NWX-BPHC

Moderator: Ethan Joselow

11-17-11/2:30 pm CT

Confirmation # 9384488

Page 1

NWX-BPHC
Moderator: Ethan Joselow
November 17, 2011
2:30 pm CT

Coordinator:
Good afternoon and thank you all for standing by. All participants will be able to listen-only until the question and answer session of today's conference call.


Today's call is being recorded. If anyone has any objections you may disconnect at this time. And now I'll turn the call over to your first speaker Mr. Joselow. Sir you may begin.

Ethan Joselow:
Hi. Good afternoon everybody and I guess good morning to the folks who may be are out in Hawaii and points west of here.


Anyway I'd like to thank you for joining us at the BPHC Enrichment Series for Grantees. This session is titled Making the Most, Maximizing Revenue Through Data and Decision-making.


I'm Ethan Joselow. I'm a Public Health Analyst here at the Office of Training and Technical Assistance Coordination at BPHC and happy to have everybody here and I really think we’re going to have a good informative session that's going to help people on their way with revenue.


So in this session what we’re going to be doing is exploring how health centers can look across the revenue cycles from patient scheduling to billing and claims looking for strategies to capture more revenue, increase efficiency of their practices, and really most importantly improve the quality of care that all of you all, everybody out there delivers.


So first you’ll hear from Jim McRae, our Associate Administrator here at the bureau. He's going to give a brief rundown on some federal programs with the name towards improving health center operations and also some about BPHC’s role in supporting those programs.


After Jim we'll hear from (Julie Valasses) who’s a consultant specializing in revenue cycle improvement.

She's going to provide a general overview of the key components of health center revenue cycles highlighting leverage points that you might find useful in assessing your own health centers revenue cycles.


After Julie we’ll be hearing from Pete Leibig and Jenny Dohrmann who are President and CEO and Vice President of Operations respectively of Clinica Family Health Services in Lafayette, Colorado.


Pete and Jenny will be discussing clinic experiences in building a successful practice by using electronic practice management data making some interesting changes in patient scheduling, increasing continuity of care between patient and provider, and some pretty comprehensive workflow analysis to help reduce labor costs that are related to errors in billing and coding.


And then wrapping up the presentations we’ll be hearing from Trip Shannon and Christopher Tournier, Chief Development Officer and Chief Financial Officer at Hudson Headwaters health Network in Queensbury, New York.


Mr. Shannon and Mr. Tournier are going to speak about Hudson Headwater’s innovative approaches to revenue including maximizing efficiencies achieved through things like outsourcing, billing, and coding, payor negotiation and centralizing operations for things like referrals, revenue cycle, and care coordination.


After that I'll go over a couple of HRSA resources available to health centers and a few closing remarks.


So one last thing before we begin I'll just ask that everybody who’s participating on this call hold your questions till the end, write them down if you need to, We’ll try to make sure that there’s adequate time to answer quite a few questions. I think that that shouldn't be a problem with the amount of time we have allotted.


And I guess one other the reminder Ms. (Valasses)’ slides and our speakers from Clinica have slides available on our Web site complementing their presentations.


Those slides and the agenda for the call are available at bhpc.hrsa.gov/technicalassistance/trainings.


And there’s also information at that site about upcoming trainings and also a way of accessing our really pretty extensive archive of past trainings that go back to June of 2010 at this point.


So without anything further I'll go ahead and turn it over to Jim McRae. Jim?

Jim McRae:
Thanks Ethan and good afternoon everyone and thanks for joining us. As Ethan mentioned today's session is about how health centers can use data, billing, and practice management techniques to improve their cash flow and revenue all while at the same time continuously increasing the quality of care that they deliver an maximizing the number of people that can be served.


As we all know especially in these days every dollar does count. And this call is really meant to be part of our ongoing work to assist health centers in their financial management practices by providing a forum where we year from financial experts as well as health center grantees who have implemented many innovative practices to really learn from one another about how you can approach all of the different challenges especially from a financial standpoint of operating a health center in today's healthcare environment.


In particular we've asked our speakers to speak not only about what they're doing today but also with a view towards the future. And that's really what we’re encouraging all of our health centers to do across the board.


Looking forward in a broader context health center revenue cycles are crucial for really being able to meet the challenges of healthcare reform in the coming years.


And we do recognize that there are many potential changes coming in healthcare financing.

There’s clearly going to be much more of a focus on paying for quality and really moving away from paying for volume of care but really focusing much more on the quality and receiving payment that reflects that.


In addition there's definitely going to be much more of a focus around the bundling of services and paying for services in a more concentrated manner for the whole continuum of care as opposed to individual visits or services.


In addition I think most of you have seen the new accountable care organization regulations that have come out and the opportunities there as well as our own push around the patient centered medical home.


And if that's not enough, you know, I think one of the great opportunities for health centers coming up with the expansion of health insurance really is the opportunity for many of our health center patients who are currently uninsured to actually become insured.


But that will require in particular for some of our health centers to really expand our current capacity and to do not only outreach but also enrollment in terms of the work that they do.


And it's really critical that health centers at this time because, you know, the future comes faster than we all think to really look at and review their complete financial systems and procedures and really look at that whole piece of the revenue cycle.

And what do we actually mean by the revenue cycle and what does that actually matter in terms of for health centers?


Well when we talk about the revenue cycle what we're really talking about is that every health center currently has policies for appointment scheduling, patient registration, care delivery, billing and coding, and accounts receivable.


Within each of those different activities and policies there lies opportunities to actually improve the quality of care, improve your own bottom line, and maximize the opportunities to provide more and better patient care.


There are also, you know, many opportunities with respect to the revenue cycle that relate to the patient centered medical home.


And I know you’ll hear from a couple of our participants about that opportunity but there are other initiatives that we’ll have that opportunity to actually help improve our overall healthcare delivery system.


And we really do recognize that as you’re looking at the financial aspects you also need to look at the service delivery aspect because they really do go hand in glove together, that you really need to look at this as a whole package and not just your financial system but you need to see how it relates to quality and vice versa.


In addition we did provide resources recently as Ethan mentioned for all of our health centers or for about 900 of our health centers to help them make some of those up front changes that they may need to make in terms of transforming their practice to become a patient centered medical home.


You know, we've talked to many health centers and clearly there is interest in becoming a patient centered medical home but they needed one a little bit of resources to figure out what to do and I think secondly to figure out what are the most important pieces to focus on first. And I know in particular I think Pete’s going to talk about that in terms of what they've done with their health center.


In addition we know that looking at the revenue cycle it's integral to being a patient centered integrated primary care system. And we really do we think have a great set of speakers today who will share overviews of the concepts of the revenue cycle and most importantly share their on the ground experiences in developing and adapting that revenue cycle to meet their needs and the needs of their patients and their communities.


As Ethan said though in order to ensure that each presenter has time to speak we’re going to ask you that you write down any questions that you have during the presentation and hold them until the very end after our last speakers from Hudson Headwaters.


Overall we hope you find this call informative and enlightening and encourage you to share your own individual success stories with your project officer as well as with Ethan Joselow in (Otech).


