
One of the most significant parts of health care
reform is ready to run.

It’s the Accountable Care Organizations, or ACOs.
The government has just released proposed rules on
how they have to be set up and what they have to do.
The ACOs come alive in January.

In a nutshell, an ACO is an organization of doctors
and other providers as well as hospitals, nursing
homes, home health agencies, and medical suppliers.
Together, they treat a population of at least 5,000
Medicare patients.

The idea is that by working as a group, they can
coordinate the care and thus avoid the fragmented
care and double services that can result when a patient
sees different providers who don’t communicate with
one another.

The goal, not surprisingly, is money. The joint care
is expected to save a lot of it, and Medicare will give
the ACOs a portion of what gets saved.

The government predicts that ACOs will save $960
million over the next three years, mainly because ser-
vices won’t be duplicated and unnecessary emergency
room and hospital admissions will be avoided. It also
predicts patients will get better care because all the
services will be coordinated.

Here’s how the ACOs will work and what managers
should be prepared to see.

the money part: shared savings
The main incentive of forming or joining an ACO

is, of course, money.
If the ACO saves money for Medicare, it can take a

share of what it saves. If it doesn’t create any savings,
it pays a penalty.

And to make sure it doesn’t cut corners to get the
savings, Medicare requires that it meet specific quali-
fy requirements.

The government has not yet set the cost and quality
benchmarks the ACO has to meet.

Doctors who join an ACO will continue to receive
regular fee-for-service payments. But along with that,
they will get a portion of the money the ACO saves

Medicare – and also take a hit if the ACO is penal-
ized.

How will the payments and penalties be deter-
mined?

Statistically.
Medicare will set cost benchmarks, which are esti-

mates of what the total Medicare payment for the
ACO’s patients would ordinarily be. It will be updated
each year.

If the ACO keeps its costs below the benchmark, it
gets a share of the money it has just saved Medicare;
however, if its costs turn out to be higher, the ACO
has to pay a penalty, which will probably be lower
reimbursements the following year.

The payments and penalties will come at the end of
(please turn to page 3)
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this month’s
idea

Silly problems – silly solutions,
and the outcome is a positive staff

For the small problems inherent in any office’s staff, one manager
has two easy solutions – humor and once-a-day positive notes.

The humor comes in the form of silly contests to solve equally
silly – though very human – problems. They’re nonsensical, “but
they reduce tension,” says NADINE COOK, office manager for
Family Price Care, a one-physician, 13 staff practice in Tifton, GA.

One, for example, was an ongoing complaint that nobody
replaced the toilet paper rolls in the lavatory. So Cook told staff to
write their names on every empty roll they changed and drop it in a
bag in her office. But she didn’t tell them why.

At the end of the month, she made a crown out of the rolls and
named the staffer who had the most Queen of the Toilet Paper. The
prize was a package of toilet paper and a gift card to WalMart.

Then she read out the number of rolls for each person. And that,
she says, identified the culprits – without naming anybody.

Problem solved.
As for the positive notes, Cook has hung a board in the break

room. One side is dry erase, and the other is cork.
On the white side, sh writes a positive quote every morning,

always focusing on teamwork and appreciation. A recent one, for
example, was “first we make our habits, then our habits make us.”

Underneath she writes personal notes such as “I appreciate each
one of you for what you do every day.” Or, when the biller did an
outstanding job, she wrote a thank-you to her.

Underneath that, staff are free to add comments. Sometimes one
person compliments another for being kind to a patient. Sometimes
there’s a thank-you. But it’s always positive.

For the cork side, there’s a stack of note paper for staff to fill out
and post. The notes have to be something to be thankful for, and
staff can sign them or not. When a storm knocked out the power in a
large part of the city, Cook noted that she was thankful the office
had electricity that day.

Staff like the board. In the mornings, some stop to read it before
they even go to their desks. And when Cork is out, someone invari-
ably puts up a positive quote for the day.

Cork tells her staff, particularly anybody experiencing difficulties
at home, that “this is the one place you are safe from your personal
problems.” And the board emphasizes that, she says. When staff
walk into the break room, “they see something positive,” and when
someone is under stress, that ongoing positive effort is uplifting.

