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“They” say 
hindsight is 
2020, and 
“they” were 
right! 
 

◈ Many DPMs utilized (and continue to utilize) the 
forced pandemic slowdown to channel energy 
towards what could be controlled during a very 
uncertain time 

◈ The excuse of “I just don’t have time” wasn’t a 
valid one for months on end

This lecture will build on this concept and discuss the 
lasting benefits of: 
◈ Cleaning up
◈ Cutting Out
◈ Condensing AND. . . 
◈ Customizing 

Not only in practice, but in life 



Let’s begin with Cleaning up A/R and the 
associated processes to find out how much $$ 

you are losing

This process will include a deep 
dive and some difficult decision 
making 
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Controlling/Cleaning up A/R is 
a constant battle (it’s that junk 
drawer in your kitchen that you 
try  to keep organized but 
somehow it still lives up to its 
name)
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Collections and Aging 

Break it up into 
Insurance Aging and 
Patient Aging 

1
Remember that we want to 
see 15% or less of total A/R 
in the  “91-120 bucket” (or 
worse case scenario the 
“121-150 bucket”)
Anything older than that is 
often uncollectable 

2
Keep in mind that when 
claims are rejected and 
resubmitted, they may jump 
from older to newer buckets 
(reporting in some billing 
systems is by date of 
submission instead of date 
of service)
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Inflated and Messy A/R 
◈ Look for OLD, ROUND numbers when 

running Insurance Aging reports (this usually 
means that an entire claim or certain line items 
were not paid; often seen with surgeries and 
DME; YIKES)
� Who is watching this and what is the 

reason that these claims or line items are 
not being paid (or even responded to by 
payers)? 

� Are we continuing to bill for codes that are 
not on our fee schedules? 

� How much $$ are we leaving on the table 
because of timely filing; claims sitting in 
user hold, rejected claims that are not 
being “worked” to find out how to correct 
and resubmit?



Clean claims help to control rejection 
rates  

◈ Keeping rejection rates as low as possible is important (5% or less; I used to say 3%, but 
payers often reject for no reason banking on the fact that you are too busy to follow up)

◈ The #1 reason for rejection continues to be SIMPLE HUMAN ERROR
◈ Train your staff to be diligent in their attention to detail

� Spelling/inputting of patient names (as listed on insurance cards*)
� Repeating back dates of birth,  insurance IDs and best phone number to reach and 

remind of their appointments



User hold 
means you 

cannot 
submit the 

claim

◈ When it comes to billing, nothing bothers me more 
than claims on “user hold” for reasons that could be 
resolved in a matter of minutes
� DLS and PCP not listed
� Train your staff to ask EVERY Medicare Patient 

and Medicare Replacement Plan at EVERY visit 
to verify the name of their PCP and when they 
were last seen (then make sure this information 
is entered in order to populate on the claim; 
don’t make your biller look through your notes 
to find this information)
◈ If you do not know where this information 

needs to be entered, find out (and then make 
sure every member of your staff knows too)! 



Verify Active 
Coverage at Every 

Visit

 (Reschedule 
patients rather 

than let this be a 
reason for denial)

If your E H R does not have the ability to 
automatically check eligibility, utilize resources such 
as Availity or individual carrier provider login sites

The Medicare provider portal recognizes IP 
addresses, so if you have remote employees or billers 
who need access, a separate login has to be requested 
and set up. 

If you have one staff member who is the ONLY ONE 
that knows or uses login information, what happens 
when they quit, or you let them go? 

� Resetting this information is a pain and should 
be avoided whenever possible



The Devil is in 
the Details

◈ If you are not able to “click through” to benefit 
details through your EHR/PM system, someone on 
your staff should be calling insurance companies (at 
the very least for new patients and prior to the first 
visit each year)

◈ Even if the details are difficult to decipher, we should 
know the basics (copay, deductible and how much 
has been met) 

◈ Many patients do not know or fully understand their 
member benefits 
� We must make our best effort to educate rather 

than surprise them with large balances (”patient 
responsibility”)

� This also helps to enforce our practice financial 
policy which should be updated each year**



When it 
comes to 
Patient 
Aging, you 
sometimes 
have to kiss it 
good-bye

◈ When looking at patient aging reports you should;
� 1.  Make sure balances are actually patient 

responsibility and that there isn’t a simple solution 
such as collecting updated/corrected insurance 
information and re-submitting or that “covered” 
custom orthotics were denied and the patient 
balance reflects the billed amount for 2 units of 
L3000

