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Katie Quimby: Hello, everyone. Good afternoon. My name is Katie Quimby. As the Director of the New 
York State Family Planning Training Center, I'd like to welcome you to today's interactive webinar on 
supporting resiliency during COVID-19. This webinar is the last webinar in our four-part adapting to 
COVID webinar series. Today, we will be hearing from one family planning provider, Janet Garth, from 
the New York Presbyterian Hospital. We'll also have some time for a breakout discussion to hear and 
discuss how you are supporting resilience during this time. I'm joined today by several of my New York 
State Family Planning Training Center colleagues, Caitlin Hungate, Meg Sheahan, Naomi Clemens, 
Jennifer Quatu, and Lisa Seamus, who will be helping me to facilitate these breakout rooms. Before we 
begin, just a couple of very brief announcements. First, everyone is muted today to reduce background 
noise. You can unmute yourself when we get to the breakout rooms by clicking on the microphone 
button on the bottom left of your screen. But please remain on mute until we are ready for those 
rooms. If you pre-registered for today's webinar, you should have received a copy of the slides by email 
already. We are also recording today's webinar. The slides and recording will be available on 
NYSFPTraining.org within the next few days. Finally, we have plenty of time for questions. So please feel 
free to chat in your questions at any time. When you chat in your response, please just make sure to 
send to everyone before typing in your response so we can all see. In addition to the questions we have 
today, we also received a number of questions during registration. We will be answering as many of 
those as we can get to during today's webinar. I would now like to turn it over to my colleague, Caitlin, 
who will be one of our moderators for today's webinar to get us started. Caitlin.



Caitlin Hungate: Thanks, Katie. Hi, everyone. It's so nice to see you again in our last session on adapting to 
COVID. My name is Caitlin Hungate. I'm a Training and TA provider with the New York State Department of 
New York State Family Planning and Training Center. I am so honored and excited to be with you today and 
learn from you. I'll turn it over to my colleague, Meg.

Meg Sheahan: Good afternoon, everybody. My name is Meg Sheahan. I am a consultant with JSI. I work to 
support the US Family Planning Network. I am a certified nurse midwife. I've been providing clinical, sexual 
and reproductive health services for over a decade. I also have directed a family planning program for almost 
a decade. I've been a lead in the COVID response team in the US Virgin Islands. I am so happy to be with you 
all today and to learn from you. Thank you. Next slide please.



Meg Sheahan: In today's session, we hope that you will learn to describe what community level trauma is, 
describe how community level trauma is multi dimensional for the diverse populations that family planning 
providers represent and serve and identify one strategy for supporting resilience from a peer that can be 
implemented at your agency.

Caitlin Hungate: Thanks, Meghan. I want to go into the phases of disaster. This graphic is from the 
Substance Abuse and Mental Health Services Administration or SAMHSA. It reminds us of the phases of 
disasters, you see the ebbs and flows throughout the chart. When I reflect on the initial impact or after the 
impact of COVID-19, the phases of disaster feels really spot on to me. This heroic phase you'll see as right 
after the impact is one that is characterized by a sense of altruism and a lot of adrenaline-induced rescue 
behavior. In a family planning setting, perhaps you and your teams have conversations about who should 
come into work and who should be seeing clients based on personal characteristics or their underlying 
health conditions or some stepped up to see more patients perceiving their risk to exposure or severe 
outcomes were less. This phase of heroism quickly moves into honeymoon phase. SAMHSA categorizes 
this as one that is the dramatic shift in emotion. Community bonds occur, optimism exists that things will 
return quote unquote to normal quickly. There are many opportunities for building rapport and building 
connection. I remember feeling a deep sense of community and willingness to respond and to help, from 
drives for personal protective equipment to individuals making cloth masks for widespread distribution to 
groups starting to mobilize for food and home goods and cleaning product distributions and community. 
Please take a minute to weigh in on the chat on how either you in a personal or a professional capacity 
recall elements of community cohesion or response. In some communities and cities in this honeymoon 
phase, people were banging on their pots or chanting out at night, changing the colors of their outdoor 
lights to the signs reading, "We love healthcare workers or health care hero workers who work here," to 
the chalk messages on sidewalks. So again, we welcome you to weigh in on the chat as you think about 
things that came up for you in your honeymoon phase, that sense of community response and cohesion. 
Over the summer and fall and now into December. We as a society ... Wait. I see a couple of things. I want 
to read them out before I move on. Olivia, thank you so much for mask making, food distributions, 
changing and care donations. Absolutely. Food delivery, gifts. Absolutely. Meg, thank you so much for 
weighing in. In your sister's area, people coming outside and hooting and hollering at 8:00. Yeah. Here 



in Colorado, we hollered at 8:00. It was this very weird thing. But at 8:00, we howled. The neighborhood sirens 
were going off at 8:00, and then that stopped. It just stopped happening. So that drop in that community 
response and cohesion moves into this dissolution phase. We as a society, we're in the disillusionment phase 
right now. SAMHSA describes this as a stark contrast to the honeymoon phase. Communities and individuals 
realize the limits of a disaster assistance. This optimism and the sense of community cohesion really turns into 
discouragement and stress as it continues to take a toll on us. This phase of disillusionment can last months 
and/or even years and includes those triggering events. I realized that may be small for you on your screen, but 
you'll see those up ticks. Those are triggering events that SAMHSA identifies. While the focus of the 
conversation in this time together is hearing from a peer and into smaller group breakout rooms, the focus on 
strategies for building resilience, we want to acknowledge that COVID-19 is a community level trauma. If you 
can advance to the next slide, please.

Caitlin Hungate When we say community level trauma, we mean that it is an extreme stressor, it is new, 
there was and continues to be minimal and little opportunity for control. There is an increased threat to 
ourselves through illness and death, and it's unpredictable. COVID-19 has been and continues to be 
compounded by several things, from the social isolation and the calls to reduce our in person interactions 
with others and increasingly so as we head into the winter months, when outdoor gatherings, our ability to 
connect outdoors presents challenge due to cold weather, to stigma to anticipatory bereavement. Not just 
the loss of people getting sick or passing away due to COVID-19, which has happened to many of us, but 
missing events, to birthdays, to weddings, to holidays. All of this is heavy, and they're a significant loss. As 
our fabulous speaker today, Janet Guard of the New York Presbyterian said, "Every person experienced a 
different flavor of horrible." We certainly want to acknowledge that this flavor of horrible is certainly not 
equitable. We know that the impact on our colleagues and communities of color has been 
disproportionate in terms of the exposure and loss of love and exposure and loss of life. The resource on 
the slide comes from the Prevention Institute from 2016 and goes into adverse community experiences 
and resilience. Please keep an eye out for more resources and support around trauma and ACEs in next 
year's provider meeting. COVID-19 is unfortunately one of many community level traumas staff and/or the 
clients you serve may experience. Other examples of community level trauma include systemic racism 
within our policing, within education, within housing, disinvestment in programs and communities, and so 
much more.



Caitlin Hungate: The concept of moral suffering may help us understand our personal and professional 
experiences as it relates to the community level trauma of COVID-19 as well as the experiences of our clients. 
This definition and the next slide content comes from the scholar Roshi Joan Halifax. She's a Buddhist teacher, 
zen priest, anthropologist, and pioneer in the field of end of life care. She is founder, abot and head teacher of 
Rupiah Institute and Zen Center in Santa Fe, New Mexico. You'll see on the slide that Roshi Joan Halifax defines 
moral suffering as the harm we experience when we participate or are exposed to actions that transgress our 
tenets of basic human goodness. Apologies that that definition got cut off a little bit by those graphics. The 
definition and grounding of moral suffering helps us to understand the landscape and the context of these last 
nine months and the months ahead.

