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UF & Shands Health System is located in Gainesville, Florida and is the primary teaching 

hospital for the University of Florida’s College of Medicine.  The hospital has two 

campuses, the North Campus and the South Campus.  

The North Campus is the original hospital which first opened in 1958.  It is currently a 

630-bed tertiary care facility, which includes 142 ICU beds.  4 GI/Endoscopy suites are 

located at the North Campus.

The South Campus, which opened on November 1, 2010, has 192 private inpatient 

beds and specializes in cancer treatment and care.  In addition to its specialized cancer 

care services, the South Campus also houses the emergency department, primary 

helipad, and 12 operating rooms.

Shands employs more than 500 physicians which represent 110 different specialties.  It 

is a private, not-for-profit hospital and a Level I Trauma Center and organ transplant 

facility.
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Management Engineering Consulting Services (MECS) was originally known as 

Management Systems Engineering.  Founded in 1968, the first twenty years was mainly 

spent performing classical time-motion studies and department staffing analysis.  With 

the advent of computer-based simulation packages in the 1990s (such as GPSS/H), the 

department moved into areas of capacity planning and operations analysis.  Over the 

years, process improvement was a common theme and engineers sought additional 

training in group dynamics and facilitation/leadership skills such as CQI, Re-engineering, 

and eventually Lean/six-sigma.

The department today consists of all Industrial Engineers.  A B.S. in Industrial/Systems 

Engineering is required; staff hold additional Master’s degrees in Engineering 

Management, Business Management, and/or Industrial Engineering.  
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• New hospital, new President, new age in health care
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• The decision was made to use a consulting group outside the organization

• Pros for going outside included a fresh set of eyes and significant experience in 

performing staffing and productivity assessments

• The internal consultants (MECS) would partner with the outside team for data 

collection and interviews

• Cons are listed above but most significant was MECS struggle with interpreting what 

exactly the outside consultants did and how to reconcile errors within the 

deliverable.
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The concept:

LPMS pulls data from a variety of hospital data sources.

On a bi-weekly basis, the goal was to provide productivity and staffing requirements to 

each cost center manager.

Various report types assist with management of each cost center.
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There was value in shadowing the consultants during their interview process with the 

staff.  In addition, understanding the various data sources played a key role during the 

reconciliation period.
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The process timeline from initial inception to final implementation is shown here. I will 

highlight the areas where MECS played a key role.
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Our health center was posturing for the implementation of a hospital-wide EMR. In 

addition, a new 192-bed Hospital bed tower and Trauma-1 ED was just opened.  

Phasing the implementation (tighter standards) over two phases was the right 

approach to take.  In the end, over 300 cost centers were impacted and over 6,400 

FTEs.
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This report was a 636 page summary of our hospital. Between the 14 consultants, every 

department (40+) and most cost centers (250+) were covered in the report.

This means that MECS had to understand how every department and most cost centers 

in the hospital worked to make certain that the report reflected fairly and the 

Productivity Report was pulling accurately.

Our first step was making certain that what the Productivity Report stated was the 

same as what the LPMS showed over the base period. The next step, was making 

certain that what was in the Productivity Report & LPMS was the same as what our 

other data sources showed. Finally, we had to run our findings by every department 

head to ensure that they felt they were being represented accurately, or at least the 

data was correct.

If there were any issues in the above, we would sort it and present it to the Steering 

Committee for final judgment. Unfortunately, with 14 different consultants, there were 

14 different types of issues. This meant that this was a grueling process, but a process 

that we were satisfied with once completed.
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Even though there were 14 consultants and 14 styles of recommendations, there were a few 

issues that would continually pop up, and still pop up today.

• We are still dealing with which contracts should be accounted for in the LPMS and which 

ones should not. Our hospital has symbiotic relationships with other hospitals and colleges 

and knowing which contracts to take into account in the LPMS has a high impact on our 

overall numbers. 

• PTO is another issue that still comes up on occasion. Many consultants used a flat 10% PTO 

rate, but others used the actual PTO rate over the base period (this ranged from 8%-11%). 

MECS ended up using a flat 10% PTO rate across the board.

• Procedure batching was another high impact decision. Certain cost centers had a very high 

percentage of procedures not counted due to batching. Some had as many as 35% left out 

of their volumes. MECS left the initial procedure batching the way the individual consultants 

reported them, but now when new procedures come up, we verify with Action O-I to 

establish what should and should not be batched.

Another major obstacle was our managers not agreeing with the assessments.

• Some departments were set to very high benchmarks and some departments were set to 

very low benchmarks. The managers of the departments set to very high benchmarks (and 

could not keep up) would continuously call meetings and would try to find ways around the 

system.

• There were a lot of normalizations from cost center to cost center. This became an issue due 

to the fact that managers could not control their Productive Hours due to having an 

employee from another cost center counting in their numbers. Shands has done a good job 
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cleaning up cost centers that were being affected by the normalizations, but it is still 

a work in progress.
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The benchmarking was an issue for many departments. I mentioned in the previous 

slide that some cost centers were benchmarked high and some were benchmarked low, 

but there were two other large issues in regards to benchmarking.

