
Those Accountable Care Organizations are ready to
roll.
The government will begin receiving applications

for them in January, and the first ones will start oper-
ating April 1.
The ACO is an organization of doctors and other

providers who treat a group of patients and try to
coordinate care and thereby reduce unnecessary care
as well as costs.
The news is that the final rules on the specifics of

how the ACOs will operate have just been published,
and they make some significant changes from the pro-
posed rules, which came out in the spring. Mostly,
they ease up on some of the original requirements,
with the intention being to attract more doctors and
hospitals into the program.
Right now, participating in an ACO is voluntary.

But don’t look at these new organizations as foreign
bodies. They are a major provision of the health care
reform law, and they appear to be the way all offices
will soon be treating patients and getting paid for
doing so.
Here are the changes that have come as a result of

the final regulations as well as some general ACO
information.

here’s what’s new with ACOs
In brief, the new regulations have made significant

alterations in six areas.
• Fewer quality measures. The number of quality

measures that ACOs have to meet is now only 33.
Originally, they were to track 65 quality measures,

and the most significant point here is that the ones
that apply to hospital-acquired conditions have been
taken out, which should make the tracking easier.
Reporting on the quality measures is one of the ele-

ments that determines how much profit or loss the
ACO will see.
The measures are divided into four categories:

patient/caregiver experience, care coordination and
patient safety, preventive health, and caring for at-risk
populations.
• Faster payments. ACOs that are able to save

money will get their share of the savings as soon as
it’s generated. The original rule said they would have
to reach 25% of the projected savings before they
could see any of the money.
• Up-front info on patients. Each ACO will be told

ahead of time who its patients are going to be.
Patients don’t enroll in an ACO. Instead, Medicare

assigns them to the ACO based on their past claims.
Each ACO has to accept responsibility for at least
5,000 Medicare patients, and the one thing it cannot

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

How a time clock and layoffs
got turned into staff benefits
As the saying goes, “you can catch more flies with honey than

with vinegar.” And a manager in a large legal practice did just that
to avert disaster in two situations.
She is ROSEANN LINTEN, director of administration in the

Florham Park, NJ, office of Drinker Biddle & Reath.
The first potential disaster was the addition of a time clock.
In 1999, the practice merged with another group, and with the

merger came the decision that all staff should keep the same hours.
Before then, it was up to each staffer’s individual boss to mind the
hours, and some of the bosses were not sticklers for punctuality.
Thus, the entry of the clock. And nobody liked it.
So with no announcement at all, Linten started giving “free-hour

cards” to everybody who clocked in on time every day during each
month. The cards were good for one paid hour off and could be used
however staff wanted. Some people used them to extend lunch or get
off early, and some even saved them up for extra vacation days.
The cards were printed out on computer and worked like cash.

Staff had to hand them over to get their free time approved.
Soon instead of being unpleasant, clocking in became exciting.

Staff fought for those cards, she says.
After two years, people were in the habit of coming in on time, so

the cards were retired. And with little protest, she says, because the
free time was never presented as office policy but only as a tempo-
rary extra to get everybody used to the change.
The second potential disaster was impending layoffs – an eco-

nomic necessity the practice didn’t want to face. So the decision was
to let the staff numbers reduce by attrition.
But to encourage the attrition, the office set up an attractive

retirement package of severance and benefits that was available for
only one year. And eight long-term staffers took advantage of it.
Then to make their leaving a positive event and not a layoff, the

practice “spent a lot of money saying good bye to them.” It held a
catered champagne lunch with retirement gifts, speeches from the
partners, and a video outlining their history with the practice and
humorous things that happened during that time.
“We had a big shindig,” Linten says. Both current and alumni

staff were invited, and so were the families of the retirees.
Of the eight retirees, the practice replaced only one. The other

duties were spread out among the existing staff.
As a result, seven salaries were peacefully eliminated, and

because the retirees were long-termers, the savings was significant.
If you have a system that makes your office run smoothly, MOM

would like to write about it. Contact the Editor at 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)
do is cull out at-risk patients so as to increase its prof-
its.
Originally, Medicare said it would assign patients

