
Postponed!
The Oct. 1, 2013, drop-dead deadline for ICD-10

has dropped dead.
At MOM’s press time, there was no word on when

the new deadline would be. All that was certain was
an announcement that the old deadline is a deadline
no more and that the government will set a new com-
pliance date later.

maybe long, maybe short

As to how long the postponement will be, nobody
knows.
A good guess, however, is that it will be shorter

rather than longer, because the government is in a
dicey situation. Many parts of health care reform can’t
go forward without ICD-10. An example is the
Accountable Care Organizations, or ACOs, which are
a major part of reform. The delay is holding them up,
because they depend on ICD-10’s detailed codes to
track care plans and follow-up care.
Along with that, many large health care entities pre-

dict that any appreciable delay will significantly
increase the cost of compliance because of the
expense of maintaining their current technology
updates during the delay period.
For that reason, there’s speculation that the delay

could be no more than 90 days, as was granted for the
HIPAA Version 5010 transaction standards. That
would make the start date Jan. 1, 2014.

or maybe a graded scale

There are also other possibilities of what offices
will see.
One is that the government will require all the com-

mercial payers to meet the original deadline but will
give offices and hospitals a delay so they have time to
test the new code system.
Another is that large hospitals and practices will

have to move to ICD-10 on schedule but smaller
offices and hospitals will get additional time.
Nobody knows. In fact, in announcing the delay, the

government clearly did not know what path it would
take, only that it would postpone the deadline.
For most offices, however, any postponement is

being met with a whew! because doctors are already
under the burden of quality measures, electronic
records, and moving to Version 5010 of the HIPAA
transaction standards.
On top of that is the looming new burden of dealing

with the insurance exchanges that health care reform
is setting up. The government has already begun fund-
ing them.

an expensive, Brobdingnagian job

Getting to ICD-10 is a gargantuan undertaking.
It requires changing almost every aspect of an

office’s operations, from the clinical documentation to
(please turn to page 3)
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this month’s
idea

A 30-day collection agency letter
cuts the A/R days in Atlanta office

A four-physician surgery practice has reduced its receivables sig-
nificantly with a collection approach that begins when a bill gets to
be a month old.

At 31 days, every account with a balance greater than $50 gets
turned over to the collection agency, explains ANJELICA
ALSTON, practice manager for Piedmont Colorectal Associates in
Atlanta. But there’s no actual collection work. Instead, the agency
sends the patient a “diplomatic” letter saying payment is late and
requesting payment in full.

The letter is written on the agency’s letterhead, but it tells the
patient to contact the office to make the payment. And while the
agency stays out of the picture, the letterhead gets strong attention.
Most patients pay within about a week.

The preliminary work continues for 30 days and includes a sec-
ond letter plus an automated phone call, again telling the patient to
contact the office.

After 30 days, Alston reviews the list of outstanding accounts and
decides which to turn over to the agency for standard collection
work. Thus, no time is lost. Preliminary collection attention begins
at 31 days and actual collection at 60 days.

The approach carries good psychology, Alston says. Many
patients don’t view their medical bills as priority and so put them at
the bottom of the stack. By contrast, they expect consequences for
not paying their other bills – they know their electricity or water
will be cut off. The letter emphasizes that the office’s bill “is also a
true bill” and that there are real consequences for not paying it.

“And they pay,” she says. Many call and pay by card. Patients no
longer “let the bill slide for two months.” And while the office still
sets up monthly plans for those who can’t pay in full, plan requests
have decreased significantly.

The office began the early approach only seven months ago, and
“immediately there was a huge difference in payments.”

What’s more, very few patients have complained about getting
the letter. Several have asked if the outstanding bill will appear on
their credit reports, and the office’s response is no, “it’s a service we
use, and it’s just a reminder.”

The expense, she says, is $12 per account. But the return on
investment is good, because most payments are made within 45
days, and far fewer accounts go to actual collections.

If your office has a system that helps its operations, MOM would
like to write about it. Contact the Editor, Medical Office Manager,
P.O. Box 52843, Atlanta, GA 30355. Telephone 404/367-1991 or e-
mail susancrawford@ardmorepublishing.com. We pay $100 for
every idea we write about in this column. �
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(continued from page 1)
staff procedures to billing to coordinating with payers.
Even the best prepared offices will likely see billing
backlogs, denials, and cash flow interruptions.
And the larger the practice, the more there is to do

in terms of both staff training and the number of sys-
tems to upgrade. In work hours lost, the cost can be
extensive. One 350-bed facility estimates it will spend
more than 35,000 hours on the ICD-10 changeover.
Beyond that, a recent survey found that 85% of

offices say ICD-10 poses serious issues in the time
required for staff training and making changes in the
billing department. Some medical groups have even
said that dealing with ICD-10’s more extensive codes
will reduce doctors’ patient-visit time.
And, of course, there’s the expense, which the

AMA estimates will run from $83,000 to as much as
$2.7 million, depending on office size.
Not everybody agrees with that, however.
The American Health Information Management

Association (AHIMA) wants to see the new codes
implemented on schedule, mainly because so much of
health care reform can’t occur without it.
AHIMA also says that the larger number of codes

should pose no difficulty. It likens the new system to a
complete dictionary as opposed to an abridged one
and points out that using a larger dictionary is no
more difficult than using a smaller one.
And on the technology side, the College of Health-

care Information Management Executives and the
Healthcare Information and Management Systems
Society agree ICD-10 should proceed on schedule.

a longer delay for HIPAA 5010?

