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Divisional Business
The School of Dentistry Faculty Council took up the following Divisional issues this year:
19900 Funds
In November, the Faculty Council received a letter from Paul Green, Chair of the Faculty Welfare
Committee, regarding faculty concerns with recent changes to 19900 Fund Distribution (Appendix 1). In
December, Dean Featherstone was asked by the Council to provide detail on the changes and how the
new funding flow will have an effect on the school. He informed the Council that, before changes in
funding structures, the departments originally charged faculty benefit costs to a central pool held by the
campus. Now that salary and benefits are exceeding the available state funding, the campus decided to
send a lump sum of funds to the schools to pay for benefits. With the shift in funds flow, schools and
departments are realizing a gap between what they receive from the campus and the cost of providing
salary and benefits. So far the Deanʼs Office has made up for the gap, but this is not sustainable. This
funding shortage will be a problem going forward.
APM 670 Implementation
Following up from the work of the Council in 2011-2012, the members continued to monitor the
implementation of the new UC Health Compensation Plan - Academic Personnel Policy 670. In
December, Associate Dean of Academic Affairs, Peter Sargent attended a Council meeting to review the
changes to APM 670 and discuss the effect on Dentistry faculty. After the presentation, several faculty
members noted concern with the new “Good Standing” requirements. The main concern was with the rule
stating that faculty could fall out of “Good Standing” if they, “fail to meet expectations related to the
generation of salary support and/or shared expenses.” Council members were concerned that the
language could be used to set an impossible expectation for faculty that rely on income research grants.
Dean Featherstone suggested that faculty could work to develop supplemental language that would
address faculty concerns and be adopted for the School of Dentistry. Council members agreed to monitor
the issue and later determine whether new guidelines for the School of Dentistry would be necessary.
Presentation on the UCSF Research Development Office (RDO)
In February, the Council invited Gretchen Kiser, Director of the Research Development Office (RDO)
http://osr.ucsf.edu/content/research-development-office, to a meeting to give an overview of the functions
and responsibilities of RDO. Launched in November of 2012, RDO is a new office on campus with the
goal of supporting, growing and promoting research at UCSF. Director Kiser informed the Council that the
Office offers a wide variety of services to faculty, including project management of proposals, access to
templates, and technical writing assistance. At the end of the presentation, Council members voiced
concern about the representation for Dentistry faculty members on research committees such as RAP. If
review committees do not have Dentistry representation, then it will be difficult for the committees to
properly review a Dentistry faculty memberʼs proposal. Director Kiser agreed and informed the Council
that every effort is made to include Dentistry faculty on committees, but faculty members are not always
available to serve.
Sustainability Task Force Presentation
In 2012-2013, Chair Wittmann served as a member of the Sustainability Task Force. Over the course of
the year, Chair Wittmann updated the Council on the work of the Task Force and the efforts of the group
to become a standing committee of the San Francisco Division of the Academic Senate. Later in the year,
the Task Force was successful in becoming the first Academic Senate Committee devoted to
sustainability in the University of California system. One of the top issues discussed by the Council over
the year included the Task Forceʼs proposed resolution to end the on-campus sale and consumption of
meat known to be treated with non-therapeutic antibiotics (Appendix 3). In a vote, Council members
supported the resolution. Council members also suggested several ideas that the Task Force should
consider taking on in the future. These include:
o Encouraging “greener” labs
o Installation and replacement of motion sensors that control lights
o Reduction in the amount of plastic waste
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UCSF Campus-wide Space Planning
With changes planned for how space is allocated on campus, Bruce Wintroub, Co-Chair of the UCSF
Space Planning Committee, was asked by the Council to give a presentation on the UCSF Space Policies
and Principles report (Appendix 2) and inform the Council how the changes would have an effect on
Dentistry departments and faculty. In his presentation, Co-Chair Wintroub covered the new UCSF-wide
Core Space Principles as follows:
1. Accountability and Governance
a. Deans will be responsible to report to the Space Committee. Metrics will be
developed to allow the committee to know if space is being used efficiently.
2. Fairness, Consistency, Transparency, Sustainability, Strategic Prioritization
3. Non Permanence
a. Space does not belong to one entity in perpetuity
4. Operational Cost Responsibility
a. All research (wet and dry) space will be expected to cover costs of $90 per square
foot.
The Council was informed that the new campus policy would be piloted through 2013 and go into full
implementation in 2014. He emphasized that the Deans for each school, not the departments or faculty,
will be responsible to the campus leadership for meeting the policy outlines. At the end of the
presentation, Dean Featherstone added that once the space policies are finalized, the School of Dentistry
will create its own space committee. This space committee will be formed with the consultation of the
Faculty Council.
School Business
Bylaw Revisions
Over the course of the year, the Faculty Council reviewed and revised its bylaws in an attempt to update
the language to reflect current practices of the Council and to expand senate membership rights to nonsenate faculty (Appendix 6). Most revisions were proposed over the course of the previous 10 years, but
were not voted upon by the faculty. Changes to the Dentistry bylaws included:
Bylaw Updates
1. Detailing the role and responsibility of the Executive Office
2. Removing five Ex Officio members from the Councilʼs membership
3. Removing unnecessary language
4. Increasing a member term limits from two years to three years
Senate Membership
1. Granting voting privileges to all SOD faculty with at least a half-time appointment
2. Removing references to Academic Senate and Non-Academic Senate members
3. Allowing non-senate members to serve as departmental representatives and officers of the
Council.
All revisions were approved by the Academic Senateʼs Rules and Jurisdiction Committee and by the
Dentistry faculty at the May Full Faculty meeting.
Faculty Workspace - University Hall and Clinical Sciences
At the beginning of the academic year, the Academic Senate learned more about the workspace details
planned for the new Mission Bay Academic Building. The most significant concern regarded the plans to
take away offices and move faculty into an activity-based workspace where faculty would be provided
small cubicles without walls. Throughout the year, the Academic Senate committees and the Faculty
Council provided feedback and engaged campus leaders regarding the space plans.
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While the Mission Bay Academic Building will not house any of the Dentistry faculty, Council members
and faculty became concerned that the activity-based workspace could be integrated into the renovation
plans for UC Hall (UCH) and the Clinical Sciences (CSB) buildings set to be remodeled within the next
couple of years. The Council spent the year consulting with the Dean on the space plans. In May, the
Council invited Patti Mitchell, from Capital Programs, to present on the plans for the renovation. Project
Manager Mitchell informed the faculty that a decision on the space plans for UCH and CSB had not been
made, but that an activity-based workspace design should not be taken off the table given the space and
resource constraints of the campus. The Council will continue to monitor any space planning decisions for
faculty workspace.
Five-Year Business Plan
In the beginning of the year, Dean Featherstone presented the schoolʼs five-year business plan. The plan
was developed by a group of consultants from the Academy for Academic Leadership. These
recommendations for cost savings and alternative revenue generation include:
• Increasing the number of clinical sessions
• Increasing the total hours clinical operations
• Developing the international program
• Establishing an instructional leasing program
• Deploying offshore lab services
• Reorganizing administration, department and clinical structure
• Building internal communications plan and external marketing process
• Developing a model to provide dental services to college students in the local area
• Providing online courses and teaching
The Dean assured the Council and faculty that these recommendations are just proposals and are subject
to the review of the members of the school. In 2013-2014, the Dean will hold town halls and meetings to
discuss the recommendations and solicit feedback.
Operational Excellence (OE)
To follow up on last yearʼs discussions regarding the challenges and successes of OE, the Council
continued to monitor faculty feedback on the new services. In an effort to gather data on faculty
experiences, the School of Dentistry Faculty Council worked with the School of Nursing Faculty Council to
develop a faculty pre-award evaluation survey (Appendix 4).
The 10-question survey was open for one month, from January 9, 2013 until February 8, 2013. Faculty
were asked to evaluate the period from April 2012 to the present. The total response rate for the school
was 38%. While the overall response rate is not high, two of the four departments, Cell and Tissue
Biology (CTB) and Preventative and Restorative Dental Sciences (PRDS), had a notable response rates
of 38% and 72% respectively. The two other departments, Oralfacial Science and Oral Maxillofacial
Sciences had even lower response rates, 15% and 0% respectively. The results of the survey showed
that the responding faculty in CTB were very satisfied with the services and that responding faculty in
PRDS were very dissatisfied with services. These results lead the Council to believe that main issue with
OE services may be with the training of individual Research Service Coordinators. Along with the School
of Nursing results, a report (Appendix 5) was shared with other Academic Senate Committees, OE
Leadership, respective Deans and interested faculty members.
Review of Privileging and Credentialing Policy
At the beginning of the term, the Council reviewed a draft of the Privileging and Credentialing policy for
the School of Dentistry (Appendix 7). After review, Council member Sophia Saeed expressed concerns
with the draft and noted that clinical faculty should have an opportunity to review the document.
In January, Richard Smith, Chair of the Privileging and Credentialing Policy Task Force, gave a brief
overview of the policyʼs background, planned implementation, next steps and effects on clinical faculty.
According to Dr. Smith, the aim of this proposed policy is to ensure that all clinicians meet minimum
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requirements for practice. He informed the Council that the policy was still under legal review and the
goals was to implement that policy as early as July 1, 2013.
In May, Task Force Chair Smith presented an update on the policy development. Clinical faculty were
allowed to comment on the policy and provide feedback to the Task Force.
Going Forward
Ongoing issues under review or actions which the School of Dentistry Faculty Council will continue into
2013-2014:
•
•
•
•
•
•
•

Axium
Credentialing and Privileging Policy
Faculty Workspace Planning for UCH/CS
Implementation of the Five Year Business Plan
Operational Excellence
Review of Student Conduct Policies
UCSF Senate Membership

Appendices
This Annual Report is posted on the School of Dentistry Faculty Council Web page on the Academic
Senate Web site. Appendices are embedded into this PDF document.
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Appendix 1

November 16, 2012

Dean Featherstone, MSc, PhD
School of Dentistry, UCSF
San Francisco, CA 94143
Dean Hawgood, MBBS
School of Medicine, UCSF
San Francisco, CA 94143
Dean Vlahov, RN, PhD, RAAN
School of Nursing, UCSF
San Francisco, CA 94143
Interim Dean Guglielmo, PharmD
School of Pharmacy, UCSF
San Francisco, CA 94143

Re: Faculty Concerns Regarding Changes to 19900 Fund Distribution
Dear Deans:
The Academic Senateʼs Faculty Welfare Committee has fielded some concerns from faculty, this Fall
2012, regarding possible changes in the way 19900 fund allocations might affect faculty fringe benefits.
The specific concerns stem from the change in the way benefits are being paid, from a system where they
were allocated from a “central pool”, to the new model in which the campus allocates 19900 funds as a
lump sum from which both salary and benefits are to be paid.
Since the allocation only covers base salaries, and not benefit costs, this new system is causing some
faculty to reduce their additional compensation or cut paid personnel from their grants. While many
departments at UCSF may be able to make up this shortfall through clinical income or extramural funding
sources, other academic departments have limited outside revenue sources. Those faculty without other
income, such as from clinical activity (e.g. those who have major teaching commitments), may be
adversely affected and incur significant hardship.
The decision to withhold fringe benefits budgets is apparently being made at the school financial control
points, with fringe benefits funds returned to these financial control points. A faculty member in the School
of Medicine has been told by his department MSO that the School will fund about 19% of FTE benefits.
The primary issues raised are both an effective decrease in FTE base salary, which is in conflict with
APM 190 (Appendix F): "In the event of shortfalls, ladder-rank faculty salaries shall be ensured by the
campus", and inappropriate use of State funds intended for fringe benefits.

I would be grateful if you could provide clarification on how your school is addressing these changes, and
plans for financing benefit obligations.