retrospectively, which meant the ACO wouldn’t know
who its patients were until after the fact. Now, howev-
er, the ACO will get a preliminary list of patients plus
quarterly updates and a year-end report.
Doctors who participate in an ACO have to notify

their patients that they are participating in it. The
notice also has to say that the doctors have a financial
interest in the ACO – that they can make additional
money if they coordinate care, improve quality, and
cut the costs and also that they will lose money if they
don’t do all that.
They also have to tell patients that their claims data

can be shared with all the providers in the ACO – an
element obviously necessary for care to be coordinat-
ed. Patients can then opt out of having their informa-
tion shared.

• Rural health ACOs. Community health centers
and rural health clinics will be allowed to form and
participate in ACOs. Originally, they were allowed to
participate but couldn’t form ACOs independently.
Along with that, Medicare has set an incentive for

ACOs that have the potential for less income. It’s
called the Advance Payment Model, and it provides
up-front payments as well as monthly payments based
on the number of beneficiaries.
The program is available to ACOs that don’t have

hospital members or whose only hospitals are critical
access or rural. The ACOs must also have low annual
revenues.

• A longer application period. The application
period has been extended. Medicare will start accept-
ing applications January 1 for ACOs that start April 1.
Along with that, it will accept applications in March
for ACOs that start July 1.

• Easier EMR requirements. Medicare has eased
up on its electronic record requirements for ACOs.
Earlier it had said that at least 50% of the primary
care physicians in an ACO had to show meaningful
use by the beginning of the second year of operation.
Now instead of making that requirement, it’s giving
an incentive – ACOs that have a high percentage of
meaningful users can get higher quality scores – and
more money as a result.

just what are ACOs?
The ACOs are part of health care reform.
They are organizations where providers and also

suppliers work together to treat a specific group of
patients.
Clinically, their purpose is to eliminate fragmented

care where a patient sees several doctors who don’t

communication with one another. In that type of sys-
tem, there’s potential for duplicated tests and services
as well as for care that isn’t as good as it could be.
Financially, their purpose is to save money.
An ACO can be made up of doctors and other

providers in an individual group practice, or it can be
a network of several practices. It can also be a combi-
nation of hospitals and physicians.
Right now, ACO participation is voluntary for doc-

tors, but health care reform envisions ACOs as the
way all health care will be delivered and paid for in
the very near future.

the payment system
Doctors who participate in an ACO get fee-for ser-

vice payments, and the patients can choose their own
doctors. Patients whose doctors become ACO-affiliat-
ed can stay with those doctors or not, and if they do
opt to stay, they can choose which doctors within the
organization they want to see.
Medicare will pay the ACO doctors their regular

fee-for-service amounts.
But it will also set a benchmark of how much the

ACO should be spending. Then if the ACO’s costs fall
below that, it gets a percentage of the savings. On the
other hand, if costs exceed the benchmark, it will have
to repay a percentage of that amount to Medicare.
An ACO can opt for one of two types of risk.
The first is a program where the ACO doesn’t

assume any risk at all. It only gets a part of the shared
savings. It doesn’t have to pay anything back if its
costs are too high.
The second is a program where the ACO gets a

share of the savings but also has to pay back part of
the losses. And in exchange for taking on that risk, it
gets a higher share of whatever savings it generates.
The ACO will have to do a lot of reporting, and

Medicare will monitor their claims and financial and
quality data, perform site visits, and survey the
patients on satisfaction.

the application process
Medical groups that want to start an ACO have to

apply to Medicare for approval.
For ACOs with an April 1 start date, applications

have to be made during January.
For those with a July 1 start date, applications have

to be made during March.
The process is lengthy and involved. Essentially,

the group has to explain how it will deliver high quali-
ty care and lower costs. It also has to agree to stay in
business for at least three years.
Applying is done online. For information, go to

www.innovations.cms.gov/areas-of-focus/seamless-
and-coordinated-care-models/advance-payment. And
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for general information about applying, go to
www.cms.gov/sharedsavingsprogram.

