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WHAT IS PRACTICE MANAGEMENT?? 

 
Practice management involves  
decisions, 
actions,  
and resource allocation  
to enable the provision of professional services to meet 
the objectives of the organization.    

 
 

Presenter
Presentation Notes
Is it a verb, a noun or an adjectiveIn this definition it is a noun that describes  a processI don’t say I’m going to PM you.Read the slide



 The management of a medical practice requires 
understanding of the needs of the  health 
professionals, patients, nonmedical staff and the 
community.  Management  processes involve 
planning, finance, technology application, 
information and, most importantly, people. 

 
Steer N, National Standing Committee – GP Advocacy and Support. General practice 
management toolkit. Modules 1 to 11. Melbourne: The Royal Australian College of General 
Practitioners; 2007. 

 



  Practice management incorporates 
tools,  
strategies, 
and procedures  
 that a health care organization uses to ensure that 

patients receive adequate care from medical and 
nonmedical personnel. Practice management also 
helps a medical organization's leadership meet 
operating goals. 
 U.S. Bureau of Labor Statistics (BLS) 

 

Presenter
Presentation Notes
Read the slideOne of the tools you will hear used in the broader health care community to help them manage their practice is “practice management software”. In this situation it is an adjective used to describe the type of software the vendor is selling.  There is no “ PM “ software  specifically designed  for PH, at least not that I know of. That is why the PM workgroup was formed to research and develop tools that will assist local  health departments in evaluating  the current financial health  of their agency in light of the services offered and the means in which they are offered. 



PHYLLIS’ DEFINITION OF PM 

 It is a comprehensive  quantifiable  
process of reviewing  all the  systems 
that contribute to the bottom line and 
quality  clinical care. 

Presenter
Presentation Notes
It’s not just revenue, or cost per visit or how many patients are covered by insurance vs. Medicaid vs. self-pay. It means looking at the most cost efficient means of providing  a quality service.  This may mean changing some of our ways of doing business.  It will cause some anxiety. But in the end it will provide local health depts. With objective data to use in deciding whether they need to change how they conduct some of their business, whether they need to still offer some services or  instead assure them and whether  there are resources that may be better  utilized to address needs  identified from the Community Health Assessment.  It is part of the CQI cycle any organization needs to remain sustainable and responsive to the public’s  health.   It is DOING THE BEST YOU CAN WITH WHAT YOU HAVE  AND BEING ABLE TO MEASURE IT.  PM allows you to  make decisions based on data, not on passion, favoritism or ease.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                            



WHY AM I JUST HEARING ABOUT IT NOW? 

1)  The Local Health Directors Association asked the office of Public 
Health Nursing and Professional Development  to research and 
develop a clinical assessment process that could be replicated by 
local public health staff to assess and monitor  the  financial  
health of all clinical services  in order to make  operational 
changes that would support quality  client care and utilize  all 
resources in the most efficient manner.  

 
2) Dwindling financial resources for local public health 
 local, state and federal dollars (block grant funds) 
 

Presenter
Presentation Notes
It’s a long story…………



WHY? 

3) Health departments experiencing a huge decrease in 
clients in most programs yielding decreased revenue 

 
4) Medicaid Cost Study funding ( formula changed 

leaving many counties with decreased cost settlement 
amounts) 

 
 5) Continued staff and facility costs 
 



PM WORKGROUP OBJECTIVES 
1. Improve health outcomes by improving clinic     

 efficiency and  cost effective services 
2. Develop and test productivity benchmarks & 

 staffing models 
Provider/RN productivity: average 20/visits/day 
Consensus staffing model for public health 

3. Develop tools and skills training to support 
Balance-Supply and Demand for services 
 Improve revenue 
Decrease cost of care 

9 



• Clinic flow analysis 
• QI( PDSAs, 
  Value     Stream  
   Mapping,   
 Spaghetti Maps) 
• No show rates 
• Budgets 
Revenue vs. 

expenditure 

 

• Program monitoring 
• Appointment 

 systems 
• Evidence Based    

 Strategies 
• STD Express Clinics 
• Satisfaction  

 Surveys 

 
 

SOME COMPONENTS OF PM ARE NOT NEW 



NEW  PM TOOLS 

• Data dashboards 
• Productivity benchmarks 
• Public Health Staffing Model 
• Staffing  calculations: # of staff( FTE),  total  
staff cost, utilization of  staff & staff capacity)  

• Giving each provider a schedule 

Presenter
Presentation Notes
PH PM workgroup developed these tools base on research and published articles and on real life experience by piloting these tools with several local health departments.The Goal again is to maximize positive client and clinic outcomes. 