Sincerely,

Paul Green, PhD
Chair, Committee on Faculty Welfare
UCSF Academic Senate
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UCSF SPACE GOVERNANCE POLICY and PRINCIPLES

Date: September 2012
Authors: UCSF Space Committee
Chairpeople:
Jeff Bluestone, Executive Vice Chancellor and Provost
Bruce Wintroub, Vice Dean, School of Medicine
Management: Janhavi Bonville, Assistant Executive Vice Chancellor
Members:
EVCP
Susanne Hildebrand Zanki, Associate Vice Chancellor, Research
FAS:
John Plotts, Senior Vice Chancellor
Lori Yamauchi, Assistant Vice Chancellor, Campus Planning
Medical Center:
Ken Jones, COO
Mark Laret, CEO
School of Dentistry
John Featherstone, Dean
Richard Jordan, Associate Dean
School of Medicine
Keith Yamamoto, Vice Chancellor, Research and Vice Dean, School of Medicine
School of Nursing
Sally Rankin, Professor
David Vlahov, Dean
School of Pharmacy
Sarah Nelson, Professor
Paul Ortiz de Montellano, Professor
This space governance policy supersedes all previous policies and applies to all UCSF
space, without exception.
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PREAMBLE and PURPOSE
The mission of UCSF is to advance health worldwide through excellence in Education,
Research, and Patient Care. In order to achieve this mission at a time of shrinking resources
and growing competition, it is essential that the faculty and leadership maximize the use of all
available assets. One of the major assets at UCSF is space, both academic and clinical. Thus,
the Chancellor has created a university-wide space committee responsible for developing and
implementing policies that promote the effective and optimal utilization of space, for overall good
stewardship of the enterprise.
The policy developed in this document was created with two goals. First, to ensure that space is
allocated, used and managed, with a view to promoting UCSF’s overall vision and strategic
goals, and second, to provide a framework for uniform, equitable, transparent and effective
governance of all space throughout UCSF.
RESPONSIBILITY FOR SPACE RESOURCES
The Chancellor has overall responsibility for the equitable and optimal use of space resources,
with final authority over all UCSF space assignments and designations. The Chancellor may
delegate implementation of recommendations to the Chancellor’s Direct Reports. The
Chancellor’s Direct Reports are responsible and accountable for the use of space within their
Units, and to ensure that said use is in alignment with the Principles laid out in this Document.
UCSF Space Committee
The Chancellor appoints a Committee comprised of the Chancellor’s Direct Reports and/or their
representatives, including but not limited to, senior administrators, Deans, Medical Center
leaders and faculty leaders, to make recommendations to address principles, processes and
issues regarding space management for all campus space, including related to areas such as
emerging research, patient care, educational and administrative programs.
Documentation
The Campus Space Inventory, to be managed by Campus Planning, and the Medical Center
Space Inventory, managed by Medical Center Facilities, will provide and maintain the
documentation necessary for space reviews and assessments. The Campus Space Inventories
will be kept as comprehensive, up to date, and accurate as possible, to be able to inform these
decisions. The accuracy of the database will require consistent due diligence by each of the
Chancellor’s Direct Report Units.
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GOALS
1. Develop policies that seek to provide each of the Chancellor’s Direct Reports and his/her
corresponding Unit, with space that is optimally suited to the type of activity/is pursued
2. Identify principles that are fair, consistent, transparent, and flexible and enable the
following:
a. Securing of quality space for all of the Chancellor’s Direct Reports and their Units
b. Facilitating of activities across all Units that hold UCSF resources and that
contribute to the achievement and advancement of UCSF as a whole
c. Recognizing and responding to changing enterprise wide needs of UCSF that
enable the achievement of UCSF goals and priorities across areas
d. Helping to maintain and further strengthen organizational excellence where it
exists, and enabling it where it does not
e. Enabling the rigorous pursuit of emerging opportunities, where they are strategic
and lead to realization of UCSF’s vision and goals
f. Reallocating of underutilized space; as well as space that may not be optimally
configured to facilitate meeting of UCSF strategic goals
g. Encouraging the renovation or remodeling of space that is unused
3. Implement processes that are transparent, fair, consistent and flexible in allocating and
evaluating space across all types of activities
4. Adopt and leverage an enterprise wide view of space, considering the use and allocation
of space as a whole across all Units and recommending the optimal course of action for
UCSF as a whole
Principles and Processes
The following Principles and Processes for space allocation, evaluation and retention, for all
uses related to aspects of UCSF’s mission (Educational, Research, Clinical Care, and
Administrative) will be implemented across UCSF beginning no later than January 2013, using
both retrospective data and prospective planning information. These Principles and Processes
themselves will be evaluated following implementation, and modifications may be recommended
to this document by the UCSF Space Committee.
The Principles fall into the following categories and are listed below and detailed in the following
pages. Each Principle is accompanied by a set of processes for implementation.
1. General Space Accountability and Governance
2. Fairness, Consistency, Transparency, Economic Sustainability and Strategic
Prioritization in the Deployment of Space
3. Non Permanence of Space Allocation, Retention and Use
4. Operational Cost Responsibility for Space
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PRINCIPLE 1- GENERAL SPACE ACCOUNTABILITY AND GOVERNANCE
The UCSF Space Committee provides overall governance of space policies and procedures
at UCSF and ensures that space related decision-making is aligned with the principles laid
out in this document. The UCSF Space Committee does not determine space allocations
for individual programs, entities or faculty members. Each Chancellor Direct Report is
responsible for ensuring that his/her Unit has its own Space Plan that is consistent with the
overall UCSF Space Governance Policy, Principles and Processes, as laid out in this
document by the UCSF Space Committee. The Unit specific Plan may include additional
criteria to be used when considering space utilization and assignments within the Unit.
All Units will be held accountable for the same economic performance for the same type of
space (for example, wet lab economic performance should be identical across Schools).
The Direct Report is responsible for resolving space issues within his or her Unit, according
to the Principles and Processes laid out in this document. All programs and areas within a
Unit requesting space or with space resolution issues, will first take their concern to the
Direct Report. If the issue is not resolvable through the Unit itself, and/or if the space issue
in question requires addressing issues and needs that cross Units, then the issue may be
brought to the Committee for consideration.
Direct Reports are also responsible for identifying opportunities for collaboration, in
particular in instances where there is an urgent priority or need for the campus that has not
been met by the current space allocation and utilization.
The Senior Vice Chancellor for Finance and Administration, with the help of Campus
Planning, will collect reports from the Chancellor Direct Report Units approximately once
every three years for review by the Space Committee. These Reports will provide
information according to a consistent set of guidelines, developed through the Space
Committee, and that provides information on and updates the criteria above. In addition to
these regular Reports, Units will report any significant changes in utilization or financial
support from the previous year in a shorter document or communication to the Space
Committee at least once a year. Space and financial data used for review will cover the
current year plus the previous three fiscal years. The Campus Space Inventory, to be
housed within Campus Planning, (or the Medical Center Inventory, housed within Medical
Center facilities) will provide the information that will be incorporated into the
abovementioned Reports. However, it is the responsibility of the individual units to verify,
with faculty, department chairs, and subordinate units the accuracy of said reports and
update and maintain information as required.
Reports will highlight current utilization, and key elements of space utilization, including the
extent to which the space use is aligned with the mission and goals of the Unit as well as
institutional priorities. The report should also highlight plans for future utilization and any
UCSF Space Principles
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anticipated or planned change. As the institution’s goals and priorities will shift over time it is
important that the Chancellor’s Direct Reports continually re-assess to what extent space
utilization is in keeping with the key space principles highlighted above, and provide an
accurate assessment in the Report to be provided to the Space Committee.

PRINCIPLE 2: FAIRNESS, CONSISTENCY, TRANSPARENCY, ECONOMIC
SUSTAINABILITY and STRATEGIC PRIORITIZATION in the DEPLOYMENT OF SPACE
The following criteria will be considered in the allocation of all UCSF space of all types (Clinical,
Educational, Research, and Administrative) and in periodic evaluation of its use and retention.
a. Alignment with overall UCSF Vision, Mission and Strategic Goals and priorities
b. Alignment with specific the Chancellor’s Direct Report Units goals
c. Demonstration that space is being utilized optimally for its stated purpose. Where
appropriate, demonstration of collaboration and strategic work that transcends
disciplines and programs
d. Demonstration of existing space being used optimally in instances where additional
space is requested
e. For requested space, communication of a clear plan, including a funding component,
that addresses the costs of renovating, equipping and operating the requested space
f. Space needs to be economically sustainable:
1. For research space, ability to demonstrate extramural funding (direct and indirect
cost expenditures per asf, asf research space, large institutional grants); for
relevant programs.
2. For non-research space, ability to generate revenue from patients, the State,
auxiliary activities, any source, including but not limited to those that are sufficient
to pay the operating costs of maintaining the space, and the capital costs for
routine replacement of equipment and fixtures.
g. Proposed uses of space should generally be consistent with the uses of adjacent space
h. Uses of space within licensed facilities must conform to licensing regulatory
requirements.
Process
•
•
•

•

Chancellor will appoint the UCSF Space Committee, composed of leadership from all
the Chancellor Direct Report Units.
UCSF Space Committee will interact with the Chancellor’s Direct Reports, or their
designate, and not with individual faculty, programs or departments.
In instances where space is utilized by a program that crosses multiple Units, the Direct
Reports will be responsible for managing this space between themselves, in alignment
with the Principles in this Document.
UCSF Space Committee will recommend new or revised space assignments to the
Chancellor as well as process, such as space assessment, for implementation by the
Chancellor and the Chancellor’s Executive Council (CEC). This includes
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recommendations related to space that the Committee deems is under or inappropriately
utilized, after having reviewed space reports from Direct Reports.
PRINCIPLE 3- NON PERMANENCE of SPACE ALLOCATION, RETENTION, and USE
Space assignments to Direct Report Units and space assignments for Units, are not
designated in perpetuity. All space assignments and usage will be reviewed periodically,
approximately every three years, by the UCSF Space Committee, with guidance and input
from the appropriate Chancellor’s Direct Report. In keeping with the Chancellor’s overall
responsibility for all space assignments at UCSF, in recognition of the existing repositories
for data on space uses, the Campus Space Inventory and/or Medical Center Space
Inventory will provide the comprehensive information necessary for these reviews and for
the reports which will be provided to the Committee. The Space Inventories will be kept as
comprehensive, up to date, and accurate as possible, to be able to inform these decisions.
All released or relinquished research or office space that is equal to or greater than 2000
square feet of contiguous space must be reported to the UCSF Space Committee to
determine if it is to be returned to the Chancellor or made available to other units through a
reallocation process. The UCSF Space Committee agrees to revisit the above noted
threshold for space notification, in approximately six months’ time, and to evaluate to what
degree this threshold is the appropriate number. The Committee reserves the right to adjust
the threshold accordingly.
There are two types of space that fall into this category. Release space is defined as space
made available due to a program relocating to other spaces not currently listed within the
Direct Reports inventory. The availability of such space will be made known, by the Direct
Report in whose unit it is in, as soon as possible after such an event. (An example of
relocation would be when program space moves physically elsewhere (i.e. to a new building
where it has been assigned equivalent space.)
Relinquished space is defined as space made available by a program closing. Such space
will be held by the Chancellor for reassignment.
Process to Reallocate Space
a. All released/relinquished space must be reported to the UCSF Space Committee, as
soon as possible after the Direct Report is made aware of its availability. The
Chancellor may retain up to 10% of the space in a Reserve Fund for future
allocation. The UCSF CEC (Chancellor’s Executive Cabinet), in consultation with the
UCSF Space Committee, will determine if it is to be returned to the Direct Report, or
made open to a process of reallocation.
b. The Chancellor may assign UCSF Space to Chancellor’s Direct Reports. The
Chancellor’s Direct Reports in turn may assign space within his/her own Unit as they
see appropriate, as long as they do so in keeping with the Principles of this
document.
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c. Requests for new space must come from a Chancellor’s Direct Report(s) to the
Space Committee.
d. In keeping with Principle 2, the process for determining allocation of released space
should be transparent, fair, consistent, and aligned with UCSF strategic imperatives.
The expectation, of all Chancellor’s Direct Reports, is that they will be transparent
and forthcoming about their available and released space, and provide such
information to the Committee. In turn, the Chancellor’s Direct Reports can expect
that, if they demonstrate a clear and tangible need for space according to the
Principles in this Document, the Committee will strive to make appropriate
recommendation/s to the Chancellor to enable them to meet that need.
e. An example of a process that may be used to determine the allocation of released
space is that of a formal RFP process. The Committee may decide to put together
and issue an RFP for the use of released space, in instances where the Committee
deems that there is a key unmet campus need. The RFP process will require a
clear plan for use of the space that conforms to the Criteria laid out in Principle 1 of
this document.
f. The Chancellor’s Direct Reports are responsible for managing their assigned space,
including determining allocations for their own programs within their Unit, and
ensuring that their overall Unit space information is updated and accurate in the
Campus Space Inventory. If space is requested for programs that cross units or
entities, the respective leaders are responsible for working together to construct a
plan for the space requested, in keeping with the criteria laid out in Principle 1 of this
document.
g. There may be instances where space is assigned to a Unit for a temporary period
only. In these instances, the receiving Unit will be required to abide by the guidelines
of a Memorandum of Understanding (MOU) to be developed between the entity that
is the primary owner of the space, and the temporary occupant. This MOU will
include, among other items, guidelines for a process to be followed. The MOU will
lay out timelines, criteria for the rights or entitlements of the temporary occupants as
well as the stewards of the space, and a dispute/conflict resolution process.
h. Overall, the process for the Committee to review and make decisions on released or
relinquished space will be as transparent, nimble, and efficient as possible, so as not
to create undue delays or administrative burden. The Committee will continue to
evaluate and assess overall procedure and process to ensure minimal bureaucracy
and delay as space related decisions are brought before it.
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PRINCIPLE 4- OPERATIONAL COST RESPONSIBILITY FOR SPACE
Chancellor Direct Report Units will be responsible for covering the operational costs of their
assigned space.
Process
a. The Medical Center will be directly responsible for making capital improvements,
maintaining, and paying the other operational costs of the space used for clinical
activities that are under the purview of the Medical Center.
b. Outside the space for clinical activities, Campus Administration (Budget and
Resource Management) will determine operational costs including administrative,
building operations and maintenance, interest and depreciation on buildings and
equipment, for all space in order to define and address the financial
responsibilities for all Chancellor’s Direct Report Units. To do this requires that
the Campus Space Inventory remain as accurate and up to date as possible. It
is a joint responsibility of the Chancellor’s Direct reports and Campus Planning to
verify the accuracy if the space allocations. This Inventory will also specify
building, room and occupancy data.
c. For appropriate spaces (e.g. Research) a standard expected level of extramural
funding (indirect costs; $/asf) will be defined for such space based on operational
costs. Based on this level, total expected funding will be computed for total asf
assigned to each Chancellor Direct Report, and compared to the actual funds
generated within the assigned Unit space. Failure to meet the overall expected
level of funding for a Unit is one criterion that could support a Space Committee
recommendation to decrease the total asf assigned to the Unit. Conversely,
Units that exceed the total expected funding level could cite that achievement in
any request for additional space, although that criterion alone may not be
sufficient justification for additional space. Units may compare their internal
programs to each other and to the Unit as a whole, as well as to other relevant
cohort groupings, in their requests for additional space.
d. Units holding underutilized space will be expected to develop, within two months
of notification by the Space Committee, a plan for addressing the underutilization.
The criteria to assess utilization of space will vary based on type of space (i.e.
research, educational, administrative, and clinical). The Reports provided to the
Committee will contain the elements that will be evaluated. These reports will be
based upon the regularly updated Campus Space Inventory and Database.

