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How can you foster teamwork
when you aren’t “the boss”?
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ethinking who does what” is not only a strategy for reducing
work after clinic — the subject of our cover story on page 10 —
but also a critical step in implementing the quality initiatives
described in so many FPM articles, including several in this issue. Kevin
Fiscella, MD, MPH, and colleagues describe the necessity of approaching
screening for patients’ prescription cost concerns as a team effort that
benefits from the unique rapport that often develops between staff and
patients (page 5). James Dom Dera,
MD, describes the value of incorporating the perspectives of staff
What if your “team”
when determining patient risk
levels for risk-stratified care manis just a group?
agement and the commitment to
quality that results (page 21). And
Neela Patel, MD, MPH, CMD, and colleagues describe how nursing staff are
the linchpin of a workflow for transitional care management (page 27).
In each of these cases, quality of care, patient satisfaction, and physician satisfaction depend on the contributions of engaged staff working in
care teams. But what if your “team” is just a group, not so much teammates
working together as co-workers working side-by-side? What can you do to
optimize the roles of staff when “delegation” seems presumptuous because
you’re not “the boss” and staff seem entrenched in the status quo?
You can take an important step today to set the tone for collaboration
simply by encouraging insights from the clinical staff you work with and
being open to adopting them. More than just an aspirational concept,
according to the AMA Code of Ethics this is among physicians’ ethical
obligations as leaders within health care teams. 1
So ask the medical assistants, nurses, and others you work most
closely with what opportunities they see for improving patient care.
You may have to ask the question several times, in different ways, but
eventually they will realize that you value their opinions and see them
as vital members of the team. If you do this, you’ll be well on your way
to establishing the core team values the Code of Ethics describes —
honesty, discipline, creativity, humility, curiosity, and commitment to
continuous improvement.
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A Practical Approach to Reducing
Patients’ Prescription Costs

A single screening question and an arsenal of
cost-reducing strategies can help you help your
patients afford their medications.

P

atients are increasingly concerned about growing out-ofpocket prescription costs.1 In 2017, the United States spent
$1,025 per capita on prescription drugs. 2 High prescription
costs are a leading reason why patients do not take their
prescribed medications, resulting in avoidable emergency department visits and hospitalizations. 3-5 High prescription costs can further affect patients’ ability to pay rent and other bills, and to
purchase food.6-8
Despite the impact of prescription costs on adherence, most
patients will not mention their cost concerns unless specifically
asked.9-11 Instead, patients tend to engage in a range of cost-saving
strategies such as not picking up a prescription or skipping doses to

www.aafp.org/fpm 
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conserve quantities.6 The clinical ramifications of these behaviors are significant, and
identifying these patterns is essential to
successfully managing chronic diseases.
Fortunately, feasible office-based strategies
exist to assist patients in reducing their
medication costs.12-13
Herein, we present a practical approach
to screening and management of patients’
cost-related medication concerns. We
piloted this approach in seven primary care

Despite the impact of prescription
costs on adherence, most patients will
not mention their cost concerns
unless specifically asked.
practices and found that it doubled discussions of patients’ out-of-pocket prescription
costs and was viewed as useful by patients,
clinicians, and staff. 14

STEP ONE: HAVE YOUR STAFF
CONDUCT A ONE-QUESTION
SCREENING
Screening patients and then addressing
their prescription cost concerns should
be a team effort, analogous to depression
screening and treatment. Having staff
handle the first step, the screening, reduces
the burden on the physician and engages
key team members in the office. Practice
staff are frequently more involved with
patients’ prescription cost concerns than
physicians realize. Patients often share
information with reception and nursing
staff through phone messages and refill

KEY POINTS
• High prescription costs are a common reason for medication nonadherence, but most patients will not mention their cost concerns
unless specifically asked.
• Screening patients for prescription cost concerns can be accomplished with a single question.
• All staff members can play a meaningful role in addressing costrelated medication nonadherence, and each role should be clearly
identified in your practice’s workflow.

6 | FPM | May/June 2019

A SINGLE SCREENING
QUESTION
“Is the cost of any of your medications a
burden for you?”

requests. Moreover, some patients may be
more apt to share information about their
nonadherent behaviors with nursing or
other office staff than with their physician.
We learned from our pilot that staff often
want to help, and there is a meaningful role
for all staff members in addressing costrelated medication nonadherence.
Identifying patients who have prescription cost concerns requires systematic
screening. In some cases, patients might
have indicators of cost concerns such as
poor control of chronic diseases or exhibit
some indirect evidence of sporadic medication adherence. However, screening based
solely on poor adherence or even presumed
patient income will miss many patients
who have prescription cost concerns.
Although little empirical evidence exists
to guide the wording of a screening question, we found it effective in our pilot to simply ask patients, “Is the cost of any of your
medications a burden for you?”14 We encouraged practices to adapt this question as necessary, using straightforward wording and
matter-of-fact body language to normalize
conversations about prescription costs.
Screening for prescription cost burdens
should be conducted in a way that preserves patients’ privacy and is compatible
with the practice workflow. Screening
at the point of medication reconciliation
offers a natural time for many practices.
Some of the practices in our pilot asked
patients to complete a self-administered
questionnaire before visits that included
medication reconciliation along with a
question to help identify any medications
that pose a cost burden. In other practices,
staff began the screening process in the
exam room. All practices developed ways
for relaying this information to the prescribing physician. For example, staff who
reviewed the questionnaire or conducted
the medication reconciliation recorded
the findings in a standardized place in the
medical record. Physicians then had to
adopt the critical habit of reviewing what
www.aafp.org/fpm
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staff had entered to avoid missing valuable
information obtained during the screening.
(See “A sample workflow for screening and
addressing cost concerns.”)
To aid screening efforts, practices can
post information in the reception area and
exam rooms to signal that physicians and
staff are interested in assisting patients in
addressing their prescription cost concerns.
A simple sign stating, “Having trouble
affording your medications? Tell your doctor or nurse today!” may suffice.

STEP TWO: USE BRIEF
COST-REDUCING STRATEGIES
DURING VISITS
During the office visit, clinicians in our
pilot confirmed with the patient any concerns identified from the screening and
then briefly explored the circumstances.
Cost burdens can result from a variety of
causes, such as unmet deductibles or the
use of brand name drugs (see “Common reasons for medication-related cost burdens”).
Identifying the contributing factors is
important because they can inform mitigation strategies.
Clinicians in our pilot employed various
strategies to help patients address prescription cost concerns (see “Cost-saving strategies,” page 8):
• Review the necessity of the patient’s
medications, and offer a deprescribing trial
when appropriate. 15
• Use extended (e.g., 90-day) prescriptions to reduce copayments, improve medication adherence, and reduce practice time

COMMON REASONS FOR
MEDICATION-RELATED
COST BURDENS
• Lack of insurance coverage
• Unmet deductibles
• Dispensing pharmacy does not have
correct insurance information on file
• Use of high-tiered or brand name drugs
• Paying cash for medications denied by
the insurance
• Entering the Medicare Part D coverage
gap (“donut hole”)

www.aafp.org/fpm 

A SAMPLE WORKFLOW FOR SCREENING AND
ADDRESSING COST CONCERNS
Front-desk receptionist:
•A
 sks the patient to review his or her medication list, which involves
crossing out inactive medications, writing down new medications,
and circling any that are a cost burden.
Rooming nurse:
•R
 eviews the list with the patient in the exam room and confirms
that the circled prescriptions are a cost burden.
•A
 dds concerns about the cost of the circled prescriptions to the
patient’s chief complaint in the medical record.
Clinician:
•R
 eviews prescription concerns with the patient to identify causes.
•C
 onsiders whether the medication is still necessary and, if not,
whether a deprescribing trial is feasible.
•C
 onsiders extended prescriptions.
•C
 onsiders lower-cost alternatives, discount programs, and costsaving websites and apps.
•R
 efers the patient as needed to office staff or community-based
organizations to assist with insurance concerns, including eligibility
for low-income subsidies.

devoted to processing refills. 13,16
• Substitute a less costly medication, 17
or use discount programs such as the “$4
lists” offered by most large chain pharmacies. 18 Even patients with adequate insurance coverage may benefit from using
these drug lists. For example, a patient on
lisinopril 10 mg, once daily could go from
paying a tier-one copay of $10 for a 30-day
supply to paying $4 for a 30-day supply, an
annual savings of $72. The cost savings
can be even greater if 90-day supplies are
prescribed. If this patient also begins filling other tier-one medications through the
$4 plan, such as glipizide, metformin, and
atorvastatin, the annual savings become
quite substantial.
• Use websites and apps such as https://
www.goodrx.com that provide comparative costs between pharmacies and coupons for prescription medications. One
study found that in nearly a quarter of
filled prescriptions, patient copayments
exceed the reimbursement pharmacies
receive from insurance, 19 so shopping
around can help. Both GoodRx coupons
and the $4 programs can be used by
patients with Medicare coverage. ➤
May/June 2019 | FPM | 7

COST-SAVING STRATEGIES
Time
involved

Cost
savings

+

+++

+

+

Substitution of less
costly medication
within/outside of class

++

+++

Substitution of
medication within
health plan tier

++

++

Deprescribing
90-day prescribing

Resources
https://deprescribing.org/news/d-prescribe-trial-harnessing-the-power-ofthe-physician-pharmacist-and-patient-triad/
https://info.caremark.com/90day
https://www.walgreens.com/pharmacy/psc/psc_overview_page.jsp
http://online.epocrates.com

http://www.formularylookup.com

Discount programs

Walmart: https://www.walmart.com/cp/4-dollar-prescriptions/1078664
Sam’s Club: https://www.samsclub.com/sams/pagedetails/content.
jsp?pageName=extra-value-drug-list;
Walgreens: https://www.walgreens.com/images/adaptive/pdf/psc/
PSCBrochure-English-20180628.pdf;
CVS: https://www.reducedrx.com
++

++

Rite Aid: https://www.riteaid.com/shop/info/pharmacy/prescriptionsavings/rite-aid-prescription-savings-program/directory-of-genericmedications
Winn-Dixie: https://www.winndixie.com/pharmacy/generics-list
HEB: http://images.heb.com/is/content/HEBGrocery/PDF/Pharmacy/4Generics-0917.pdf
Publix: http://www.publix.com/pharmacy-wellness/pharmacy/pharmacyservices/medication-supply

