ROBERT NEUBECKER

MANAGING ™
MESSAGES

Three principles helped this small primary care
practice conquer the dreaded inbox and
its mountain of messages.

hysicians face a barrage of messages every day — phone

messages from patients, emails from consultants, faxes
from pharmacies, reports from laboratories, sticky notes
from support staff, and on and on. All of this information
coming into the practice needs to be processed, routed, and
acted upon promptly and efficiently. Failure to do so can
result in patient dissatisfaction, delays, rework, and errors.
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Before I describe our processes for managing mes- E
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In the author’s
practice, extensive
protocols enable
patient service rep-
resentatives (PSRs)
to handle most
phone calls and
email messages
independently.

If a phone call
requires the exper-
tise of another
team member, the
PSR send an elec-
tronic message to
that person.

Patients can email
the practice using
a secure messag-
ing portal and are
taught to use it for
nonurgent issues.

Patient service representatives are not your

traditional medical secretaries. They are trained to

be masters of phone and inbox management.

have with our practice, but they are not your
traditional medical secretaries. They are
trained to be masters of phone and inbox man-
agement. Many of them come from medical
backgrounds, but we’ve also trained individu-
als with backgrounds in banking, marine biol-
ogy, and running a small business. Potential
employees undergo a thorough interview pro-
cess, which includes a full team interview, and
job shadowing. Once hired, they take partin a
proficiency based training process that includes
six to eight weeks of one-on-one training

and daily feedback. This helps them incor-
porate improvements and reach a high level

of proficiency before they're finally allowed

to manage the phones on their own. Their
training focuses on three primary functions:
the check-in/greeter function (verifying insur-
ance, collecting copays, etc.), the scheduler
function (scheduling diagnostic tests, referrals
for consults, etc.), and the phone/triage func-
tion. This latter piece is the most challenging
because our PSRs must learn to follow proto-
cols that help them analyze patient symptoms
for triage purposes and manage prescription
refills. We access these protocols through a
web-based clinical decision support tool called
the Problem Knowledge Coupler. (See more
on page 28.) We make significant investments
in training and equipping our PSRs, and the
result is that we have highly competent, enthu-
siastic people on the front lines. This allows
our providers (three physicians and one nurse
practitioner), our nurses, and our other clinical
support staff to operate at high levels as well.
(See “An empowered support staff,” page 27.)

The messaging process

With PSRs at the center of our messaging pro-
cess, here’s how the process works for com-
mon message types:

Phone messages. These are the most
common and most straightforward messages
we receive. When a patient or other caller
contacts our office by phone, the PSR first
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attempts to take care of the matter directly,
often with the assistance of protocols as
described earlier. If the matter requires the
expertise of another member of the practice
team, the PSR brings up the electronic health
record (EHR; we use Centricity), selects the
“phone note” function, captures the key infor-
mation (caller name, number, reason calling,
etc.), and forwards the message to the correct
person, typically the provider. When the pro-
vider opens the EHR, which occurs multiple
times throughout the day, he or she is alerted
that a message is waiting, including whether
the message is urgent. If a provider is absent,
whether planned or unplanned, another pro-
vider will cover that person’s inbox for the day.
Emails from patients. We use secure mes-
saging provided through Kryptiq (htep://www.
kryptiq.com/), which we can access through
our EHR, to exchange messages with patients.
We can send the message from within the
EHR because the patient’s email address has
been captured as part of our intake process.
Surprisingly, even though our practice has
an older population, 50 percent of our panel
have provided email addresses and most seem
willing to try new technologies. We can attach
test results or other documents to the mes-
sage as needed, and the email is saved into the
record automatically. We educate our patients
that the following types of communication
are appropriate for secured messaging: pre-
scription refill requests, appointment requests,
nonurgent medical advice, nonurgent medical
follow up (including certain test results), and
nonurgent medical correspondence. Email
is never appropriate for urgent or emergency
medical problems, mental health issues, drug
or alcohol problems, HIV/AIDS related issues
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and diseases, or work-related injuries and dis-
ability. Our providers report receiving only
about five to eight emails a week, so they are
not inundated as some might expect. Offering
patients the option of using the secure mes-
saging system frees the provider from time-
consuming telephone follow up. We aim for a
24-hour turnaround for email replies and have
found it to be doable.

We also have a general email box for
the practice, which we access via Microsoft
Outlook. Our PSRs monitor this account.
Occasionally, patients use this general email
address to contact us about clinical matters,
but we educate them, to protect their privacy,
that they need to use the secure messaging
portal instead.

Refill requests. Refill requests come into
our practice in several ways. A pharmacy
might call, fax the request to our general
email box, or send it electronically so that it
appears in the provider’s EHR inbox. The
PSRs handle much of this work with the assis-
tance of the refill protocols mentioned earlier.
The requests then go to the provider for final
signature.

Refill requests coming directly from
patients are also handled by the PSR using
protocols, with some exceptions. For exam-

AN EMPOWERED SUPPORT STAFF

ple, if a patient calls to request a refill on a
narcotic medication, which the PSR is not
allowed to handle, the request is routed elec-
tronically to the provider as a phone message.

Test results. When test results come into
the practice, often by fax or email, a PSR
creates a message in the EHR including the
reason for the test, who ordered it, pending
appointments, and action needed, and routes
it to the ordering provider to review. This
puts the report in context, giving the provider
all the information needed to assess the test
results. For tests conducted at facilities that
have an interface with our EHR, results arrive
directly in the provider’s inbox; however, each
provider is assigned a PSR who monitors the
inbox for such messages. Messages marked
with a red exclamation mark by the testing
facility are urgent; those with a yellow excla-
mation mark are important. If a result is criti-
cal, the testing facility will call, and the PSR
will immediately locate the physician.

