
Offices can start working toward their EHR incen-
tive payments next month.
Medicare says registration for meaningful use will

open January 3. The registration will be done online at
http://www.cms.gov/EHRIncentivePrograms/. Click on
“eligibility – eligible professionals” at the left, and on
the next page click on “getting started.”
Here is yet more information on electronic health

records. It’s worth noting. In only three years, doctors
who aren’t making full use of an EHR system will see
their Medicare payments steadily go down. And
Medicare aside, electronic records will soon be a
requirement for all payers, because they will be essen-
tial for conducting business.

important dates for EHRs

The dates to note for EHR use are these:
Jan. 1, 2011 – Reporting year begins for doctors

and other professionals.
Jan. 3, 2011 – Registration for Medicare’s EHR

incentive begins. (States can also start their programs
at this time, but they are not required to do so.)
April 2011 – Attestation for meaningful use begins.

May 2011 – The first incentive payments go out.
Oct. 1, 2011 – This is the last day to begin the 90-

day reporting period for 2011.
Dec. 31, 2011 – The first reporting year ends.
Feb. 29, 2012 – This is the last day to register for

2012. It is also the last day to attest to meaningful use
for 2011 payments.
2014 – This is the last year to start participating in

the EHR incentive program.
2015 – Doctors who don’t have EHR meaningful

use get their Medicare payments cut.
2016 – This is the last year for incentive payments.

(For state Medicaid programs, 2016 is the last year to
start, and 2021 is the last year to get payments.)

can PAs get incentive payments?

A question several readers have asked is whether
physician assistants are eligible to participate in the

(please turn to page 3)
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Don’t miss the deadline
for filing 2009 claims
Don’t forget: claims for Medicare services provided

Oct. 1, 2009, through Dec. 31, 2009, must be filed by
December 31 of this year, or they will be denied.
That’s a new provision of health care reform, or the

Patient Protection and Affordable Care Act.
The new law also says that claims for Medicare ser-

vices provided Jan. 1, 2010, onward have to be filed
within 12 months of the date of service. After 12
months, the claim will be denied
If the claim shows a line item date of service, that

date is the date of service.
For other claims, the claim statement’s “from” date

is the date of service. �



this month’s
idea

Good ideas from good managers
(from MOM’s 25-year idea archive)

Weekly review of each staffer’s billing problems. In one
office, the manager and the top biller meet with one of the billing
staffers each week to go over the staffer’s aging accounts. It’s not a
time for discipline or criticism. Instead, the staffer explains what’s
holding up the payment, and the group comes up with a plan for get-
ting those accounts paid.

Covering for vacation time. In another practice, the rule is that
when staff schedule vacation time, they have to make arrangements
for somebody to cover the work.
But it can’t be just anybody. Staffer and manager decide who will

be a good fill-in person. Then staffer and replacement go over what
needs to be done. Staff are willing to help each other out, because
they know they’ll need the same for their own vacation times.

How to get the bills paid. Advice from a billing professional:
Send the bills in colored envelopes so patients don’t ignore them.
Include a return envelope – those are the ones people pay first.
Highlight the balance with a colored marker. On overdue accounts,
include a handwritten message such as “Your account is past due.
Please call the office.” To make the payment process easy for the
patient, send out two-page bills, one the original, the other a copy
for the patient to keep.

Personal attention to patient problems. Appoint one person to
handle all the patient problems, no matter how small. One office has
a rule that every issue gets referred immediately to the manager. The
manager then approaches the patient with “I understand there’s a
problem. How can I help you with this?”
Patients like the response. And just as important, staff like having

someone to turn to when a conflict or complaint arises.

Child care for Saturday hours. An office that has Saturday
hours provides child care for the staff who work on Saturdays. Most
day care centers aren’t open on weekends, or, if they are, they
charge extra. So to relieve the burden on staff, the office pays mini-
mum wage rates to two high school students who watch the children.
The children stay in the break room, and the sitters plan activities,
read to them, and take them outside to play.
While two sitters aren’t always necessary, the office opted to

keep two so there’s always a backup if one can’t come in.

A little time saver. One office routinely prints out a page of
address labels for each vendor and payer. Each staffer keeps them in
alphabetical order in a file folder so that when an invoice comes in
without a return envelope, it’s an easy job to pull out a label for the
mailing. �
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(continued from page 1)
EHR incentive program. And the answer is yes and no
– yes for state Medicaid programs but no for Medi-
care.
And the Medicaid participation is quite limited. It’s

open only to PAs who serve a federally qualified
health center or a rural health clinic led by a PA.
The eligible professionals, or the people who can

get EHR bonuses, are these:

MEDICARE
For the Medicare EHR incentive, the persons who

can participate are
• doctors of medicine or osteopathy
• doctors of dental surgery or dental medicine
• doctors of podiatry
• doctors of optometry
• chiropractors

STATE MEDICAID
For state Medicaid EHR incentives, the persons

who can participate are
• physicians (primarily doctors of medicine or

osteopathy)
• nurse practitioners
• certified nurse-midwives
• dentists
• physician assistants who furnish services in a fed-

erally qualified health center or in a rural health clinic
that is led by a physician assistant

Hospital-based professionals cannot participate in
either the Medicare or the Medicaid incentive pro-
gram. Hospital-based means 90% or more of the ser-
vices are provided in the hospital inpatient setting or
in the emergency room.

who gets the money?