Pharmacy shopping and
coupons

https://www.goodrx.com

++

++

Enroll in insurance

+++

++++

Change Medicare
Part-D plans

+++

++

Medicare extra help

+++

+++

https://www.ssa.gov/benefits/medicare/prescriptionhelp

+++

+++

https://www.medicareinteractive.org/get-answers/costsaving-programs-for-people-with-medicare/epic-the-newyork-elderly-pharmaceutical-insurance-coverage-program/
how-epic-works-with-medicare-low-income-programs

NYS Medicare EPIC

Free medication
programs

Medicaid spend downs

https://www.healthcare.gov
https://www.medicare.gov/find-a-plan/questions/home.aspx

https://www.needymeds.org
+++

+++

++++

+++

https://rxoutreach.org/
Publix: http://www.publix.com/pharmacy-wellness/pharmacy/pharmacyservices/free-medication-program
https://www.medicaidplanningassistance.org/medicaid-spend-down

+ = Low ++ = Medium +++ = High ++++ = Extremely high

STEP 3: REFER PATIENTS
WHO NEED MORE ASSISTANCE
At times, patients may require more
intensive support to address complex prescription cost issues. For example, patients
may need additional help navigating
insurance plans, determining eligibility
for additional insurance coverage (such
8 | FPM | May/June 2019

as low-income subsidies), and applying
for pharmaceutical medication assistance
programs, all of which require a high
degree of health/insurance literacy. When
available, care managers or social workers
can provide valuable expertise in these
areas. In practices without these resources,
another member of the clinical staff can
www.aafp.org/fpm

PRESCRIPTION COSTS

be identified to serve as a champion and
provide assistance. In addition, local health
systems may have resources available to
assist patients.
Even when patients or their families
have the resources and literacy to research
these issues themselves, they may still
need some guidance from the medical
office. In other cases, particularly those
involving life-saving medications or
patients with limited health/insurance
literacy, practices should always offer this
additional support.
The resources listed in “Cost-saving
strategies” can be given to patients as well.
Additionally, practices could create flyers
that include tips for reducing prescription
costs and make them available in the reception area or include general cost-saving tips
in after-visit summaries to provide valuable education to patients.

KEEPING THE BENEFITS IN MIND
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Imagine shutting your office door at the end of
the day and not having any work that you need
to take home. These shifts in practice can help
you reclaim your time.

T

he administrative burden on family physicians is immense.
Prior authorizations, quality reporting, formularies, refills,
sign-offs, messages, documentation guidelines, and electronic health records (EHRs) can all frustrate physicians’
efforts to focus on providing high-quality patient care. These
administrative hassles undoubtedly contribute to the rise in “work
after clinic” as well as physician dissatisfaction and burnout.
A recent study of four specialties, including family medicine,
found that physicians in ambulatory practice spend one to two
hours each night on EHR tasks or paperwork – not to mention all
www.aafp.org/fpm

the time they spend on these tasks during
the workday. 1 A separate study found that
family physicians spend nearly 30 hours
per month working on the EHR after hours,
with activity peaking on weekends around
10 a.m. and again at 10 p.m. 2 This has been
dubbed “date night with the EHR.”3
But perhaps it doesn’t have to be this way.
Changes are needed at the organizational and national levels to fix our broken
system (see “What’s being done to address
administrative complexity?” on page 13).
But in the meantime, physicians have to
find ways to regain some control over their
time and not burn out.
This article will share practical steps
physicians can take to improve efficiency
and reduce the amount of time they spend
working after hours. These strategies are
based on our collective experience and
offer a variety of approaches to the problem
depending on your personal work style, your
practice workflow, your priorities, etc. It is
our hope that, by focusing on what physicians can control and applying sound principles to our work, we can reduce the burden
and restore the joy of practicing medicine.

1. PAY ATTENTION TO “HOW” AND
“WHY” AS YOU START YOUR DAY
How you start your day matters. We all
know that arriving at the office late or with
no time to prepare for the first patient visit
can put us in catch-up mode for the rest of
day. A more efficient approach is to arrive
at the office with sufficient time before you
start seeing patients so that you can look
over the schedule, answer messages, or
huddle with staff — whatever you need to
do to get a jumpstart on the day. You could
do some of this prep work at home before
you come to the office if you prefer. The
point is to put yourself in a more proactive
position so you aren’t just reacting to situations all day and falling hopelessly behind.
But here’s the key to making this habit

WHAT DO YOU THINK?
What strategies have helped you improve
your efficiency and reduce work after
clinic? Let us know at fpmedit@aafp.org
or by commenting on the online version of
this article.
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KEY POINTS
•W
 hile changes are needed throughout the health care system to
reduce administrative complexity, physicians must find ways to
regain some control over their time and not burn out.
•T
 ime management tactics, improved delegation, message management, and more efficient documentation practices can help reduce
the amount of time physicians spend working after hours.
• When addressing the problem of work after clinic, practices should be
careful not to apply more pressure on already pressured physicians; a
better approach involves empathy, mentoring, and accountability.

stick: Think about your end goal. Why do
you want to be done with work when you
leave the office? Be specific. For example,
maybe you have young children and you
want your evenings free so you can eat dinner together, go on a walk, and read them a
story before bedtime. Having a clear “why”
will give you a compelling reason to show
up ready for the day. It will also help you
be more cognizant of how you are managing your time so you can balance out your
attention to the needs of your patients and
your practice with the needs of your family
and yourself.

Family physicians spend nearly
30 hours per month working on the
EHR after hours, with activity
peaking on weekends.
2. USE PREVISIT PLANNING
Previsit planning can help you walk into
each patient visit with all of the necessary
information on hand, organized, and ready.
It can take many forms, but there are two
essential components.
• Previsit labs and X-rays: Where
possible, anticipate at the current visit
what will be needed at the next visit and
pre-order those labs or X-rays so the
patient can obtain the needed tests a week
ahead of the next visit in most cases. This
ensures the results will be available for
you to discuss with the patient at that visit
and factor into care planning. This can
save you time you would otherwise spend
reviewing charts between visits or having
May/June 2019 | FPM | 11

staff contact patients to figure out what
tests are needed, playing phone tag about
test results, and searching for results
during visits.
• Visit prep: Have your medical assistants (MAs) do a quick review of the
patient’s record on the day of the visit (or
the day before) to see what needs he or she
may have and what prep work can be done.
Creating prep sheets for common condi-

If the next exam room isn’t ready and
you have a spare five minutes, find a
task you can knock out quickly.
Teach your team to do this as well.
tions can be helpful. For example, a diabetes prep sheet can help MAs identify which
lab orders to set up ahead of time, which
immunizations might be needed, and so on.
A sample diabetes prep sheet can be downloaded from the online version of this article at https://www.aafp.org/fpm/2019/0500/
fpm20190500p10-rt1.pdf.
(For more information on previsit
planning, see “Strategies and resources”
on page 15.)

3. MAKE EVERY SECOND COUNT
The time you have with patients in the
exam room is short, so you have to make
the most of every second. Using effective
communication skills, such as building rapport quickly and not interrupting, can help
the visit stay on track. Additionally, working with patients to set an agenda for the
visit can help you avoid being derailed or
blindsided late in the visit. Your front-desk
staff can gather the initial list of concerns
from patients using a form they fill out
ahead of the visit, and your MAs can help
patients prioritize the list and reinforce the
message that not everything can be handled in a single visit. When you enter the
exam room, you can then quickly clarify
what the patient hopes to accomplish today
and negotiate as needed.
You also need to make the most of your
time between visits. These moments may
seem insignificant, but how you spend
them can reduce the amount of work waiting for you at the end of the day. For example, if the next exam room isn’t ready and
you have a spare five minutes, find a task
you can knock out quickly. Finish charting,
complete a prescription refill request that
requires your attention, answer a message,
sign off on an order, etc. While you’re in the
medical record, see if there are any other
refills or tasks that can be done quickly, as

A WORD ABOUT PANEL SIZE
There are limits to the number of patients you can effectively care for. For most physicians,
having too many patients will exacerbate the work-after-clinic burden.
To assess whether you have too many patients on your panel, you can compare your practice to
benchmarks from the AAFP for family physicians:
• Average panel size: 1,974 patients (the number of patients attributed to the physician and seen
in the past two years)1
• Hours worked each week: 51 hours (10 of which are after hours)2
• Hours spent weekly in face-to-face patient care: 28 hours2
• Patient encounters per week: 82 (72 in the office)2
Whether your panel size is manageable may also depend on factors such as your scope of practice, years of experience, patient severity of illness, teaching or administrative responsibilities,
and organizational decisions, such as requiring physicians to see their colleagues’ overflow versus protecting physicians’ schedules.
1. AAFP Practice Profile 2017.
2. AAFP Practice Profile 2018.
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WHAT’S BEING DONE TO ADDRESS ADMINISTRATIVE COMPLEXITY?
Reducing the administrative burden on family physicians is a strategic objective of the AAFP (see https://www.aafp.
org/advocacy/informed/legal/simplification.html). It has combined advocacy efforts with five other specialty societies,
representing more than 560,000 physician and medical student members, and drafted the Joint Principles on Reducing
Administrative Burden (https://www.aafp.org/about/policies/all/principles-adminsimplification.html). The issues the AAFP
is addressing include advocating for less onerous documentation and billing guidelines, interoperability of EHRs to support care across the continuum, a core set of primary care quality measures that would be used by all payers, reduced prior
authorization demands, and other issues.
As part of its Patients Over Paperwork project, the Centers for Medicare & Medicaid Services (CMS) recently made some
changes to ease physicians’ documentation requirements:
• For the history and exam, physicians are now required to document only what has changed since the last visit or pertinent items that have not changed; they do not need to rerecord these elements if the record contains evidence that they
reviewed and updated the previous information.
• For both new and established patients, physicians no longer must re-enter information in the medical record regarding the
chief complaint and history (including the history of present illness) that either ancillary staff or the patient have already
entered.
• Teaching physicians no longer need to personally document their participation in the medical record for E/M visits and to
document the extent of their participation in the review and direction of services furnished to each Medicare beneficiary;
the notes of a resident or other member of the medical team may suffice instead.
• Physicians do not have to document the medical necessity of furnishing a visit in the home rather than in the office. If the
encounter is medically necessary, where it occurs is immaterial.
For more information on these changes see “The 2019 Medicare Documentation, Coding, and Payment Update,” FPM,
January/February 2019, https://www.aafp.org/fpm/2019/0100/p23.html. More documentation reforms are expected from
CMS later this year.

this could save you time down the road.
Teach your team to do this as well. It’s
about squeezing tasks into those little
moments, instead of batching them for later.
(For more information on these topics,
see “Strategies and resources” on page 15.)