There’s also another delay possibility managers
need to be aware of, and that is an extension of the
current delay of Version 5010 of the HIPAA transac-
tion standards.
Offices were supposed to start using the new ver-

sion by January 1, but at the last minute the govern-
ment postponed that until April 1 to give everybody
more time to get there. (See “There’s an extra 90 days
to get to HIPAA Version 5010” in the January issue of
MOM.)
Now the Medical Group Management Association

is asking the government to extend the delay to July 1.
It says many offices that have made the changeover
are not getting their Medicare claims paid. Some, it
says, have not received Medicare payments since
November.
ICD-10 requires that claims be processed using

Version 5010. �

A little bit of leniency
in avoiding next year’s
e-prescribing pay cuts
Doctors and other providers who did not meet the

requirements for electronic prescribing during 2011
are now getting their Medicare reimbursement cut by
1%. In other words, Medicare is paying them 99% of
what they ought to be getting.
And if they don’t get straight with e-scripting this

year, they’ll see a 1.5% cut next year and a 2% cut in
2014.
However, Medicare has made some changes that

can help doctors avoid next year’s cut.
Specifically, it has added a second reporting period,

which is January through June of this year. That’s
been done to give everybody more time to meet the e-
scripting requirements and steer clear of next year’s

ICD-10 basics to remember
Here are the bones of ICD-10 that managers need to

remember.
• ICD-10 = International Classification of Diseases,

10th Revision. It was developed by the World Health
Organization. ICD-9 = International Classification of
Diseases, 9th Revision.
• Like ICD-9, the new ICD-10 has both diagnosis

and procedure codes. ICD-10-CM (clinical modifica-
tions) carries the diagnosis codes, and ICD-10-PCS
carries the procedure codes.
Hospitals use the PCS procedure codes, but offices

never have and won’t start doing so now. Instead, they
code procedures with the CPT (Current Procedure
Terminology) codes. The change to ICD-10 will not
affect that. Offices will continue as usual with the
CPT codes.
• The move to ICD-10 is a requirement of HIPAA.
• The change to ICD-10 is necessary because the

current ICD-9, which is more than 30 years old, has
simply run its course. Many of its terms are obsolete,
and its numbering system is limited to the point that it
can’t adequately cover current medical information
and technology. It has only about 14,000 codes.
By contrast, ICD-10-CM is extremely detailed and

has some 68,000 codes, or about five times as many as
ICD-9-CM.
The large number of codes makes it possible to

track more details. For example, ICD-10 distinguishes
between intraoperative complications and postproce-
dural disorders. And it includes clinical concepts that
don’t exist in ICD-9-CM such as drug underdosing,
blood type, and blood alcohol level. �
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penalties. Previously, the rule was that any doctor who
had not reported at least 25 electronic prescriptions by
the end of 2011 would get the pay cut in 2013.
The same break will be available next year. There

will again be a second reporting period.
Thus, there’s still time to avoid the 1.5% cut next

year. To do so, a doctor will have to report at least 10
G8553 codes during the six-month period from
January 1 through June 30 of this year.
Group practices with 25 to 99 prescribers will have

to report at least 625 times. And groups with more
than 100 prescribers will have to report a minimum of
2,500 times.
Making it a bit easier still, doctors can now use the

G8553 code with any billable Medicare Part B ser-
vice. Previously, there were only 56 visit codes that
counted toward successful e-prescribing, and G8553
always had to appear with one of them.

EHR systems are okay to use

There’s also a clarification on what counts as a
qualified electronic prescribing system.
For their e-prescribing, doctors can now use either a

qualified system or an EHR system that’s certified for
meaningful use.
That was an expected change. It was necessary not

all EHR systems match exactly the requirements for a
qualified system, which meant some offices that have
already set up their EHR systems would have to buy
additional systems for the prescribing.

still time for hardship exemptions

In addition, there is still time to request a hardship
exemption. Requests made by June 30 will avoid the
2013 payment cut.
There are four hardship situations.
One is that the provider or group is practicing in a

rural area without sufficient high-speed internet
access.
One is that the provider or group is practicing in an

area where only a limited number of pharmacies have
e-prescribing capabilities (G8643).
The third is that the doctor cannot prescribe elec-

tronically due to local, state, or federal law. Generally,
that applies to doctors who mainly prescribe narcotics
and who practice in areas wherestate law prohibits
submitting narcotic prescriptions online.
And the fourth is that the provider prescribes fewer

than 100 prescriptions during the first six months of
this year.

