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Operator:
Welcome and thank you for standing by. At this time all participants are in a listen-only mode until the question and answer session of today’s call. At that time if you’d like to ask a question you may press Star 1. Today’s conference is being recorded. If you have any objections please disconnect at this time. I would now like to turn your call over to Mr. Bill Finerfrock. You may begin. Thank you.
Bill Finerfrock:
Thank you operator and my apologies to everyone for our late start. We had a few technical problems we were still trying to work out. Hopefully everything will go today as smoothly as possible. My name is Bill Finerfrock and I’m the Executive Director of the National Association of Rural Health Clinics and I’ll be the moderator for today’s call. Today’s topic is best practices. 

We brought together three very knowledgeable and experienced rural health clinic individuals. Presenting today will be Teresa Treiber who is with Spectrum Health in Michigan, John Gill who is with - a provider based HRC I should say in Wauchula, Florida and Peggy, I’m sorry Peggy Gautreau who's with a - an independent rural health clinic in Louisiana. And they’re all going to give some different perspectives on rural health clinics and best practices for rural health clinics.


Typically we would have a little bit longer introduction but in the interest of time and getting to our speakers and trying to get back on track I will just abbreviate it. You see on your screen that this project is brought to you via grant with the Federal Office of Rural Health Policy. We thank them for their support for this program. So without further delays Teresa Treiber from Spectrum is going to talk to us first -- very large multi-RHC system in Michigan and she’s going to bring you some perspectives. So Teresa thank you for your time today and look forward to your presentation.

Teresa Treiber:
All right thanks Bill. I’m going to go ahead and share my screen here, make sure that that pops up there.

Bill Finerfrock:
There you go great, looks good.

Teresa Treiber:
All right well thank you everyone. As Bill said I work for Spectrum Health which is a large healthcare organization in Michigan. And we have 29 provider based rural health clinics within our system. And so I wanted to talk to you today about some tools that we’ve developed from our lessons learned as we went through surveys. I've been at Spectrum Health for the past 20 years and these are just things that we’ve developed over time to make us successful in our surveys and maintaining our certification and compliance.


So I’ll start out with what we call our evidence binder. This is a binder that we’ve created and this was a lessons learned from us in the beginning. When the surveyors show up to the practice they'll typically hand you a list of documents that they’re going to want to review. And you want to make sure that you have all of these documents readily available in your RHC for the surveyor because this will make your survey go much smoother. The last thing you want to be doing is trying to scramble to find these documents and we had some of those scenarios. So that is why we developed this evidence binder is what we call it and this is separate from our policy and procedure manual. 

And this is just a list. You can take this list and put it right in the front of your evidence binder. But it’s just a list of items that you should have available and ready for the surveyor and make sure that these are all up to date, there's no expired or overdue items. And the other thing just make sure that you’re keeping it up to date. A lot of our managers like to flag themselves quarterly to go in and monitor this just to make sure if they can identify anything that’s coming up that’s going to be expiring. 

And then the second part of that list these are just some other things that we keep maybe from separate binders or separate files of additional things that you’re going to want to have readily available such as your sample medication log if you have - if you utilize sample medications, your material safety data sheet and your - any of the other tools that you will utilize and I’ll show you some more examples of those as well and your chart review. 


So this is just a good list to put in the front of that binder and things to have ready for your survey. And this will go much smoother at survey time. And our surveyors actually they’ve given us - they just love this tool so it’s a great tool to have.


The next tool that I will share with you so these are just a couple – I won't go through these in detail but they're just a couple examples of tools that we implemented for accountability and to make sure that staff are keeping on top of reviewing these things to maintain compliance. So you can format these to fit your needs but just looking, you know, making sure that you don’t have any expired medication or supplies that things are being (set). We have some practices that do this daily, some do it weekly.


But this is a really good accountability tool especially when it comes to things like expired meds or outdated supplies. I don’t know how many times we went in to do a mock survey and we find that there's expired items. And when we go to the tool we can see oh, you know, nurse A signed off on this and now we can take it back and use that for accountability in education where needed. And so it’s a good tool for the managers to be able to monitor and make sure that staff are doing what they’re supposed to be doing.


And then another again I won't go through this in detail, just another example of a tool that we use. This is for our housekeeping staff. So you should have a housekeeping policy in your policy book. And this really should reflect what you have in that cleaning policy. So you just want to make sure that staff are, you know, whether you have an outside cleaning agency or someone within that they’re checking these off as they clean. This gives you a tool to go back, you know, we’ve had examples where they're checking things off and then we happened to notice that maybe the wheelchair is getting dusty. And so they’re marking that they're cleaning this but it’s not getting done. So it’s a good accountability tracking tool for you to monitor and it’s your proof to the surveyor that these things are being done as part of your evidence. So they always like to see not only yes we're doing it but show me that you're doing it and this is a way to show that.


The next tool that I wanted to go over with you is this is our Monthly Quality Safety and Infection Prevention Rounding Tool. This was developed here at Spectrum Health between our Rural Health Team and our Joint Commission Team. And because we're provider based we have both a joint commission and the rural health team that we'll periodically, you know, go through our clinics. And so we really wanted to develop a tool that list – that encompasses both sets of standards and because sometimes that would cause confusion. So we worked hard on this tool and it really has all of those both the Joint Commission and the Rural Health Standard. So if you’re not provider based or you don’t have joint commission you can definitely going in take those out of the tool but it has all of your rural health regulations in there, it’s broken down by different categories. And I’d also put in their either the CFR that it relates to or the TCT which is the compliance team is the deeming agency that we use and that also references their guidelines for that specific standard.


It’s pretty lengthy. It’s 103 lines but they’re very thorough. And this was a way for you to really keep, you know, if you’re not doing mock surveys definitely use this as a mock survey tool. We also do full mock surveys twice a year for all of our clinics. It’s a way to gauge where you’re at, where you need to work on, take it to your staff meeting, get the staff involved.