the pros and cons of it all
Some observers say ACOs will actually raise costs

and reduce the quality of care. And the Congressional
Budget Office somewhat supports that. It says the cur-
rent demonstration project, the Physician Group
Practice Demonstration, hasn’t produced much sav-
ings at all and what little savings there has been was
created by charging private payers more.
There’s concern too that ACOs are little more than

another form of HMOs. And they are indeed similar in
that both have physician networks that manage the
resources to control costs.
However, the government says it’s making sure

ACOs don’t turn into HMOs.
One reason is that the profit doesn’t come from

withholding services to patients. Instead, the focus is
on providing services that promote health, thereby
avoiding expensive treatments. In addition, quality
and patient satisfaction get measured and determine
the ACO’s profit.
The government also points out that ACOs will be

smaller than HMOs because they are mostly local.
And if they do stay small (which may or may not hap-
pen), there won’t be a giant bureaucracy to wade
through.
Beyond that, since the days of HMOs, technology

has advanced to the point that it’s now possible to
track both the cost and the outcomes of care. �

At-will employment
can die unexpectedly –
and in the sneakiest ways
What does at-will employment mean?
It means that either the employer or the employee

can end the relationship at any time and for any rea-
son or for no reason at all – unless there is a contract
for a term of employment.
So why should a manager be concerned about that?
Because most states say yes, there can be an

implied contract of employment and no, that contract
doesn’t have to be written or even expressed and yes,
it can negate the at-will employment. And if the
employment is not at-will, the manager can terminate
someone only for good cause.
And what creates an implied contract?
Some very common circumstances, says DENISE

I. MURPHY, a labor and employment attorney with

Rubin & Rudman in Boston. And managers need to
make sure their offices don’t fall into them.

from probation to contract
One danger area is the probationary period for new

hires.
It’s common practice, Murphy says. Many employ-

ers set a 60- or 90-day period before employment
becomes final, the logic being that if the person does-
n’t work out, there’s a simple good-bye with no firing.
And in the meantime, that person doesn’t have any
benefits, so there’s no COBRA concern afterwards.
But the risk is that the process of making it through

a probation period to full-scale employee can be seen
as an implied contract of employment. And if there’s a
contract, the employer can’t fire at will.
The simple solution is to do away with any proba-

tionary period the office now has.
What about the fact that many insurance companies

require a wait period before a newcomer can be give
coverage? Does that create a probationary period?
No, she says. But for safety, make it clear to each

new employee that such is not the case.
Add a statement to the handbook that “there’s a

waiting period for eligibility to obtain benefits” but
that it “has no impact on anybody’s employment sta-
tus, which is at-will at all times.”

clad the handbook in iron
Another danger comes from simply having an

employee handbook. People have argued that a hand-
book is evidence that there is an implied contract.
To void that argument, Murphy says, put a state-

ment at the very beginning of the book that “this
handbook is in no way a contract of employment” and
that employment is at-will at all times.
Then for safety, reinforce it. Require the employees

to sign a statement saying they have received and read
the handbook, that they understand the contents, and
that they acknowledge the employment status as at-
will. And after that “restate the definition.”

more protection in the discipline
The at-will statement also needs to appear in a spot

few employers ever think about, and that is on any
document outlining a disciplinary policy or procedure.
Without the at-will statement, it can be argued that

the office has to follow the disciplinary procedure
before it can terminate anybody.
All the statement needs to say is that “nothing in

this policy alters your status as an at-will employee.
We reserve the right to terminate your employment at
any time.”
And whenever the office updates its disciplinary
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procedures, repeat the statement so nobody can say
the new policy negates it.
Another safety point here is to put the same state-

ment at the end of any written warnings an employee
gets. That prevents a fired staffer from claiming the
manager was supposed to go through the full discipli-
nary procedure before firing.

come to work – but on our terms
Be careful too of negating at-will status in letters

offering employment.
Along with the basics of salary, benefits, and paid

days off, there needs to be a statement that “This offer
outlines the general conditions of employment. It does
not form a contract. Your employment with us is
employment at will and can be terminated at any
time.”
In addition, don’t state the pay amount in terms of