The incentive payments will be made to the doctor
or practitioner personally, not to the office, so each
person has to register and qualify individually.
Also, a provider can get just one incentive payment

a year. Practicing in several offices or locations does-
n’t entitle anybody to more payments.

EHR or e-scripting – one or the other

There is a sort of cancellation between the Medi-
care EHR incentive program and the electronic pre-
scribing incentive program.
A doctor can participate in one or the other, but not

both.
State Medicaid programs, however, are different. A

doctor can participate in e-prescribing and Medicaid
EHR at the same time.
Quality reporting is not part of that picture. A doc-

tor can get the Physician Quality Reporting System or

PQRS incentive payment with or without participation
in the other programs.

who shows the system is certified?

Who is responsible for proving that the EHR sys-
tem is certified – the doctor or the vendor?
The answer is that it is the doctor who will attest to

having met the meaningful use requirements of EHR,
including the requirement that the system is certified.
When a software gets certified, the vendor gets a

certification number from a testing organization
approved by the Office of the National Coordinator
for Health Information Technology. The term is ONC-
ATCB certification, or certification from the Office of
the National Coordinator-Authorized Testing and
Certification Body.
The office can double check its vendor’s certifica-

tion at http://healthit.hhs.gov/portal/server.pt/
community/healthit_hhs_gov_home/1204. Look on the
right side of the page under “Certified Health IT
Product List.”

when will the money come in?

Medicare says doctors can expect to see their EHR
incentive payments four to six weeks after attesting to
meaningful use.
However, one of the requirements for getting the

incentive is that the doctor submit at least $24,000 in
Medicare claims for 2011, so Medicare will hold the
incentive payment until a doctor meets that threshold.

don’t forget PECOS enrollment

To participate in the Medicare EHR incentive pro-
gram, the doctor has to be enrolled in the Provider
Enrollment, Chain and Ownership System, or PECOS.
(State Medicaid does not require it.)
And just because a doctor participates in Medicare

doesn’t mean there is a PECOS enrollment record.
Thus, doctors need to do two things.
First, find out if there is a PECOS enrollment

record. To do that, go to https://www.cms.gov/
MedicareProviderSupEnroll/Downloads/Instructions
forviewingpractitionerstatus.pdf. The site carries the
user through the checking process.
And second, if there is no record, enroll. That can

be done online. Go to http://questions.cms.hhs.gov
/app/answers/detail/a_id/10038/kw/pecos/session/L3N
pZC9qeG1GdDliaw%3D%3D.
In addition, EHR participation requires that the

doctor have a National Provider Identifier (NPI).
That’s required for both Medicare and Medicaid.
Medicare also says that most providers will need an

active user account in the National Plan and Provider
Enumeration System (NPPES). �
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CPT’s 2011 updates start
with lots of new notes
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P

Our review of the CPT updates for 2011 starts with
the E/M codes and the first part of the surgery codes.
Mostly, what’s new are a lot of notes.

counting the minutes

The first note appears in the introduction of the
book, and it explains how to measure time for codes
that cover time increments. Several points here:

• Unless the code says otherwise, the only time that
gets measured is the face-to-face time the doctor
spends with the patient.
The doctor can provide treatment or counseling or

whatever during that time. It doesn’t matter what the
service is – as long as the patient is present. But once
the patient leaves, the time no longer gets counted.
So suppose a time-based code includes interpreta-

tion and report and the doctor does the interpreting
after the patient leaves. The interpretation time does-
n’t get counted, because the patient isn’t there.

• The determining point of a time segment is the
midpoint. When it passes, the full segment gets count-
ed. So a code that covers one hour gets used if the ser-
vice takes from 31 to 60 minutes. Then at 91 minutes,
a second hour gets coded.
But 25 minutes wouldn’t get an hour-based code.

And 70 minutes would get just one hour-based code,
not two.

• When codes are ranked in sequence by typical
times – perhaps a level 3 typically requires 15 minutes
and a level 4 typically requires 25 minutes – use the
code that’s closest to the time spent with the patient.
So if the time spent is 19 minutes, the level 1 code
gets used. Just passing the 15-minute mark doesn’t
automatically move it up to the next level.

• If two services are provided concurrently and one
is time-based and the other isn’t, don’t count the min-
utes spent on that other service.
Suppose service A covers 30 minutes but service B

doesn’t have a time count. The doctor spends 30 min-
utes on service A and also spends another 20 minutes
on service B. Don’t add the two together. Just count

the 30 minutes for service A. The 20 minutes spent on
B doesn’t lengthen that.

• Sometimes a service spans two days, maybe
beginning at 10:00 p.m. Tuesday and continuing on
till 1:00 a.m. Wednesday. When that happens, just
keep counting. Don’t start a new first hour at mid-
night. And the date to use for that service is Tuesday,
which is the date it began.

