PRACTICE PERFECT

The Eyepod System: How One Practice
Improved Technician Productivity

BY ROBERT F. MELENDEZ, MD, MBA, MIKE BETZEN, MBA, AND TIFFANY VENDITTI, COMT

n an environment of decreas-

ing reimbursements, many

practices are looking for ways to

improve clinical efficiency. At

our practice, we tried changing
the way that technicians work with the
ophthalmologists and optometrists.
There were some initial challenges, but
the new arrangements have boosted
patient throughput.

When our practice reviewed its pro-
cesses, we identified a number of prob-
lems with our traditional use of tech-
nicians, where each tech is assigned to
a specific doctor. One common issue:
A technician might have to wait for a
patient to be ready for a workup.

Our solution was to assign techs to
a group, or “pod,” of providers. And
with a nod to our specialty, we refer to
this internally as the “eyepod” system.

Our practice is made up of 44 ophthal-
mologists and optometrists represent-
ing every subspecialty, and we have a
wide variety of patients.
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We created cheat sheets listing
each provider’s preferences. All our
providers were asked what tasks they
wanted the technicians to perform in
the initial workups for different types
of patients. We used this information
to create a one-page preference sheet
for each provider, which technicians
can use as a guide when starting the
eye evaluation or workup for one of
that doctor’s patients. We found that
asking providers about their prefer-
ences was a key step in gaining their
buy-in for the pod system.

Physicians provide personal train-
ing to technicians in their pod. Al-
though much can be learned from the
cheat sheets and the physician feed-
back that takes place during the course
of the regular working day, we also
suggest that time be set aside for some
additional training of technicians—
even those who are experienced. We
recommend that each physician meets
with a group of technicians to discuss
what steps to take with five common
cases seen in the clinic. For example,
when a patient presents for a cataract
evaluation, there are specific tests that
we want completed, such as corneal to-
pography and a brightness acuity test.
By talking technicians through these
tests, a physician can help them to
understand the rationale behind per-
forming each one. As time progresses,
they can meet again to discuss five ad-
ditional types of case.
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TECHS GET A CHEAT SHEET FOR EACH
PROVIDER. We found that our system
works best when doctors provide their
specific preferences, which can be
summarized in a cheat sheet for the
technicians. To view two sample pref-
erence sheets, see this article at www.

eyenet.org—they will be
available from Sept. 15.
The system is fairer, and that pro-
motes teamwork. Our new system
helps to ensure that technician re-
sources are applied equally to all pro-
viders. It also creates a level playing
field for the technicians. Under the tra-
ditional model, some technicians may
complain that they are working harder
than everyone else, and there may be
a perception that tech X does not help
tech Y. In the pod environment, on
the other hand, all techs must take the

next available patient—they can’t say
that they are waiting for “their” next
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patient to arrive. This creates an envi-
ronment where everybody is seen to be
pulling his or her own weight.

Boosts efficiency. The workup of
patients proceeds in a more consistent,
timely manner, which in turn helps
the overall clinic run more smoothly.
Patients have quicker access to the
technician, which often translates into
quicker access to the provider, result-
ing in less wait time and a shorter visit.

Improves patients’ perception of
the practice. In the past, when techs
were assigned to support a specific
doctor, they sometimes had down-
time while waiting for that doctor’s
next patient. This led to some patient
complaints that they had to wait while
some techs appeared to be standing
around. Under our new system, it’s all
hands on deck, with one stack of charts
and almost always a patient ready to be
worked up. Patients now perceive that
all the staff members are busy.

Prompts technicians to enhance
their skill set. Now that technicians
work for a variety of providers, they
are challenged to broaden and improve
their skills. In the traditional system,
when a technician had shortcomings,
the provider may have picked up the
slack. For example, the doctor may
know that her technician does not take
a good IOP but otherwise does a great
job. Rather than rocking the boat by
telling management, the doctor may
simply redo the pressure check, and
the tech may not even be aware that
improvement is needed. With the pod
system, technicians no longer get this
type of free pass; they need to work on
meeting all of their job requirements.
Consequently, the patient is more like-
ly to encounter a better-trained and
well-rounded technician.