“annual salary.” Phrase it that way, and somebody can
argue it implies a guaranteed one-year employment.
Instead, if it’s an hourly employee, say “your

hourly rate is $X.” Or if the job is a salaried position,
“you will be paid monthly at $3,000, annualized at
$36,000.”

recruiting is also risky
Also, Murphy says, don’t try to win over a candi-

date by saying that working in the office can be a last-
ing career.
That’s a common mistake. A top candidate comes in

and gets a sales pitch of “people never leave here” or
“most of our staff have been with us for 10 years or
more.”
Those remarks may make the office look like a

great place to work, “but they also suggest that
longevity is guaranteed.”
Say the same thing, but say it in different words

such as “our staff enjoy working here.”
And if a candidate asks about turnover, say “As in

every business, people come and go, but the people
who are here right now seem content. I think you’ll
enjoy working here.”
The same applies to job reviews, she cautions.
Don’t tell a good performer “you’re a great asset

and you’ll always have a job here” or “we don’t want
to lose you” or “you’re in our long-term plans” or
even “I don’t know what we’d do without you.”
The performance could take a nosedive the next

day. Or the doctors could make business changes that
don’t include that person.
Give compliments, yes. But to sidestep risky state-

ments, make each one “specific to the act,” such as
“you have done a fine job on this project.” Don’t give
overall general praise lest the employee take it as a
sign of guaranteed permanent employment. �

CPT’s 2012 updates begin
with E/M code revisions
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
Last month’s issue carried a list of the CPT updates

for 2012. And here is the start of the who-what-when-
where-why of them.
In this column is an explanation of the revisions to

the E/M codes plus the updates to the first part of the
surgery section.
Next month, we’ll finish the surgery section and

move on to radiology, path and lab, and medicine.

E/M: revisions, but no new codes
In the E/M section there are no new codes but there

are four areas of revision.
First is a revision to the definition of new and

established patient, and it applies to specialty prac-
tices. Though a seemingly miniscule change, it can
make a lot of difference in payment, because new
patient services generally pay more than services for
established patients.
Specifically, the revision makes it clear that if a

patient sees one physician in the practice and then
goes to another physician in the same practice who
has the same specialty but a different subspecialty,
that patient is considered a new patient.
For example, suppose a new patient comes to a

neurology practice and sees a doctor whose subspe-
cialty is autonomic disorders, or disorders of the
nerves that control involuntary actions such as breath-
ing or the beating of the heart. Obviously, the office
codes a new patient.
But suppose that same patient comes in a few

months later and sees another neurologist whose sub-
specialty is headache medicine.
Is that a new patient once again?
Yes. And the reason is that the headache neurologist

can’t just pick up the notes from the other neurologist
and go from there. Headache treatment is a new area,
so that doctor has to start from ground zero with a his-
tory, exam, and so on.
The same would be true in an orthopedic practice

where a patient sees one doctor for, say, a leg fracture
and then later sees a hand specialist in the same
office. The hand treatment has nothing to do with the

ICD-9-CM and CPT
coding update
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leg fracture, so the patient is a new patient.
The E/M codes are most likely making that distinc-

tion because of the growing number of subspecialties.
The notes define new patient as one who has not

received services from another physician of the exact
same specialty and subspecialty in the same practice.
They also lay out a decision tree for new v. estab-
lished patient:
Has this patient seen another of our physicians
in the same specialty?
no � This is a new patient.

yes: Was the first physician in the
exact same specialty?

no � This is a new patient.
yes: Was it the exact same

subspecialty?
no � This is a new patient

yes: This is an established patient.