 



Caitlin Hungate: Roshi Joan Halifax spoke of moral suffering during a webinar hosted by the University of 
California-San Francisco Department of Psychiatry as part in a series earlier this year to support healthcare 
workers. The archived link is on the slide and the last slide. It was included in our recent e-newsletter.I invite 
you, if you have not already, to take an hour and to listen to this archived webinar and sit with and reflect 
on these concepts. Within the context of COVID-19, providers, you take a note to provide care and may 
have experienced the conflict between that oath, which is your foundation to your integrity as a human, as 
a medical provider, and the very real concern to their safety and their families. Living that oath could cause 
great harm to yourself or your loved ones. So within moral suffering, Roshi Joan Halifax goes into the four 
forms in which this shows up and the definitions are on the side for you. The importance of identifying 
moral suffering is to help us to identify strategies for moving forward to building and maintaining resilience. 
As those who come from the social work fields know that there is power in naming something, so to name it 
to tame it. So this first form of moral suffering, Roshi Joan Halifax describes as moral distress. This arises 
when we are aware of the problem, we determine a remedy, but are unable to act upon it due to internal 
and/or external constraints. So this may include such feelings of guilt, of being home and not on the front 
lines, or having to choose between a sense of duty and risk to self or family. The questions of, "Do we have 
enough ventilators? Is there enough blood, PPE shortages, concerns of staffing shortages," or perhaps you 
as a health care professional felt like you weren't doing enough or that your role or area of expertise limited 
your involvement in what you perceive to be the real front lines, like the emergency room or the ICU. The 
second form, moral injury is really defined as a psychological impact that results from witnessing or 
participating in morally transgressive acts, and is the toxic mix of dread, guilt and shame. This is primarily 
identified in the military community, but as being seen in the healthcare space. Roshi Joan Halifax posits 
that clinicians and providers and healthcare professionals may not be directly involved on purpose in acts 
that are morally transgressive, but rather institutions or the conditions in which they work bring about 
feelings of deep shame, the sense of violating moral principles. Perhaps you experienced this. witnessed 
institutions not doing enough or failing to take concrete actions to protect its staff or clients. Perhaps you 
interacted with an institution in a way that allowed you to see the cracks in its policies or procedures, that 
could lead to risk of COVID-19 exposure for staff or clients. The third form, moral outrage, is an externalized 
expression of indignation towards others who have violated social norms. This is a reaction of both anger 
and disgust. Roshi Joan Halifax describes how moral outrage can drive us to take action to demand justice 
and accountability. This is a good thing, but that chronic moral outrage can erode our morale and can help 
harm individuals and institutions. This last tenant or form of moral suffering, well, actually, excuse me, 
perhaps in this moral outrage, you and your family planning professionals experienced moral outrage as you 
felt like you were operating from a place of conviction and dedication to the care for your clients and your 
community only to see aspects of COVID-19 response be politicized by government officials, for what 
seemed to be for personal gain or political gain. You being the pawns on the frontline of the pandemic. 
Moral apathy occurs when people don't care or don't care to know or are in denial about situations that 
cause harm. So being in this bubble of privilege or putting one's head in the sand. So for example, this could 
occur when individuals fail to appreciate how communities of color have been disproportionately impacted 
and affected by COVID-19 because of structural realities that increase their risk to exposure, working in 
essential positions, or in crowded living conditions where they're unable to isolate or quarantine, or take 
measures that others are able to do so because of power and privilege and positionality. Or one may 
continue to believe COVID is just like the flu, and may take no actions to modify their care and care about 
the impact of their behaviors on others. These are a couple examples of moral apathy. So when we think 
about moral suffering and these four forms of moral suffering: moral distress, moral injury, moral outrage, 
and moral apathy, when this bubbles up, it can lead to burnout, and many of us have already experienced 
burnout this year or are presently experiencing burnout now. The feeling of despair, anger being 
overwhelmed makes it challenging for all of us to build and maintain resilience.



Caitlin Hungate: In another webinar in the same series hosted by the University of California, San Francisco, 
and it's archived and linked on the slide for you, Scholar Thupten Jinpa, who is the Founder and Chairman of 
the Compassion Institute and is the principal English translator for His Royal Highness The Dalai Lama talked 
about the notion of compassion and this relational orientation to resilience. He talks about the importance of 
compassion and suggests in this time of community level trauma under COVID-19, to bring compassion more 
intentionally and consciously in our interactions with others. We know that family planning providers and your 
colleagues, your teams, already were bringing compassion to your work in the care to your patients, in the 
passion, the care, the dedication to ensure that individuals have access to family planning services. But the 
stress and trauma of COVID-19 has stretched providers, has stretched health care professionals and clients 
that you serve, and tested our compassion towards ourselves and others. This compassion involves the 
capacity to attend to the experience of others, to feel concerned for others, to sense what will serve others 
and to potentially be of service to others. Maintaining that compassion depends on our relationship to joy. 
Without joy, it is hard to maintain that motivation. Many of us come into the space, come to this work in 
public health or family planning with a sense or a motivation, an intention to serve. The scholar Jinpa suggests 
to stay connected to that motivation, to that intention, and that what brought you to this work to this calling, 
and so that every time you make a difference, that brings about a feeling of joy and can help build and 
maintain resilience during a time of community trauma. Especially as we are in the phase, that disillusionment 
phase that SAMHSA identifies or COVID fatigue as we've heard, the idea of maintaining compassion and 
experiencing connectedness to others is critically important as we see cases of COVID-19 going up, and we 
anticipate what the winter months may bring. As we move into our virtual roundtable, we want to center the 
conversation around building resilience and strategies to reduce burnout. We hope this framework of moral 
suffering and the four ways in which moral suffering shows up in all of us helps you and your teams in naming 
what you've experienced and continue to experience in the days, in the weeks, in the months ahead. We know 
there have been many other significant events that have compounded the community level trauma of 
COVID-19, including the fight for and push for more just and equitable justice systems, to demand to hold 
police accountable for police brutality, to the loss of livelihoods or jobs, to the loss of life, to the election, 
supporting and fostering resilience in our teams and amongst ourselves and each other is essential to being 
able to provide high quality services to clients you serve and supporting their resilience as they are also 
navigating the stressors and trauma of COVID-19. So I want to turn it over to my colleague Meg.



Meg Sheahan: Okay. Give me one second. Okay. Can you hear me? So if you are willing to share, we would love 
to hear from you. What motivation, voice or intention brought you to the work of family planning or sexual and 
reproductive health? Please open a browser and go to www.Menti.com. That's M-E-N-T-I.com, which we paste 
it into the chat. Enter the code 418035, which is also on the slide. Then type in your response to this question. 
Please try to be succinct in your answers and make sure to hit Enter or Return. We'll start to see your responses 
float up onto the screen. Helping people get access to care, absolutely. For justice and equity and access to 
care, meeting patient needs, a desire to help others plan and space their children so that they can have the 
fullest lives possible. I started with AmeriCorps and was hired on a full-time after completing my contract at the 
agency. I served as a health educator, and I love working in health care. Wonderful. To help provide women 
access to essential reproductive care. These are wonderful responses. Family planning helped me. It worked to 
help others experience the same benefit. Yes, a personal motivation. I think many of us can appreciate that. 
Okay. Give it a few more seconds and see if any other responses pop up. But I want to thank you all so much for 
sharing. It's wonderful to see your responses, especially as I imagine, many of us can relate to many of them, 
either on a personal or a professional level. Working with a great population, and good benefits and hours. Very 
practical. Yes. You can do good and have a good leg work-life balance. Support everyone, no matter their 
resources or background, in taking control of their own lives and creating the families they choose. These are 
great, thank you so much. It's wonderful to see your responses. Like we said, I think that many of them are 
familiar to many of us. They're multifaceted as your responses reflect. It's personal, it's professional, and it's 
practical. So it's really nice to take some time to reconnect with the true north that underlies the work that we 
do. Thank you so much. We'll move on.



Meg Sheahan: Okay. We are so lucky to have with us today Janet Garth. Janet is the Family Planning Program 
Director and Manager at the Center for Community Health and Education in the Division of Population and 
Community Health at New York Presbyterian Hospital. Janet, thank you so much for joining us today and 
sharing your experience and insights. We have a lot that we would like to learn from you. Time might not 
allow us to get to all of the questions we would like to ask, but let's begin. First, can you set the stage for us? 
What was happening at your agency before COVID emerged? Specifically, can you describe staff's stress levels 
and the coping reserves everyone had to draw from just prior to the emergence of COVID?