•

The following are key elements that will need to be in the Reports, and that the
Committee would evaluate to help assess utilization:
Research space performance compared to an agreed upon economic criteria,
such as indirect cost recovery
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•

•
•

•

Administrative (including academic offices) space: performance compared to an
agreed upon people density standard (i.e. 150 sf per person) for the amount and
type of space.
Educational performance compared to an agreed upon standard for classroom
hour usage, including time and distribution
Clinical open space over 2000 square feet would be flagged to this Committee,
and its allocation subject to the same Principles as outlined in this document.
Criteria for performance will include comparisons to an agreed upon standard for
clinical productivity and complexity
Office space will be treated according to criteria aligned to the type of office
space it is (administrative or research) as determined by a space committee
working group to be created following approval of this document by the CEC.

Overall: Utilization of space should be aligned with the specific mission/goals of the
Direct Report Unit and of UCSF’s strategic priorities.
e.

For the first year, as space information is vetted and validated, all units will be
expected to demonstrate extramural F&A recovery in excess of $90 per assigned
square foot (asf). This figure is based on a general averaging of F&A recovery
across schools and departments, and is intended to be used as a starting point
only, by the Committee. The Committee will reassess this figure on an annual
basis at a minimum, and adjust as appropriate. As per Principle 4c above,
Campus administration will maintain and update operational costs for all space,
and as such, updates may also lead to reassessment of this figure as required.
Should any space use assessment be implemented, it will not affect any
operational costing information in the UCSF general ledger and will be
maintained and managed on a separate basis than any ledgered F&A cost pool
information.

f.

If a Unit fails to execute on its Space Utilization Plan for space made available
using the principles above, the UCSF Space Committee could recommend that
remaining underutilized space be returned to the Chancellor.

UCSF Space Principles
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Appendix 3

Communication from the Sustainability Task Force
Tom Newman, MD, Chair
Statement on the Use of Antibiotics in Agriculture
Prepared in conjunction with the San Francisco Physicians for Social Responsibility
www.psr.org
March 31, 2013
Whereas:
• Eighty percent of antibiotics sold in the United States are used for animal agriculture,
1,2
primarily for non-therapeutic purposes;
3
• Antibiotic resistance is increasing across the country;
• There is a growing body of research that links antibiotic resistance to the overuse of
4,5
antibiotics in animal agriculture, presenting a serious risk to human health;
• There is a strong consensus among independent experts, including the U.S. Institute of
Medicine/National Academy of Science and the World Health Organization, that antibiotic use
in agriculture contributes to growing antibiotic resistance. More than 300 organizations,
including the American Medical Association, American Public Health Association, and Health
Care Without Harm, have advocated ending the non-therapeutic use of medically important
6,7,8
antibiotics as feed additives;
• Non-therapeutic use of antibiotics in livestock was banned in Sweden in 1980s, Denmark in
the 1990s, and in the rest European Union in 2006, but multiple attempts to ban this practice
in the US over the last 30 years have been thwarted by the factory farming and
9
pharmaceutical industries;
• Several hospitals and school systems across the country are already committing to procuring
10,11
meat raised without non-therapeutic antibiotics;
Therefore, the UCSF Academic Senate Sustainability Task Force:
• Calls on UCSF food services to phase out of all procurement of meat produced with the use
of non-therapeutic antibiotics.
• Recommends that the entire UC system, including all of the UC medical and academic
foodservice facilities, develop a timeline for a similar phase out.
• Urges UCSF students, faculty and staff and the larger community to reduce or eliminate their
own purchases of meat raised with non-therapeutic antibiotics.
• Urges UCSF students, faculty and staff to become familiar with the significant risks imposed
by the non-therapeutic use of antibiotics in agriculture and to help educate the public and
decision makers regarding the importance of reserving antibiotics for therapeutic use.
1

McKenna, Maryn (2010), “Farm Animals Get 80 Percent of Antibiotics Sold in U.S.,” Wired,
http://www.wired.com/wiredscience/2010/12/news-update-farm-animals-get-80-of-antibiotics-sold-in-us/
“FDA Reports to Slaughter: Over 70 Percent of Antibiotics Administered to Animals In Feed,”
2
Press Release for Congressperson Louise M. Slaughter, May 13, 2011,
http://www.louise.house.gov/index.php?option=com_content&view=article&id=2481:fda-reports-to-slaughter-over-70percent-of-antibiotics-administered-to-animals-in-feed-&catid=95:2011-press-releases&Itemid=100071
3
The Center for Disease Dynamics, Economics & Policy, Resistance Map,
http://www.cddep.org/resistancemap/overview#.UMpIAnfDF8M
4
One example is 2012 study that found a link between bacteria in chickens and antibiotic-resistant urinary tract infections
in human populations: Bergeron, Catherine Racicot; Prussing, Catharine; Boerlin, Patrick; et al. (2012), “Chicken as
Reservoir for Extraintestinal Pathogenic Escherichia coli in Humans, Canada,” Centers for Disease Control and

Preventionʼs Emerging Infectious Diseases, Vol. 18, No. 3, pp. 415-421, http://wwwnc.cdc.gov/eid/article/18/3/111099_article.htm.
5
Another example is a 2012 study that found evidence of a “bidirectional zoonotic exchange” of Methicillin Resistance
between humans and livestock: Price, L.B.; Stegger, Mike; Hasman, Henrik; et al. (2012), “Staphylococcus aureus CC398:
Host Adaptation and Emergence of Methicillin Resistance in Livestock,” American Society for Microbiology, Vol. 3, No 1,
http://mbio.asm.org/content/3/1/e00305-11.
6
Institute of Medicine, Board on Global Health (2003). Microbial Threats to
Health: Emergence, Detection, and Response, National Academy of Sciences Press, Washington, DC,
http://www.nap.edu/openbook.php?isbn=030908864X.
7
Joint WHO/FAO/OIE Expert Workshop on Non-human Antimicrobial Usage and
Antimicrobial Resistance, Geneva, 1-5 December 2003, http://www.who.int/foodsafety/publications/micro/en/amr.pdf.
8
Joint Statement on Antibiotic Resistance from 25 National Health Organizations and the Centers for Disease Control and
Prevention (2012), http://cddep.org/sites/cddep.org/files/etc_consensus_statement.pdf (May need to view this link with
GoogleDocs.)
9
Consumer Reports. Meat on Drugs. June, 2012, available at:
http://www.consumerreports.org/content/dam/cro/news_articles/health/CR%20Meat%20On%20Drugs%20Report%200612.pdf, accessed 1/21/13
10
Balanced Menus, Best Practices, Health Care Without Harm,
http://www.healthyfoodinhealthcare.org/balancedmenus.bestpractices.php
11
“Chicago Public Schools Largest District to Serve Chicken Raised Without Antibiotics,” Press Release for the Pew
Charitable Trusts, Nov. 1, 2011, http://www.pewhealth.org/news-room/press-releases/chicago-public-schools-largestdistrict-to-serve-chicken-raised-without-antibiotics-85899367477
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    Start | Account Information | Welcome, Artemio Cardenas

School of Dentistry - Operational Excellence Survey
January 2013

The School of Dentistry Faculty Council wants to learn more about faculty experiences with the new
Operational Excellence pre-award clusters and services for grant submissions.
This survey consists of 10 questions and will take 10 minutes or less to complete. Your survey responses
will be held confidential by the Academic Senate Office and all responses will be aggregated together for
the final report. Your participation is greatly appreciated.

Section A. Funding History

A.1 HOW MANY GRANTS OR CONTRACTS HAVE
YOU SUBMITTED AS PI OR CO-PI IN THE PAST
TWO YEARS?
In the box indicate your role (PI or Co-PI), the
type of grant or contract (e.g. Government
Contracts, NIH Grants, Foundation Grants) and
number submitted.

55 Characters max.

A.2 HOW WOULD YOU RATE YOUR EXPERIENCES WITH PRE-AWARD GRANT SERVICES BEFORE OE PRE-AWARD
CLUSTERS BEGAN?
Excellent
Very Good
Good
Fair
Poor
N/A

A.2 Comment Section -- Indicate the reason for

https://senateserviceportal.ucsf.edu/survey/takesurvey.php?survey_id=19[1/4/2013 6:04:13 PM]
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your response.

Section B. Experience with pre-award services after April 2012.
In this section, indicate your responses on the OE pre-award services that were offered AFTER the official
launch date in April 2012 (versus the "Beta-testing" period that preceded the launch).

B.1 HOW MANY GRANTS OR NEW CONTRACTS HAVE YOU SUBMITTED THROUGH THE NEW OE PRE-AWARD CLUSTERS
(SINCE THE START DATE OF APRIL 2012)?
1
2
3
4
5
6
If zero, stop survey

B.2 HOW WOULD YOU RATE YOUR EXPERIENCES WITH PRE-AWARD GRANT SERVICES AFTER APRIL 2012?
Excellent
Very Good
Good
Fair
Poor

B.2 Comment - Indicate the reason for your
response.

https://senateserviceportal.ucsf.edu/survey/takesurvey.php?survey_id=19[1/4/2013 6:04:13 PM]
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B.3 INDICATE THE EXTENT TO WHICH YOU AGREE OR DISAGREE ABOUT TIMELINESS, QUALITY OF
WORK AND EASE OF COMMUNICATION WITHIN OE PRE-AWARD SERVICES AFTER APRIL 2012.

Timeliness
B.3.a. I was able to work with the pre-award team to establish an application submission timeline that worked for me.
Strongly agree
Agree
Neutral
Disagree
Strongly Disagree
N/A

Timeliness
b.3.b. The application(s) was or were submitted to the funding agency on or before the agreed upon date.
Strongly agree
Agree
Neutral
Disagree
Strongly Disagree
N/A

Timeliness
B.3.c. Any problems with my application budget were brought to my attention in time for me to provide further explanation or
to make the needed changes.
Strongly Disagree
Agree
Neutral
Disagree
Strongly Disagree
N/A

Timeliness
B.3.d. I was able to easily assess the progress of my application through the pre-award process.
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
N/A

Quality of Work
B.3.e. The pre-award team was knowledgeable about the funding mechanism that I was applying for.
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
N/A

Quality of Work
B.3.f. The pre-award team considered my past experience with the funding agency or format of the funding program in
formulating their recommendations.
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
N/A

Quality of Work
B.3.g. The pre-award team found problems or issues with my application that were helpful to me.
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
N/A

Quality of Work

https://senateserviceportal.ucsf.edu/survey/takesurvey.php?survey_id=19[1/4/2013 6:04:13 PM]
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B.3.h. The pre-award team processed the material I submitted without making errors.
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree

Quality of Work
B.3.i. When the submission occurred, it was complete.
Strongly Agree
Agree
Neutral
Disagree

Strongly Disagree

N/A

Strongly Disagree

N/A

Quality of Work
B.3.j. I was informed when the submission occurred.
Strongly Agree
Agree
Neutral
Disagree

Quality of Work
B.3.k. The quality of the pre-award work on my application did not decrease the likelihood of funding.
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
N/A

Ease of Communication
B.3.l. I was aware of the individuals who were working on my application, and I knew how to contact them.
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
N/A

Ease of Communication
B.3.m. I was able to easily contact the pre-award team members working on my application.
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
N/A

Ease of Communication
B.3.n. I was aware of the movement of my application from one pre-award team member to another, and thus could contact the
most appropriate person throughout the process.
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
N/A

B.4 WHAT IS YOUR OVERALL SATISFACTION WITH OE PRE-AWARD COMPARED TO PREVIOUS SERVICES?
Much More Satisfied
A Little More Satisfied
About the Same
A Little Less Satisfied
Much Less Satisfied
N/A

https://senateserviceportal.ucsf.edu/survey/takesurvey.php?survey_id=19[1/4/2013 6:04:13 PM]
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B.4 Comment Section -Indicate the reason for your response.

