
The deadline has been pushed back again – to
November 1 – which means offices have yet a little
more time to set up their policies and procedures for
the Red Flags Rule.
That rule is a new Federal Trade Commission regu-

lation, and it requires that any business that extends
credit – and most medical offices do just that – have
written policies and procedures to identify and prevent
ID theft and to mitigate the damage if a theft actually
occurs.
Originally it was set to take effect May 1. But as

with a lot of government-set deadlines, that date was
pushed up – to August 1. Now it’s been pushed up
again, this time to November 1.
Here are some FAQs on what managers need to

know and what offices are required to do.

why the rule and why us?
Why is the Red Flags Rule necessary when just

about all businesses already follow standard data
security measures?
The Red Flags Rule picks up where the security

leaves off.
Security measures keep thieves from getting into

the data. But breaches can and do happen, so the Red
Flags measure is designed to stop thieves from using
any data they do get access to or at least limit the
amount of damage they can generate.
It requires that businesses keep an eye out for

attempts to get into their already secure data, to set up
ways to respond when they suspect that’s happening,
and to reduce the damage if it does happen.

Why do medical offices have to comply with a rule
that’s been drawn up mainly for financial institu-
tions?
The main purpose of the Red Flags Rule is to pre-

vent the serious damage that ID theft can create in the
financial world, so it applies to financial institutions
such as banks and credit unions and also to creditors.
And that’s where offices fall in. A creditor is anybody
who provides goods or services first and lets the cus-

tomers pay later, and that includes professionals such
as physicians, attorneys, and accountants.

Do any offices fall outside the realms of the rule?
Yes, a business that doesn’t have any pay-later

accounts is not a creditor and therefore doesn’t fall
under the Red Flags rule. So if all the patients pay at
the time of services, the office is not required to have
the Red Flags policies and procedures.
And the office can take any form of payment it

wants. By itself, accepting credit or debit cards does
not make anybody a creditor.

What if the office does extend credit but only in
rare instances?
The FTC says the rule applies only to a business

that “regularly” extends credit.
It does not define regularly, but common sense

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

Small-business courses can benefit
any business and any manager
A little-used but valuable management assistance for any medical

manager is a course in small business operations, says ROBIN
MORRIS, manager of Pain Management Partners in Eugene, OR.
Morris found that out four years ago when she took over the man-

agement of her husband’s practice. Until that time, she had been a
schoolteacher, so she stepped into the position “knowing zero about
how to run a business.”
Making matters even more difficult, the job covered two distinct

businesses – the business of managing a two-physician, 11-staff
practice and the business of managing the building, which the prac-
tice owns.
So Morris turned to a small-business management program at a

community college.
The program was ideal for a working manager because it did not

entail regular class attendance or exams or assignments or even
grades. Instead, managers in different business areas – from auto
repair to pharmacy to digital art to architecture – met for two hours
one morning each month. A facilitator from the college led the dis-
cussion, and the members “learned from each other.”
Neither the facilitator nor the other group members knew any-

thing about running a medical practice, she says, “but they did know
how to operate a business,” and she applied their general business
expertise to her practice.
The members also helped each other with business projects. For

example, Morris’s office didn’t have an employee handbook, so the
other managers gave her samples of theirs and made suggestions on
how to draw one up specific to her office.
It was “an interesting discovery” to find that to be healthy, a

medical office has to do the same things every other type of business
has to do, she says, and for that reason, a general business course
can be invaluable to any medical manager, “even an experienced
manager.”
She adds that along with learning about actual business opera-

tions, there’s good information to be found in things such as priori-
tizing work and managing time – things most managers simply have
to figure out by trial and error. Moreover, learning about general
business takes the manager outside the medical scene to easily over-
looked factors such as that an effective manager “has to be a leader
in the community.”

If your office has 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)
applies here. An isolated credit event or two wouldn’t
automatically throw an office into the Red Flags
realm, but anything more than that would.
The FTC also points out that by itself, collecting

personal information such as Social Security numbers
doesn’t make an office a creditor. Neither does accept-
ing credit cards or debit cards. What tells the tale is
whether the office allows its patients to pay after the
service is provided.

Suppose all patients pay a monthly fixed fee for
unlimited services and the office draws on that
money as it cares for each patient. Does that make
the office a creditor?
No. A business that requires payment before the ser-

vice is provided is not a creditor.
The office may send out invoices each month to let

patients keep track of the money being spent, but if it
draws payment from money it has already received, it
does not fall under the Red Flags Rule.

Is the office a creditor if it extends credit to other
businesses but not to individual patients?
Yes. The Red Flags Rule applies whether the cus-

tomers are businesses or individuals.

the bones of the program
What does the office’s program have to cover?
Four main things plus some administrative ele-

ments:
• It has to identify the signs – or the red flags – of

ID theft that the office is likely to come across. Those
are things such as a phony-looking ID or personal
health information that doesn’t match up with what’s
in the record.
• It has to lay out a procedure to detect those signs.

