
Poof! That 4.4% pay cut Medicare made to doctors’
payments this year has now vanished. And in its place
is – well, not much.
What happened is that Congress reinstated last

year’s conversion factor, which is 37.8975. That
means offices will get paid this year just about what
they got paid last year.
The move came about with the approval of the

Deficit Reduction Act, which the President signed into
law February 8.
While that approval does give offices a more palat-

able conversion factor, it does not change any of the
other updates to the 2006 physician payment schedule,
including the updates to the relative value units or
RVUs. Thus, offices will still see some payment
changes in those services, though most will not be sig-
nificant.

what a mess!

What about those claims that have already been
paid under the 4.4% cut?
The Medicare carriers will automatically reprocess

them. Offices do not have to resubmit them. What
Medicare plans to do is combine each office’s reim-
bursements in a single large check and show which
claims it covers.
Most of the Medigap payers and some secondary

insurers will also make automatic adjustments. But
not all. Some will require offices to resubmit the
claims.
As to the time frame for making the payments,

Medicare gave the carriers two days to start process-
ing claims under the new conversion factor and also
told them to start the reprocessing at the same time.
However, the carriers have a long time to get the job
done – until July 1. If the office doesn’t get its refund
by then, its only recourse will be to contact the carrier.

copayments and deductibles

There’s also the question of what to do about the
copayments and deductibles the office has already col-

lected this year. The now defunct conversion factor
also lowered those.
Theoretically, the office is now required to collect

the additional money from the patients – even if it is
small – because waiving any part of those amounts
can be considered a violation of the Medicare anti-
kickback law.
However, Medicare wants to let that slide, so

offices can collect those balances or not.
Those that do can either bill the patients or keep

the amounts as a balance for patients to pay at future
visits.

from par to nonpar and back

The last-minute payment improvement also brings
up the issue of what to do about doctors who opted to

(please turn to page 3)
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this month’s
idea

In Jacksonville, office cleanliness
is a part of patient satisfaction
“Patients lose faith in an office when they see clutter and dusty

plastic plants and dirt in the corners,” says manager KATE CLIF-
FORD. The logical reaction is “this office is okay for a common
cold, but I don’t want to have a biopsy here.”
So Clifford places continued emphasis on keeping the office not

only clean but orderly. “People are judged by their appearance,” she
says, and her goal is an appearance that gives patients “100% proof
that we take what we do very seriously.”
The office is two-physician First Coast Dermatology in

Jacksonville. It has a staff of 12, and though a cleaning service
comes in every night, staff are responsible for keeping it clean dur-
ing the day, with the focus points being the front desk, reception
room, and exam rooms.
At the front desk, everything is kept in cupboards so patients see

a clear area from the window. For the counter behind the reception-
ist’s desk the “unspoken rule” is that nobody can set anything on it.
The staffer keeps her working papers “directly in front of her.” And
the office is laid out so patients can’t see into the file room.
Clifford has also made the front desk “very calm” by locating the

telephones in a separate room. With the orderliness and lack of com-
motions, she says, “patients feel they are important.”
For the reception room, one staffer picks up items patients leave

and straightens the magazines during the lunch break. “It’s part of
her job description,” Clifford says.
The carpets get cleaned routinely every six months.
More still, Clifford does a walk-through “at least three times a

week” to see if there are stains on the furniture or if repairs are
needed. As with many offices, she says, the staff and doctors come
in through a back door and never look at the reception room.
In the exam rooms, again, everything is kept in cupboards. There

are no form holders on the walls, no magazines sitting about, and
nothing on the counters. Staff also empty the trash as soon as the
bags start to fill up so the rooms always “look wiped-off clean.”
Office appearance is discussed at every staff meeting, Clifford

says. “I tell staff to walk into the office as if they are going to sign
in and tell me what they see.”
The continued emphasis “gives them pride in the office,” she

says, and the reward is the fact that patients remark on the cleanli-
ness – “at least two or three times a day.”

If your office has set up a system that makes managing easier,
MOM would like to write about it. Contact the Editor, Medical
Office Manager, P.O. Box 52843, Atlanta, GA 30355. Telephone
404/367-1991 and fax 404/367-1995. We pay $100 for every idea we
write about in this column. �
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(continued from page 1)
become nonparticipating because of the pay cut.
Medicare has set a new enrollment period that

opened February 15 and will run until March 31.
Medicare says doctors who change their status during
that period will have the change made retroactive to
January 1, and Medicare will adjust their payments to
reflect that.
However, the carriers will not automatically make

the adjustments for services provided after January.
The office will have to resubmit those claims.
As to what will happen next year, don’t look for

much better.
The proposed budget for 2007 calls for extensive

cuts in Medicare.
The cuts will fall heavily on hospitals, medical

equipment suppliers, and nursing facilities, but that
doesn’t mean doctors will get a raise. As it stands,
they won’t. �

Bringing in a new doctor:
a manager’s checklist
of – gasp! – all it entails
Besides the hiring, firing, scheduling, billing,

office maintenance, and personnel management, the
manager has the job of bringing new physicians into
the practice.
It’s a labor-intensive task, and many readers have

asked MOM for advice on how to get it done. Here in
response is an outline one manager has set up that
covers every aspect of the job.