To get a hardship exemption, the doctor will have
to file for it by June 30 on the CMS website. Applica-
tions can’t be submitted by e-mail, fax, or regular
mail. However, The CMS site is not yet set up. MOM
will publish it as soon as it is available. �

And on the horizon . .
quality reporting penalties
plus a value modifier
A word to the wise.
Offices that don’t participate in quality reporting

need to know that this is the last year PQRI is option-
al.
Starting next year, doctors who don’t report suc-

cessfully will get a pay cut in 2015.
The cut will be 1.5% in 2015 and 2% for years

thereafter.
Medicare will use the 2013 quality data to deter-

mine who gets penalized in 2015.
Along with that, Medicare plans to start paying for

performance in 2015. To do that, it will use the 2013
quality data. It will reduce the pay for doctors with
low quality reporting scores and give that money as
reward payments to those who show evidence of high
quality care as well as costs that are lower than aver-
age.
And coming soon down the pike is a new Value

Modifier, which will compare the quality of care to its
costs.
The modifier will start with some doctors in 2015,

but by 2017 it will apply to all physicians. �

Wage and hour violations
can creep in quietly, and
every office is at risk
A lot of employment laws apply only to larger

employers.
Not wage and hour laws. Those apply to every

employer, regardless of size.
And they are “the largest source of employment liti-

gation,” says employment law attorney DANIEL F.
PYNE of Hopkins & Carley in San Jose, CA. In his
own practice, wage and hour issues account for almost
half of the matters that come in.
The wage and hour laws are part of the Fair Labor

Standards Act, which requires that hourly employees
be paid for overtime work and also sets out who is and
who isn’t an hourly employee.
There’s no room for error with that, Pyne says,

because with the FLSA there’s no gray area. What the
employer does is either “clearly right or clearly
wrong,” and the penalties aren’t reduced because it
was mostly right.
Make a mistake and suffer the full consequences.
Generally, that means payment of all back wages
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due plus fines. There can also be criminal charges and
fines up to $10,000.

violations happen often and easily

It’s not uncommon for employers to get into wage
and hour trouble, Pyne says.
One reason is that managers “tend to follow the

herd mentality.” They see other offices guilty of viola-
tions and think they can do the same. Ask any office
the why of a wage and hour violation, and the com-
mon response is “well, everybody does it this way,” so
it must be right.
Businesses of all sorts and sizes make wage and

hour mistakes every day, he says. Just because a very
large or prominent office does something doesn’t
mean it’s right.
Another reason for the large number of violations is

that managers don’t have any real incentive to follow
the FLSA requirements to the letter. Their job is to
minimize costs, and paying out a lot of overtime will
hurt their performance reviews. So they focus on cut-
ting corners more than on complying with overtime
law.
Along with that, managers don’t expect their staff

to bring wage and hour claims. Often a manager will
admit that yes, there is a violation going on, “but
we’ve all been working together a long time. It’s like
family here. Nobody is going to report it.”
That’s true “until somebody gets fired or laid off,”

he says. Then the loyalty goes out the window and the
fired staffer starts crying wage and hour violation.
Heretofore, it wasn’t a big deal to work an extra hour
or two, but now the picture changes and the thinking
becomes “I didn’t get paid for overtime for the last
three years.”
And the fact that the staffer consented to it is no

defense for the office.

in comes a killer class action

The real danger with wage and hour violations,
Pyne says, is that it only takes one complaint to start a
class action law suit. Whenever a client comes in cit-
ing an FLSA violation, the attorney responds with
“are there others like you in the company?”
The more people the better, because there’s a lot of

money for that attorney to collect. And the attorney
doesn’t even need the consent of those other employ-
ees to make them part of the claim.
In a large company, a class action can cover

“dozens, hundreds, and thousands of employees,” he
says, and if the violations go back a long time, the
payback amount can be tremendous. Federal law
allows going back three years, and some states say
claims can go back even farther than that.
The case may get settled at a discount, but even that

can be an enormous amount. There can also be signifi-
cant state and federal penalties. And on top of that,
the employer also has to pay attorney’s fees.
In short, he says, “it could kill you.”

misclassification is at the top

The big violation to watch for is misclassifying
hourly employees as salaried employees and not pay-
ing them overtime. Salaried employees are exempt
from overtime, but hourly employees have to be paid
for extra hours worked.
The misclassification can be especially costly

because employers don’t keep time records for
salaried employees. So if a misclassified employee
says “I worked 15 hours a week of overtime for three
years and never got paid for it,” the office “is behind
the eight ball.” It has no records to show otherwise
and may well have to pay the full amount of back
wages claimed.
And if other employees have also been misclassi-

fied, the claim could turn into a class action.

repair the mistakes quietly

What should the office do if it has been misclassify-
ing employees?
Be careful, Pyne says. Don’t do anything without

first talking with an attorney to develop a strategy.
In general, if only a small amount of money is

involved, an employer is better off just paying what’s
owed. But if the violation has been going on for a
long time and if a lot of employees are involved,” it’s
going to be a challenge.
His advice is “don’t bring attention to it.” Correct

the problem without telling anybody the change is
being made to comply with the FLSA.
One approach is to redo the employee handbook

and change the payroll and quietly “build a fence
around the problem so it doesn’t get any bigger.”
Don’t make a sudden or unannounced payroll

change, or people are going to start wondering “hey,
what’s going on here?” And somebody may figure out
the situation and bring an FLSA suit.