For example, to detect fake IDs, the program might
include a policy that staff have to match a photo ID to
the patients they don’t personally know.
• It has to tell what the office will do when it does

detect one of those flags. The purpose here is to pre-
vent any harm or, if harm has already been done, to
mitigate it. Thus, if staff detect a fake ID, the proce-
dure might be to have the patient see the manager for
ID verification before that patient can see the doctor.
• It has to tell how the office will evaluate its pro-

gram from time to time so as to respond to new types
of ID theft threats.
Along with that, the policy has to tell
• who will administer the program and
• how staff will be trained in it.
And one more thing:
• The board of directors has to approve the pro-

gram. If there is no board, a senior-level employee
(such as the manager) has to approve it.

What are the main red flags to watch for?
The FTC lists these:
• Suspicious documents. These are documents that

look altered or forged. Maybe the photograph or phys-
ical description on the document doesn’t match the
patient, maybe the date of birth contradicts other
information the office has for the patient, or maybe
the patient being treated has some allergy or chronic
medical condition that’s not listed in the record.
• Suspicious personal information. This is informa-

tion the patient gives that doesn’t match what’s
already on file, perhaps a home address or a Social
Security number that’s different from the payer’s
information.
• Suspicious activities. Mail might be returned as

undeliverable even though the patient continues to
show up for appointments. A patient might complain
of getting a bill for services never received. Or the
results of an exam might be inconsistent with what’s
in the record.
• Any notice that theft may have occurred. This

could come from a victim, from a payer, or from law
enforcement.

Are there any specific measures the office has to
include in its policies and procedures?
No. The FTC will only look at whether the policies

and procedures are reasonable for the particular busi-
ness. A bank, for example, has great risk for ID theft
and needs an extensive protection program while a
very small business with low risk might simply have a
plan for responding if it finds out there’s been theft.
The FTC points out that some companies and orga-

nizations are offering Red Flags compliance services
for a fee, but it does not certify or approve any of
them.

watching out for theft
Should the office keep photo IDs of patients on

file?
Probably not. There’s no requirement to do so.

What’s more, there can be more bad than good in it,
because a picture combined with the patient’s date of
birth, Social Security number, and other information
the office keeps on file gives an ID thief everything
necessary for a perfect crime.

Is the office required to check photo IDS of
patients?
No. That’s up to the office.
Is the office required to check Social Security

numbers to verify patient identity?
No. That too is up to the office. And there may be

little value to it in the first place.
By themselves, Social Security numbers aren’t reli-

able ID verifiers because they don’t prove that people
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are who they say they are. Instead, they are useful
only when they are part of a more extensive checking
process.
Also, it’s best not to collect more information than

is actually needed. If the office doesn’t use Social
Security numbers in other business transactions or as
part of a more comprehensive identity check, it proba-
bly should not collect them.

If the office uses a collection agency, does it have
to make sure the agency follows its policies and pro-
cedures?
Yes. Because the office has hired the agency, it has

to ensure that the agency either has its own Red Flags
program or, if not, that it follows the office’s program.
A collection agency could well be the first to identi-

fy one of the office’s red flags. For example, a patient
might tell a collector that the bill in question is a
fraud.

responding to theft
What should the office do when it suspects or

detects ID theft?
Report it to law enforcement.
In most cases, that will be the local police depart-

ment. However, if there appears to be a large-scale
problem such as a widespread effort to defraud payers
via phony documentation, contact the FBI or even the
U.S. Secret Service.

penalties plus potential suits
Will the FTC routinely audit offices’ programs?
No. But it is free to investigate any business and

require that business to produce copies of its Red
Flags program.
The FTC can also interview employees or anybody

familiar with the office’s program. And if it believes

Many businesses don’t face much risk of identity
theft.
Generally, those are businesses that know their cus-

tomers personally (such as a medical office that
knows its patients), that have never received com-
plaints of ID theft, or that are in an industry where ID
theft rarely occurs.
For those offices, it’s enough to set out out a very

straightforward program that briefly addresses each of
the four main elements.
The FTC provides this outline:

LOW-RISK STATUS
These are the reasons we are at low risk for identify

theft:
a. _____________________________________
b. _____________________________________
c. _____________________________________

I. IDENTIFYING THE RELEVANT
RED FLAGS:

These are the red flags we have identified:
a. _____________________________________
b. _____________________________________
c. _____________________________________

II. DETECTING RED FLAGS
This is how we will detect the red flags we have

identified:
a. _____________________________________
b. _____________________________________
c. _____________________________________

III. RESPONDING TO RED FLAGS
This is how we will respond to those red flags:
a. _____________________________________
b. _____________________________________
c. _____________________________________

IV. ADMINISTERING OUR PROGRAM

• Our program has been approved by:
_______________________________________
(Board of Directors or a senior manager)

• This is how we will train our staff:
category of employee how we will train

• This is how we will supervise our service
providers:
(If the office uses a billing or collection agency,

name the agency and tell whether it has its own Red
Flags program or will follow the office’s program.)

