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Background A recent small study described how “satellite” clinics (off-site and
strategically situated) associated with six academic ophthalmology departments
provided expansion opportunities, and also created unique challenges.
Objectives The aim of this study was to gather a wider viewpoint by surveying
chairpersons about their opinions of satellite practices, and how these relate to their
departmental mission.
Research Design Online survey.
Subjects Chairperson members of the Association of University Professors of
Ophthalmology.
Results More than 60% of respondents had satellite practices afﬁliated with their
departments. Most departments had two to ﬁve satellite practices; 33% had satellites
that were located further than 50 miles away from the main hospital. On average,
satellites accounted for 25 to 30% of total patient visits for the department. Departments whose satellites accounted for 50% or more of total patient visits to the
department were those with the largest clinical volumes (>100,000 annual patient
visits). Comprehensive ophthalmology was the most common service offered at
satellites. All Chairs believed satellite practices had at least maintained, if not
improved, their departments’ reputation. Seventy percent were concerned about
perceived competition with referring community doctors. Research endeavors and
trainee education were not considered to be priorities of satellite practices.
Conclusion Overall, chairpersons in the United States believed that satellite practices
had strengthened their departments. The geographical expansion of departments,
particularly with comprehensive ophthalmology (inclusive of optometric services), has
implications for relations with the referral base in the surrounding communities.
Thoughtful management of these practices, with attention paid to both meeting
ﬁnancial goals as well as fulﬁlling the academic mission, is necessary to ensure that the
advantages outweigh the drawbacks.

In the past 20 years, many academic ophthalmology departments have been expanding by opening satellite ofﬁces,
located at variable distances from the departmental hub.
Many satellite practices are situated in the suburbs,1 in
contrast to the more central or urban location of most

academic medical centers. The published literature on community or satellite practices in academic medicine is scant
and most commonly describes afﬁliations with community
hospitals and private practices.2–6 A recent small study of
satellite practices afﬁliated with six large academic
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ophthalmology departments explored the evolution of their
satellite practices and provided a preliminary examination of
successes and challenges.1 The consensus of leaders of these
six programs was that satellites expanded the geographical
reach of their departments and beneﬁted their departments
ﬁnancially, in part because of a more favorable payor mix.
Other reasons for enhanced proﬁtability at these remote
practices were noted to be the increased efﬁciency, as well as
the freedom to promote higher revenue subspecialties at
these sites. Changes in the health care system, such as
the Affordable Care Act (http://www.hhs.gov/healthcare/
rights/), necessitate amendments to the structure and delivery of care at academic medical centers,7,8 whereby the
establishment of satellite practices can be advantageous.
Opening a satellite practice is not without risk. Beyond
expending effort to maintain the department’s respected
academic “brand,” another consideration is how best to
support the faculty practicing at satellites, particularly if
these faculty are held to the same academic standards—to
contribute substantively to academia’s tripartite mission.9,10
To that end, faculty at satellites need opportunities and
support to advance toward promotion,11 and they must be
thoroughly integrated into the departmental culture so that
they remain engaged and feel valued.11,12
To further investigate the impact of satellite practices on
academic ophthalmology departments, this study collected
the perspectives of departmental leaders, the Chairs, about
their satellite ofﬁces.

Methods
Study Design and Sample
This study was conducted using a cross-sectional survey sent
electronically from February through mid-May 2015 to
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ophthalmology department chairpersons who were members of the Association of University Professors of Ophthalmology (AUPO); select questions are shown in ►Table 1.
Because of the association’s policies, its leadership insisted
on sending the survey link to all Chairs using a method that
preserved conﬁdentiality and prevented the authors from
contacting individual Chairs. While this policy was believed
to encourage truthful responses, it also precluded us from
encouraging nonrespondents to complete the survey. Over a
2-month period, reminder invitations were sent four times
by the AUPO manager per our request.

Survey Development, Composition, and Analysis
We assembled a team to develop a survey instrument that
would measure chairpersons’ experiences with and perceptions of satellite practices afﬁliated with their departments
of ophthalmology. The survey development team had both
expertise in survey design and years of experience in satellite
practices. The survey was also informed by our previous
research1 and a careful review of the literature.
For clariﬁcation, satellite practices were deﬁned at the
beginning of the survey. It was explained that ophthalmology clinics in Veteran Administration and county hospitals
were not considered satellite ofﬁces.
The survey included questions about the departments,
including annual number of patient visits, number of satellites, ranks of faculty members at satellites, whether trainee
education occurred at satellites, as well as the proportion of
total visits and revenues that the satellites represented. The
instrument also collected information about the Chairs
themselves, including age, details of their clinical practice,
and grant support. Given the paucity of female Chairs, gender
was not asked so as to preserve anonymity. Response options
included yes/no, multiple-choice selections, Likert scales,