• If a service is disrupted, however, the counting
breaks. End the first count at the disruption and then
start with a new count when the service picks up.
Suppose there’s uninterrupted intravenous hydra-

tion from 11:00 p.m. to 2:00 a.m. Code 96360 (first
hour) gets used once and 96361 (each additional hour)
gets used twice.
But if the infusion is disrupted by an intravenous

push at 10 p.m. and another at 2:00 a.m., both get
coded (96374), and the time count for the hydration
starts afresh with each one.

new subsequent observation codes

The E/M codes have a new subsection for subse-
quent observation care, and it carries new codes
99224-99226 for levels 1, 2, and 3 of care. Those
apply when a patient remains in observation for more
than a day. The code is used once per day.
Longer observation stays have become common,

because often a payer doesn’t cover admission for the
condition but the patient isn’t well enough to leave, so
the patient stays in observation for more than a day.
Initial observation care covers the first day, and it

includes setting and reassessing the care plan. The
subsequent observation care begins on the following
day.
More notes say that when a patient under observa-

tion is admitted the same day, the observation codes
don’t get used at all – not even 99217 for observation
care discharge. Use the initial hospital care codes
instead. The observation services are considered part
of that care.
Also, if a patient is admitted and discharged from

either observation or inpatient status on the same day,
go to the codes in the subsection titled “observation or
inpatient care services” (99234-99236).

more notes on critical care

New notes are also found with the critical care ser-
vices (99291-99292)
They list the services that are included in the criti-

cal care – interpretation of cardiac information, gas-
tric intubation, temporary pacing, ventilation manage-
ment, and vascular access procedures. Any service not
included in that list gets coded separately.
There are similar notes for the transport of pediatric

ICD-9-CM and CPT
coding update
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critical care patients (99466-99457). They too list the
services that are included, and they are much the same
as those included in critical care. And again, services
not included there get coded separately.
The same with the inpatient neonatal and pediatric

critical care codes (99468-99476). They include the
same services listed for adult critical care plus others
such as bladder catheterization and lumbar puncture.

and notes for surgery too

The surgery section is not without new notes either.
Here is a look at general surgery and the integumen-
tary system; next week we’ll continue with the muscu-
loskeletal system onward.

FINE NEEDLE ASPIRATION

For general surgery, there are notes on fine needle
aspirations (10021-10022). They say simply that aspi-
rations using anything other than a fine needle get
coded elsewhere.

DEBRIDEMENT

In the integumentary system section is a long note
carrying good information about wound debridement.
It explains that the debridement codes are based on

two things – the depth of the tissue removed and the
size of the surface area.
If there is just a single wound, code the depth,

which is the deepest level of tissue removed.
If there are several wounds, add up the surface

areas of the ones that have the same depth. Then it’s
one code for each depth.
It doesn’t matter where the wounds are located.

What determine the code are the depth and surface
area.
So if there are two wounds, one on the thigh that

extends to the bone and the other on the forearm that
extends only to the subcutaneous tissue, there will be
two separate codes. But if both wounds go to the
bone, sum the surface areas and use just one code.
Code 11042 shows subcutaneous debridement of

the first 20 sq cm, and 11045 shows each additional
20 sq cm. Codes 11043 and 11046 do the same for
debridement extending to the muscle. And 11044 and
11047 cover bone-deep debridement. All three of the
codes for additional sq cm are new, and note that they,
like many other new codes, are out of sequence.

COMPLEX REPAIR

For wound repairs, there are new notes on complex
repairs. Repairs are defined as simple, intermediate, or
complex, and complex means the closure involves
more than one layer of skin. Points to note here:

• A complex repair can include creating a defect, or
opening up the existing wound to allow for the repair.
Not included are lesion removals, preparation of a

wound bed, and debridement of an open fracture or
dislocation. Those get coded separately.

• Debridement involved in the repair gets coded
separately only if there is gross contamination that
requires prolonged cleaning, if an “appreciable”
amount of tissue is removed, or if there is no immedi-
ate closure but the wound is left to close later.

• If the wound requires repairing nerves, blood ves-
sels, or tendons, the repair code comes from the ner-
vous, cardiovascular, or musculoskeletal system.
If the skin closure is simple or intermediate, it’s

considered part of the repair. However, if it’s com-
plex, it gets coded separately with modifier 51 (multi-
ple procedures).

PREPARATION FOR SKIN REPLACEMENT

More new notes explain surgical preparation for
skin replacements such as grafts or skin flaps and for
negative pressure therapy. The codes are 15002-
15005.
The preparation includes removing large amounts

of tissue. And along with that, there can be a scar inci-
sion to create a wound bed. The codes apply only
when the preparation is done for an immediate repair.
They don’t apply in situations where a wound is treat-
ed and left open, as when tissue is removed from a
diabetic ulcer to allow healing.

• The surgical preparation codes show location and
size of the wound. Code 15002 covers wounds of the
trunk, arms, and legs, while 15004 covers the head,
genitalia, hands, and feet. Both apply to the first 100
sq cm or 1% of the body area.
Codes 15003 and 15005 then cover each additional

100 sq cm or 1% of body area.