KELLY DIETRICH, CMM, is practice manager
of Physicians of the North Shore, which has offices in
Skokie and Northbrook, IL. During the past 11 years,
Dietrich has brought the practice from five physicians
to 13, “with one internist on the way.”
What Dietrich has done is set out the job in check-

list format. It covers everything necessary to get a
physician fully integrated into the office’s business
operations.
The list changes constantly as new requirements

come up and also as she learns of new things that help
the process move along, she says. But it’s what she
calls “the Cliffs Notes version” of bringing in a new
physician.

three months out – bare minimum

Begin the work as soon as a new physician signs a
contract, Dietrich says, because the job can take
months to complete. Approvals and certifications have

to go through hospital committees and payer paper-
work. And for physicians right out of school, coding
and payer education need to be done as quickly as
possible.
Optimal lead time is three months before the new

doctor comes on board, and sooner if possible.
Thus, her approach is to meet with the newcomer

immediately after the contract is signed to start gath-
ering the information needed and processing the
paperwork.

a plethora of facts

The checklist starts with the personal and profes-
sional information.
• The demographics. At that first meeting,

Dietrich gets the personal information – name,
address, Social Security number, telephone number,
cell phone number, date and place of birth, spouse’s
name, and educational background from undergradu-
ate school on up.
All of that is going to be required on one form or

another, she says, whether for the hospitals, the pay-
ers, or the malpractice carrier.
• Professional information. Then she gives the

doctor a list of information she needs. For a practicing
doctor, that is the curriculum vitae, state medical
license, DEA and state drug licensure, and board certi-
fication. For foreign-born physicians there’s an
ECFMG form.
If a physician is not board certified, she starts

immediately to get those forms in motion.
• Address changes. This is a seemingly small item,

but it requires a large amount of work, she cautions.
All the doctor’s professional connections such as state
license, DEA certificate, and professional member-
ships have to be updated to show the new office
address.

waiting on the hospital

Next is to start the process for getting hospital priv-
ileges. Hospital privileges and payer credentialing
“are what take the longest.”
• Letters of recommendation. The office covers

four hospitals, and each has its own application proce-
dure, part of which is letters of recommendation from
doctors outside the practice.
“It takes the doctors forever to write those,”

Dietrich says, so she tells the newcomer to request
them immediately.
• Pre-applications. Each hospital requires a pre-

liminary application, and getting it approved for
review is time consuming because it has to go through
committees, many of which meet only once a month.
If this month’s meeting is on a Tuesday and the appli-
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cation gets there Wednesday, it’s another full month
before the first committee can review it and pass it
along to the next committee.

insurance: the worst of it

For insurance credentialing, the work is exception-
ally detailed.
Dietrich’s checklist lays out these items.
• List of current insurance affiliations and con-

tracts. The office obviously has to get the physician
approved for all its payer contracts.
For the payers the doctor is already working under,

there’s the job of giving notice of the move and trans-
ferring the doctor to the office’s plan. Otherwise, pay-
ment goes to the previous office, and getting it trans-
ferred to the new office is doubly difficult because
each practice is paid differently.
Here Dietrich stresses extreme urgency, especially

for new payers where the application paperwork is
extensive.
The goal is to get the doctor’s previous insurance

contracts linked to the office’s payment system as of
the employment start date. “But the job is a night-
mare,” and it’s not always possible to meet that dead-
line. In fact, one physician who has been with the
office for more than a year “is still working on getting
his credentialing straight.”
• Tax ID number of the previous employer. The

office needs every tax ID number the doctor has prac-
ticed under.
It’s necessary information to have on hand, she

says, because if claims get paid to those former
employers, the office can call and say “this is the tax
ID you are using, and this is the tax ID you should be
using.”
• Complete the payer credentialing forms. These

have to be submitted to the payers, and while Medi-
care and Medicaid usually respond promptly, many
commercial payers don’t. For them, the process can
take from three months to a year, she says, and in the
meantime, the office gets paid the out-of-network
reimbursement amount. It can scarcely balance bill the
patients for the difference and so has to absorb the
loss.
She adds that though her state has a single form

that all payers must accept, some states still allow
each payer to use its own form, and just getting those
filled out is an extensive job.
• Send the credentialing forms to the payers.