• This is how we will keep our program current:
(Tell how often the office will re-evaluate its pro-

gram to make sure it addresses new risks that appear.)

(The April issue of MOM carries sample policies
and procedures offices can use. See “Red Flags Rule:
sample policies and procedures,” pages 4-5.
If you do not have that issue, please e-mail MOM at

reprints@ardmorepublishing.com with a subject line
of “reprint” and we will e-mail the policies to you.)�

A simple Red Flags format to follow

(List the types of em-
ployees such as front
desk, clinical staff,
and so on.)

(Tell how each type
will be trained, e.g.,
during orientation or
via annual updates.)
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the rule has been violated, it can bring an enforcement
action.

Can a patient sue the office under the Red Flags
Rule?
No. However, a patient can file a complaint with

the FTC about the office’s program, and the FTC can
in turn impose fines.

What are the penalties for violations?
The FTC can assess fines as high as $3,500 for each

instance where the office has violated the rule. Along
with that, states can recover up to $1,000 per violation
as well as attorney’s fees.
But perhaps the greatest danger comes from the fact

that consumers can sue for damages – and that opens
the door to class action law suits.
Speculation is that there will be a significant num-

ber of such suits. Until now, ID theft suits have been
few and difficult to win because businesses have not
been required to follow any specific theft-prevention
measures. With the new Red Flags Rule, however, it
will be possible to show that losses were caused by a
business’s failure to follow the requirements the rule
sets out.

web sources to look at
The Red Flags Rule appears in the Nov. 9, 2007

Federal Register. To access it, go to www.ftc.gov/os
/fedreg/2007/november/071109redflags.pdf.
The guidelines for setting up a preventive program

begin on page 63773, and the page after that lists the
26 most common red flags to watch out for.
In addition, the FTC has a booklet, Fighting Fraud

with the Red Flags Rule: A How-To Guide for
Business, that gives some guidance on how to comply
with the rule. It can be found at http://www.ftc.gov
/bcp/edu/microsites/redflagsrule/get-started.shtm.
And for offices that have only low risk of ID theft,

that same FTC site has a policies and procedures form
to fill out. Click on “get started” in the lower left cor-
ner of the home page. �

Some beyond-the-basics
plus a few odd items to put
in the office’s handbook
(In July, MOM outlined the basics of what to put in

the employee handbook (“A little checklist of what
should be included in the office’s handbook”) Here
now are some beyond-the-basics that also need to be
included.)
When it comes to an office manual, nobody gets off

the hook. Regardless how small the office, it needs
one.
A manual is the authoritative source that explains

what’s expected of everybody. It’s the rules and
guidelines people have to follow. It’s protection
against employment law claims.
And legalities aside, it prevents misunderstandings

and the hard feelings that can result, says manage-
ment consultant RHONDA R. SAVAGE, DDS, of
Miles & Associates, a management consulting firm in
Gig Harbor, WA.
Don’t assume people know what they’re supposed

to be doing. What’s in a staffer’s mind can be quite
different from what the office has in mind. Suppose a
staffer has a death in the family, takes two weeks of
bereavement, and gets paid for only one week. The
staffer expected more and is angry; the manager
expected to see the staffer back after one week and is
equally angry.
Here are the essential points that manual needs to

cover.

• Conditions of employment. The most important
part here is an employment-at-will statement. The
statement will not protect the office against every
claim of wrongful firing, but in many cases it will.
Along with that, explain whatever other employ-

ment measures the office has. If there’s a probationary
period for new employees, for example, tell how it
works and when benefits and time off start to accrue.

• Salary. Tell with what frequency people get paid
– weekly, monthly, or whatever – and when they can
expect to get their checks.
If the office offers automatic deposit, explain the

procedure for setting it up.

• Benefits. Describe the insurance coverage the
office provides.
If there’s a retirement plan, explain how it works.
Also list any other benefits such as gym member-

ships and allowances for professional association
dues and continuing education.
Take advantage of this section to wave the office’s

flag, Savage says.
Mention everything the office provides beyond

salary. Benefits have significant value, and employees

by john chase

There’s someone here who wants
to speak to you about identify theft.
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tend to forget that their benefits make up a significant
portion of their income.

• Hours and overtime. Tell what the working
hours are. Also explain whatever overtime require-
ments the office has, perhaps that overtime must be
preapproved.
Tell when comp time will be given in lieu of over-

time.
Also give a summary of the federal and state over-

time provisions. In some states they are extremely
restrictive.