If your office has set up a system that makes managing easier,
MOM would like to write about it. Contact the Editor, Medical
Office Manager, P.O. Box 52843, Atlanta, GA 30355. Telephone
404/367-1991 and fax 404/367-1995. We pay $100 for every idea we
write about in this column. �
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(continued from page 1)
each year, and it will be up to the ACO to distribute
them amongst the providers.

3 years – 5,000 patients
An ACO can take any one of formats. It might be a

single group medical practice, a network of practices,
a hospital-physician partnership or joint venture, or a
hospital-owned physician practice.

But whatever the structure, it’s a separate entity
with its own management.

The ACOs can start their engines as soon as
January, and some are already up and running. But to
qualify for the Medicare program, every ACO,
whether existing or new, has to apply for government
approval.

If it’s approved, it will agree to participate in the
shared savingsprogram for three years.

It will also agree to take on a minimum of 5,000
Medicare patients, and Medicare will assign the
patients to each ACO.

two models, two levels of risk
There are two ACO types or models that doctors

and hospitals can choose from.
The safer one is the one-sided risk model. There,

ACO gets only the savings for the first two years – no
losses to worry about. In the third year, it gets both
the savings and the losses.

A bit riskier is the two-sided risk model where the
organization shares both the savings and the losses for
all three years. And not surprisingly, the two-sided
model pays a higher percentage of the shared pay-
ments.

The two risk levels have been set to accommodate
both new and existing ACOs. The idea is that a new
ACO will need the one-sided model with its lesser
risk to get going while an ACO that’s been in business
awhile can choose the riskier model and take advan-
tage of the better payments.

As to how the payments and penalties will be deter-
mined, that gets a little complicated.

To make a profit, the ACO will have to meet a min-
imum sharing rate. That means it will have to show a
certain percentage of savings before it can dip into the
shared savings.

A one-sided ACO can get as much as 50% of the
savings while a two-sided ACO can get up to 60%.

The penalties take over when the ACO’s costs go
2% higher than the benchmark. The more it exceeds
its benchmark, the greater the penalty it has to pay,
though there is a cap on it.

And to make sure it collects gets its penalty money,
Medicare plans to withhold 25% of its shared savings

until the final cost and savings numbers are deter-
mined.

quality gets counted too
Also figuring into the money picture are scores for

quality and performance. Those can send an ACO’s
shared savings payments up or down.

Medicare will measure quality of care in five areas:
patient experience, coordination of care, patient safe-
ty, preventive health, and the health of the at-risk and
frail elderly patients the ACO serves.

The measures are the same as those used for quality
reporting and electronic records, and because of that,
ACOs can’t participation in those or any other bonus
programs. To do so, Medicare says, would allow them
to get bonused twice for the same things.

To encourage providers to participate, Medicare has
limitied the quality performance to reporting quality
measures. That will let new organizations get a better
handle on how to coordinate care.

primary care tells the tale
At the heart of the ACO is primary care.
There have to be enough primary care professionals

to care for all the ACO’s patients. Medicare defines
primary care providers as family physicians,
internists, geriatric physicians, pediatricians, nurse
practitioners, physician assistants, and clinical nurse
specialists.

Whatever savings is generated depends for the most
part on the primary care providers, the government
says. That’s because it’s primary care that can most
significantly improve quality and reduce costs by
coordinating the care of patients, particularly those
with chronic conditions.

The ACOs are designed to fill in the communica-
tion gaps so that for every provider in the group has a
full picture of all the services each patient is getting.

And it’s the primary care providers who are in the
best position to use that information so as to prevent
lab tests from being repeated unnecessarily and also
to get patients to outpatient services soon enough to
avoid hospital admissions that could be prevented.

An interesting point to follow is the fact that
Medicare is bringing more and more of the less
expensive nonphysician providers into the care it pro-
vides.

ACOs are close friends with EHRs
The ACOs go hand-in-hand with electronic records.
An ACO can’t operate without a sophisticated elec-

tronic record system if for no other reason than all the
doctors will require access to the patient’s care record.

But along with that, the organization has to track
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the care it provides and also determine the most cost
effective ways to treat its patients, and that can only
be done electronically.