� 2.  If it is greater than 120 days old and less than $10, 
“write it off” but set an alert for the next time the 
patient comes in to collect it 
◈ Don’t send statements for less than $10

� 3.  Decide if you want to keep looking at the same 
names (patients who were seen as hospital consults 
or in outside facilities and didn’t have 
insurance/were “pending Medicaid”) or if you want 
to “kiss it good-bye” which is often the same as 
turning them over to collection agencies



Give it one last 
attempt

◈ During the day of the week (or even part of the day) 
that you are in surgery or do not have any clinic 
patients scheduled, have a staff member (the one 
who is the best “schmoozer”) call patients with 
balances. 
� First checking to make sure we have the correct 

mailing address as several statements have been 
sent with no response. 

� No matter if the address is verified or corrected, 
the patient is then provided the opportunity to 
pay their balance via credit card over the phone. 

� For larger balances you can have the staff 
member offer a professional courtesy (discount) 
in order to keep the patient out of collections. 

� If the patient states that they will promptly mail 
a check, the staff member makes a note in the 
chart and thanks the patient for payment in 
advance.

You will be surprised how much a well spoken and 
trusted staff member can collect for you. 



It’s not fun, but it has to be done

◈ Monthly meetings with billers/RCM 
companies are essential (you or your 
administrator should be running 
monthly practice production as well as 
insurance and patient aging reports**) 

◈ No matter how ”good” or experienced 
your biller, checks and balances are key

◈ Cleaning up A/R as much as possible 
by year’s end and prior to “deductible 
season” starting over is a great way to 
kick off the new year on the “right 
foot"



Now let’s move on to
 Cutting Out/Pairing Down 

◈ During the slowest month(s) at the 
onset of the pandemic many 
physicians/practice/business owners 
took a close look at their expenses

� This included supply costs and 
unnecessary surcharges as well as 
employee expenses such as regularly 
paid overtime 

� They also took advantage of special 
offers from vendors and discounts 
on malpractice coverage due to 
decreased patient volume



Doctors were realizing the 
importance of  quality 
over quantity (highly 
trained staff  members 

who wanted to work) and 
the possibility/benefits of  

outsourcing tasks

◈ The “New Patient Coordinator” 
position was established in many 
practices 

◈ Behind the scenes tasks such as 
eligibility and benefit checks and 
prior-authorizations were 
outsourced to “distant assistants” 
or current staff members who 
needed to work from home due to 
child-care issues. 

◈ We learned how to run lean while 
improving efficiency and managing 
overhead expenses **



Let’s move on to 
Customization

◈ Annually you should be reviewing office forms and 
policies to see if they need to be updated. 

◈ These include:
� Financial policy
� Orthotic Policy
� Intake paperwork (and possible 

alternative/improved methods by which we 
collect this information)

� Patient handouts (condition specific, 
instructional, educational)



The first time a patient is seen each year
◈ We should be scanning updated insurance cards (front and back; for payer ID changes and policy 

updates)
� Patients should be reminded at the time of appointment confirmation that these will be collected. 

If a new insurance (carrier, policy or changes  to coverage) will be in effect as of January 1st, we 
must collect the ID# ahead of visit to verify coverage and review benefit details; this helps us to 
adhere to our own financial policies. 

� We are still seeing patients with old Medicare #s (these need to be updated and could be causing 
rejections for old claims that you are not aware of)

◈ Patients should review and sign updated financial policies (including newly implemented such as 
credit card on file*)

◈ They should also be prepared to make copayments, deductible deposits or other out of pocket 
payments at the TOS  
� (Do not surprise them or end up treating for free!)



Make certain that ALL staff  members understand your policies and 
any changes completely (so they can explain to patients in an 

educated manner)



COVID provided 
practices the 

opportunity to enforce 
cancelation policies for 

the first time.

Let’s hope that 
continues!



When was the last time you updated the handouts and 
instructions provided to patients?  



What about simple processes that become extremely 
difficult due to staff  turnover? 

◈ Map out (or ask staff members who have done it the longest) every step of all the tasks that are 
performed (for example):
� Scheduling appointments; essential fields to populate and information to collect
� Collecting/processing) payments and posting/documenting accurately
� The instrument sterilization process (from soaking to scrubbing to packing and running the 

autoclave – correctly!)
� This may become an eye-opening experience when you realize a “master of none” problem

Think: If everyone quit tomorrow (or half of my staff was out with COVID, how would I keep this 
practice going?)