Dietrich keeps a list of all the insurance plans with
whom the office contracts directly and marks the date
the credentialing form is sent and the date it is
approved.
• Send the credentialing form to the PHO. The

office’s PHO does the credentialing work for the

minor payers who don’t contract directly with the
office.
• Get the current Medicare and Medicaid num-

bers. These are the Medicare PIN number and the
Medicaid provider number. Again, they are needed to
correct payments going to the wrong office.
• File a UPIN application. This is for recent grad-

uates who do not already have a UPIN.
(Note that the UPINs are being be replaced by the

National Provider Identifiers or NPIs. See “A few
clarifications on how to get and how to use the new
NPIs,” October.)
• Complete the Medicare application. For new

graduates there’s an application; for practicing doctors
the Medicare information has to be updated.
• Sign the EDI form. This provides for electronic

Medicare remittance.

getting the malpractice coverage

• Copy of the current malpractice insurance cer-
tificate. This is necessary to add the new doctor to the
office’s policy.
• Malpractice suit history. Companies require this

information for doctors already in practice as well as
for those right out of school, she says, because it’s
always possible for a doctor to be sued during residen-
cy.
• Complete the malpractice insurance applica-

tion. Once again, time is of the essence. The applica-
tion, she says, “is extensive” and so needs to be begun
immediately.

housekeeping issues too

• New employee paperwork. This is “the regular
stuff” such as the W-2 form and insurance papers that
for other types of employers makes up the bulk of a
new hire. For a medical practice, Dietrich says, it’s the
least of the work.
• Scheduling preferences. She also asks about the

doctor’s practice preferences, such as how much time
the doctor wants to spend with new patients or with
physical exams. Staff need that information to sched-
ule the doctor’s patients appropriately.
• Business cards. In the past, the office added the

name of the new physician to its letterhead, she says.
But because that meant reprinting the letterhead with
each addition, the doctors opted to use just the prac-
tice name.
• Miscellaneous. The incidentals are things such as

ordering a name plate for the door, getting keys made,
ordering a beeper, adding the new doctor to the cell
phone list, ordering lab coats, and setting up computer
access.
There are also matters such as arranging for hospi-
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tal security and scheduling technology training at the
hospital.

plus some insurance orientation

Beyond the paperwork is the job of making sure the
doctors are productive.
Dietrich finds that “the one thing they have no clue

about” when they get out of medical school is insur-
ance. “They don’t know the difference between an
HMO and a PPO.”
Her office has therefore drawn up an insurance

pamphlet defining every term from in-network and
authorization to capitation, coordination of benefits,
EOB, HMO, and so on.
The insurance department gives the pamphlet to the

new doctors and also meets with them to explain how
the payers operate.
Without that education, she says, a doctor may

“send patients all over the place” for services and con-
sultations only to find out there’s no coverage and the
patient gets billed.
In addition to the insurance education, each doctor

is assigned a medical assistant, and the office empha-
sizes that when any service is ordered, the chart has to
go to the assistant who then makes sure the paperwork
gets done.
There is also basic coding education, and Dietrich

supplies that. She gives the doctor a copy of the E/M
portion of the CPT book and explains how to use
those codes.
New doctors “get no idea of all that from medical

school,” she says, yet they have to know the ins and
outs of insurance when a patient calls at 2:00 a.m. or
the office won’t get paid.

follow up, follow up, follow up

Finally, Dietrich says, “don’t assume anything is
done” until it’s checked off.
Keep prompting the doctors to call about their let-

ters of recommendation for hospital privileges. Call
the insurance companies after the forms are sent in
and ask them to verify receipt. Call the hospitals to
see if they have their information.
What she finds is that the follow-up work is as

labor-intensive as the certification work itself. �

A failsafe way to address,
solve, and put an end to
staff behavior problems
Dealing with unacceptable staff behavior is not only

difficult but often unsuccessful.
Here, however, one consultant offers a no-fail for-

mula that works in all situations. She also tells how to
apply it to three of the most annoying types of people:
• the ultra-sensitive staffer who can’t take criti-

cism,
• the staffer who brings personal problems to work

and tells everybody about them, and
• the know-it-all who gets on everybody’s last

nerve.
Every office has one of the three at some point, and

some have all three at the same time, says JOAN
LLOYD of Joan Lloyd & Associates, a Milwaukee
firm that specializes in leadership training, executive
coaching, and organizational development.
Here’s the formula and how to make it work.

‘this is what I have observed’

The formula is simple.
It begins with addressing the problem early and

frankly. Managers tend to “tiptoe around” issues
because they don’t want the confrontation, Lloyd says,
but procrastination only allows the situation to worsen
until “it becomes a big deal.”
Begin early. Say “this is what I have observed,”

give specific examples of what’s unacceptable, and
then to say in a matter-of-fact tone “what would you
like to do to resolve this?”
The formula ends with encouragement such as “I’m

happy to help you in any way I can.”
That’s it.
Lloyd adds that the manager can to a great extent

avoid having to use that formula by keeping staff con-
stantly aware of how they are doing. Besides keeping
people on track, it’s a known fact that the more fre-
quently the manager talks with staff, the easier it
becomes for them to take criticism and benefit from it.
She cites one client – a law office – where the attor-

neys fill out a one-page feedback form for their secre-

by john chase
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taries every quarter. It covers just three questions –
what the attorney wants the secretary to do more of,
what the secretary needs to do less of, and what
should stay the same.
The attorneys discuss the answers one-on-one with

their secretaries, and the questions are easy to talk
about because they ask for opinions, not what the sec-
retary is doing right or wrong.
Keeping that up every quarter prevents problems

from getting out of hand.