The ACO has to monitor and report the care it
delivers. It has to analyze claims as well as financial
and quality data, produce reports, perform site visits,
and conduct patient satisfaction surveys.

some up-front concerns
For the doctors, there are concerns about joining

ACOs.
One is whether patients will embrace them. Patients

are free to accept or reject an ACO. They are also free
to refuse to have their claims information shared with
a certain provider in the organization or with the ACO
itself.

It may turn out that most patients won’t make a
commitment until that see how the program turns out
and how the health care is delivered.

Another concern is which patients the ACO will be
serving. The ACO doesn’t get to choose them.
Medicare assigns them, and the ACO has to accept
whoever it gets.

On the payment side, the concern is with the finali-
ty of the year-end payment decision.

If the ACO disagrees with the amount of shared
savings the government says it gets – or if it doesn’t
get any money at all – or if it has to pay a penalty –
there’s no recourse. The government’s word is law.
Too bad.

Neither can an ACO alter the quality and financial
measures the government imposes on it. And neither
can it challenge the government’s assessment of the
quality of care it provides.

a few changes to come maybe
The new regulations are proposed. That means

health care organizations as well as individuals can
submit comments to them. Medicare will evaluate
those comments and make whatever changes it deems
appropriate.

The final regulations will be published in several
months. They will have changes, but probably not sig-
nificant ones.

where Medicare goes, others follow

Watch the ACOs carefully. They are the beginning
of a new form of health care – one that ties quality to
finance.

The commercial payers are waiting to see how
much money Medicare saves from the coordinated
care. And if the savings is significant, count on it that
they’ll follow suit and set up their own ACOs. �

The danger nobody even
dreamed of four years ago:
social networking and staff

There’s a grave new world out on the internet. It’s
social networking.

“It’s only a few years old, yet it has turned the
workplace upside down,” says RICHARD WEIN-
BLATT, Ed.D., a/k/a The Cop Doc, an Orlando, FL,
consultant to both employers and law enforcement on
crime and safety issues. Weinblatt is also a former
police chief.

Technology misuse is nothing new, he says, but
what was seen previously is nothing to what’s going
on today, mainly because of the “ease and immediacy
and anonymity the internet provides.”

On social sites, “people do downright criminal
things” such as stalking and harassing coworkers or
supervisors. Equally disturbing, the social sites have
become the vehicle of choice for virus infiltration.

“It’s new territory” that few employers have
addressed.

Because of the risks – both seen and unforeseen –
managers need to set rules for social media use and
enforce them with protective technology as well as
disciplinary consequences. Social media is much like
sexual harassment, he says. It’s far-reaching to the
point that it warrants its own separate policy.

not an easy thing to ban
Start with a yes or no. Can employees even go to

the social websites during work hours?
The answer, Weinblatt says, isn’t as simple as it

seems. While banning the sites entirely might appear
to be the safest approach, it’s not practical, because
there’s no way to enforce it.

What’s more, the social sites have become so popu-
lar that a ban can be souring. “Employees need a
breather now and then, and it’s not bad to spend a lit-
tle time on Facebook or Twitter as long as they aren’t
accessing objectionable material.”

He finds that the most acceptable and also most
doable position is middle-of-the-road approach where
the manager limits the time people can spend on the
sites.

But be specific about it. Don’t just say “excessive
use” is not allowed. Set a timeframe for use, a reason-
able amount being from 30 minutes to an hour a day.

forbid the unexpected
Along with that, set rules of conduct for the sites,

and apply them to both in and outside the office.
Prohibit comments that are harassing, indecent, or
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disrespectful of the practice, its employees, or its
patients.

Forbid any type of discussion of patient matters,
even if names are not used.

Forbid “unbecoming behavior” such as cursing or
lewd remarks.

Forbid posting information related to criminal
behavior such as gambling. While that may seem far-
fetched, it’s not out of the realm of possibility to run
into an employee “brandishing a firearm or spray-
painting a house on YouTube.”

Be prepared for the unexpected, he cautions. It can
generate mischief nobody anticipates.

Even the doctors can be at fault. On Facebook, it’s
not uncommon for a doctor to gripe about a patient or
about a partner or the manager.

Or someone could breach confidentiality uninten-
tionally by posting a comment about a medical situa-
tion, and even if the patient’s name isn’t mentioned,
someone could recognize the diagnosis and know who
the patient is.

Can the manager put restrictions of that type on
staff?