Ethan can actually be contacted at ejoselow@hrsa.gov. That's his email ejoselow@hrsa.gov or you can contact us on the BPHCTA Web site at bph - or yes bphc.hrsa.gov/technicalassistance
/trainings.


With that I give you (Julie Valasses). Thank you (Julie).


Hello?

Pete Leibig:
This is Pete. I'm still here. (Julie) are you there?

Ethan Joselow:
Uh-oh.

Pete Leibig:
She was there.

Woman:
The operator without getting (unintelligible).

Ethan Joselow:
We’re having a technical difficulty at the moment. So if you all could hold on we’re going to try to contact our operator. So just hold on for a moment. Maybe we can play some music or something to entertain you like being in the waiting room at a health center. So just hang on for one second.

Man:
A little practice management.

(Julie Valasses):
Hello?

Man:
Hello?

(Julie Valasses):
Hello?

Man:
(Julie)?

(Julie Valasses):
Yes I'm here.

Ethan Joselow:
Well great. Thank you (Julie). We’re sorry we had a little bit of technical difficulty. I don't know whether it's possible operator but we have a little bit of static on one of the lines.

Maybe we could close off all except for (Julie)'s so folks could hear her more clearly.


So why don't you go ahead (Julie) maybe you will fix that.

(Julie Valasses):
Okay.

Ethan Joselow:
Thank you.

(Julie Valasses):
Thank you. Hi. My name’s (Julie Valasses) and I'm a Consultant with Management Solutions Consulting Group and I've been a consultant for them for the last three years and I work with a lot of 330 grantees.


But before that for ten years I worked in rural health and for five years after that I worked in community health center for a total of 25 years in healthcare.


So today we’re going to talk about revenue cycle and its components. And believe it or not revenue cycle starts at scheduling and ends with the management of the accounts receivable payments and denial.


So when we’re looking at scheduling we’re looking at all the components whether you're using an open access schedule, a modified wave or a structured appointment type there are certain things that you have to have.

And those things are guidelines for your staff so that they can maintain adequate and appropriate scheduling, staff training. And of course you need to monitor your schedule, you need to look at your patient scheduling trends whether you have more patients in the afternoon, early evening, morning, teens versus adults and then of course because we’re all concerned with it, provider productivity.


Then after we schedule the patient we need to register the patient. And so with that patient registration again we need to have the proper policies and procedures in place so that we’re collecting the right demographics, UDS data collection, we’re getting copies of the insurance cards and verifying insurance eligibility and making sure that for our managed care patients we’re looking at that PCP designation and we’re reviewing benefits, what actual services are being paid?


This is the biggest part when I'm reviewing centers that we forget about that we’re not paid for the same things by the same insurance, especially commercial payers.


So with patient registration we want to look at the patient application. It's also the time that we initiate the sliding fee program and complete that application. We collect financial information, we collect family size, and we collect co-pays.


And this is, you know, this is an area where (ofteners) have issues. And the main reason that we have issues is because nobody is born with the ability to collect money.


So getting your staff to be able to collect that copay comfortably and talk to patients about finances comfortably takes staff development and training.


The next bubble in that revenue cycle is the provision of care. And this is really important. And with the access onset of EMR we've learned that, you know, provider coding and documentation really run that encounter.


And so we need to make sure that we have the correct template set up in our system, that we have smart phrases for the physicians to use, that implementation of new programs such as the Medicare initial preventative physical exam and the Medicare annual wellness visits have been set up in our system so we’re taking advantage of those programs, we’re developing provider coding profiles.

These are going to be really important as we move to ICD-10 because this is going to help us map those diagnoses codes most frequently used by our providers over into the new ICD-10.


We need to watch what's being free texted into that patient progress note. We need to audit it. And of course this section, the provision of care needs to be included in our QAQI program.

Because we need to be looking at the quality of services and identify new opportunities that we can provide to our patient population that we serve.


So with the provision of care we should have annual coding updates. They should get copies of the CMS updates whenever possible.


We should have policies and procedures that go over the progress note documentation. And providers need to understand the requirements for UDS reporting and other health center grants.


But on UDS reporting it's really critical that they understand what their marketing, what they're providing in that encounter is what we’re reporting and provides a snapshot of what our health center is doing.


The next bubble in the revenue cycle is billing and coding. And this is where the encounter actually gets edited.


So we’re going to review the evaluation and management codes. We’re going to be reviewing any procedures and other services that are being provided.


We’re going to add the necessary modifiers. We’re going to review the diagnosis codes to make sure that we’re using the right diagnosis codes for that provider because there are a lot of issues when that comes up.


We’re going to confirm eligibility one more time. And we’re going to post the counter within three days of service and we’re going to submit everything electronically because electronic submission of our billings really cuts down our days in AR.


We can go from 21 to 14 by simply making sure that all of our claims are submitted electronically.


So the last bubble in the revenue cycle is accounts receivable management. And that's a driven process.


So this process is driven by just all different types of checklists. So we’re going to receive the payment in it and post the adjustment.


We’re going to look at secondary claims if we need to submit them. We’re going to track denials and work them.

We’re going to resubmit claims. We’re going to determine patient responsibility. We’re going to send out patient statements as appropriate and we’re going to provide active collection processes be completed because we need to manage that.


And sometimes that is calling patients and making sure that they're aware that they have a patient responsibility.


So accounts receivable management is really clear communication with all critical departments.


So the billing department has to communicate with scheduling, with registration and the clinical department in order for this all to work.


And revenue cycle because it is a circle should be clear communications frontwards and backwards all the way around the circle so that everybody is included and we’re all on the same page. I like to say that it's a team effort to have good accounts receivable management.


I've given you some metrics in my slides about registration and accuracy of registration. So we'd like to make sure that you're accurate insurance verifications are at 85%.


That's, you know, the minimum goal. Of course our goals for all of this is 100% but, you know, in the real world that's not really always possible.


The percentage collection of co-pays at the time of service we’d like that to be 90%. But again that takes a lot of staff development.


And the percentage of sliding fee applications process correctly we'd like that to be at 95%.


When we’re looking at metrics for billing we would like to have 95% of all the claims submitted within three days whenever possible.


We'd like the percentage of clean claims to be 90. That means that we’ve submitted them one time and we received payment.


The days in accounts receivable aging we'd like that under 45 days because of the way that we do get paid.


But I know that because of managed care in some states that has been extended because manager care payers don't pay for 65 days.


Percentages to denials less than 5%, percentage of underpayments less than 5% and percentage of the successful appeals of denials we'd like it to be at 90%.


And then the most important thing is your percentage of claims over 90 days or your percentage of revenue over 90 days we'd like that to be less than 20% of your total revenue. And that just is really clean, you know, accounts receivable management.


So again accounts receivable management is teamwork. It's clear communication. Its identification of training opportunities for all departments affected and it's constant report analysis because without reporting, without reviewing that reporting you're never going to get to where you need to be.


So the policies and procedures that like to have from the front desk to the billing office really provides a strong framework for revenue and reimbursement management.


It provides staff accountability, it reduces errors, and it increases reimbursement. And that's really, you know, the basics for revenue cycle.