You know, we found that if you really approach this as not, you know, this is just another rural health thing we have to do but it’s about patient safety because really all the items in here really should be things that all practices are doing because it’s patient safety, it’s staff safety, infection control. So if you can get them engaged and, you know, help with completing this you’ll get much better engagement from staff. So again we use it for our mock surveys and the practice managers can use this as a monthly rounding tool as well.


And then the last set of things I wanted to talk to you today something that’s been very successful for us is our chart review process. So in the past when we first started our process we just did our chart review with our APP which is our mid-level providers we call APPs here. We would have the APPs we would monitor five charts per quarter for every APP. And we felt this was satisfying our chart review process which it was at the time.


But what we were finding in the beginning was that as we were having surveys the surveyor does a full chart review. And they’re going to look at all the things in the chart for your chart completion, the complete patient healthcare records. It's referenced in CFR 491.10. And this is where we were getting some citations that we weren’t aware that we had issues. So we decided to do our own type of that chart review and encompass both the full chart and then the APP review. So we do this for all providers both physician and APP quarterly.


And we also added in some things whether it’s PCMH or best practices -- anything that we wanted to monitor. And so we have this top purple section that there’s all those areas, PS for present, A is for absent. And the clinical staff or the practice manager, you know, they go through that chart and they fill out that top section. If it’s an APP chart then the second step is that it goes to the physician and they do an additional review and then they both sign off and there's a comment section there. 

This has been a wonderful, wonderful tool for us. It – we were able to identify issues with our EMR, with things that aren't populating as they should that we were able to correct, where education was needed whether it was with our registration staff or consent forms not getting completed properly. So this is a really good tool for you to be able to identify some of those issues because we thought, you know, you have an EMR this stuff should be taken care of but is not always the case. So it was a great tool. And since we’ve implemented this we really don’t have very many if at all citations within that chart review process for our surveys. And the surveyors love this.


The other thing that we do with this and like I said we have 29 clinics. So in this example I only - I use three clinics but we were able to dashboard our results and the clinics are able to identify some of the areas that they need to work on and they make those part of their quality initiatives for the year so then we can report out on it at our annual advisory meeting and then we can watch our progress and see where we're doing, you know, as a system or, you know, just within the practice. So it’s – we're able to really monitor and gauge where we're at.


The other – the last piece to that in this will be in the spreadsheet tool that you can download and make to modify to your needs but I did include this tab. This is what we give to, you know, when we have 29 clinics we have a lot of different people filling out these chart reviews. So we wanted to make sure that everyone was pulling the date of the same way of that we're comparing apples to apples. So this just goes through each measure, talks to clarify it where you find it in them or how we're measuring that specific measure. So it’ll give you a little bit more background on how we would do that and that - it’s really helpful for those staff that are completing those chart reviews.


So those are the tools that I wanted to share with you today. Like I said they’re all available in Excel format for you to download. You can modify them to fit your needs and feel free to reach out to me. I know we're going to save the questions till the end so I’ll be available for questions or you can reach out to me directly if there’s any questions or anything else that I can answer for you with our tools.

Bill Finerfrock:
Thanks Teresa. (Unintelligible) if you look on the left-hand side of your screen under file share you’ll see the various files and best practices skill slides, our HC best practice tools. That’s what Teresa has been referring to. It’s in an Excel spreadsheet. 

If you're on the RATTA listserv you should’ve also received a link to that. Those documents in an earlier slide it's an email that we sent out earlier today and then if neither of those two work later once the Webinar is posted we will also have these on the Federal Office of Rural Health Policy Web site for download. So, you know, have multiple ways that you can get it. You should be able to get it right now though by downloading from what's there on the left-hand side of your screen. And thanks again Teresa.


Next up is going to be John Gill. Well I guess we're going to go to Peggy. So Peggy will go next. Since your slides are up Peggy and Peggy is with total family medical. It’s an independent RHC. It is staffed as you’ll hear by nurse practitioners and nurse midwives. It is a very interesting staffing model in the way that they’re doing things down in Louisiana that we thought again trying to bring you folks other rural health clinic providers and folks who are out there in the field doing what you’re doing every day and sharing with you some of their things that are working in their communities that might work for you. So Peggy if you would go ahead and take over the time is yours for right now.

Peggy Gautreau:
All right. Sounds good. Thank you. So like Bill said my name is Peggy Gautreau. By trade I am a certified nurse midwife that had the crazy inkling to open up a primary care rural health clinic. The main motivator behind that was wanting to have a more direct impact on patient care, making a difference with them, having a little bit more say so if they weren’t treated so well at the front desk upon check-in, turnaround times of seeing patients and so forth. But what ended up happening was quite an interesting journey along the way. So Bill I don’t know if I have control of this screen or if they do but I’m going to move to the next slide.

Bill Finerfrock:
Yes you should have control.

Peggy Gautreau:
Perfect. Okay so an independent practice is quite different from the provider-based practice so if any of your independents are out there I get it totally. And the big question is can an independent practice really survive in this world where hospitals merge and practices merge? And my answer to that is yes we can. And are you thinking are you sure? Yes I’m positive. Okay so how do you do this? How does that independent practice stay open and even become very prosperous? 

So the way that we - I would say you have to start is be ready for hard work, persistence, determination and most importantly you’re going to have to think outside of the box. We're very different. We don’t necessarily have the same pull in resources or in staff and personnel but at the same time it does offer you many other things independents a really good time on some of these and lots of other good stuff.

So what me share with you a little bit about our clinic because Bill brought up a great point when we chatted last week, the independent practice is definitely a scary thing to think about. So this is where we're located. We're in Southeast Louisiana and the immediate location of our clinic is in a little town called Robert and that population is about 2000 people. 