Yes. If somebody gets on Facebook and slams a
patint or the doctors, the office “has a right to do
something about that.”

It can also prohibit inappropriate internet conduct
such as bad language and cursing because it harms the
office’s reputation.

And any kind of conduct that’s against medical
ethics or or that violages patient confidentiality can be
prohibited.

As to employee rights, nobody can argue “I have a
right to get on YouTube at work,” he says. There’s no
case. Employment law requirements excepted, nobody
has a right to anything at work.

protect the office’s system
Along with the policy, take technological precau-

tions to prevent damage to the office’s system and
data.

Virus protection and firewalls are the first concern,
because “a lot of criminals on the internet no longer
use the traditional ways to cause havoc but are mov-
ing to Facebook.”

Make it a rule that nobody can use a work-related
password for a social site. The danger is twofold. One
employee could access another’s Facebook or Twitter
account and damage the office’s image or reputation.
Worse, an outsider could use the password to access
the office’s system.

Also make it a rule that everybody has to change
passwords at certain times, because passwords can be
discovered and it’s via passwords that most criminal
activity occurs.

Emphasize to staff that the safest passwords are

nonsensical letters, numbers, and symbols, not the
obvious such as the name of a favorite sports team.

restrict and monitor
For the policy to have teeth, the office has to

restrict as well as monitor the social sites.
There needs to be a web filtering system to control

what comes in. That allows the office to restrict each
person’s internet access on several levels. It can shut
people out of certain sites. It can limit the access to
certain times such as noon to 1:00 p.m. or after 5:00
p.m. And it can limit the access time each day.

There’s also spyware to monitor everybody’s activi-
ty, though the office needs to tell employees before-
hand that their communication may be recorded.

If there’s protest, Weinblatt says, point out that the
office owns the computers and the information on
them and has the right to access and control whatever
goes through its own server.

Point out too that when an employee “uses the
employer’s tools” to create damage, the employer can
be held liable.

and lay out the consequences
Finally the policy needs to establish consequences.

Include a statement that violations can result in disci-
plinary action, including termination.

And as with the sexual harassment policy, set out a
complaint procedure and name a contact person for
reporting internet bullying and harassing.

In addition, state that when a complaint occurs, the
office will need proof, so anyone who makes a com-
plaint should print out whatever is being sent so
there’s a paper trail of evidence. �

Two new employment law
items managers need
to watch out for

Beware. The government is stepping up its efforts
to protect employee rights.

Two areas of particular interest to medical offices
are disability discrimination and retaliation against
protected activities such as discussing wages and
work conditions.

The agencies involved are the the Equal
Employment Opportunity Commission (Americans
with Disabilities Act) and the National Labor
Relations Board.

But it’s not just an agency audit that the manager
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needs to be prepared for, says SUSANNA KNUTSON
GIBBONS, an employment law attorney with Poyner
Spruill in Raleigh, NC.

In the tight economy, employees are taking a new
interest in areas that can generate money, and they
aware of the rights those agencies provide. So even if
the office never sees a government auditor, it’s still at
high risk of a complaint from an employee.

listen to that ADA request
At the Equal Employment Opportunity Commis-

sion, “there is an enormous amount of attention” on
the Americans with Disabilities Act.

The ADA applies to offices with 15 or more
employees, but managers need to remember that
depending on the practice’s structure, the doctors may
be counted as employees.

Specifically, the EEOC is searching out how
employers are responding to ADA accommodation
requests.

Most employers don’t have procedures for that,
Gibbons says. It’s a hit-or-miss situation. Requests go
to a supervisor, and it’s up to that person to decide
how it gets handled.

The danger is that a supervisor could deny the
request wrongfully. Even in law firms, she says, it’s
no unknown for an ADA-uneducated attorney to come
back with a response of “quit whining and get back to
work.”

Her advice is to centralize the process by assigning
one person to handle all ADA requests.

Make it a rule that requests have to be in writing,
and draw up a form for them. On the form, the
employee needs to describe the disability, explain how
it affects job performance, list the accommodation
being requested, and tell how that accommodation
will make it possible to perform the essential func-
tions of the job.

The central person is then the one who discusses
the request with the employee and determines the fea-
sibility of providing it.