B.5 HOW WOULD YOU RATE THE OE PERSON(S) WITH WHOM YOU HAVE INTERACTED WITH RESPECT TO ATTENTION TO
DETAIL, PREPAREDNESS, KNOWLEDGE AND UNDERSTANDING OF NIH GRANT SYSTEM?
Excellent
Very Good
Good
Fair
Poor
N/A

B.5 Comment Section -Indicate the reason for your response.

B.6 DID YOU MEET YOU RESEARCH SERVICES MANAGER (RSM)FACE-TO-FACE?
Yes
No
N/A

B.8 CONSIDERING PROPOSAL SUBMISSION, HOW WOULD YOU COMPARE YOUR EXPERIENCE WITH THE
OE PRE-AWARD SERVICES VERSUS PREVIOUS SERVICES THAT YOU HAVE RECEIVED?

Personal Time

https://senateserviceportal.ucsf.edu/survey/takesurvey.php?survey_id=19[1/4/2013 6:04:13 PM]
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a. Amount of personal time required of you and your team:
Much More
A Little More
About the Same
A Little Less

Much Less

N/A

Tasks Required
b. Number of tasks required of you and you team:
Many More
Somewhat More
About the Same

Somewhat Fewer

Many Fewer

N/A

Morale
c. General morale about grant submission:
Much Higher
A Little Higher
About the Same

A Little Lower

Much Lower

N/A

B.8 Comment Section -Indicate the reasons for your responses to above
questions.

B.9 IS IT YOUR UNDERSTANDING THAT OE HAS MADE GRANT APPLICATIONS MORE OR LESS EXPENSIVE FOR YOUR
DEPARTMENT?
Much More Expensive
A Little More Expensive
About the Same
A Little Less Expensive
Much Less Expensive
Don't Know

B.10 FROM YOUR POINT OF VIEW, WHAT IS THE
ONE MOST IMPORTANT THING THAT SHOULD
BE IMPROVED IN THE CURRENT OE PREAWARD PROCESS?

https://senateserviceportal.ucsf.edu/survey/takesurvey.php?survey_id=19[1/4/2013 6:04:13 PM]
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B.11 IS THERE ANYTHING ELSE WE DID NOT
ASK ABOUT THE NEW OE PRE-AWARD
SERVICES THAT IS IMPORTANT FOR US TO
KNOW?

Submit

After the Survey or Vote is completed you must click Submit for your response to be recorded.
After you Submit the Survey or Vote it will unavailable (one submission for each faculty member).
Thank you for your participation!

https://senateserviceportal.ucsf.edu/survey/takesurvey.php?survey_id=19[1/4/2013 6:04:13 PM]

Appendix 5

School of Dentistry Faculty Council
Torsten Wittmann, PhD, Chair
PRE-AWARD SURVEY RESULTS
Monday, February 11, 2013
Refined results May 15, 2013

This report provides a summary of the responses given by School of Dentistry faculty on the
Faculty Councilʼs Operational Excellence (OE) Pre-Award Survey. This survey was developed
to help the Council learn more about faculty experiences with OE services.
The 10-question survey was submitted to all faculty members in the School of Dentistry using
the UCSF Senate Service Portal. The survey was opened for one month, from January 9, 2013
until February 8, 2013. Faculty were asked to evaluate the period from April 2012 to the present.
A total of 20 faculty responded. Of the 20 faculty members who participated in the survey, 3
respondents did not take the entire survey because they did not have experience submitting a
grant through the new pre-award system. Using the number of faculty members who submitted
grants through OE Pre-Award services (n=39), the total response rate for the school was 38%.
While the overall response rate is not high, two of the four departments, Cell and Tissue Biology
(CTB) and Preventative and Restorative Dental Sciences (PRDS), had a notable response rates
of 38% and 72% respectively. The two other departments, Oralfacial Science and Oral
Maxillofacial Sciences had even lower response rates, 15% and 0% respectively. To account for
this disparity, the report focuses on the results of CTB and PRDS.
Key Findings
Key findings from multiple-choice questions:
•

Increased Service Rating for the CTB Department: In CTB, approximately 80% of
respondents rated the services received before the implementation of OE as excellent or
very good; 40% of respondents indicated an excellent rating. After the new OE services
were implemented, approximately 80% of faculty rated the services as excellent. This
represents an improvement in faculty service satisfaction after OE services were
implemented.

•

Decreased Service Rating and Satisfaction for the PRDS Department: In PRDS,
approximately 62% of respondents rated the services received before the
implementation of OE services as excellent, very good or good; 23% rated the services
as excellent. After the new pre-award services were implemented, only 39% of faculty
rated the services as excellent or very good or good; 8% of respondents rated the
services as excellent.

When asked to compare overall satisfaction with the OE pre-award services before and
after implementation, 15% of PRDS respondents indicated they were a little more
satisfied than before OE; 8% of respondents indicated they felt about the same before
and after OE; and 46% of respondents indicated they were a little less or much less
satisfied.
•

The majority of CTB faculty members have had a positive experience with the quality of
the work: When asked to rate the timeliness of service, quality of work and ease of
communication with the Research Service Manager (RSM), 60% to 80% of respondents
strongly agreed or agreed that the RSMs were doing a good job.

•

PRDS faculty have had mixed experiences with the quality of service: Respondents were
mixed on the services timeliness, quality, and ease of communication with the RSM. Of
note, there were a couple issues with the quality of the services regarding budget issues
and overall application errors; 38% of respondents disagreed with the statement that
RSMs met expectations in these areas. In regards to communication, 39% percent of
faculty in PRDS noted problems not knowing where there application was in the process.

•

PRDS faculty feel that the OE services requires more faculty time and effort: 54%
percent of PRDS faculty believe that the process takes a little more time or much more
time, and 54% believe that the process requires the faculty to work more and increases
workload.

•

CTB and PRDS faculty believe the OE services are costing the Departments more
money: In the CTB department, 40% of faculty responded that the new OE process is
more expensive to the department. 40% of respondents are not sure. In the PRDS
department 54% of respondents believe that the process is costing more money. 23% of
respondents are not sure.

Key themes of faculty responses in the comment sections:
•

Variability in the quality of service: Comments varied per department. CTB faculty
members describe OE pre-award services as, “responsive, knowledgeable, timely,
helpful, efficient and effective.” PRDS faculty members describe services as, “slow,
prone to errors, and hard to trust.” Faculty had noted that they have to spend more time
re-checking items and that the Research Service Managers donʼt seem to be motivated.

•

Flexibility on Timelines: Faculty would like more time to add the “science” section to a
proposal. A few faculty noted that the additional time would help to improve the quality of
the grant proposal.

•

Cost: Most faculty members in the PRDS noted that OE pre-award services have
increased costs on the department.

•

Communication: OE pre-award services members need to clearly communicate
expectations and responsibilities from the beginning. Faculty in PRDS would also like to
see improvement in communication.
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APPENDIX A: DEPARTMENT OF CELL AND TISSUE BIOLOGY
SURVEY RESULTS – AT A GLANCE
Results from Multiple Choice Questions (5 Respondents; 50% Response Rate)
Section A. Funding History
A.2 How would you rate your experiences with pre-award grant
services before OE pre-award clusters began?

B.2 How would you rate your experiences with pre-award
grant services after April 2012?

Section B. Experience with pre-award services after April 2012.
In this section, indicate your responses on the OE pre-award services that were offered AFTER the official launch date in April 2012
(versus the "Beta-testing" period that preceded the launch).
Timeliness
B.3.a - I was able to work with the pre-award team to establish an application submission timeline that worked for me.
B.3.b - The application(s) was or were submitted to the funding agency on or before the agreed upon date.
B.3.c - Any problems with my application budget were brought to my attention in time for me to provide further explanation
or to make the needed changes.
B.3.d - I was able to easily assess the progress of my application through the pre-award process.
B.3.a

B.3.b

B.3.c

B.3.d

Strongly agree

60%

80%

40%

40%

Agree

20%

0%

40%

20%

Neutral

0%

0%

0%

0%

Disagree

0%

0%

0%

20%

Strongly Disagree

0%

0%

0%

0%

N/A

0%

0%

0%

0%

No Answer

20%

20%

20%

20%

Quality of Work
B.3.e - The pre-award team was knowledgeable about the funding mechanism that I was applying for.
B.3.f - The pre-award team considered my past experience with the funding agency or format of the funding program in
formulating their recommendations.
B.3.g - The pre-award team found problems or issues with my application that were helpful to me.
B.3.h - The pre-award team processed the material I submitted without making errors.
B.3.i - When the submission occurred, it was complete.
B.3.j - I was informed when the submission occurred.
B.3.k - The quality of the pre-award work on my application did not decrease the likelihood of funding.

Strongly Agree

B.3.e

B.3.f

B.3.g

B.3.h

B.3.i

B.3.j

B.3.k

60%

40%

40%

40%

40%

60%

60%
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Agree

20%

20%

40%

40%

40%

20%

20%

Neutral

0%

20%

0%

0%

0%

0%

0%

Disagree

0%

0%

0%

0%

0%

0%

0%

Strongly Disagree

0%

0%

0%

0%

0%

0%

0%

N/A

0%

0%

0%

0%

0%

0%

0%

No Answer

20%

20%

20%

20%

20%

20%

20%

Ease of Communication
B.3.l - I was aware of the individuals who were working on my application, and I knew how to contact them.
B.3.m - I was able to easily contact the pre-award team members working on my application.
B.3.n - I was aware of the movement of my application from one pre-award team member to another, and thus could
contact the most appropriate person throughout the process.
B.3.l

B.3m

B.3.n

Strongly Agree

80%

60%

40%

Agree

0%

0%

20%

Neutral

0%

0%

0%

Disagree

0%

0%

0%

0%

0%

0%

0%

0%

20%

20%

40%

20%

Strongly
Disagree
N/A
No Answer

B.4 What is your overall satisfaction with OE pre-award
compared to previous services?

B.5 How would you rate the OE person(s) with whom you
have interacted with respect to attention to detail,
preparedness, knowledge and understanding of your grant
or contract system?

B.6 Did you meet your Research Service Manager (RSM) face-to-face?
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B.7 Consider proposal submission, how would you compare your experience with the OE pre-award services versus previous
services that you have received?
a. Amount of personal time required of you and your team:

b. Number of tasks required of you and you team:

c. General morale about grant submission:

B.8 Is it your understanding that OE has made grant
application more or less expensive?
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APPENDIX B: DEPARTMENT OF PREVENTATIVE AND RESTORATIVE DENTAL SCIENCE
SURVEY RESULTS – AT A GLANCE
Results from Multiple Choice Questions (13 Respondents; 72% Response Rate)
Section A. Funding History
A.2 How would you rate your experiences with pre-award grant
services before OE pre-award clusters began?

B.2 How would you rate your experiences with pre-award
grant services after April 2012?

Section B. Experience with pre-award services after April 2012.
In this section, indicate your responses on the OE pre-award services that were offered AFTER the official launch date in April 2012
(versus the "Beta-testing" period that preceded the launch).
Timeliness
B.3.a - I was able to work with the pre-award team to establish an application submission timeline that worked for me.
B.3.b - The application(s) was or were submitted to the funding agency on or before the agreed upon date.
B.3.c - Any problems with my application budget were brought to my attention in time for me to provide further explanation
or to make the needed changes.
B.3.d - I was able to easily assess the progress of my application through the pre-award process.
B.3.a

B.3.b

B.3.c

B.3.d

Strongly agree

15%

15%

0%

0%

Agree

23%

38%

23%

31%

Neutral

15%

15%

8%

23%

Disagree

8%

8%

15%

15%

Strongly Disagree

8%

0%

23%

0%

N/A

0%

0%

8%

8%

No Answer

31%

23%

23%

23%

Quality of Work
B.3.e - The pre-award team was knowledgeable about the funding mechanism that I was applying for.
B.3.f - The pre-award team considered my past experience with the funding agency or format of the funding program in
formulating their recommendations.
B.3.g - The pre-award team found problems or issues with my application that were helpful to me.
B.3.h - The pre-award team processed the material I submitted without making errors.
B.3.i - When the submission occurred, it was complete.
B.3.j - I was informed when the submission occurred.
B.3.k - The quality of the pre-award work on my application did not decrease the likelihood of funding.
B.3.e

B.3.f

B.3.g

B.3.h

B.3.i

B.3.j

B.3.k

Strongly Agree

0%

0%

8%

8%

0%

0%

8%

Agree

31%

31%

8%

23%

54%

54%

38%

Neutral

15%

23%

8%

8%

8%

8%

15%

Disagree

23%

15%

23%

15%

8%

8%

0%

Strongly Disagree

0%

0%

23%

23%

0%

0%

8%

N/A

8%

8%

8%

0%

8%

8%

8%

No Answer
23%
23%
23%
23%
23%
23%
23%
Ease of Communication
B.3.l - I was aware of the individuals who were working on my application, and I knew how to contact them.
B.3.m - I was able to easily contact the pre-award team members working on my application.
B.3.n - I was aware of the movement of my application from one pre-award team member to another, and thus could
contact the most appropriate person throughout the process.
B.3.l

B.3m

B.3.n

Strongly Agree

31%

31%

8%

Agree

15%

15%

8%

Neutral

15%

8%

0%

Disagree

8%

23%

31%

0%

0%

8%

0%

0%

23%

31%

23%

23%

Strongly
Disagree
N/A
No Answer

B.4 What is your overall satisfaction with OE pre-award
compared to previous services?