the initial observation E/Ms
The second revision comes to the E/M codes for

initial observation care.
The codes are 99218, 99219, and 99220 for levels

1, 2, and 3 respectively. A “typical time” has been
added to each of those.
For level 1, the code now says that “physicians typ-

ically spend 30 minutes at the bedside or on the
patient’s hospital floor or unit.” For Level 2, the typi-
cal time is 50 minutes. And for level 3, it’s 70 min-
utes.
Previously, no time was stated.
Adding those times brings the observation codes in

line with the initial inpatient care codes (99221,
99222, and 99223), which also show typical times of
30, 50, and 70 minutes.
Note that those times are just a guide. Time isn’t

the determining factor in any of those codes.

the prolonged services E/Ms
The third area of E/M revision is in the prolonged

services codes (99354-99359). And the notes there do
two things.
First, they clarify the fact that the services don’t

have to be provided solely by a physician but can be
done by another qualified health care professional.
Thus the word physician has been taken out, so “pro-
longed physician services” is now simply “prolonged
services.”
And second, for the first four codes (99354-99357)

the notes clarify the definition of direct patient con-
tact.
They explain that direct contact includes both face-

to-face and non-face-to-face services and that the time
may not be continuous. For example, the physician

might see the patient this morning and then review the
record for that service later today or even on a differ-
ent day.
There has to be face-to-face contact at some point,

but not for the entire time.
The other two codes here (99358-99359) are for

prolonged services without direct patient contact.
They cover prolonged services either before or after
the direct contact.

the neonate critical care E/Ms
The fourth area of E/M revision is in neonatal and

pediatric critical care.
One note points out that there are two new T codes

that apply to babies 28 days or younger, and they are
used in addition to the critical care codes.
They are 0260T for total body hypothermia and

0261T for head hypothermia. The hypothermia is done
for infants suffering from hypoxia, or low oxygen
supply. The cooling slows down the body functions
while oxygen is administered and allows for better
oxygen absorption.
Another note makes an addition to the services that

are included in critical care and therefore don’t get
coded separately. The added services is car seat and
bed evaluation for airway integrity (94780-94781).
Those two codes are new this year, and the notes

make it clear that they are part of the critical care.
Following that are yet more new notes, and they

cover babies who improve or worsen and are moved
to another level of care.
For the baby who improves, they say that on trans-

port day, the transferring physician does not code a
per-day critical care service. Use instead a code for
subsequent hospital care (99231-99233) or for general
(not neonate) critical care (99291-99292).
The receiving physician then uses a code for subse-

quent hospital care (99231-99233) or subsequent
intensive care (99478-99480) – again, not neonate
care.
On the other hand, if the baby worsens and is trans-

ferred to critical care, the transferring physician codes
either standard critical care or intensive care, and the
receiving physician codes subsequent inpatient neona-
tal or pediatric critical care (99469 or 99472).

the new surgery codes
THE INTEGUMENTARY SYSTEM

And now for the new codes.
They begin in the surgery section with the integu-

mentary system, and they cover the application of skin
substitute grafts (15271-15278). These are simply
nonautologous grafts. They can be human skin or any
type of skin substitute such as a biological product or
a graft from an animal. And the codes don’t specify
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how the graft is attached or anchored. That’s the doc-
tor’s choice.
Two points to note here:
First, some of the codes give the size of the area as

100 sq cm or 1% of the body area. The centimeter
measurement applies to anyone age 10 or older. The
percentage applies to children under age 10.
And second, the graft codes often involve debride-

ment (11042-11047), and the debridement codes
depend on both the depth of the tissue removed and
the surface area of the wound.
When there is just one wound, code the deepest

level. But when there are several wounds, sum up the
surface areas of the ones with the same depth.
So suppose there is bone-deep debridement on two

wounds – a 4 sq cm wound on the heel and a 10 sq cm
wound on the buttocks. The total is 14 sq cm, and the
code is 11044 (debridement, first 20 sq cm or less).
Or suppose the areas are larger, perhaps 16 sq cm

and 10 sq cm. The total is 26, so the code is 11044
followed by 11045 for the next 20 sq cm.
Also new in this area is code 15777 for implanting

a biological matrix or underpinning for soft tissue
reinforcement. This is an add-on code, and it applies,
for example, when a support is inserted under the
chest muscle as part of a mastectomy repair.