If an complaint occurs, she says, the office will
have to show that it analyzed whether the accommo-
dation was necessary for the employee as well as rea-
sonable for the office to provide.

With the form and the single person in charge of the
requests, there can be no question that the office ana-
lyzed the request and made an appropriate decision on
whether there was a covered disability and whether
the request reasonable or posed undue hardship on the
office.

don’t say staff can’t discuss pay
The second area of concern is the National Labor

Relations Board. And the point of concern, Gibbons

says, is that it’s getting mightly interested in nonunion
jobs.

It’s homing in on allegations of employer retalia-
tion against employees who engage in concerted
activities protected by law.

What is a concerted activity?
It’s a group effort or request to improve working

conditions.
It can be a conversation about working conditions

such as pay or vacation time or safety or working
hours or even the fact that the office doesn’t have a
lactation room for new mothers. It can also be a direct
complaint, whether several employees approach the
employer or one employee says “I’m speaking for all
of us.”

Whenever two or more employees discuss or com-
plain about anything they have a right to question,
“that’s concerted activity.”

What should managers watch out for here?
Watch out for the biggest mistake employers make,

she says. Don’t tell staff they can’t discuss their pay
with each other.

“The NLRB says they can.” If they are talking
about or complaining about anything related to their
work conditions, the NLRB considers that a concerted
activity.

What the NLRB is searching out is retaliation
against employees for concerted activity. There’s
nothing new about that, she says. It’s just that the
NLRB “is more interested in it than it used to be.”

And many employers are getting hit because they
don’t realize employees have a right to discuss all
working conditions. It’s not uncommon to see a policy
forbidding discussions about pay. Some employers
even have policies against discussing any type of
work conditions.

Be careful. If Staffer A comes to the manager and
says “Staffer B and I have been talking, and we think
you aren’t paying us properly,” don’t take a negative
stance. Their conversations with each other and with
the manager are lawful, protected activities.

If one of those staffers later gets fired – even for a
legitimate reason – it can be a lucrative venture to go
go to the NLRB and claim the firing was retaliation
for the complaint.

And if the office doesn’t have any documentation
to prove otherwise, and if that employee was indeed
engaged in a concerted activity, the claim can be
strong.

Be aware too of what retaliation covers, Gibbons
adds. “It no longer has to be as Draconian as firing.”
It can be things such as not giving the employee the
good assignments or leaving that person out of an
important meeting or even not inviting the complainer
to lunch when all the other peer staff are invited.

Then somebody quits and claims constructive dis-
charge because of retailiation. �
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Coding arthritis plus
hip and knee replacements
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P

It affects 27 million people in the U.S. It accounts
for 25% of all primary care visits. And by age 65,
80% of Americans have radiological evidence of it.

It’s arthritis in its most common form – osteoarthri-
tis, a/k/a degenerative arthritis, degenerative joint dis-
ease, or simply OA.

OA is any joint problem due to the degrading of the
cartilage. Its symptoms are well known – pain, tender-
ness, stiffness, and often an effusion of extra fluid as
well as a cracking noise in the joints.

It can be inherited or it can come as a result of
injury, from general wear on the joint, from too much
or too little exercise, and from obesity.

OA has two types – primary and secondary.
Primary is degeneration that comes with aging. The

water content of cartilage decreases and the bone-on-
bone contact causes erosion and sometimes spurs.

Secondary has the same results, but the causes are

different. There can be a congenital disorder, diabetes,
a past accident, or infection from a prosthesis. There
can also be Marfan’s syndrome, a genetic disorder of
the connective tissue and a condition often said to
have affected Abraham Lincoln.

OA is easily diagnosed with x-rays, and the signs
are a narrowing and hardening of the joint space.

Treatment? Weight loss and exercise are first. There
are also analgesics and anti-inflammatory drugs. And
when all else fails, there’s joint replacement.

Here’s a look at the coding for the most common
OA types – those involving the hip and knee.

the ICD-9-CM codes
The diagnosis codes are in the 715 category, which

covers osteoarthrosis and degenerative joint disease.
The fourth digit shows whether the OA is general-

ized or localized, and if the latter, whether it is prima-
ry or secondary.

The fifth digit then shows the site involved – shoul-
der region, upper arm, forearm, hand, pelvic region
and thigh, lower leg, and ankle and foot.