4. RETHINK WHO DOES WHAT
Throughout your workday, you probably
have moments when you think to yourself,
“Why am I the one doing this task?” You then
have two choices. You can either keep doing
it, or you can consider delegating the task to
the most appropriate person (or automating
it if possible). For example, set up standing
orders for when your MA can give certain
vaccines, enter refills in the EHR for certain medications, or perform diabetic foot
exams. MAs can also help with documentation (discussed later in the article), carry out
needed screenings such as the PHQ-2 for
depression, or educate patients about topics
such as inhaler use.
If your staff aren’t working at the top of
their licenses, consider whether it’s because
www.aafp.org/fpm 

they aren’t capable (meaning there’s a
performance problem or training opportunity you need to address) or whether
they simply haven’t been empowered to do
so. Ultimately, their productivity and efficiency will affect yours, so it’s in your best
interest to resolve these issues even if you
aren’t their “boss.”
For those physicians working with medical students, don’t forget to use their skills
to the maximum ability too. They can do
patient call backs, spend extra time counseling patients while you move on to the
next visit, and help look up information.
This can be a learning experience for them
and also helpful to you and your patients.

5. DOCUMENT LESS BUT BETTER
When it comes to documentation, everyone
has a different style – typing vs. dictating, documenting in the exam room vs.
documenting later, team documentation
vs. physician documentation, and so on. It’s
OK to have a preferred style, but be cognizant of where your habits and your process
May/June 2019 | FPM | 13

might be failing you and be open to new
ways to document more efficiently. This
includes asking your most efficient colleagues what they do that helps speed up
their documentation within your EHR.
One of the most common problems is
over-documenting. It’s easy to get compulsive when you have to worry about
medicolegal risk, you’re trying to gather rich
psychosocial information, and you feel pres-

Not all EHR boxes need checking,
and not all visits require that
you write an opus.
sured to check all the boxes you can. But not
all EHR boxes need checking, and not all visits require that you write an opus. Instead,
be brief, focused, and clear enough that
someone looking at your note will understand your clinical reasoning and your
plan. Over-documenting not only wastes
your time but can be problematic for other
reasons as well. For example, think about
whether you would be comfortable with, say,
your patient or his podiatrist seeing your
entire note detailing sensitive psychosocial
issues. Remember that less is often more.
Wasted time spent clicking boxes and
navigating lengthy drop-down menus
just to complete a simple task is another
common EHR complaint, described recently
as “death by a thousand clicks.”4 In some

A STARTER LIST OF EHR MACROS
Using EHR macros in your documentation can save time because you
don’t have to type out words or phrases that you use repeatedly. For
example, once you set up your macros, you can type “bcc,” and your
EHR will input “Birth control counseling provided, with discussion
of barrier methods, hormonal methods including combination pills
and progesterone only methods, implants patches, ring, and IUDs.
Discussed the pros and cons, effectiveness, and side effects.”
A starter list of macros that can be helpful in family medicine can be
downloaded from the online version of this article at https://www.
aafp.org/fpm/2019/0500/fpm20190500p10-rt2.xls.
Got a macro you’d like to share? Comment on the online version of
this article, or send it to fpmedit@aafp.org. We may edit submissions
for inclusion in the macro spreadsheet.
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cases, EHRs can be customized to reduce
clicks if you tell your vendor what you
need. For example, having certain data
that you use most often displayed on the
initial screen, instead of buried deep in a
drop-down menu on a later screen, can
save you from clicking or scrolling to
review that information.
Additionally, EHR templates and macros
can help reduce the amount of data entry
required for tasks you perform routinely,
and your EHR system might have some of
these options already built in. You can also
create your own (see “A starter list of EHR
macros”), or enlist the help of a colleague
who enjoys this kind of work. Then, when
you’re seeing a patient for a well-woman
exam, for example, you can load the relevant
template or use a macro that autofills key
information, and simply adjust it as needed.
This is faster than starting from scratch. Be
aware, however, that overusing templates
and macros can generate notes so lengthy
that they’re practically meaningless.
The use of scribes (live or virtual) or
team documentation can also help ease
the documentation burden on physicians.
In the team documentation model, nurses
or MAs are trained to do more during the
rooming process, so the record is started
before you enter the room, and they can
even assist with documentation throughout the visit. (For more information on
team documentation, see “Strategies
and resources.”)
Dictation is another option for saving
time on documentation. With a little practice using voice-recognition software, you
can quickly dictate your notes directly
into the EHR while in the exam room or
immediately afterward. To improve the
accuracy of speech recognition, make sure
you use a good microphone placed close to
your mouth, speak clearly and in complete
phrases, and reduce background noise.
If you’ve dismissed in-room documentation because you believe it interferes with
the patient interaction, you might want to
give it another try, at least for your more
routine visits. Consider the following tips:
focus on the patient before you focus on
the EHR, put the computer monitor where
both you and the patient can see it as well
as each other, get comfortable typing and
navigating your EHR system (get help if
www.aafp.org/fpm
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you need it), and involve the patient in what
you’re doing on screen (e.g., “Let’s see when
you had your last mammogram” or “Let’s go
ahead and order that test right now”).
Finally, whatever documentation method
you use, make it a goal to finish your chart
before seeing the next patient. Improve on
the adage “Do today’s work today,” and aim
to “Do this visit’s work this visit.” (For more
information on efficient documentation
practices, see “Strategies and resources.”)

6. TOUCH MESSAGES ONCE
Whenever possible, have messages go
directly to the person who should handle

them, rather than having them all funneled through you. Fewer handoffs is a key
principle in quality improvement, so your
goal should be to have fewer people touching each message and minimize the number
that you as the physician must handle.
Likewise, you should aim to touch each
of your messages only once. Read it, take
action (which may involve delegating it),
and then move on to the next task.
Some portal systems can be set up to
automatically direct messages to designated people based on the type of message
(appointment scheduling, refills, patient
questions, etc.), while other systems allow

STRATEGIES AND RESOURCES
Strategies

Resources from FPM

1. Pay attention to “how” and “why” as
you start your day

How to Start Your Workday
https://www.aafp.org/fpm/2016/0300/p26.html

2. Use previsit planning

Putting Pre-Visit Planning Into Practice
https://www.aafp.org/fpm/2015/1100/p34.html

3. Make every second count

Have You Really Addressed Your Patient’s Concerns?
https://www.aafp.org/fpm/2008/0300/p35.html
Improving Patient Communication in No Time
https://www.aafp.org/fpm/1999/0500/p23.html
Making Every Minute Count: Tools to Improve Office Efficiency
https://www.aafp.org/fpm/2005/0400/p61.html

4. Rethink who does what

Developing Standing Orders to Help Your Team Work to the Highest Level
https://www.aafp.org/fpm/2018/0500/p13.html
Six Characteristics of Effective Practice Teams
https://www.aafp.org/fpm/2012/0500/p26.html
Team-Based Care: Saving Time and Improving Efficiency
https://www.aafp.org/fpm/2014/1100/p23.html

5. Document less but better

EHRs in the Exam Room: Tips on Patient-Centered Care
https://www.aafp.org/fpm/2006/0300/p45.html
Eight Ways to Lower Practice Stress and Get Home Sooner
https://www.aafp.org/fpm/2015/1100/p13.html
Getting Your Notes Done on Time
https://www.aafp.org/fpm/2016/0300/p40.html
Staying Connected: Eight Tips for Mindful Office Visits With an EHR
https://www.aafp.org/fpm/2015/0900/p56.html

6. Touch messages once

Managing Messages
https://www.aafp.org/fpm/2012/0900/p25.html

7. Help each other

Effective Work Relationships: A Vital Ingredient in Your Practice
https://www.aafp.org/fpm/2006/1100/p45.html
Tailoring New Physicians to Fit Your Practice
https://www.aafp.org/fpm/2001/0400/p39.html
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the patient to decide who receives the
message. If you don’t have control over
what lands in your inbox, you may need to
enlist your nurse or MA to go through your
messages first and handle what they can,
leaving only those messages that require
your attention.

The barriers and solutions are going
to be personal because we are all
programmed differently.
Also, make sure you aren’t trying to
handle things in messages that should be
handled as office visits, such as communicating certain types of test results.

7. HELP EACH OTHER
Having too much work after clinic is often
a sign of a system or process problem, or
perhaps even a workload problem (see “A
word about panel size,” page 12). But sometimes, it is a sign of a struggling physician
who needs help. For example, let’s say there
are four physicians in a clinic, each with
roughly the same number and same mix of
patients. One physician is habitually struggling with work after clinic and is behind on
charting while the other physicians are generally on top of this work. The physician’s
lateness is problematic for the practice
because it can affect billing and reimbursement as well as create liability issues if the
physician can’t remember details when
documenting many days after the visit.
If you see a physician struggling (or if
this physician is you), the best approach
involves empathy, mentoring, and accountability. The practice may need to set standards for when charts are expected to be
closed – and enforce those standards. At
the same time, a manager or colleague
should work with the physician to figure
out what’s going on, what his or her barriers are, and how to get back on track.
Maybe the physician needs to have some
time blocked out on the schedule to catch
up on charting. Maybe the physician needs
some EHR training or an MA to help with
in-room documentation. Or maybe the physician just needs some coaching because he
16 | FPM | May/June 2019

or she is trying to do too much in the exam
room (for example, trying to address everything on the patient’s agenda, over-documenting, and not delegating tasks such as
patient education). The barriers and solutions are going to be personal because we
are all programmed differently, but most
physicians will need some help figuring
things out. Don’t let a colleague struggle
alone, and don’t make the mistake of simply applying more pressure on an already
pressured physician. There are a lot of good
physicians who just need a nudge and some
objective help to get past their barriers to
better performance.