Checks and balances are important before delegation and trust can make your practice efficient and 
successful. 



Last fall one of  my practices decided that enough was 
enough. . .  

Enough mistakes that were consistently costing the 
practice revenue

Enough bodies in the office (as more staff  members were 
needed to keep up with eligibility and benefit checks, 
clarification of  details, etc.) 

Staff  was always complaining about too much 
       work and not enough time

Enough dealing with the minutia that was keeping the 
doctor from being the doctor and the clinic staff  from 
focusing on patient care.   



We created a plan to prepare for a smoother year 
ahead  . .

Utilizing the expertise of the remote biller 
(and an additional part time team member 
who was hired by the biller) to perform 
many of the time consuming, burdensome 
tasks that were bogging down the office 
staff (and in many cases having to be fixed 
due to inexperience or lack of attention to 
detail by the biller anyway).



But first we created 
checks and balances 

(remember, you never 
want any one person to 
have too much power or 
the ability to sink the 
ship if  he/she leaves)

◈ With the help of the biller and one 
experienced office staff member, we 
created a “Who is responsible for 
What” list

Examples: 

1. The biller would be responsible 
checking eligibility and benefit 
information for each patient and relaying 
this to the office in a way that was easily 
understood by staff and patients.

2. If a patient required a 
prior-authorization for MRI, orthotics, 
etc. this would be performed by a member 
of the office staff



Think about incorporating 
basic “Checks and 

Balances” (sometimes ”Old 
School” is the way to go; 
the movie and balance 

sheets)



Further examples of  responsibilities: 

The biller would be responsible for reminder calls which would also 
include insurance coverage information (what would be expected at 
time of visit). 

Patients with balances would be made aware as would the office staff 
(with notes about balances or when applicable if a payment plan had 
been set up). 

The office staff (check in) would only have to follow the instructions 
as provided by the biller and record applied payments through an 
improved check and balance system



Less office staff  would be needed (and now more then 
ever, less bodies is important) 

As it turned out we were 
able to let go of a full-time 
staff member who was not 
pulling their weight (and 
was causing many data 

entry and communication 
errors). 

We were also able to 
adjust staff schedules so 
that overtime would not 
be an issue and adequate 

coverage would be 
ensured in the event of 

absence. 



BONUS!
◈ The doctor was able to look at his current 

schedule to condense office hours 
(additional/accurate behind the scenes work 
plus increasingly focused office staff would 
allow patient flow to increase while 
maximizing each visit). 
� The doctor was excited to have some “me 

time” back and to have regained control 
of the systems that were bogging him and 
the practice down. 

Consider what changes you could make to create 
your own BONUS

Banker’s hours are no longer the norm 



Let’s talk 
charting/document
ation

◈ I receive many emails containing 
questions like: “How can I spend my 

Saturday at COSTCO instead of  
working on chart notes?” 



Never ending homework

◈ I often run “open encounter” reports that provoke 
uncomfortable conversations (incomplete chart 
notes/encounters = claims that cannot/should not be billed)

◈ Charting and documentation is the bane of existence for many 
doctors and continues to become a bigger headache with each 
passing year. 



Additional 
Struggles 

If your biller uses a separate PM system and you do not have 
access to it, how does your office staff know what to collect 
based on insurance coverage details  (deductibles, copays, 

co-insurance, etc.)? 
These types of situations lead to frequently seen 

patients with high balances or patients who have paid 
balances while continuing to receive statements that 

say otherwise.  

If you use one software for EHR (scheduling and charting) and 
another for PM (Practice Management/Billing/RCM) the lack 

of interface will create additional work and difficulties in 
collecting what is owed at TOS. 



Transparency is key
◈ You must check that each patient has active coverage at 

every visit and know at least the basics (annual deductible, 
how much has been met, copay amounts, etc.)

◈ If you are not able to do this directly through your 
EHR/PM system then use alternative methods (Navinet, 
Availity, individual payer logins, etc.).

◈ Other times you must make the dreaded call to the 
insurance company and wait on hold for “coverage” 
details (keeping in mind that ”approval is not a guarantee 
of payment”). 

◈ YES, this is ALL time consuming but remember, this does 
not have to be done in the office during clinic hours, it can 
be done remotely. 

◈ **You should have up to date logins for all payer related 
portals**



How can you make this more manageable 
moving forward?