Identifies technicians who are
underperforming. If a tech was under-
performing under the old system, he or
she might have flown below the radar.
The new system helps to identify these
individuals so management can take
appropriate action.

Makes the practice more robust.
Under the new system, we have had
very busy clinics operate smoothly
even when down by a technician.
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Three Tips for Techs

Our mantras for technicians are:

1. Always do more rather than less.

2. If you think about it, then do it.
(For example, should | do a corneal
topography on this patient?)

3. If you do not know how to do
something, ask.

Providers may be frustrated by vari-
able skill sets of technicians. For
providers, the primary drawback of
the pod system is inconsistency of
technical support. Some technicians
have better innate abilities, some have
more experience, and some strive to do
more than others. In the pod system,
especially in the beginning, it is likely
that the provider will work with some
technicians who are not familiar with
the details of his or her clinic. Natu-
rally, this can be frustrating and cause
a negative perception of the pod sys-
tem. Although this issue can usually
be resolved through use of preference
cheat sheets, it is also important for
providers to have some flexibility and
willingness to tolerate a degree of tem-
porary inconsistency.

Providers may not he ready for
increased patient throughput. An-
other drawback is that there can be
a disparity between the number of
patients ready to be seen and how fast
the provider can see them. When we
introduced the new system, it was not
unusual for the patients to be worked
up more efficiently than before, and
some providers felt they were running
behind. Providers may have to tweak
their templates to address this.

Technicians may not like going
beyond their comfort zone. The tran-
sition to the new system may require
the technicians to learn more than
they had anticipated. Ultimately, this
is a good thing, but in the meantime,
individual technicians can be frus-
trated and embarrassed if they lack the
knowledge to work in the clinic of a
provider who is new to them.

Technicians may stress if they’re

expected to police their peers. Al-
though the pod system is more condu-
cive to teamwork, that doesn’t mean
everybody will immediately become

a team player. Those techs who are
quicker to embrace the new arrange-
ments may find it unnerving if they
feel like they’re expected to “tell on”
techs who don’t appear to be pulling
their weight.

Patients may be frustrated by
initial problems. During the transi-
tion period, patients may encounter a
technician who is not yet competent
in performing the tests requested by a
particular provider. Thus, the patient
may be subjected to retesting or a lon-
ger exam.

Newly hired techs face a steeper
learning curve. Since technicians will
be expected to perform a wider variety
of tests and learn to work with more
than one provider, new hires will need
additional training, but the lead tech-
nician can help to address that.

Generally, we have received buy-in
from technicians and providers. The
techs like it because it is more of a
team approach, and it distributes work
more equally. And rotating the techs
in different clinics keeps their skill sets
sharp. The providers have noticed that
there are nearly always patients ready
to be seen. We also have concluded
that the system works best when the
types of clinics are similar.

The future of medicine is about
quality, efficiency, and cost control,
and we will very likely need to learn to
do more with less. One way to achieve
that is to use valuable technician re-
sources more efficiently. m
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WEB EXTRA: Practice Perfect

DR. X’s PREFERENCES

TEMPLATE PREFERENCES:
e Glaucoma patients: Glaucoma All-in-One Template
e All other patients: Anterior Segment All-in-One Template

ALL EXAMS: The following tests are REQUIRED:

e Update/Review: Histories, ROS, and oral/ocular medications
e Chief complaint/HPI

e Patients mood, affect, and orientation

e Visual acuity

e Neutralization of current glasses

e Confrontational VF testing

e QOcular motility

e Pupil evaluation (always check for APD)

e Applanation tonometry (unless contraindicated)

ALWAYS REMEMBER to record the last date/time of ocular medication
dose. How the patient takes their ocular meds needs to be docu-
mented IN SHORTHAND (i.e., “1 gtt BID OU" should be documented
instead of “1 drop twice daily both eyes”).

GLAUCOMA CONSULTS: Complete workup must be done with pachym-
etry. DO NOT DILATE! Gonioscopy will then be performed by the
doctor, and at that time he/she will dilate the patient. If the patient
knows his/her T (highest IOP they've had in the past), record this

in the Template. Pachymetry and Medical Reason Report must he
performed and generated by the technician.