• Leave. Tell what types of leave the office recog-
nizes, perhaps vacation plus sick, personal, bereave-
ment, and maternity leave, and give the length of time
for each.
Explain how the time is accrued.
Outline the procedure for requesting time off.
If the Family and Medical Leave Act applies to the

office, tell what it covers and explain how to apply
for it.

• Absenteeism and tardiness. This, of course, tells
the hours people are expected to be at work. But
along with that, tell how to report tardiness and sick
days.
Explain the procedure for getting medical and per-

sonal appointments approved.
Tell how many tardies constitute disciplinary action

and what the consequences can be.
Tell what happens if someone exceeds the number

of sick days.
Tell what happens if someone leaves work early

without approval.
Savage also points to the old management theory of

“what’s good for us is good for them.” The manager
and supervisors need to adhere to the same standards
employees are required to meet. If the manager is
constantly late, don’t expect staff to be anxious to get
to work on time.

• Performance reviews. This section needs to out-
line “all the layers” of reviews the office conducts.
For example, if there are quarterly reviews in addition
to an annual review or if there are peer reviews, tell
what they cover and how staff will be graded at each
level.
Explain what weight the reviews carry. If the annu-

al review can bring a merit salary increase, for exam-
ple, explain the criteria for getting it. Or if employee
attitude is included in the evaluation, explain how
attitude is graded.
The more reviews the better, Savage says. Employ-

ees have a right to know where they stand, and an
annual review is scarcely the best time to tell some-
one “six months ago, you did X.”

• Appearance. Tell in general terms what dress is
appropriate for the office and then give a noninclusive

list of what isn’t allowed. That will include things
such as tattoos, piercings, body jewelry, certain hair
colors and styles, and even certain nail polish colors.
Doing that prevents current employees from dying

their hair hot pink or getting full-body tattoos. It also
wards off the job applicants who think they can come
to work looking like that. And it keeps the practice
safe from a wrongful firing claim if the manager fires
somebody who violates the standards.
Savage adds that if staff don’t wear uniforms, a

good way to ensure professional appearance is to give
them a clothing allowance. If the office expects staff
to look professional, “they should get at least $300 to
$400 annually for office attire.” Explain the look the
doctors expect and then let them do their own shop-
ping.

• The discipline policy. Outline each step of the
office’s discipline policy. Tell what constitutes dis-
missal. And tell too what will bring on an immediate
dismissal – things such as willful destruction of office
property, embezzlement, violence, and narcotics pos-
session.

• Criminal background checks. If the office does
them, say so and say that employment is subject to the
findings of a background check. Say too that a false
resume statement is grounds for termination.

• Outside employment. It’s not a bad idea to
impose restrictions here, she says. For example, the
handbook might say that employees can’t work part-
time for another medical practice.
Neither is it a bad idea to require that any outside

employment be approved by the manager. That pre-
vents someone from getting another job that reflects
negatively on the office or that causes a strain on the
existing job. Without that provision, the doctors can’t
say much if a front-desk staffer starts working nights
as a stripper.

don’t forget the job descriptions
Just as the manual has to be clear, so do the job

descriptions, Savage says. Those descriptions are the
only way staff can know what their roles and respon-
sibilities are and what they will be held accountable
for.
The clearest way to write them is to bullet the spe-

cific responsibilities, such as that a front-desk staffer
has to answer all incoming lines, greet patients, dis-
tribute the mail, and so on.
But don’t just tell what the task is; tell how it has to

be done. For example, instead of “greet patients,”
make it “greet patients warmly as soon as they walk
in the door,” or instead of just “distribute the mail,”
expand it to “distribute the mail by noon.”
Also, be aware that the duties make up only about

80% of what’s expected in a job. The other 20% is a
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matter of “bending over backwards” for the office,
and that needs to be included as well.
Term it “other duties,” and list things such as get-

ting cross training, covering for people who are out,
treating everyone with respect, and even emptying the
trash can at the end of the day.
If overtime is expected, say that it is.
Having all that spelled out prevents the ultimate

gripe that any manager hates hearing: “I wasn’t hired
for that.” �

How to code COPD along
with its usual suspects
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
As many as 20% of Americans over age 45 have it,

and as many as half of those don’t know it.
It’s a major cause of disability, and it’s the fourth

leading cause of death in the U.S.
COPD, or chronic obstructive pulmonary disease, is

obstructed airflow both into and out of the lungs. It
includes chronic obstructive bronchitis and emphyse-
ma and can also be accompanied by asthma.
It comes on slowly and gets worse over time, caus-

ing irreversible damage to the airways and lungs. At
best, the treatment can only alleviate the symptoms
and slow the progression of the disease. There is no
cure.
The main cause? You guessed it! – smoking. Its

other causes are long-term exposure to dust, chemi-
cals, pollution – and to second-hand smoke.
The symptoms are smoker’s cough, which is cough-

ing with heavy mucus, plus wheezing, shortness of
breath with physical activity, and tightness in the
chest. Those symptoms can appear years before there
is actual COPD.
People who have COPD are especially susceptible

to colds and flu, and because of the poor oxygen level
in the blood, they can also experience blue lips as well
as swelling in the ankles and feet.
COPD is usually suspected based on symptoms and

risk factors. But it is formally diagnosed with spirom-
etry, which is lung-function testing where the patient
blows hard into a meter that measures both the speed

and quantity of the exhaled air. Chest X-rays and CAT
scans also help diagnose it.