three points of safety

As to what the manager can do to keep the office
safe from overtime violations, Pyne makes three rec-
ommendations.
• Have staff fill out their own time records and sign

them.
Many managers do the documenting themselves, h

says, and that’s risky.
If somebody sues for unpaid overtime and the

records are in the manager’s handwriting, the claim is
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going to be “I didn’t create those records. The manag-
er wrote all that down.”
But if the records are in the staffer’s handwriting,

there’s no argument.
• Pay attention to who’s doing what.
Suppose the office has a policy that no one can

work overtime without approval and the manager sees
somebody working at the front desk after hours.
Pay that person and stop it right there, he says.

Otherwise, a claim can come in that the office knew
the staffer was working extra hours “and was happily
reaping the benefits of the overtime labor but wasn’t
paying for it.”
If the staffer continues to work overtime after being

told to stop, treat it as a disciplinary issue.
• Pay for every minute a staffer works. Anything

the job requires is work time.
If travel is a job requirement, for example, the

employee has to be paid for the travel time. Or if a
manufacturing company requires people to change
into uniforms before starting work, the clothes-chang-
ing time is work time.
He gives the example of one medical office client

that required staff to come in at 7:40 a.m. for a morn-
ing huddle. The office didn’t open until 8:00 a.m., so
nobody clocked in until then.
All was well until a staffer was fired and came back

with “I never got paid for those morning meetings.”
The huddles had been held four days a week for a
long time, and the office had 10 staffers. “Do the
math,” he says. “The numbers add up quickly.”

the potential on the horizon

Be aware too of potential issues developing as a
result of what he terms “a cultural tension.”
Technology now allows people to stay connected

with their jobs and catch up on work after hours, “but
the wage and hour laws aren’t evolving with that.”
There’s potential for claims there, he says, because

what anybody does for work is work and has to be
paid for. “If somebody is checking e-mails and
responding to a few work messages on a Saturday,
that’s work time.”
Employers see it as absurd to pay for things such as

weekend e-mail checking, but the law still says they
have to.

decisions make the difference

Who’s salaried and therefore exempt from over-
time?
While it’s admittedly “an overgeneralization,” he

says, a key factor is decision making. Does that per-
son make decisions “that involve judgment and inde-
pendent discretion?”
Suppose the employee sets the work and salary

schedules, buys the supplies, and sends the payroll to
a payroll service. Is that person overtime-exempt?
The office may argue that all those duties involve

decision-making. “But there’s not a lot of thought in
those decision,” he says. Deciding what paper to buy
or when to pay the staff aren’t significant decisions.
Significant decisions are things such as hiring and

firing, determining when the office should move, or
making the buying choices on expensive equipment.
Put another way, the Department of Labor says

every employee is considered hourly and therefore has
to be paid overtime unless the job passes two tests.
One is salary. The employee has be paid a set

amount regardless of the quality or quantity of work
done and regardless of the number of days or hours
worked. Also, the pay period can’t be more often than
weekly.
The other test is duties. The employee has to spend

at least 80% of the time doing work that’s considered
administrative, executive, professional, outside sales,
or computer programming.
If an employee doesn’t pass those two tests, the

office has to pay overtime.
He adds that it’s not a title or an agreement that

exempts an employee from overtime. It’s what that
employee does day to day, and the title has nothing to
do with that. If the title says manager but the job
requires processing papers all day, the employee has
to be paid an hourly wage, not a salary. �

CKD plus hypertension,
diabetes, and dialysis

BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P

March being National Kidney Month, here’s a look
at the coding for chronic kidney disease, or CKD,
which affects 26 million adults in the U.S.
CKD often goes undiagnosed because its symptoms

– energy loss, swollen feet and eyes, frequent urina-
tion, and so on – may not appear until it reaches the
later stages.
The disease gradually reduces kidney function and

can progress to end-stage renal disease or ESRD
requiring dialysis and even kidney transplant. Along

ICD-9-CM and CPT
coding update



medical office manager / march 2012 page 7

the way, it can cause complications such as anemia,
osteoporosis, and nerve damage.
CKD’s most frequent causes are diabetes and

hypertension, and conversely, it can cause hyperten-
sion. Less commonly, it’s caused by glomerulonephri-
tis or inflammation of the filtering units, by inherited
diseases such as polycystic kidney disease, and by
malformations, autoimmune diseases, obstructions,
and repeated urinary infections.

coding its five stages

There are five stages of CKD, each based on the
glomerular filtration rate, or GFR, which measures
kidney function. They are

Stage I (GFR ≥ 90): normal function
but evidence of disease

Stage II (GFR 60-89): mild reduction
of function

Stage III (GFR 30-59): moderate reduction
Stage IV (GFR 15-29): severe reduction
Stage V (GFR < 15): kidney failure

with dialysis often required
The ICD-9-CM codes are found in the 585 category,

and they follow that pattern with the fourth digits.
Code 585.1 is Stage I, 585.2 is Stage II, and so on to
585.5 for Stage V.
However, a note under the Stage V code says that if

the condition calls for regular dialysis, use the next
code, 585.6, for ESRD with dialysis required.