Proposed Practice Management  
Consultation  Process 

Define 
Issues 

Develop 
Plan 

Initiate formal agreement 
& specifics of TA needed 
Defined timeframe for TA 
(~ 3months) 
 

PM Team 
leads 

Change 

TA 
support 

Lead consultant facilitates 
PM & programmatic TA, 
identifies other resources 
(i.e. best practice agencies 
or training)  & documents 
progress 

DPH PM Team 
Reviews Data &  Assigns 

Lead Consultant 

Lead consultant  assignment  
will be based on agency 
readiness/DPH capacity 

LHD Requests  PM 
assistance 

PHNPDU will manage 
requests for PM 
Consultation 

Agency completes 
Initial PM Assessment & 
Readiness Assessment 

PM Training will support 
completion of initial fiscal & 
productivity assessment 

Agency PM Team: PM 
monitoring & 
improvement 

Agency provides progress 
Report based on defined 
PM measures 3 & 6 
months after PM process 12 

Presenter
Presentation Notes
Need to identify way to handle requestsDevelop initial assessment & readiness assessmentDefine how workload is distributed across consultants (highly skilled team or everyone)



Why is Practice  Management Important?  

Clinical Services 

Presenter
Presentation Notes
The role of PH is to improve  the health outcomes our communities thorough Assessment, Policy development and Assurance. Assurance of health can be through directed provision of services or via monitoring or partnering with other organizations to meet the expressed health needs of a community. 



WHY IS PM IMPORTANT 

Improved PM skill supports your ability to sustain personal 
health services to assure access to care 
 Loss of Medicaid revenue impacts all programs & services 
 WCH services have traditionally helped cover the cost of the mandated core 

services 
 Limited clinical revenue yields reduced funds to cover non-billable other  

services 

PM cost reduction helps sustain needed clinical services & 
creates opportunities for  developing new  partnerships  
and programming aimed at improving health status 
indicators that are not necessarily linked to provision of 
clinical care.  

Presenter
Presentation Notes
It allows you to rethink where you put your money and your staff.  i.e. partnering with private providers , ACO’s , FQHCs/Rural Health Centers and hospitals, chronic care management, case management/coordination



PRACTICE MANAGEMENT  

Creates the structure, skills and processes to understand your 
clinical services and take  data driven actions to : 

 
 Improve the clinical outcomes & patient experience of care 
 
 Optimize staff resources to highest level of skill & licensure 
 
 Reduce costs through system waste reduction 
 
 Free resources for more  needed public health strategies/interventions 

Presenter
Presentation Notes
i.e. decreasing wait times( lead times)The development of S. O. allows RNs to treat clients and frees up provider time to see more clients for evaulations.Understanding what you need and keeping it located so it’s access is easy, but not stockpiling. PHNs in NC PH  have a broader scope of practice than do most nurses in other states. One of the IOM’s key recommendations for assuring and sustaining nursing  was to assure that all  nursing staff function at their highest level licensure.Joy reed shared recently that here in NC one hospital decided to implement this one strategy and was able to save  XXXXX Million dollars just by enacting this one principle.   More focused community based interventions, i.e.  targeted education and case management



• Same day 
 appointments 

• Open access 
 appointments 

• Annual/Quarterly 
 appointments 
 given 3 mos.- 
 1 yr. in 
 advance 

 
 