However we are sandwiched in between two larger parishes which is very common for more of a city area and finding a Medicaid provider in this area is next to impossible. So we have bordering 10 miles in one direction and 10 miles in the other fairly large cities and we are the only Medicaid provider within a 30 mile radius in either direction. I want to say a sidebar here. That’s a great and not so great all at the same time. It’s great because patients have to come with us - have to come to us. We don’t really have to do too much advertising these days. The Medicaid plans alone kind of do that for us and send them our way.


However the downside is something to keep in the back of your mind is they come readily for to establish care but, you know, six, seven months down the road if they have a sore throat or an ear ache it’s much easier for them sometimes just to go to their local emergency room 2 miles down the road to get treated for that. And that's something we really try to stress. We are your home base, come to us for everything. So if you’re in an independent practice or if you’re thinking about one that’s something to think about is what does your area look like?


The other thing to take note of is that we are the only - well I guess you could say we're the only game in town. There – we're not – there 'snot a hospital on the corner where we are or other competing practices. So those things also help our clinic grow.


So when we first started we were - what I’ve seen in my experience a lot of independent practices seem to be the provider is the owner of the clinic. They're the administrator. They're the one seeing the patient, they're the front desk sometimes, they're the medical assist, they're housekeeping so they wear a lot of hats. So when we first opened we did exactly that. We hired one full-time nurse practitioner and while I was essentially running the practice for the most part she was all - everything was banking on her. And so what we quickly saw was that was a very big risk. If she got a flat tire, she had a sick child if she decided she didn’t like us anymore we had to put ourselves at great risk that that could truly shutdown our clinic. So we started to kind of think through this and what does that mean and so we made a decision that we would go to a split staffing model.


So we took that one full-time position and we decided to bring in a second nurse midwife not nurse. I’m sorry I’m speaking of myself here, family nurse practitioner. And she would work three days and the other one would work two days. Many, many great things happened from this that we did not expect. A couple of those I’ll tell you about.


We all know that not every patient likes every provider so this gave them options in a very small clinic that I never thought would be possible but it gave them options of who they’d like to see. It gave us a backup, it gave us a bit of security. And the other wonderful thing that it did was it actually increased our pool of providers that we could choose from.


So many -- I’ll say it that way -- many advanced providers nurse practitioners are female and male so but you’ve got a lot of females out there. And what we discovered was is that we offered something that some of the larger practices couldn’t. So with this staffing model a provider could find a part-time job that is often difficult to find in this field and it was a steady job. It wasn’t PRN but it was a study consistent part-time job unlike the larger hospitals.


This also gave them a lot of flexibility in their scheduling. If they wanted to attend their child’s play they could. If they wanted to go on vacation they could. So we always looked at well we can't offer benefits and we can't offer this and we can't offer that, what we could offer we found to be very priceless. So do not let this model scare you. It may actually benefit you.


So what did that provider look like? If you’re going to go to a split model a lot of your draw is going to be from exactly what we just said, those that are trying to find a better workplace balance and they can't find this sometimes in a larger facility. So there is an advantage to it so you don’t always have to feel like I can’t offer some of the things that the hospital can. Bill had also asked me he said, "Well where did you find these people?" Well when we went to the split staffing model they started to find us. But I do want to share that we’ve done this lots of different ways and I would ask you to consider is your site able to become an HRSA site? This is a big draw that it’s a wonderful draw. If you’re in a rural area you should be meeting almost all of the criteria for that. And these providers can get reimbursed sometimes up to $60,000 a year. So that is…

Bill Finerfrock:
Peggy you’re talking about the National Health Service Corps site. You said HRSA but it's - for those it’s technically the National Health Service Corps.

Peggy Gautreau:
Thank you very much. And something else I found out this year is that sometimes the local states have something as well to offer on a tuition loan reimbursement which can be a big draw. And sometimes the larger facilities that are in more accounts can’t do that. So that’s something to think about.


Another thing is an independent you’re always watching your bottom line. So when you’re recruiting we've used plenty of sites but there was one in particular indeed that is a free - you can do it in a free version and it feeds into many other sites. And we have had much success with that. So that would be something else to look into.


So if you look at this one other thing I want to share on the screen is where it talks about the malpractice. We initially thought how could we bring in two providers. We have to provide malpractice for both of them. In our state or our provider of insurance offers a flat policy. So we can take one full-time position and we can split that amongst two, three, four providers as long as they keep the same amount of hours as one would. This is a great, great, great thing to look into.

Something else that we did was okay so now we’ve got our foundation in place now what are we going to do? Well maybe we can add some services. And so we decided to add mental health care services. And even though you guys are all on mute I can hear the gasps. This is not as scary as you may think it would be. So we decided what we saw a big hole in our practice for always having to refer patients out for mental health services or other specialty services.


So we brought in an LCSW and a mental health nurse practitioner to bring in these services because our family certainly didn’t feel comfortable with that. I would say that if you want to consider this know what your clinic is and know what it looks like. We made the decision early on that we would only accept patients with a lower level diagnosis meaning anxiety, depression. But some of the higher scale things that really need to be seen in specialty areas or by a psychiatrist we would evaluate them but make sure that that was still being outsourced.


When we brought in the mental health care services there were some things we also learned very early on. This is a population that has directly been on many medications. Some have worked, some haven’t and they requested a lot of medication to see what would work and why it wouldn’t and I’ll leave it at that. So we started to figure out tools that we could use to make this the best benefit for them and for the clinic. We made the decision to do on-site point of care drug screening. And I know at the last conference some people had asked me, "Well isn't that a tremendous expense?" We shopped it around. 

So when we first started doing this our urine drug screening cups cost about $12 a cup. And obviously when you’re taking that off of your flat rate that can get expensive. But as we went through this we worked with another company and we're now paying just over $3 a cup. This to us is well worth it. It allows the provider to be able to make decisions on the spot with patients. Are they taking their medication, are there other medications that perhaps we're finding and confirming that they haven’t shared with us? And it is impacting her decision-making and it’s something that we feel very good about and find that $3 cost to be very well worth it.