• Complex repairs, tissue transfers, flaps, and grafts
all get coded separately from the preparation.

SKIN REPLACEMENTS AND SUBSTITUTES

Finally, there are new notes on applying skin
replacements and substitutes (15100-15431).

• The measure of a wound varies with children. For
an adult, the codes apply to each 100 sq cm; for a
child under age 10, they apply to 1% of the body area.
Also, the codes for additional 100 sq cm begin with

the next sq cm. So if 130 sq cm are involved, code the
first 100 sq cm and then code the other 30 sq cm with
the add-on code for each additional 100 sq cm.

• The replacement and substitute codes apply to
anchored applications, not to simple grafts or gauze
wraps. And when the procedure is done in the office,
the skin supply is coded separately.

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. �
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(From here all the way to page 12 are articles
on the single most difficult job any manager has
to handle: managing the people!)

To put a fast stop
to a staffer’s anger,
turn to active listening
Hidden in every manager’s job description is the

dreaded duty of handling complaints from staffers –
sometimes angry staffers.
Surprisingly, the job can be simple, says JACK

SINGER, PhD, a Laguna Nigel, CA, trainer and
speaker on conflict prevention and resolution.
It’s just a matter of knowing what to say and how to

say it.

stopping anger in its tracks

Managers’ most common responses to conflict are
the two worst responses, Singer says.
One is the response of being confrontational, domi-

nating, sarcastic, hostile, and accusatory.
The other is the response of avoidance – apologiz-

ing, giving in, or just backing off.
The key to stopping conflict is far different. It’s

what he terms active listening. That’s not agreeing,
not disagreeing, and not getting defensive but listen-
ing and getting enough information to understand the
situation from the other person’s perspective.
What that person says may be 100% wrong, but

don’t strike back with “you’re wrong.” Instead, find
out what’s causing the anger, and do that by para-
phrasing what the person has just said.
Suppose a staffer comes in angry about a poor

review. An active listening response might be “you’re
angry because you believe I am disappointed in your
performance.”
Or suppose a staffer comes in angry about not get-

ting a requested vacation time. Paraphrase the com-
plaint: “What I’m hearing is that you are irritated that
I wasn’t able to give you that time off for your vaca-
tion. And you feel I have treated you unfairly. Have I
interpreted that correctly?”
Paraphrasing “stops people right in their tracks,” he

says. It takes the wind out of their sails. The staffer is
shocked: “Wow! I’m being heard. The manager is
really listening to what I’m saying.”

a gentle probe into the emotions

From there, “gently probe” to find out the reason
for the anger. And don’t probe for data but for the

staffer’s opinion and emotions. Say “tell me what
bothers you most about this.”
The staffer might say “you gave So-and-So a week

off last month and now you are denying me my time.”
Keep going: “and you are frustrated because you think
I was unfair to you in denying your request.”

now for the facts

Now start searching for the facts, and the key ques-
tion to ask is “what information did you have?”
For example, “You think I was unfair to you. What

information did you have to come to that conclusion?”
It’s important to know “where that person is coming

from,” he says, because there’s been a misperception
of fact somewhere along the line, and unless it’s cor-
rected, the feathers are going to stay ruffled.
Acknowledge whatever the staffer says, but don’t

pass judgment on it and don’t admit to any fault. Just
recognize the feelings, for example “given the infor-
mation you have about my decision, I can see how
that would make you feel you were treated unfairly.”

coming down to the wire

Finally, it’s time to set the matter straight. And suc-
cess depends on the way the response is worded.
Don’t start out with you as in “you know this is our

busiest time, so why did you even bother to ask to be
off then?” A you sentence is accusatory, and it puts
people on the defensive. It’s also a betrayal. The man-
ager has all the while been encouraging the staffer to
tell all and now is coming back with a direct hit.
Replace the you attack with an I feel response fol-

lowed by the other side of the picture, for example, “I
feel frustrated too, because I sent out an e-mail at the
beginning of the year saying no vacations would be
allowed during this month because we are so busy.”
An I feel preface is good to use on any side of a

confrontation, Singer notes. It’s one thing to make a
demand of “you need to be more flexible.” It’s anoth-
er to express a feeling: “I feel you need to be more
flexible in this type of situation.”

now the door starts to open

At this point, each side has explained its feelings
and the manager can open the door to a resolution.
To do so, ask “now that we understand each other’s

personal feelings, what can we do to resolve this?”
That sets the stage for a positive conversation,

Singer says. Optimally, the staffer will volunteer to be
more understanding about the work schedule or to pay
more attention to the manager’s e-mails.
And in response, the manager might volunteer to

send out reminders of earlier memos so people don’t
forget about them. �

managing the people
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Six good solutions
to six aggravating points
of staff behavior
Offensive work or personal habits are difficult to

address. But left alone, they can drive the manager to
distraction, irritate the other staff, and even give the
patients a negative view of the office.
Here are six such habits along with their solutions.

They are outlined by practice management consultant
RHONDA SAVAGE who heads Miles & Associates in
Gig Harbor, WA.