• The base period for the consultant’s evaluation occurred during our fiscal year 

switch from FY10 to FY11. All the new cost centers that were being reviewed only 

had 5 weeks (out of 8) for volumes and data. Due to this, some of the numbers 

during the 5 weeks were not indicative of what was going on while we were 

reconciling. We had to go back and add three weeks after the base period and see if 

it reflected the true numbers. Thankfully, it usually did.

• We also rolled out an EMR around the time of the assessment. Due to the new 

processes caused by this, productivity decreases initially in most cost centers once it 

is adapted to their cost center. Due to a staggered release of our EMR, many cost 

centers had this decrease in productivity after the base period which affected their 

numbers.

Outside consultant help was at a minimum.

• Our contact consultant was very difficult to reach from the day we started the 

reconciliation process

• Many of the 14 consultants who worked on the project were already in new 

companies by the time we began the reconciliation process. Also, the contact 

consultant couldn’t verify everything that they did

• We were also on our own in adapting the LPMS to fit our needs.
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The group responsible for making final decisions about many of the obstacles from the report 

was the Executive Steering Committee. 

It consists of our: COO, CNO, VP of Finance, VP of HR, Dir. of Finance, Sr. Dir. Of HR, Sr. Dir. Of 

Ops/Plans/Analysis, & MECS.

Due to the fact that many department heads and managers disagreed with the 

recommendations levied by the outside consulting company, this group was formed to levy 

judgment on which reductions to enforce and which reductions should be reconsidered and 

why. Once the final recommendations were levied, the Steering Committee helped the 

departments heads operationalize the target recommendations and timelines.

Only departments with recommended reductions were involved with the Steering Committee. 

Shands still had 7 Rounds of meetings, each consisting of 3-5 department. MECS would work 

with each department head to review the Productivity Report, LPMS report, and data that was

used in the LPMS report. We would go over their standards & recommendations and let them 

know how they were figured. Finally, gave each department head a standard template to use 

while presenting to the Steering Committee.

Moving forward, now one year after the last Round, we are looking to have continual Steering 

Committee updates to discuss any issues that come up that need strategic decisions to be 

made.
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The LPMS Bi-weekly Productivity Reports are generated using the benchmarks given by 

the outside consultant, along with labor hours worked and cost center volumes. The 

benchmarks are fixed (unless MECS updates them), but we receive our labor hours 

from our employee time keeping system as well as contract labor from  external temp 

agencies. We receive our volumes from patient charges unless they are manual 

volumes in which case we receive them individually from cost center managers. 

All of this information is stored in several custom databases and is processed and 

recalculated weekly. It is then formatted and placed into the bi-weekly reports and 

distributed to our list of senior leadership as well as department leaders.
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This is an example of a department “roll up”, Level 1 in the LPMS. It consists of every 

department’s cost center’s Productive Hours, Earned Values, & Variance wrapped up on 

one sheet. This gives us a holistic look into each department without breaking it down 

by cost center.

The next slide shows the next two levels of the LPMS, subgroups, Level 2, and cost 

centers, Level 3.

At the cost center level, the Benchmark set of the cost center “Target Hours/UOS” is 

shown, the cost centers Productivity “Productive Hours/UOS” and volumes are shown, 

the Productive Hours (broken into Regular, OT, & Agency).

The Productive FTEs are the Total Hours divided by 80, the Earned FTEs are the “Target 

Hours/UOS”, divided by the Volume, divided by 80.

(80 hours per pay period)
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Shands Healthcare has 50+ departments that were evaluated by the outside consulting 

company. This meant that the LPMS generated 40 different reports bi-weekly so that 

Senior Leadership could keep an eye on the progress everyone was making. We needed 

to find a way to save the time of our Senior Leadership so we rolled up every 

department and created an Executive Roll Up. 

The Executive Roll Up condensed all 50+ bi-weekly reports (some of which are up to 25 

pages) into a 5 page summary sent only to AVPs & higher. Senior Leadership specifically 

wanted to see trends in Variance and Overtime percentage so we focused on these two 

aspects and used an 8 pay period length of time.

Since this was our creation, we were able to make some updates to this report that we 

were unable to make to the LPMS Report that we were given. 

• The first update was adding orientation hours. Many of our cost centers have cyclical 

hiring (due to graduations & seasons) and have most of their new hires coming in at 

the same time. Because orientees count against productivity, we wanted a way for 

Senior Leadership to see the number of orientees before chastising the management 

of these cost centers. 

• The second update was indicators for missing information. We have a few cost 

centers that have manual volumes and a few that have manual agency hours. If they 

do not get them to us in time, it can skew the data. The indicators are two-fold. First, 

they show when the data is bad so everyone knows it isn’t what is really going on. 

18



Second, it gives motivation for the cost centers to get us their data on time because 

the Senior Leadership sees we don’t have it and will ask them why.
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