The other thing that we started doing is we run PMPs and so that the state drug monitoring program on all of our mental health patients and all of our new patients. And it's another tool that really helps us get a clear story of what may be going on with that patient especially in the mental health world because sometimes they are seeing other providers or they had seen another provider recently and started on a medication that they may have forgotten to tell you about or that they’ve changed. So these are two really key points that have really made us feel like we really can incorporate this mental health service that we're providing in our little family practice clinic and it's doing very well.


Okay so if you’re an independent practice this is what you may look like some days this - or how you feel. But I would say to think about your clinic, think about what it looks like and what you want it to be. If you are that independent provider that’s doing everything right now and you really can’t see an end in sight because without you there’s nothing. Expand the thought just a little bit more, look at it as a business model. Think about it all the things that you’re outsourcing on a daily basis for your patient and what could you contract in or what could you bring in.


For mental health we bring in two days a week but we're primary care six days a week. But these are all the things that can give you sustainability in your practice, increase your revenue as well as be a tremendous, tremendous benefit for your patients. And so that’s what I’d like to wrap up with today is that you're your own boss lots of hard work and effort but the big picture can be very fruitful for you and your patients. And the last thing I would advise you to do is to buckle up because it’s definitely a ride and I know this is a very brief couple of things that we’ve hit on today for the independent practice but again like Teresa I'd be happy to answer any questions or discuss anything else if anybody is interested.

Bill Finerfrock:
Great, thanks Peggy. That was wonderful. And now we're going to go to John Gill who's going to talk about some things from his perspective. John is the President of the National Association of Rural Health Clinics. He at one time his clinic was an independent RHC and then a few years ago he sold the practice to Adventist Health. John is down in Wauchula, Florida and he is going to talk to us a little bit about some EHR issues and start up. 

And then once John is done then we'll open it up for questions. You’ll have the opportunity to either put those in the chat box or ask those via the phone. But John the floor is yours.

John Gill:
Great, great thanks Bill. And what I’d like to do today is go over some of the things that I as a provider and as a former clinic owner and also doing some consulting work some of the things that I’ve seen with EHRs. And I’ve unfortunately had to go through four different sets of EHRs during my time. And I don’t recall ever wanting specifically to do it once. So with that being said nonetheless it's the inevitable issue that we all face every day and it is the technology that we deal with. 

So as you see on the first slide after startup and what we're going to try to talk about is we know how intense learning the program is as we start this and that everybody is so focused on the operational side of the EHR and how that - and how you actually as a user implement that into the job path that you do every day. So the majority of the focus is how when you’re learning this and when we're all going through our training how we actually operate through the system. And what I’m going to do is get a little bit past that and really try to talk about what happens afterwards and how that affects the provider, the patient and the team. And so that’s where we're going to kind of focus. 

Can I have the next Slide please? All right now if you look on the next slide you can see the pitfalls in question. So after the after you learn what’s going on -- and everybody learns at their own rate -- some people are a little slow adapters, others are rapid adapters or are very comfortable with the system or even you might even get lucky enough to have someone who’s actually used the system in the past and integrates in pretty quick. We all have some free users and we have some that are not quite as super.


So the question is then what’s my role? And what I - when I refer to what’s my role it goes across the spectrum. What’s my role as a - as the front office staff or as my nurse or, you know, the provider? Does it make the job that I’m trying to do which is take care of the patient better, does it make it harder, is it impossible, does it slow me down, does it put extra stress on me? What are the effects of that individual and how is it individual affects the team in taking care of the primary source which is the patient and what happens if it doesn’t work? What’s the fallback? What kind of a Plan B, Plan C, Plan D or whatever letter in the alphabet you need to go down in order to make that work right for that individual, that group and that team affecting the patient? And always and if you look at the providers how does that affect my productivity if I'm a productivity driven provider and is it going to affect me financially? And as an owner or a manager of a practice how is that going to affect my practice financially? 

Is it going to – is it definitely going to decrease my volume, my capacity or with a new system is it going to allow me to do things that I haven’t done before as far as proper coding, making sure my E&Ms are correct and is it going to reduce the workload of certain groups? Is it going to increase the workload on other groups? How do I adjust my staffing? How does that affect me as far as how that goes across my cost report? At the end of the day where's that staffing going to be focused on?


So and when I get there who’s going to help me? Is - because every practice is individualized. And, you know, the old story goes if you’ve seen one RHC you're seen one RHC. So even if they’re in the same system they’re not necessarily mirrored or book ended practices.


Okay. So can I have the next slide please? Yes there you go, thank you. So what’s the backup? So what - so where do the folks that are using this system go and who is going to give them the help? Is it within the vendor? Is it in your super users within your practice and who are those folks? 

We know the vendors, the programmers and developers are pretty focused on the operational component of it and how that thing actually works, not necessarily on its application on the other side of it the - you know, there’s a lot of provider input or user input into it to help it out but each individual practice is a little bit different about how they’re going to use that technology.

And are we getting the most out of the system? Is the system performing up to our pre-system application thoughts? Did we plan on some of these things happening and if we didn’t plan on them what – where we going now because there's always unintended consequences after implementation, things that you thought were going to work didn’t and things that you that appear to be working as Teresa said earlier that you’re not even noticing that’s not even being captured or missing completely from what you’re doing.


You may be finding out that some things are not even billed as you go through your electronic billing system that are being dropped out or that you’re not getting crossover. So there’s a number of things that could happen in your system that you’re not even aware of because it’s at the electronic level versus the old days were you could actually go in and look at those things. And those things are the issues that should be drawn out early on into your implementation.