A BAD PERSONAL PRESENTATION
First is the staffer who has zero communication

skills. The work may be good, but the staffer turns
everybody off with irritating behaviors such as chew-
ing gum, not making eye contact, interrupting, and
using slang expressions such as “like” and “I mean.”

The solution: There are two steps to solving the
problem, Savage says. One is to address the issue with
the entire staff. The other is to address it with the
staffer individually.
For the entire staff approach, make communication

education an ongoing part of the staff meetings.
Explain the importance of not interrupting other

people and not finishing somebody else’s sentences.
Show how to ask questions to indicate interest in what
the other person says. Show how to paraphrase what
someone says to double check the message.
And along with that, talk about behaviors such as

chewing gum and slang that ruin communication.
Use role playing, maybe having one staffer act as a

receptionist who doesn’t look up and another act as a
patient standing there “watching her part her hair.”
And to make it fun, give prizes to the best players.
As for addressing the issue with the staffer individ-

ually, take the approach of “this change will make a
huge difference in your career.” With gum chewing,
for example, point out that people focus on the gum
and miss what the gum chewer is saying.
Whatever the item, “always take it back to how it

affects job performance” and career success.

CELL PHONES AND THE INTERNET
Next is cell phone and internet use.
The average employee loses 8½ hours of productiv-

ity every week to those two distractions, Savage says.
They are today’s “greatest time embezzlers.”
Cell phones are all but addictive. People are

obsessed with them to the point that they will inter-
rupt whatever they are doing to read a text or answer a
call. The internet is just as enveloping. People waste

tremendous numbers of working hours playing games
and shopping.

The solution: “Cell phone use during business
hours should be 100% forbidden.” And if people
refuse to follow that directive, make it a rule that
everybody has to turn in their cell phones to the front
desk at the start of the day. Keep the phones in a lock-
er and give them back at day’s end.
“It’s a shame to have to get to that level of restric-

tion,” she says, but the lost productivity is too expen-
sive to ignore.
As for the internet, some companies have locks that

prevent access to social media sites such as Facebook.
Others monitor employees’ internet use.
Unless there is some type of restriction that is

enforced, she says, cell phone and internet misuse
expand, and the people who don’t waste time with it
become resentful of those who do “and lose respect
for the boss” for not doing anything about it.
She adds, however, that what’s good for the manag-

er is good for the staff. A manager who talks on a cell
phone and does personal business over the internet
can scarcely expect staff to do otherwise.

THE MESSY DESK
Next is the staffer with the cluttered desk, particu-

larly the front desk.
Few people are neat and organized by nature,

Savage says. But in an office environment, everybody
has to make the effort.
Besides keeping papers from getting lost, a clean

desk gives patients confidence in the doctors. When
the front desk is a disaster, any patient is going to
think “if they can’t keep the desks clean around here,
how are they going to take care of me?”

The solution: Explain to the employee that a messy
desk affects the office, for example, “When I pass by
your desk I notice that it’s messy, and I am concerned
that you might lose papers and negatively affect a
patient. And that would negatively impact our busi-
ness.”
Then give the staffer an hour or more to do nothing

but organize the desk.
If the mess reappears, it’s a matter of “we’ve talked

about this in the past, and this is what I need for you
to do. I am going to give you 30 days to change, or
you will need to find a new position.

ONE-UPMANSHIP
The fourth irritant Savage cites is the person who

always has to best what everybody else says. Staffer A
says “I was able to get a patient to sign our payment
contract” and Staffer One-Up has to say “oh I did that
with another patient and got more money.”

The solution: Tell Staffer One-Up “my intention is
to help you be the top performer in this department.
So I want to share something with you that is affect-
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ing your ability to be that. When you talk with some-
one, you always have to add something on to trump
that person, and that devalues what that person has
just shared with you.
“I don’t want you to lose your connection with the

patients or the people here in the office. If you make
an effort to stop that, it will make a big difference in
the way people feel about you and also in how other
people accept your recommendations.”
Explain too that doing well requires teamwork, and

besting people is not being a team member.

BAD BREATH AND BODY ODOR
Poor grooming is a sensitive topic, but let it contin-

ue and it will affect performance, because the other
staff don’t want to be around it. And worse, it can
offend the patients.

The solution: Don’t try to skirt the issue with a
general message about the importance of hygiene.
“The entire group knows it’s that one person,” while
that one person misses the message. It takes a private
conversation that’s both sensitive and clear.
Start out on a positive note and show the manager

is on the staffer’s side: “You are one of our most valu-
able employees. I don’t want to offend you. But my
intention is for you to be extremely successful, and
there is one thing that is hindering your success.”
Then admit to the difficulty of the conversation: “I

wasn’t sure how to approach you about this, but if it’s
okay I’d like to share it with you.”
The staffer will invariably say to continue, “be-

cause everybody wants to be successful.” And that
opens the door to frank communication, she says.
So be frank. Describe the problem, whether it’s bad

breath or body odor or whatever, and ask the staffer
how it might be corrected and if the office can help in
any way.
If possible, be helpful. If it’s obvious the staffer has

gum disease, a brochure from a dental office could be
“a huge kindness.”