Now staff development is really important because this well trained knowledgeable staff reduces accounts receivable aging and increases reimbursement.


So of course we all have initial staff training for all of our new hires. But what I'm really talking about is I'm talking about continuous training at least annually for sliding fee scale, for all of the programs that you have.


But what I've found is that it's really more like every quarter we’re going over something because with Medicaid in almost every state it’s changing very fast.

And it's, you know, services are being reduced, services are being eliminated and so it's how well we’re communicating that with our staff.


So just in closing about revenue cycle one of the things that I'd like to say is that, you know, it’s scheduling and productivity, it's registration and eligibility, it’s provision of care documentation, it's billing and coding accuracy and its accounts receivable management.


It's continuous reporting and monitoring, its teamwork across all departments, it’s staff development in the form of training and information, and it's clear concise communication.


But two of the elements that they also asked me to include in this are the sliding fee discount policies because that is a huge part of what we’re managing on a daily basis especially in community health centers.


So I'm sure all of us are aware of the guidelines. And in case you're not I have it on the slide for you.


But when we’re looking at our sliding fee scale in our sliding fee scale policy we want to make sure that we have clear guidelines or qualifying for the discount that are clear guidelines, they’re clear guidelines on how the discounts are to be determined and clear guidelines outlining required documentation.


This just isn't for the patient. But this is for the staff also to make sure that we are providing the staff with all the tools they need to successfully complete that application and make sure that that patient is eligible for our sliding fee program.


So, you know, we need to have a procedure for verifying income and family size, for clear recertification process, how we update our sliding fee scales on an annual basis, making sure that we have all the required signage in our health center and making sure that our staff are trained at least annually because we change our skills annually, we should at least think about training our staff on an annual basis.


And so with that the best practices for sliding fee scale are a separate sliding fee scale application, a separate financial class for sliding fee scale participants.


This allows you to monitor, look at reporting, and really see how many patients other than waiting until UDS or running a UDS report. How many patients are participating gives you an easy way to monitor and audit your sliding fee scale, that we have signage posted throughout the facility, that we have a patient financial agreement that the patient actually signs understanding what they're requirements are for participating in our sliding fee.

So that goes back to that ability to pay, you know, versus, you know, wanting to pay, or inability to pay.


And then reminders to patients regarding co-pays and responsibilities when we’re calling them for appointments and recall.


The second biggest component that I see that sometimes we fail on is doing a fee schedule. And our fee schedule development for our health center whether it be our medical fee schedule, our dental fee schedule, or our behavioral health fee schedule which should be included in our medical.


You know, we need to make sure that we have a clear methodology for developing our fee schedule. And one of the things that we do require is that the fee schedule have a resource-based relative value scale.


So it's basically the true cost for your center whether it be medical, behavioral health or dental and that it's updated annually and that there’s a policy describing the method and the timelines for its development.


The current Medicare and Medicaid - you want to - some of the things that you want to consider when you're developing your fee schedule are your current PPS rates for Medicare and Medicaid, your managed-care rate for Medicare and Medicaid.


You want to look at your Medicare cost report and you want to look at your UDS report for your cost for medical encounter excluding lab, x-ray, and nursing visits.


This is going to help you really figure out what your cost, your true cost for center is and then to use that RVU or resource-based relative value scale.


And then the fee schedule development, you know, you want to look at utilization review. You want to look at CPT utilization by facility and then by clinician at least on an annual basis.


And we want to do auditing for accuracy as services billed. We want to make sure that all of the revenues that we’re providing, all of the services that we’re providing are captured for our revenue. And with that I'm done.

Ethan Joselow:
Thanks a lot (Julie). That was great. And there's a lot more information in (Julie)’s slides if everybody can go ahead and download those, have a look.


I think that was definitely a good introduction to what we’re talking about today. So without anything else I think I'll go ahead and turn it over to Pete Liebig.

Pete are you there?

Operator can we un-mute Mr. Liebig’s line please?

Pete Leibig:
Okay hello this is Pete Liebig. Can you hear me?

Ethan Joselow:
I can hear you.

Pete Leibig:
Okay good. Can everybody hear me?

Ethan Joselow:
We hope so.

Pete Leibig:
I'll presume so. I'm Pete Liebig. I'm the CEO of Clinica Family Health Services. We’re a fairly large community health center in Colorado. We do about 200,000 visits a year.


We are a level III patient centered medical home. And I sent some PowerPoint slides out so that you all could look at these. And I think if you could call them up it will help as we go along here. And I'll sort of callout what slide I'm on.


So the first thing I want to point out is that we do track our visits on an ongoing basis at the clinician level, the team level, the site level and the organization level.


And the measure we use is the number of visits per clinician per day. So in an eight hour day how many visits did a clinician provide?


If you go to Slide Number 2 you'll see a bar graph. And if you look at the blue lines on there you'll see a, sort of our historical pattern of productivity which is that way had a slump for many, many years in the summer.


We would see fewer patients beginning in about May and all the way through August our patient visits would be down.


Colorado's a nice place to be in the summer. The sun’s shining, the weather is great, there’s no flus going around and people basically don't show up.


And so we tried to develop a strategy around that and also with the fact that during flu season sometimes we’re overwhelmed with demand and then were really not able to give people the current disease care and other well care that we’re really committed to providing.


So we came up with this idea of managing that summer slump. And the way we did it was that we, during the summer we tried to call patients in for the chronic disease care and well care.


And if you look at the red lines on the bar graph you'll see that basically we eliminated the summer slump.

In fact August which had been one of our slowest months became one of our busiest months because of managing the summer slump.


If you go to the next slide you'll see a copy of what our registries look like here at Clinica. So for our high cost, high risk high incidence conditions we keep basically spreadsheets if you're not familiar with registries where our patients are the rows who would have a given condition diabetes, depression, et cetera.


And then across the top are all of the things that the evidence-based says that we should be providing to those patients.


So that's what our registry, diabetes registry would look like at Clinica. And if you go to the next slide you’ll see a little ruler we made.


So we can take that ruler and lay it over the registry and anybody on the care team can determine whether patients need to be brought in for things specific to their diabetes care.


And again we could do similar work around the other things we manage but I'm just using diabetes by way of example here.


So if somebody’s sitting at the front desk at Clinica no clinical training at all a front desk clerk could sit down with this registry and this ruler and determine which patients, which of our diabetic patients need to be called in during that summer slump.


So for example if you look at the ruler you'll see a number of things -- visits, blood pressure, foot exam, LDL, the A1C and the data of the last A1C.


And they can just hold that ruler up against the registry and it tells them whether or not that's a patient that they need to call in to get some follow-up care.


If you go to the next slide you'll see a picture of one of the ladies who works at our front desk using that ruler during her downtime during the day when she's not checking people in to make those calls out.


And so part of the principle here is to make sure that we use the members of our team to do everything they can do to support the team to be as productive as we can.


And again in this particular case it was to fill that summer slump and it worked great.