So for hip OA that’s localized and primary, the code
is 715.15 (OA, localized, primary, pelvic region and
thigh). For the same condition in the knee, it’s 715.16
(same, lower leg).

the CPT codes
As for the procedures, the most prevalent is arthro-

plasty, or replacement with a prosthesis. Every year

ICD-9-CM and CPT
coding update

by the education and experience required for the
licensing.

In most states, the professions that are bound by a
scope of practice are physicians, registered nurses,
clinical nurse practitioners, physician assistants,
licensed practical nurses, physical therapists, and
nutritionists.

The American Medical Association owns the copy-
right on CPT. And in its Principles of CPT Coding,
the AMA says that qualified health care providers are
those whose scope of practice allows them to perform
the specific service. It also says that licensure and cre-
dentialing vary from state to state, so before consider-
ing a provider qualified, look at the state regulations.

So to find out if a health care professional is
licensed to perform the counseling, look at the state’s
scope of practice laws that govern that particular indi-
vidual’s profession.

But generally, it is within the scope of practice for a
nurse to provide the counseling. �

Question: The new vaccination administration
codes (90460, 90461, and 90470) include counseling,
and they say that the counseling must be done by a
physician or “other qualified health care profession-
al.”

Who falls into the category of other qualified health
professional?

Submitted by RONNA EDGETT-UNDERWOOD,
office manager, Dakota Ridge Family Medicine,
Boulder, CO.

Answer: Many CPT codes and some of the modi-
fiers as well say that a service can be done by a physi-
cian or other qualified professional. But neither CPT
nor Medicare gives any definition of that term.

And the reason is that who can do what is is deter-
mined by each state’s scope of practice laws.

Scope of practice is the work or procedures the
state license authorizes a professional to do. It is the
medical responsibilities and health services a health
professional is allowed to take on, and it’s determined

Who can do the counseling for vaccine administrations?
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since 2009, some 773,000 Americans have had knee
or hip arthroplasty.

HIP REPLACEMENT
Partial hip replacement is coded at 27125. There,

the femur neck shaft is left intact, but the femur head
or ball is replaced. The result is a reduction in pain as
well as joint stability.

Total hip replacement is coded at 27130. Total
means the acetabular component, or the ball, is
replaced and a metal stem is inserted into the femur to
connect ball to bone shaft.

Next is code 27132, and it covers the conversion of
a previous hip surgery to a total hip replacement.

After that are three codes (27134, 27137, and
27138) for revision of a total hip replacement.
Respectively, they show both components, acetabular
or ball component only, and femoral component only.

KNEE REPLACEMENT
Partial knee replacement is coded at 27446. Only

the damaged parts of the joint – either middle or side
components – get replaced, and 27446 is used regard-
less of whichare affected. The replacement is mini-
mally invasive and has a relatively fast recovery time.

Total knee replacement is coded at 27447, and it
involves both the medial and lateral components.

There are also codes for the revision of a total
replacement. For just one component, the code is
27486. If both the femoral and tibial components are
revised, the code is 27487.

And if the prosthesis is removed, the code is 27488.
If any of these procedures is performed on both

hips or both knees, modifier 50 gets used.

and more ICD-9 codes
Whether revision or replacement, there needs to be

a diagnosis code to show why it’s being done.
If the reason is a complication with the prosthesis

itself, the code is 996.4x (mechanical complication of
internal orthopedic device, implant, and graft). The
fifth digit shows the type of complication – loosening,
dislocation, breakage, wear, and so on.

If the reason is infection, go to 996.6x (infection
and inflammatory reaction due to internal prosthetic
device, implant and graft). And there the fifth digit
identifies the device. For an internal joint prosthesis,
the code is 996.66.

With either of those, there needs to be a V code to
identify the joint, and for that the code is V43.6x. So
if a hip prosthesis is involved, use V43.64; if a knee
prosthesis is involved, use V43.65.
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. �

Three problem staffers:
the blamer, the cryer,
and the poor listener

Here are three all too common management prob-
lems along with their solutions.

They are outlined by STEWART L. LEVINE, an
Oakland, CA, attorney who is also a consultant and
trainer in conflict resolution.

it’s not my fault!
Addressing poor performance with the staffer who

blames everybody else for it.
“Like a good lawyer, be ready to prove the case.”
Come in with indisputable facts – a clear descrip-

tion of what the staffer has been doing plus examples
with the dates and times.