The answer is customization and there is no easy way around it

You must learn how to make your EHR work more efficiently by 
taking the time to customize your blueprints/templates, forms and 
care plans. 

If you spend excessive amounts of time continually changing and 
editing the set parameters of your blueprints/templates, doesn’t it 
make sense to change them once and save time with each encounter 
moving forward? 



How to begin the process
◈ There is always additional help available from your EHR vendor (but you 

have to ask and may need to pay for it)
� Some in the form of additional/focused live trainings (this can seem 

impractical when seeing it done theoretically)
� Others have training resources built into the system that are highly 

underutilized**
� If you do not have the time or patience (or technological confidence) to do 

this, employ the help of a staff member to help you. 

Again, it will take time, but the benefits of doing so will significantly improve your 
quality of life. 





Remember that kid 
in elementary school 
who always received 
a cool sticker and a 
special note from 

the teacher on 
his/her homework 
assignments and 

book reports?



Why do you think he/she received so many accolades 
from the teacher?

� Was it because he/she spent extra time reading and working on book 
reports and preparing for class while you were busy playing Pac Man or 
Super Mario Brothers?

� Or was it because he/she was one of those lucky people that excelled in 
every subject with little effort? 



In either case the teacher’s goal was to keep the 
student motivated to continue their efforts

◈ What if we applied this same principle to the 
”homework” you now have every clinic day, but 
instead of powering down Atari or Nintendo 
(ancient references), you stopped scrolling 
through Pinterest for new recipes, put your 
p[hone on Do NOT DISTURB and sat down to 
focus on making your EHR work for you.

◈ Instead of a gold star though, let’s consider what 
it would be like to complete ALL your chart 
notes within an hour of your last patient with no 
more nights and weekends playing catchup .

◈ Wouldn’t you also want to continue to make 
changes that would make charting even more 
efficient and less time consuming? 



 
Star student/DPM example: 

Dr. Shelly Sedberry who opened her practice in 
December of 2018 in Joplin, MO



When Dr. Sedberry and I began working together, she had 
already selected and begun using an EHR/PM system (that 

we shall not name)
◈ Charting and scheduling were not ideal, and the billing service was outsourced and 

VERY poorly managed (podiatry billing was a foreign concept and we couldn’t seem 
to make them understand that collections of between 22% were NOT 
ACCEPTABLE). 

◈ Dr. Sedberry was getting busier each month and losing more and more money due to 
the inefficiency and lack of integration of her current systems 

◈ She made the decision to change to switch to a fully integrated EHR/PM system and 
has done an amazing job at customizing it to fit her needs.  



Additional Realizations and Lesson learned 
(then and now)



◈ Making a concerted effort to 
meet prior to each clinic 
day/session to discuss, 

prepare and anticipate the 
needs of patients was a great 

help to many

◈ Doctors: you need to be there 
along with both front and 
back office team members 
(this may mean coming in 

earlier than you are used to)

Practices were finally 
“huddling” and now see the 

value



Practices learned to fine tune “reason codes” 
and comments to better prepare (huddle)

There should be more 
than just NPs and FUs in 

your schedule!

Example: Follow-up 
orthotic dispensing 

(patient will call upon 
arrival)

Example: Post-op Visit 1 
(x-rays and bandage 

change) (patient will need 
a wheelchair and is aware 

that his driver is not 
permitted into the office)

Example: Post-op Visit 2 
(suture removal)

Example: Follow-up 
matrixectomy (telehealth 

visit)

Example: New Patient 
• Comments:  Heel pain x 4 

months worsening (patient will 
need a mask)



For many, the art of scheduling was finally 
realized (short staffing played a big part in this and shadowing was 

key)

By properly scheduling appointments/patients according to reason (visit time), staff 
should be able to “room” patients with a purpose.

Example: An ingrown procedure can be scheduled alongside an “at risk foot care” 
visit without concern.