The next thing if you go to the next slide you'll see what a care team at Clinica looks like. So our - we have 13 care teams and each care team has three medical providers. That would be a combination of family docs, OGBYNs, we have a couple of pediatricians, nurse practitioners, physician assistants.


And then each team has - a nurse is the manager of the team, a case manager who helps manage our patient’s care, a behavioral health professional, usually a licensed clinical social worker or licensed behavioral health professional, two people at the front desk, somebody to help with medical records, and then have a referral case manager to help our uninsured patients make connections with specialty care and then make sure that that gets followed through.


All of those people if you can see that picture -- I hope you got these slides -- sit in an open work area where everybody can see everybody else from their desk.


So if a clinician needs a MA they don't need to go wandering around the clinic wondering where’s my MA. They can look up from their desk and see where they are.


Also so there docs are there. The nurse practitioners there. Everybody on the team is in that open work area.


And that work area is surrounded by exam rooms. And everybody also has line of sight to every exam room. We have three exam rooms per clinician.


So if a clinician goes into the exam room and a patient starts talking suicide they can flip a flag out. The behaviorist sees that they’re needed in that room. Behaviors can go up to that door, knock, go in, warm hand off from the physician to the behaviorist. Physician can move on to the next room and see the next patient.


So that the team members being together on a pod and its architectural plan that we use we really think makes a big difference.


In 2007 we took over a community health center in a neighboring community. And within about a year were able to raise the money and build them a new facility.


And when they moved into this arrangement rather than the old-style everybody's got an office off in the corner someplace arrangement they immediately picked up about two visits per clinician per day just by being in this kind of arrangement.


The next thing that I'm going to has Jenny to talk about, Jenny Dohrmann is our Chief Operating Officer and is really an expert in Advanced Access Scheduling.


And if you go to the next slide it’s Jenny's favored picture and she’ll talk a little bit about how we do our scheduling to be more efficient.

Jenny Dohrmann:
So I can't emphasize enough how important it is to have I think what most people are familiar with as advanced access in order to help our providers be as efficient as possible.


So when our schedules are open the whole care team is able to better support the providers and make it easier to see more patients per day.


And this slide just shows what it feels like when we don't have advanced access. So if our schedules are booked out too far it means that if you can imagine the demand for appointments like a cloud of water drops and the supply at the bottom of that tank, if our supply does not equal are demand or we don't have enough appointment slots to meet the demand or request for appointments then we end of saying that our staff is treading water in this tank.


So if our call center can’t book an appointment they're going to send a message to the Care Team. And then the care team is going to start becoming really inefficient, negotiating with patients, playing phone tag with patients, negotiating with providers about where we can fit them in and how we’re going to see them. I mean it's a lot of non-real work.

So we worked really hard to make sure that our schedules have enough appointment availability, that the call center can book all of the appointments and our care team can focus on taking care of the patients when they come in.

We’re only calling patients that are receiving care over the phone but that don't need an appointment.


So it's just one of the ways that we help optimize our care team and make sure that everybody is working to their full scope and not doing non-real work.

Pete Leibig:
Another thing we do a lot of here at Clinica again in the next slide is we do a lot of visits in groups.


So instead of the patient coming in, checking in, going to exam room with a clinician and getting that one on one care we might have six, eight, ten diabetics all arrive at the same time and we - our facilities actually have group visit rooms.


So this will be a room that's large enough for a meeting of up to 20 people. And in that room will be an exam room, a bathroom, and a small lab.


And the diabetic patients can come in. There’ll be a clinician there and frequently a social worker, health educator, case manager, other staff. And we might care for as many as eight to ten diabetic patients at a time in that setting.


What we found is that the patient's like it better. The ones - by the way you don't have to be in groups. But the patients who do it prefer it.

The providers actually now prefer doing care in groups. Our outcomes are actually better for the patients.


Their hemoglobin A1Cs drop faster and our diabetic patients who are in groups, our low birth weight rates are lower for the pregnant women who get their care in groups. And we provide more visits with fewer people when we provide care in groups.


So one of our clinics that’s really gotten great at this and does a lot of group visits sees almost two visits per clinician per day more than our clinic that does the least of this. Obviously we’re trying to get everybody going but it takes some time to do it.

So it's something that was developed by Kaiser and we really think it's an effective way to both improve quality, outcomes, and productivity. The - do you have anything to add to that Jenny?

Jenny Dohrmann:
No I would say the only thing we also use groups during certain seasons like back to school or cold and flu where we do bring people with similar needs all in together and we can really almost just double our productivity by grouping those types of patients together. So we do that as well.


We really try to make an effort also in the groups to have one physicians patients or one practitioners patients be in a group together because rule number one here at Clinica is continuity.


We think it's the single best thing we can do for both productivity, revenue, quality of care, customer service, et cetera.


So we are crazy for continuity. And the data around continuity -- we've done a lot of research on this -- shows that patients who see the same clinician each visit have fewer visits to the emergency room, higher satisfaction. They get more preventative services that they’re needed, there’s better office efficiency. And I'll talk a little bit about that and then fewer repeat appointments.

If somebody comes in and they’re used to seeing Dr. Smith but this time they see Dr. Jones and Dr. Jones gives them advice they might not trust Dr. Jones and then they're going to want to come back and have another appointment to see Dr. Smith to make sure they got the right advice.


So we think it's much better if they see Dr. Smith in the first place and put a lot of emphasis on this.


Also if you're a clinician and you are seeing patients you know and they know you, you're able to see more people.


They don't have to retell their old story. You know what happened at the last visit or at least when you look at your note your memory is jogged better and you can - you don't have to spend as much time with the patient and so you can keep moving through your schedule.


If - the last slide sort of shows our progress over the last year. Our goal is that 70% of the time patients will see their primary care provider.


While it'd be nice if it was 100% of the time believe it or not we let our clinicians take vacations and go get training and that sort of thing.


So patients can't always see their own provider. But then if they can’t we want to make sure they end up on their pod.

So it's the same front desk, the same medical assistant the same nurse the same behaviorist and one of just a team of three clinicians seeing them.


And you can see there that we've moved from about 45% to almost a little over our goal of 70% patients seeing their primary care provider at every visit.


And then we moved from about 70% of patients on the pod to over 90% on the pod so we’re really doing well on that one.


I think that's about all I have to say. I think all of those pieces together allow us to provide much higher quality care we believe. And I have some evidence to demonstrate that and also be more efficient in our care.


Here in Colorado we’re moving to an accountable care collaborative through Medicaid. And we’re starting to make that move towards getting paid for quality instead of how many widgets can we cram through in a day.


And we really think our work in the areas I've talked about are going to pay off when we start getting rewarded for the total outcomes for our patients.

And that's all I have for now. I will be glad to answer questions later.

Ethan Joselow:
Thanks a lot Pete. Thank you Jenny also. It's definitely interesting to hear about what you guys do.

I really appreciate hearing the low tech solutions like the ruler. I think that that's something that's easily adaptable everywhere and, you know, I think there's big benefit to it.
Pete Leibig:
The piece of it, the ruler is very cool but the coolest thing about the ruler is it allows a person at the front desk to make decisions about when diabetic patients need to be brought in for care.