B.5 How would you rate the OE person(s) with whom you
have interacted with respect to attention to detail,
preparedness, knowledge and understanding of your grant
or contract system?

B.6 Did you meet your Research Service Manager (RSM) face-to-face?
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B.7 Consider proposal submission, how would you compare your experience with the OE pre-award services versus previous
services that you have received?
a. Amount of personal time required of you and your team:

b. Number of tasks required of you and you team:

c. General morale about grant submission:

B.8 Is it your understanding that OE has made grant
application more or less expensive?
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APPENDIX C: RESPONSE RATE

Response Rate and Results by Department

C&T

OFS

OMFS

PRDS

Responses

5

2

0

8*

Number of faculty who
submitted grants as PIs
Response Rate**

13

13

2

11

38%

15%

0%

72%

*13 PRDS faculty members responded to the survey. 3 PRDS respondents did not submit a grant. 2 PRDS respondents did not
submit a grant as a PI. As a result, the number was reduced down to 8.
**Based on dataset provided by the RMS Office
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Appendix 6

BYLAWS OF THE FACULTY OF THE SCHOOL OF DENTISTRY
(University of California, San Francisco)
1. FUNCTIONS
1.1 The Faculty of the School of Dentistry will govern and supervise the School in
accordance with San Francisco Divisional Bylaw 95, Powers of the Faculties.
1.2 Delegation. The Faculty may delegate portions of its authority to its committees or its
executive officers (Senate Bylaw 50).
1.3 Responsibility to Inform. The officers and committees of the Faculty will be
responsible for keeping the entire Faculty of the school informed about the affairs of the
School, and will encourage expression of views of the Faculty on matters of policy
affecting the School.
2. MEMBERSHIP AND VOTING PRIVILEGES
2.1 Membership. The Faculty of the School of Dentistry consists of academic appointees
who hold titles in the series of Ladder Rank, In Residence, Clinical X, Health Science
Clinical, and Adjunct.
2.1.1 Should any additional titles be established in the Professor or Lecturer series,
appointees holding the new title(s) will be members of the Faculty of the School of
Dentistry.
2.2 Voting Privileges. The Faculty of the School of Dentistry, functioning as a committee
of the Academic Senate (SF Bylaw 100), consists of the following persons:
a. The President of the University;
b. The Chancellor at University of California, San Francisco;
c. The Dean of the School of Dentistry;
d. All members of the Faculty of the School of Dentistry who are also members of
the Academic Senate;
2.2.1 When the faculty of the School of Dentistry functions as a committee of the
Academic Senate; or eligible faculty members (School of Dentistry Bylaw 2.2 a-d) may
vote (SF Bylaw 100); all other member of the faculty have the privilege of the floor for
discussion. In all other matters, all faculty have full voting privileges.
3. OFFICERS AND THEIR DUTIES
3.1 Chair. The Chair of the Faculty Council will serve as Chair of the Faculty.

3.1.1 Duties. The Chair will preside at all meetings of the Faculty and of the Faculty
Council, and his/her role will be restricted to that of the Presiding Officer as described in
the current edition of Sturgis’ The Standard Code of Parliamentary Procedure. Questions
of order not covered there will be governed by Robert's Rules of Order.
3.2 Vice Chair. The Vice Chair of the Faculty Council will serve as the Vice Chair of the
Faculty.
3.2.1 Duties. The Vice Chair will preside in the absence of the Chair at meetings of the
Faculty and of the Faculty Council.
4. EXECUTIVE OFFICE
4.1 The Executive Office of the San Francisco Division of the Academic Senate provides
professional, analytical, and administrative support; guidance; coordination;
communication; and assistance (Division Bylaw 25). Its duties shall include:
a. Maintaining proper records;
b. Sending advance notice (call) for meetings and presentations to the Faculty,
including adequate information regarding matters to be considered;
c. Maintaining minutes of Faculty and Faculty Council meeting;
d. Conducting all elections;
e. Keeping a valid roster of voting members of the Faculty.
5. MEETINGS
5.1 Frequency. Meetings of the Faculty will be held at least once each half-year, based on
the start of the Fall term. Other meetings may be held as necessary at the request of the
Dean, or upon the written request of six members of the Faculty, or when called by any
of its Officers.
5.2 Attendance. Attendance at Faculty meetings will be governed in accordance with San
Francisco Divisional Bylaw 31.
5.3 Quorum. Fifteen members of the Academic Senate Faculty constitute a quorum.
5.4 Order of Business. Meetings of the Faculty will be guided by the provisions of the
current edition of Sturgis’ The Standard Code of Parliamentary Procedure. Questions of
order not covered there will be governed by Robert's Rules of Order.
6. FACULTY COUNCIL
6.1 Membership. The Faculty Council of the School of Dentistry consists of the
following members:
6.1.1 Elected Members
a. One Faculty member from each department of the School of Dentistry;
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b. Three Members At-Large from the series of Ladder Rank, In Residence, and
Clinical X, with no more than two members from the same department;
c. Two Members At-Large who hold appointments of 50% or more and who are
from the series of Health Science Clinical and Adjunct;
d. At least five of the nine elected Faculty Council members should be members
from the series of Ladder Rank, In Residence and Clinical X.
6.1.2 Ex-Officio Members
Ex Officio members include the Dean of the School of Dentistry or a representative
designated by the Dean in the Dean's absence.
6.1.3 Student Representative. The President of the Associated Dental Students may attend
all meetings of the Faculty Council as official representative of the students.
6.1.4 Other Representatives. Recognized organizations within the School may present
their credentials to the Council, and send a representative who would be permitted to
attend Council meetings and have the right of the floor for discussion of matters before
the Council. Representatives of recognized organizations cannot vote. Such organizations
should have a defined function or mission, a constitution, defined categories of members
and voting rights and a regular schedule of meetings with recorded official minutes.
6.2 Voting Privileges. When the Faculty Council functions as a committee of the
Academic Senate, only members of the Academic Senate may vote; all other members
and representatives of the Faculty Council may have the privilege of the floor for all
discussions. However, the vote of the entire Council will be recorded alongside the
Academic Senate vote. In all other matters, all faculty members have full privileges to
vote. Votes may be conducted electronically.
6.3 Nominations and Elections
6.3.1 Departmental and At-Large Representatives. Candidates for election as
representatives to the Faculty Council must be nominated and seconded by their
respective constituents. All nominees must sign the nomination form, indicating their
willingness to serve their full term if elected. The Academic Senate Executive Office will
call for and verify the nominations, and will prepare, mail, collect, verify, and count the
ballots. Departmental and At-Large members will be chosen at annual elections to
replace members whose term is expiring. Members can be re-elected to ensure continuity
of Faculty Council membership. Results of annual elections will be reported promptly to
the Faculty.
6.3.2 Terms of Office. All elected members of the Faculty Council will serve three-year
terms that take effect as of September 1. Elected officers may serve no more than two
consecutive three-year terms.
6.3.3 Vacancies. Vacancies in elected terms will be filled by vote of the Faculty Council
if the unexpired term is less than one year. If the unexpired term is more than one year,
the place will be filled by a special election.
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6.3.4 Attendance. All elected members of Faculty Council are expected to attend
meetings. Four or more unexcused absences in one three-year term may result in
replacement by a majority vote of Faculty Council with the vacancy filled as in Section
6.3.3.
6.4 Officers
6.4.1 Eligibility. All members of the Faculty Council are eligible to serve as officers of
the Faculty Council.
6.4.2 Election of Officers. The Faculty Council will annually elect a Chair and a Vice
Chair no later than July 31 each year. These Officers will serve one-year terms, and may
be re-elected to a consecutive term.
6.5 Meetings. The Faculty Council must meet at least once each regular academic term.
Additional meetings may be called as necessary by the Dean, the Chair, or any three
members of the Council. Attendance at meetings will be governed by the provisions of
SF Divisional Bylaw 31.
6.5.1 Quorum. Five Academic Senate members of the Faculty Council constitute a
quorum.
6.6 Duties and Powers
6.6.1 Authority. In accordance with Academic Senate Bylaw 50 and SF Bylaw 95, the
Faculty of the School of Dentistry delegates to the Faculty Council its authority and
responsibility for educational matters within the School, including but not restricted to
educational policy, conditions of admission, academic status of students, and
recommendation of candidates for degrees (Senate Bylaw 312). Ultimate authority rests
with the Faculty Council, but the full Faculty can appeal with a written petition from at
least 15 full time Faculty members.
6.6.2 Reporting. The Faculty Council will report to the Faculty all germane actions and
policy decisions at least twice each academic year.
7. COMMITTEES
7.1 Ad Hoc Committees. Ad Hoc Committees of the Faculty may be authorized by the
Faculty Council and their members will be appointed by the Chair, subject to concurrence
by the Faculty Council.
7.2 Standing Committees
7.2.1 General Provisions
7.2.1.1 Membership. The Chair of the Faculty Council will consult with the Dean and,
with the concurrence of the Faculty Council, appoint the Standing Committees of the
Faculty as established by these Bylaws. Members of the Faculty, including elected
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members of the Faculty Council, are eligible for appointment to Standing Committees.
Chairs and Vice Chairs of Standing Committees are appointed by the Chair of Faculty
Council.
7.2.1.2 Terms of Office. Members of Standing Committees will serve one-year terms
taking effect September 1, and may be reappointed for up to three consecutive one-year
terms unless otherwise specified.
7.2.1.3 Subcommittees. Each Standing Committee may appoint, with concurrence of the
Faculty Council, such subcommittees as it deems necessary to conduct its business.
7.2.1.4 Reports. Each Standing Committee will present regular oral reports of its
activities at Faculty Council and full Faculty meetings.
7.2.1.5 New Committees. New Standing Committees of the Faculty may be authorized by
amendment of these Bylaws.
7.2.2 Admissions Committee
7.2.2.1 Membership. The Admissions Committee will consist of 15 members, including a
Chair and a Vice Chair. At least three members from each department shall serve on the
committee. Members of the committee must have at least a 50% appointment. Members
of the Admissions Committee will serve a period of three years and can be re-elected for
two consecutive terms. The Dean or his/her designate will serve as an ex-officio member.
7.2.2.2 Functions
a. Evaluate the records of all applicants to the school;
b. Recommend to the Faculty Council the selection of students for the Dentistry, Dental
Hygiene and International Dentist Program curricula;
c. Maintain a continuous record of admissions policies and procedures, and recommend
changes to the Faculty Council.
7.2.3 Educational Policy Committee
7.2.3.1 Membership. The Educational Policy Committee will consist of at least six
members, including a Chair and a Vice Chair. At least one member shall serve from each
department. The Dean or his/her designate will serve as an ex-officio member.
7.2.3.2 Functions
a. Maintain continuous record of the curricula for Doctor of Dental Surgery, Bachelor of
Science in Dental Sciences, and Bachelor of Science in Dental Hygiene.
7.2.4 Scholarship Committee
7.2.4.1 Membership. The Scholarship Committee will consist of at least five members,
including a Chair. At least one member shall serve from each department. At least one
member should also serve on the Admissions Committee to integrate the work of the
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Scholarship Committee and recruitment of new students for DDS and DDS/PhD
programs. The Dean or his/her designate will serve as an ex-officio member.
7.2.4.2 Functions
a. Award undergraduate scholarships and honors, including competitive awards,
according to the terms of the individual programs with the objective to recruit the best
students, support students with hardship backgrounds, encourage the continuing students
based on their contributions, financial needs, performance reports and recommendations
from mentor faculties.
7.2.5 Committee on Academic Planning and Budget
7.2.5.1 Membership. The committee on Academic Planning and Budget shall consist of at
least six members with at least one member from each department in the school. All
members will have voting privileges and will be at the rank of Associate level or
higher. Members of the committee must have at least a 50% appointment. The Vice Chair
of the School's Faculty Council and the Dean or his/her designate will serve as ex-officio
members. If possible, the School of Dentistry representative to the Academic Senate
Divisional Committee on Academic Planning and Budget shall be a member of this
committee. This committee shall meet at least quarterly or more frequently as required.
7.2.5.2 Functions
As directed by the Faculty Council, the committee on Academic Planning and Budget
shall:
a. Confer with and advise the Dean and administrative officers on academic planning,
budgets, resource allocations, physical planning, and teaching environments affecting the
School.
b. Pursue budget and planning matters as directed by the Faculty Council and advise the
Faculty Council of matters which require study and/or action.
c. Maintain liaison with the Academic Senate Divisional Committee on Academic
Planning and Budget.
d. Maintain liaison with the School of Dentistry Educational Policy Committee.
8. AMENDMENT OF BYLAWS
These Bylaws may be amended at any meeting of the Faculty by a two-thirds vote of the Faculty
present or voted on electronically, provided that written notice of amendment be sent to each
member of the Faculty at least five days before the meeting at which the vote is held.
Approved by the Faculty on March 5, 1986. Revised on April 28, 1986; January 23, 1996; and
May 15, 2013.
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Appendix 7

Medical Staff Organization
Credentialing Policy and Procedure
Office of Origin: Medical Staff Office (415) 885‐7268
I.