coding CKD with hypertension

Hypertension often accompanies CKD.
It is a leading cause of the disease, because it dam-

ages blood vessels throughout the body and reduces
the blood supply to the kidneys as well as to the other
organs. It also damages the filtering units within the
kidneys.
On the other hand, CKD can cause the hyperten-

sion, because the diseased kidneys have difficulty reg-
ulating the blood pressure.
• The hypertension causes the CKD.
If both conditions exist when the CKD is first diag-

nosed, the assumption is that the hypertension caused
the disease.
Then the condition gets coded either in category

403 (hypertensive CKD) or, if there is also heart dis-
ease, in category 404 (hypertensive heart and CKD).
Both categories have fourth digits to show whether

the hypertension is malignant, benign, or unspecified.
Both also carry fifth digits to show the general

stage of the CKD – whether it falls within Stages I –
IV or is Stage V. A note there says to use a second
code in the 585 category to show the exact stage.
So suppose there’s hypertensive CKD, Stage V,

with hypertension and the patient is not on dialysis.
The first code is 403.01, and the second is 585.5.
Or, if the patient also has heart disease but not heart

failure, the first code would be 404.02 with the fifth
digit showing the heart failure. And the second code
would again be 585.5.
• The CKD causes the hypertension.
On the other hand, if the hypertension has devel-

oped as a result of the CKD, it’s considered secondary
to the CKD, and the code goes to the 405 category for
secondary hypertension.
Once again, there are fourth digits to show whether

the hypertension is malignant, benign, or unspecified.
A fifth digit of 1 then shows that the renal disease is
the cause of the secondary hypertension.

CKD caused by diabetes

Another leading cause of CKD is diabetes. And
when that’s the case, the code is in the 250 category,
which covers diabetes mellitus.
Use a fourth digit of 4 to show that it’s diabetes

with renal manifestations, and then use a fifth digit to
show the type of diabetes and whether it is controlled
or not.
And then use a 585 code for the CKD.

dialysis: the V codes

What if the patient is on dialysis?
There are two V codes, one to show dialysis status

(V45.11) and the other to show that the patient has
come in for dialysis treatment (V56.0).
So suppose a patient who is on dialysis comes in

for an MRI to diagnose a heart problem. Use V45.11
to show the dialysis status. (There is also the relative-
ly new code V45.12 to show noncompliance with dial-
ysis.)
However if the patient comes in for dialysis treat-

ment, the code is V56.0 for encounter for dialysis.

dialysis: the CPT codes

Finally, there are CPT codes for the dialysis, and
they are found in the medicine section.
Codes 90935 and 90937 are for all the E/M services

related to the renal disease that are given on the day of
the dialysis.
They are used for inpatients, both ESRD and non-

ESRD, and also for non-ESRD outpatients. The latter
would apply when a trauma or some other illness has
caused the kidneys to fail.
Code 90935 shows the physician evaluates the

patient only one time during the dialysis whereas code
90937 shows repeated evaluations.
For outpatient ESRD services, the codes are 90951-
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90962. Those are used just once per month, and they
are determined by the patient’s age and the number of
face-to-face visits.
They include a lot of services – setting the dialysis

cycle, the E/M services provided, phone calls, and
patient management, and again, they are used just
once no matter how many times the patient receives
dialysis during the month.
For home ESRD services, the codes are 90963-

90970.
Those too are determined by the patient’s age, but

they do not specify the number of visits. Instead,
codes 90963-90966 apply to a full month of services,
and codes 90967-90970 are used per day when the
services are provided for less than the full month.
The codebook gives the example of outpatient

ESRD services begun July 1. Then on July 11 the
patient is hospitalized, and on July 27 he is dis-
charged. There are two face-to-face visits before
admission and one after discharge.
The codes are 90961 for the three face-to-face out-

patient visits and 90935/90937 or 90945/90947 for the
dialysis.
(The National Kidney Foundation has a 10-question

online quiz on kidneys. To access it go to http://www.
kidney.org/kidneydisease/kidneyQuiz_v2.cfm.)

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. �

Specific acknowledgement,
specific recognition create
a happy, productive staff
What’s the one element that makes people pleased

to come to work every day?
Appreciation from the boss.
Appreciation is so important that the Department of

Labor cites lack of it as the #1 reason people leave
their jobs, says attorney and business coach NORA
RIVA BERGMAN of Real Life Practice in Tarpon
Springs, Fl.
And appreciation goes a long way, because it gets

staff engaged in their jobs.
“Engaged employees show up early and are enthusi-

astic,” Bergman explains. They are a benefit to the
employer because “they exude positive energy and
recruit other people.”
By contrast, the disengaged staff “are just there.”

