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 Implementing teams that 
make a difference
◦ How to get staff to “buy into 

it”

 Strategies for team 
accountability
◦ Using both qualitative & 

quantitative data

 How do we hold teams 
accountable?
◦ Key Performance Measures

 Can we afford it?
◦ Financial cost/benefit to 

increase efficiency

Making a Difference & Buying into It
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 Why?
◦ Can get more done
 Increases productivity, spreads the load around
 Taking vitals, rooming patients, referrals, triage, tele-health 

prep

◦ Cohesive culture
 Culture of hospitality within your FQHC
 Patients can “sense” your culture whether through virtual 

visits or face to face
 Reduces burnout

◦ Quality of care increases
 Required for certain accreditation (NCQA, Joint Commission)
 HRSA quality awards were not achieved by just “one person” 

doing the work

I feel that our health center works well in the 
“Team Based” approach

 Yes
 No
 Sometimes
 Never
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 How to do it?
◦ Need a culture shift
 Starts at the top with Administration

◦ Working to the top of licensure and not ability
 Evaluating each member’s skill at the highest capacity
 What does each clinician & clinical support bring to the 

table?
 Creating workflow processes and procedures to 

address team-based care
 Standing Orders

 Mr. Smith is a 48-year-old, with a new 
diagnosis of high blood pressure. He is 
currently on blood pressure medications but 
has come in for a visit. 

Question: What would be the steps for team-
based care? Who does what?
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Implementing Teams-Example

 Reasons for not wanting to work 
in teams

◦ “70% of medical errors are attributed 
to dysfunctional teams”

◦ “I’ve always done it this way”

◦ “I don’t trust others to do the job 
properly”

◦ “(Fake Name) doesn’t pull their 
weight and I have to do their job too”

◦ “I don’t like working with (Fake 
Name)”

◦ “Its “Covid Season” and I’m working 
from home”
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 Introduce team care slowly to cautious 
providers
◦ Overcome resistance by introducing the task slowly 

and over time
 Standing orders that are the safest (ex. MA performing 

a urinalysis for patients with UTI symptoms)
◦ Facility placement
 Co-location of clinician, nurse, MA in an area to work 

in pods
 Promotes communication and feedback

 Team huddles
◦ Less than 8-10 minutes 
 Standing up
 Who is coming in, what do they need

 Provide training and competency testing
◦ Ensure knowledge of tasks performed
◦ Scope of practice for those that are licensed
◦ Clearly defined roles and responsibilities
◦ Mentorship of new hires



7

 Tele-working
◦ Start with morning huddles and periodic daily touch 

points
◦ Peer based learning
 Allows for collaboration and learning
 Assign a mentor
 Helps teach leadership skills
◦ Can still assign tasks through EHR
◦ Make it fun

https://youtu.be/-4n1AWc1FcY
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Qualitative & Quantitative

 What do we know?
◦ Employees are our greatest asset
 Gallup poll showed that “increasing employee 

engagement by 10% can increase profits by $2,400 per 
employee per year” and result in “65% lower turnover”

◦ Working remotely, employers saved an average of 
$2,000 per employee each year on real estate costs

◦ Tangible and non-tangible incentives can work 
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 CHC front desk had a difficult time getting 
patients back for the provider to be seen

 They told patients to come in at 7:45 am to 
be seen for their 8:00 am appointment, but 
it never worked out

 The Front Desk staff needed to check 
patients in and answer phone calls at the 
same time

 Patient surveys came back that the front 
desk staff aren’t friendly

 Staff at the front desk had a difficult time 
scanning paperwork into the medical record

 The clinical support staff were getting mad 
at the front desk because the provider was 
upset that the front desk employees were 
taking too long

 Questions:
◦ What would you do to address the front desk 

problem?
◦ Who should be involved in this team project?
◦ What would be the next steps?
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 Possible Solution
◦ Possible Solution: Phreesia 

(www.Phreesia.com)

◦ Freed up patient intake

◦ Decreased transposed patient 
information

◦ Patients put in demographics 

◦ Available in English and Spanish

◦ One patient advocate taught patients

◦ Saw additional patients during the day

 The Audit Employee Engagement 
Tool was created out of a bad 
work environment

 Over 50% turnover of staff 
including providers and 3 CEOs 
in 3 years

 During exit interview, comments 
included:
◦ “I didn’t know what to do in my job.”
◦ “No one told me what my job was. 

All I heard was other duties as 
assigned.”

◦ “I was told I wasn’t doing something 
but if I wasn’t trained.”



11

 Following the audit, Job 
Descriptions were revamped, and 
ALL existing employees had a 
voice on duties and tasks that 
they completed during the day

 The Board hired a CEO/Executive 
Director that fostered an 
environment of engagement, 
didn’t micromanage, and allowed 
staff to lead their teams

 The Audit Tool is currently being 
evaluated for the next phase to 
include incentive goals

Key Performance Measures
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 What do we know?
◦ What we wrote in our HRSA grant we need to follow 

through
◦ Dependent on Space
 Pre-Covid*
 Dental
 At least 3 dental operatories per dentist
 2 for Dentist; 1 for hygienist

 Medical
 A least 3 exam rooms per provider
 16 for mid-level; 18 for MD/DO
 3.24 patients per hour (MGMA standards)
 1.5 clinical support staff to 1 provider (MGMA standards)

 Behavioral Health
 Between 8-10 patients per day

*Based on MGMA standards; HRSA utilizes SAC and BPR data

http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Empanelment.pdf
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 What do we know?
◦ During Covid
 Most FQHCs reduction in services (20-30% in patient 

revenue)
 Dental services shut down; currently starting back up 

with emergency services and now some preventative 
visits

 Mostly tele-health visits
 HRSA reimbursing claims for testing and treatment of 

uninsured

 What do we know?
◦ During Covid
 Telehealth for Behavioral Health (can vary)
 Initial appt’s are 1 hour and follow up are 30 minutes
 40 minutes for initial; 20 minutes for follow up

 Telehealth for Medical
 Range between 15-30 min appt (as face to face)
 “Set up for tele-health into consideration”
 “Curbside care”-Well child visits may be 30 minutes

 Hybrid model of care
 Tele-health and face to face 
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Financial cost/benefit

 Team based care can provide additional 
revenue
◦ Some payors are paying for preventative visits

 Nurse visits, health educator visits
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 Covid-19 Costs
◦ Loss of revenue, staff hours may be reduced

◦ Increased costs of PPE equipment

◦ FQHCs received additional HRSA awards to hire 
staff, purchase equipment and supplies and other 
Covid-19 related costs

◦ FQHCs have the option to apply for CARES funding
 (some FQHCs did not)

 Covid-19 Costs
◦ How many patients does a FQHC have to see in 

order to break even during the Covid-19 Pandemic

 Example of one FQHC
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 Example of one FQHC

 https://blog.dce.harvard.edu/professional-
development/challenges-managing-virtual-
teams-and-how-overcome-them

 http://www.safetynetmedicalhome.org/sites/
default/files/Implementation-Guide-
Empanelment.pdf
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