• Integrated clinics 
• Blocked Clinics by 

 program  
• Nurse only clinics 

 or General  
 clinics 

• Immunization Clinics 
• STD clinics 
• Specialty Clinics 

CLIENT SCHEDULING AND CLINICAL CARE 

Presenter
Presentation Notes
How many of you have worked in more than 1 HD? , 2, 3, 4, 5?  Seriously, if you seen 1 HD in NC , you’ve only seen 1 HD. We all do things  differently-some things we do are carry overs from days gone by. Sometime we only have the $$ or demand for limited services. Regardless , we all need to take a look at what we are doing and if it is working for us and the clients.  Private practice does not have this level of complexity when it comes to running a daily schedule. Even in they have 15 providers, each provider has a schedule, with 2 types of visits( generally): new patient physicals or returning physicals and procedures( 30 mins.)  and problem focused 10-15 mins. We do live a complicated life. But we can make it easier!PM helps  you look at your scheduling and figure out  on average how many  client visits  do you provide per day?/per providerDid you know that a benchmark for mid-level providers is 20 visits per day? So if you have 2 FT  mid-levels providers you should expect by the end of the week  to have provided 200 client visit.Nurse only clinic=20 visits per day?= 100/weekVery few health depts. Are functioning at this level and some will say it can’t be done. However, a lot of what can be done gets realized when you objectively look at your processes and cut  Waste , duplication and allow each member of the health care team to function at their highest level and assign duties to othersSome of what we do is very good for the client-same day appointments- I  love it when I call my MD and can get in on the same day if I’m sick, and I also love it that I can make an appointment that is convenient for me that I can plan my life around when it’s going to involve some time. I guess what I’m trying to say, is I like choice and I think we need to offer choices too as much as possible for our clients.Studies show that persons are more likely to fail their appt. if it is made more than 1 week out. From what I’ve learned from participating in the PM work group is that only Child health clients require being given return appt. for their periodic physicals and flow-up is required if they miss, but  all other programs  you are not required to track folks down.  There are some clients that you may want to track for various reasons, such as pregnancy, but you are not required to  track them down.  Let the client make the appt. and take the responsibility. 



• Family  Planning 
• Maternal  Health  
• BCCCP 
• Immunizations 
• STDs 
• Child Health 
 

• Acute Primary 
 Care 

• Diabetes 
 Management 

• Misc.(Sports  
 Physicals, 
 Kindergarten 
 Physicals, 
 CDL exams &  
 Wellness  
  clinics) 

 

TYPES OF CLINICAL SERVICES PROVIDED 

Presenter
Presentation Notes
PM helps you look at your  service count and  need in the community  and objectively determine if this is a service you need to keep or  contract it out and provide assurance.  There are a few services that we cannot  assure- Immunizations and STD/CD/TB.  Core services mandated by PH Law.If you  have  a waiting list of more that 3 weeks for new FP appts. And the no show rate is less than 10 %, then you probably need to look at expanding that service. However,  say in child health clinic you have 1 FT  ERRN and you only see 1-2 kids per day, you may need to look at why, what has changed in your community and do you need to provide this service anymore. If there are  alternative places for a child to get  care, then it may be better to work with getting those children linked to a medical home, and giving up your CH practice. Another ex. If routinely STD clients are requiring triage  or appt. being given more than 24 horus out, then you probably need to expand your capacity, either by adding a provider or increasing the number of appt. times available. 



TYPES OF LICENSED PROVIDERS 

Physicians 
Mid-levels 
Enhance Role RNs( ERRNs) 
RNs  
LPNs 
 
 

Presenter
Presentation Notes
Notice I only mentioned licensed providers-why- legally these are the only disciplines that can do any independent practice in a health dept. LPN’s must work under standing orders and under supervision of an RN. However if you employ a LPN like many of you do, they can have their own schedule as well, for services such as immunizations. Un-licensed personnel  can not be an independent cost center. They contribute to the cost of the service a licensed provider delivers, ie a Medical Office Assistant or Community Health Assistant or laboratorian. 



• New  
• Established 
• Limited/Focused 
• New OB visit 
• Return OB visit 
• New FP Visit 
• Annual FP exam 
• Method related/  

 problem FP visit 
• Well Child Exam 
• Sick Child Exam 
 

• STD exam 
• STD treatment only 

 visit 
• Acute Primary Care 

 visit 
• Adult Health  Exam 
• BCCCP / WiseWoman 

 visit 
• Immunization visits 
• Diabetes Mgmt.  
 
 

TYPES OF VISITS 

Presenter
Presentation Notes
Look at all these visit types? Who is the most appropriate provider for each type of  visit. PM process will help your team tease this out and allow you to  make scheduling changes to optimize client services and staff resources( us). It will also reveal duplication of services and you may even find out you are doing some things/forms that are not even required anymore. 



STD CLINICAL ISSUES PM CAN HELP ADDRESS 

Six out of the top 10 issues observed during the 100 
county  site visits: 
Unavailable services 
Providers unavailable 
Unacceptable wait (lead ) times 
Unacceptable waits  for appointments 
Provider/Client communication issues 
 Inaccurate , insufficient, inconsistent medical 

record documentation 

Presenter
Presentation Notes
Tammy starts



STD CLINICAL ISSUES PM CAN HELP ADDRESS 

Billing and Coding discrepancies 
 
Double charting 
 
Identify more opportunities to grow public 
health in the community 

 