‘Staffer Ultrasensitive’

Now for the three applications.
First is the ultrasensitive staffer who can’t take crit-

icism.
People like that “are perfectionists who try really

hard to please,” Lloyd says. They’re also “fragile and
needy” and for that reason require praise.
Day to day, the best way to deal with them is to

“give frequent feedback in small doses.” Often that’s
enough to keep them on the right track.
When criticism is needed, however, the key is to

give it in a non-judgmental way that allows the benefit
of the doubt: “I know you had good intentions…” or
“I know you didn’t do that on purpose…” or “you’re
usually so good at X, and I know this was just a slip
up because you’ve been so busy…”
Jump right into the criticism without easing the

blow and those people feel “punished and accused,”
she says. Their natural reaction is to shut down. They
don’t hear the rest of the message.
After the introduction, proceed as usual with “this

is what I have observed.” Don’t sugarcoat the criti-
cism. Lay it on the table, give examples, and ask
“what would you like to do to resolve this?” End with
the standard “I’ll be happy to help you in any way I
can.”
With the ultrasensitives, managers often sandwich

the criticism between remarks about the good things
the person does, she says. That’s carrying sensitivity
too far. When the manager “hides behind the sweet
talk” the staffer never hears the criticism.

‘Staffer Personal Problem’

Next is the staffer with the personal problems.
Start off with patience, Lloyd says, particularly if

that person is a good performer. But once the prob-
lems become excuses for not getting to work or not
meeting deadlines, there’s been patience enough.
Here’s what to say: “I know you’ve had personal

issues you’ve been struggling with. I want to talk with
you about how I perceive that those problems are
affecting your work.”
The word perceive is important. It takes the conver-

sation out of the realm of accusation and gives the

employee room to explain the other side of the pic-
ture.
Show empathy: “I can understand this must be a

difficult time for you.” But hit the point: “you need to
be focused on your work” or “your problems are
affecting other employees’ ability to work.”
Be prepared for argument. If the staffer says “I’m

not bothering the other employees,” answer with “I
know that’s not your intention, but that’s their percep-
tion. So what can you do to change that perception?”
Lloyd points out that personal issues have become a

common management problem. While in years past
people didn’t bring their troubles to work, it’s now
accepted to discuss personal things in an office.
Any manager has to let people talk, but draw the

line when the personal problems affect the job.

‘Staffer Know-It-All’

What about the know-it-alls?
Those people are “praise junkies,” Lloyd says. They

need recognition. They’re insecure and try to hide it
by pretending to know more than everybody else.
They usually have their identity tied up in their jobs

to the point that the job is where they hang their hats.
It’s part of the ego.
They are often productive, “but they don’t play well

with others.” They are arrogant toward newcomers.
They are impatient when somebody asks a question.
They think they work harder than everybody else.
Surprisingly, the way to deal with know-it-alls is to

compliment them. The praise makes them feel recog-
nized and often is enough to eliminate the need to
show off.
If that doesn’t work, once again, it’s a matter of

confrontation. But there’s a twist. “The only way to
make a know-it-all listen” is to point out that the
behavior is hurting the individual professionally.
She gives this example: “We have talked about your

becoming a supervisor. Part of that job is earning the
respect of the team. I want to share with you some
things that could prevent you from moving up.”
Then give the examples of the obnoxious behavior,

and give them verbatim: “When So-and-So asked you
a question in staff meeting, you rolled your eyes and
said ‘you should know that by now.’ And last week, I
overheard you tell Staffer B ‘I have to do everything
around here, don’t I?’”
Don’t paraphrase, she says. “Play the video.” The

direct playback takes the judgment out of the conver-
sation. Know-It-All can’t argue with it.
Close with a summary of what’s expected: “If you

want to be a supervisor, you need to build trust, and
that kind of attitude is not going to do so. People
won’t follow you and won’t want to work with you. In
fact, they don’t want to work with you now, because
you demean them.” �
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The symptoms, progression,
and codes of kidney disease
BY THERESE M. JORWIC, MPH, RHIA, CCS
Chronic kidney disease, or CKD, is a disease worth

knowing about, because right now one of every nine
adults in the U.S. has it.
Another 20 million are at risk of getting it.
And almost half of the people with advanced levels

of the disease don’t even know about it.
Here’s a look at the disease itself plus the coding

for it.

a cause and a result of disease

The main function of the kidneys is to remove
waste and excess water from the body, and to do so,
they process about 200 liters of blood and produce
about two liters of urine every day.
With CKD, the kidneys get damaged, and as the

damage worsens, wastes build up and other problems
slowly develop. There can be heart and blood vessel
disease, high blood pressure, diabetes, anemia, osteo-
porosis, malnutrition, and nerve damage.
The reverse is also true. Those same conditions can

bring on the kidney disease.
People with diabetes and hypertension are at espe-

cially high risk for developing it. And so are African
Americans, Hispanics, native Americans, and Pacific
islanders.
The progress of the disease is gradual. It can take

months and even years for it to progress to actual fail-
ure.