Ethan Joselow:
Yes that's seriously empowering to everybody.

So we’re going to shift gears hereto the folks at Hudson Headwaters in upstate New York. And what they're going to be talking about is more about billing and coding and payors. And so it's a little bit less about the workflow on the day to day.


I think that they have a lot to say and I'm not going to take up any more time. So (Trip) if you want to take it away it’s all yours.

Chris Tournier:
Actually it’s going to be Chris first.

Ethan Joselow:
Okay Chris.

Chris Tournier:
So I'm Chris Tournier. I’m, the CFO for Hudson Headwaters Health Network. We for those of you who know us and those who don't we are in upstate New York in the Adirondacks.


We have 13 locations. Actually our 14th is soon to come online in about six weeks. We have about 60,000 to 70,000 unduplicated patients.


We do about 260,000 encounters per year. Our payor mix standpoint we’re about 50% commercial and then 50% Medicare, Medicaid and the underinsured if you will.


Currently we have a information system called Athena Health. We actually changed to that system a little over 2-1/2 years ago and it's definitely been a bonus for us.


It's a great product. It's both our billing, collecting, and EMR platform. So it is all interconnected.


And I must say (Julie) did a great job because I was going through her review I also labeled out some of our metrics and probably will go over those.


But to take you through the process what we had done going to Athena was we started with the collector processor or the billing.


And Athena is well known in the commercial sector but for the FQAC we were actually the first to go online.


So we had some teaching to do on our part for them but also we were able to take advantage of their billing expertise on the commercial side.


Many of the back office or accounts receivable management functions actually reside within Athena.


So when we talk about receiving payments and secondary insurance claims and denial tracking much of that is done in their back-office.


And in fact by switching to them we were able to reduce our staff by 17 biller collectors it. We currently have a staff of five for our entire volume.


So not only did by switching we increased our revenues but we also decreased our costs from that perspective so it was a big win on that end.


Because we are 50% commercial-based we spent quite a bit of time contracting and working with our commercial insurers on contracts that typically last about two years that including inflationary adjustments.


And we heavily tweak the contractual language to make sure that we are paid services that we provide. We spent quite a bit of time on that again to protect the services that we are providing.


Within Athena it allows us to do many things. It - because it is a rules-based logic we are able to build in a certain rules so that bills go out clean.


And in fact in (Julie)'s presentation she had the percentage of clean claims the benchmark or metric would be 90%.


We’re not quite there but we’re at 80% so many of our claims will go out clean the first time and be collected. And the rules-based logic allows for that.


Secondarily if the claim is not clean we’re able to put a hold on that and fix it within a relatively short period of time so that it does go out and has that particular logic.


Again from a metrics percentage of claims submitted in three days 95%. We actually are at 100% within 2.6 (days) so it allows for a fast turnaround.


Our days in AR currently are at 48. They've been as good as 37. And we never - we don't expect it to be in the low 30s in a traditional practice but we've had a few issues that we've had to hold claims for. And again it allows for that.


So 48 we should be more like 39 and we’re working towards that. Percentage of denials, the metric is five we’re - we hover around six. And again Athena is able to help with that.


Percentage of underpayments, the benchmark is five, were around two to three. The other piece that I will mention that we spent quite a bit of time on for the regulation reasons is that we also look for all of our (over).


And it includes both Medicare and Medicaid as well as commercials. So we do spend quite a bit of time making sure that we are in compliance.


From a percentage of claims over 90 days we actually go by a different metric which is six months. And within the six month period 96% of our claims are closed. So we have some stragglers but we’re always looking to improve that.


Several of the other things that we look at monthly because we try to drive these finances and accounts receivable management revenue cycle if you will through metrics we also look at our - the percentage of holds and why the holds exist on our end.


So is it a coding issue? Is it a payer issue? Is it a credentialing issue? So we categorize those and then work them as needed typically by the dollar amounts. And again I'm going to try to address any trends that may occur.


We also look at our coding monthly and the coding trends. Athena gives or provides good benchmarking against the CMS benchmarks as well as within Athena.


So we look at that and see where we can improve encoding and then we bring it down to the provider level and try to educate or reeducate as needed.


We also will look at TML by rotation and by service to understand where we can improve. And that's done more or less quarterly.


So we’re always looking to improve that process and see where and when we can address the situation before it reaches a stage that, you know, it may be difficult and reach the, you know, a negative impact to the financials.


And finally I would say that policies and procedures, we continually look at our revenue cycle policies and procedures and actually modify them as needed.


In fact we look at our - we do an internal piece of collections but we also send uncollectible accounts out.


And we’re always looking at better ways to address that and see if we can’t increase our collections from that standpoint.


So in many ways as I said (Julie)'s presentation was excellent and we are following many of those metrics and measures daily to hopefully drive our financials. Trip would you like to add anything?

Trip Shannon:
Just my (unintelligible). That would be all.


My name’s Trip Shannon. Again just to follow-up on some of Chris's points, the one thing that has been really beneficial about us building up this infrastructure a good part of which as he mentioned is outsourced is really now enabled us to take advantage of other opportunities because we get this core infrastructure that works twice.


So for instance our group has its own hospice program where we do a lot of nursing homework where we’re - we look more beyond the traditional exam room and health center.


We do a couple of correctional institutions, occupational medicine, are starting to, based on the need and what our medical home discussions are developing getting into some specialty services. We’re the only infectious disease physicians for instance in about a five or six county area.


And by having working with (unintelligible) we have an instant degree of expertise in these areas particularly for instance a physician practice ID.


We didn't know anything about billing ID. You know, we bring them on and instantly we have someone who can help us learn that process with Athena.


Stepping a little step back here bit a little bit more about how we utilize some of these on a centralized basis some of the sources take advantage of the EMR and practice management system and also talk a little bit about care coordination and some of the places that are, changes that have taking place particularly with financial opportunities with care coordination and medical home pilots.


As Chris mentioned we have 13 sites soon to be 14 and they really vary. First of all we’re spread out over about 4000 square miles.

And we have sites that do 4000 visits a year and a number of health centers that do nearly 50,000 visits a year.


So we literally have three exam rooms sites. Our newest site that’s is going to open here in six weeks is going to have over - almost 20 exam rooms.


So it's really they're all over the map which has posed challenges. For instance the big example that has popped up is the whole referrals management.


Every one of our sites uses to manage their own referrals management as all you know is primary care providers. The bulk of that plays with primary care.


And we would have the sites with 50,000 visits would have full-time staff doing that all day eight hours a day just managing referrals management.


And the part-time the smaller sites, you know, we would hope nurses or receptionists could carve an hour out of their day to get that done.


And then in terms of continuity and training and standardization it was really a challenge. And then you throw in employee turnover and it was, you know, even more so the challenge.


So once we went on our EMR had been up and running about three or four months and had a comfort level with that we started looking for opportunities to really take advantage of the system.


And this was one of the first ones. We piloted a couple of our sites kind of went to gather. And we piloted one referral person doing all the referrals for I think it was two or three sites at once and, you know, standardizing the practice, creating the relationships with the payers, understanding that the keywords if you will, the buzzwords in setting up the referrals, understanding the test and everything else that they might have been setting up a referral for.