And then is the system really making you a team or is it making separate parts in your practice that is – that are almost sometimes contradictory to what the final goal is which is to use the technology to improve what you’re trying to do with your efficiency and application to the health care in your individual practice.


Well with all that being said how you do on - how you go through the other side of the issue in on your side on the clinic side and how the patient observes this is where I think the disconnect is right now in technology and as a healthcare provider guilty as charged. And as a patient at times I get to see both sides of the equation on that and I see where the disconnect is in some of the healthcare providers and clinics out there right now because they’re allowing the HER, the system that they’re using to improve healthcare to be a - an interface between them and the patient.


Medicine is and I hope always will continue to be a very personal experience. And that’s usually ends up between a person/patient and the people who are providing the care for that patient which is everybody that starts from the front door to the time they come out of the office. And that is where we see some of the disconnect. The technology is only a tool. It still requires the practice of medicine in order to take care of the patient. And so I’m going to give you a couple of things that I’ve found that have worked personally for me and I’ve seen some of my - in other providers use these certain types of techniques that seem to work very well for them. 

Number one before you go in the room try to prepare and by going through the chart and looking at what’s in the electronic record and reviewing what the patient is there for that day and if you can go back and look at the last visit, look at what you actually did and see if there’s been any testing or anything done at that point on how you’re going to approach that okay? And when you go in the room orient the patient to what you’re doing. The first thing you need to do is not look at the computer. I’ve been in an office before where the first thing that happens is the provider's sitting behind a computer the computer screen is between the patient and the provider and there is other than hearing clicking and typing there’s not a lot of good interaction there. And there is really – it’s an impersonal visit. If you want to turn somebody off just start off that way and that’s not a good way to do it.


Share the information about what you’re trying to do with the computer, what offer - what it offers the patient, what kind of information is included on it. If you have the opportunity and you're mobile you can show the patient the screen and orient the patient to what you’re doing and even if it is possible watch – allow them to watch what you put in there or what you order.


Inform the patient what you’re doing. If you’re ordering labs or you're ordering medications let them know at the time that that’s what’s happening and that’s what you’re trying to do. Review the notes for completeness so that you have the opportunity to allow the patient to add any additional information or ask any questions that time and ask the final question do you have any questions or did I answer all your questions? And at the end of the encounter as a provider make sure that you review the plan. Now that’s on the provider side. 

The interaction with the computer and the patient starts at the front desk. And the first thing that you see at the front desk -- and I’ve even watched it as a secret shopper sometimes -- is that when you walk in the room nobody even looks up and acknowledges that you’re the patient. The focus is on the computer and logging you in. There's no interaction. It’s an impersonal encounter and I think that’s where the patients feel that they are not a component of their care and that they are just a couple of clicks in the computer and their care is robotic and almost mechanical as they go through their care.


And I’ve heard that and I’ve seen it on patient surveys that very same comment about an impersonal visit in that they felt like they were not being listened to or paid attention to as they felt they needed. As that goes back through that continuity utilizing the maximum amount of resources that you can, the folks from the front desk to the intake folks in the back to our nursing staff to enter the information they need to be as thorough and as personal and again use the technology as a tool and not as something that absolutely controls the visit. The technology should not control the visit, the patient’s complaint or problem or what’s being addressed that day, needs to be the tool that you use in order and the technology is that tool to help you get that done.


And then as it transitions back into the provider the things we talked about earlier I think will make the visit and the customer service and the outcomes for most practices and most folks who are using the EHR something that is reasonable and appropriate and increase your patient satisfaction and increase your team satisfaction that they are doing the best they can for the patient and that they have solved and addressed the issues and be able to work together to make it smooth. Don’t be afraid to listen to the folks that are at the front desk the issues they’re having. Don’t be afraid to listen to your nursing staff if they’re having problems and of course listen to your colleagues and other providers and see what’s going on. 


Last thing I bet you that everybody who's implemented in EHR that they never sat down with a provider and had a mock visit to see how the provider used the technology during the mock visit and if that - if there was an impersonal finding that was going on there during that time and how that in - as a patient on the other side of the computer how that impacted that mock that - the patient component of it versus the healthcare provider and or even the nursing staff it - was the personal component of the visit maintained or was it interfered with by the technology? And I’ll challenge you to go ahead and do that and see if you can come up with some great ideas and share it with the rest of us. And that’s all I had Bill.

Bill Finerfrock:
Okay thanks John and appreciate it. What we’re going to do now is we're going to open it up to questions. You can either write your question in the chat box which should be in the left-hand side of your screen or the operator will give you instructions if you’d like to ask you through the phone line. We'll try to get to as many as possible. Since we got started late (Wakina) I’m hoping that we can go a little bit beyond our 3 o’clock time allotment. And also for our presenters if you guys can stick around a little bit beyond 3:00 I’m just anticipating we may have some questions here. So operator can you give the instructions to folks if they want ask a question through the phone line?

Operator:
Absolutely. At this time if you’d like to ask a question please unmute your line, press Star 1, record your first and last name when prompted. If you’d like to withdraw you may press Star 2. Once again in order to ask a question just press Star 1, record your first and last name. Give us a few moments please.

Bill Finerfrock:
Okay. While those are queuing up there we're starting to get some in on the chat box. (Cindy Robison) is asking Peggy could you share with the folks what drug screening tests you used? I don’t know if you’re on mute or not but unmute your line Peggy.

Peggy Gautreau:
Oh sorry about that. I was on mute. Yes I can type it in as well. We use a company called (Trans med). And if I - I’ll just ask for permission really quickly but I can also give my rep's name. And he - it's a Ten Point of Care test. So it checks for the big ones and it’s been a great tool for us. And he is wonderful and it’s as simple as we – I email him and tell him how many boxes I need. We get 25 boxes in a cup and our cost is right over $3 but I can send that information as well.