Some even began to adjust appointment times for commonly seen conditions and 
services provided (to reflect actual time in the treatment room rather than doctor 
time)



Once 
schedules had 
been adjusted 
some common 

discoveries 
were made 

◈ A higher level of comprehensive care could be provided 
to patients (even while limiting contact time).
� Staff members were trained (or re-trained) to 

thoroughly evaluate patients prior to the doctor 
entering the treatment room
◈ NLDOCAT and protocols were reviewed in 

detail
� Doctors were able to enter treatment rooms better 

prepared to diagnose and review structured 
treatment plans with their patients based on 
formally recorded (and newly modified) protocols

� Visit Values were significantly higher as a higher 
percentage of New Patients and “better” conditions 
were being treated right away



Other “findings”
◈ As schedule modifications took place, doctors and staff learned how to better accommodate 

existing patients (spacing out appointments, becoming more cognizant of who “qualifies” for 
covered care) who presented regularly (RFC) allowing more room for new patients

◈ In general (not including practices that closed completely in places like NYC ) 2020 patient 
numbers were down an average of 15% from 2019 
� However, with significantly increased NP %s and a higher PVV (as a result of  greater 

adhesion to practice protocols including cash products and services and time to focus on 
insurance and patient aging), as we entered late summer and fall, practices watched as the 
revenue gap grew smaller (as compared to 2019).

� All things considered (including PPP loans, HHS and EIDL grants), many  practices 
reported 2020 as a record year- in a good way!



One of the most common (and 
painful) realizations/problems 
was (and still is) finding and 
keeping loyal TEAM Members 



A recent social 
media post that 

seems appropriate 
to share. . . 

“The average unemployment weekly 
payment is now $750. How are 
Podiatrists going to compete with 
that? UI is tax free as well. Maybe 
Sonic figured it out by speaking their 
language. What are you guys doing?”



Do any of  the 
following 

examples sound 
familiar?



My last two employees left 
within 3 weeks of  hire.

One completely disappeared after a supposed 
abscessed tooth and the other quit after 
receiving the new scrubs I purchased for her (and 
the other staff members so not to make her feel 
bad about the stained, ill fitting ones she was 
wearing) and the inserts I gave her to help with 
the knee problem we soon found out about. 



“I’m now up to 3 new employees that 
have been hired and ghosted me. I’m 
trying to figure out is it the market, is it 
what we are asking them to do, 
dynamics of the office, poor 
compensation, or just bad choices?”



Question:
Where do you look 

for employees (good 
ones)? 



You can cast a 
large net by 
using platforms 
such as Indeed, 
ZIP Recruiter, 
Monster, etc. but 
the truth is. . .

◈ There is still no way of avoiding being “ghosted”

Here are some tips:  

◈ When you find a potential candidate, see how 
long it takes them to respond to your first 
contact. 

◈ If they are promptly responsive (keeping in 
mind that they may currently be employed), set 
up a time to meet for a Zoom interview and give 
the applicant a 5-minute grace period for 
technical difficulties (this has proven to weed 
out approximately 50% who don’t show up). 

(At least you can keep charting while you wait;)



Establish your minimum 
requirements (medical experience, 
willingness to travel, bilingual) and 
stick to them. This is your practice 

and there should be some 
non-negotiables (“I have to leave by 
1:45 everyday” “I recently adopted 

my three grandchildren”)



Try not to 
think too far 

ahead
Don’t worry about the fact that they will eventually move on. 
Utilize their willingness to work hard and learn from you for 

the next ____ months-years (teach them to assist, scribe, give them 
access to my library and make hiring the next employee a more 

turn-key process). 

There are lots of great potential employees who are taking their 
pre-requisite classes (remote and in-person) to apply to PA 
school and others who need work experience and to save 

money before applying to medical school in general. 

Some of the most successful and motivated employees may be 
those who are working towards a higher level of education in 

the medical field. 



Even though it is chancy. . .

◈ Externship programs at local schools and training centers are usually 
looking to place students for a period of 6-8 weeks at a time or 
longer.  

◈ Have the student come in to meet with you and your team prior to 
starting (to make sure they appear “normal”) and then take it day by 
day and week by week (always having a point of contact at the 
program if things are not working out).

◈ You never know if an extern will end up staying to work with you 
(and you have trained them for free).  



Speaking of  
coming in 
prior to 
starting 
work. . .

Any hire should come in and 
shadow for at least a few hours (or 
maybe even a few hours two days 
in a row) prior to officially starting. 

This gives the potential new 
employee as well as you and your 
current team an idea of if it’s the 
“right fit” for both. 

Your current team members will be 
more than willing to give you 
feedback (after all, they have to 
spend lots of time with the “new 
girl” too). 



Use your social media 
platforms and 

community connections 
and ask your staff  to do 

the same
◈ You never know when a “friend ” or 

someone’s aunt or cousin is looking for a job 
and may be a great fit!

◈ Pay attention everywhere you go for 
employees with exceptional customer service 
skills (medical experience isn’t necessary)

◈ Once you have a lead, please have the most 
social media savvy member of your team stalk 
them! 