BALANCE, TRADEOFFS,
AND AGENCY
In the desire to be more efficient and
reduce work after clinic, we have to be careful about what we may be sacrificing in the
process. If we’re gaining efficiency by forgoing pleasantries with patients or staff, by
taking shortcuts that could affect quality,
or by working so hard that we’re at risk of
burnout, then we’ve gone too far. Efficiency
isn’t everything, and it requires balance
and tradeoffs.
It can be challenging to figure out the
habits that will serve you best in your aim
to improve efficiency and reduce work
after clinic. But the bottom line is this:
Physicians are not powerless. Although
reforms are needed at the national level and
perhaps even within our own organizations,
we do have agency. Believing we can affect
our circumstances and make things better
is the first step to actually doing so.
1. Sinsky C, Colligan L, Li L, et al. Allocation of physician
time in ambulatory practice: a time and motion study in
four specialties. Ann Intern Med, 2016;165(11):753-760.
2. Arndt BG, Beasley JW, Watkinson MD, et al. Tethered
to the EHR: primary care physician workload assessment
using EHR event log data and time-motion observations.
Ann Fam Med. 2017;15(5):419-426.
3. Sinsky CA. Infographic: date night with the EHR. NEJM
Catalyst blog. Dec. 12, 2017. https://catalyst.nejm.org/
date-night-ehr. Accessed March 21, 2019.
4. Schulte F, Fry E. Death by 1,000 clicks: where electronic
health records went wrong. Kaiser Health News and
Fortune. March 18, 2019. https://khn.org/news/death-bya-thousand-clicks. Accessed March 21, 2019.
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AAFP Organizational Supplement

Improving Vaccination
Rates for the
2018-2019 Influenza Season

Preventive medicine is critical to help people live longer,
healthier lives and keep health care costs down. Promoting
influenza immunizations among your patients can significantly
contribute to these outcomes. According to the Centers for
Disease Control and Prevention (CDC), during the 2017-2018
flu season alone, the influenza vaccine prevented 7.1 million
illnesses, 3.7 million medical visits, 109,000 hospitalizations,
and 8,000 deaths associated with the flu.1
While these results indicate the significant benefits of current
influenza vaccination, there is still a need for improved
vaccination rates. For the same 2017-2018 flu season,
nearly 58% of children2 and only 37% of adults3 received
the vaccination. This was a 6% decline for adults from the
previous season and their lowest rate since the CDC began
recording official data in the 2009-2010 flu season.3
This organizational supplement summarizes information
and resources the American Academy of Family Physicians
(AAFP) develops, utilizes, and disseminates to family
physicians and their health care teams to increase influenza
vaccination rates. The supplement focuses on the 20182019 influenza season to include:
• Composition changes
• Recommendation changes
• Vaccine choices by age
•	Communicating with patients
• Forming a plan
composition changes
Trivalent vaccines are traditional vaccines and protect
against three flu viruses: influenza A (H1N1) virus, influenza
A (H3N2) virus, and influenza B virus. Quadrivalent vaccines
protect against these same three viruses and an additional
B virus. There were a couple changes in the composition
of the trivalent and quadrivalent vaccines for the 2018-2019
influenza season. The A and B strains are indicated below:4

Trivalent vaccines contain:
• A/Michigan/45/2015 (H1N1)pdm09-like virus
•	A/Singapore/INFIMH-16-0019/2016 (H3N2)-like virus*
•	B/Colorado/06/2017-like virus (Victoria lineage)*4
Quadrivalent vaccines contain:
• A/Michigan/45/2015 (H1N1)pdm09-like virus
•	A/Singapore/INFIMH-16-0019/2016 (H3N2)-like virus*
•	B/Colorado/06/2017-like virus (Victoria lineage)*
•	B/Phuket/3073/2013-like virus (B/Yamagata lineage)4
*Indicates changes in the composition for the 2018-2019 influenza season.

recommendation changes
In addition to composition changes, there were
recommendation changes issued by the CDC for the 20182019 influenza season. However, the AAFP differs about
the recommendation for a live attenuated influenza vaccine
(LAIV) issued by the CDC. That bullet is bolded below.

Here is a summary of the CDC recommendation changes
and the AAFP recommendation about LAIV:4,5
•	Afluria quadrivalent is now appropriate for children >5
years (previously indicated for children >18 months)4
•	Fluarix quadrivalent is now appropriate for children >6
months (previously indicated for children >3 months) at
the same 0.5 ml dose4
•	
The CDC recommends LAIV4 (flu mist) is now
an option for appropriate individuals. Versions of
LAIV4 in the prior two influenza seasons were not
recommended due to the H1N1 component. That
H1N1 component was replaced and tested to show
improved replicative fitness.4 However, since it has
not been tested during an influenza season, the
AAFP has given a preferential recommendation
of the inactivated influenza vaccine (IIV) over the
LAIV4 (flu mist) vaccine. The AAFP does say LAIV4
can be used in appropriate individuals 2-49 years
who would not otherwise be vaccinated.5
vaccine choices by age
All individuals >6 months with no contraindications
should annually receive the appropriate influenza vaccine.
There are three types of influenza vaccines in the U.S.
for the 2018-2019 influenza season: IIV, recombinant
influenza vaccine (RIV), and LAIV. All LAIV types are a
quadrivalent flu vaccine.

The table on the next page is adapted from
the CDC and provides vaccines and dosing
amounts by age. The full table can be found at
www.cdc.gov/flu/protect/vaccine/vaccines.htm.
Several age groups and other groups of individuals are at
greater risk of influenza complications. Groups at greater
risk of complication when contracting influenza include:5
• Children <5 years; especially those <2 years
• Adults >50 years; especially those >65
• Pregnant women
•	Residents of nursing homes and long-term care
facilities
• Individuals with chronic illnesses
• American Indians and Alaskan natives7
communicating with patients
The costs of influenza vaccination are significant, both
medically and economically. The CDC estimates that
23 million medical visits, 960,000 hospitalizations, and
79,000 deaths occurred during the 2017-2018 influenza
season.8 According to one study, the total economic
burden of influenza to the health care system and society is
$11.2 billion annually.9

Age

Dose

Trade Name (Manufacturer)6

Quadrivalent IIVs (IIV4s)
6-35 months

0.25 mL prefilled syringe

Fluzone quadrivalent (Sanofi Pasteur)

>6 months

5.0 mL multi-dose vial (needle/syringe)

Afluria quadrivalent (Seqirus)

0.5 mL prefilled syringe
>6 months

0.5 mL single-dose vial

Fluzone quadrivalent (Sanofi Pasteur)

5.0 mL multi-dose vial
5.0 mL multi-dose vial

FluLaval quadrivalent
(ID Biomedical Corp. of Quebec)

>6 months

0.5 mL prefilled syringe

Fluarix quadrivalent (GlaxoSmithKline)

>3 years

0.5 mL prefilled syringe

Afluria quadrivalent (Seqirus)

>6 months

>4 years
18-64 years

0.5 mL prefilled syringe

0.5 mL prefilled syringe
5.0 mL multi-dose vial
5.0 mL multi-dose vial (jet injector)

Flucelvax quadrivalent (Seqirus)
Afluria quadrivalent (Seqirus)

Trivalent IIV (IIV3s)
>6 months

5.0 mL multi-dose vial

>3 years

0.5 mL prefilled syringe

18-64 years

5.0 mL multi-dose vial

>65 years

0.5 mL prefilled syringe

Afluria (Seqirus)
Fluad (Seqirus)
Fluzone high-dose (Sanofi Pasteur)

Quadrivalent RIV (RIV4)
>18 years

0.5 mL prefilled syringe

In order to help reduce the medical and economic costs,
it is imperative to have a strategy and to communicate with
your patients about the importance of getting vaccinated.
Dispelling flu myths is one step to put patients at ease.
Familydoctor.org identifies these myths and information to
dispel them at www.familydoctor.org/flu-myths/.
forming a plan
A strategy to improve your influenza vaccination
rate doesn’t require a complicated plan and can be
incorporated into daily activities in your practice. A recent
FPM article identified the following five steps:10

Find a champion: Identify a physician or staff member to
advance your practice’s influenza vaccination efforts. The
individual should stay current on vaccination guidelines and
regularly communicate these and other efforts to all care
team members.
Use standing orders: Set up protocols care team members
can use to assess immunization status and administer
vaccinations without a direct order from the physician.

Flublok quadrivalent (Sanofi Pasteur)6

Optimize your documentation: Under Medicare’s Quality
Payment Program (QPP), the quality measure for influenza
vaccination can be reported as a performance exclusion
if: a flu shot cannot be administered because the patient
already received the shot; has a relevant allergy; declines
the shot; or due to a health system reason, such as a
vaccine shortage. Make sure you document the reason, so
it won’t affect quality measures in QPP.
Provide regular reminders: Some electronic health
records (EHRs) can prompt care team members if the
patient has received the flu shot. Reminders can also be
sent to patients through EHR portal messages, email,
phone, or postcard. Text messages are becoming more
popular as reminders.
Give ongoing feedback: Set up regular evaluation and
feedback sessions to check in to see how your practice is
performing. This could contain your practice’s vaccination
rates and a discussion about what is working and what is
not in your performance.10

resources
FamilyDoctor.org Flu Toolkit | www.familydoctor.org/flu-toolkit/
Flu Myths | www.familydoctor.org/flu-myths/
American Family Physician – Influenza | www.aafp.org/afp/topicModules/viewTopicModule.htm?topicModuleId=14
American Family Physician – Practice Guidelines. Influenza Vaccination Recommendations for 2018—2019: Updates from ACIP |
www.aafp.org/afp/2018/1015/p541.html
FPM – Back to Basics: Five Steps to Better Influenza Vaccination Rates | www.aafp.org/fpm/2017/1100/p30.html
AAFP Webcast: Influenza Vaccines Update/Utilizing Evidence-Based Strategies in Primary Care to Reduce Barriers to Immunizations |
https://www.aafp.org/patient-care/public-health/immunizations/influenza/barriers-webcast.html
AAFP 2018-2019 Prevention and Control of Seasonal Influenza with Vaccines Policy Statement |
https://www.aafp.org/patient-care/public-health/immunizations/influenza.html
2019 Immunization Schedules | https://www.aafp.org/patient-care/public-health/immunizations/schedules.html
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Risk Stratification:
A Two-Step Process for
Identifying Your Sickest Patients
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Assessing the health risk of your patients can yield
improvements in efficiency and use of resources.