Janet Garth: Hi, good afternoon, everyone. New York Presbyterian Hospital, if you're not familiar with it, is a 
very large institution comprised of six different hospital campuses, multiple regional hospitals, and associated 
with two major academic centers, Cornell University and Columbia University. We had a patchwork of 
different electronic medical records in all of those different locations. On February 1st, our institution did 
what we called, "The Big Bang" and switched over to one unified EMR. We had about an 18-month to two-
year lead up to this big bang, which was a tremendous lift. We were working to standardize all of our 
workflows, documentation and templates, across all of those different locations, institutions and platforms. It 
was a tremendous work we had in the six months leading up to the Go Live, just a huge ramp up and that 
feeling of we're not going to get it done, we're not going to make it, it was so much work to be done. The two 
months prior to Go Live December, January were enormous lifts of training the entire workforce. It was a big 
bang, but there was a second wave. But this first wave had 24,000 employees being trained to have this 
massive Go Live, being trained not only on the new documentation, but also on all new workflows, because 
everything changed, how you ordered your meds, how you registered patients, how billing happened, how 
we made referrals, every single staff person was affected. Our institution called it a comet, a once in a 
lifetime event. February 1st, we went live. We had the intensity that everyone who's ever gone through an 
electronic medical record Go Live goes through that first month is chaotic, as you don't know how to do 
things, as you learn to do things, as you find the IT systems that were supposed to work were broken, as 
things are printing on the wrong places, and you have to fix all of them. Everything is a constant movement. 
So we lived through it. We felt like we had lived through the most stressful work experience we could ever 
live through. We were tired and burnt out when we got to February 28th.

Caitlin Hungate: That's so heavy leading to pre-COVID. So what did you learn about this in your capacity and 
your team's capacity for managing stress?

Janet Garth: So we were so focused on EPIC, we kind of had off in the horizon the news coming to us that this 
new virus was coming, that this virus was happening in China and that we're going to need to be prepared 
here as healthcare providers. But I have to say, it's hard for a lot of us to even embrace that. We were so 
caught up in the EMR transition. So when we needed to turn on a dime and begin changing, not seeing 
patients in person, deploying staff to support the growing patient load in the EDs and in the ICUs, and 
beginning to staff testing tents and cough, cold and fever quick assessment tents we all felt that we had no 
reserves left to to draw on. There are two things we learned. One, when you face a crisis, you actually 
become superhuman, and you can do more work than you think you physically can. Two, we had actually 
built up a lot of muscle memory of how to handle stress and how to manage crisis and how to support each 
other. So a lot of what we've learned through EPIC which I have to say I can only analyze in retrospect, as 
we're looking in the rearview mirror, because at the time it felt like we couldn't meet this new challenge. But 
we had actually done so much in the lead up that really prepared us for that moment. For one, because we 
were doing all of this work on integrating an EMR across multiple institutions, and multiple campuses, we had 
already spent more than a year living in WebEx, Zoom, and on conference calls. So we've become quite adept 
at that, about making connections with other colleagues across those platforms and with using technology, 
even the technophobes were able to embrace all kinds of new technology. Our staff also had to also learn 
WebExes, and Zooms and switch when we changed from one platform to another and did a lot of e-learning 



modules. Then we also had built in what became essential for us during the COVID crisis, which was a culture of 
nonstop communication. Daily huddles at our sites that then rolled up to tier two huddles with our division 
leadership and command center huddles, and calls and quick rapid response, especially during the Go Live, that 
there was continuous communication and feedback loops about problems and resolutions, and that became 
very much part of our culture. We also celebrated and celebrated successes. We identified local leaders. For 
the Go Live, they were called super users. They really were super, they were your lead nurse practitioners, your 
lead registrars, your lead nurse, your lead medical assistants who helped others, people that their colleagues 
could turn to them, and they really grew into their role. Having them there was very essential as we went 
forward into COVID, that we had a shared sense of how do you respond to a crisis, that you don't only just look 
up to a management level structure, but we were looking to each other. We were used to that. The staff were 
already primed to think that this was the biggest challenge that they were going to ever face in their work 
career, this is your once in a lifetime comment, this is going to be really hard, but you're going to get through it. 
People were primed. Our Go Live date was the day after the Superbowl, which we've been told now many 
times is the biggest call out day for all workforces. We had no call outs in the family planning practice on that 
day. We were afraid that people would be afraid of the Go Live. That it was the day of Superbowl, and we 
wouldn't have all of our staff, all of our staff showed up. Many staff had come in on the weekend to test the 
system in advance so that they'd be ready to go. That level of team work, mutual support and unconscious 
knowledge that they had met a challenge and a crisis and had met it and succeeded I think we were very 
fortunate that it created a foundation for us going into the next wave of crisis.

Meg Sheahan: Absolutely, it sounds like you have an incredible staff. And that was an incredible movement. I 
mean, 24,000 employees, I can't even wrap my head around that. Well, it sounds like you've touched on my 
next question. You've mentioned a couple of things that I think probably fit into this, but I wanted to ask you 
specifically about what are some of the strategies that you and your teams have implemented to provide 
support to the staff as individuals and as a group?

Janet Garth: I think the biggest one was communication, communication. There was never enough 
communication. As we moved into COVID, everyone was afraid. As Caitlyn touched on, healthcare workers 
entered into the beginning of this healthcare crisis without sufficient PPE. Healthcare workers were quite afraid 
of their own risk to themselves and their families. So addressing that head on was very important. We had 
representatives from our institutions, infection control, that came and did trainings and trainings and trainings 
with our staff, especially as we got more PPE in and addressing people's concerns, discussing and things were 
emerging. We didn't all understand. I mean, we all know that was the masks don't protect you, masks do 
protect you, they protect other people, they protect you, and working through that. I think that one of the 
other things about communication was to be honest, even when honesty meant you didn't have the answer. I 
had daily huddle with the family planning practice. There were days I had no new update, there was nothing 
new to say. The team would come to me and they would say, "We don't care. We want you to huddle with us. 
We still want it, we still want to know, we want this opportunity, and the opportunity to ask questions." Also 
taking those opportunities when there were moments that there was quite tense gratitude. The institution was 
excellent at expressing gratitude to its workforce. We also delved into that at the practice, to express gratitude 
for each other. Also to destress, to share with each other, what are we grateful for? When you go home at the 
end of the day here, what are you grateful for? We shared, how do you destress when you get home? These 
things helped support us, connect us. There was also material things, removing some of the material barriers in 
the height of March and April. All the restaurants were closed, we had a workforce that was not able to go and 
get lunch. Fortunately, being part of a large institution that also has a food service for inpatient, box lunches, 
breakfasts and dinners were supplied to the staff to remove that practical need, that problem that staff would 
have had of how can they be fed when all the restaurants are closed around the institution. When staff were 
afraid of commuting, we live in New York City, they had to take buses and subways. They were afraid of 
bringing home a virus on their clothing to their family. There was a period of time in which the institution 
provided scrubs so that staff would have something they could change out, provided training on how you 



would remove clothes as you get into your home and keep your family safe. We always say patients come first. 
So we have to make decisions that are based on what's going to be the best for the patients, but staff come 
really, they come a very, very close second. We need to be aware of what are the issues of concern for the staff 
and get to them and try to mitigate them as best that we can. Then another thing was having the opportunity, 
creating open space for people to express themselves, express their fears, express their gratitude. There was a 
point when we came all back together in May because during March and April, we did deploy some of our staff 
to support a prenatal clinic where they were down providers. We had staff who helped in the ED. They saw 
patients who were coming for walking GYN concerns, and we needed to divert them out of the ED. So she was 
set up in a tent outside ad and saw patients. We had other staff that our social workers helped with 
bereavement for our patients who were in inpatient. As we all came back together in May, we made the space 
for everyone to have an opportunity. We had a meeting where we shared, the staff shared what was their 
experience in doing in these different roles. It was very moving and very meaningful for us.

Caitlin Hungate: Thanks, Janet. You already talked on so much of this, the sense of connection and that 
expression of gratitude and connectedness. I'm curious if there are other strategies that you or your teams 
have tried to reduce burnout.