Table 1 Select questions from instrument used to survey the ophthalmology department Chairs
How many satellites do you have?
How near is the closest satellite?
How far is the farthest satellite?
In what year was the ﬁrst satellite practice associated with your department opened?
Do you (as department chairperson) see patients at a satellite clinic?
Do you/your department hire speciﬁcally for satellite clinics (meaning are there satellite doctors who will never practice at
the main hospital)?
Do you charge “rent” (e.g., lease of satellite space in a building) to doctors practicing at satellites?
Is there a medical director of most satellites?
Do satellite directors advance in the promotion process at the same rate as other faculty members in your department?
Does the medical director at the satellite get protected time for his/her duties as a director?
Does the medical director at the satellite get extra compensation for his/her duties as a director?
What percent of patients are seen at main campus versus the satellite practice(s)? (MUST ADD TO 100%)
What percent of the collections/clinical revenues come from patient care delivered at the main campus versus the satellite
practice(s)? (MUST ADD TO 100%)
As your department has expanded to include satellite practices, how have the satellites affected your department’s brand
and reputation?
Have any of the satellite practices in your department ever been closed down?
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Table 2 Characteristics of responding 51 Chairs and their
respective ophthalmology departments
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Table 2 (Continued)
Satellite workforce

Chairpersons
Mean age in years
(standard deviation)

57 (5)

Mean percent time
devoted to clinical care

43%

Mean percent time
devoted to research

14%

Has extramural support
for research

65%

Cares for patients at
satellite practice

50%

Departments

Number (%) of Chairs with
afﬁrmative response
(where applicable)
3,000–250,000

Median

65,000

Mean  standard
deviation

77,000  55,000

Departments with
afﬁliated satellite
practice, n (%)

30 (63)

3 (10%)

2–5 satellites

18 (58%)

6–10 satellites

5 (16%)

> 10 satellites

5 (16%)

Satellite faculty
who are >50%
full-time equivalent
research

6 (20%)

Comprehensive
ophthalmology

27 (97%)

Retina

26 (84%)

Pediatrics

24 (77%)

Cornea

21 (68%)

Glaucoma

21 (68%)

Oculoplastics

19 (61%)

Laser refractive surgery

15 (48%)

and free text boxes that allowed for written responses. Pilot
testing with senior, experienced division chiefs was conducted to assess clarity and lack of ambiguity in the
questions.
The Johns Hopkins Medicine Institutional Review Board X
determined this work qualiﬁed as exempt research under
Title 45, Public Welfare Department of Health and Human
Services Code of Federal Regulations Protection of Human
Subjects 46.101(b).

Number of satellite practices
1 satellite

28 (93%)

Subspecialties at satellites (%)

Total outpatient visits/year
Range

Satellite faculty
who are >50% full-time
equivalent clinical

Location of satellite practices
Closest satellite <10 miles
from the main campus

21 (71%)

Farthest satellite >50
miles from the main
campus

10 (33%)

Data Analysis
Descriptive statistics of the data abstracted was performed,
and data are presented as medians, means with standard
deviations, and proportions.

Results

Satellite experience and longevity
Oldest satellites
established <5 years old

3 (10%)

Oldest satellites >15 years
old

20 (66%)

Satellite workforce
Comprehensive
ophthalmologists
working at satellites

30 (97%)

Optometrists working
at satellites

24 (93%)

Junior faculty (assistant
professor or equivalent)

26 (87%)

Mid-level faculty
(associate professor
or equivalent)

26 (87%)

Senior faculty (full
professor or equivalent)

26 (87%)
(Continued)

The survey was sent to 110 chairperson members of the AUPO
in the United States. Fifty-one (46%) Chairs responded. Their
mean age was 57 years (►Table 2). On average, the Chairs
devoted 43% of their time to direct patient care, and 14% to
research. Sixty-ﬁve percent (n ¼ 33) had external funding to
support their research efforts. Approximately half of responding Chairs (53%) were working at public institutions.
The Chairs who responded lead departments of variable
clinical productivity, ranging from 3,000 patient visits/year to
250,000 patient visits/year; the median was 65,000 visits/year,
and the mean  standard deviation was 77,000  55,000
visits/year. More than 60% of respondents (n ¼ 32) conﬁrmed
that their department had at least one satellite ofﬁce.
The advantages and beneﬁts that Chairs most commonly
attributed to having satellites were “expanding the department’s geographic reach” and “increasing patient volumes”
(►Table 3). Of the 16 respondents whose departments
had no satellites, economic reasons (“does not make sense
Journal of Academic Ophthalmology
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Table 3 Ophthalmology department Chairs’ impressions
about the perceived challenges and beneﬁts associated with
running their satellite practices
Challenges, n (%)
Competition (real or perceived) with
referring doctors in the community