3

W

hen my office received our initial shipment of
influenza vaccine in 2018, we wanted to provide
immunizations to our most vulnerable patients
quickly. But how could we find them out of the thousands who regularly look to us for care? Earlier in the year, through
a process known as risk stratification, we had evaluated our entire
patient panel and assigned a risk level to each one. We immediately
assigned staff to reach out to our highest risk patients to ensure
that they received the vaccine.
In family medicine, we manage patients with conditions that
vary widely in their medical complexity. Each requires a different
amount of resources, depending on that complexity. An otherwise
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healthy patient with a viral upper respiratory tract infection needs a short office
visit and no referrals, while a patient
receiving end-of-life care requires extra
previsit planning, additional in-office time,
referrals to specialists or home care providers, and an extended follow-up plan.
Risk stratification is a technique for
systematically categorizing patients based
on their health status and other factors. It
allows for risk-stratified care management,

We have found that combining
objective data and subjective input
allows us to better assess
a patient’s risk level.
in which practices manage patients based
on their assigned risk level to make better
use of limited resources, anticipate needs,
and more proactively manage their patient
population. (See “From risk stratification to
risk-stratified care management.”)
This article will explain how our
practice uses a structured, algorithmic
approach to determine our patients’ risk
levels and drive better care team support
for our patients.

A TWO-STEP APPROACH
For the purpose described in this article,
“risk” refers to clinical risk, or the likelihood
of an adverse clinical outcome. Sometimes
clinical risk is obvious; for example, you
would expect a patient with rheumatoid
arthritis to have more complications in the
future than a patient with osteoarthritis.
Other times, risk assessment comes down

KEY POINTS
• Risk stratification uses a mix of objective and subjective data to
assign risk levels to patients.
• Practices can systematically use patient risk levels to make care
management decisions, such as providing greater access and
resources to patients in higher risk levels.
• Risk stratification helps practices to better focus on their sickest
patients, reduce costs, and improve care.
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to your “gut feeling” about what’s going on
with the patient.
Our practice uses a two-step algorithm to determine a patient’s risk level
based on objective data and subjective
clues. (See “Risk-stratification algorithm,”
page 24, which you can download at
https://www.aafp.org/fpm/2019/0500/
fpm20190500p21-rt1.pdf.) This approach is
loosely based on the American Academy
of Family Physicians’ Risk-Stratified
Care Management Rubric (https://nf.aafp.
org/Shop/practice-transformation/
risk-stratified-care-mgmt-rubric).
Step one involves sorting patients into
one of three risk groups (high, medium, and
low) based on objective data, which we take
from claims or our electronic health record
(EHR). We make our determinations based
on the presence or absence of such factors
as chronic conditions, advanced age, multiple comorbidities, physical limitations,
substance abuse, a lack of health insurance,
low health literacy, frequent hospitalizations or emergency department (ED) visits,
recent major surgery or brain trauma,
polypharmacy, or difficulty following a
treatment plan. Some EHRs will calculate a
risk score automatically based on this data.
In either case, it is important to adjust the
score based on additional, subjective considerations, which are the focus of step two.
In step two we assign each patient to one
of six risk levels based on how physicians
and staff answer the following questions:
• Is the patient healthy with no medical
problems? If so, are his or her biometrics in
or out of range?
• Does the patient have chronic conditions but he or she is doing well?
• Does the patient have chronic conditions that are out of control but without
complications?
• Does the patient have complications of
chronic disease or high-risk social determinants of health? (If you or your care
team are unsure how to assess or address a
patient’s social determinants of health, the
AAFP’s EveryONE Project 1 includes tools
and resources.)
• Is the patient potentially in danger of
dying or being institutionalized within the
next year?
We have found that combining objective data and subjective input allows us to
www.aafp.org/fpm
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better assess a patient’s risk level. For example, a patient with diabetes whose A1C is 9.2
could be categorized as high risk. However,
consider that the patient had an A1C of
12 earlier in the year but has since begun
exercising, lost 30 pounds, and started
taking his or her medication as prescribed.
This subjective data leads us to assign the
patient a lower risk level. We also consider
several additional factors that we refer to
as “Escalation/de-escalation criteria” (see
page 25) to fine-tune the final risk score.

INCORPORATING RISK
STRATIFICATION IN YOUR
PRACTICE WORKFLOW
There are several ways to implement risk
stratification in your practice workflow,
depending on your staffing, patient population, and goals. A smaller practice with
fewer resources might want to focus on

FROM RISK STRATIFICATION TO
RISK-STRATIFIED CARE MANAGEMENT
Risk stratification has enabled our practice to provide risk-stratified
care management. Here are some examples.
•W
 e are better able to select patients who will benefit most from
working with our integrated behaviorist, who is on-site only one
day a week.
• We use risk to identify patients for longitudinal care management.
• We schedule higher-risk patients for longer visits.
•W
 e consider patients’ risk levels when prioritizing resources, such as
flu shots or education classes.

just a subset of patients, while a larger
practice might want to risk stratify the
entire patient population. Here are a few
ways to get started:
• Use a daily team huddle to discuss and

COMPARISON OF RISK-STRATIFIED CARE MANAGEMENT
AT DIFFERENT RISK LEVELS

Care plan

Level 1

Level 5

• Preventive care

• Preventive care

• Immunization

• Immunization
• Annual wellness visit
• Chronic disease management
• Monitor for second-degree complications
• Medication reconciliation
• Shared decision-making
• Self-management support
• Advanced directives
• Transitions of care (as needed)

Goal

• Prevent disease

• Treat the later stages of disease and
minimize disability

Access

• Annual face-to-face
visit

• Quarterly face-to-face visits (at least)

• Virtual health
• Brief acute encounters

• Alternative visit types (e.g., video
conference, telephone, group visit)

• Physician

• Physician

• Medical assistant

• Medical assistant

Team

• Prolonged acute encounters

• Care coordinator
• Care manager
• Behaviorist
• Social worker
• Pharmacist
Resources needed

www.aafp.org/fpm 

• Low

• High
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assign risk levels to the patients who are
scheduled to be seen that day or the next.
• Focusing on a specific patient population, such as patients with diabetes, assign

We make each patient’s risk level readily
available to physicians and staff as
a global alert in our EHR.
an office staff member to complete step
one of the algorithm by running a report
showing all of your patients sorted by A1C
level. For each patient with an A1C over 9, a
clinical team member could be assigned to

complete step two to assign a final risk level.
• Use designated weekly or monthly
team meetings to discuss and assign risk
levels to all your patients, beginning with
those whose objective data suggest they
are at potentially highest risk.
Whatever method you use, risk stratification should be seen as a dynamic process.
You should reevaluate risk scores regularly
and also as you become aware of changes
in the patient’s status. For example, an ED
admission, a care-gap report from a payer,
or a chance encounter with a patient at
your child’s baseball game could prompt
you to change a risk score.
Of course, the purpose of risk stratification is not to simply assign a risk score but
to gain a fuller, more integrated view of

RISK-STRATIFICATION ALGORITHM
Step 1: Use objective data to risk stratify the patient.
HIGH RISK
Risk scoring data:
Significant claims history;
significant severity according
to ICD-10 or hierarchical condition
category (HCC) codes, electronic
health record (EHR), health
information technology (HIT)
database, etc.

Utilization:
• Three or more ED visits.

Clinical:
• One unstable behavioral health diagnosis.

• Any readmission.

•T
 wo or more stable behavioral health
diagnoses.

• One hospitalization related
to chronic conditions.

•T
 hree or more active chronic conditions.

• Admission to hospice or
palliative care.

• Active cancer.

Utilization:
• One ED visit related to
chronic condition.

Clinical:
•O
 ne stable behavioral
health diagnosis.

• Any hospitalization.

•F
 ewer than three active
chronic conditions.

•C
 linical metric critically out of bounds
(e.g., A1C > 9, stage D heart failure).

MODERATE RISK
Risk scoring data:
Moderate claims history;
moderate severity according
to ICD-10 or HCC codes,
EHR, HIT database, etc.

•H
 istory of cancer.
•C
 linical metric moderately
out of bounds (e.g., A1C < 9,
stage B or C heart failure).
LOW RISK
Risk scoring data:
Low claims history; low severity
according to ICD-10 or HCC codes,
EHR, HIT database, etc.
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Utilization:
• No ED visits or
hospitalizations.

Clinical:
•N
 o chronic health condition.

www.aafp.org/fpm
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patients and manage them accordingly. We
make each patient’s risk level readily available to physicians and staff as a global alert
in our EHR. You may be able to do something similar with your system. Everything
we do for patients — access, referrals, care
planning, etc. — is filtered through the
lens of their risk score. For example, we
schedule longer visits with patients who
have higher levels of risk — 30 minutes
for level-5 and level-6 patients when we
see them for chronic disease management.
Patients with lower risk levels are scheduled for 20-minute visits. If your practice
has a care manager, you could strategically
deploy that manager to the highest-risk
patients. Risk levels could also be used to
identify patients who would benefit from

ESCALATION/DE-ESCALATION CRITERIA
These intangible factors can lead staff to increase or decrease a
patient’s step-two risk level:
• Presence or absence of family and social supports.
• Presence or absence of negative social determinants of health.
• Evaluation of whether the patient is “living on the edge.”
•E
 ase or difficulties with activities of daily living and instrumental
activities of daily living.

additional services, such as group visits,
disease education classes, referral tracking,
or additional follow up. (See “Comparison of
risk-stratified care management at different risk levels,” page 23.) ➤

Step 2: Use subjective data to assign a risk-stratification level for the patient.
LEVEL 6
Patient is potentially in danger of dying or being institutionalized within the next year.
LEVEL 5
Patient has complications of chronic conditions or high-risk social determinants of health.
LEVEL 4
Patient has chronic conditions that are out of control but without complications.
LEVEL 3
Patient has chronic conditions but is doing well.
LEVEL 2
Patient is healthy with no medical problems but with out-of-range biometrics.
LEVEL 1
Patient is healthy with no medical problems and in-range biometrics.