THE MUSCULOSKELETAL SYSTEM

The new codes here start with 20527 for the injec-
tion of an enzyme into the palmar fascial cord, which
is the fibrous tissue in the palm of the hand. This is
usually done to treat Dupuytren’s contracture, where
the tissue thickens and draws the fingers in.
Associated with that is new code 26341 for the

manipulation of the tissue after the injection.
Two more new musculoskeletal codes are 22633

and 22634 for lumbar arthrodesis. They are for a com-
bination of arthrodesis procedures and cover com-
bined posterior or posterolateral technique as well as
laminectomy or discectomy to prepare the interspace.
Thus, it’s possible to code those elements separately
or, when done at the same time, as a combination.
The last new musculoskeletal codes are 29582-

29584 for the application of multi-layer compression
done to treat conditions such as edema or swelling.
Along with those, code 29581 has been revised so

it’s now possible to show the full extent of the com-
pression: to the leg below the knee, to the leg and
thigh, to the upper arm and forearm, and to the upper
arm and forearm plus the hand and fingers.
Until now, there has been just the single code 29581

for everything.
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. �

Surviving a bully doctor:
do it carefully lest
somebody get fired
A growing concern in all types of professional

offices is the bully boss.
“Bullying is the issue for this decade that sexual

harassment was in the 1980s,” says RACHEL
SCHAMING, a business and leadership coach and
certified conflicts mediator in Tucson, AZ. Schaming
is also a former medical manager.
In a physician practice, the issue is especially diffi-

cult, because the bully is often a senior doctor. As a
result, staff don’t want to mention the issue for fear of
losing their jobs, and the other doctors don’t want the
confrontation or the potential loss of patients.
So the bullies carry on.
It’s not even uncommon for employers to give

“hazardous duty pay” to coax people “to tolerate the
pummeling they’re getting.”

the four categories of bullying
Bullying is “repeated inappropriate behavior

against another person.” And there are four types.
First is verbal bullying. This is rude remarks,

ridicule, name calling, insults, and making the victim
or even the victim’s family the butt of offensive jokes.
Second is gesture bullying. Included here are things

such as eye rolling, huffing, leering, or staring at
somebody to make the person feel threatened.
Third is exclusion. The bully purposely excludes

the victim from work-related activities.
And fourth is physical bullying such as poking

shoving, and tripping. It also includes damaging the
victim’s workspace or equipment.

the portrait of the bully
Almost always, the bully is somebody in a high

position and the target is somebody in a lesser role.
It can be an owner physician targeting a physician

employee or a supervisor targeting a staffer. But the
target is dependent on the bully for something such as
raises or bonuses or interesting work.
There can be name calling, yelling, and subtle

threats such as “you’re on thin ice with me.”
There can also be glaring in an effort to make the

victim uncomfortable. Or the bully may stand too
close to the victim so as to violate personal space.
All that wears people down. Their performance

declines. They start missing work. Some people
become withdrawn and timid and lose concentration.
What’s the bully truly like?
Beneath the bravado is a tremendous amount of
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fear, Schaming says. And most of the time, the fear
has to do with competence. The bully is afraid of not
measuring up – as a person or as a physician or as a
partner in the practice.
Don’t confuse a bully with a tough boss, she notes.
The tough boss has high expectations and demands

top performance and high quality work. By contrast,
the bully demeans and embarrasses people and makes
them feel they are the cause of every problem that
crops up.

one more policy to write
Bullying calls for yet another policy.
It needs to say the office won’t tolerate bullying.