PURPOSE:
UCSF Medical Center (UCSF) and Langley Porter Psychiatric Institute (LPPI) ensure that licensed
health care providers meet the minimum credentials standards for Medical Staff or Advanced
Health Practitioner Staff membership. The Medical Staff Services Office serves as the CVO for
LPPI.

II.

REFERENCES:
• Medical Staff Bylaws, Rules and Regulations
• TJC Medical Staff Standards
• NCQA Credentialing Standards
• Committee on Interdisciplinary Practice (CIDP) Policy and Procedures

III.

DEFINITIONS:
Practitioner: Any currently licensed physician (M.D. or D.O.), dentist/oral surgeons, clinical
psychologist, or podiatrist, unless otherwise expressly limited.
Advanced Health Practitioner (“AHP”) means an advanced practice registered nurse: Nurse
Practitioner (NP), Certified Nurse Midwife (CNM), Certified Registered Nurse Anesthetist
(CRNA); Physician Assistant (PA); Optometrists; Clinical Pharmacists practicing in an expanded
role.
Provider: For purposes of this document, provider means practitioners and AHPs.
Complete Application:
For the purposes of this document, a complete application, at the point that verifications are
finished, means the following:

all information was verified and there is nothing missing in the file;

all gaps in time of three months or more are accounted for;

any discrepancies between information provided by the applicant and the information
verified by UCSF have been resolved.

IV.

POLICY:
A. The Medical Staff Office conducts credentialing for all licensed clinical venues within UCSF
and LPPI and does not delegate credentialing to any outside entities. The UCSF and/or LPPI
Credentials Committee recommends providers for appointment and reappointment to the
UCSF and/or LPPI Medical Staff and members attest to conduct credentialing activities in a
non‐discriminatory manner.

B. Each provider has a confidential credentials file, as described in Appendix A, which contains
verification and quality/peer review documents. These files are re‐verified at least every
UCSF Medical Staff Cred PP 10272011.doc
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two (2) years. Expirable documents are updated when appropriate. All required
verifications and signatures for any applicant or re‐applicant must be no more than 180 days
old at the time of Credentials Committee review.
C. Credential files are treated as confidential and are kept within locked file rooms with key
access by Medical Staff Office personnel. These files are protected from discovery pursuant
to Evidence Code Sections 1156 and 1157. Documents in these files may not be reproduced
or distributed, except as permitted pursuant to State Law, including Sections 1156 and 1157.
D. Upon delegation of credentialing activities, file audits may be performed by health plan
representatives and other payers, pursuant to delegated credentialing agreements, National
Commission on Quality Assurance (NCQA) Credentialing Standards and the following
guidelines:
1. Audits must be scheduled in advance at a time mutually agreed upon by UCSF and the
auditing entity.
2. The auditor will be asked to sign a confidentiality agreement.
3. Auditors may not photocopy or remove documents.
If credentialing is not delegated, the health plan/payer is responsible for credentialing
providers for their health plan.
E. Notification of Provider Rights: By accessing the Medical Staff Office website, providers are
notified of their rights to:
• Review information submitted to support their credentialing application, except the
following elements: National Practitioner Data Bank Reports, Letters of Reference, or
documents related to peer review activities.
• Correct erroneous information. The provider attests that all information submitted for
the credentialing process is accurate and agrees to immediately report any changes in
information. If any submitted items differ substantially from documentation disclosed
throughout the verification process, the provider will be asked (via letter or email) to
resolve this discrepancy. The provider may be allowed up to 30 days to resolve the
discrepancies, with response to the Credentials Committee Chair.
• Be informed of the status of their application upon request.
V.

PROCEDURE
A. Initial Appointments
1. The following information is required to begin the Initial Appointment process:
• Applicant Name
• Curriculum Vitae/Resume including all professional work history
• Faculty Appointment (if applicable)
• Service Chief Recommendation
• Requested Privileges
• Requested Start Date
2. Providers must complete the following items:
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•
•
•

Application for Medical Staff or AHP Staff appointment including Confidentiality
Statement and Consent to Release Information, Privileges, or for AHPs, Standardized
Procedures.
Review the Medical Staff Bylaws, Rules and Regulations
Health Plan Application forms (as applicable)

3. In addition to returning the above documents, providers must also submit any relevant
licensure/certificates as applicable to the requested privileges or clinical activity, including
but not limited to:
y Copy of California License(s) (an on‐line query is acceptable)
y Copy of DEA Certificate and/or Furnishing certificate as appropriate (a query is
acceptable)
y Evidence of Current Malpractice Coverage
y Fluoroscopy Certificate as appropriate
y CA Driver’s License or Identification Card, or Passport
y CPR, BLS/ACLS, PALS, NPR as appropriate for AHP Staff.
4. The Medical Staff Office reviews the documents as follows:
a. All items on the application form, which includes answering all questions on the
application, enclosing copies of requested documentation, and providing attachments
or written explanation for any irregularities on certain questions about practice issues,
legal matters and health status.
b. Applicant’s signature is present and dated on all forms. The applicant must have signed
the application and request for clinical privileges within 30 days of receipt by the
Medical Staff Services Department. Signatures must be no greater than 180 days prior
to Credentials Committee review.
c. Clinical venues are specified and appropriate.
d. Complete addresses, phone and fax numbers as listed for:
y Medical school, Internships, Residencies, Fellowships;
y Hospitals and affiliations;
y Peer references; and
y Malpractice insurance company(ies)
e. Privileging forms or Standardized Procedures are completed as appropriate.
f. Continuing Medical Education (CME) information documents any courses relevant to
specific privileges requested.
g. California License(s), DEA Certificate, Furnishing Certificate and Fluoroscopy Certificate
are current.
5. Verification of information begins as soon as the application appears complete and is
conducted as specified in Appendix B – Verification Methods. Verification for some items
must be obtained from primary sources and are received in writing from the primary
sources, although oral verification may be done. Oral verification requires a dated, signed
note in the credentialing file stating who at the primary source verified the item, the date
and time of verification, and how it was verified.
Many primary sources have on‐line access available, which is the preferred method of
verification for primary source items. When an automated verification system is used, the
documentation notes the date the query was performed.
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6. File Quality Review and Triaging
Once all of the information is gathered, the applicant’s file is reviewed by the Medical Staff
Office to ensure the file is complete, accurate and conflicting information is resolved. The
Medical Staff Office assigns a triage category of green, yellow or red (see Appendix C‐File
Triaging Categories) for careful evaluation of potentially adverse information. (See Section
C., Evaluation and Approval Process.)
7. Temporary Privileges for Initial Appointments:
For Initial Appointments involving clinical urgency, a Service Chief may request temporary
privileges up to 60 days (the timeframe allowed pursuant to the NCQA credentialing
standards). Files triaged as “green” may be approved by CEO, or designee, President of the
Medical Staff and Credentials Committee Chair (or their authorized designees), upon
agreement with the Medical Staff Office and the Department Chair or designee that the file
is correctly triaged as “green.” The agenda of the next Credentials Committee meeting will
list all “green” files that were approved for temporary privileges.
Actions on temporary privileges are updated in the Medical Staff Office database upon
approval and appropriate areas are notified. The Medical Staff Office database updates
interfaced clinical systems within 24 hours and the applicant’s status and privileges are
displayed on intranet websites for inquiry by the applicant or other Medical Center staff.
Notification is forwarded to the applicant within 10 days of the decision on the request for
temporary privileges.
B. Reappointments
1. Reappointment Application Packet
At least four (4) months prior to the end of the two (2) year appointment period, the
provider is mailed an application for reappointment. Previously submitted information is
queried to produce the reappointment application. The reappointment packet includes:
y Preprinted Reappointment Application
y Copy of current clinical privileges
y Consent to Release information to Contracted Health Plans
2. The provider is required to return the application and supporting documents within thirty
(30) days.
y Evidence of Current Malpractice Coverage
y Fluoroscopy Certificate as appropriate
y CPR, BLS/ACLS, PALS, NPR as appropriate
3. If the application is not returned within the designated time period, the provider and
Department Chair will be notified for a delinquent reappointment and will receive a (15) day
extension to complete the paperwork. Failure to submit a reappointment application at
least 45 days before the expiration date of the current appointment shall be deemed to be a
voluntary resignation from the Medical Staff, and the provider will be submitted as
“Inactive” to the Credentials Committee.
4. The Medical Staff Office reviews the documents as follows:
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a. All items on application form. This includes answering all questions on the application,
enclosing copies of requested documentation, and providing attachments or written
explanations for any irregularities on certain questions about practice issues, legal
matters and health status.
b. Applicant’s signature is present and dated on all forms. Signatures must be no greater
than 180 days prior to Credentials Committee review.
c. Privileging forms are completed as appropriate.
d. Clinical venues are specified and appropriate.
e. Completed addresses, phone and fax numbers as listed for:
• Hospitals and affiliations
• Peer references; and
• Malpractice insurance company(ies)
f. Continuing Medical Education (CME) information documents any courses relevant to
specific privileges requested.
g. California License(s) and applicable certificates (e.g. DEA, Fluoroscopy, Furnishing
Certificate) are current.
5. Verification of Information
Verification of information begins as soon as the application appears complete, and is
conducted as specified in Appendix B – Verification Methods. Verification for some items
must be obtained from primary sources and are received in writing from the primary
sources, although oral verification may be done. Oral verification requires a dated, signed
note in the credentialing file stating who at the primary source verified the item, the date
and time of verification, and how it was verified.
Many primary sources have on‐line access available, which is the preferred method of
verification for primary source items. When an automated verification system is used, the
documentation notes the date the query was performed.
All primary source verifications from other UCSF Medical Center Departments such as, but
not limited to Risk Management, and Quality Services are strictly confidential and protected
by California’s Peer Review Evidence Code 1156 and 1157. As such, providers are not
allowed access to this information.
6. Reappointment Ongoing Professional Practice Evaluation (OPPE) Report
The results of performance monitoring, evaluation, and identified opportunities to improve
care and service are printed and included in the reappointment file. All OPPE data are
provided by the eOPPE tool. OPPE data are collected and provided as evidence of the
practitioner’s current competence and suitability for medical staff membership. A
reappointment may be deferred for further investigation and discussion as warranted or a
Focused Professional Practice Evaluation (FPPE) may be triggered as a result of OPPE data.
See Appendix D – Sources of Performance Improvement Data for details of the PI data types
considered during the reappointment process.
7. File Quality Review and Triaging
Once all of the information is gathered, the applicant’s file is reviewed by the Medical Staff
Office to ensure the file is complete, accurate and conflicting information is resolved. The
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Medical Staff Office assigns a triage category of green, yellow or red (see Appendix C‐File
Triaging Categories) for careful evaluation of potentially adverse information. (See Section
C., Evaluation and Approval Process.)
C. Evaluation And Approval Process
1. Clinical Services Evaluation Process
If an applicant’s file is identified as a yellow or red category, the related documentation is
flagged for the Department Chair or designee to review and comment on the flagged issue.
The complete file (including application, supportive documents, and privileges request form)
is sent to the appropriate Department Chair or designee for review and recommendation to
the Credentials Committee. The Department Chair or designee may review the file
independently or initiate a subcommittee to review an applicant’s file if desired. If the
applicant’s file was flagged as a yellow or red category, the reviewer must document
sufficient
information
to
support
making
a
recommendation
for
appointment/reappointment.
The Medical Staff Office facilitates the review of the file to the appropriate persons. If an
applicant’s file has not been reviewed prior to the Credentials Committee, the Medical Staff
Office contacts the Department Chair or designee to determine the source of the delay and
to help secure any additional information necessary to make a recommendation related to
appointment/reappointment.
An extension may be filed if the credentialing and approval process is anticipated to exceed
180 days. This extension is intended to allow for more thorough investigation and
discussion.
If the Department Chair or designee is disinclined to make a favorable recommendation
based on:
• a perceived medical disciplinary cause or reason, indicating the potential for a provider’s
conduct to be detrimental to patient safety or to the delivery of patient care; or
• perceived conduct or professional competence which affects or could adversely affect
the health or welfare of a patient or patients,
the Department Chair or designee drafts a report to the Credentials Committee indicating
concerns with the appointment/reappointment.
After the Department Chair’s or designee’s recommendation, the file is prepared for the
monthly Credentials Committee and the applicant is added to the next monthly Credentials
Committee File Triage Report. An addendum is also included that lists all yellow and red
category applications, with a brief description about the flagged issues. If the provider is not
recommended for appointment/reappointment, the Department Chair or designee report is
flagged for Credentials Committee discussion.
2. Credentials Committee Evaluation Process
The Credentials Committee reviews the File Triage report and addendum and the
Committee makes a recommendation for appointment/reappointment. If the Credentials
Committee renders a decision different from the Department Chair or designee, or decides
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to defer an application for further investigation, the Credentials Committee Report is
modified immediately following the meeting. This report is then sent to the Executive
Medical Board (EMB).
3. Executive Medical Board and Governing Body Evaluation Process
The Credentials Committee File Triage Report is reviewed by the Executive Medical Board,
then the Chancellor of UCSF, as the delegated Governing Body of the UC Regents. The
Chancellor’s decision is considered the final decision.
Actions on appointments/reappointments are updated in the Medical Staff Office database
within 10 days of Governing Body approval. The Medical Staff Office database updates
interfaced clinical systems within 24 hours and the applicant’s status and privileges are
displayed on intranet websites for inquiry by the applicant or other Medical Center staff.
Notification of the Governing Body decision is forwarded to the applicant within 30 days.
4. Provider Enrollment
Upon Governing Body approval, providers participating in the UCSF Medical Group are
added to the UCSF Medical Group health plan roster. The provider’s name and required
information is sent to the contracted health plans.
D. Visiting Privileges (Urgent Patient Need)
1. In circumstances involving clinical urgency in which patients or an academic program
require the services of a physician, dentist, podiatrist or clinical psychologist who is not a
member of the Medical Staff, visiting privileges may be granted on a case by case basis to
fulfill an important patient care need.
2. The following information is required to begin the Visiting Privileges process:
• Applicant Name
• Curriculum Vitae/Resume including all professional work history
• Faculty Appointment (if applicable)
• Service Chief Recommendation
• Requested Privileges
• Requested Start Date
3. Providers must complete the following items:
• Visiting Application including Confidentiality Statement and Consent to Release
Information, Privileges, or for AHPs, Standardized Procedures.
• Review the Medical Staff Bylaws, Rules and Regulations
• Health Plan Application forms (as applicable)
4. In addition to returning the above documents, providers must also submit any relevant
licensure/certificates as applicable to the requested privileges or clinical activity, including
but not limited to:
y Copy of California License(s) (an on‐line query is acceptable)
y Copy of DEA Certificate and/or Furnishing certificate as appropriate (a query is
acceptable)
y Evidence of Current Malpractice Coverage
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y
y
y
y