NOT FOLLOWING THROUGH
The sixth problem is the staffer who accepts an

assignment, promises to get it done, and doesn’t do
the work. Then the manager asks where it is, and the
answer is a lame “I haven’t gotten to it yet.”

The solution: Savage’s solution is to tell all staff to
carry a notepad, “and when I ask you to do something,
I want you to write it down.”
Then with each assignment, set a final deadline and

also an interim deadline: “I want you to come to my
office Thursday at 3:00 p.m. to tell me what’s going
on with your assignment.”
Mark both dates on a calendar and follow through.
But for safety, she says, set the deadline time early

enough so that if it turns out the staffer has not done
the work, there’s still time to get the job done. �

To make a point, make
use of the body language
that supports it
Few managers realize that successful communica-

tion depends heavily on body language.
When people don’t get the responses they expect,

“they need to understand that their bodies aren’t send-
ing the messages they think they’re conveying,” says
SHARON SAYLOR, a Portland, OR, communica-
tions trainer
As much as 90% of the message that gets picked up

in a conversation comes from motions and gestures.
And it works both ways. A manager has to know body
language to get the message across as well as to
understand what messages other people are sending.

breathing slow, breathing low

The element of body language that most gets
noticed is the breathing. To convey a calm and in-
charge appearance, breathe slowly, Saylor says. “Also
breathe low, from the abdomen.”
People who are nervous or frightened or worried

breathe rapidly. “It comes from the prehistoric part of
the brain that reacts to being chased by a bear.” The
voice gets high and squeaky. Little mannerisms
become stiff and jerky. There are ums and ahs and you
knows. The fast breather sounds angry and looks
poised for confrontation.
Oddly enough, when one person is breathing rapid-

ly, the other will mirror it.
Suppose the manager is meeting with a patient who

owes money. Quite likely that patient is breathing fast
out of nervousness. If the manager unwittingly mir-
rors that, right away, the tone is set for a fight.
Moreover, the rapid breathing makes the manager

look “just as scared” as the patient.

two tones of voice to use

Next is the tone of voice.
There are two voice tones or patterns. They are the

credible pattern and the connection pattern, Saylor
explains, and both are necessary for successful com-
munication.
The credible pattern is the “James Bond” voice. It

carries a calm cadence. It’s flat with few inflections
and the chin drops at the end “like a period at the end
of the sentence.” The credible voice says “I know
what I’m talking about.”
Intensify the credibility with body language. When

standing, put the weight on both feet. When sitting,
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center the weight and sit on the front half of the chair.
Both positions say “I’m in command.”
While the credible pattern is good for establishing

authority, “it’s not good for building rapport and mak-
ing friends.” That’s where the connection pattern
comes in.
The connection voice is rhythmic. The tone flows

up and down. The sentences end with both the voice
and the chin going up as if asking a question. The
connection voice says “let’s get together here.”
Again, the body language can intensify it. Nod and

make casual eye contact, which means not staring at
the person but looking away from time to time.
Use the credible pattern when answering a serious

question or when addressing a staff problem. It creates
confidence in the manager.
Use the connection pattern to build relationships.

It’s good, for example, when the manager is trying to
hire someone.
Many times, Saylor says, it’s best to start with the

connection voice. “Use it to get people to like you.
Then switch to the credible pattern when you want to
show you know what you’re talking about.”

palms up, down, and sideways

Hands too have a language.
Palms facing up bespeak openness. They say “hey, I

am open to communication.” With a business contact,
that’s a signal of welcome and “let’s have a conversa-
tion.”
Palms held sideways facing each other indicate

some openness, but mostly seriousness. They say “I’m
open to talking about this.”
And palms facing down cut off communication

entirely. They say “this is not open to negotiation.”
And the more someone repeats the gesture, or bounces
the hands up and down, the more adamant the no.
There are also combinations.
One palm facing sideways and the other facing up

says “yes, it’s serious, but I’m open to speaking about

it.” Or upward palms plus a connection voice say
“let’s talk and have a conversation.”
A point to remember, Saylor says, is that “people

believe their eyes before they believe their ears.”
That’s well illustrated when someone combines a con-
nection voice pattern with palms-down gestures and
wonders why there’s no rapport. The downturned
palms are negating everything that’s said.

sitting for success

Sitting posture is also communicative.
The most positive sitting position is upright with a

slight forward lean and open arms. That’s engaging.
Sitting back might be comfortable, but it doesn’t do

anything to please the other person. Instead, it shows
a lack of concern for what that person is saying.
Even worse, folded arms say “I don’t care about

you, and I’m not interested in what you have to say.”
To maintain a positive conversation, sit with the

hands open and still or folded comfortably on the
desk. Sit quietly. Don’t fidget. Don’t touch the face. If
the hands are nervous, hold a pen or a piece of paper.
And don’t rest the chin on the tips of the index fin-

gers while the other person is talking. That’s carries
two negative messages: “I’m the expert” and “I’m not
open to hearing you.”