the oft ignored symptoms

The symptoms of the disease are many, and they are
things people tend to ignore.
Among the first are weight loss, nausea, vomiting, a

general ill feeling, headache, pruritis or general itch-
ing, fatigue, and – surprisingly – frequent hiccups.
As the disease progresses there can be decreased

urine output, a need to urinate at night, easy bruising
or bleeding, blood in vomit or stools, decreased alert-
ness, and muscle twitching or cramps.
There can be seizures. There can be uremic frost, or

the formation of white crystals on the skin. And there

can be decreased sensation in the hands and feet.
With the great number of problems that can cause

or be caused by kidney disease, it’s not so amazing
that people often aren’t aware that they have it. They
focus on the other things and never put the picture
together.
There is no cure for CKD, but the symptoms can be

controlled and the progress of the disease can be
slowed. Left untreated, however, it can result in end
stage renal disease or ESRD.

five stages of the disease

The disease progresses to different stages, and those
are determined via a computation called the glomeru-
lar filtration rate, which is a numeric rating of the
amount of kidney function.
The average normal GFR is about 120, though any-

thing above 90 falls into the normal range. Below 90
are five stages.
• Stage I. At this point the GFR is 90 or higher,

which is normal, but there is slight damage to the kid-
ney.
• Stage II. Mild decrease in function. The GFR is

from 60 to 89
• Stage III. Moderate decrease in function. The

GFR is 30 to 59
• Stage IV. Severe decrease in function, and the

GFR is 15 to 29
• Stage V. At this point, dialysis or transplant are

seriously considered for the patient to maintain health.
The GFR is less than 15.
A bit beyond that is end stage renal disease where

either dialysis or transplant is necessary to maintain
life, and about 400,000 Americans are at the ESRD
point.
Calculating the GFR is a simple matter. All that’s

needed is the plasma creatinine level plus the patient’s
age, race, and gender. There are several calculators on
the Internet that show the GFR and the disease stage.
One, for example, is produced by the National
Institutes of Health at http://www.nkdep.nih.gov/pro-
fessionals/gfr_calculators/index.htm.

codes now show the stages

In the past, chronic kidney disease was always
coded as 585, regardless of its stage.
However, the new ICD-9-CM codebook has

expanded that. There are now new fourth digits that
show the stages.
Those new digits are valuable, because they make it

possible for the government to see how successfully
the disease can be controlled.
The new codes run from 505.1 for Stage I to 585.5

for Stage V. Following that is code 585.6 for end stage

ICD-9-CM and CPT
coding update
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renal disease plus 585.9 for unspecified chronic kid-
ney disease. Use code 585.6 only if the ESRD is spec-
ified.
It’s also worth noting that the physician has to doc-

ument the stage in the record. It’s not enough for the
record to show just the creatinine level and for the
coder to do the GFR calculations from there. It’s the
doctor who has to document the stage, and because the
staging codes are new, the office will need to educate
its physicians on how to do the calculations and what
to document.
Other codes can also be used along with the stage

codes.
For example, the guidelines say that if the patient

has had a transplant, use code V42.0 to show that sta-
tus. Then if there is still evidence of some level of
CKD, uses a 585 code as well. The CKD code will
often be needed, because a transplant doesn’t neces-
sarily restore complete kidney function.
Other conditions such as diabetes or anemia or

hypertension also get coded along with the kidney dis-
ease.
For anemia and hypertension there are specific

codes to use.
For anemia, it’s 285.21 (anemia in chronic kidney

disease). And for hypertension it’s category 403 for
hypertensive kidney disease and 404 for hypertensive
heart and kidney disease.
Therese M. Jorwic, MPH, RHIA, CCS, is assistant

professor of health information management at the
University of Illinois at Chicago and senior consultant
for MC Strategies in Atlanta. �

What’s legal and illegal
about background checks
on new and old employees?
Who is that staffer – or doctor – the office is about

to hire? a thief? a violent criminal? someone operating
under stolen identity?
What about the current staff and physicians? Are

they still the people the office hired several years ago,
or have they fallen into the path of crime?
Investigating an employee’s or job applicant’s back-

ground can be necessary for any employer’s protec-
tion, and the government reports that nearly 80% of
employers do so.
But proceed with caution, says employment law

attorney JAMES C. BAILEY of Bailey & Ehrenberg
in Washington, DC. What many managers don’t real-
ize is that when an office uses a consumer reporting
agency to check someone’s background, the Fair

Credit Reporting Act steps in with regulations. And
the EEOC can step in right behind.

the basics to remember

The FCRA sets out employee rights regarding back-
ground checks, Bailey explains. The bare-bones basics
are these:
• Before the practice can request a background

check from a consumer reporting agency, it has to get
written authorization from the individual. An investi-
gating agency cannot give an employer a report with-
out that consent.
• If the office uses the information as a basis for

termination or not hiring, it has to tell the individual
that. It also has to give the name, address, and tele-
phone number of the reporting agency along with a
copy of the report.
• And it has to give the individual a chance to dis-

pute the information.

a two-step process

Those requirements mean the office has to follow a
two-step process.
First, it has to give the person a pre adverse action

letter. The only thing the letter is required to do is
include a copy of the report plus the address and tele-
phone number of the agency that provided the infor-
mation and say that the individual has a right to dis-
pute the information.
The purpose of that, Bailey says, is to eliminate the

possibility of a “that isn’t me” scenario where a report
is simply wrong, which could easily happen with iden-
tify theft.
It’s the same as if someone is denied a car loan, he

says. The person affected “has a right to a free credit
report.”
The second step is a final adverse-action letter, and

the office can send it if there’s no response within five
days. The letter need only say that “we have received
information from ABC Reporting Agency. We are
unable to continue your employment (or hire you) in
part because of the findings of the report.”

no need to be specific, but . . .