Obviously it was all computerized. It was in the EMR. Their EMRs like most of them they track the referrals.


And we just found it to be just a huge advantage. I think the physicians were initially just stunned it would never be as good a service as they had in their own little individual health center.


But we quickly turn them around. And now where before we had if you will, 13 different places doing their own referrals now we have one site, actually our administrative office where three to four people manage referrals for the entire network.


And again they’re better trained, they understand the payers better, just a whole greater sense of effectiveness. And it certainly has been more efficient for us.


And we have a little bit of a history of this. We do other things centralized. We've had centralized staffing and including provider staffing for many, many years let alone the usual corporate, you know, fiscal services HR and everything. We have one of everything for our nearly 14 health centers here.


So we have taken advantage of that. We anticipate there'll be more opportunities. We try to pilot them before we take it full blast to all our health centers.


And we think over time it might vary depending on the size of the health center as to their needs, but nonetheless we continue to look for centralized opportunities that we think are not only cost issues we think in the end it also provides a better service.


Certainly we've seen that with referrals which ties back into the whole revenue cycle and we’re getting paid for things and it's easier on the specialist, creates a better relationship all the way around.


I'm now going to transition a little bit to take care of coordination and some financial opportunities there.


Hudson Headwaters teamed with two hospitals in the Adirondacks. This is about five years ago now and concerned about the concepts of actually losing primary care in the Adirondack region.


There was - turnover was happening including to the FQAC after years of actually very little turnover with really deep concern on everyone's part as to whether those could be replaced.


Whole generation of physicians in their 50s, late 50s early 60s and of course as you all know much smaller numbers going to primary care in terms of the training program.


So these discussions also we took directly to the state of New York. There has been an inspection by New York State Department of health which is a large organization of bureaucracy in New York that they were interested in talking to groups about a different way, a different model of doing things.


And surprisingly and to their credit the commercial payers had been saying to us after a couple of really brutal negotiations as Chris had mentioned were aggressive with the commercial payers and there was some threat terminations a couple times.


And in fact Hudson Headwaters did recently terminate a large pair, AETNA actually.

Man:
AETNA yes.

Trip Shannon:
But going back five years to the beginning of these conversations and we were able to sit down with the state of New York and these two hospital partners and propose what at the time was a new concept to us, the patient center medical home.


It took over two years to negotiate the terms and the expectations. But it started January of 2010. It is a multi-payer pilot known as the Adirondack Medical Home Pilot.


It's a five-year pilot. It has over 200 primary care providers that includes mid-level. It is managed on the provider ran and by those three institutions, Hudson Headwaters and two hospitals who went and formed a company together called Adirondack Health Institute not-for-profit 501(c)(3).


We are - represent the providers in negotiations with the payers. Every payer in our region who has more than 2% of the marketplace is in, so virtually everyone's in.


New York State put Medicaid in and managed Medicaid. New York State public employees are in. And after a competitive process New York State was awarded one of the CMS innovation projects advanced primary care so Medicare is now in our pilot.


So for all practical purposes it's an all care pilot. Many physicians within the pilot have over 80% of their patients covered by the pilot.


And when I say covered we treat everyone as if they’re in the Medical Home Pilot. But we get additional compensations for those where the insurance companies are participating.


That compensation was negotiated at $7 per member per month. So in terms of additional dollars for Hudson Headwaters alone that approach is just over $3 million a year.


At the current time the state of New York has also got an RFP out for what they call Health Home Services.


And this is a CMS waiver. And this is a services care coordination services for the most high risk patients covered under Medicaid and managed Medicaid.


The initial state data suggests that approximately 15% of the Medicaid population will qualify. The state and health plans will actually identify the patients.


They'll be typically, they'll be folks with multiple chronical illnesses, persistent mental health problems, HIV-AIDS, and folks - and some aspect of long-term care.


We’re estimating for our region -- this is not just Hudson Headwaters supplying this data at Adirondack Health Institute -- we’re estimating between 3000 and 4000 patients.


The dollars are for care coordination only. But the dollars range from $80 to $280 per member per month for additional care coordination services.


The range of services depends on where the patient is classified as an intensity level one through three. And that's determined by the state and the health plan.


For Hudson Headwaters we can envision potentially another million and a half or so dollars so that in total our care coordination dollars will be approaching $5 million a year.


With these dollars again back to the use of centralized services, we support our - basically our health centers and our patients.


One of our goals is to free up our providers and nursing staff at the health centers to just be able to concentrate on the patients.


So really we developed programs around that as part of our medical homes to support that.


The EMR obviously allows us to do things we couldn't have done paid for just a few years ago. And we just went again, EMR we went in 2010.


We have a number of centralized functions within this usually managed by RNs or patient advocates.


Our programs include chronic disease management, preventive disease management, preventive management.


This is typically phone calls often pre-visit phone calls making sure folks who are in our product disease registries are aligned with the things, the evidence-based guidelines and make sure that, you know, for instance did they get their lab work drawn before? Are they going to be able to make their visits? And certain categories of patients we consider higher risks, do they have a ride to visits, these types of things, do they have the transportation?

We also have a transition care program. All of our patients who are discharged from acute care, and again we have our own hospitalist program.

Our group is managing 70 to 75 patients a day in the hospital. We - they’re automatically in transition care, typically are followed by phone although we also have our own home visit program that they can tap into for the very high risk patients, for instance patients with dementia and no family support.


But we follow it by phone within 48 hours of the visit. Do they understand their meds? Do they have their follow-up visits, do they understand red flags for their symptoms for their diseases?


We’re on the - that's (probably) with the hospital we’re about to introduce that to the nursing home patients and are likely to introduce a full-time person actually to work in our hospital service just to deal with discharge instructions that we just don't feel they get - it's not good enough currently at the hospitals themselves.


Also essentially just want to mention one or two other things. We have a fairly large 340B program and that helps run pharmacy assistance.


So besides our patients who are on our sliding fee any physician or provider in our group if they're putting a patient on a high cost drug where the pharmaceutical manufacturing firm makes that drug available for low income patients we by just a couple of clicks in the EMR can send that information to one site within our group.


Someone with special software does all their homework, calls the patient gets the income information -- those types of things.


We'll apply online to the pharmaceutical firm and if approved those drugs will be drop shipped directly to the health center that's engaged.


For typically for us in Headwaters we distribute over $1 million a year with this program on a program that costs us probably about $50,000 in salaries a year.


So to say the least a program well worth having, ties into a medical home. People use, stay on the meds, use the meds, not having the money to pay for it is not an issue there.


The last thing I will mention is that obviously we’re looking for more things to do in the future. We think everything will be data-driven I think as most people do and we’re looking for more comprehensive data services.

Our medical home pilot with our partners in Adirondack Health Institute is developing two large data warehouses and we can see a lot more very comprehensive data mining taking place.


This includes claims data from the payers in the pilot. So we really do envision a much deeper comprehension than we currently have on risk stratification for our patients.