Janet Garth: Encouraging people to use their vacation time. You couldn't travel anywhere so people we're not 
taking vacation time or were canceling vacation time because what am I going to do with it? So that was one 
thing was really encouraging people, "You need a break." People didn't want to take breaks. You needed a 
break to just stop the electric connectivity for a moment and recharge. So a lot of trying to encourage people to 
do that help them to schedule it if they weren't proactively doing it. We have a policy of a use it or lose it 
vacation that you have to use everything by December 31st. The institution made an exemption so that a week 
can be carried over into next year knowing that many people have and knowing that they need that time. 
Flexibility, So I think that's something else that's helped with the burnout, that being less rigid on things when 
staff are burning out, being more relaxed on how you can help support them through that. Also, the institution 
did a lot on wellness, tips on stress reduction, healthy eating, gratitude, webinars by both pastoral care and a 
wellness center, information about mental health and resources.

Meg Sheahan: Great. Thank you. Our colleagues from Morris Heights. Can you describe how you optimize and 
manage PPE use in the midst of this? So in the midst of all of this, it sounds like you had some wonderful, 
wonderful things going on with your institution and with the staff. But in the midst of it, you're a manager, and 
there's still work that needs to get done. So I'm curious to know, what have you learned as a manager that you 
need to do when someone pushes back against an assignment or resists change?

Janet Garth: I've learned to slow down. Yes, as a manager, sometimes we just need to get things done. We 
want to give an instruction and we want it to be carried out. There would be times that staff may push back. 
Again, communication, communication, slowing down and listening, asking, learning more about it. Most of the 
time, there was an unspoken fear or concern behind the issue, that once it was identified, you could address. If 
you didn't have the conversation, you couldn't identify it, you couldn't address it, you would just continue to 
have resistance. So having that, giving fuller time for that conversation and finding out what the real concern is, 
sometimes it could lead to changing what a directive was or an assignment. Sometimes it led to, "Okay, I see 
you have a concern about this, we're going to get more training for that," or resolving whatever issue had been 
raised. The staff, they came to do a good job, just like I did. Nobody came to thwart you. So knowing that if 
there's a problem, that there's got to be a way to work through it, but you have to ask the questions and be 
willing to listen.



Caitlin Hungate: Thanks, Janet. As you seek to understand and to listen to your colleagues, I'm curious about 
seeking to understand and what other social and economic factors had to be addressed as you and your 
institution cared for COVID-19 patients or patients with COVID-19? Excuse me.

Janet Garth: Well, sure. As you start to say earlier, Caitlin, so many other social determinants of health issues 
and problems have come up for our patients, our patients and our staff. So food insecurity has been the 
biggest identified problem that we've had for patients, but it was also identified for our staff. The institution 
set up an anonymous or confidential way for staff to identify if they needed assistance with food and security 
as well. We collaborated with food banks and SNAP enrollment, to get groceries to both patients and staff who 
are challenged by this, with patients losing jobs because of the economic shutdown. There's been a loss of 
income. There's been loss of housing, lots of increased anxiety and stress marshaling our mental health team 
to be proactive and seeking patients out, offering assistance. Also screening for these needs. We were 
screening before. But it's a much more urgency now because we know there's been such an impact on all of 
our patients.

Meg Sheahan: Thank you. So in the midst of this wave, there's another current affecting the waters. So I am 
interested in knowing how your understanding of the trauma of COVID-19 has changed or informed your 
perspective on equity, racism and the delivery of care.

Janet Garth: Yes. Certainly, as Caitlin said, the communities most impacted or hardest hit by COVID were the 
communities that were already suffering health disparities, that already had poor health outcomes, and this 
heightened it. As we also went through the spring, we were coming out of a very, very brutal March and April. 
In our institution, we also had a loss, one of our physician leaders in the emergency department, who had 
been battling COVID took her life, we were quite low. Then there was the murder of George Floyd and the 
following protests against police brutality. This really was a huge wake up call and an alert here at the hospital. 
The hospital, as I said, is an enormous institution. But while everybody thinks of doctors and nurses, the 
majority of the workforce are in many support roles. The majority of the workforce are people of color who 
had borne this burden of trauma after trauma, of having to be the essential workers, of having to come in, of 
having to go into work when their children have all switched over to virtual learning and having no one at 
home to help them, having been ill themselves, having suffered losses in their families and in the communities 
they were coming from, commuting on the subways and the buses that other workers had the luxury of 
moving out of the city or out of town to. They had been coming to work for a long time with the unspoken or 
an unacknowledged burden of systemic racism. It was palpable that this was something that just couldn't be 
ignored or be a blip for a day. We were fortunate that our CEO, Dr. Sue Corwin addressed our institution and 
acknowledged our own culpability in systemic racism, in both opportunities for all career advancement or self-
actualization in the workforce, as well as potential for what we could do better and how we could serve 
patients. Are we addressing or have we perpetuated inequitable access or outcomes? It was immediate also, it 
was pretty much within a few days of George Floyd's death, so it wasn't something that lingered. We then 
embarked on a series of what were called uncomfortable conversations, having uncomfortable conversations. 
So many Zooms that started with the opening, we had consultants that helped to lead them and we opened 
with discussions of how we were feeling with the COVID crisis. Where do you feel it in your body? Then what 
words come to your mind when you think of George Floyd's murder, of the Black Lives Matters protest? What 
are your hopes? Then moving into breakout sessions and moving into a lot of open conversations. There were 
opportunities that hadn't happened before for staff of all levels to talk about where they felt they fit in in the 
institution, where they felt things were ripe for improvement, where they felt things could be going. That 
moved into continuing series and trainings for all staff on unconscious bias, microaggressions, race and 
allyship, and then also the establishment of a Center for Health Equity that will be focused on both identifying 
and addressing issues of inequitable access and health outcomes. I think that the combined traumas of COVID 
that were layered on top of health inequities and racial disparities, and then on top of our own personal layer 
of stress over EPIC, the impetus was the need to address this moment in time and crisis of the launch of the 
Black Lives Matters protests in the wake of George Floyd's murder. But I think we all needed an outlet for 
discussion and expression that gave us an opportunity to talk about this existential angst we were feeling.



Caitlin Hungate: Thank you, Janet, so much. This conversation has been so immensely feeling a sense of 
deep connection to you and with you. So in terms of strategies for resilience, I definitely want to express my 
gratitude to you in this conversation and dialogue, because learning so much about you and your 
organization and how you've navigated COVID-19, and as you talked about, the different levels of trauma 
later on, so we're just so grateful to you and your time. I'm going to turn it over to Meg.

Meg Sheahan: Thank you so much for that, Janet. That was so much actually richer than I even imagined 
that it would be. It was so, so interesting for me, thank you. Now, we're going to switch off into virtual 
breakout rooms. You don't need to click on anything or do anything. Our tech administrator will place us 
into our small groups. Then will return us to the main group at about 10 minutes after two. We would like to 
ask you to please turn on your cameras during the breakout sessions if you are able. We found that being 
able to see one another helps us to have a more engaging dialogue. So let's go. See you in your breakout 
rooms.



Meg Sheahan: Welcome back, everybody. I think we can switch to the next slide. Okay. Welcome back. I 
hope that you all connected with some new people and had some inspiring conversations. I'm looking 
forward to hearing a little bit more about what you discussed. Caitlin, who will be reporting for your group, 
what did you discuss? Our reporter outer is Lisa, Lisa Seamus.