They are the ones who do the gossiping. They’re often
rude to patients. They speak ill of the practice outside

the office. “And they drag everybody down with
them.”
For the manager who wants to instill a sense of

appreciation and engagement, her advice is to look at
what’s said to staff day to day and also at the rewards
they are getting for good work.

three positives for every negative

The foundation of appreciation is positive com-
ments and recognition, Bergman says.
The principal of it all is called the Losada Line,

which, put simply, is a measure that shows it takes
three positive comments to neutralize the effects of
one negative comment.
No matter what type of work and no matter what

the work setting, the happiest and most productive
workplaces are the ones where the ratio of positive to
negative comments to employees is at least three to
one.
There’s no need to keep a chart of how many com-

ments get made, she says. But the manager “should
keep informal track” of it mentally. Just staying aware
of what’s being said “can make a huge impact” on the
manager’s behavior toward staff.
Set a goal of giving maybe one or two acknowl-

edgements every day, and look at those acknowledge-
ments as “deposits into staff’s emotional bank
accounts.”
With daily deposits, there’s an ongoing positive

impact on the overall office attitude.

get specific on the complimenting

While acknowledgements are essential, they don’t
count if they aren’t done right.
“You did a great job” isn’t enough, Bergman says.

To be effective, the comment has to be specific and
mention what the staffer did that was great: “I really
appreciate the work you put into this memo. I know it
took you a lot of time to gather the information. You
outlined it well.”
Every manager does that on the negative side.

When a staffer gets criticized, the details are forth-
coming to the point of being painful. If a secretary
makes a mistake on the calendar and the doctor goes
to a meeting at the wrong time, there’s going to be no
doubt about what that secretary did and what conse-
quences the doctor met and what the secretary should
have done.
Do the same when somebody gets it right. Lay it

out in detail.
Details are necessary “because our brains remember

the specific over the general,” she explains. Give a
general compliment while walking out the door, and
it’s not going to be well remembered. But a specific
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citation says “this is exactly what you are doing
right,” and it gets remembered.

dump the problems at the door

Going hand in hand with the recognition is the man-
ager’s attitude, Bergman says. It has to be positive all
day every day.
That means leaving negative thoughts and personal

problems at the door. No manager has the right to
bring a rotten mood into the office and put it on all the
staff.
By contrast, saying “good morning” with a smile

and meaning it adds to the positive elements of the
day. And over time, those small elements “have a
tremendous positive impact” on staff’s attitude and
performance.

find out the reward preferences

Acknowledgement from the boss also calls for
recognition from the boss. But once again, it has to be
done right. It has to be specific to the staffer.
Different people like different types of recognition.

For some a bonus says it best; for others it’s time off;
others like a gift certificate to a restaurant or being
publicly recognized at a meeting or a dinner.
It’s up to the manager to find out what each staffer

prefers, Bergman says, and the best way to find out is
to ask.
Give out a little survey asking “how would you like

to be recognized for a job well done?”
List several different kinds of recognition and ask

everybody to chose the top three. Along with cash,
time off, and gift certificates, list things such as the-
ater tickets, a home cleaning service for a day, a car
detail, or a plaque.
Mention too the opportunity for personal growth.

“A lot of people like the opportunity to go to semi-
nars,” she says. And just as many appreciate things
that aren’t work-related such as a cooking class or a
spa day.
And finally, ask “do you like public acknowledge-

ment of your achievement?” For somebody who does-
n’t, public recognition is no reward.
Hold on to the answers and when somebody is to be

recognized, customize the reward to what that person
has cited.

and always keep the door open

The last essential part of acknowledgement is
accessibility to staff.
That doesn’t mean the manager has to be available

every minute of the day, however. Bergman’s advice is
to set several open-door times throughout the week,

maybe from 3:00 p.m. to 4:30 p.m. on Tuesdays and
Thursdays. Or, if possible, set an open-door time
every day.
Establishing a set time lets staff know their manag-

er acknowledges their work and their problems and is
interested in hearing what they have to say.
At the same time, it eliminates a lot of the unneces-

sary interruptions and keeps people from just walking
in with insignificant issues. �

Three layers of protection:
a handbook, candid reviews,
and progressive discipline
To avoid the risks of employment law claims, an

office needs three layers of protection, advises
employment law attorney PETER T. MAVRICK of
Ft. Lauderdale, FL.
One is a handbook, one is a procedure for progres-

sive discipline, and the third is candid reviews.
With those three elements in place, the office is safe

from just about any type of EEOC claims,
Here’s what each entails.

what goes into the handbook?