treatment is limited
Treatment is mostly the use of inhalers with bron-

chodilators to relax the muscles around the airways.
Inhaled steroids reduce the inflammation in the air-

ways. And when the blood oxygen is particularly low,
the patient often has to breathe oxygen from a port-
able tank that has nasal prongs or a mask.
There is also surgery, specifically, a bullectomy to

remove one or more bullae, which are air spaces in the
lungs. The bullae crowd the air sacs and make breath-
ing difficult. Removing them gives the air sacs room
to expand and lets the muscles function more easily.

codes depend on what’s present
COPD is a general term for any pulmonary disease

that causes obstruction, and its codes run from 490 to
496. People with COPD often have chronic bronchitis,
emphysema, and asthma, and the codes explain what
combination is present.

COPD WITH BRONCHITIS
For chronic bronchitis with no obstruction, the

codes are at 491.x. The fourth digit shows whether the
bronchitis is simple (491.0) or mucopurulent, which
means the cough contains mucus and pus (491.1).
But when COPD sets in and the chronic bronchitis

becomes obstructive, the codes come from the 491.2
subcategory with fifth digits taking the picture from
bad to worse. They show whether there is no exacer-
bation (491.20), acute exacerbation (490.21), or acute
bronchitis with infection (491.22).
What if the patient has acute bronchitis but no

COPD? The code is 466.0, which covers the bronchi-
tis only. But when both COPD and acute bronchitis
are present, go to code 491.22. It trumps the bronchi-
tis-only code.

COPD WITH EMPHYSEMA
From there come the codes for COPD with emphy-

sema, and they are in the 492 category.
Code 492.0 is for emphysematous bleb, and 492.8

is for other emphysema. A bleb is an air space that’s
caused by rupture of the alveoli walls.

COPD WITH ASTHMA
COPD can also be present with asthma, which is

itself a bronchial condition with airway obstruction,
the unanswered question being whether the COPD
causes the asthma or vice versa.
The category is 493.x, with fourth digits to show

the type of asthma.
If the asthma is chronic obstructive, the code is

ICD-9-CM and CPT
coding update



Yet two more new codes
for swine flu vaccinations
There are two more new codes for those H1N1 vac-

cinations.
First is a new administration code:
• 90470 — H1N1 immunization administration

(intramuscular, intranasal), including counseling
when performed
And for the vaccine itself, code 90663 has been

revised to include the H1N21 vaccine:
• 90663 – influenza virus vaccine, pandemic for-

mulation, H1N1
And that poses a bit of a problem. What about the

new G codes for swine flu vaccinations that Medicare
announced last month? (See MOM, September, “New
administration codes for the swine flu vaccine.”) They
cover the same things:
• G9141 – influenza A (H1N1) immunization

administration (includes physician counseling with
the patient and family)
• G9142 – influenza A (H1N1) vaccine, any route

of administration
The answer is that 90470 and 90663 have been

developed by the American Medical Association and
should be used with commercial payers. By contrast,
codes G9141 and G9142 were developed by Medicare,
so until further notice from Medicare, use those for
Medicare patients.
The G codes are usually temporary, so Medicare

will likely move over to the AMA codes quickly.
And in either case, the diagnosis code to use is
• V04.81 – need for influenza vaccination
Since there’s no cost to for the vaccine, neither

90663 nor G9142 (HIN1 vaccine) will be paid. And
again, there’s a bit of difference in the coding.
The AMA says to use code 90663 and bill it at

$0.00. Medicare, however, says to leave G9142 off the
claim entirely, though if it does appear on a claim,
that line will simply be denied. �
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493.2x, and the fifth digit there tells whether the asth-
ma is unspecified, is status asthmaticus, or has acute
exacerbation.
Status asthmaticus is the failure to respond to thera-

py. It’s a life-threatening event, and it requires emer-
gency care. So when status asthmaticus is present, that
gets coded first. It doesn’t matter if the patient has
any other type of COPD, even COPD with acute bron-
chitis. If there’s status asthmaticus, that gets coded
first.