Hold the discussion in a formal meeting. In an
informal atmosphere, people tend to take a cavalier
attitude to what’s said. The staffer is apt to throw out
a few lame excuses and leave thinking all is well.

“Be clear, strong, and forceful,” Levine says. Once
both parties are seated, pause and look the staffer
straight in eye. That little pause and look say “this
isn’t just a passing conversation.”

The more direct the eye contact and the more seri-
ous the tone, the less chance the staffer has “to weasel
out of it, because it’s difficult to lie to someone’s
face.”

Lay out the problem and be ready to respond to the
blaming with “here’s what happened.”

Also be ready to bring in whoever is being blamed.
Suppose the excuse is “I couldn’t finish because So-
and-So didn’t send me the numbers.” Come back with
“Let’s call So-and-So. We need to get to the bottom of
this.” Then ask that person if the request was made
and if the information was actually sent.

Once the case is proved, don’t let the wrongful
blaming pass. Address it firmly with “So-and-So did-
n’t cause your problem. You need to take responsibili-
ty for your actions and not blame other people.”

Make it clear that more blaming will bring discipli-
nary action – and possibly termination.

oh, boo hoo! boo hoo!
Addressing poor performance with the staffer

who’s going to cry.
Never let tears interfere with management.
While there’s nothing wrong with taking a softer

approach toward someone who tends to cry, don’t let
crying give anybody a way out. Performance is per-
formance.

For the genuinely tear-prone staffer, there are effec-
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tive tactics for keeping the meeting dry, Levine says.
One is humor. Smile, sigh loudly, and say “I have a

difficult situation to talk about with you, so I’ve
brought a box of tissues.”

The best tactic, however, is to state the problem and
immediately shift the conversation to how to develop
a solution. If the problem is meeting a deadline, for
example, shift to “let’s look at your schedule and see
what’s going on.” Or if it’s chronic tardiness, “I real-
ize you are emotional, but maybe there’s something
going on that keeps you from getting here on time.”

Because the shift is unexpected, it helps the cryer
“get beyond the emotions of the moment.”

What about the staffer who can’t help falling apart?
Insensitive as it may seem, uncontrollable crying

has to be addressed as a performance issue. Explain
that some people “are just wired” so they react with
tears, but “it’s just not acceptable behavior at work.”

Put things into perspective: “This problem has
nothing to do with you as a person, and your emotions
aren’t helping you solve it.”

Then move on to helping the staffer cope with the
crying. Explain that in an egregious situation tears can
be an acceptable reaction, “but this is not an egregious
situation, and some learning needs to happen here.
You need to learn how to stave off this behavior.”

Levine notes that some people use tears deliberate-
ly to avoid having to deal with issues. If that becomes
apparent, the manager simply has to say that deliber-
ate crying won’t be tolerated in the office.

huh? what did you say?
Giving directions to the staffer who has difficulty

paying attention.
It’s not what the manager says that counts; it’s what

the staffer hears. And whether there’s an attention dif-
ficulty or not, Levine says, the best way to give direc-
tions is with what he terms “three-way communicat-
ing,” or communication that includes hearing, speak-
ing, and writing.

First, hearing. Give the directive: “Staffer A, I want
you to do X, Y, and Z.”

Second, speaking. Ask for a paraphrase. “Tell me in
your own words what I’m asking you to do.”

And third, writing. If the understanding is wrong,
correct it and ask the staffer to paraphrase the correct-
ed version, but this time in writing.

If there’s still concern, follow up with an e-mail
asking for yet another written restatement.

Three-way communicating is something a manager
should use often, he says, because it ensures people
know what to do.

He adds that just as it’s the speaker’s job to make
sure the listener hears the message, it’s the manager’s
job to make sure staff understand what they are sup-
posed to do. �

A short primer on how
to make a good presentation
to the medical staff

To grow in the job, a manager has to communicate
ideas and visions and recommendations.

And the presentation of them counts. “It doesn’t
matter how good the idea or how brilliant the insight,”
if it isn’t well articulated, it fails, says PATRICIA
FRIPP, CSP, CPAE, a San Francisco executive
speech coach. Worse, the manager’s career can fail
right along with it.