Lisa Shamus: Let me get off mute. Thank you guys. So I just want to start off by saying that we had a very 
rich discussion. So thank you for leading that discussion, Caitlin. So some of the things that I took away for 
it that were really poignant for me were a pretty rich discussion around the fact that in general, some staff 
at any agency carrying out more responsibility because out when others are furloughed, that work doesn't 
get pushed aside, it still needs to be done. So there were people on the call that felt bad for everyone in 
the agency. They felt bad for the people that were furloughed because they were left feeling those people 
that are furloughed, like they didn't have as much purpose and they weren't contributing. They were 
probably experiencing some of that moral distress because of that, right? Then the people that weren't 
furloughed were taking on all these additional burdens, because they needed to pick up the pieces for the 
people that were. In terms of some of the strategies that we talked about, we talked about staff and 
managers taking extra steps to make sure that they were sending out daily or weekly stress management 



strategies, more frequent updates in terms of what to expect in terms of COVID, including contingency 
planning steps, acknowledging that they didn't always know which way it was going to go. That if it goes this 
way, this is what we need to do. If it goes that way, then that's what we need to do. That was one really good 
coping strategy. Having HR take on, making sure that people were aware of any mental health services that 
staff have available to them, but may have been under utilizing was another strategy. Then one strategy that 
Caitlin and I have been utilizing, and that was also discussed in different ways of doing this was making sure 
that you're staying connected. So Caitlin and I often commute together so that we can have that connection 
and be able to talk about some of these issues and have support from each other.

Meg Sheahan: Wonderful, thank you. Naomi, who is the reporter outer in your group?

Naomi Clemmons: Meg, I'm going to be the reporter outer. I have the pleasure of having Taisha, Olivia and 
Olivia in my group. I've asked them to make sure they correct me if I miss something that they said, so I'm 
going to do my best. Here I go. Similar themes from what Lisa talked about came up. There was conversation 
around the furlough, and the sadness and the responsibility of letting colleagues go because of their being 
furloughed, and worrying about them while they were on furlough, and also having the reality of, ""Oh, my 
gosh, I have a lot more work to do, because there's less workforce, there's less capacity in my clinic." Then 
there was a sense of loss of missing that human contact, the relationship, the direct contact with colleagues, 
and with patients. In terms of strategies, it was a lot of conversation around readjusting what the workload 
really looks like. That was just a reality and accepting help from all the colleagues that were there. I would 
say, accepting help from the colleagues that were there, and there was also recognition that they were able 
to mobilize community to address some of the social determinants that were coming up in terms of food 
insecurity. So that was a really nice thing to hear as a strategy of reaching out into the community for 
additional support and help, beyond what's happening in that work setting. One was just staying real, 
recognizing the context of what they were all working within, their colleagues were working within and that 
the patients or clients that they serve are working within. One thing that came out of it was, again, the 
community connectedness and that folks from community were really stepping up to do this all hands on 
deck to make sure that community members had access to food. The use of telehealth was mentioned in 
terms of there was more access to mental health services and support through telehealth. I think that's it. 
Olivia, Olivia and Taisha, if I miss something, please feel free to let me know or chat it in. Then I'd be happy to 
read it. I got a thumbs up. So okay, I think. Thank you. Things are okay. Three hands are thumbs up in me.

Meg Sheahan: Oh good.

Naomi Clemmons: Passing it back to you. 

Meg Sheahan: That's a good sign three thumbs up. So I'm the reporter outer for my group, and we discussed 
some of the things that you all discussed as well, like telehealth, for example. But to go back to discussing 
strategies, one thing we really talked about was the importance of the organization, both on the individual 
level like individual staff members, individual supervisors, and the organization as a whole sending this 
message to staff that you don't have to hide your stress. You can speak it to your supervisor, you can let them 
know what you need. You can let them know if you're feeling overwhelmed. There was this kind of holistic 
understanding that the response would be supportive. So you didn't have to feel like you needed to buckle in 
in silence under the pressure of your load. We also talked about just the importance of having self care 
resources on hand, tips on how to manage stress in a realistic way, we talked about that.The importance and 
the visibility and how meaningful it was that people reached out in earnest to ask, "How are you doing and 
how can I support you? How can I help you with your work today?" and how important and meaningful that 
was, in making the environment seem, feel and be positive and sustainable. We talked about the importance 
of human connection and the realization through all of this that we are connected. We are community-
oriented, and that we were really feeling that in new ways, as our ability to literally connect with people on a 



daily basis, face to face was compromised. Then also, we talked a little bit about the silver lining in all of 
this, that the changes that we have made have, in some ways brought about positive change, like for 
example, the ability to have more time with our clients and to speak with them in the environment of their 
home, for example, through telehealth that may have been more comfortable and allowed us to connect 
on a more equal level with them. Also this feeling of endurance over time, like we are doing this. We are 
making this happen. We are climbing this mountain and the success, the personal success and 
encouragement that we feel from this. So that's what we discussed. It was a great discussion. Thank you, 
everybody, thanks to the groups and the participants for sharing. Let's move forward.

Meg Sheahan: Okay, so as we wrap up today, and as we have those conversations, I'd like to all have this 
opportunity to connect with the compassion that allows us to persevere in our work and find balance and 
peace within our own lives. Please share, how do you continue to bring compassion to work with your co-
workers and clients? How do you express kindness and empathy through small acts that bolster your spirits 
and theirs? Please go to www.Menti.com. That's M-E-N-T-I.com, which we've pasted into the chat. Enter 
the code 418035, which is on the screen. Then type your response to this question. Please respond with 
one or two words or a very short phrase. We'll start to see your responses float down to the screen. Assist 
with needs, refer appropriately, listen. Yes, these are very good ways. Support each other. Intentional 
check ins, I love that. Patience. Empathize. Think of the mission. Mindfulness. Empathy. Listen to their 
rants. Yes, indeed. Listen to their rants. Bring in doughnuts. I like these. Find joy. Support. Seek 
understanding. Be flexible. These are wonderful. Thank you. Thank you for the diversity in these. 
Everything from bring in doughnuts and listening to their rants to self-care, I appreciate that. Let go of ego. 
Acknowledge suffering.



Meg Sheahan: Okay. Thank you so much. This is uplifting. This is a great way to to end. Thank you so much. 
Okay. So let's discuss some resources. Here are some additional excellent resources including a webinar 
featuring Dr. Thupten Jinpa and another by Brené Brown featuring Emily and Amelia Nagoski. Who doesn't 
love Brené Brown? Okay. Next slide please.

Meg Sheahan: Thank you so much to all of us for joining us today. Especially a heartfelt thank you to Janet 
Garth for taking the time to work with us and for sharing your experiences and insight. Also, of course deep 
gratitude to all of you for the essential work that you do during a very difficult time to safeguard access to 
critical health services.
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	Ann Finn: During the COVID-19 emergency, some of the technologies that are being allowed to communicate with patients may not fully comply with the requirements of the HIPAA rules. So, to accommodate this, the OCR has issued a notification of enforcement discretion for telehealth remote communication. You'll see this on the CMS website and New York Guidance also talks about it.  
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	You need to make sure that you have in your chart note all of the services that are happening. You want to manage or document all diagnoses that you are managing during the visit. You want to document the rationale for ordering diagnostic tests and procedure if necessary. 
	 