There’s no need to cite the specific information in
the report that has caused the decision, Bailey says.
“Just give a copy of the report with the letter” and let
the employee figure it out.
However, it is necessary to be able to cite the spe-

cific reason, and it had better be something related to
the job. Otherwise, the office could wind up on the
losing end of an EEOC suit.
Suppose the background check shows the person
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has been convicted of sex offenses. In a job that
involves children, that’s reason enough to fire or not
hire somebody. But in another type of business it
might not be.
It’s reasonable to check for theft convictions for

people who are in charge of money.
It’s also reasonable to check for office safety. If

someone has been convicted of violence in the work-
place, that’s good reason not to offer a job. Do other-
wise, and if that person injures another staffer, the
doctors could be held liable in a claim of negligent
hiring.

keep it job-related

Don’t take a rejection beyond job-related convic-
tions and concerns for office safety, however, Bailey
cautions.
The EEOC is not fond of blanket policies about ter-

minating or refusing to hire people who have been
convicted of crimes in general. The reasoning is that
doing so “could have a disproportionate impact on
minorities” who statistically have more convictions
than nonminorities. A blanket policy could open the
door to discrimination claims.
What’s more, it’s always possible that the circum-

stances of a conviction can change the picture sub-
stantially. A conviction of drug possession, for exam-
ple, could be nothing more than the sad outcome of
drug dealer’s girlfriend getting caught up in a bad sit-
uation.
Similarly, don’t take adverse action because of

arrests. Many courts have said that rejecting people
because of a large number of arrests “raises flags of
racial discrimination” because again, minorities get
the greatest number of arrests. Also, some state laws
say employers cannot consider arrests that don’t result
in convictions.

finding somebody better

What about the situation where the office checks
out one job candidate, gets a scary report, but then
blessedly has a better qualified applicant to come in?
Should it still tell that first applicant about the
agency’s report?
Yes, Bailey says. Give the person the letter all the

same. Not to do so “is treading on thin ice.”
The risk is that the rejected applicant will find out

about the results of the check and cry foul and bring
an FCRA violation claim against the office.
Send the final adverse action letter and include a

statement that “in reviewing your application, we
received information from Agency A, and based at
least in part on that information, we are unable to con-
sider you for a position at this time.”
Including the “at least in part” gives the office flex-

ibility to show that the no-hire decision was based on
other things as well.

checking out current employees

Are there restrictions on running background
checks on current employees?
The office is free to run checks as often as it wants,

though again, it has to follow the FCRA requirements,
Bailey says. That means it has to get written permis-
sion for each check and send the two letters if neces-
sary.
In addition, to avoid claims of discrimination, the

office should check everybody within the job category
being reviewed, not just a select few and not just the
people it suspicions could be guilty of crimes.
For the same reason, “put that requirement in the

employee handbook.”
Also, he says, follow the three-step process of get-

ting the person’s consent, giving the pre adverse
action letter, and giving the final adverse action letter

to tell or not to tell

After someone is fired or not hired because of crim-
inal activity, there’s the question of what the office
can say about that person to another employer.
Suppose it’s a nurse who is fired for mistreating

patients. What can the office say when a reference
calls?
In that situation, Bailey says, the office has to bal-

ance two things.
One is protection from a defamation suit from that

employee, and it’s for that reason that many employ-
ers simply won’t give any reference beyond employ-
ment verification.
The other, however, is the protection of patients or

other offices that might be harmed should the nurse
start practicing at another job.
That’s a question the office has to resolve, and his

sound general legal advice is to get sound specific
legal advice – from an attorney who can evaluate the
particular circumstances. He notes, however, that
many states have statues that protect employers in giv-
ing references “as long at they provide truthful infor-
mation and don’t try to hurt the employee.”
What about the office that receives the information?

Can it terminate or refuse to hire someone as a result?
The answer there is simple, Bailey says.
“Employers are free to terminate or not hire any-

body they want based on any information so long as
they don’t do so for some illegal reason such as dis-
crimination.”
However, if the action is based on some public

record such as a consumer report, the FCRA require-
ments have to be followed. But past that, as long as
there’s no illegality, there’s no issue. �
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What’s the best way to set
a suitable payment plan?