Here are the bones of a good presentation.

walk in with an outline
Never wing it. Plan it out.
Preparation shows, Fripp says. It’s obvious when

somebody is following an outline, and the very fact
that there is an outline gives credibility to what’s said.
What’s more, an outline gives the manager the confi-
dence to present the proposal with conviction.

On the outline, give a succinct definition of what
the proposal is: My proposal is that we but a new soft-
ware to provide support in the billing department.

Then lay out the reasons for it, showing the benefits
in terms of how it will improve the office’s ability to
provide service or increase revenues.

Then summarize and plan to ask for questions.

blow off the opposition early
Prepare for resistance. The reasons supporting the

proposal aren’t enough; anticipate what the objections
will be and address them before they are made.

For example, I’m recommending we move to this
new billing system. The reasons are A, B, and C. Then
hit whatever opposition is likely to come up, perhaps
obviously, this is more expensive than what we bud-
geted for. And address it: but the return on investment
will cover that in two months.

Also effective is to show support from someone in
or related to the office, perhaps I have discussed this
with our accountant, and she says it’s a good invest-
ment because X.

Get the opposition out of the way so nobody has
time to mull over it during the rest of the presentation.

give statistics and tell stories
Support the proposal with statistics as well as

examples of how it’s benefited other offices.
It’s not enough to say “adding this new billing soft-

ware will increase our profitability.” Nobody is going
to swallow that. People want specifics such as I esti-



mate that this new software will increase our prof-
itability by a minimum of 18%. And be prepared for
someone to ask “how did you come up with that?”

Numbers scream credibility, Fripp says, and the
best numbers show that the value of the proposal is
greater than its expense.

Support it further with stories of how other offices
have seen success with the proposal. But to make
them effective, mention real people and real places.
Fripp gives the example of if you were to walk into
Office X’s billing department, you’d be impressed to
see such-and-such. Or a friend in an Ohio office says
they moved to this software three months ago and
have already increased revenues by X%.

some rules for good presenting
Then there’s the presentation itself, and Fripp gives

these pointers:

PUT THE PUNCH AT THE END
The punch words and statements need strategic

placement.
Those are the words and phrases that convey the

most important thoughts – the things the manager
wants the doctors to remember. To get them noticed
and remembered, put them at the end of a sentence.

What’s in the middle of a sentence tends to get lost,
Fripp explains. For example, in We are looking for-
ward to your recommendation on this report today,
the punch word, or the word people need to remember
is recommendation. Far more effective is We are look-
ing forward to your recommendation.

Another example: Thank you for the opportunity to
present my proposal this morning. The punch words
are my proposal, and the words this morning “just
killed their impact.”

DELETE THE USELESS WORDS
Take out any words that aren’t necessary to convey

the message. They’re debris. They have no value.
They clutter up the message. They put people to sleep.

Fripp gives this example: I want to thank each and
every one of you for attending this presentation today.

Take out each and every one of you and today, and
what’s left is a strong and clear message: thank you
for attending this presentation.

PAUSE BRAVELY
Put in a pause or two. Pauses do good things.
They let a nervous manager take a breath and relax.
They give a moment to look at the notes.
But mostly, they make the important points stick in

the audience’s memory.
Suppose the speaker says 99% of medical offices

surveyed said X software was the best investment they
ever made. Rush right into the next sentence, and the
doctors will forget that. But pause, and it soaks in.

WATCH THE CLOCK
Never talk overtime. If 30 minutes are set aside for

it, stop at 20 and ask for questions.
If time gets short, just throw in what Fripp terms

“an emergency ending.” Tell what was not covered
and offer to provide it later.

Suppose the presentation is about a new billing
software and the clock starts to chime before the man-
ager gets to the part about how two other offices have
used it. Just say if you’d like to hear about case histo-
ries of other offices that used this software, I’ll be
happy to tell you about them after we finish.

FOUR LITTLE ASIDES
• Never read a presentation.
• To project confidence, lean forward in the chair

and make direct eye contact.
• Be comfortable with silence. Don’t try to fill it

up. Being able to look at a group or at an individual in
silence bespeaks confidence.

• Always say something memorable, or something
the doctors can take away, for example, this software
could well give us the competitive edge. �
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