	If someone's got to drop off a sample or come in and have testing done, we want to make sure that that's documented. We want to include notes on all the counseling that's being provided and we ought to really clearly describe the management of the patient. Are you prescribing a refill of a contraceptive? Maybe pills or a patch and prescribing it or telling them about it over the counter and medication. So things that are happening within the visit, just like if you were face-to-face, we would document those
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	 Ann Finn: So we need to document verbal consent in the patient's record. New York Guidance states that the practitioners shall confirm the patient's identity and provide the patient with basic information about the services that he or she will be receiving via telemedicine or telephone. Written consent by the patient is not required at this time. And remember, telemedicine, telephonic sessions and services should not be recorded 
	without the patient's consent. Telehealth is normally limited to establish patients, but during the state of emergency, both telemedicine and telephonic services can be provided to new and established patients when clinically appropriate. 
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	Ann Finn: Coding restrictions limiting certain telehealth services to establish patients are waived. Rate codes used to bill for telephonic care will be all inclusive and not dependent on a CPT code for the Article 28 billers as well. And CMS has also stated, that during the emergency, to the extent that the waiver requires. That during the emergency to the extent that the waiver requires that patients have a prior established relationship with the practitioner, HHS will not conduct audits during this publi
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	Ann Finn: A couple of terms that we always hear when we're talking about telehealth, so I want to make sure that everybody's clear on them is distance site. That is where the provider is located. When you're looking at the state's guidance or a different payers' guidance, and it talks about the distance site, that is where the provider is located. That can include anywhere right now during this emergency, including your home. Your originating site 
	is where the patient is located. Again, it can be anywhere right now during the emergency, including their home. Sometimes there's guidance, and we're sticking with, I mentioned today that the patient being at home, in some situations the patient can be at the clinic and then receiving telemedicine services from another provider. There is guidance if you go through state's guidance on that. But we're focusing on the common scenario of what's happening with family planning providers and the questions that ar
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	Ann Finn: How about cost sharing? New York State Department of Financial Services, or DFS, has adopted a new emergency regulation that requires New York state insurance companies to waive cost sharing, including deductibles, copayments, and co-insurance for in-network telehealth visits, whether or not they're related to COVID-19 during the state of emergency. All the services under telehealth, the cost sharing and deductibles, are waived right now. 
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	Ann Finn: When we're billing a claim, we always include a locator code for your facility, and that's usually a code with your zip, you want to still during this time, regardless of where your provider is located, we want to use the locator code that is for where the clinic is. Where would the provider normally be when the face to face encounter is happening? If you're home, you're still going to use the locator code at the clinic. 
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	Ann Finn: Family planning indicators, and I see this sometimes missed on family planning claims, so it's really important that on all claims whether the telehealth or regular face to face visits, that when the visit is a family planning visit and the Z30 ICD 10 diagnosis code, Z30 contraceptive management is the primary diagnosis. Then we need to append an A4 condition code up in the header of a claim for the institutional claim format or if you're using the UB claim format or a professional claim, then it'
	 
	Either claim format that you're using and both and in face to face, if you're doing a LARC insertion and you have an ordered ambulatory claim or your APG claim or your PPS claim for the visit you would use in the family planning indicator. We want to include these indicators on the telephonic and the telemedicine claims as well. In this family planning and care, and it's important to use. The state requires that they go on the claims and say that no, if you don't use them under audit, there's a risk of take
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	Ann Finn: Let's talk a little bit specifically about telephonic billing for the telephone calls. This is new for 
	telehealth, and this is just during the emergency. Not all states are allowing this, but New York State is, so let's talk about some of the specifics. For billing, both telephonic or audio/visual or telemedicine differs, and it's important to set up your EHRs and billing systems to accurately bill to these services. There's some nuances for depending on the format. 
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	Ann Finn: Billing staff will need to be trained on these new codes, and what CPT codes should be billed. Services will be paid for by specific rate codes and an all inclusive payments for the clinics and FQHCs. Telephonic visits are described in the New York state guidance. If everybody's looked at it, you'll see it on page three, there's a big chart we're going to look at and that's use lanes. That's what it kind of describes what type of provider you are and then you look to the appropriate lane for how y
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	Ann Finn: Let's take a look at that table. I know it's a little bit busy, but here we go. Here's the state's guidance. If we look, there's a lot of information here, but what's important, and again, these are in the Medicaid update in the FAQ, where you can refer to this table. The chart has two basic sections. Lanes one and two are used for fee schedule billers, primarily practitioners in the office based settings and lanes three through six are for all of the billers that primarily bill rates for clinic a
	 
	We're going to focus on lanes three to five today. Lane five or article 28 clinics and FQHCs should be using lanes three, four and five. Lanes three and four are for the evaluation management services by the physician, the NP or other qualified healthcare professional that normally bills ENM services. You're going to use lane three if you are an article 28 clinic and lane four if you are an FQHC. 
	 
	Lane five is for other practitioner types such as social workers, dieticians, RNs, and should be used for any and all patient assessment and management services that are appropriate to be billed telephonically unless otherwise noted for both clinics and FQs. Lane six is reserved for all other services that don't fit into the first five lanes. More guidance is going to be issued on lane six, but they're saying like 90% of the visits should really fall under lanes one through five, so we're not going to worry
	 
	All right, this table is very helpful for setting up your billing systems and include a lot of those codes that we're going to need. We want to make sure all our billers have access to this. Let's go back to lanes three and four, and these are for the physician, NP and other qualified healthcare professionals that are billing ENM services. Remember lanes three and five have new rate codes. We'll look at five on the next slide, but these special rate codes are not in your billing systems right now. 
	 
	We really need to make sure that they're mapped appropriately in your systems and that they're going out to the claim appropriately. You should do some testing, get them loaded and then test that they're going out as indicated with all the different family planning services that you think are going on claims, because sometimes what we think is on the claim is not what happens behind the scenes. 
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	Ann Finn: These payments for lanes three and five again, they are going to be all inclusive and for the facility type end, the Department of Health has told me they're not published yet, so I don't know what those rates are going to be. Lane four is the 4012 is a rate code that's already established for the FQHCs, for the offsite ENM services. These are already in the rate files, and there's 4015 if you're a school based health center. When I looked at the rate file, most of the FQHCs have around a $70 paym
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	Ann Finn: Let's look at lane five for other providers. Here you can see that there's new rate codes. Again, just like in lane three, so the FQHC is hopefully your 4012 or 4015 is in your system, but check that and then they should be added. For the assessment and patient management telephonic services, you want to stick to this lane, and it would be by these practitioners that we've mentioned. I mentioned social workers, RNs, dieticians, and it's all based on time. You can see there's these three different 
	 
	Then you want to bill time, and then you're going to match the rate code to the time. It's not so much driven by the CPT code, it's driven by the documented time, what rate code that you will pick. You're also going to need to include the NPI. You can see down here at the bottom of the box, the NPI, the supervising physician as the attending on the claim, and that's just for lane five. 
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	Ann Finn: Like I mentioned for all the services, use the CPT codes that best describe the services provided, such as for lanes three and four. You're going to use ENMs codes and 992 codes for outpatient services. If you're a licensed clinical social worker and you're doing individual psychotherapy, you would bill a code for the service 90832 that you normally do or whatever service that is being provided. 
	 
	There's been a lot of questions on billing 99441 through 99443. These are the telephone evaluation and management codes, which I would have expected that maybe those would get used. But the Department of Health has been very clear that no, those are really for just those lanes one and two, the office-based billers and not for facility billings. They said lanes three through five you should not be using the 99441 to 443 codes. Then you can look through the updated guidance when it comes out, hopefully this w
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	Ann Finn: Place of service as a code that goes on the claim. This is an area that's been a little bit confusing in some of the guidance, so the place of service code, what they've instructed is to use the place of service code where that provider would have been located if the service had been provided face to face. For example, the clinic, and DOH also clarified that using the POS of O2, which is for telemedicine, is only for professional claims in lanes one and two, and it does not apply to lanes three, f
	 
	There's some talk about POS 02 in the guidance and in the FAQ. There's a number of contradicting statements in the FAQs about it. This was last Thursday and Friday's follow up from the state. Again, I would review the guidance once it's updated to make sure that they didn't make any additional changes to that. I think they were trying to figure out their way and figure out what conflicts are outstanding as well as all of us. Does that make sense? Use the POS code where provider would have been located if th
	 
	Figure
	 
	Ann Finn: They also said very clearly you don't need to use modifiers, those 95 GT and GQ that are for telemedicine, you don't need to use those for telephonic calls. The rate codes are going to drive the payment and you don't need to add these. That makes it simple. 
	 
	 
	Figure
	 
	Ann Finn: Let's look at a scenario of a non COVID-19 patient in need of birth control calls in. Again, this is just a quick scenario to get us all on the same page. But Lisa is a 17 year old patient. She's at home, she's not able to connect with her audio/visual platform, so she's using her telephone for the visit with the nurse practitioner. She wants to obtain a refill on her oral contraceptive pills. Lisa receives patient-centered counseling and has all of her questions answered during 15 minute call. 
	 
	The nurse practitioner sends a prescription renewal in for the pills. The provider documents a visit including the length of time spent with Lisa, and that they use the telephone to connect both Lisa and her location on the call and other relevant information for verbal consent, for example. Based on the face to face time normally used to select an ENM code, the provider could code a 99213. There's a lot of counseling time happening, basing it off of over 50% of the time is spent counseling and the total fa
	prescription on contraceptive pill as a diagnosis code. 
	 