COPD STANDING ALONE
Finally, there’s code 496 to show simply chronic

airway obstruction, not elsewhere classified. As with

any NEC code, it’s a vague diagnosis and should be
used sparingly.
When COPD appears in the record, get to the bot-

tom of what’s happening. Is there bronchitis? emphy-
sema? asthma? If any of those are mentioned, code
496 doesn’t apply. In fact, code 496 carries an exclu-
sion note that says it does not get used when other
more specific conditions are mentioned, including
bronchitis, emphysema, and asthma.
Therese M. Jorwic, MPH, RHIA, CCS, CCS-P, is

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

When drug testing is okay
and whether the office
can force anybody to retire
Here are two employment law questions.
They cover drug testing and required retirement,

and they are answered by NORAH M. WHITE, an
employment law defense attorney with Pursley
Lowery Meeks in Atlanta.

drug testing without a policy
Can the office require drug testing without a

drug testing policy?
It can, but it’s not a good idea. Without a policy,

employees can claim to have been singled out for the
test and cry discrimination as a result.
But even if the office has a policy, it’s risky to

require anybody to take a test.
While drug or alcohol use at work is certainly

grounds for termination, drug and alcohol addiction
recovery comes under the protection of the Americans
with Disabilities Act.
The safest approach is to base any drug and alcohol

disciplinary action on performance and not even
address somebody’s suspected drug or alcohol use. Go
straight to the performance and reprimand or fire on
that alone, Whiter says. Don’t ask “are you on drugs?”
It’s best not to know, because if someone says “I have
a drug problem,” there’s a chance that person will
come under ADA protection.
On the other hand, drug and alcohol use can be

addressed at the beginning of employment.
Set a policy that the office is a drug- and alcohol-

free workplace and does not tolerate drug or alcohol
use on the job. Then require testing as a condition of
employment.
That will at least weed out the current abusers. And
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more, having the policy will support on-the-spot ter-
mination of anybody caught in the act of taking a swig
or using an illegal drug.
As with all employment policies, apply them equal-

ly to every employee. To terminate a 60-year-old
nurse for drinking and then give a second chance to a
25-year-old physician assistant caught smoking a joint
is an invitation to a discrimination claim.

setting retirement requirements
Can the office set a mandatory retirement age

for employees or for the doctors who are partners?
For employees, the answer is an emphatic no.

Setting a mandatory retirement age is a direct viola-
tion of the Age Discrimination in Employment Act,
which covers employees age 40 and older.
For the partner physicians, however, the answer is

yes. There can be a mandatory retirement age, because
the ADEA only protects employees, and a bona fide
partner is not an employee.
But be careful, White says. That can only apply to

the doctors who are equity partners, and which part-
ners fall into that category can get questionable.
She gives the example of a doctor who semi retires,

gets paid a salary, and no longer shares in the profits.
To impose a retirement age is discrimination, because
that doctor is now an employee.
She notes, however, that taking a draw as opposed

to being paid a salary does not automatically push
anybody out of the category of employee. It takes
more than that to give a physician partner status.
True partners make capital contributions to the

practice, share in the profits and losses, are account-

able for the liabilities, and can vote on financial and
management decisions.
They also have autonomy in how they do things, so

the more control the practice exercises over them, the
more their status shifts from partner to employee. For
example, if the practice controls the type of patients a
physician can treat or if that physician has to get
authorization to handle a matter in a particular way,
that’s not a true partner relationship.
Along with that, White says, if it’s possible for the

practice to expel the doctor from the partnership, con-
sider that doctor an employee. The only way to oust a
true partner is by dissolving the partnership. �

Whether remarks to staff
or remarks to a doctor,
word choice is what counts
No matter how right the manager may be, if that

rightness is expressed wrong, don’t expect to see
either a good response from staff or a career boost,
says Tulsa, OK, leadership consultant JEAN M.
KELLEY.
Here’s how to handle two wordy situations. One is

how to phrase remarks to staff. The other is how to
respond when words go too far and the manager
winds up in an argument with a doctor.

getting rid of the wrong words
With staff, Kelley says, the way the manager phras-

es remarks is what most determines their response.
The reason is that everybody in the world “walks

around carrying an invisible sign that says ‘make me
feel important.’” Careless words can make anybody
feel stupid and insignificant.
She gives four examples of the worst of the worst.
• “Why” statements: “why did you do that?” or

“why is this late?” or “why can’t you pull your own
weight?”
Don’t start out with why, she says. The word imme-

diately puts anybody on the defensive. It tells that
other person “you were wrong, and I’m demanding an
explanation.”
Far better is to rephrase the question and ask for the

reasoning behind what was done: “I know you had
good reasons for taking that approach. May I ask what
they are?” That says “I want to know your reasoning,”
and it’s an invitation to a constructive discussion.
• “No” statements: “no, you can’t do that.”
There’s nothing wrong with saying no, but it’s far

more palatable if the “no” statement carries a positive
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provision at the end: “I can’t let you do that now, but
how about in an hour?”
People don’t want to know what they can’t do; they

want to know what they can do. Put a positive spin on
the no: “I can’t do X, but what I can do for you is Y.”
Now the manager is giving that person something.
• Blame statements: “Here we go again with your

lousy work” or “are you trying to destroy the team?”
Always assume positive intent, Kelly says. Instead

of “this is just like you to turn in another late report,”
try “I’ve noticed that a lot of your reports have been
late recently. There must be something getting in your
way. Is there any way I can help you?”
• The economic job threat: “This economy is tight,

and if you don’t improve your performance, your job
is going to end.”
Show companionship in the problem: “If we don’t

perform well, we could all lose our jobs. I’m not
immune to this, and I don’t want to have to look for
another job any more than you do.”