Bill Finerfrock:
Okay I’ll take another one from the chat box here from (Robin). She says, "Do visiting specialties need separate entrances, separate registrations, separate waiting rooms and if any or all of you want to address that if you’re using bringing specialists who are there under a contract maybe submitting claims separately to Part B for any of our speakers also Peggy do you want to speak to that at all or defer?

Peggy Gautreau:
Sure. And we're doing - we're about to incorporate one other thing. So currently with our mental health services they share the same waiting room. The way we have that set up is that there - they are 89 employees. Our mental health nurse practitioner actually has her own collaborative and they – so we have a five exam room office. So on the days that they’re there - she takes two rooms and the family keeps three. And our social worker has her own room. She actually uses my office for those days.


So they're 1099 employees. We bill the visit. We pay them an hourly rate and that’s how we do that. They all can be in the same room. It’s lovely because there's, you know, some status on mental health and all that kind of good stuff. But when they're are there those patients - nobody knows that they're there for primary care, mental health care so they feel really comfortable coming there. In addition to they feel like they can get all of their needs met under one roof and the providers it makes it really easy for the providers.


If somebody has a history of high blood pressure and the mental health nurse practitioner wants to start them on a medication they can check if that’s a good choice for the patient. But regarding the other specialties we're in talks right now with our five Medicaid plans for our state. We've had a real issue getting our patients in to see a specialty provider. Nobody's taking them.


So we’re working on bringing in a rotating specialty provider one day week and that will be set up a little bit differently. There’ll probably be some cost-sharing there but they will still use our rooms. They’ll come in with one MA and we'll rotate them out. So one week it will be G.I. there. One week it’ll be neuro there and the Medicaid plans are helping us with that and that will be set up a little bit differently. But answer the question same waiting room, same room, same entrance -- same everything.

Bill Finerfrock:
Okay John or Teresa you have anything to add or you'd like to contribute to that?

John Gill:
Well I, you know, it’s of course if it's rural health clinic visit, you know, of course that’s no problem. You know, if you’re still independent don’t forget if you do contract out and you do give space or facilities to someone that that is not a rural health clinic service that when you do your cost report you must look at that as a carve out. So just a caution on that so you don’t get stuck with a cost when you do your cost report you don’t get stuck with a problem with that.

Bill Finerfrock:
Okay. Teresa anything?

Teresa Treiber:
Just my initial thought was as well when you're provider based there's additional provider-based rules that you have to be aware of. And just be careful of if like John alluded to if you - if it’s not part of your RHC, you know, you have to have contracts, you have to have things a carve out for your cost report. Even if you have department of the hospitals within the same state space in a provider base there are some rules around your separate entrants and keeping things separate so some things to consider.

Bill Finerfrock:
Okay operator do have any calls on the phone line?

Operator:
We do not at this time and just as a reminder if you’d like to ask a question please press Star 1.

Bill Finerfrock:
Okay. And we'll go back to the chat box. (Mary Kohl)'s is, "Do any of you have a problem with staffing in particular certified medical assistance and how do you go about recruiting." She says they're about 40 minutes away from a big city and it's difficult to get anyone to drive to her clinic. I know, you know, John you’re not particularly close to big cities, Peggy you mentioned you're about 10 miles away from bigger cities and Teresa you have some which are reasonable distance. What’s been your experience with recruiting folks?

John Gill:
I can address that because we’ve – I can’t remember a time that we have not been recruiting. In fact, you know, as my, you know, 30 years now in rural health clinics I can’t remember a time that we were trying to find somebody to come in. And it’s without a question a difficult get. I don’t care if it’s a CMA or, you know, nursing staff or even providers. The one of the biggest challenges for rural health clinics provider based or independent is getting a quality staff and maintaining that staff.


And I don’t have a great answer other than you try to do the best you can in competing with some of the larger entities or the closer in entities. And if you can, you know, once you find the right person the - keeping that person is – should be a very high priority because it’s absolutely so difficult. So you may have to invest some of your treasure into that individual but it’s one of those things where you - you’re getting paid back because it’s just so difficult to recruit and maintain staffing.

Bill Finerfrock:
Okay. Teresa or Peggy anything you’d care to add to that or you think that about covers it?

Peggy Gautreau:
Very much it can always be a problem but I would think looking at where you are it can actually be reversed sometimes. I know that sounds silly but sometimes if you’re 40 minutes away from the big city there are people out there that look at it the same way that they have to drive 40 minutes into the city to get a job. So I would look locally first.


And another thing that most of - many of our medical assistants we’ve actually taken them in as a student. So we worked with their – the school and became a pre-testing site. And so two of students that we have had we’ve ended up keeping which has been great because they trained where I didn’t have to pay them to do training. And they learned our system really well while they were in "school," and then came on board since then which I know can be a little bit more difficult when you’re out there but there may be people locally. I would that - I guess is what I would say is it's the local school for the medical assistance I would contact them and see where some of their students are located.

Bill Finerfrock:
Okay. Teresa anything?

Teresa Treiber:
No that no  I don't…

Bill Finerfrock:
Okay.

Teresa Treiber:
…can't think of anything to add. Thanks.

Bill Finerfrock:
All right. There are a couple of questions on here are about people looking for consultants or information. And rather than giving out names or information here one, if you’re looking for a consultant I would encourage you to visit the NA RHC Web site. We have a partner’s area there where you can get names of folks who are supporting the association.


And if you’re not able to download the slide from what is available there on your screen or if you didn’t get the RHC TA links send me an email at bf my initials, B as in Bill, F as in Finerfrock@narhc.org and we'll make sure to get you a copy of all the slides and materials that were used today in the presentation. So scroll down to some other questions.


"We’re looking to get into -" this is from (Kathy). "We're looking to get into diabetes education. We're provider-based. Can we charge for that?" Anybody want to – I can answer that if you don’t want to answer that.

Man:
Go ahead Bill.