Those things are not likely to take place at the Hudson Headwaters level. They're likely to take place at once again it's Adirondack Health Institute.


But nonetheless something that'll feed directly into our patients, will feed into our EMR, and to our care coordination staff and become full circle in terms of our ability to really manage these patients and we hope in the long run provide the basis for a game sharing opportunities or at least associating those opportunities with the payers in the future. And I think I will stop there.

Ethan Joselow:
Okay. Thank you very much Trip and thank you Chris also. It's really interesting to hear about how you’ve work the relationship between your health center and other providers and state and third-party payers. And yes I think there's a lot there for everybody out there.

So at this point we’re going to switch over to the question and answer section of this session. And so I'll ask the operator to queue our participants.

Coordinator:
Thank you. At this time if you'd like to ask a question please press Star 1 on your touch-tone phone and record your first and last name so that you may be announced.


In order to withdraw your question you'll press Star 2. Once again if you’d like to ask a question please press Star 1 on your touch-tone phone and record your first and last name so that you may be announced. One moment please for our first question.

Ethan Joselow:
Okay actually I think I'll go ahead and kick it off with a question I received over email a couple of days ago. That'll give people time to get in the system there.


So this question is from Jim Beaumont, San Mateo Health Center. And he asks as a 330 grantee a health facility qualifies to be an FQHC.


For Medicaid this seems pretty clear-cut. It’s advantageous to do so but what about Medicare?


If a facility has a hospital and clinic system is it ever more advantageous to register for Medicare reimbursement as something other than an FQHC, possibly as a short term hospital?


In other words is it always financially beneficial for a facility to register for Medicare as an FQHC if they're eligible to? So is there anybody among our speakers who thinks they could speak to that?

Pete Leibig:
This is Pete Liebig and I'm - somebody may have better answer but the FQHC Medicare designation as far as I know only provides the FQHC patient payment for a facility, an outpatient visit in a facility within your scope of service.


So if you're providing hospital services you would bill that on a Medicare fee for service basis anyway.


And at least we believe that the - our FQHC payment for Medicare or outpatient primary care is a higher payment than we would be getting if we billed it on a fee-for-service basis.

Chris Tournier:
This is Chris. I would - with this question I think you'd have to run through the numbers to be sure because oftentimes here a hospital can bill both the - a facility charge and then if the professional or the physician is providing the service can bill a professional charge as well.


There are a couple of caveats to this though. And if you're true 330 grantee FQHC and not a look-alike you do get the malpractice advantage through FTCA.


So it really becomes something that you’d really have to run the numbers on and put it against the volume that you would have.

Pete Leibig:
But correct me if I'm wrong. That hospital visit could not be billed as a FQHC visit anyway?

Chris Tournier:
That's correct. It would have to it would not be an FQHC.


So if the question is is it always advantageous to be an FQHC again I think you’d have to do the comparability.

Trip Shannon:
Yes this is Trip again. There might be a circumstance where they FQHC is tied corporately with for instance critical access hospital or something. I think you'd have to make sure for lack of a better term where you can get the best deal.


Hudson Headwaters is a freestanding FQHC with a very large Medicare population and where we do through application of Medicare we bill our health center visits with FQHC visits. But that's certainly for us it is worth it.

Chris Tournier:
It is. Yes it's worth it or comparably to a traditional physician model it is definitely a better model, no question.

Ethan Joselow:
All right well thanks a lot for that answer. That was really thorough and great. So I think we'll open up the phone lines and see who has question out there?

Coordinator:
Our first question will come from (Michael). Your line’s open.

(Michael):
Thank you very much. This is a question perhaps to (Julie) but maybe the others as well.

We’re having a challenge with patients who we've processed through our sliding fee scale application to determine they have an ability to pay.


And some are, you know, basically all right saying I'm entitled to this service and I'm refusing to make payment or just have trouble even working within a payment plan that we've established with them and their first party balance is increasing and feeling like we’re stuck with little leverage to, you know, set some limits.

They informed that we are not able to discharge from - them from the practice but we need to continue to provide emergency care for them.


And when we talk to providers, you know, patients who may be challenged with diabetes and comorbidity with other diseases determining whether it's an emergency or not can be a risky issue.


So we’re feeling sort of stuck and wonder what others are doing to help manage so we don't have that increasing third first party balance from folks who are on a sliding fee scale.

(Julie Valasses):
Well I'll just answer it and then I'm sure the two other centers will have some answers for this too.

But one of the things that we tried when I was in the health center is we would bring those patients back in when they came in for their visit and they, you know, they felt they were entitled the first thing I heard is that we were a free clinic. And then, you know, we had to discuss that.

But it's really sitting down with the patient and finding out what change - what might have changed in their financials, you know, what medications they're paying, kind of going through what their monthly expenses are because sometimes our patients are paying for things that we have no idea that they're paying for with medications for I think the last time I looked at it cost about $3500 for a diabetic, $3500 a year for a diabetic to manage their diabetes with medication.


So, you know, we really need to look at what's changed in their financial and can they really pay for this or is there really a financial need and they really just can't make that co-pay?
Pete Leibig:
But I think part of the question that I don't know the answer to -- this is Pete Leibig -- is if they are within the federally defined sliding fee scale category...
(Michael):
Yes.

Pete Leibig:
...and they just, you know, it's nice if you can sit down and talk to somebody and they'll say oh okay well yes I'll pay.


We certainly have patients who just tell us to drop dead.

(Michael):
Yes.

Pete Leibig:
And I guess I'm interested Jim I don't know if you're still there, is there in fact a federal requirement that says you have to continue to see that patient regardless of whether they tell you to drop dead?

Jim McRae:
I think that, you know, we do some of those, you know, meeting with people and working on a payment plan.


And I tell my staff if someone's willing to pay us $1 a month it shows they're willing to carry some of that responsibility.


And people say yes, yes I'll do that and they walk out and you don't see them again for three months you don’t see any payments. And they come back in again and say no this is a free clinic and we explain that it's not and so on and so forth.


So I agree with that second comment. What if they ultimately still say, you know, in many ways drop dead, I'm not paying but schedule me for another appointment?

Pete Leibig:
We in our clinic in the People's Republic of Boulder we actually have people who say that to us.

Jim McRae:
Oh my.

Chris Tournier:
Yes this is Chris. Up in New York we continue to see that patient because, you know, we see the patient regardless of the ability to pay the bill.


You know, we do put it through our normal collection efforts though then we do sit down with the patient's and assist.


As Trip mention, you know, one of the - those situations is, you know, free drugs and so on. So we do everything we can to assist the patient. We do continue to see them. But we do expect collection as well.

Pete Leibig:
The other thing I should probably point out really unique to us is we really bend over backwards in quitting at some point, just not pursuing the money.


But more than half our health centers we have agreements with the town where the town really owns the building.


We maybe found the money to build the building but they own the building and they’re supporting the building. In fact they pay our utility bills and things like that.


So we have literally, you know, expense free facilities in a number of places. So our obligation to those towns is pretty unique.

And we’re they'll have to threaten one of our employees before we turn people away for that reason.