After the provider reviews the results, he
or she can email the patient directly from the
EHR indicating that everything is normal,
call the patient if the results are abnormal, or
message the PSR with follow-up instructions,
such as sending the patient a letter or contact-
ing the patient to schedule a follow-up visit. >

Our practice has eight highly trained and empowered patient service representatives that shoulder

much of the messaging process, as the article describes. Our practice also uses other staff members

to their maximum abilities.

We have two RNs who practice “collaborative care nursing.” Under this model, patients who are

stable but are having difficulty managing their chronic conditions — for example, they can't get their

A1C under control or they need more education or support — are scheduled with a nurse. The nurse

MANAGING MESSAGES

Physicians have
found that email
frees them from
time-consuming
telephone
follow-up.

[ |

PSRs handle most
refill requests with
the use of proto-
cols; requests are
then routed to
providers for their
signature.

Test results are
routed to the pro-
vider, who assesses
the results and
determines the best
course of action.

provides education, does the intake, reviews medications, etc., and then the provider joins the visit
and receives a report from the nurse. The provider performs the physical examination, talks to the
patient about the assessment, creates a care plan, provides orders, prescribes medications, etc.,
while the nurse serves as a scribe. When the provider finishes, the nurse wraps up the visit.

Three MAs and an RN function as clinical support staff. They room patients, collect vital signs, review
medications, check allergies, prep the chart, and even collect information regarding the patient prob-
lem. (To read about a practice that takes a similar approach, see “A New Approach to Making Your
Doctor-Nurse Team More Productive,” FPM, July/August 2008, http://www.aafp.org/fpm/2008/0700/
p35.html.) Our EHR contains protocols for preventive care and certain diseases and provides a list of
services due (e.g., a tetanus shot or a screening mammogram), so the clinical support staff can go
ahead and create the order. The provider will later review and sign off on the order.

Our physicians and nurse practitioner are comfortable with this style of practice because they have
confidence in our training and protocols. Having highly trained and empowered staff members allows
them to stay focused on the problem, assessment, and plan, and it makes them highly productive.
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The use of protocols and other decision support Ot

tools can enable practices to delegate symptom
analysis, medication refills, standard treatments, and

follow-up scheduling to nonmedical staff, depend-
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Despite our electronic tools, we sometimes need

face-to-face conversations or even sticky notes.

Internal messages. Within the EHR,
there is a feature called the flag. It is an inter-
nal communication tool that we use instead
of physical sticky notes to communicate that
a patient is upset about something, needs
a form filled out, or has a special need. We
can send a flag to one person or to multiple
people, and when the recipient views any part
of the EHR, the system will indicate that a
flag or other message is waiting. Although it
is attached to the chart, it will only become a
permanent part of the record if we convert it
to a note, which is rarely necessary. If a pro-
vider uses a flag to ask a clinical support staff
member or PSR to order a test, for example,
that would be converted into a note.

Face to face. Despite our electronic mes-
saging tools, we sometimes need face-to-face
conversations or even traditional sticky notes.
Electronic systems do not obviate these modes
of communication. If a matter is critical or we
know that a provider isn’t likely to be look-
ing at his or her computer screen for a while,
we do not hesitate to speak directly with one
another. Likewise, we try to be mindful of our
patients’ needs and recognize when phone or
face-to-face conversations with them may be
more comforting or appropriate, even if they
are not the most efficient option.

We also use team huddles to share infor-
mation before beginning each day. These are

brief face-to-face meetings involving all mem-

bers of the office staff. Team members com-

municate issues that might arise during the

workday, review staffing issues such as who is

out sick or who has to leave early, and review
. >

each patient on the day’s schedule.

No turning back

With our use of technology, effective delega-
tion, and extensive protocols, we have brought
order to our messaging process. Our patients
and visitors consistently remark that our prac-
tice runs smoothly and has a sense of calmness,
and our providers and staff report high degrees
of satisfaction. (Our practice’s score on the
Great Place to Work assessment — hetp://www.
greatplacetowork.com — was 100 percent last
year.) Of course, getting to this point wasn’t
easy. Change is difficult, even if you've been at
it for a while, but there is great satisfaction in
improving the major areas of your practice —
those systems that directly affect patients.
Would we ever go back to the old way of
managing messages? Not a chance. [El

Send comments to fpmedit@aafp.org, or

add your comments to the article at http://
www.aafp.org/fpm/2012/0900/p25.html.

MANAGING MESSAGES

Staff members can
use “flags” within
the EHR to share
messages internally
without making
them part of the
permanent record.

Even with elec-
tronic messaging,
there is still a need
for face-to-face
conversation, for
example, when a
matter is urgent

or a patient simply
prefers a more per-
sonal interaction.
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The final screen at right shows an
example of the medication refill
screen the PSR sees if a patient con-

tacts our office to request a narcotic
drug. The recommended action in
this case is “refer to provider.”

@ Review data 3

Refer to Provider

Supporting factors

«  answer to any of the narcotic refill responses is ves

Important points

o Most of the drugs that are referred for immediate review by medical personnel fall into the
categories of TRANQUILIZERS or prescription ANALGESICS where long-term use can lead to

addiction.
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