Question: Our office wants to set up a payment
program for self-pay patients and also for patients
who have high-deductible insurance.
What system will help the patients yet not leave us

with a tremendous balance in accounts receivable?
Also, can we discount fees to patients having a hard

time so they don’t pay more than a contracted fee
schedule?
Submitted by LARRY DONAHUE, Adel Family

Medical Center, Adel, IA.
Answer: “There’s no general rule at all” on how

much to collect up front or how long to extend the
payments, says practice management consultant
DAVID HUNT, CHBC, of Doctors’ Management
Services, a division of Parish, Moody & Fikes in
Waco, TX. That’s entirely up to the office.
However, the office does need to have “some arith-

metic to follow” so there’s always a specific payment
arrangement.
For example, for single expensive services such as

surgeries or obstetric services, the office might do
what banks do and collect a 10% to 20% “down pay-
ment” up front and divide the rest of the payments
over the next 12 months.
For a pediatrics or internal medicine practice, a

good approach is to send a monthly bill for some frac-
tion of what’s owed, perhaps one tenth of the latest
outstanding amount. That way, if the patient owes
$300, the monthly bill is $30. But if the patient makes
two payments and then incurs a new charge of $250,
the balance becomes $490 and the monthly payment
goes up to $49.
The office might charge a higher fractional amount

for small balances and less for large amounts.
It might also set time thresholds so that anything

under, say, $1,000 gets paid within six months and
anything more than that gets paid within 12 months.

now to get the money in

Whatever the arrangement, draw up a payment
agreement saying how much the patient will pay and
when. That’s no assurance the money will get paid,

but the more formal the agreement, the better the
chance of payment, because the patient thinks “they
are watching me.”
As for getting the money in, one approach is to

have the patient write post-dated checks for the
monthly amounts. Then the office deposits them when
they are due.
The office can charge a redeposit fee for a bounced

check if it wants.
The agreement might read that “I agree to write 10

checks in the amount of $X, each to be deposited on
such-and-such a day of each month, and I agree to be
responsible for overdraft charges if they occur.”
“That doesn’t mean the checks will be good,” of

course. But at least it’s a specific promise to pay.
Another payment approach is to set up electronic

drafts. Or buy a software to create drafts on the
patient’s bank account. Offices such as obstetrics or
surgery or orthodontics practices that have many
patients on payment plans often do that, Hunt says.
The automatic drafts are a good option, because

they take the payment reliability out of the patient’s
hands entirely and therefore ensure the office gets
paid on time.
Yet another possibility is to give patients coupon

books, though Hunt finds that the least effective.
Coupon books “get put in a drawer and ignored,” and
very few people open that drawer each month and say
“I need to pay my dear friend Dr. A.”
Coupons only burden the patient with having to

remember to write a check. Far more effective is to
send a monthly invoice.

discounts are okay – to a point

Can the office discount its fees to self-pay patients
so that they pay what managed care payers are charg-
ing?
Yes it can, Hunt says. But with two cautions.
The first is that the office cannot charge the self-

pays less than what it charges Medicare and Medicaid
patients. The government carries a “most favored
payer” status, which means the office can’t offer bet-
ter than those rates to other patients.
The second caution is to check for restrictions in

the managed care contracts. Some payers say that
charging other patients less than the contract amount
automatically resets the fee schedule to that lower
level. He points out, however, that most payers “are at
bare bones anyway,” so going lower than that would
probably not be a viable option.

acceptable book levels

As to how much an office can afford to keep on the
books, the figure is changing, Hunt says.
In the past, it was acceptable to have as much as

reader
question
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three months of charges in accounts receivable. Under
that math, if the monthly charges averaged $100,000,
it was okay to keep as much as $300,000 in receiv-
ables.
No more. With clean claims laws and electronic fil-

ing, payers now pay relatively quickly, so an accept-
able level is only about 1.25 to 1.5 times the average
monthly charges. Hunt points out that the amount is
the total receivable, and it includes the self-pays along
with the outstanding payments from Medicare and
commercial payers.

drawing the line on nonpayment

Then there’s that issue of when the office can dis-
miss a patient for nonpayment.
The rules vary from state to state, but in general, an

office can fire someone for nonpayment “as long as it
doesn’t abandon that patient.”
Abandonment means terminating without reason-

able notice or without the opportunity to find alterna-
tive care.
If the patient currently has no need for the doctor’s

care and has repeatedly refused to pay, the office can
send a notice of “pay or we may have to terminate
care” followed by another notice of actual termina-
tion.
If there’s no appointment pending and nothing in

the chart indicating a need for follow-up care by the
physician, the final letter can make the termination
effective as of the receipt of the letter.
If there is ongoing care, however, allow more time

and point the patient to a place to get care, perhaps to
a county clinic. But as to how much time is reason-
able, that varies. An obstetrics patient needs more
time than does a patient with controlled diabetes. “It’s
a matter of medical judgment.”
Also watch the managed care contracts. Some say a

doctor cannot dismiss a patient without first getting
payer approval.

truth in lending

Finally, Hunt says, if the office does get patients to
sign payment agreements, the safest route is not to
charge interest, because to do so brings in “a multi-
tude of complicated laws” under the federal Truth in
Lending Act.
To avoid having to comply with that, just state in

the agreement that the total amount owed is $X, that
the monthly payment amount is $Y, and that the
amount of interest is 0%.
Besides skirting the hassles of the Truth in Lending

requirements, it’s good marketing to point out to
patients that “there is no interest on this payment
agreement,” he notes. “Patients see that as a real
plus.” �

Here’s how to make
a winning presentation
to the medical staff
One telling difference between a good manager and

a great manager is the ability to make effective pre-
sentations to the doctors.
Every presentation “is a sales presentation,” says

international speaking trainer and consultant LAURIE
BROWN of Ferndale, MI. No matter what the topic,
something is being sold, whether it’s a recommenda-
tion or a new copy machine.
There are two factors to success. One is to present

the facts and points that meet the doctors’ specific
needs. The other is to establish a personal connection
with every doctor in the room.

search out the hot buttons

The job obviously starts with preparation, but the
work needs to go far deeper than most people realize,
Brown says.
Suppose the purpose is to get the doctors to buy a

copy machine. Most people research the copier market
“and think that’s enough for a good presentation.”
Wrong. There’s another side equally important, if

not more so, and that is to research and address the
audience’s hot buttons. What do the doctors want?
price? high tech? convenience?
To find out what the hot buttons are, ask the staff

who work directly with those doctors “what’s impor-
tant to Doctor A? what makes Doctor B’s heart sing?”
Or ask the doctors directly: “I’m going to start looking
at copiers. Tell me what is important to you.”
If one wants color quality, research color options. If

another is cost-conscious, find the best deal. Then
write down every question they could possibly ask,
“and then write down 20 more” and be prepared to
answer every one.
Hot-button research “can make the difference

between winning and losing,” because what those doc-
tors want to hear is “what’s in this for me?”

four parts to cover

Organize the presentation into four parts.
First is the opener, and for that Brown recommends

citing “a startling fact” to get the doctors’ immediate
attention such as “did you know there are 9,057
copiers out there, and our is ranked at the bottom of
the list?”
Second is an explanation of what’s to come: “I want

to give you some information about copiers and dis-
cuss their features.”
Next is the heart of the presentation. Cover only



three points. More than that is too much for people to
absorb.
Fourth is a call to action. Tell the doctors exactly

what the presentation is designed to get them to do: “I
recommend we purchase the XYZ copier within the
next 20 days.”
Most speakers are afraid to ask for action, she says,

“mainly because they are afraid of rejection.” But it’s
the most important part of the presentation. Without it,
everybody just leaves and nothing gets done.

a private presentation to the dog

Every presentation needs rehearsal.
Do it out loud. “Present it to anyone – a family

member, the dog” – and afterwards ask “did I make
my points?’ and “was the call to action good?”
Just speaking the words “has an amazing impact on

being at ease and comfortable.” And hearing the pre-
sentation can reveal weak spots. “What looks good on
paper can sometimes sound really bad.”
Go to the meeting with at least an outline in hand.

And don’t hesitate to go so far as to write out the
whole talk and memorize it.

more is not better

What about the length of the presentation?
Keep it brief, Brown says. Cover the essentials and

quit.
People think that the more features and the more

facts the more impressive, but information that’s
unnecessary or off-target “irritates people.”
Neither will it make the sale. If the doctors hear all

their hot-button information and the copier is still not
what they want, it’s just not what they want.

powerpoints versus weakpoints

Now for the presentation itself. Here are some fac-
tors that will make or break it.

Eye contact.What makes a talk effective is the per-
sonal connection between speaker and audience. And
that’s achieved through eye contact.
Look each doctor in the eye and be comfortable

about it. That’s real communication. “It’s what builds
connection and trust.”
Oddly enough, it’s for that very reason that power-

point presentations are a poor approach. They cut off
the personal connection. Instead of focusing on the
speaker, the audience is reading.
The same is true of handouts. They cut the commu-

nication. Wait until the presentation is over to give
them out, she says. Present them as “I have all the
material we’ve covered here for your perusal.”

“You” expressions. Brown cites two persuasive
phrases to use.
The first is “what this means to you is . . .” People

sit up and listen, because now they’re going to find
out just what is in it for them. Follow it with the hot-
button items.
The other is “I think you’re right.” Say it without

hesitation when one of the doctors expresses an opin-
ion. It aligns that person with the speaker. And what
difference does it make if the opinion is right or
wrong?

Pacing. It ruins the show. It’s uncomfortable to
watch. It’s a sign of nervousness. Move with purpose.
“Move toward the audience when making a point. Or
move toward the copier.”

Pockets. This applies to men. Empty them out if
necessary, but don’t stand there jingling change.
Doing so makes everybody focus on what’s jingling as
opposed to what’s being said.

Dry mouth. Take a drink of water or a bite of
apple, but don’t drink anything cold or caffeinated,
Brown says. “Either will close the throat down.”

Dress. “Dress for respect.” Dress to the formality or
informality of the setting and “in a manner that’s
respectful of the people in the room.”
For both men and women, the best presentation

color is navy blue. The best style is plain. Anything
that draws attention away from the eye contact will
weaken the message.

Crossed arms. Open them up. Crossed arms are a
stand-off. They block the communication flow.

The watch test. If the doctors are looking at their
watches, it’s time to quit. On the other hand, if they
are leaning forward in their seats, they are truly inter-
ested in what’s being said. Keep going. �
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