Venus versus Mars

Finally, men and women have body language differ-
ences, and to avoid serious miscommunication, they
have to understand what the other side is saying and
what the other side is picking up.
Saylor cites two critical differences.
One is the fact that a woman nods her head when

someone is speaking. But that doesn’t mean she
agrees with what’s being said. The nod simply
“acknowledges that she’s hearing it.”
A man meeting with a woman has to overlook the

nodding and ask her thoughts on what’s being said.
Conversely, the woman needs to be aware of the mes-
sage that’s being sent and end the nodding.
The other critical difference is that while a man

interprets a sideways palm gesture as seriousness with
a willingness to negotiate, a woman often uses it in
place of the downward palm gesture. For her it means
there’s no negotiating here.
That one difference is a major cause of the standard

complaint that women think men don’t take them seri-
ously. More often than not, the man is simply mis-
reading the body language.
Her advice to women is “change the side palm ges-

ture to the downward palm gesture to indicate serious-
ness.”
(Saylor is author of What Your Body Says and How

to Master the Message.) �

by john chase

Without telling me what you see,
tell me what you see.
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How to make a good hire:
ask the questions
in terms of past behavior
Hiring is tough science. Even the best hirers have

only a 30% success ratio.
Sometimes it’s unavoidable – the new employee

moves away or maybe the job changes. But most of
the time, a hire doesn’t work out because the manager
didn’t get the right information about that person.
Here Columbia, MD, management consultant

FRANCIE DALTON outlines the questions to ask,
and, just as important, how to ask them.
Don’t word a question in a way that leads to a spe-

cific answer, she says. Ask “do you give your best to a
job?” and anybody is obviously going to respond with
a yes. To get an accurate view, use behavioral inter-
viewing, which means phrasing the questions in terms
of “what have you done in this situation?” or “what
would you do?”
It’s “a powerful technique,” she says. What that

person says will be the truth. It will be an accurate
picture of what the manager can expect to see if that
candidate comes on board.

does this person have initiative?

A good place to start is with the candidate’s initia-
tive.
But don’t even use the word initiative. Ask instead

Can you describe a time when you felt it necessary to
intervene to move something forward?
And if it takes the candidate a long time to pull up

an answer, don’t expect to see much initiative on the
job.

what attitude can we expect?

From there, go to attitude, or the candidate’s ability
and willingness to deal well with patients and peers
regardless of the stress.
Will the applicant continue to be helpful and pleas-

ant when the day gets long and difficult?
To find out, don’t ask “how do you deal with people

when things get stressful?” That shows what the man-
ager is searching for, and anybody knows to say “I put
my emotions behind me.”
Phrase the question as Suppose you were completely

spent – just exhausted – and you were called on to
work overtime or take on some lengthy task. How
would you handle that?
An answer of “you gotta do what you gotta do”

says the candidate is not always going to approach the

added work with vigor or vibrance. By contrast, an
answer of “I’d see that as a challenge” says that per-
son “is a live wire” who maintains a positive and
pleasant attitude.

will we like each other?

Will the candidate respect and get along with the
manager and the doctors?
Dalton’s advice is to think of the past things that

have been most aggravating with the position being
interviewed for. And along with that, think of the
things that could be aggravating. Then ask behavioral
questions to see if they are likely to happen with the
new hire.
A good opener: Describe the kind of boss you would

most like to work for.
Then keep going with questions such as And what

kind of relationship do you like to have with a boss?
distant? friendly? close and personal? formal?
Then to the behavioral questions: What is the

toughest behavior you have ever dealt with in a boss?
Get specific with We have many kinds of doctors

here. Some are like ‘Father Knows Best,’ and some
are like ‘House.’ What type would fit you best? When
there are choices like that, people don’t know which
direction to take, “so they have to be honest.”

where are the weak spots?

A point few managers look into – or know how to
look into – is whether an applicant has been disci-
plined at a previous job.
It’s not difficult to find out about that, Dalton says.

Once again, the key is in the wording. Don’t ask, for
example, “how has your attendance has been?” The
answer is going to be “perfect!” And don’t ask “have
you been disciplined?” The applicant is going to say
no.
Ask instead When you have been disciplined in the

past, what was it for?
Take the same approach to find out the candidate’s

job weaknesses. Phrase the question as None of us is
perfect. We all have flaws. What are yours in the
employment setting?
A good candidate will cite some flaw and then tell

how it got fixed, perhaps “I used to dress as though I
was going out for the evening, but I learned quickly
that it wasn’t appropriate for a medical office.” Or
maybe “for a long time I never worried about being
late, but I came to realize that it’s my responsibility to
honor those hours.”
One wrong answer is evasion. “Gee, I don’t know

what my flaws are.” That person is covering things up
or is unwilling to admit to weak spots.
Another wrong answer is self-righteous justifica-

tion. “People have said I’m not friendly enough, but I
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always tell them I’m not there to be anybody’s friend.
I’m there to work.” That person is justifying being
rude.
Just as wrong is a show of excessive self worth. “I

guess people would say I wasn’t polite to the doctors
because I wouldn’t do personal things for them such
as pick up their dry cleaning. But that wasn’t in my
job description, and I stood up for myself about it.”

what’s the boiling point?