The first protection is the employee handbook.
A handbook serves both sides of the office, Mavrick

says.
For employees, it’s a guide. It shows them what

they have to do “to keep straight” and perform well in
their jobs.
For the office, it’s strong defense against legal

claims, because it shows there are procedures in place
to prevent violations and to deal with them appropri-
ately if they occur.
Here are the basic items to include.
• An at-will employment statement. Say that the

handbook does not create a contract but that employ-
ment is at-will at all times, which means employee or
employer can terminate it at any time.
• The work schedule. Give the office’s hours and

tell when people are expected to show up for work.
List the paid holidays plus the vacation, personal,

and sick leave allowed and tell how to request days
off.
• Overtime requirements. Outline the working

hours required and tell what lunch and break times are
allowed.
Also lay out the office’s requirements for getting

authorization to work overtime and how to turn in
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overtime hours. Or, if the office doesn’t allow over-
time, say so.
Mavrick points out that there’s no way around hav-

ing to pay overtime. If somebody works extra hours –
even without authorization and against office policy –
that person has to be paid. For that reason, it’s essen-
tial to explain the office’s rules so that if somebody
doesn’t follow policy, the office can treat it as a disci-
pline problem.
He adds that “the largest source of claims today” is

overtime law. “And it’s easy to run afoul of it” unin-
tentionally.
For protection, keep records of the hours people

work.
In addition, set up some sort of procedure for peo-

ple to clock in and out, and enforce it.
• Discrimination complaints. Put in a brief sum-

mary of the discrimination laws and outline the
office’s complaint procedure. Also name at least two
contact persons for complaints so no one can say there
was no recourse because the contact person was the
one doing the discriminating.
“A complete complaint procedure protects the

employer,” Mavrick says.
It’s an affirmative defense, because it evidences a

commitment to prevent discrimination. If discrimina-
tion does occur, it’s easy to prove that the guilty party
was a “rogue employee” and that the offense can’t be
attributed to the office.
• Confidentiality. Cover it with a statement that

employees cannot discuss patient or business activi-
ties outside the office.
Staff also need to sign a confidentiality agreement

that includes everything from patient information to
data confidentiality.
• Personal internet and e-mail use. Put in a state-

ment that the office owns the information system and
has the right to monitor its use. A good addition to
that is a warning that staff “should not access sites
they wouldn’t want the manager to know about.”
Don’t limit personal use altogether, he says. There’s

no need to be a slave driver.” But don’t lose sight of

the fact that the office is paying those employees
while they are playing on the internet. Take a common
sense approach and say that staff must use it judicial-
ly. Then if it becomes a problem, address it as a pro-
ductivity issue.
• Worker’s Compensation. Tell how to report

injuries and also how to apply for coverage.
• Dress and professionalism.With dress, don’t get

specific. It’s enough to say that employees are expect-
ed to dress professionally or in whatever style the
office requires, and leave it at that, Mavrick says.
As for professionalism, things that would appear to

be common sense still need to be covered, so say that
staff are expected to conduct themselves in a profes-
sional manner.
Also point out that each person’s behavior impacts

patient care and affects the office’s image and reputa-
tion in the community.
• Insurance and benefits. List whatever coverages

the office provides.
• Mediation requirements. Some employers

require mediation for employment law disputes. If so,
that should be stated in the handbook.
• State and local laws. Mavrick also recommends

consulting with a local employment law attorney on
state or local laws that need to be mentioned. In
Florida, for example, there are specific requirements
for jury duty leave.

beware the too-nice review

The second layer of protection is candid reviews.
Any review that’s less than candid “can come back

to bite,” Mavrick says.
Where managers run into problems is in giving

good reviews to mediocre and even poor employees.
Some do it to encourage better performance; others do
it because they don’t like conflict.
But if it later becomes necessary to discipline or

fire the employee, all those good reviews are going to
hit hard. Here comes the EEOC saying “Wait a
minute! You gave a good review, and now you’re say-
ing this person is terrible?”
The goal of the review “should be to encourage

people to do better,” he says. But tell the truth. Out-
line the good points and the bad. Be honest and be
candid.
If there are issues the manager doesn’t like, perhaps

that the staffer is chronically late to work or doesn’t
get along with another employee, the review is the
time to raise them.
Never lose sight of the fact that most employment

relationships end at some point. And they don’t
always end as the manager had hoped. Given a
chance, “people will go after some money.”
Also, he says, managers need to be aware that

by john chase

Uh-oh. I think we’ve been hacked.
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“employees and employers think of the work much
differently.”

progressive and safe discipline

The third protection is the old standby – a progres-
sive discipline policy.
That plus documentation showing the manager has

followed it is proof enough that the office has given
the employee every chance to succeed. It’s a solid
defense against any claim of discrimination or wrong-
ful termination.
The manager can demonstrate that the employee

had “a track record of past infractions” and that the
discipline or firing was warranted.
A progressive policy needs to cover two parts,

Mavrick says.
One is the verbal warning. That’s given when the

manager first learns of the inappropriate behavior.
Keep the warning informally. Document what’s

said, but don’t ask the staffer to sign anything. Do that
and the staffer goes immediately on the defensive.
Word the warning so as to help the staffer succeed.

If the issue is tardiness, for example, phrase it as
“You’ve been 10 minutes late three days this week. I
need you to start work on time. I want you to succeed
here, and to do that, you need to get to work on time
every day.”
There’s no effort to push that person out the door.