Fluoroscopy Certificate as appropriate
CA Driver’s License or Identification Card, or Passport
CPR, BLS/ACLS, PALS, NPR as appropriate
Current Curriculum Vitae (CV)

5. The Medical Staff Office reviews the documents as follows:
• All items on the application form, which includes answering all questions on the
application, enclosing copies of requested documentation, and providing attachments
or written explanation for any irregularities on certain questions about practice issues,
legal matters and health status.
• Applicant’s signature is present and dated on all forms. The applicant must have signed
the application and request for clinical privileges within 30 days of receipt by the
Medical Staff Services Department.
• Clinical urgency and venues are specified and appropriate.
• Complete addresses, phone and fax numbers as listed for:
o Hospitals and affiliations;
o Peer references; and
o Malpractice insurance company(ies)
• Privileging forms or Standardized Procedures are completed as appropriate.
• California License(s), DEA Certificate, and Fluoroscopy Certificate are current.
6. Verification of information begins as soon as the application appears complete and is
conducted as specified in Appendix B – Verification Methods. Verification for some items
must be obtained from primary sources and are received in writing from the primary
sources, although oral verification may be done. Oral verification requires a dated, signed
note in the credentialing file stating who at the primary source verified the item, the date
and time of verification, and how it was verified.
Many primary sources have on‐line access available, which is the preferred method of
verification for primary source items. When an automated verification system is used, the
documentation notes the date the query was performed.
7. File Triaging
Once all of the information is gathered, the applicant’s file is reviewed by the Medical Staff
Office to ensure the file is complete, accurate and conflicting information is resolved. The
Medical Staff Office assigns a triage category of green, yellow or red (see Appendix C‐File
Triaging Categories) for careful evaluation of potentially adverse information prior to
granting Visiting Privileges.
8. The CEO or designee, the President of the Medical Staff and the Credentials Committee
Chair (or authorized designees) may grant Visiting privileges for a period not to exceed 120
days annually after the above information has been evaluated by the applicable Department
Chair or designee and he/she has made an affirmative recommendation.
E. Expirables/Ongoing Sanction Monitoring
Sanctions and expirables are monitored on a monthly basis as indicated in Appendix B ‐
Verification Methods. Identified issues are forwarded to the Department Chair or designee
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for review, investigation and recommendation for appropriate action. If warranted,
Corrective Action procedures as outlined in the UCSF Medical Staff Bylaws are initiated.
In compliance with CMS regulation (42 CFR § 422.204(b)(2) (ii); Medicare Managed Care
Manual, Chapter 6 § 60.3, MMCD Policy Letter 02‐03; DHCS Contract, Attachment 4, Exhibit
A) the UCSF Medical Staff Bylaws prohibits any individual from being part of the Medical
Staff who is currently excluded or have voluntarily opted‐out from any health care program
funded in whole or in part by the federal government, including Medicare or Medicaid.
F. Reinstatement of Medical Staff Membership and Privileges
It is the policy of the UCSF Medical Staff to permit the reinstatement of a provider’s
credentials and privileges within ninety (90) days of an inactivation approved by the
Governing Body. The following criteria must be met in order for a reinstatement to occur:
• Written explanation from the Department Chair or his/her designee requesting the
reinstatement and the reason(s)
• Provider’s latest reappointment has not lapsed
• Verification of licensure, certifications and sanctions are re‐queried with no findings
• Provider was not inactivated during any disciplinary action, summary suspension of
privileges or termination
• Provider meets all credentialing requirements, such as annual TB/PPD screening,
initial proctoring, etc.
All reinstatements are presented to the Credentials Committee. A provider’s credentials
and privileges are not re‐activated until the reinstatement request has been reviewed and
approved by the Executive Medical Board and Governing Body.
G. Nondiscriminatory Statement and Audit Process
UCSF Medical Staff credentialing and privileging process acts in compliance with all federal,
state and local laws and regulations governing discrimination involving patients, employees,
vendors, visitors and other individuals and entities associated or involved with UCSF. This
policy reaffirms the commitment of the UCSF Medical Staff to maintaining a discrimination‐
free credentialing and privileging process.
It is the policy of UCSF (Non‐Discrimination Policy 1.01.04) not to engage in discrimination
against or harassment of any person employed or seeking employment or medical staff
credentialing and privileging or patient care with the UCSF on the basis of race, color,
national origin, religion, sex, physical or mental disability, medical condition (cancer‐related
or genetic characteristics), pregnancy, HIV status, ancestry, marital status, age, sexual
orientation, gender identity, citizenship, or status as a covered veteran (special disabled
veteran, Vietnam era veteran, or any other veteran who served on active duty during a war
or in a campaign or expedition for which a campaign badge has been authorized) or the type
of procedure or patients in which the practitioner specializes. The Medical Staff does not
retaliate against a person for pursuing his or her right under this policy and/or for the
purpose of investigatory proceeding. Non‐discrimination information is available in
alternative form of communication to meet the needs of persons with sensory impairments.
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On an annual basis, each member of the UCSF Medical Staff Credentials Committee will sign
a confidentiality statement that will also include an affirmative statement that all decisions
are made in a non‐discriminatory manner.
The Department of Medical Staff Services will monitor the compliance of this commitment
by performing a quarterly audit of decisions made by the Credentials Committee, and report
the findings to the Credentials Committee, Executive Medical Board and Governing Body.
The audit will include, but not limited to, decisions related to:
• Recommendation to appoint/reappointment less than the standard two‐year cycle
• Recommendation to appoint/reappoint with conditions and stipulations (ie.
obtaining board certification)
• Mandated Focused Professional Practice Evaluation (FPPE) plans
• Ad‐hoc Committee review
H. Fair Hearing Rights and Appeal Process
UCSF Medical Staff members are provided Fair Hearing Rights and AHP members are
provided an Appeal Process should action be taken against the provider’s privileges as a
result of the provider’s quality of care or behavior. All Fair Hearing processes are outlined in
the UCSF Medical Staff Bylaws, Article 3.15 and the AHP Appeal Process at Article 3.73. and
3.7.3.1.
Should a provider’s membership and/or privileges be summarily suspended and/or
terminated for quality and/or behavior reasons; the UCSF Medical Staff Office in
collaboration with the CMO’s Office and the UC President’s Office will report to the Medical
Board of California within 15 calendar days of the decision to summarily suspend and/or
terminate a provider’s membership and privileges. The National Practitioner Databank
(NPDB) will be notified within 30 calendar days of the decision.
VI.

RESPONSIBILITY
A. This policy resides in the Medical Staff Organization Policy and Procedure Manual. Copies
are located in the Medical Staff Services Department.
B. Review and Renewal Requirements: This policy will be reviewed annually and as required by
change of law or practice, by the Credentials Committee. The review is facilitated by the
Director of Medical Staff Services. Any changes must be approved by the Credentials
Committee, the Executive Medical Board and the Governing Body.

VII.

HISTORY OF POLICY:
A. Revisions: 9/97, 4/98, 9/00, 10/01, 2/02, 5/02, 4/04, 11/04,7/05, 11/05, 3/06, 4/07, 07/09,
06/10, 01/11, 09/11, 10/11
B. Approvals:
• Credentials Committee: 9/97, 09/00, 6/02, 12/05, 3/06, 5/07, 07/09, 6/10, 01/11, 09/11,
10/11
• Executive Medical Board: 09/00, 12/05, 3/06, 5/07, 07/09, 6/10, 01/11, 09/11, 10/11
• Governing Body: 09/00, 12/05, 3/06, 5/07, 07/09, 6/10, 01/11, 09/11, 10/11
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This guideline is intended for use by UCSF Medical Center staff and personnel and no representations or
warranties are made for outside use. Not for outside production or publication without permission.
Direct inquiries to the Office of Origin or Medical Center Administration at (415) 353‐2733.
VIII.

APPENDIX A ‐ CREDENTIALS FILES
The following documents are kept current and maintained in the Credentials file (as
applicable):
1. Application for membership.
2. Delineation of privileges, including FPPE reports, recommended by the Department
Chair or designee in the service which privileges are being requested.
3. Current California State Medical (or other professional) License
4. Valid DEA certification, as applicable
5. Current X‐ray Supervisor and Operator Certificate, as applicable
6. Verification of graduation from medical (or other professional) school and completion of
residencies and fellowships
7. Verification of previous affiliations prior to UCSF Medical Staff appointment
8. Verification of clinical privileges in good standing from the applicant’s primary admitting
facility (when this facility is not UCSF Medical Center or LPPI.)
9. Curriculum Vitae that includes a comprehensive work history
10. Evidence of current, adequate malpractice insurance
11. Professional liability claims history
12. Verification of Board Status Certification or Candidacy, as applicable
13. National Practitioner Data Bank Query Report (which includes Medicare and Medicaid
Sanctions activity)
14. California Medical Board Status check for validation of license and sanction activity
15. Letters of Reference (including Service Chief Review) that attests to clinical competence
and ethical character of the applicant.
16. Continuing Medical Education information
17. Consent to release relevant information to contract health plans.
18. Copies of the Governing Body Approval letters confirming Medical Staff appointment
and/or approved privileges
19. Quality and Peer Review documents, such as:
a. Any action taken as a result of a malpractice claim.
b. Reports of disciplinary actions taken by hospitals and managed care organizations
and the outcome of those actions.
c. Results of peer reviews and health plan quality management reviews
d. State Medical Board reports on any state sanction activity (e.g. 805 reports).
e. Any supplemental information or documentation regarding quality of care.
20. Medicare Opt‐Out Report
21. Office of Inspector General (OIG) Sanctions Report
22. Excluded Parties List System (EPLS) Sanctions Report
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IX.

APPENDIX B – VERIFICATION METHODS

NUMBER

CREDENTIALING EVENT
CREDENTIALING ITEM

METHOD OF VERIFICATION

INITIAL
APPOINTMEN

NEW PRIVILEGES

T

1.

License/Certificat
e(s) to Practice in
California
Includes
information
related to
licensure
sanctions
monitored
monthly

2.

DEA Registration
Provider attests if
DEA is not
applicable to
scope of practice.

Website query as available
for the type of provider. If
website that is considered
primary source verification is
not available, confirm in
writing.

REAPPOINTM
ENT

UPDATE AS
EXPIRES

VISITING
PRIVILEGES

X

X

X

X

X

X

X

X

X

X

NTIS/DEA Website query (if
applicable to Provider’s
scope of privileges)
For pending DEAs, the
practitioner signs an
attestation agreeing not to
prescribe controlled
substances until a DEA
certificate has been
obtained.

UCSF Medical Staff Cred PP 10272011.doc
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IX.

APPENDIX B – VERIFICATION METHODS

NUMBER

CREDENTIALING EVENT
CREDENTIALING ITEM

METHOD OF VERIFICATION

INITIAL
APPOINTMEN

NEW PRIVILEGES

REAPPOINTM

T

3.

X‐Ray Certificate
Provider attests if
X‐Ray certificate is
not applicable to
scope of practice.