CATARACT CONSULTS: Functional complaint needs to be docu-
mented. Refract both eyes. Brightness acuity testing testing is also
required. Dilation OU unless contraindicated.

DIABETIC EXAMS: Document the patient’s last blood sugar reading
or A1C reading. Ask patient if blood sugar levels are currently con-
trolled. Document if the patient reports or denies any fluctuations in
their vision. Dilation OU unless contraindicated.

PLAQUENIL SCREENING/TOXICITY EXAM: Complete workup is required
for these patients. They may already be on Plaquenil. If so, make
sure to record the patients accurate dosing. HVF 10-2 and OCT of
the macula needs to be performed in our lab prior to the technician
workup. Make sure both of these tests are in the patient’s record.
Dilation OU unless contraindicated.

GLASSES CHECKS: These should be handled like a follow-up visit

(no dilation), focusing on what the problem is with the new pair

of glasses in the chief complaint. Refract OU distance, and near,
checking base curve, seg height, vertex distance and pupillary dis-
tance if necessary to troubleshoot what the problem might be. When
in doubt, ask a senior tech for help.

WHEN TO REFRACT PATIENTS:

e Consultations, all yearly/routine exams, and Established Patient
Complete Exams

e |f the patient’s VA has decreased 2 lines or more since the last
visit

e |f the patient requests a manifest for new glasses

e Refract at near if patient is over 40 yrs. old, is here for a cata-
ract consultation, or complaining of trouble reading, computer work,
etc.

REMEMBER, IF YOU ARE UNSURE as to what testing needs to be done
on a patient, ask.

DR. Y’s PREFERENCES

ALL patients are dilated UNLESS otherwise specified on the doctor’s
previous chart note.

CONSULTS:

e DIABETES: Verify the length of time the patient has been diag-
nosed and record last blood sugar or A1C readings. Check for NVI
before dilating.

e AMD: Ask if the patient has any new onsets of distortion or a
blind spot, and perform Amsler grid testing on the affected eye

1 DAY POST-0PS: Remove patch and review post-op drop instruction
sheet with the patient. Post-op drops (Pred Forte, Ocuflox, and Atro-
pine) should be instilled by the tech after IOP is checked. If IOP is
above 20, the doctor may also Alphagan TID to the list.

INJECTIONS (Lucentis, Avastin, Kenalog [ST and Intravit]l, Macugen,
and Eylea): A patient who has had any of the above should be sent
to the lab after dilated workup for an OCT of the macula.

WHEN NOT TO DILATE A PATIENT:

e 1 week YAG post-ops

e Previous chart note specifies that dilation is not necessary at
next visit

e |f dilation is contraindicated. Check w/physician if a new APD,
new NVI, or iris-sutured lens is noted on slit-lamp exam

e When in doubt, have the doctor look at the patient first prior to
dilation

Use Tonopen if today’s IOP with applanation is =30.

OCT of the macula is performed to assess the interface of the vitre-
ous to the macula, integrity of the retina, and any swelling of the
macula or fluid under the macula. OCT of the affected eye should be
performed while the patient is dilating.

WHEN TO PERFORM OCT OF THE MACULA:
e NEW PATIENTS with:

«  Wet Macular Degeneration (WET AMD)

. Diabetic Macular Edema (DME)

« Macular Hole

. Cystoid Macular Edema (CME)

« Vein Occlusion with macular edema

« Macular Pucker
e ESTABLISHED PATIENT with a history of:

«  Wet Macular Degeneration (WET AMD)

« Macular Pucker

« Lamellar Macular Hole

« Macular Edema secondary to Diabetes, vein occlusion, or in-
flammation (CME)

+ And there is a change in vision or increase in symptoms of

distortion

e DO NOT PERFORM OCTs on the following consults: Retinal holes/
tears, posterior vitreous detachment (PVD), or retinal detachment
(RD). These conditions do not require this test.

e Rarely the physician requests OCT of the ONH (Optic Nerve Head)
to r/o glaucoma suspicion. Be very clear to the lab as to what type
of OCT is being requested.

e When in doubt, ask the scribe or lead technician for guidance.



