
Another element of health care reform is now set to
take place.
It is the value-based payment modifier, which will

measure the quality and cost effectiveness of care and,
in turn, affect doctors’ fee-for-service payments.
The modifier won’t take effect until 2015, and even

then only for practices of 100 or more physicians. For
smaller offices, it will start in 2017.
But offices need to be preparing for it now, because

it’s their PQRS performance in 2013 that will deter-
mine whether their payments go up or down in the
future.
The long and the short of it is that doctors who are

successful in reporting PQRS in the coming year will
not see penalties in 2015.

2% up and 1% down
The new modifier will give extra Medicare payment

to physicians who successfully report on quality mea-
sures and whose costs are less than the national per-
patient average. At the same time, doctors who are not
successful with PQRS and whose costs are higher will
take a pay hit in 2015. The modifier can raise pay-
ments by as much as 2% and cut payments by as much
as 1%.
Doctors who report quality measures successfully

in 2013 will start out with a modifier set at zero,
which will prevent their losing any Medicare money.
And doctors who don’t meet the PQRS standards will
start out with a modifier of -1%, which will bring a
pay cut.
Also important to note is that in 2015, offices both

large and small can see additional pay cuts from other
programs such as EHR.

a little more money for some
The value-based modifier is part of Medicare’s

annual physician payment regulations, which were
released November 16.
Those regulations also provide a few pay increases.
One applies to state Medicaid services. Next year,

all Medicaid payments for primary care have to be at
least at the level of what Medicare pays. The federal
government will foot the bill. It will reimburse states
for their increased payments.
To qualify for the additional reimbursement, the

services have to be provided by primary care pro-
viders, or those with specialty designations of inter-
nal, family, or pediatric medicine.

plus transitional care payments
Another pay increase comes from the new transi-

tional care codes, which cover care coordination for
the 30 days following hospital or nursing facility dis-
charge. (See “Transitional care gets an E/M code plus
payment” on page 3.)
Essentially, those codes are designed to reduce hos-

pital readmissions.
Moneywise, estimates are that they will produce as

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

Online patient payments help
office reach a 20% collection ratio
A Colorado practice is enjoying what many offices see as the

impossible – a 20-day collection ratio.
Electronic funds transfers make much of that possible, but also

contributing to it is an online bill paying system for patients.
Pediatrics West in Wheat Ridge, CO, set up the online payment

option two years ago, says manager JOAN AUSTIN.
The practice is large, with six physicians, six midlevel providers,

two locations, and 45 staff. The system, however, is quite simple.
All the bills carry a notice that payments can be made online via

the website. And with each is an access number to reach the individ-
ual account. There patients can see the amount due as well as their
payment history.
Payment is done by credit or debit card.
That’s a convenience people appreciate, Austin says. About 25%

of the patient payments the office receives now come in through the
site.
In the past, the office gave patients the option of calling in card

payments, but dealing with those calls took up a lot of staff time.
With the online option, no staff time is required. Payments go direct-
ly into the system.
Along with that, the time spent on phone payments is almost nil,

because very few calls come in. Patients use the site instead.
The site further allows patients to set up payment plans online,

though not many people use it. For that, they do prefer to call the
office directly, she says, though the payments can, of course, be
made electronically.
Also contributing to the 20-day collection ratio is the fact that the

office receives electronic funds transfers from most of its payers, so
money is transferred directly to the bank and the office only gets a
report.
That just makes good sense, Austin says. There’s no waiting 30 to

60 days for payer payments and plus another several days for some-
body to post them. And payment speed “is important for any busi-
ness, but especially a medical practice,” because expenses come up
unexpectedly and there needs to be steady cash flow to meet them.
Besides the speed, the electronic payer and patient payments

together “lighten our work load.” Staff have less paperwork to han-
dle and few payment call-ins to answer.
As to who uses the web payment system most, there’s no way to

tell, she says, but in general, the younger the parents, the more they
prefer it.