ACUITY OF STD CLIENT VS. SKILL LEVEL OF PROVIDER 

1.What types of clients can be easily evaluated and managed by a 
RN? 
 Treatment only visits  using standing orders 
 Risk reduction counseling  

2. What types of clients can be evaluated and managed by a ERRN? 
 Treatment only visits  using standing orders 
 STD exams ( must do all components in order to bill Medicaid) 
 Return  venereal wart treatments 
 Pregnant clients seeking STD exams( no speculum exams) 

 

 



ACUITY OF STD CLIENT VS. SKILL LEVEL OF PROVIDER 

3. What types of clients  need to be evaluated and managed by a 
mid-level provider? 
 STD exams if no ERRNs 
 Clients determined to have treatment failure 
 Clients requiring alternative treatment outside the s.o. for RNs  
 Clients presenting for the first time for “ warts” or undiagnosed 

lesions of any kind. 
4. What types of clients  need to be evaluated and managed by a 
physician? 
 Clients requiring evaluation or   treatment beyond  the approved 

protocols of the mid-level provider 
 

 



WHY DOES IT MATTER WHO SEES/EXAMINES 
THE STD CLIENT 

Here is where the process of PM comes into play.  

Q: 3/ 4 providers  listed in the previous slide could see a client for a  STD exam but , 
what is the most cost efficient means to provide the care to the client and 
maintain quality service?  

A: The STD ERRN 

Q:  If you do not employ STD ERRNs then which provider would be next in line to 
provided the most cost efficient care? 

A:  The mid-level provider.  



WHY DOES IT MATTER WHO PROVIDED THE TREATMENT 
FOR   A  STD CLIENT 
 Q= A client  gets tested for an STD  last week and the results come 

back positive this week.  
 A= 5/5 provider types could provide the treatment to the client.  
 
 Q=Who is the most cost efficient provider the  treat the client?  

A=It depends.. …  

Presenter
Presentation Notes
IF the ERRN did the exam then the ERRN should provide the treatment to optimize billing Medicaid or private ins. However, a RN can provided the treatment as well. This is where it makes sense to look at the payer source for most STD clients.  IF you rarely have a STD client with Medicaid then fill up the  nurse only schedule with the treatment only visits and save the time of all other providers for  exams. Just understand that  if the eRRN did the client history, exam and ordered and interpreted labs, but then did not treat the client  then she cannot bill Medicaid for any of the visit done last week. This is a financial decision you and your agency can make. It also goes back to the IOM recommendation to utilize nurses at their highest level of functioning. 



HOW LONG SHOULD IT TAKE FOR A STD EXAM? 

It depends: 
• An STD ERRN providing the complete visit= approx. 45 mins.  
• A mid-level provider providing the complete visit inclusive of 

treatment= approx. 45 mins.  
• A mid-level provider providing the complete visit exclusive of 

treatment= approx. 30 mins. 
• A treatment only visit   provided by any provider= approx. 15 mins. 



PM ENCOURAGES 
• Making a schedule for each provider  for every day 

they work 
• Breaking appointment schedule  down into 15 min. 

slots.  
• Give everyone an appt. slot; even if you accept walk-

ins, put them in a time slot on a provider’s  schedule 

Presenter
Presentation Notes
That way appointments freed up due to  cancelations or no shows can be quickly filled with Problem Focused 15 min. type visits( i.e. treatment only, FP method problems, re-checks, return OB visits, pregnancy test)



PM ENCOURAGES  

• If no same day appointments available refer to 
triage nurse.  

• Empower  management staff or triage nurse to 
make  routine scheduling decisions.   

• Request clients come in 15 minutes  prior to 
their appointment time to take care of the  
administrative  requirements 

 

Presenter
Presentation Notes
Rarely ever do you ask the provider if they have time to see a client



PEARLS FOR SUCCESSFUL STD PROGRAMS 



Presenter
Presentation Notes
Developing rapport with a client takes a little time. Sometimes clients are hesitant to discuss sites of exposure  for fear of judgement  and for the same reason neglect to  reveal all   their contacts. That is why we support the best practice of  the provider conducting the patient interview and sexual history stressing that our  main concern is to get the disease free and giving them the tools to prevent acquiring an STD again.  



BEST PRACTICE STD 
ASSESSMENT FLOW 

Registration 
Check in 

Provider 
Interview & 

Exam 
Laboratory 

Treatment 
& 

Counseling 

Check Medicaid 
and/or private pay 
status prior to or at 
registration.  If  
patient has private 
insurance, get 
consent to bill for 
services. 
 