Ethan Joselow:
Okay well thanks a lot. And unfortunately Jim has another commitment he had to run off to. But I do know that there is a sliding fee scale guidance forthcoming. I can't say when but there will be some information coming out about possibly how to handle some of those issues.


So if we have another question?

(Michael):
Thank you.

Coordinator:
Yes we do. We have another question from Rick. Your line’s open.

Rick Clark:
Hi. This is Rick Clark from Lifelong Medical care. And I was curious on the productivity showing visits of around oh, 17 to 17-1/2 visits per day.


That's all about what we run. But it seems low compared to what we would expect because of what we've seen in private practice and when we bring in new physicians.


They typically see many more than the kind of numbers you're showing per day. And I was wondering if you have look at the appropriateness of those expectations?

Pete Leibig:
Well as we all know -- this is Pete Liebig and those were my numbers -- the question of visits per clinician per day is a difficult topic in any practice particularly if the physician’s income isn't directly related to that.


The way our schedule works is we have 20, 20 minute slots per clinician per day. Everything's 20 minutes.


And we have one slot blocked for a team huddle during the day. We do have clinicians who will see up to 20, maybe 21 a day.


We have entire pods that run close to 19 today. A lot of our productivity is brought down by the fact that we've grown fairly rapidly and we bring in - we hired a lot of new clinicians fresh out of residency for example. It takes them a while to ramp up.

And that's a combination number of both our physicians and our mid-level practitioners.


But if you didn't double book anything which you try not to do and a clinician or Clinica saw every patient in their schedule every day the best they would do is 19.

And our clinicians feel strongly that that is a manageable workload and that's where we are.


From a financial perspective would I love doing 30 a day? I would? And I'm not, you know, there’s the continuous argument of where does quality try to start to drop off? The agreement we've come to is it's at 20 slots a day.

Rick Clark:
Okay. Okay thanks.

Ethan Joselow:
Thanks a lot. And we had one question here in-house about what time your providers get going in the morning and how that plays into how many you're able to see over a day?

Jenny Dohrmann:
This is Jenny from Clinica. You know, we actually allow fairly flexible schedules. I mean our clinics open at 8:00 in the morning so most of our providers start seeing patients around 8:00 or 8:20. And then we have some evening hours as well.

So it doesn't matter so much when providers start but they typically, you know, depending on their FTE can put their slots, you know, in a morning session, afternoon, or evening.

Pete Leibig:
And so it's not a day if your question is well if you had 12 hour days would you see more per day? The day is two four hour sessions.


So the way we count the day is it's eight hours in the clinic. And adding hours on would just mean that we, the ratio would change if that makes any sense.

Ethan Joselow:
Okay. Thanks a lot. Let's go ahead and see if there's any more questions out there.

Coordinator:
We have a question from (Louise). Your line’s open.

(Louise):
Hi. This has been very productive. Thank you very much to everybody. I was - logistical questions, are their slides for the last two speakers?

Pete Leibig:
Yes there were slides...
((Crosstalk))
Chris Tournier:
There was no slides for Hudson Headwaters.

(Louise):
Yes. That's the one I was looking for. Okay. Thank you.

Ethan Joselow:
Sure.


Do we have any other questions on the line?

Coordinator:
We do have another question but that person did not record their name.

Ethan Joselow:
Okay.

Coordinator:
I'll go ahead and open up that line.

Man:
Hello?

Ethan Joselow:
Hello?
Man:
Yes. I was curious what other people are doing about writing off claims how, long they leave them on the books before they write them off and if they apply for Medicare bad debt?

Chris Tournier:
This is Chris up in New York. Our days of collection are 223 days. And it's about half in-house between (Acina) and our billing collection and the other half is a collection agency.


At 224 days we actually write it off. And the reason why is consistency across the board so that we can take advantage of the Medicare bad debt.

Coordinator:
Our next question will come from (Robert). Your line’s open.

(Robert):
Hi. So on those eight hour days do you carve out any time for administrative time?

Pete Leibig:
This is Pete Leibig again. Yes we do. So if you do the math 20 slots 20 minutes top of my head I can’t give it to you.


I think that's six hours and 40 minutes of appointments which leaves a hour and 20 minutes in the schedule for something other than the scheduled appointment.


Generally our folks use that to catch up with their charting. And in fact generally if you walk through the clinic at the end of the day after supposedly the day is done you will find clinicians still following up with the patient's they saw that day.


In terms of administrative time each of our clinics, we have fairly large clinics range from 20,000 to 50,000 visits per year.


Each clinic has a clinic medical director who has a portion of their time blocked for administrative work and leadership. And then of course we have a vice president of clinical affairs who's almost entirely administrative.


But for our general nurse practitioners and physicians you can do the math. Take 20 minutes times 20 slots and what remains in eight hours is not scheduled to see patients. Did that make sense?

Man:
(Unintelligible).

(Robert):
Yes thank you.

Ethan Joselow:
Okay I think we have time for me one or two more questions here.

Coordinator:
One moment sir. And it looks as though I'm not showing any further questions at this time.

Ethan Joselow:
Okay well if there's nothing else we’ll go ahead and just wrap it up. I'm going to go over a couple of resources that we have here at HRSA for folks to have a look at.


The first is the payor primary health care user friendly Grantee Technical Assistance Resource page for financial management.


There is quite a few resources that are up there available for you to have a look at. And, you know, we consider them to be really reliable sources, valuable to the work that you're doing.


And those are at bhpc.hrsa.gov/technicalassistance/tatopics/financialmanagement.


The Quality Management and Improvement page also contains links to several valuable resources related directly to practice management. And those are accessible at hrsa.gov/healthit. Actually that's it.


The Office of Health Information and Quality, Health Information Technology and Quality really has dozens of resources dedicated to the process of using HIT and other health center data like practice management data to improve financial decision making including information and advice on transition to ICD-10.

And really OHITQ as we call them, is a really great resource. And just they have well over a dozen Webinars to have a look at and that's that same URL hrsa.gov/healthit.


Also the National Association of Community Health Centers, a cooperative agreement that we manage at the Office of Training and Technical Assistance Coordination has several recorded training sessions and publications about financial management and a wealth of resources on a successful health center financial practices.


So if you want to go to nac.org and have a look at their complete list of trainings it's complete-list-of-trainings.cfm. You'll see more information there related to this topic and anymore.


So last but not least I want to thank the speakers. And I think that we've heard a lot of good information from everybody.

And I've certainly learned a lot just listening to what our health centers are doing and some of the strategies that are going to really help us all adapt to these major changes that are coming down the road, things that are going to make us have to negotiating and collaborate in ways that nobody thought were possible maybe a couple years ago.


And I think we'll wrap it up. The last thing I'll say is that anybody who wasn't on the call and if you know somebody who wants to listen to a replay it'll be available for a year at 1-888-562-6154.


And this information and also a transcript of the call is going to be on the BHPCTA Web site shortly after. We’ll probably get it out tomorrow morning.


So without anything else I think we'll call it a call and that's it. Thank you very much for joining us this afternoon and have a great evening.

Coordinator:
This will conclude today's conference call. You may now disconnect.

END