◈ Social media posts say a lot about who we 
are☺



Be careful 
when 
hiring 

relatives of  
current 

staff  
members 

If the new hire doesn’t work out, 
you don’t want to lose current staff. 

Set clear boundaries of 
work/personal 

The same goes when you are 
working with a family 
member/spouse/partner (be 
professional)



Question: Are you offering any 
incentives/bonuses/PTO/401K/

medical insurance to entice 
employees? 



If  you are not offering 
benefits and keep getting 

less than desirable 
applicants/employees, 

maybe you should change 
your approach.

◈ I have not seen sign on bonuses or incentives 
that begin on day one of employment

◈ Most small practices believe they cannot afford 
to offer medical insurance (but what is the 
actual cost of not providing it for your 
employees)? 
� Employees who are provided health 

insurance stay longer and miss less work 
(retention save significant amounts of $). 

◈ If you do not offer medical insurance, hiring 
part time employees limits the expectation of 
benefits. 

◈ PTO should not begin until at least 90 days of 
employment for even full-time staff



As a wise 
DPM once 
told me; 

“Don’t be 
greedy when 
it comes to 
paying your 
staff ” (or at 

least the ones 
that you 

want to keep)

Higher hourly rates should mean a higher 
level of employee with more experience and 
the intention to stay. 

90-day probationary periods may lead to an 
increase in pay depending on performance (so 
even if the employee begins at a lower rate 
than requested, they have incentive to work 
hard and meet goals)

PTO (holidays) for part time employees after 
90 days is up to you but should be based on 
the average number of hours worked per day 
(example: an employee who averages 25 hours 
a week would be paid 5 hours holiday pay)



Get 
creative

Practice goals for cash product sales, collections, 
new patients scheduled and seen, etc. could mean 
bonuses for staff (win-win). 

• Teach your protocols and have staff help you to carry them out 

consistently. 

If a potential employee seems to be the right fit 
but NEEDS health insurance, a monthly stipend 
could be offered in lieu of providing insurance 
(they could pay for their own and use the stipend 
towards it). 

401Ks or profit-sharing incentives should only be 
offered/provided with longevity of employment 
(but some employees would rather a $1/hour raise 
than opportunity for investments)



Question: 
What’s acceptable to ask of  your MA or front desk person 

to do? 

Answer: Anything that has been clearly stated in your job 
description (discussed prior to hiring and provided in writing 
after). Be sure to stress that even though each person/position has 
specific duties, a TEAM effort is essential to maintaining positive 
patient flow and working cohesively. 

◈ “No one is too good to answer the phone or sweep up toenails.”

◈ Cross training is an essential part of creating a well-oiled 
machine. 



Question: How do we avoid 
overwhelming new hires while 

ensuring they are properly trained 
and up to speed in a reasonable 

amount of  time?



I believe that 
overwhelming 

new hires 
contributes to 

higher ghosting 
rates 



Start with what is most important. . .

◈ Providing excellent customer service and quality care to your patients and keeping them 
moving.

◈ Worry about the EHR later! 
◈ This should not be the top priority immediately when training. 
◈ Have the new employee shadow everyone (including the doctor) to get a feel for the flow of the 

office (have them follow patients all the way from check in to check out).
◈ They MUST TAKE NOTES and ASK QUESTIONS
◈ If they aren’t doing either, they are not engaged or learning. 



Provide 
educational 

resources 
and set 
realistic 

expectations

Do not expect that a new employee fully understands 
or can perform a task until they have watched, been 
educated and done it repeatedly. 

Utilize the staff training videos in the PEP library, 
online training modules within your EHR,  provide 
training tools (cheat sheets, guides, etc.) and meet 
frequently. 

Every individual learns differently so if one way is not 
working, try a different approach.

Do not expect them to know and understand 
everything after just a few weeks. There is always 
more to learn. 



Just get through the day and 
worry about the rest later 

(inputting of  visit 
information). 

Remember, quality patient care 
should be top priority. 



As we continue to navigate 
in the nearing Post COVID 
Era, we should expect to 
encounter new challenges. 
Stay diligent in your efforts 
and utilize the resources 
and individuals around you 
who are also exploring 
unchartered territory. 
We are all in this 
together☺

This Photo by Unknown Author is licensed under CC 
BY-SA



Now it’s time to 
share your 

COVID lessons
Thank you for 

joining me! 