the worst: words with a doctor
The second word situation is the most difficult of

all. It’s an unintended outburst to a doctor.
Don’t pretend it didn’t happen, Kelley says. The

words are out and the memory isn’t going to die.
No matter how right the manager may have been,

an apology is in order. But not immediately. “Sleep on
it” and let the adrenalin and hormones and testos-
terone simmer down. The next day, set an appoint-
ment with the doctor and speak from the heart.
Show remorse and a resolve to change the behavior.

That’s proof enough that the manager “respects the
doctor and wants to keep the job.”
If the statement was wrong, admit it: “I am sorry

about the discussion yesterday. I got excited and was-
n’t listening to what you were trying to say. Now that
I’ve had a chance to think about it, I see your side,
and I won’t let that happen again.”
What if the statement was right? Apologize, but

only for the outburst: “I’m sorry about yesterday. I
still feel strongly about my position, but I handled it
poorly and I regret that I caused you discomfort. I
won’t do that again.”
Don’t promise reformation without full intent to

reform, she says. For a manager who’s prone to out-
bursts, a more truthful statement is “I’m going to
examine my responses before I open my mouth and
make an effort to respond calmly.”
What’s happens next?
“The chips are going to fall where they may.” At

worst, the doctor’s response will be “I don’t want to
hear your apology” or “don’t bother me now.” If so,
take the hint and update the resume.
But an apology has to be given. Without it, don’t

expect the job to last long. �

Five cheap and easy ways
to improve performance,
morale, and motivation
Performance not great? morale low? motivation

weak? staff a little lackadaisical?
Yes, there are solutions. And no, they aren’t diffi-

cult, says LYNN HOMISAK of SOS Healthcare
Management Solutions, a practice management con-
sulting organization in Seattle. Neither are they
expensive.
Here are a handful of them.

1. a survey for staying, not exiting
Give staff a “stay” survey.
Everybody uses exit surveys, Homisak says. But

once somebody is out the door, the opportunity for
improvement has been lost. “Why wait till people
leave to find out what the office could have done to
make the environment more enjoyable?”
Keep ahead of the game. Give staff an opportunity

to recommend improvements while there’s still time
to make them. Hiring and training a new staffer can
cost the office as much as $10,000; far cheaper is to
find out what will keep a good staffer from leaving.
For her own clients, Homisak uses a survey that not

only gives the manager usable information but is also
fun for staff to answer. (See sample at right.) One
question, for example, asks staff to compare their atti-
tude to movie titles. “If somebody chooses Les
Miserables, obviously there’s a problem,” she says.
Have staff fill out the survey once a year right

before performance reviews and make the responses
part of their reviews. Or if there’s some significant
change such as a merger, tell them “it’s time to survey
again.”
With the written survey, the office gets truthful and

usable information, because it’s easier for people to
write down their feelings than it is to tell them to the
manager face-to-face.

2. the look of a team
To create a team, make staff feel like a team.
Here, Homisak makes three recommendations.
The first is to establish a team uniform. Having

everybody wear scrubs the same color or print on the
same day “creates a sense of unity.” It’s no different
from sports; when people dress the same, “they all
belong to the same team.”
People are aware of that, albeit subconsciously. She

finds, for example, that when she goes to a client
office for the first time, staff usually have made an
effort to dress the same and look their best, maybe all
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wearing the same color scrubs. But the next day, “they
go back to wearing what they want” – one person in
scrubs with pictures of whales, another with flowers,
“and the office looks disjointed.”
Take the unified look further by getting scrubs with

the office logo embroidered on the shirt.
And carry that further still by setting out a dress

policy that outlines the professional appearance staff
are expected to present. And in it, include a ban on the

questionable things such as visible tattoos and body
piercings.
The second team builder is personalized business

cards for staff. That’s no great expense, she says. The
physicians’ cards are likely already made up, so all
that’s needed is to drop in the staffer’s name.
Staff are proud to hand out their cards, because

cards show their jobs are important. As a result, the
cards wind up in the hands of people whom the physi-

ENVIRONMENT

What three words best describe our office’s work
environment? _________________________________

If you could change one thing about your job, what
would it be? __________________________________

What level of teamwork would you say exists in
our practice? (none) 1 2 3 4 5 (high)

What level of stress would you say exists in our
practice? (none) 1 2 3 4 5 (high)

What phrase best describes your average workday?
• Is it time to go home yet?
• Wow! This day just flew by.
• There are not enough hours in my day!