And it needs to carry discipline, including termina-
tion.
It needs to define bullying and lay out the four

types with examples of unacceptable behaviors such
as constantly criticizing someone or constantly inter-
rupting someone during meetings.
Schaming adds that while physical bullying doesn’t

happen often in a professional office, it’s not an
impossibility, so cover that as well.

gather the facts – anonymously
What should the manager do when someone com-

plains of bullying?
Collect the facts. Ask questions such as What it is it

like to work with this person? What are some exam-
ples of the bullying? Has anybody witnessed the inci-
dents you’re describing? Do you know if anybody else
is experiencing this?
Then write a synopsis of the discussion. Schaming

recommends setting out the incidents according to
which of the four categories applies, and for each one
tell what happened, when, and if there were witnesses.
Don’t identify the person making the complaint,

however. Bullying carries a “paralyzing fear” of los-
ing a job, so unless complaints can be made anony-
mously, people won’t report it. And perhaps because
of that fear, the person who reports it is often not the

victim at all but somebody who has witnessed it often
enough to be concerned about it.

not a job for the manager
Now to beard the bully.
That’s one job the manager should not do, Scham-

ing warns. If the bully is a senior physician, the man-
ager can become the next target or even lose the job.
The manager’s responsibility is only to bring the

matter to the attention of a trusted physician, prefer-
ably the managing physician. No more.
Present the information, explain the impact on the

office in terms of turnover, absenteeism, or lost pro-
ductivity, and offer some solutions. Then back off.
For the physician doing the confronting, she recom-

mends approaching the bully in terms of “we are hav-
ing too many complaints about this.”
Then paint the picture of what’s going on. Say

“here is the problem at hand” followed by “here are
examples” followed by “here are the possible conse-
quences – losing a quality employee, etc.”
Be tactful. Don’t mention every infraction. Just cite

the most egregious examples.
And to keep the meeting from turning into a fight,

recognize along the way the contributions the physi-
cian has made to the practice.
Then say “I know we can work through these

things” followed by “what do you see as the next
steps that you need to take?” Often that opens a con-
versation. It’s not unknown for the response to be “I
had no idea,” and the issue is solved right there.
On the other hand, if the conversation is fruitless,

put some teeth into it with something such as “failure
to deal with this means won’t get your bonus.” �

The key to being
a successful manager is
assertion, not aggression
To manage people, a manager has to be assertive.
But be aware that there’s a strong difference

between being assertive and being aggressive, says
JUDY BELMONT, MMF, LPC, a psychotherapist
and workplace wellness trainer in Philadelphia.
The assertive manager sets limits and enforces stan-

dards. Every manager has to do that. If the rules aren’t
enforced, or if there are no limits at all, the office will
be a place of havoc.
The aggressive manager, on the other hand, tries to

keep order by attacking people. And the aggression
does nothing but undermine the manager’s success,

by john chase

You’re overbooked today. No chit-chat!
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staffer who is a constant talker and the staffer who
dresses inappropriately.
In the first situation – the talker – suppose the talk-

ing is severe to the extent that it keeps everybody else
from being productive.
Don’t start out with an accusation: “you talk too

much.”
Start off instead describing the problem and telling

what has to be done about it: “I find that your friendli-
ness and talking is impacting the performance of other
people. I’m going to ask you to be more vigilant about
talking when you are not on break, because it impacts
our work.”
Point out the consequence of not doing so, perhaps

“I will have to move your desk.”
If the staffer is especially capable, add something

positive to it. Offer to make the job more interesting:
“I’ve noticed that you seem to have a lot of time on
your hands. Do you need more challenging work?”
And then talk about what other duties the staffer
might take on.
With that approach, the manager isn’t aggressive or

judgmental, and neither is the staffer being labeled “as
gabby or inconsiderate.” What’s more, the staffer has
just been given an opportunity for professional
growth.

a matter of following policy
With the second situation – the inappropriate dress-

er – the solution is to set limits. Draw up a policy that
spells out in detail what is and what isn’t appropriate
in the professional setting.
Be specific to a fault. With skirt length, tell how

many inches above the knee is acceptable. With neck-
lines, say “there cannot be any cleavage showing.”
Then there can be no question of what people can and
can’t do.
Along with that, put in disciplinary consequences

with the usual “up to and including termination” pro-
vision.
And make it a requirement that everybody sign the

policy.
Many managers are afraid to set limits, because

they don’t want to deal with the complaints, she says.
But limits are a necessity. When there are no lines of
demarcation, people start pushing the rules to see how
far they can go.
The limits of the policy also give the manager a

valid business reason to discuss the issue. Without
that, it’s easy for a staffer to say “I’m being picked
on” or “I’m being discriminated against.” And with
the issue of dress, if manager and staffer are not of the
same sex, there can even be a claim of sexual harass-
ment.
Also, she says, don’t let things slide. Enforce the

policy at every turn. Let a few people get away with

because it doesn’t generate good behavior. It only puts
people on the defensive.