FPM Toolbox To find more practice resources, visit https://www.aafp.org/fpm/toolbox.
Developed by James Dom Dera, MD. Copyright © 2019 American Academy of Family Physicians.
Physicians may duplicate or adapt for use in their own practices; all other rights reserved.
Related article: https://www.aafp.org/fpm/2019/0500/p21.html.
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A NEW WAY OF THINKING
Risk stratifying an entire patient panel can
be time- and resource-intensive, at least initially. It’s a lot like learning how to read an
electrocardiogram (EKG): at first, the process
is difficult, but with practice you eventually can read most EKGs in seconds. We risk

Recent studies suggest that
including subjective data increases
the chance of identifying higher-risk
patients and connecting them
with additional resources.
stratified more than 4,700 patients who
came into our office over the course of a year.
It may take some extra time, but it is
important to incorporate the care team’s
perception of risk. The practice must be
committed to a team-based approach that
values the input of nonphysicians and a
commitment to developing and adhering
to structured workflows and processes.

TIPS FOR SUCCESSFUL
RISK STRATIFICATION
• Use a two-step approach, incorporating
objective and subjective data.
• Consider the whole care team’s perception of risk when assigning risk levels.
• Use daily huddles and weekly team
meetings to discuss patient risk scores.
• Adjust risk levels as the patient’s situation changes or based on new information from staff or other sources.
• Reassess individual risk levels regularly
as they tend to change over time.
• Make risk levels easy to find in the EHR.
• Consider patients’ risk levels when allocating resources. Higher-risk patients
may need more access (e.g., same-day
or longer appointments) and more
resources (e.g., extra time with a nurse
for care coordination).

26 | FPM | May/June 2019

This may be a new way of thinking for
some practices, and not all are ready for it.
Smaller practices typically can accommodate changes like these more nimbly than
larger practices because smaller practices
may have fewer administrative barriers
to overcome. (See “Tips for successful risk
stratification.”)
Risk stratification has shown clear
benefits in our practice. As part of the
Comprehensive Primary Care Plus program, we get detailed utilization data on
enrolled patients. Between the second
quarter of 2017, when we began risk stratification, and the third quarter of 2018, overall Medicare spending on those patients
decreased almost 23 percent and their ED
utilization fell 19 percent.
Other risk-stratification models, such
as the John’s Hopkins Adjusted Clinical
Groups Model, have also shown the ability
to predict utilization, 2 although many of
these models only use diagnosis codes or
other objective information. More recent
studies suggest that including subjective
data increases the chance of identifying
higher-risk patients and connecting them
with additional resources. 3
Two-step risk stratification that sorts
patients into high-, moderate-, and lowerrisk groups based on their potential for
clinical complications is not simple or
quick. It requires readily available objective data and physicians and other providers who truly understand their patients
and their individual conditions. But risk
scores allow practices to better manage
their patients and more efficiently use the
resources available.
1. American Academy of Family Physicians. The EveryONE
Project: Advancing Health Equity in Every Community.”
https://www.aafp.org/patient-care/social-determinantsof-health/everyone-project.html. Accessed March 27,
2019.
2. Haas LR, Takahashi PY, Shah ND, et al. Riskstratification methods for identifying patients for care
coordination. Am J Manag Care. 2013;19(9):725-732.
3. Reddy A, Sessums L, Gupta R, et al. Risk stratification
methods and provision of care management services in
comprehensive primary care initiative practices. Ann Fam
Med. 2017;15(5):451-454.

Send comments to fpmedit@aafp.org, or
add your comments to the article online.
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Transitional Care Management:
Practical Processes for Your Practice

Helping patients safely bridge the gap from
acute care to ambulatory care is good for
patients and practices too.

T

ransitional care management (TCM) addresses the safe
handoff of a patient from one setting of care to another.
Most often this handoff involves a patient moving from an
acute, inpatient setting to an outpatient care environment. 1
Patients with chronic conditions, organ system failure, or frailty
are at greatest risk during this period. Common causes of patient
readmission include communication failures, procedural errors,
and unimplemented care plans. 2
During transitions of care, primary care physicians (PCPs) often
encounter care gaps that are beyond their control due to factors
such as inaccessible patient records, unclear discharge care plans,
or limited effort by others to engage the primary care team or the
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patient and his or her caregivers.
Well-defined protocols can promote
coordinated care and safe transitions, but
they take time and effort to implement.
Recognizing this, the Centers for Medicare
& Medicaid Services in 2013 began offering
payment to ambulatory care practices for
TCM services, which includes contacting
patients within 48 hours of their discharge,

Well-defined protocols can promote
coordinated care and safe transitions,
but they take time and effort
to implement.
scheduling an office visit to occur within 7
to 14 days, and discussing the care plan with
the patient or caregivers. (See “Transitional
care management code requirements.”)
This article describes the process
improvements that our practice used to
enhance TCM, which led to reduced patient
readmissions, improved patient and family
experiences, and increased reimbursement.

WHAT LED US TO IMPROVE TCM?
Our all-geriatric medicine practice of five
physicians, four nurse practitioners, a
clinical pharmacist, a physician assistant, a
practice manager, three licensed vocational
nurses, a receptionist, a scheduler, two benefit coordinators, and six medical assistants
serves a panel of 2,400 patients across 15
counties in south Texas. These patients may

KEY POINTS
• Transitional care management (TCM) seeks to ensure that patient
care doesn’t suffer when the patient transfers from one care setting
to another, such as from hospital to home.
• Improving transitional care management involves improving
communication between the patient or caregivers, the primary
care practice, and the practice’s acute/post-acute facility partners.
• Effective, efficient TCM depends on a detailed protocol that
instructs physicians and staff how to identify patients needing
TCM services, schedule them for appointments within 14 days
of discharge, and make sure their medication and other needs
are covered.
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be admitted to or discharged from 15 hospitals within five health care systems.
Our practice experienced two significant
problems related to transitions of care. One,
many of our patients did not attend scheduled office visits after being discharged
from the hospital and soon went to the
emergency department or were readmitted.
Two, our inability to access area hospitals’
electronic health record (EHR) systems
impeded continuity of care.
In team meetings, we systematically
devised a process for addressing these
problems. Using process improvement
tools (e.g., Pareto charts and root cause
analyses) to critique our existing TCM process, we developed insights that led us to
make changes in four areas:
1. Education. We realized that many
of our patients did not understand the
importance of TCM. For patients and their
families, we developed materials that
emphasized how TCM benefits patients’
long-term outcomes and explained why
they should inform the practice when the
patient goes to the hospital or other acute/
post-acute facility, share the primary care
physician’s contact information with the
acute/post-acute facility team, contact the
practice the day the patient is discharged,
and come to the practice for a visit within
7 to 14 days after discharge. We displayed
posters detailing TCM services in patient
waiting areas and examination rooms, sent
out secure email messages via our patient
portal, and distributed colorful flyers to
our acute/post-acute facility partners to
give to patients upon discharge.
2. Collaboration. We worked with the
Office of Professional Services at each of
our acute/post-acute facility partners to
obtain access to patient discharge summaries and other electronic records for our
care managers and key office staff. We have
true EHR compatibility with one health
system, but with the other systems, designated people in our practice have at least
read-only access to patient records. We also
met with each facility’s hospitalist team to
establish collaborative processes for communicating patient discharge needs and
summaries. We then met with emergency
department physicians to educate them
about TCM and the importance of identifying and contacting the patient’s primary
www.aafp.org/fpm
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care team. We gave them the names and
contact information for each of our PCPs as
well as a back-up telephone number for the
practice in case they couldn’t contact a PCP.
Magnetic cards with TCM information and
PCP names and contact information were
also distributed to the teams in each facility.
During conversations with these partners,
we reminded them that Medicare levies
financial penalties for excessive patient
readmissions and that reducing those readmissions should be everyone’s goal.
3. Workflow and protocol. We developed
a staff training curriculum that covered
the importance of TCM to patients and the
practice, as well as how to document and
code for TCM services. We emphasized that
“discharge” as it relates to TCM may refer to
discharge from an inpatient setting such as
an acute care hospital, rehabilitation hospital, long-term acute hospital, or skilled
nursing facility, even if the stay was just
for observation, as well as from a partial
hospital program, such as those treating
mental health or substance abuse disorders,
where the patient spends the day at the
treatment center and the night at home.
Discharge from these settings may necessitate the handoff of medical crisis management, a change in therapy, or management
of a new diagnosis, and the practice must
provide medication reconciliation and new
or ongoing specialist consultation.
We also created a TCM protocol that
established a workflow and assigned roles
and responsibilities to all team members
in our practice. We trained our staff and
clinicians during regularly scheduled
team meetings to use the protocol and
reinforced its proper use in daily huddles.
Here’s how it works:
• We designate a TCM patient coordinator each day from a pool of staff members
who have been trained to address TCM
needs. This person could be a care manager
or, in our case, a licensed vocational nurse
or registered nurse.
• When one of our patients has been or
is about to be discharged, the acute/postacute facility partner alerts the practice
using a phone number or email address
designated for this purpose. The message
typically includes specifics such as how
soon the patient needs to be seen. The
TCM patient coordinator monitors these
www.aafp.org/fpm 

messages to identify next steps and has
access to the hospital notes and discharge
summary for additional details if needed.
• The coordinator contacts the patient,
family, or caregiver within 48 hours to
verify the patient was discharged and the
plan of care. To guide these conversations,
we use an EHR template similar to this
one in the FPM Toolbox (https://www.aafp.
org/fpm/2013/0500/fpm20130500p12-rt1.
pdf). The coordinator schedules a face-toface appointment to occur within 72 hours,
one week, or two weeks, depending on the
patient’s needs.
• The practice also receives daily emails
from various payers and acute/post-acute
facilities listing admitted patients. This
facilitates tracking and close follow-up.
• Most TCM visits are performed by our
nurse practitioner, who reviews the patients’
discharge needs prior to the visit. If the
patient does want to see the PCP, we make
sure that happens by either overbooking
appointments or opening a new slot.
• After the TCM visit, a follow-up visit is
scheduled based on patient acuity, either
with the nurse practitioner for continuity
or the PCP.
• If the patient doesn’t come to the TCM
visit, the coordinator calls the same day
to find out why and reschedule as soon as

TRANSITIONAL CARE MANAGEMENT
CODE REQUIREMENTS
The CPT codes for transitional care management require one face-toface visit, certain non-face-to-face services, and medication reconciliation and management during the 30-day service period.
Code 99495 has the following requirements:
•C
 ommunication (direct contact, telephone, or electronic) with
the patient or caregiver within two business days of discharge,
•M
 edical decision making of at least moderate complexity during
the service period,
•A
 face-to-face visit within 14 days of discharge.
Code 99496 has the following requirements:
•C
 ommunication (direct contact, telephone, or electronic) with
the patient or caregiver within two business days of discharge,
•M
 edical decision making of high complexity during the service
period,
•A
 face-to-face visit within seven days of discharge.
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possible. We try to avoid missed appointments by sending a reminder email or
phone call a day before the visit.
4. Technology. We worked with our
information technology team to develop
TCM templates in our EHR that physicians
and staff can use at various steps in the
process. For example, during the initial
communication with a patient or caregiver
after discharge, the template reminds us to
ask about updated medication or durable
medical equipment, home health needs,
pending lab tests, consultations, care goals,
how soon the patient needs to be seen, and
any tests needed before the TCM visit.