	 
	Figure
	 
	Ann Finn: Common scenario, I always think about how to bill it, so if you're a clinic, we're going to bill the rate code. We're going to have the ENM code, the 99213 nine nine with no modifier. We're going to say the place of service is an 11, the clinic or wherever, if you're would've been somewhere else normally, but clinic code, and we're going to have a Z30.41. We're going to have a family planning indicator because a Z30 is primary and then we're going to look to the rate code. If you are a clinic, you
	 
	 
	Figure
	 
	Ann Finn: All right, that's telephonic. That's audio only. So even if you have your smartphone, I even asked that question. Like, if you had a smart phone and you're using Skype, would that be considered the telephone? But it's, audio only. So, anything that has the audio/visual on the phone, is considered telemedicine. Okay? 
	 
	 
	Figure
	 
	Ann Finn: And you'll see the terms, and I noticed this in the Medicaid updates, tele-health kind of includes both of them. Telemedicine typically refers to the audio/visual, and telephonic is the audio. I noticed there's a lot of interchanging of the terms, and it was confusing a little bit to me when I was trying to be very specific, because it talks about telehealth and telephonic, but telehealth includes the telephonic. And so, I think that's where some of the clarifications need to occur. Because telehe
	 
	 
	Figure
	 
	Ann Finn: So, for the place of service, this is one that was contradicting. And there was a few different things that were said in the FAQ and then, in some of my answers back, they were crossing out some of the guidance. So I'm going to leave this one up to that, we need to check with the updates that's coming out, to be clear. And typically, for telemedicine visits, you see the 02, for telehealth, used for place of service. But some of the 
	guidance also talks about, in the FAQs, being where the provider was located. Like 12, for their home. Or in the clinic. So, it was confusing, and you should check for the update. And then, we just want to make sure that those are put into our system correctly. 
	 
	I really tried hard to get those answers, but I just thought at this point, with guidance coming out, it's better to flag some of the areas that are confusing to a number of different providers, kind of raise some of these questions. And where the state will probably provide some clarifying guidance, so it will be helpful to go through the updated documents, as soon as they're posted. 
	 
	 
	Figure
	 
	Ann Finn: Okay, so if you take the same visit with Lisa, and she is using the audio/visual system now. So let's say, she's on Skype with the clinic. Then, how are we going to bill for this visit? Let's see how it differs from telephonic. 
	 
	 
	Figure
	 Ann Finn: So we are going to have the claim. If you're an APG biller, so if you're an Article 28 clinic and you bill APGs, then we're going to bill an APG claim. And we're going to use the APG rate code that you normally bill, for a clinic visit. You're going to have the same CPT code, like 99213, and add a modifier, 95. You have the 
	same diagnosis. Place of service, like we said, we're going to clarify that, hopefully this week. We're going to include a family planning indicator on the claim. And we're going to bill the APG claim, and the APG claim should pay as it did, as if it was a face to face visit. 
	 
	 
	Figure
	 
	Ann Finn: What if the provider is at home? This was an area that was not clear, and there was some contradicting information and the way it was kind of posted, led me to think that it was suggesting billing in a way that would be paid less than a face to face visit. And the state said, they need to look at it, and kind of clarify billing for the home. At the home. So my thought is, and because these visits are supposed to be paying at the same rate as if it's face to face, that you'll probably still be bill
	 
	 
	Figure
	 
	Ann Finn: If you're an FQHC, and you've adopted the APG billing methodology, then of course you're going to bill the same way that we just talked about, for the services when you're at the clinic or you're at home. And remember because the distant site where the provider is, is anywhere is covered, including the home. That's what leads me to think it's going to be the same billing, but, I'm just not sure on how that's going to work. 
	 
	 
	Figure
	 
	Ann Finn: Okay. For FQHCs, billing the PPS rate. So, you're billing a threshold visit, and not the APGs. If you are the distant site provider, the FQHC can bill their PPS rate, and you're going to do the same thing. You're going to bill for the CPT codes, you're going to add the 95 modifier, and you should get paid in full for the visit. So, the telemedicine audio/visual are kind of paying at a parity with the face to face visits, and the telephonic are being paid at parity with offsite E and M rate codes. 
	 
	 
	Figure
	 
	Ann Finn: So the question was asked, "What if the visit starts off as audiovisual, and there are connections and other problems, and then we switch over to the telephone, audio only. How do we bill for this service?" And it was funny, because the person said to me, "I think would bill this as an audio/visual call, as a telemedicine call." But the state came back and said, "No, it should be billed as a telephonic, because problems with the connection prevented the full telemedicine service from being provide
	 
	 
	Figure
	 
	Ann Finn: Another question that was asked is, "What about picking up contraceptives? Can we bill for those?" So, the state clarified, yes, that if the patient has a telemedicine visit, and then picks up contraceptives or emergency contraception at the clinic on the same day, the contraceptive can be billed on the claim. So for those, if you're billing some of those rate codes that are all inclusive, if it's telephonic, that's not going to make a difference in your reimbursement. But if you're an APG biller,
	 
	 
	Figure
	 
	Ann Finn: About specimen collection, someone asked that, "What happens if a patient has a telemedicine visit, and then drops off a specimen? Can we bill for this?" And so, again, it's the same thing as with the contraceptives. If there is a telemedicine visit during the day, and then there some other services that happen, they can be billed for, as well. On the same day. Okay. It's a lot of information covered. And now I just want to turn it over to Rae Ann Augliera, who's the Assistant Director of the Bure
	 
	 
	Figure
	 
	Rae Ann Augliera: Great. Thank you. So, we did want to take a few minutes to address some other frequently asked questions that have come through from New York State Family Planning Program providers. We did share last week that the visits conducted through telehealth can and should be documented in the clinic visit records, so that we're sure that we're capturing all of the information about the family planning services that you're delivering through telehealth, in our Ahlers data management system. 
	 
	However, there were some questions about how specifically to document those visits, which we'll address in just a minute. And then, in addition, organizations that enroll patients into the Family Planning Benefit Program wanted to know, if the application can be conducted via telehealth. So, I'd like to turn it over quickly to Eileen Shields, the Director of our Data Analysis Research and Surveillance unit, to respond to the first question and provide some more information about how to code your CVRs for yo
	 
	 
	Figure
	 
	Eileen Shields: Thanks, Rae Ann. And good afternoon, everybody. You should all have received an email earlier today with the information that is going to be in the slides. It was a little more details, but I just want to briefly go over some of the most important points. As Rae Ann said, and has been documented previously, there is no field in the CVR for specifying telehealth visits. So you code the visits the same as a CVR for an in person visit, as 
	best you can. Please review the email that was sent earlier with coding specifications and specific examples. And also, please read additional telehealth related documentation, and other sources. 
	 
	Let our program know about the telehealth work you're doing, and as time permits, please track those visits with any related issues and successes that you're experiencing. And, given the documentation requirements that Ann noted earlier, for your Medicaid records, we might be adding a small request for additional information in your quarterly reports. And please, always remember, you can reach out with any questions to your FPP program manager here, and please cc any emails to our BML. 
	 
	 
	Figure
	 
	Eileen Shields: Just to go over, in brief, the required information on the CVRs. All of the top portion... Just let me add that, you should have received a copy of the CVR with the email this morning, as well. Everything in the top portion is required, with the exception of the Medicaid number. That is only required if you use Ahlers for your Medicaid billing. 
	 
	But, in brief, it's all the demographic information, the clinic and client numbers, pregnancy history. And then, the other required parts are in the lower section of the CVR. And those are items 3, 5, 5A, 8, 9 and 9C, including the assigned charge and primary insurance fields, the purpose of visit. Visit date is not listed in this slide, but that's very important. And, the beginning and ending contraceptive methods. And reason, if none. 
	 
	 
	Figure
	 
	Eileen Shields: Additional visit specific coding, of course will vary, depending on what services are provided and communications capacity. But may include medical services, counseling services, pregnancy testing and STD, testing and treatment. Those are most important for... Most importantly for those, they must be accompanied by family planning related counseling and education, particularly for new clients. 
	 