4.

Medical School
(Domestic
Graduates)
Or Other
Professional
Schools (non‐
physician
applicants)

Radiologic Health Board
website queryfor the
following specialties when
Fluoroscopy privileges are
requested:
• Cardiology
• Gastroenterology
• Neurosurgery
• Orthopedics
• Pulmonary
• Radiation Oncology
• Radiology
• Surgery
• Urology
May be obtained (in writing
or orally) from the
institution(s) where medical
school/other professional
school completed or the
AMA or AOA profile service,
as applicable.
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X

X

X

ENT

UPDATE AS
EXPIRES

VISITING
PRIVILEGES

X

X

X

X
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IX.

APPENDIX B – VERIFICATION METHODS

NUMBER

CREDENTIALING EVENT
CREDENTIALING ITEM

METHOD OF VERIFICATION

INITIAL
APPOINTMEN

NEW PRIVILEGES

REAPPOINTM
ENT

T

5.

6.

7.

ECFMG (Foreign
Graduates)
For physicians
who enter USA‐
based
internship/residen
cy programs.
Internship/other
professional
training

Residency/other
professional
training

www.ecfmg.org or in writing
from ECFMG
X

May be obtained (in writing
or orally) from the
institution(s) where training
completed or the AMA or
AOA profile service, as
applicable.

May be obtained (in writing
or orally) from the
institution(s) where training
completed or the AMA or
AOA profile service, as
applicable.
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X

X

X
If any new
training
during the
previous
appointmen
t period
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UPDATE AS
EXPIRES

VISITING
PRIVILEGES

IX.

APPENDIX B – VERIFICATION METHODS

NUMBER

CREDENTIALING EVENT
CREDENTIALING ITEM

METHOD OF VERIFICATION

INITIAL
APPOINTMEN

NEW PRIVILEGES

REAPPOINTM
ENT

T

8.

9.

Fellowship/other
professional
training

Board
Certification or
other
professional
certification or
registration

May be obtained (in writing
or orally) from the
institution(s) where training
completed or the AMA or
AOA profile service, as
applicable.

Query of the ABMS database,
AMA or AOA profile or
confirmation (orally or in
writing) directly from the
certifying organization. AHP
national certification queried.
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VISITING
PRIVILEGES

X

X

X
If any new
training
during the
previous
appointmen
t period

X

X

UPDATE AS
EXPIRES

X
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X

IX.

APPENDIX B – VERIFICATION METHODS

NUMBER

CREDENTIALING EVENT
CREDENTIALING ITEM

METHOD OF VERIFICATION

INITIAL
APPOINTMEN

NEW PRIVILEGES

REAPPOINTM

T

10. Healthcare
Organization
Affiliations

11. Work History
(Looking for gaps
in training and
work history)

Confirm in writing via
website or by telephone with
affiliation. Confirm dates of
affiliation, scope of
privileges, restrictions and
any disciplinary actions taken
during the affiliation.
If verification of an affiliation
is not obtained after three
requests (including a phone
call to the facility), this will be
noted in the file and the file
may then move through the
evaluation process without
verification of the affiliation.
Applicant provides
information on application
form or curriculum vitae.
Additional investigation
occurs for 3 month gaps in
work history. Gaps over 12
months will be documented
in the file.
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X
Verify all
affiliations
for past 10
years.

X
Verify as
necessary to
obtain
information
related to
competency

X

ENT

X
Verify
current
active
affiliations

UPDATE AS
EXPIRES

VISITING
PRIVILEGES

X
Verify at
least one
current
affiliation

X
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IX.

APPENDIX B – VERIFICATION METHODS

NUMBER

CREDENTIALING EVENT
CREDENTIALING ITEM

METHOD OF VERIFICATION

INITIAL

ENT

UPDATE AS
EXPIRES

VISITING
PRIVILEGES

X

X

X

X

X

X
For past 3
years

X

X

APPOINTMEN

NEW PRIVILEGES

REAPPOINTM

T

12. Professional
Liability Insurance

13. Professional
Liability Claims
History:

Obtain information related to
coverage and amounts of
coverage directly with
carrier.
Minimum insurance:
$1/million per claim and
$3/million annual aggregate
coverage.
Applicant provides
information about current
and past claims, settlements
and judgments;
AND write to current carrier;

14. Continuing
Medical
Education
15. National
Practitioner Data
Bank (NPDB)

AND request NPDB report.
Applicant provides
information pursuant to
licensing agency
requirements
Query

X
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X

X
Do not write
to current
carrier

X

IX.

APPENDIX B – VERIFICATION METHODS

NUMBER

CREDENTIALING EVENT
CREDENTIALING ITEM

METHOD OF VERIFICATION

INITIAL
APPOINTMEN

NEW PRIVILEGES

REAPPOINTM

T

16. OIG Sanctions,
and Excluded
Parties List
System (EPLS)

OIG Sanction Report, GSA List

17. Medicare Opt‐Out
Report

On a monthly basis, verify
that the latest Medicare Opt‐
Out report for both Northern
and Southern California are
available for review and
monitoring. The report is
available through the
Palmetto GBA website.
The file is downloaded,
reviewed and saved in the
department shared drive. At
the time of initial and
reappointment credentialing,
Credentialers are responsible
to include a verification of
the Medicare Opt Out report
for each credentialed
provider.
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ENT

UPDATE AS
EXPIRES

VISITING
PRIVILEGES

Monthly

X

X

X

X

x

x

x
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x

IX.

APPENDIX B – VERIFICATION METHODS

NUMBER

CREDENTIALING EVENT
CREDENTIALING ITEM

METHOD OF VERIFICATION

INITIAL
APPOINTMEN

NEW PRIVILEGES

REAPPOINTM
ENT

T

18. Peer/Professional
References/
Recommendation
s
Peer means an
individual in the
same professional
discipline (same
type of license).

Peer references must be
from individuals who have
recently worked with the
applicant, have directly
observed his or her
professional performance
over a reasonable period of
time, and who can and will
provide reliable information
regarding current clinical
ability, ethical character,
health status and ability to
work with others. If the
applicant has recently
completed professional
training (resident, fellowship,
etc.), a reference from the
program director must be
requested.
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X
Obtain at
least 2 Peer
References

X
As necessary to
obtain
confirmation of
clinical
competency

X
Obtain at
least 1 Peer
Reference
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UPDATE AS
EXPIRES

VISITING
PRIVILEGES

X
One peer
reference

X.
APPENDIX C – FILE TRIAGING CATEGORIES
File Category
Initial Appointment
Green
No issues have been identified
with the provider’s application,
and the file meets the following
criteria:
y Satisfactory References
y No record of malpractice
payment or current pending
claims
y No disciplinary actions
y No licensure restrictions
y No unexplained time gaps in
work history
y Current licensure
y No problems verifying
information
y No indication of
investigations or potential
problems
y Information is returned in a
timely manner and contains
nothing that suggests the
practitioner is anything but
highly qualified

UCSF Medical Staff Cred PP 10272011.doc
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Reappointment
No issues have been identified
with the provider’s
reappointment, and the file
meets the following criteria:
• Satisfactory References
• No record of malpractice
payments since the last
appointment or current
pending claims
• No disciplinary actions
• No licensure restrictions
• Current licenses
• No problems verifying
information
• No indications of
investigations or potential
problems
• Information is returned in a
timely manner and contains
nothing that suggests the
practitioner is anything by
highly qualified
• Applicant is not requesting
new privileges
• Applicant is not requesting a
status change
• Applicant meets all criteria
for privileges requested
• Activity levels are appropriate
• CME relates to privilege
requests
• QA data includes no Peer
Review or Quality of Care
issues
• No health problems identified
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X.
APPENDIX C – FILE TRIAGING CATEGORIES
File Category
Initial Appointment
Yellow
The provider’s file may include
questionable information, such
as:
• Peer references and prior
affiliations indicate potential
or minor problems
• One malpractice claim
• Privileges vary from those
typically requested by other
practitioners in the same
specialty
• Maintains a Non‐ACGME
Fellow appointment
• International Medical
Graduate

Red

The provider’s file shows
potentially adverse information,
including:
• Unsatisfactory peer
references or prior affiliations
• Disciplinary actions or reports
filed by any verification
organization (NPDB,
Federations, MBC, Medicare
Sanctions, AMA)
• Clinical privileges revoked,
diminished or altered by
another Healthcare
organization
• 2 or more malpractice claims
• Multiple Healthcare
organization affiliations
during the past 5 years
• Substantial number of
medical licenses
• Any existing QA information
shows a quality of care issue
• Any existing monitoring
reports question competency
21 of 24

Reappointment
The provider’s file may include
questionable information, such
as:
• Peer references and prior
affiliations indicate potential
or minor problems
• One malpractice claim in past
3 years
• Additional Privileges
requested
• Change in status requested
• Low Clinical Activity
• Minor Health problem
identified which will likely
have no impact on exercise of
clinical privileges
• Difficulty in obtaining
monitoring reports
• Maintains a Non‐ACGME
Fellow Appointment
The provider’s file shows
potentially adverse information,
including:
• Unsatisfactory peer
references or prior affiliations
• Disciplinary actions or reports
filed by any verification
organization (NPDB,
Federations, MBC, Medicare
Sanctions, AMA)
• Clinical privileges revoked,
diminished or altered by
another Healthcare
organization
• 2 or more malpractice claims
in past 3 years
• QA information shows a
quality of care issue
• Monitoring reports question
competency
• Major Health Problems
identified
• New privileges requested
outside of normal scope of
4/3/2012 8:12 AM

X.
APPENDIX C – FILE TRIAGING CATEGORIES
File Category
Initial Appointment
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Reappointment
specialty
• Substantial # of professional
licenses (greater than 3)
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XI. APPENDIX D – SOURCES OF ONGOING PROFESSIONAL PRACTICE EVALUATION (OPPE) AND OTHER
QUALITY/PERFOFRMANCE DATA
When available, information from these sources is integrated into the credentialing process:
1. Office Site/Medical Record Audits: UCSF Medical Center clinics accredited by TJC are recognized
as compliant with NCQA requirements for office site/medical record reviews. Health plans may
submit provider specific audit information for consideration as applicable.
2. Patient Complaints and Grievances: All patient inquiries and their resolution are managed by
Patient Relations in coordination with the involved provider and Department Chair or designee.
For monthly reappointment cycles, Patient Relations forwards a list of providers who have received
patient inquiries during the prior two years. The inquiries are triaged by Patient Relations based on
volume as well as the severity of the inquiries.
Between reappointment cycles, all serious inquiries are forwarded to Quality Improvement and/or
Risk Management for further analysis with communication to the Department Chair or designee. If
the Department Chair or designee determines immediate action is required, the President of the
Medical Staff is notified and initiates appropriate resolution.
3. Clinical Activity Reports: For monthly reappointment cycles, the Quality Improvement department
forwards physician volume statistics and comparative data analysis to the Medical Staff Office.
Volume data are gathered from UCSF Medical Center/Medical Group billing systems and compared
to the Service as well as UHC clinical databases. For providers with no clinical activity during the
previous twelve months and who are requesting privilege(s), he/she must provide clinical activity
from their primary hospital/ practice site that will provide supporting information for consideration
by the Service Chief to ensure appropriate recommendation of membership/privileges. (Refer to
form “Low or No Volume Competency Assessment Form)
4. Quality Measures: The Quality Improvement department tracks a variety of quality indicators,
such as, sedation and surgical case and hospital mortality review. For monthly reappointment
cycles, Quality Improvement forwards physician specific quality data flagged for Credentials
Committee review as inappropriate. The Service QI Physician reviews any flagged files prior to
further consideration by the Department Chair or designee.
5. Peer Reviews: Individualized profiling information or quality audits may also be included as
appropriate. For example, a suspected issue may provoke an investigation and these findings will
be reported and filed in the provider’s quality file. In addition, the health plans may submit
provider specific data for inclusion.
6. Medical Record Delinquencies: For monthly reappointment cycles, medical records delinquency
reports for the prior two years are queried by the Medical Staff Office and triaged for Credentials
Committee review.
7. Risk Management/Malpractice Claims: Risk Management reports UC Regents claims history.
Providers are obligated to disclose past and pending liability actions and provide further details
regarding these actions, including specific discussion with the Department Chair or designee.
Claims histories are also requested from external professional liability insurance companies, as
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applicable. Providers with one or more claims are flagged for review by the Department Chair or
designee and the Credentials Committee.
8. Suspensions/Sanctions: Physicians may be suspended for non‐compliance with policies as outlined
in the Medical Staff bylaws, such as delinquent signature on medical records. In addition to
citizenry suspensions, a physician may be suspended for more serious infractions, such as a license
revocation or other action by the Medical Board or Governing Body (please see the Medical Staff
bylaws for further information). These suspensions are monitored by the Medical Staff Office and
flagged for Department Chair or designee and Credentials Committee review.
9. Service Quality Indicators: Each clinical service establishes and monitors quality indicators. The
Department Chair or designee considers a provider’s performance with applicable indicator’s when
recommending appropriate membership/privileges and indicates any issues for Credentials
Committee consideration.
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