What movie title best describes the attitude of our
organization?
• All the Rage • Animal House
• As Good as it Gets • Clueless
• Fight Club • Get Real
• Hope Floats • I Stand Alone
• It’s a Wonderful Life • Les Misérablés
• Mission Impossible • Money Talks
• Pleasantville • Sense and Sensibility
• Speed • Strangeland
• The Winners • True Lies
• Turbulence • Waiting to Exhale

JOB DUTIES

What three things about your job do you find most
enjoyable? ____________________________________

What three things about your job do you find least
enjoyable? ____________________________________

Do you feel the duties you do are aligned to your job
description? yes_____ no_____
(If no, why?_______________________________ )

What do you feel are your two greatest contributions
to the practice? ________________________________

JOB EXPECTATIONS

Do you feel you were properly trained for what you
are doing? yes_____ no_____

What training would have helped you perform your
job better? ____________________________________

What phrase better describes your attitude toward job
growth?

• Oh no, not another responsibility!
• Why can’t I do more around here?

Do you see a value to your job in being able to attend
seminars? yes_____ no_____
(Please explain: ___________________________ )

POLICIES AND PROCEDURES

Do you understand all the policies described in our
employee handbook? yes_____ no_____
(If no, which policies? ______________________ )

Do you have an issue with any of the policies or think
any of them are unfair? yes_____ no_____
(If yes, which policies? _____________________ )

WAGES AND BENEFITS

Are you satisfied with your total compensation?
yes_____ no_____
(If no, please explain: ______________________ )

Please rank these benefits in order of their importance
to you:

___ paid time off
___ health insurance
___ pension, IRA, 401(k)
___ incentive cash bonus
___ salary increases

MANAGEMENT

How can we improve our management style? _______

(additional comments:___________________ ) �

A ‘stay’ survey to stave off the exit interview



cians could never otherwise reach – often with a testi-
monial of “this is the best practice around.”
The third team builder: on correspondence to

patients, mention staff members by name and give
them titles to indicate who’s responsible for what.
If there’s a letter about a drug recall, for example,

tells patients to call “our recall supervisor Staffer A.”
That way, patients have someone specific to ask for,
the other staff don’t have to take time away from their
work to handle the calls, and the recall staffer has a
sense of importance plus accountability for handling
the recalls.

3. get to know staff personally
To get staff to take a personal interest in the office,

take a personal interest in them.
Ask about their interests, their hobbies, and their

outside lives, Homisak says.
Again, use a form. Just draw up a simple one that

asks for information such as birthday, the names of
family members and their birthdays, and even the
names of pets.
Ask what personal and professional goals the

staffer has and what accomplishments the staffer has
achieved.
Ask about hobbies, music preferences, restaurant

preferences, favorite foods, and so on.

4. smooth out the rough spots
Two very simply tactics can help create a pleasant

office environment, Homisak says.
One is to smooth out the day-to-day rough spots

staff have to deal with.
Ask them for the five or 10 most difficult situations

they encounter and together talk about how to
respond. For example, if the front desk says patients
complain about having to pay at the time of service,
talk about what staff can say to those patients and
write a script for everybody to follow.
The script can be an outline or a word-for-word

response, but don’t ask anybody to memorize it, she
says. Do that and it sounds stilted. Staff need to
answer “in everyday language.”
The second approach to a pleasant environment is

to set aside the last five minutes of each staff meeting
for positive remarks.
Make it a rule that each staffer has to say one posi-

tive thing about another staffer or about the office. It
can be a compliment to someone who did extra work,
a story the staffer heard about the office, or a remark a
patient made. But whatever it is, it has to be positive.
Following that approach, nobody leaves a meeting

with negative thoughts.

5. immediate gratification
With gratification, the faster it comes, the more it

effective it is.
Quarterly incentives are better than annual payouts;

monthly is better than quarterly, day-to-day is best of
all.
And the rewards needn’t entail any expense

Homisak says. The best ones are quite intangible.
Respect, for example, is a tremendous reward.

Involve staff in the process of running the office. Let
them participate in discussions and in making deci-
sions about how the office is run “so they feel like
team members and not outsiders.”
Recognition is another. And all it requires is a state-

ment that some small job was well done.
Homisak, herself a former medical manager, points

out that when she worked in that capacity, her incen-
tive for going to the office was that at the end of each
day, the doctor thanked her for the work she had done.
The physician wasn’t aware of the effect his com-
ments had on her; he was just giving her his sincere
thanks.
“Everybody wants to be recognized and appreciat-

ed,” she says. That counts more than the money. �
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