Prefer provider 
conduct both the 
history and exam 
and use DHHS  
Form 2808.  If 
provider does not 
do the history, it 
MUST be reviewed 
and initialed by 
the provider. 
Interview can be 
done by a RN or 
LPN provided a 
script is provided.  

Perform labs as 
required by 
programmatic 
guidelines.  

Treatment and 
counseling provided 
by either the MD/Mid-
level, Enhanced Role 
RN or Clinic RN. 

Presenter
Presentation Notes
MOA cannot ask probing questions andIf another provider must sign that they have reviewed the history is it ok for a LPN or MOA to obtain the history? 



STD TREATMENT ONLY VISIT 
FLOW 

Registration 
Check in 

Update Sexual 
History, 

Treatment & 
Counseling 

Can be performed by RN, 
STD ERRN or other 

clinician 

Check Medicaid and/or 
private pay status prior 
to or at registration.  If  
patient has private 
insurance, get consent to 
bill for services. 
 



PM – HOW DATA DRIVEN & EVIDENCE BASED 
DECISION MAKING CAN HELP 

 
• Let the numbers talk 
 
• Take the emotions out of board room discussion 
 
• Gets rid of ‘them’ versus ‘us’ mentality 
 
• Help establish minimal standards within the organization 
 
• Gives everyone a value in the organization and proves it! 
 
• Bottom Line - MONEY 
 

Presenter
Presentation Notes
Run your stats and review them-this will allow everyone in your STD program including the providers have an objective sense of the big picture.



CODING, DOCUMENTING AND BILLING 
 

• Provider  of service is responsible for correct coding 
(billable or non-billable) 
 

• Accurate and defensible documentation (ready for audits or 
court) 

 
• Bill at highest defensible  Preventive or Evaluation and 

Management (E&M) 
• Time=Money 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



CODING, DOCUMENTING AND BILLING 
 

Correct codes  
• ICD-9/10, 
• CPT,  
• HCPCS,  
• E& M,  

•  new vs. established, etc. 
Public Health is special  
• T1002 coding for Medicaid for STD (ERRN) & TB (RN) 
• 99211 coding for other third party payers 
• Local Use codes to track staff utilization for all functions 

 
 



CLINICAL SERVICE CODES 

• ICD-9/10 = International Classification of 
 Disease  “why” 

• CPT = Current Procedure Terminology  “what” 
• Preventive Medicine Codes – 
  (routine physicals, etc.) 
•  New Patients – 99391 – 99396 
•  Established Patients – 99381 – 99386 

Presenter
Presentation Notes
9 & 10 is equal to edition 9 and waiting for edition 10  (must be implemented by 10-1-2015) CPT codes are reviewed annually by the AMACPT Editorial Panel (sign me up- NOT)



CLINICAL SERVICES CODES 

E&M = Evaluation and Management  (medically 
necessary/problem driven) 

•  New Patients  - 99201 – 99205 
•  Established – 99211 – 99215 
Modifiers – EP, FP, 25, 51, 76, 91, 90 
•  Communicable Disease  mostly  number ‘25’ 
•  Two totally different services, same agency, 

 different provider, same day! 
 

Presenter
Presentation Notes
Modifiers, there are many



PROVIDER CODING 

All providers are responsible for billing their portion of 
the service 
 
Mid-levels and Physicians should not rely on others to 

mark their billing 
 
Using  “cheat sheet” standard routine codes is time 

saving but DON’T get in a RUT 
 

 

Presenter
Presentation Notes
There are LU codes that can identify support of essential services being done – WIC reviewing Immunization records and pulling NCIR records prior to appointments



PROVIDER CODING 

• Most medical providers tend to under code visits (but 
don’t over inflate) 
 

• Be accurate to avoid pay back situations 
 

• Document, Document, Document 
 

• Use as specific of a code as possible (Practice for ICD-
10)  



PUBLIC HEALTH IS SPECIAL 

• Special Medicaid Billing 
• Only medical agency  where ERRNs  are allowed to provide and bill 

for a service by standing orders routinely through Medicaid 
• Codes specific to STD and TB (see TB consultant) 

•  T1002 – STD ERRN bills in 15 minute units of time 
•  99211- Nurse only visit or minimal visit for mid-level and 

 above.  
• Replaces T1002 when billing private insurance for nurses 

• Local Use codes – Tracks unbillable services to show how staff  
time is utilized 



T1002      VS.   99211 
S P E C I A L  P H  M E D I C A I D  

O N L Y  

• STD ERRN must do all 
components of STD service 
to bill (history, exam, lab 
collection, treatment and 
counseling)  