The manager has simply told the staffer that improve-
ment is necessary.
That shows a genuine effort to help the staffer do

well at the office, and people appreciate it. “They’re
getting a chance.”
And legal issues aside, he says, the office’s profit

depends on all the employees doing their jobs well.
The second part of the policy is the written warn-

ing, and that’s given when the staffer hasn’t made the
improvements outlined earlier.
The written warning has to be clear so the staffer

understands what’s happening, why, and the conse-
quences of not improving.
Tell exactly what the problem is, give the dates of

the infractions, tell what the staffer has to do to cor-
rect the performance, and explain that if the situation
isn’t corrected, there will be more serious discipline,
including termination.
Have the staffer sign the warning and put it in the

personnel file.
After that, give more written warnings, suspension

without pay, and even terminate the staffer. But docu-
ment every step along the way.
All that shows “the office didn’t jump the gun and

fire somebody.”
What’s more, if the staffer later files and claim and

lies about what happened, the office can show a com-
plete record of everything. It can also show that the

employee “had a track record” of unacceptable perfor-
mance.

but not in the handbook

Don’t outline the progressive discipline procedure
in the handbook, Mavrick cautions.
Doing that boxes the office in.
Every situation is different. It might be appropriate

to fire a poor performer for some infraction but use
other discipline for an outstanding employee who
does the same thing.
What more,with the progressive discipline spelled

out, someone who is immediately terminated for
causecould claim the office promised progressive dis-
cipline. �

Not enough time in the day?
Here are four good ways
to find new minutes
On MOM’s reader survey sent with last month’s

issue, many managers said the most difficult part of
their job is finding time to get all the work done.
So here are four good time management recommen-

dations from workflow advisor JASON WOMACK
of Ojai, CA, author of Your Best Just Got Better: Work
Smarter, Think Bigger, Make More.
They cover interruption management, meeting time

management, and how to find little gems of time
throughout the day.

head off the interruptors

First is to minimize the interruptions.
Don’t expect to do away with them entirely,

because any professional office “is a high-interruption
environment.” But they can surely be controlled.
Suppose a doctor comes in several times a day with

assignments or questions. The solution is to “interrupt
the doctor first,” he says. In other words, shift the
interruptions to the manager’s schedule, not the doc-
tor’s.
Do it at the start of the day. Take the bull by the

horns and say “Dr. Interruptor, I know we have a lot
going on today. Is there anything on your mind right
now that you’d like me to start working on?”
That pre-emptive strike lets the manager sort out

the day’s workload and get the doctor’s extra work
done during the slow times, not when the manager is
deep into another issue.
It also avoids the nightmare of having Dr. Inter-rup-



tor come in midafternoon with a laundry list of things
that need to be done by the end of the day.
Apply the same technique to staff in general or to

any one staffer who is constantly interrupting. Head
the interruptions off by asking at the start of the morn-
ing if there’s anything that needs to be talked about
today.
That forces staff to think through the day and get

organized. It also gives the constant interrupters an
opportunity to say their say without draining the man-
ager’s time little by little all day.

bunch up the conversations

On the other side of the picture, the second recom-
mendation is not to break in on a busy doctor or even
a busy staffer with questions that need to be answered
right away.
There’s a way to manage those interruptions,

Womack says.
Keep a notepad on the side of the desk and build an

agenda throughout the day. As an issue comes up that
needs to be discussed, put the other person’s name on

the page and make a note of that item. There will like-
ly be one person who ends up with a lot of discussion
items.
Then at some point during the day, go to those indi-

viduals and talk about the items on the list. Now each
person gets interrupted one time with five things
instead of five times with one thing.
That saves a tremendous amount of time, he says,

because going through a bulleted list takes maybe
eight minutes total whereas starting a new conversa-
tion for each item takes up at least five minutes every
time.

move meetings to a faster end

A third way to find more time is to shorten the
meetings.
For whatever reason, Womack says, tradition has

set it that “meetings are supposed to be an hour long.”
Yet in any meeting, the decision-making invariably

gets done during the last seven to 10 minutes. Whether
it’s one hour or two, everybody spends those last few
minutes deciding what to do.
Try shaving off 15 minutes and holding the meeting

for 45 minutes instead of an hour, he says. Everybody
knows when the decision-making time is coming up,
finish up by then.
For even greater efficiency, schedule the meetings

at 15 minutes past the hour instead of on the hour.
That gives everybody a 15-minute window to wind up
whatever they are involved in and mentally prepare
for the meeting.

get value out of the bonus time

And then there’s bonus time.
That’s the “found” time that appears when a meet-

ing or appointment is delayed or canceled.
Don’t waste it, Womack says.
If a meeting is going to start late or a vendor can-

cels an appointment, most people think “we’ll start in
10 minutes” or “I don’t have anything to do right
now” and then uses that time looking at Facebook or
going through e-mails.
Change the mindset.
Use those minutes to keep working on whatever

task is already in progress. Or pick up another brief
task. Or plan a project. Or do something that wouldn’t
otherwise get done for lack of time, perhaps writing a
thank-you card to a colleague.
Unexpected time is a windfall. Use it as a produc-

tivity saver. Even better, use it “to create something of
value.” And that something can be business-related
such as counseling a staffer or as personal as making a
call to a spouse.
Whatever it is, make it something “that adds value”

to the day. �
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