BENEFITS AND COSTS
We piloted our TCM approach with one
hospital system in 2013 and evaluated its
effectiveness by tracking patient attendance at TCM visits. We then correlated
that attendance with patient outcomes.
Here’s what we found:
• Patient attendance at TCM visits
increased from 20 percent in 2014 to 90
percent in 2016. This 90-percent rate has
remained consistent. For patients transitioning from rehabilitation facilities,
the TCM visit rate improved even more,
increasing to around 96 percent. This was
due to parallel improvements we made for
handling senior care.
• Readmissions decreased from 7 percent in 2013 to 3.2 percent in 2014 and have
remained at this level.
• Patients have shared many positive
comments about TCM visits. At about the
time we began our TCM improvements, we
started using patient experience surveys.
Our rating is 4.9 out of 5.
These benefits have not been without
cost or effort, however. In our experience,
practices face at least two potential challenges in implementing a TCM protocol.
The first is resistance to change by some
patients, staff, and acute/post-acute facility partners. The best way to overcome
this is to engage all of these groups while
developing the protocol, explain to partners how the protocol benefits them as well
as patients, provide in-service training for
staff, and recognize individual efforts by
patients, practice staff, and partners.
Second, it takes considerable time to
create the protocol and implement it. We
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estimate we spent at least 500 hours in
weekly meetings and daily huddles to
develop, refine, and sustain our present
TCM protocol. By following our example,
practices could invest less time. Once the
protocol is created, the practice will spend
additional time communicating with
patients and partners about TCM, obtaining and reviewing patient records, and conducting the face-to-face visits with patients.
Although TCM requires a significant time
investment, it will benefit your patients,
partners, and practice by improving patient
outcomes and experiences, reducing costs,
and improving quality of care. These benefits may also help your practice obtain more
favorable contracts. We have received valuebased contracts from three payers because
of our TCM approach.
We did not do a formal cost-benefit analysis, but we believe the positive outcomes
of our TCM approach have more than
compensated us for the time we invested
in establishing it. The reimbursement and
work relative value units (wRVUs) generated by TCM codes have certainly been
higher than for our regular office visits.

PUTTING IT ALL TOGETHER
Integrating a TCM process into your
primary care clinic takes work. You can
achieve it by engaging with your acute/
post-acute facility partners’ leadership and
formalizing partnerships with those facilities, leveraging your local health system’s
strengths and shared resources, writing
protocols that define TCM processes, crosstraining team members in your practice,
and educating patients and caregivers. This
effort will achieve a comprehensive TCM
program that improves patient outcomes,
reduces readmissions, and enhances the
quality and safety of patient care.
1. Bloink J, Adler KG. Transitional care management services: new codes, new requirements. Fam Pract Manag.
2013;20(3):12-17.
2. Marder K. Transitional care management: five steps
to fewer readmissions, improved quality, and lower cost.
HealthCatalyst website. Oct. 17, 2017. https://www.
healthcatalyst.com/transitional-care-managementreduces-readmissions. Accessed March 19, 2019.
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Coding & Documentation
CINDY HUGHES, CPC, CFPC

SAME-DAY RETURN VISIT

Q

If a physician sees a patient
and instructs him or her to
return later that day for a blood
pressure check, should our practice
bill CPT code 99211 with modifier 25,
“Significant, separately identifiable
E/M service by the same physician
on the same day of the procedure
or other service,” in addition to the
code for the first encounter?
No. You should charge one
E/M code for the combined
services. Payers typically follow
guidance from the Centers for
Medicare & Medicaid Services that
says two separate office E/M codes
may be reported on the same date
only when the patient presents for
two unrelated problems.

A

MODIFIER FOR
INCIDENT-TO SERVICES

Q

Does Medicare require using
a modifier to show that an
advanced practice provider such as a
nurse practitioner or physician assistant provided an office E/M service
incident-to a physician’s services and
billed under the physician’s provider
identification number?
No. But some health plans
require modifier SA, “nurse
practitioner rendering service in
collaboration with a physician,” for
services rendered incident-to or as
a shared visit (e.g., the physician
and advanced practice professional

A

ABOUT THE AUTHOR

Cindy Hughes is an independent consulting
editor based in El Dorado, Kan., and a
contributing editor to FPM. Author disclosure:
no relevant financial affiliations disclosed.
EDITOR’S NOTE

Reviewed by the FPM Coding & Documentation Review Panel. Some payers may not agree
with the advice given. Refer to current coding
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each provide significant portions
of an E/M service). Though HCPCS
specifies “nurse practitioner” in the
descriptor, modifier SA may also
be used when billing for services
provided by physician assistants,
clinical nurse specialists, or other
advanced practice professionals
specified in a payer’s policy.

INPATIENT CARE BILLING BY
TEACHING PHYSICIAN

Q

If a resident does an inpatient history and physical
examination (H&P) and discusses
it over the phone with an attending
physician on one calendar day (e.g.,
10 p.m. Thursday), and the attending doesn’t round on that patient
until the next calendar day (e.g., 10
a.m. Friday), can the attending use
the resident’s documented H&P to
support billing for initial hospital
care? Or must the resident see the
patient again with the physician
present and redocument the H&P?
The teaching physician may
reference the resident’s note
but must also document that he
or she personally saw and participated in management of the patient.
If after seeing the patient the
teaching physician agrees with the
resident’s documentation and the
patient’s condition has not changed,
the teaching physician may reference that documentation in lieu
of redocumenting. Any changes in
the patient’s condition and clinical
course must be documented by the
teaching physician. The teaching
physician’s date of service is the
date he or she saw the patient.
The Medicare Claims Processing
Manual specifically addresses what
documentation is needed when a
resident performs initial hospital
care late at night and the teaching
physician does not see the patient
until later, including the next cal-

A

endar day (see Chapter 12, §100.1.1;
https://www.cms.gov/Regulationsand-Guidance/Guidance/Manuals/
Internet-Only-Manuals-IOMs.html).

BIOPSY OF THE OUTER EAR

Q

I performed a biopsy of a
lesion on the external ear.
Should I report a code from the
integumentary section or the auditory system section of CPT?
Use code 69100, “Biopsy external ear,” from the auditory
system section. CPT provides this
instruction at the end of the prefatory instructions for the biopsy
codes in the integumentary section.

A

MULTIPLE X-RAYS

Q

Is it appropriate to report
two codes for X-rays when
one is taken prior to the removal
of a foreign body and the other is
taken to confirm that all of the foreign body was removed?
Yes. If the two X-rays are for
the same procedure (e.g., same
anatomic locations or views), report
modifier 76, “Repeat procedure or
service by same physician or other
qualified health care professional,”
with the code for the second X-ray.
If the second X-ray is a different
procedure (e.g., fewer views), you
should instead report modifier
59, “Distinct procedural service.” In
either case, be ready to provide documentation if the payer requests it,
including the images and a report of
findings that describes indications
for and any limitation of the exam,
details of images reviewed (e.g., lateral or posterior), any comparisons,
clinical questions answered, and
impressions.

A

Send comments to fpmedit@aafp.
org, or add your comments to the
article online.
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Practice Pearls

T

o improve efficiency and clarify
visit expectations, we have
started creating an annual visit
plan with each patient. We explain
that each medication a patient
takes and each related condition
should be evaluated at least once a
year, and sometimes more. In mapping out visits, we group together
chronic illnesses, preventive care
exams, and so on. Each annual visit
plan reflects the individual
patient’s needs and the physician’s
style, but here’s an example:

ANNUAL VISIT PLAN
• Hypertension, diabetes, and
hyperlipidemia: once every six
months with labs
• Asthma and allergies: once a year
• Physical exam: as needed, but at
least once every two years
• Annual wellness visit (for
Medicare patients): once a year
• Insomnia, gastroesophageal reflux
disease, and gout: once a year

We tell patients that this plan
assumes their conditions are stable
and well-controlled and that, if
they develop any additional complaints or new needs, they should
schedule a separate appointment.
Physicians typically do this kind
of planning internally, but we have
rarely made it transparent for the
patient and our staff. We give the

patient a copy of this plan and put
an alert on the chart so the patient
knows what to expect at visits and
team members can help schedule
visits ahead of time. This planning
saves the clinician from having to
think through these issues at each
visit. It also helps with certain
types of scheduling. For instance,
we can suggest the asthma visit be
scheduled in October so the patient
can receive a flu vaccine at the
same time.
Sumana Reddy, MD, FAAFP
Salinas, Calif.

Richard A Ginnetti, MD, and
Justin Holschbach, MD
Bloomington, Ill.

USE YOUR EHR
TO CLOSE CARE GAPS

O

ne of our family medicine
clinics recently completed
a project to improve the rate of
pneumonia vaccination among
its patient panel. The practice has
approximately 1,500 eligible
patients, and even with all
the attention physicians
and staff give to
patients seen in the
office, its pneumonia vaccination
rate had plateaued at 83 percent. Over a
six-month period,
the practice’s five
clinicians and staff
used the electronic
health record (EHR) to
identify patients who still had not
received a
pneumonia vaccine, paying special
attention to patients who had
recently turned 65 years old.

GOT A PEARL?
Practice Pearls presents advice on practice operations and patient care
submitted by readers or drawn from the literature. Send your best pearl (up
to 250 words) to fpmedit@aafp.org and receive $50 if it’s published. Send
comments to fpmedit@aafp.org, or add your comments to the article online.
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Nursing staff contacted these
patients by phone, notifying them
of their status and asking if they
wanted a pneumonia vaccination.
Approximately 30 percent of the
contacted patients requested and
received the recommended vaccine,
helping the office improve its pneumonia vaccination rate to 89 percent, which it has maintained.
This project demonstrates the
use of the EHR and patient outreach to close care gaps and the
importance of engaging nursing
staff in these efforts.