• Client permission not 
required before billing 

• 15 minute increments  
• Maximum of 4 units daily  

or be ready to justify in 
detail 

• Non-enhanced RN can not 
use this code 

 

P R I V A T E  I N S U R A N C E  

• Only E & M code 
Registered Nurses are 
allowed to bill 

• Requires client’s 
permission to bill for STD 
services (EOB - HIPAA) 

• Pays the same no matter 
how much time is needed 

• Non-enhanced RN can not 
use if medical provider 
involved in visit 

 



LOCAL USE CODES 

• LU242 – STD Contact  - non-billable service (RN doing hx,tx,or post 
counseling for  Provider or STD ERRN when client requires provider 
to see client during same clinic visit not consultation only) 

• LU018 – Copy of Medical Record 
• LU014 – Printing Immunization Record for client (REPORT ONLY –N 

C  Administrative Code prohibits charging client) 
• LU232 – Test/Lab Results only visit (REPORT ONLY) 
• LU243 – Non-Billable Communicable Disease Contact (REPORT 

ONLY) i.e. Outbreaks, Control Measures, collecting specimens in 
the field 

 



AND THE LIST GOES ON! 

• Maintained by the Office of Public Health Nursing – Dr. Joy Reed’s 
office. 

• https://wss01.dhhs.state.nc.us/sites/dhhs/DPH/HIS%20Library/T
raining%20%20System%20Manuals/LU%20Codes%20-%2007-17-
03.pdf  
 
 
 

https://wss01.dhhs.state.nc.us/sites/dhhs/DPH/HIS Library/Training  System Manuals/LU Codes - 07-17-03.pdf
https://wss01.dhhs.state.nc.us/sites/dhhs/DPH/HIS Library/Training  System Manuals/LU Codes - 07-17-03.pdf
https://wss01.dhhs.state.nc.us/sites/dhhs/DPH/HIS Library/Training  System Manuals/LU Codes - 07-17-03.pdf


ACCURATE DOCUMENTATION 

• Paper records 
• EMR 
• Regardless if it’s not documented then it wasn’t done.  
• Why does that matter? 

 Your license requires it! 
 Reimbursement 
Quality of care 
Why document a normal or negative  finding?  
 If you do not note that an organ or body part is normal or a 

value is normal when the  client  comes back the next time, 
what do you have to compare your current finding too? 

Presenter
Presentation Notes
New 2808-supports legally defensible documentation-Everything we have presented if implemented will assist you with running the most client friendly and efficient STD clinic. Next we will have a demonstration by Duplin Co. Health Dept.  Showing us how they use an EMR for STD services.



ELECTRONIC MEDICAL RECORD 
DOCUMENTATION OF THE STD EXAM  

USING CURE MD® 

 
Mary Ann Lane, RN, STD ERRN 
Rose Kornegay, RN, STD ERRN 
Duplin County Health Department 





THANK YOU 


	Practice MANAGEMENT FOR STD CLINICAL SERVICES
	Presented by:
	What Is Practice Management??
	Slide Number 4
	 
	Phyllis’ Definition of PM
	why Am I just hearing about it Now?
	Why?
	PM Workgroup Objectives
	Some Components of PM are not new
	New  PM tools
	Proposed Practice Management  Consultation  Process
	Slide Number 13
	Why is PM important
	Practice Management 
	CliEnt Scheduling and Clinical care
	Types of clinical services provided
	Types of licensed providers
	Types of visits
	STD Clinical Issues PM can Help Address
	STD Clinical Issues PM can Help Address
	Acuity of STD Client vs. skill level of provider
	Acuity of STD Client vs. skill level of provider
	Why does it matter who sees/examines the STD client
	Why does it matter Who provided the treatment for   a  STD client
	How long should it take for a STD exam?
	PM encourages
	PM encourages 
	Pearls for Successful STD Programs
	Interviewing  Skills & Sexual Health History
	Best Practice STD Assessment Flow
	STD Treatment Only Visit Flow
	Pm – How Data Driven & evidence based decision Making Can help
	Coding, documenting and billing
	Coding, documenting and billing
	Clinical Service codes
	Clinical services codes
	Provider Coding
	Provider Coding
	Public health is special
	T1002		    vs. 		99211
	Local Use Codes
	And The list goes on!
	Accurate documentation
	Electronic Medical record documentation of the STD Exam  using Cure MD®
	Slide Number 46
	Slide Number 47

