring and that can create rippling effects into 
other areas of quality improvement. To accomplish 
this they are continuing to innovate and experiment, 
to learn where they can best place their levers from 
the outside to be most helpful to what hospitals and 
health systems want and need in order to meet their 
own goals for excellence.

Most immediately, the Safety Net Institute is 
folding its work with PVR into a new Seamless Care 
Initiative, funded by the California HealthCare 
Foundation, that sets concrete, PVR-related goals 
for their clinic members: to maintain patient visits 
of 50 minutes or less; to achieve productivity rates 
of 2.7 patients per hour; to provide appointments 
to patients within seven days; and to maintain no-
show rates of 10 percent or lower. SNI will continue 
work begun with earlier PVR cohorts by working 
more directly and explicitly with hospital and health 
system management teams, to help them function 
more effectively as the agents and stewards of change.
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Endnotes

 1. Figure published in the California Association of Public 
Hospitals and Health Systems Issues Brief Series, 
“California Public Hospitals’ Outpatient Care: Value 
for Patients — and Our State’s Health Care System,” 
November 2008 (www.caph.org/weeklydigestdocuments/

iboutpatientcare12_12_08.pdf ). Last accessed 
November 17, 2009.  

 2. Stick and spread are terms that come from the science 
of the diffusion of innovations first codified by Everett 
Rogers into a body of knowledge in his groundbreaking 
1962 book Diffusion of Innovations (Fourth Edition, 
The Free Press, New York, NY, 2002). The term “stick” 
has been popularized by Chip and Dan Heath’s more 
recent Made to Stick: Why Some Ideas Survive and Others 
Die (Random House, New York, 2007). For a general 
discussion of the diffusion of innovation in health 
settings see The Science of Spread: How Innovations in 
Care Become the Norm, by Thomas Bodenheimer, M.D., 
available on the California HealthCare Foundation 
Web site (www.chcf.org/topics/chronicdisease/index.
cfm?itemID=133461). Last accessed November 16, 2009.

 3. The twelve principles of redesign are available  
from the Patient Visit Redesign Web site  
(www.patientvisitredesign.com/techniques/index.html). 
Last accessed October 10, 2009.

 4. The California Association of Public Hospitals and 
Health Systems is the membership association of 
California’s 19 public and not-for-profit hospitals, 
academic medical centers, and comprehensive health 
care systems working on the front lines of health care in 
California. CAPH members comprise the core group of 
health care providers that make up the state’s medical 
safety net. Operating in 15 counties, they assist in 
meeting the counties’ legal mandate to provide health 
care to indigent residents. And they do so much more, 
as described more fully at www.caph.org. Last accessed 
October 10, 2009.

 5. Personal communication with David O’Neill, May, 2008. 
This estimate includes indirect costs such as time not 
working in the clinics when training occurs but does not 
include costs associated with making changes such as 
purchasing walkie-talkies and other equipment that are 
variable from site to site.

 6. Three of these evaluations were conducted by Lewin 
Associates and one by Learning Partnerships.

 7. List the three Lewin evaluations and the Learning 
Partnerships evaluation.

http://www.caph.org/WeeklyDigestDocuments/IBOutpatientCare12_12_08.pdf
http://www.caph.org/WeeklyDigestDocuments/IBOutpatientCare12_12_08.pdf
http://www.chcf.org/topics/chronicdisease/index.cfm?itemID=133461
http://www.chcf.org/topics/chronicdisease/index.cfm?itemID=133461
http://www.patientvisitredesign.com/techniques/index.html
http://www.caph.org/
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