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When we started;
Solo practitioner
One LPN, One MA, One Receptionist
3000 Patients

Where we are now:
One physician, one PA
One RN, One LPN, One MA, One Receptionist
5000 Patients
Working on being certified as a Medical Home



Workflow

Patient 
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 Identify Issues

 Analyze how staff is currently managing 
workflow

 Analyze how staff is using the EMR

 Plan an organized solution based on the 
above



 Phone messages not being handled in a 
timely manner

 Patient check in was not accurate and took a 
long time

 Lab and Xrays not being followed up

 Paperwork not being completed

 Staff Complaints – overwhelmed with work



 Staff overtime – expenses were getting out of 
control

 Stock problems – too much of some things 
too little of others

Office was beginning to appear chaotic and 
disorganized (i.e. paperwork getting lost, 
eating at desk)



Monitored how much work our staff had.

Monitored EMR to see when messages were 
completed.

Used EMR to monitor how many outstanding 
Lab and Xray Orders we had

 Started having regular staff meetings and 
talking to our staff about Kaizen and 
manufacturing principles of quality and 
performance improvement



Our staff was not organized

 The staff did not use the EMR to the fullest 
capacity

 It was a perception that they were 
overwhelmed with work

 If we could make them more efficient many 
of the complaints and issues would go away



 Convince staff that they have a product and 
that by following procedures they can 
accomplish their jobs more efficiently. 

 Convince staff that accountability is not a 
bad thing that it will provide for a process of 
continuous improvement.

 Convince staff that their workload can be 
performed by the current number of staff 
persons



 Create Procedures for Staff by the Staff

 Create Accountability for Staff Productivity

 Create a Team of workers who solve 
problems, become very efficient

 Teach Staff unique uses of the EMR in solving 
problems and doing follow up



Written by staff

Goals set by staff

Monitoring initially by administration and 
then sent over to staff

Now after 2 years we have periodic 
monitoring



 Staff monitored how many messages per day 
they received.  Maximum 60-65

 Initially monitoring showed that these were 
not answered until the afternoon

 Staff reorganized work flow to handle 
messages as soon as they came in

 Answer time was improved to 4 hours









 All messages answered daily either by phone 
or letter

 All messages answered within 4 hours

Handled by one nurse

Monitoring occurs periodically and shows that 
this continues to be true





 Greet Patient
 Check patient “Arrived” in Chart central
 Verify Demographics

 Verify Name with Middle initial
 Verify Addresses Primary and Secondary
 Verify Phone Numbers
 Verify Pharmacy

 Verify Insurance
 Review Cards
 Scan any new cards
 Verify Eligibility on line if a new patient or an established patient not seen 

in last 3 months
 Collect Appropriate Copayment
 Issue Receipt
 Apply Payment to Superbill
 Update Insurance Information on Demographic Screen
 Check patient to “Nurse” in Chart Central



 Lab Results are followed up on a weekly basis

Use the EMR to access “Acquired, Reviewed 
Partial, Sent and Ordered” statuses

 Test results that have not been received in 
over a week are tracked down and placed in 
the chart and the provider is notified

 Each week the number of lab tests over a 
week old will be monitored





 Sorting Mail

 Rooming Patients

 Stock Rotation

Managing controlled prescriptions





 Preparing to Room a Patient
 Identify patient ready for rooming by checking Chart 

Central
 Identify patient type

 New
 Established
 Physical
 Medical Clearance

 Assign Room.  Note in Chart Central
 Bring Patient in from Waiting Room
 Check Height and Weight

 A Height should be checked on all new patients, all children at 
each visit until age 18 and all adults once yearly at a routine visit

 For measurements patient should face front
 For height patient’s shoes should be off
 For weight patient’s shoes may be on or off

 Take patient to assigned room



 Rooming Patient
 Patient should be seated on table with feet flat on the floor
 Open progress Note and record reason for visit
 Review Medications

 Discontinue short term medications
 Add new medications

 Review Allergies and mark reviewed in chart
 Update PFSH
 Check Blood Pressure for all patients > 5 years of age

 Apply cuff to arm
 Line up arrow with artery
 Apply stethoscope to artery
 Inflate to 220 mmHg on patients over 150 pounds
 Confirm absence of pulse
 Deflate cuff in increments of 2 mmHg
 Record systolic on first heartbeat heard
 Record diastolic on last heart sound heard

 Record Temperature



 Record Pulse for the following complaints:
 Chest discomfort
 Palpitations
 Respiratory Distress
 Dizziness
 Fatigue
 Loss of Conciousness
 Use pulse oximetry instrument or count radial pulse for 15 seconds and 

multiply by 4
 Record Pulse Oximetry if Needed.
 Record Respirations

 Count respirations for 1 minute

 Prepare Patient for Exam
 Instruct patient to remove shoes for diabetic foot exam
 Make sure area of evaluation is easily accessible
 Obtain surgical consent if needed





 Physicals
 Eye exam
 Urinalysis if required
 Complete documentation/Health Appraisal Form
 Notify Triage Nurse of Vaccines when Necessary

 Medical Clearance
 Draw Labs
 Complete EKG and obtain ABN if needed.

 Exiting Patient
 Give samples
 Give prescriptions and orders
 Answer any questions
 Give copy of Visit



Multiple sessions can be accessed

Opening a progress note and putting all 
information in through that field instead of 
moving in and out

How to use document codes and the 
importance of needing them to search the 
chart

Develop habit of looking at patient flow 
through Chart Central





 Added wall files so paperwork would not get 
lost

 A place for everything and everything in its 
place

We performed Kaizen on key areas of the 
office

We organized stock and an ordering 
procedure



 Sort – All unneeded items are removed from 
area

 Set in Order – A place for everything and 
everything in its place

 Shine – The area is cleaned as the work is 
performed

 Standardize – Methods are continually 
applied

 Sustain – 5S is a habit and is continually 
improved







 Initially had difficulty convincing staff that 
this would make their day easier

 Reluctant participation

During the writing of procedures, a number 
of personality traits were revealed

Ultimately went through an entire staff 
turnover



 Staff overtime has decreased

 Reorganizing stock has reduced stock costs 
and has made it easier to store

 As practice has grown the staff has been able 
to handle heavier workload without 
increasing overtime



 Continuing to improve procedures and 
efficiency

 The practice continues to grow

Working towards a Medical Home designation

 The EMR continues to have updates which 
decrease clicks and improve efficiency.

Now have a working team
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