Bill Finerfrock:
All right. So diabetes education is what we refer to as an allowable cost on the RHC Cost Report but it is not a billable visit in that you cannot generate an RHC claim for the service. So you can capture the cost on the cost report and it would add and increase your overall RHC cost but it does not translate into a billable visit in the denominator of your calculation. If you’re a provider base that's uncapped that’s not a problem. The net effect is it raises your cost per visit. For an independent RHC or those provider based that are more than 50 beds that are subject to the cap it effectively negates the ability to provide that service. 

NA RHC is trying to get a change so that would be a billable visit but right now it is only an allowable cost. It is a permissible service. All the costs associated with providing that service can be captured on your RHC cost report. But it does – because it does not translate into a visit it becomes functionally very difficult if not impossible for those RHCs subject to the cap. But it is, you know, feasible for those RHCs that are not subject to the cap to be able to provide that service. Next question this is from (Theresa). I assume this will mean something to you but for everybody is, "How accurate are the POC T4 drug screens?"
Peggy Gautreau:
Is that for me Bill? It’s Peggy.

Bill Finerfrock:
I suppose you talked about drug screening so…

Peggy Gautreau:
Yes.

Bill Finerfrock:
…yes.

Peggy Gautreau:
They’ve been very accurate. What - we do send - somebody had asked on there we do send our drug screens out for confirmations and they’ve been very accurate. Obviously the lab can give us numbers where the cup can just tell us a positive or a level negative and not so much of a level. There was just one occasion where a drug screen showed positive in the cup and it was negative when it got to the lab. And it’s because of the type of medication it was. It was a very unique medication and it - that - but it's the only one that we found that picks up and gave us a false positive but other than that they’ve been very accurate.

Bill Finerfrock:
Teresa or John do you guys do drug screening? Do you have any experience with the products?

John Gill:
No we don’t. We do not. It's provider-based at all those are facility driven.

Bill Finerfrock:
Okay.

Teresa Treiber:
Yes, no we have a couple of clinics that just started and so I don’t have a whole lot of information on that historical information.

Bill Finerfrock:
All right. Let me scroll down here. We are moving - this is from (Rodney). "We are moving to a new EHR system any suggestions?" It would probably be helpful - don’t make the mistake you made with everyone you have now that you’re going to have to move from. But John do you have suggestions?

John Gill:
Well I think there are some really good resources especially medical economics, NGMA and also some of the RHC consultants that can help you determine what you really want out of that system. And you can, you know, start looking at what you really need and what you really expect the system to do for you.


I think there are a number of reasonably good systems out there. How they work for you and that’s, you know, what I was trying to put some emphasis on is that it needs to be what works for you. I mean there are some very complex systems out there that do lots of wonderful things and that may not be what you want. You may not need a large platform and something that's able to do multi-clinics or large billing issues or multiple providers. And you may need something that’s a little bit different.


But I would definitely spend some time looking at least three high quality products that are recommended by folks who have had the opportunity to look at these implemented in other clinics and how they've worked and what, you know, where are the snakes in the weeds that have bitten everybody else when they've first started putting these things into play and how they affect other clinics and what they didn’t get out of it that they thought was important because the vendors will tell you what they can do. They not - they don’t necessarily tell you what they won’t do or are unable to do or don’t have any future interest in doing.


So I would try to, you know, utilize the expertise of folks who have had the opportunity to do it especially in your similar situation whatever size your clinic is. Spend some time looking through comments in user groups use - that each one of these systems they have and look at the kind of problems they have. And I think that will help you determine what is going to work best for you.


I can assure you that every rollout as problems and you can expect to have some. And just be prepared as we talked earlier about how you’re going to manage those and who's going to do the help and how you’re going to get through this because it’s going to be incredibly stressful as you change from one system to another even if you’re very comfortable working in a electronic system.

Bill Finerfrock:
Okay. Can you offer some suggestions or I’m sorry did anybody else want to weigh in on that? If not we’ll move on.

Teresa Treiber:
No.

Bill Finerfrock:
"Okay can you give some staffing suggestions so staffing mix for a two provider RHC? So, you know, is there a kind of, you know, one nurse, one medical assistant one whatever per or multiples two to one, kind of what do – what’s the staffing ratio you look for in your RHCs?"
Peggy Gautreau:
I’ll speak to mine. All the numbers "that we had looked at," had said, you know, roughly 20 patients per provider day if that’s what you’re seeing should be able to be manned with one medical assistant, one person at the front, maybe too. So as we expanded these services there are some out there that each provider gets their own medical assistant. But we did ours a little bit differently and we went a little bit heavier on the front end of our office. And so we had one MA in the back for two - when we have two providers there initially the mental health and the family. And that MA is just solely designated to the clinical side of it. But we took our front office people and we cross trained them so that we could be heavier on the front to help us with phone calls. But they would also be able to do the basics of calling a patient in the back, getting a weight, getting a height and getting them in the room to process on.


Now that we’re where we are now with a social worker two days a week, mental health two days a week and family we have two medical assistant in the back and we have three front office up front. But all of the support crew for us -- so that’s five -- they all rotate a day off a week. So the support crew where everybody works four days a week. Then we did that because on our days that we don’t offer mental health. They're obviously slower. And so we didn’t want to be drawing down and having all of that staff there that we had to pay for so and they love that as well because it allows them a day off a week to get their stuff done too.

Bill Finerfrock:
Okay. John do you want to speak to your staffing?

John Gill:
Yes. I would say that one of the mistakes I see with folks starting a rural health clinic is understaffing. And although it’s - and even after you’re up and running for a while you have a tendency to understaff. The staff, front staff, back staff is your best connection between you, the patient and what you’re trying to accomplish. And those folks are the ones that really have a considerable amount of impact on how – what the personality and the culture of the practice is. So the last thing you want to do is make them look haggard and running around with their heads cut off.