18 (69)

Integration of satellite practices/doctors

10 (38)

Maintenance of consistent standards/
operating procedures throughout the
department

7 (27)

Mentorship of physicians at satellite
practices

5 (19)

Providing resources to support satellite
practices

4 (15)

Brand preservation

3 (12)

Beneﬁts, n (%)
Expand geographic reach of departments

30 (97)

Enhance accessibility to referring doctors
in the community

29 (94)

Help in recruiting patients for studies/
trials

17 (55)

Perform procedures/surgeries at sites
with lower costs

11 (35)

Proximity to sources of grateful patient
philanthropy

10 (33)

Hiring doctors with clinical and/or
research interests that cannot be
accommodated at the main hospital

9 (29)

ﬁnancially for us”) was cited most frequently, followed by “no
perceived beneﬁt” and “perceived competition with community doctors will decrease referrals to the department.” More
than half of these respondents (n ¼ 10) said they would
likely open a satellite practice within the next 5 years.
While 95% of Chairs “strongly agreed” or “agreed” with the
statement “Satellite practices have been a great success,” 35%
recounted that their department had closed one or more
satellite ofﬁces, mostly because they were not ﬁnancially
viable.

Kuo, Wright

enough pathology at satellites [for them] to beneﬁt” and
“having trainees at satellites would decrease the practice’s
efﬁciency.”
Eighty-ﬁve percent of Chairs asserted that they decide
which doctors practice at satellites. Half of the respondents
explained that they hire doctors speciﬁcally for satellite
practices, meaning these doctors have no clinical roles at
the main hospital. The doctors working at satellites consisted
of a mix of junior, mid-range, and senior faculty (►Table 2).
Fewer than half of satellites had a formal “medical director”;
few respondents divulged whether directors have protected
time for their administrative duties and whether these
people receive extra compensation for assuming this role.

Finances
Satellites accounted for 25 to 30% of total visits, total new
patient visits, and total departmental collections (►Fig. 1).
Satellite visits accounted for less than 50% of total department visits in all nine departments with 40,000 or fewer
visits/year. Five of six (83%) departments whose satellites
accounted for 50% or more of total visits had more than
100,000 patient visits/year. In these departments with more
patient visits, satellites collected a higher proportion of
revenues compared with the proportion of visits they
represented. In departments with fewer patient visits,
satellites collected a lower proportion of revenues relative
to the proportion of visits.
Eight of 30 (27%) departments with satellites charged rent
to satellite practices, and 7 (88%) of these departments also
charged rent to physicians practicing on the main campus,
with rent at both locations said to be similar.

Experiences Integrating Satellites
No Chair reported that establishing satellite practices had
negatively impacted the departmental “brand” and reputation. To maintain the quality of the brand, the strategies most
commonly employed were to “hire doctors for the department, not for the satellite, then have them split time between
main campus and satellites” (46%) and to “mandate that
clinicians practicing at the satellites are faculty, rather than
clinical associates [or the like]” (38%). Fifty percent of Chairs
said they had clinical time at satellites, which they believed
helped in myriad ways.

Details of the Satellite Practices
More than half of the departments with satellites reported
having two to ﬁve such practices (►Table 2). Sixty-six
percent of respondents said their oldest satellite had been
operating for longer than 15 years.
Comprehensive ophthalmology was the most common
service offered at satellites (►Table 2); the subspecialty of
refractive surgery was offered at just less than 50% of the
satellites.
Trainees (residents or fellows) were sent to satellites in
half the departments with satellite practices. In such departments, all Chairs believed that the quality of the teaching and
the educational experience were as good as or better than at
the main campus. Chairs of departments which elected not to
send trainees to satellites cited these top two reasons: “not
Journal of Academic Ophthalmology
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Discussion
In this survey, almost all chairpersons of academic ophthalmology programs with satellite practices afﬁrmed that their
departments beneﬁted from having satellite ofﬁces. They
agreed that satellites increased patient volume while maintaining or improving the department’s reputation and brand.
Many departments currently without satellite practices are
in the process of establishing them because they appreciate
the added value.
This study expands on our earlier small study that superﬁcially explored aspects of satellite practices afﬁliated with six
large ophthalmology departments.1 In the literature, aside
from that pilot study,1 we found only a few references about
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Fig. 1 Breakdown of total visits (top panel), new patient visits
(middle panel), and revenues (lowest panel) between the departmental academic hub and their satellite practices averaged for the
30 ophthalmology departments with at least one satellite practice.