What is the applicant’s tolerance level?
Once again, don’t ask directly. “How do you react

to getting last-minutes assignments?” is an invitation
to “oh, I don’t mind them at all.”
Say instead We all have our boiling points about

things we don’t like. What did you find unacceptable
in your last job?
That says “it’s okay to tell me about the things you

didn’t like in your previous jobs.”
A good answer is that the candidate didn’t like X

but also realized it was part of the job, perhaps “it was
aggravating to get last-minute work at the end of the
day, but I know that’s part of working in a medical
office.”
Somebody who feels personally attacked by the sit-

uation won’t be willing to bend and help out in diffi-
cult situations.

and what about confidentiality?

Will the applicant keep patient information confi-
dential?
Once again, eschew the “do you understand that

you cannot speak about the patients?” Ask instead
Can you describe a time when you felt it was neces-
sary to violate confidentiality?
If it takes a long time to come up with an answer,

Along with asking the right questions the right way,
Dalton points to four often ignored elements of mak-
ing a good hiring selection.

identify the past mistakes

One essential element is the office’s history.
Before interviewing anybody, look at what has gone

wrong in the job when other people have held it, and
identify what filters need to be set up for the next hir-
ing decision.
Look at personality. Was the last person the wrong

person? If so, why? What personality traits should the
office avoid this time? What traits should it require?
Look at turnover. Has it been high in that job? If so,

what’s unattractive about it? the supervisor? the work-
load? What changes should be made so the next per-
son is satisfied with the position?
What’s the office’s culture? formal? relaxed? If it’s

formal, the new hire needs to be someone who is
articulate and not somebody who communicates with
“yeah” and “uh-huh” and “like.”

get at least one more opinion

Another essential is a second opinion to the final
decision.
“Don’t be the only one conducting the interview,”

Dalton says. Have a supervisor meet with the candi-
date, preferably a supervisor with a personality differ-
ent from the manager’s.
Or go further and have the best candidate meet with

the entire staff as a group, perhaps for lunch, when
the manager not present. Don’t give any opinions or

even any facts about the person ahead of time.
Get everybody’s opinion later. “If staff don’t like

that person, it’s not the right hire.”

choose by merit, not position

Also important to good hiring is fairness. Don’t hire
somebody based on connections, particularly family
connections.
If the new hire is the boss’s daughter, expect prob-

lems. The manager may not treat her with favoritism,
but to the other staff, “she is perceived to be treated
with favoritism,” Dalton says.
Worse, if she turns out to be not suited for the job,

there’s no way to fire her.

use numbers, not emotions

Finally, get the emotions out of the selection
process. Use a numbered scale.
Determine what traits and skills are important for

the position and list them in order of importance.
Then rate the candidate in each element with a score
of 1 to 4.
If initiative is high on the list of what’s needed in

the new hire, consider only the people who get a 4 on
that item. Or, if computer skills rank low on the list,
somebody with a low score there can stay in the run-
ning.
The manager’s personal subjective opinion has to

be included as well, she says, “but it should not be the
overriding factor.” Go with a subjective decision and
ignore the scores, “and that new hire will not be there
long.” �

Beyond the questions: four general rules for good hiring



that person probably has never violated confidentiali-
ty.
If there are no details, there’s a good chance the

applicant is telling about something somebody else
did and not recounting a personal experience.
And because the answer takes a good bit of thought,

if the candidate gives the response while looking the
manager straight in the eye, “probably that person is
inventing an answer.”
Another telling question about confidentiality is

What would you do if you found out that a co-worker
was talking about patients outside the office?
The right answer is “I would report it immediately.”

what about patience with patients?

Evaluate too how the candidate will respond to
patients who are cranky or unpleasant.
Patients don’t come in “because things are wonder-

ful,” Dalton says. They come in because they are
unhealthy and worried and often aggravated, and staff
are the first people they encounter.
Again, don’t lead with “how do you deal with diffi-

cult patients?” Pose the question in a way that makes
the candidate feel free to give a candid answer: I see
you’ve worked in a medical office before. What were
the patients like? Tell me about them.
Keep the conversation going with What were your

toughest days working with those patients? Tell me
how you dealt with them.
The answer will show how that person will treat the

office’s patients.
If it’s “they were all jerks,” say goodbye.
If it’s a self righteous response of “I shouldn’t have

been treated like that,” consider the applicant unsuited
to a medical practice.
If it’s “all our patients were wonderful,” say “oh

come on – tell me what they were like.” If there are no
negatives cited, the individual “doesn’t have experi-
ence dealing with tough situations.”
She adds that an indication of honesty is a facial

expression that mirrors the situation the candidate
describes.

the first answer counts

Whatever the candidate says, take it at face value,
Dalton cautions. Believe it. It’s a true answer.
“Don’t keep probing for the right answer.” Do that

and eventually, the person will figure out what the
right answer is supposed to be and will give it.
That’s easy to do when somebody is likeable. It’s

human nature to try to help that person succeed.
Resist the temptation.
If a response isn’t appropriate for the job selection,

“move on. Don’t keep probing until that person alters
it.” �
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May the Lord

lift up His countenance upon you
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