	You also will be coding type of provider and type of counselor, depending on which of the above services you provide. The email, again, includes more specific examples and further guidance, so please review that carefully. And again, please feel free to contact any of us here in the department for further assistance, if you have any additional questions. I hope that's helpful. Thank you. 
	 
	 
	Figure
	 
	Rae Ann Augliera: Thanks, Eileen. And just to echo what Eileen mentioned about the email that went out earlier today, I believe that was sent out just prior to this call. And it was sent to specific contacts on our Family Planning Program listserv. So if you, whoever in your organization is designated as a program director, clinical contact, physical contact or executive contact would have received that guidance. So, if you haven't seen it yet, please reach out to those in your agency that are on our listse
	 
	Rae Ann Augliera: Moving on to the other questions that we've received. We have also been asked whether Family Planning Benefit Program Applications can be conducted through a telehealth visit. And the answer to that is yes, Family Planning Benefit Program applications, including the presumptive eligibility screening forms, can be conducted during your telehealth visits. Our colleagues in the Office of Health Insurance Programs sent guidance out on April 2nd that went to individuals on the Family Planning B
	 
	They did make clear to us that applications are still being processed, as they always have been. Both for PE, and for the full FPBP application. So, those are still occurring, and certainly would like for, to the extent that you can, for you to continue to do those applications in conjunction with a telehealth visit with your patients that need insurance coverage. 
	 
	So, the summary here on this slide, the guidance predominantly relates to how to obtain signatures during this COVID-19 Emergency. And the guidance specifies, it's specific to the Family Planning Benefit Program, the full application. So, of note is that, the staff person that's providing the application assistance, they should read the Terms, Rights and Responsibilities section to the patient. And, also need to read the Declination of Medicaid Eligibility Determination section, to the patient. 
	 
	So, this is how we're going to obtain the consent of the patient to apply for Family Planning Benefit Program. In addition, the staff person providing the application assistance should make a notation on the signature lines of the application to indicate the applicant's initials, the applicant's date of birth, the initials of the staff person who obtained the signature, and the date the signature was obtained. 
	 
	 
	Figure
	 
	Rae Ann Augliera: Here you can see an example of an acceptable notation. In addition, there's an audio recording requirement for the patient agreeing to apply for the FPBP and their declination to apply for Medicaid. That needs to be retained by the provider for at least six years per the New York state Medicaid document retention guidance. 
	 
	 
	Figure
	 
	Rae Ann Augliera: Again, our colleagues in OHIP have indicated that additional guidance is forthcoming that will allow for some easements of documentation that will further simplify and support the FPBP application process during this emergency. So keep an eye out for that coming from the FPBP listserv. And if you're not on the FPBP listserv or you have any other questions around Family Planning Benefit Program enrollment during this time, please feel free to reach out to the staff at OHIP and use their Fam
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	. And I think that is it. I'll turn it back to Anne for additional questions. 

	 
	 
	Figure
	 
	Ann Finn: Great. And so, again, just wanted to say that here's the link at the top. This is where the Medicaid updates are located, and if you have additional questions about the telehealth billing, then you can send it to the email box on the slide here
	Ann Finn: Great. And so, again, just wanted to say that here's the link at the top. This is where the Medicaid updates are located, and if you have additional questions about the telehealth billing, then you can send it to the email box on the slide here
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	 Okay. We have questions. 

	 
	Can providers bill for asynchronous telehealth? Yes, they can bill for those types of visits. Those visits are like store-and-forward where they're not in real time. And in the Medicaid update that I just gave you the link to, that volume five, it starts on page four and talks about billing for this service. And then on page nine it talks about the reimbursement for store-and-forward billing and how it works. And there's also remote 
	monitoring of patients' vitals and other information that's needed for diabetics and other conditions, and that's covered as well. That's in the state's guidance that'll go over that and give you some of the specifics on it. 
	 
	What type of service do you use to bill 99441-99443? So for the 99441 to 99443, the state was very clear that they said that was only for office based billers that are billing the professional claim, not the facility billing. So they said you shouldn't be using the 9944 codes. You should be using the E&M codes as appropriate that the provider would normally be coding the 992 codes. 
	 
	Do managed care plans pay an FQHC, the offsite rates, the telephonic visits? You have to kind of check with your managed cares just to make sure I'm what they're doing. But they should be kind of following the fee for service guidance according to the update and paying that same offsite rate just like fee for service is doing. So I would expect, yes, but again you should clarify with the different payers. And really make sure if there's any specifics that they want to see such as modifiers or place of servi
	 
	Where can I find the new updates on Telephone billing that clearly state that the Place of Service (POS) should be where the face-to face encounter should have happened and the CPT codes should be the regular E/M codes? If you go through the FAQ, things are stated a few different ways. This came to me last week from OHIP and from the people in charge over there, and they said that they are updating the guidance and it'll clearly say that. So they said the guidance is coming out timely, so I kind of just che
	 
	Can the provider bill the PPS rate if they are providing services from home to a patient who is also at home for audio/visual services? Again, both for those homes, the guidance was not super clear and I posed those direct scenarios over to OHIP. I've said APG biller, practitioner at the office, APG biller, and practitioner at home, just to make sure we are clear. 
	 
	And I know a couple of other people ask those same questions FQHC with the provider in the clinic or at home, and they said they were going to clarify. They said they couldn't clarify until they put the guidance out. So I think that they were working on it. So I'm sorry to not be clearer. But be on the lookout for that and I think it will address those questions pronto, hopefully this week. 
	 
	Can you provide any guidance on appropriate counseling CPT codes? Well, depending on the service, there's different counseling code that are different types of providers, like dieticians, nurses, or social workers would use. So you'd use those same CPT codes that they would normally use, but things like 99401, some of the preventive medicine counseling, those can be used. Really any of the CPT codes that describe the services that you provide face to face can be billed as telemedicine. Because the nurses ar
	 
	Katie Quimby: There've been a few questions about FPBP, so maybe I can see if New York State Department of Health has the information to answer those few questions that we've received. Otherwise, we can bring them back to OHIP to answer. 
	 
	Regarding the audio recording for the consent for FPBP application, has there been any guidance about how to obtain that audio recording? No specific guidance, and I think that that would vary depending on what platform you're using for the encounter. It could be different. So what we do know is that the forthcoming 
	guidance from OHIP about documentation is going to allow for some easement of documentation and we'll show some other options available if recording the patient encounter isn't possible. So I would just keep an eye out for that guidance to come out from the FPBP staff at OHIP. 
	 
	To confirm, the audio recording of the patients agreeing to apply for FPBP is a requirement, correct? That is currently a requirement. So I'm not sure what the new guidance is going to say because I think, as, as people are concerned about whether the platform that they have will actually be able to maintain that for the required six years. So I would just keep an eye out to learn what kind of easements they're able to put in place to allow for other options. 
	 
	Are you aware of any current plans for extending FPBP applications during this time? I'm not aware of that. We can take that back and ask folks. 
	 
	Can presumptive eligibility for FPBP be over the phone? Yes. 
	 
	Katie Quimby: So we can give it a couple more minutes to make sure we've received and answered all of your questions, for the questions that we can answer today. And not seeing any other questions coming in. Ann, any last comments from you before we sign off here while we're wrapping up? 
	 
	Ann Finn: Just to check that Medicaid guidance and check it this week and there'll be an update, but check it for ongoing because I think as COVID-19 continues to develop, the guidance, and as people are starting to bill for this, there's going to be clarifications out there. And then, again, check with your other payers, your commercial and your managed care plans, to make sure that you've picked up all of their requirements and get those claims in. And don't forget, you still got to do a timely billing, t
	 
	Katie Quimby:  That brings us to the end of the webinar. So thank you all very much for joining us today. As you log out from the webinar, you will be prompted to complete an evaluation. We do sincerely ask that you fill out that evaluation for us and let us know what you thought of today's webinar and how we can improve. We always use your feedback to improve future webinars, so please take a minute and share your thoughts. Thank you all so much for joining us. Thank you for your questions. That concludes 
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