a quick self-evaluation
Is the manager aggressive or assertive?
To do a personal evaluation, step back and look at

what staff are hearing.
Aggression is an attack on the person instead of on

the behavior, and all it produces is a defensive staffer.
Most often it starts with a sentence that begins with

you and continues on with a label, for example, “you
are spending so much time being a busybody that you
aren’t getting back from lunch on time.”
The outcome: the staffer immediatly goes into

defense mode.
Stick to the transgression: “it’s not appropriate to

take extra time for lunch without permission.”
It’s aggressive too to make a personal remark to a

staffer within earshot of other people. For example,
the late-luncher is talking with others and the manager
says right in front of everybody, “Staffer A, your
lunch hour ended 15 minutes ago.”
The outcome: defense mode again.
Defensiveness also crops up when the boss doesn’t

listen to what staff are saying.
Many a manager “talks at people, not with them,”

Belmont says. And talking at someone shows no
respect for that person.
Talking with someone means empathizing with that

person and showing concern for how that person sees
things. It says “I don’t think you’re stupid for feeling
that way.”
Suppose the response from the late luncher is

“Staffer B is always late from lunch, but you never
say anything about that.”
The aggressive manager comes back with “well I’m

talking to you now. Staffer B is none of your con-
cern.”
The assertive manager, however, listens and also

recognizes the statement with “I understand it can be
frustrating to have me tell you to do this when you
think I should be talking with Staffer B instead. But if
I am talking with Staffer B, I can’t be telling you
about it.”
That says the manager recognizes the staffer’s

remark. It also says the manager respects everybody’s
privacy.
As an aside, Belmont cautions to give a second

thought to the validity of the staffer’s remark. When a
manager doesn’t enforce the rules consistently, people
learn when and how to get away with things.

putting it to work now
Belmont shows how to be assertive and not aggres-

sive when addressing two common situations – the



even small infractions and expect anger when the pol-
icy is enforced. Even worse, “come down on one per-
son but not the others and the office may see a dis-
crimination claim.”
What if staff ask why the policy is being set up?
Be assertive, not aggressive: “we have decided on

this because there has been some confusion on the
proper skirt length.”
What if a staffer starts coming in dressed inappro-

priately?
Again, assertion, not aggression. Don’t attack the

person with “you are dressing too sexy for the office.”
The you and the label of sexy only create defensive-
ness.
Stick to the facts. Make it a professional discussion

with the policy at the center: “I am concerned that
your skirt length does not meet our standard. The con-
sequences of not complying with the dress code are X
and Y.”
Now the manager has avoided both the defensive

response as well as “the human drama” that can ensue
with personal issues such as dress.
With clothing, Belmont adds, there can also arise

the question of whether the office should give extra
money to staff to improve their wardrobes. Her
answer is no. “That’s coddling people who are push-
ing the rules in the first place.”
Neither is there any reason to give people a grace

period to improve their wardrobes.
Be assertive and follow the policy. The office has

laid out what is appropriate, and there’s no reason
staff can’t follow the requirements.

the job well done
A final point of good management: an essential part

of changing any staffer’s inappropriate behavior is
following up with a compliment when the behavior is
corrected.
Some people argue that a compliment isn’t in order

because thebad behavior shouldn’t have happened to
begin with, Belmont says. But good management
demands it.
In an employment setting, people need to know

where they stand and how their work is being viewed
and whether they are doing the right thing.
When they don’t know that, they aren’t secure in

their jobs. They don’t fee valued. There’s anxiety. And
there’s low morale and turnover.
Hearing “you have improved and I have noticed it”

lets the staffer know the job is on solid ground and
that the manager appreciates and values the improve-
ment. �
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