“satellite ofﬁces/practices/clinics” related to academic medical
centers. These included a study describing clinical teaching at a
remote satellite13; academic surgical practices strengthening
their position in the “market” by having “satellite networks”14;
an oncology department and architect planning space needs at
a “community hospital satellite”15; and a pediatric sickle cell
disease group showing that a satellite produced clinical outcomes comparable with those of the university-based clinic
while concomitantly alleviating the barriers associated with
travel.4 Beyond the marked positive impact on ﬁnances when
an academic pediatric radiology division expanded into the
community,6 there was also improved referring physician and
patient satisfaction.5 Nonetheless, the authors of this article5
discussed how the beneﬁts of community practice were
associated with some decreased efﬁciency attributable to
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travel time between satellites and the main campus. They
stated this decreased efﬁciency negatively affected teaching
and clinical consultation.5
Satellite practices may ﬂourish only after departments
reach a critical mass. Size matters not only with regard to the
number of physicians but also to having sufﬁcient infrastructure for resources (both human and otherwise) to
coordinate health information technology and clinical integration.8 The departments with the highest clinical volumes
had a longer history of satellites, a larger number of satellites,
a higher proportion of their total visits seen at the satellite
practices compared with the main campus, and disproportionately higher revenues (relative to visits) from satellite
practices. While not shown in detail in “Results” section,
more established satellite practices account for a larger
percentage of total and new patient visits, thereby creating
opportunity for growth and expansion.2 One inference is that
while departments may need to reach a “critical mass” in
order for their satellite practices to ﬂourish, satellites can
help departments reach that critical mass. Optometric presence and comprehensive ophthalmologists are now common in departments and satellites, offering “general eye
care,” which is clearly a departure from the focus of academic
departments in the past. Some satellite practices, however,
have failed and closed, serving as a reminder of the importance of a detailed market analysis as well as careful selection
of people and location to maximize the chance of success.
Satellite practices may help departments in the United States
face challenging health care reforms in the near future, just
as satellites helped with the penetration of health maintenance organizations in the United States two decades ago.14
A core mission of academic departments is to train the
next generation of physicians and surgeons. Health care
reform is anticipated to have an impact on education.16–18
Fewer than half of the departments with satellite practices
are sending trainees to these clinics, but over time, this ratio
may need to change. This adjustment may parallel shifts
occurring in internal medicine in the United States with a
marked transition from the inpatient setting to outpatient
practices as the ideal venue to learn contemporary medicine.19–21 Beyond the differences in patient populations and
pathology between hospital and satellite practices, learning
to work in settings with increased efﬁciency may better
equip graduates for work that awaits them after graduation.
Although there might be variability in the educational
experiences beyond the academic centers,22 educators will
need to evaluate the curricular processes and outcomes at
these sites. Without a strong focus on research or teaching
(both of which may be more challenging for busy clinicians),
expansion of satellite practices may pose a challenge to
academic integration of satellite doctors.
Several limitations of this study should be considered. First,
the opinions of Chairs may be different from some of the other
stakeholders involved in satellite practices. Because Chairs
ultimately make departmental decisions, their perspectives
are important to understand. Second, many Chairs did not
share their opinions and complete the survey. It is impossible to
know whether the viewpoints of nonresponders are different.
Journal of Academic Ophthalmology
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While the AUPO was supportive and helpful in distributing the
survey, their rules related to surveying their membership may
have impacted upon our ability to secure a higher response rate
and prevented us from knowing which programs responded
and which ones did not. While we have no way of knowing for
certain, we posit that a high proportion of nonrespondents did
not have satellite practices and felt they had little to add. In fact,
the AUPO manager communicated to us that a few Chairs asked
whether they should complete the survey if their department
did not have satellite practices. Nonetheless, our response rate
is comparable to that published in the medical literature.23–26
Third, the research focuses exclusively on academic departments in the United States and it is not clear whether these
ﬁndings can be generalized internationally or would be applicable in other health care systems. Finally, we relied on selfreport to collect the information from responding Chairs, the
only practical means to learn about attitudes. Because the
AUPO’s policies guaranteed anonymity, we are hopeful that the
informants were candid in their responses.
Given the need for academic medical centers to adapt
nimbly to health care reform and changes in reimbursement,
the experience of academic ophthalmology departments and
their satellite practices is particularly relevant at this time.
This study represents an early attempt to characterize the
issues associated with satellite practices in a surgical subspecialty. This description of ophthalmology satellite practices may be relevant for other specialties in the United States
contemplating building satellite practices. As large academic
medical centers form their own accountable care organizations,8 “satellite networking” with community hospitals and
private practices described in studies from a decade or more
ago5,6,14 may no longer be feasible, and academic departments may need to establish satellite practices with their
departmental “brand.” Future studies that delve deeply into
matters such as the ﬁnances and support of the academic
mission will answer additional questions about how and
when to incorporate satellite practices most successfully into
the portfolio of academic surgical departments.
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