It’s better to have a little extra staff then be understaffed. And if you can maintain that you will see the practice grow. So I would say that for me I have two back staff. There's at least one and a half people in the front for me and a half a person at checkout. So you can see the staffing difference that we have.


And I think, you know, if you look at the volume of the provider that will sort of dictate that in some way but you also need to look at how your electronic systems are requiring your staff to do things like answer messages that come in from the patients. Do you have a portal that requires interaction between a nursing service or the front staff on scheduling appointments, answering questions, refilling prescriptions? All of those things need to be integrated when you’re looking at your staffing to make sure that you do not overburden that staff because if you want to send people away and continue your recruiting journey then do that because it – you can burn them out just as quick as you can get them trained up.


So I would say that always try to err on the side of being a little bit overstaffed not to the point where you can’t afford to keep the practice open but try to take some of the stress off the employees and allow them to be able to function at their highest efficiency so that they can again really build your practice because that’s really what's going to build a lot of your practice.

Bill Finerfrock:
Okay. (Sherry)? I mean Teresa?
Teresa Treiber:
Yes. I don’t have a whole lot to add. We're still - our medical group is working on standardizing our - how there’s staffed in the practices. So I don’t have anything to add at this time.

Bill Finerfrock:
Okay. There was a question about the chart review. I think Teresa you talked about chart review. It says, "Five charts per provider per quarter. Is that correct?"
Teresa Treiber:
Yes so that’s what we do. The regulation doesn’t specify a number of charts that’s just based on - but you should have it in your policy. So they’re going to look to your policy to see what your policy - it’ll say at least annually or if there's not a number selected they say at least the timeframe should be quarterly.


We do all physician charts just in that Section 1 so that we can make sure all charts are completed accurately. And then we just do the second section which is the APP review with the physician just for the APP charts. And the surveyors will only look for that APP review as far as the regulation.

Bill Finerfrock:
Okay. Just real quick operator and calls on the phone or any questions?

Operator:
We still have no questions on the phone lines.

Bill Finerfrock:
Okay. All right I believe our chat box is going to shut down here in a few minutes so we'll probably have to - this will be the last question. "Are surveyors requiring chart reviews on physicians or are you using the tool to just check that all components are present in a physician’s chart? We do PA, ARNC chart audits under physician supervision. Any suggestions on chart audits and what you’re seeing from surveyors?" And this can go to all three of you. Teresa do you want to start off?

Teresa Treiber:
Yes so yes the surveyors don’t necessarily require that we do that full chart audit on the physician chart. We implemented that as a quality tracking just because when they were doing the full chart audit app survey we were finding some chart completion issues that we're able to address. And it’s a good quality as we added in like some of those PCMH and best practice standards. But as far as the surveyors they will want to - they definitely want to see that the physician to the mid-level provider review. And it’s very important that you have both of those providers sign that review. If they’re not signed they will issue a citation for that.

Bill Finerfrock:
Okay. Peggy?

Peggy Gautreau:
Oh go ahead.

Bill Finerfrock:
No Peggy you can go ahead.

Peggy Gautreau:
Okay I can just speak briefly to it. We just recently had to be resurveyed because we had to move the clinic across the street. And when they came in they did not ask for any specific provider or a certain amount for a provider. It was just that was just for our surveyor but it was just a general random and they pulled so many.

John Gill:
Yes 
Bill Finerfrock:
Okay.

((Crosstalk))

John Gill:
Yes we and as in our group we’ve chosen to review ten charts per provider each month. And it begins at the first part of the month and it's sent for the - to the physician medical director to review those charts and sign off on them. And that’s just an internal policy. That’s not a state requirement licensure on either side, the ARNTs or the PA side of it. but it’s an internal quality measure that we felt was appropriate for all of us in the system. And so that’s what we’ve gone with.

Bill Finerfrock:
Okay. I think we’re going to have to start to call it and end here. There were a couple of questions I can try to answer. "If an RAC wants to become a state low retainment aid site to help with staff recruiting is it required that we have a sliding fee scale?" Each - if you’re talking about a state program you’re going to have to look to the specific state requirements. I will tell you that under the federal loan repayment programs as well as the federal scholarship programs that available for recruiting physicians, PAs, MPs and some medical health professionals it is a requirement that you have a sliding fee scale as a condition for being approved as a site for those programs. I wouldn't be surprised if you had a similar requirement at the state level. There is typically if they’re going to pay for someone’s education or their loans one of the conditions would typically be that you accept all patients regardless of their ability to pay and incorporate it in that is typically a sliding fee scale where what the individual pays is commensurate with their income. So that would be a fairly common part of any sliding fee scale or those programs.


I want to just close this all by thanking our presenters today Peggy Gautreau, John Gill and Teresa Treiber. I think you provided great ideas, perspectives and insights. And I again these are individuals who are working every day just like you in rural health clinics who are owners of a rural health clinic, who are were providers in their rural health clinic, who are administrators in that rural health clinic overseeing multiple sites at one time. So I think they bring you a wide perspective.


One of these days we had her this past fall but Peggy she made reference to the fact that they had some surveys because they had to move across the street and her whole experience with one of the lovely hurricanes that they tend to get down in her part of Louisiana and what that did in her community and what they had to do to try and keep healthcare going is quite a compelling and amazing story. But that’s a story for another day. 

I want to thank our speakers. I want to thank the Federal Office of Rural Health Policy for their support in this initiative. We will be getting information out on our next call which will likely occur in January, the topic the time in the day. That’s going to wrap it up for today. Thank you all for participating. I hope you all have a wonderful happy and safe holiday regardless of what holiday you may be celebrating in the coming weeks and we look forward to having you with us come the New Year. Thanks everyone.

Operator:
Once again thank you for joining today’s conference. This now includes your call. All lines may disconnect at this time.

END
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