USE PASSWORDS TO
PRACTICE MINDFULNESS

C

onstantly having to log into
computers and websites can
feel inefficient and frustrating.
However, this redundant
task can be an opportunity to increase
your mindfulness
at work. Try
changing your
passwords to
include mindfulness mantras
that speak to
you, such as
“gratitude,”
“breathe,” “smile,”
or “lovingkindness.”
To meet the requirements of
a strong password, be sure to
include some uppercase characters,
special symbols, and numbers.
Once you’ve changed your
passwords, you can take a brief
moment each time you log in to be
mindful and reset your energy and
focus. I have been doing this for
years, and my log-in moments no
longer feel like a burden.
Alana Benjamin, MD
Taos, N.M.

www.aafp.org/fpm
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CREATE ANNUAL VISIT PLANS
FOR YOUR PATIENTS

AAFP Members
and FPM Subscribers:

CME Quiz – May/June 2019
AAFP members and FPM subscribers may complete the quiz at https://www.aafp.org/fpmquiz.
This issue is approved for 5 Prescribed credits. Credit may be claimed for one year from the date
of this issue. Questions? Call 800-274-2237.

CLICK HERE TO TAKE
THE QUIZ NOW

Each question has only one right answer.
A Practical Approach to Reducing
Patients’ Prescription Costs (p. 5)
Q1. What is the best approach to
identifying whether the cost of a
patient’s medications is a barrier to
adherence?

l A. W
 ait for the patient to mention his
or her concern.
l B. Use an in-depth screening tool
administered by the physician.
l C. Screen only patients who display
poor adherence or who fall below a
certain income level.
l D. Use a single-question screening
initiated by staff.

Q2. Which of the following strategies
should physicians take to reduce patients’
prescription cost burdens?
l A. Offer 30-day prescriptions.
l B. R
 eview the necessity of
patients’ medications, and
offer a deprescribing trial when
appropriate.
l C. Avoid cheap medication
substitutions, which can be costlier
in the long run.
l D. Personally help patients complete
the complex process of applying for
medication assistance programs.

Seven Habits for Reducing Work After
Clinic (p. 10)
Q3. Which of the following strategies
is recommended to help physicians
increase their efficiency and spend less
time on work after hours?

l A. B
 atch similar tasks and set aside
a dedicated block of time for
handling them.
l B. Make sure administrative tasks are
done right by doing them yourself.
l C. Set and enforce efficiency
standards.
l D. Work with patients to create an
agenda to help keep visits on track.

Q4. Which of the following
documentation practices should
physicians avoid?
l
l
l
l

A.
B.
C.
D.

Using macros and templates.
Over-documenting in the EHR.
Documenting in the exam room.
Using team documentation.

Risk Stratification: A Two-Step Process
for Identifying Your Sickest Patients
(p. 21)
Q5. What type of risk is being measured
in risk stratification?
l
l
l
l

A.
B.
C.
D.

Financial risk.
Litigation risk.
Clinical risk.
Safety risk.

Q6. What risk level would be most
appropriate for a patient whose care plan
calls for only preventive care and regular
immunizations?
l
l
l
l

A.
B.
C.
D.

Level 1.
Level 4.
Level 6.
Level 9.

Transitional Care Management:
Practical Processes for Your Practice
(p. 27)

Q8. What is the key problem a
TCM improvement initiative can help
practices address?

l A. P
 atients not attending scheduled
TCM visits after being discharged
from the hospital.
l B. Practices not being paid
adequately for TCM visits.
l C. Patients requesting better
coordination of TCM.
l D. Physicians being financially
penalized for poor TCM.

Coding & Documentation (p. 31)
Q9. How should you bill when you see
a patient in your office in the morning
who returns that afternoon for a blood
pressure check?

l A. C
 harge one E/M code for the
combined services.
l B. Charge two E/M codes for the two
visits, with no modifier.
l C. Charge two E/M codes for the two
visits, adding modifier 25 to the
second visit.
l D. Charge one E/M code for the first
visit and bill the patient directly for
the second visit.

Q7. How soon after discharge must a
patient be seen by his or her primary
care physician to meet the requirements
for billing transitional care management
(TCM)?
l
l
l
l

A.
B.
C.
D.

Within 48 hours.
Within three to five days.
Within seven to 14 days.
Within one month.

WANT EXTRA CREDIT?
AAFP Members: Earn an additional
2 CME credits by completing the
Translation to Practice® activity
upon submission of the quiz.
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ANSWERS
Q1. D, Q2. B, Q3. D, Q4. B, Q5. C, Q6. A, Q7. C, Q8. A, Q9. A
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Classifieds
The FPM Classified Department can assist you with your advertising needs. We offer discounted packages for ads with
FPM, American Family Physician, and AAFPCareerLink.org. Please contact: 727-497-6568; AAFP@communitybrands.com.

PHYSICIANS WANTED

WORLD-CLASS HEALTH CARE
FIRST-RATE BENEFITS
Practice alongside other highly skilled civilian and
military health care providers worldwide, and
experience professional opportunities and beneets
that can only be found in the Civilian Corps.

Army Medicine Civilian Corps
employees are NOT subject to
military requirements such as
“boot camp,” enlistments, or
deployments.

Department of Defense is an
equal opportunity employer.

•
•
•
•
•
•
•
•

Competitive Salary & Excellent Federal Beneets
Recruitment Bonuses
Choice of Worldwide Locations
Relocation Incentives
Flexible Work Schedules
Retention Incentives
60% of Army Hospital Employees are Civilians
No Active Duty Military Requirements

FIND JOBS | POST YOUR CV | APPLY TODAY

CivilianMedicalJobs.com/FPM
YOUR DREAM JOB
MAY BE CLOSER
THAN YOU THINK
AAFPCareerLink.org
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JOIN OUR
PRIMARY CARE TEAM!
Tsehootsooi Medical Center, Fort
Deﬁance, AZ seeks BE/BC Family
Practice Physicians and Internal
Medicine Physicians. Innovation is
the unique diﬀerence in a truly
diverse multi-cultural medical
community in northeastern Arizona.

• Integrated healthcare system
includes (1) satellite clinic,
ancillary services, Wellness
Center, on-site clinical
pharmacists, behavioral
health, case managers and
social services.
• Flexible Work Schedules
• Paid Beneﬁts include: Health
Beneﬁts, Federal Tort
Malpractice Coverage, Paid
Vacation, Paid CME attendance
• Salary is Negotiable, Sign-On
Bonus, Relocation Incentive
• Incentive Pay based on Annual
Performance
• 1-4 Bedroom Homes
• Loan Forgiveness Options:NHSC,
I.H.S. and Arizona State LRP

Put your opportunity in front
of physicians, whenever,
however they want —
in print, online and on
their mobile devices.

(727) 497-6568
AAFP@CommunityBrands.com

www.fdihb.org
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The Last Word

A New Lexicon for Physicians:
A Poem for Physicians Who Care
AMARYLLIS SÁNCHEZ WOHLEVER, MD

What if EHRs, MIPS,
and MACRA all stood
for something else —
something truly meaningful?

I

recently read that there are 10
nonclinical administrators and
staff for every physician in the
United States (see https://hbr.org/
2013/09/the-downside-of-healthcare-job-growth). This means a
greater portion of every health care
dollar goes to paying for staff who
have nothing to do with direct
patient care. Yet these administrators dictate much of what we physicians do. We are forced to see more
patients in less time, although many
are sicker and on more medications
than patients 10 years ago. We are
asked to supervise others on the
health care team, and we carry an
unfair burden of liability. No wonder
physician burnout is so high. What’s
remarkable is that it isn’t higher.
Despite mounting and exhausting
obstacles to excellent, compassionate care, we still strive to care for
people every day according to our
high standards, placing patients
first. I believe this is due to our high
levels of resilience and dedication.
But enough is enough. After
becoming a patient and experiencing the “other side” of health care, I
was inspired to write the following
ABOUT THE AUTHOR

Dr. Sánchez, a family physician in Orlando, Fla., is
a physician coach, speaker, and author of Recapturing Joy in Medicine. This poem first appeared
on her blog, faithfulMD.com. Author disclosure:
no relevant financial affiliations disclosed. Copyright © 2019 Amaryllis Sánchez Wohlever, MD.
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poem to encourage my colleagues
to take a stand — for our patients
and ourselves.

A New Lexicon for Physicians
Imagine if PQRS and ICD-10,
EHRs and the looming MACRA,
MIPS, and APMs
all stood for something else,
like measures of meaning and care
aligned with what patients need
and with who we are:
true servants at heart.
These sly abbreviations
champion some other dream
that hijacked our profession
and disrupts the health care team.
But we refuse to abbreviate care,
cut corners, detach,
and forget who we are.
I dream of autonomy
and its friend, common sense,
and that sacred relationship
we all still defend.
I dream of scaling that fence
built by faceless EHRs
that split
my vocation … from … the human
person
I vowed to assist.
So why not rename
the despised click-click-clicker
that keeps us a–u–t–o–m–a–t–e–d
and every misnomer that traps us
‘til we’re duly subordinated.
Here’s a new dictionary of
medical terms
born of our noble dream, not theirs.
Physician, arise! This is my
earnest plea.
Quit playing someone else’s
maddening game.

Rules that hinder, intrude,
disrespect, and inflame.
Success is, now, LISTEN — up to
you and me.
Mandates and regulations keep
choking.
Administrators blindly add more
stress.
Care suffers while we smolder, too
busy to voice our distress.
Remember your Hippocratic Oath?
Anyone else take that pledge?
We know what matters most.
Our patients are first.
Make another vow, for the future’s
at stake.
It’s time to stand up; we must stay
wide awake.
Patients deserve much less haste,
something better.
Sacred relationships front and
center — forever.
I believe in you,
Colleague. You’re ready!
Dare to speak your truth and to
STAND!
10 thousand more voices all over
this land.
A new future requires a return to
the basics.
Practice your craft. We cannot be
complacent.
Make everything count for you
and your patient.
It is time to heal our profession.
Let’s scrub in and start healing
our nation.
Let us all work together to see
Everyone’s
Health
Restored.
Including our own.
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