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)
much as a 7% pay hike for family physicians. For
other primary care providers, the pay increases will
range from 3% to 5%.
There are two new codes for transitional care, and

they cover two levels of service. Payment will run
from about $160 to $230.

but oh! that 26.5% cut!
On the other hand, the new regulations also carry a

26.5% cut for all Medicare Part B payments. That’s
because of the formula Medicare is required by law to
use in calculating rates. In that formula, the sustain-
able growth rate, or SGR, automatically produces a
cut in payments.
The SGR has produced cuts since 2003, but every

year Congress has struck them down and given doc-
tors a pay raise. At MOM’s press time, Congress had-
n’t moved on that, though it was expected that it
would.
(The new rule appears in the November 16 Federal

Register. Go to https://www.federalregister.gov/
articles/2012/11/16 and scroll down to “Centers for
Medicare & Medicaid Services.”)

Transitional care gets
an E/M code plus payment
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
Starting in January, Medicare will pay for a new

evaluation and management service.
It is managing and coordinating care during the 30

days after discharge from a hospital or skilled nursing
facility. The patient can be transitioned to a domicil-
iary or rest home, to assisted living, or to home.
Mostly, the service includes communicating with

the patient or caregiver, reviewing the medication, and
coordinating the care with other providers and with
community services. This is the first time Medicare
has paid for that, and the reason behind it is to reduce
the number of readmissions.
The new codes are 99495 and 99496.
They apply only to established patients who require

complex medical decision-making for the transition.
Specifically, they are
99495 – transitional care management services

(level 1)
requirements:
• communication (direct contact, telephone,

electronic) with the patient or caregiver
within two business days of discharge

• medical decision making of at least
moderate complexity

• a face-to-face visit within 14 calendar days
of discharge

99496 – transitional care management services
(level 2)

requirements:
• communication (direct contact, telephone,

electronic) with the patient or caregiver
within two business days of discharge

• medical decision making of high complexity
• a face-to-face visit within 7 calendar days

of discharge
The care begins on the date of discharge and contin-

ues for 29 days.
Each code requires one face-to-face visit by the

physician.
For the first code (99495 - level 1), the visit has to

take place within 14 calendar days of discharge.
For the second code (99496 - level 2), the first visit

has to be made within seven calendar days of dis-
charge.
A point of caution here: medical decision making of

high complexity does not by itself support the level 2
code (99496). That code also requires that the face-to-
face visit be done within seven days. So even if the
complexity is high, if the visit takes place after day 7,
the code is a level 1 (99495).

the non-face-to-face services
The new codes also include non-face-to-face ser-

vices, and those differ according to whether they are
done by the physician or by clinical staff.
Physician: For the physician or other professional,

they include things such as
– reviewing the discharge information
– reviewing the need for tests and treatments
– interaction with other professionals who will

assume the care
– patient and caregiver education
– setting up referrals and community services
– scheduling follow-up care and services
Clinical staff: For clinical staff, they might be
– communication with the patient, family, and

other professionals on aspects of the care
– communication with services such as home

health

ICD-9-CM and CPT
coding update
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– education on self-management and daily living
– assessment of the treatment adherence and the

medication management
– identifying community and health resources
– facilitating access to care and services

plus a few more requirements
There are also other requirements for the codes:
• The first visit is part of the service, so it doesn’t

get reported separately. However, any E/M services
after that first visit are reported separately
• The physician has to make contact, whether

direct or indirect, with the patient or caregiver within
two business days of discharge.
• The medication reconciliation and management

have to be done by the time of the first visit.
• The code gets used only one time within 30 days

of discharge. And only one person can report the ser-
vice. Even if the patient is hospitalized again and dis-
charged within those 30 days, there can still be only
one TCM code.
• Also, the TCM codes can’t be used with these

related services:
evaluation and management codes:
– domiciliary/home care plan oversight

(99339-99340)
– prolonged services without direct patient

contact (99358-99359)
– anticoagulant management (99363-99364)
– medical team conferences ((99366-99368)
– care plan oversight (99374 to 99380)
– telephone services (99441-99443)
– online medical evaluation (99444)
– complex chronic care coordination

(99487-99489)
codes from the medicine section:
– end-stage renal disease services (90951-90970)
– education and training (98960-98962, 99071,

and 99078)
– telephone services (98966-98968)
– online medical evaluation (98969)
– preparation of special reports (99080)
– analysis of data (99090-99091)
– medication therapy management (99605-99607)

how much $$?
As to how much the new codes pay, the level 1 ser-

vice will pay about $160 and the level 2 service will
carry about a $230 payment.
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. �

To avoid FLSA and EEOC
claims, do an HR audit at
the start of each year
Today’s essential safety precaution against employ-

ee law claims is a human resources audit.
Its purpose is to ensure the office’s employment

processes are accurate and current and that everybody
is following them, says JOSEPH GODWIN, human
resources consultant for F&H Solutions Group in
Ashville, NC.
The audit needs to be done annually, because with

time, things get ignored. Or bad habits appear, such as
signing off on I-9 Forms that aren’t completed proper-
ly. Or new people come in with their own HR methods
and change things.
The places where the office is most at risk are over-

time, job applications, and record keeping

FLSA is the biggie
Put compliance with the Fair Labor Standards Act

at the top of the audit list, Godwin says. “There are
more FLSA law suits each year than all other types of
discrimination combined.”
The major dangers are threefold.

HOURLY V. SALARIED
The first element to audit is the classification of

hourly and salaried employees – or who gets overtime
and who doesn’t.
No matter how honest the mistake, a misclassified

employee can demand the unpaid overtime.
Check to see if the job descriptions are updated, he

says, “because jobs change from time to time.” And
managers tend to let the descriptions go, because writ-
ing and revising them “is a thankless, tedious chore.”
His advice is to have staff periodically write down

what they do and use that information to update the
descriptions. Employees’ own descriptions of their
work gives the most accurate picture of what their
jobs entail.
And as to who gets overtime, the rule is simple: “if

it’s difficult to determine whether employees are
exempt or non-exempt, they are nonexempt,” he says.
“That comes right out of the FLSA.” Using that line
of thinking, the office won’t miss.

UNPAID TIME
Second is not paying people for the total amount of

time they work, and that happens often and innocent-
ly, particularly with lunch breaks and office social
events.
Everybody knows that if an employee works during

lunch, it’s paid time. But what managers often don’t
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realize is that even a catered lunch where employees
are there “just to get to know each other” is paid time
– if the meeting is mandatory.
Early-morning meetings before clock-in time also

count. If staff are required to be there 15 minutes
early to discuss the game plan for the day, that time
has to be paid.
The same for social events. If an hourly employee

is required to attend, that’s work time, and it has to be
paid for.
On the other hand, if the manager brings in lunch

for everybody and nobody is required to show up and
no work is conducted during lunch, that’s not paid
time. But if people are expected to attend, it is.

TIME RECORDS FOR EXEMPT PEOPLE
The third FLSA audit spot should be whether the

office keeps records of the work time for the exempt
employees.
There’s no requirement to do so, Godwin says, but

if one of those employees claims overtime violations,
those records will be the office’s only defense.
The real risk is the people who are “marginally

exempt.” There’s room for them to assert they were
actually nonexempt and claim back overtime. And if it
turns out they were, in fact, nonexempt and the office
doesn’t have any record of their hours, they win.
To that Godwin adds that the office should address

every employee question on FLSA promptly and fully.
If someone comes in and says “I should be getting

overtime” and the manager doesn’t act quickly, “the
next thing you know you have the Department of
Labor at your doorstep.”

audit the hiring process
THE APPLICATIONS

With hiring, the first item to audit is whether the
job applications request the same information from
everybody so nobody can claim discrimination.
Equally important, they need to ask only for infor-

mation that is directly related to the job.
Surprising discrimination claims arise there, he

says. For example, many applications still ask for both
a current address and permanent address. But no
employer “needs to know where somebody used to
live.”
And an applicant whose permanent address is, say,

Mexico might claim discrimination due to national
origin.
Don’t ask for personal references either. That’s not

illegal, but it’s scarcely job related, because no job
applicant lists a reference “who is going to say bad
stuff.”
Or suppose a reference has a surname that’s indica-

tive of a minority and the candidate isn’t hired. Now
the office has “information it didn’t need and didn’t

want to know,” and the turned-down applicant can
claim discrimination because of it.
To that he adds a caution few employers ever think

of: use an application form. And require candidates to
sign a statement at the bottom of it that the informa-
tion is truthful and accurate.
Don’t rely on a resume. “A resume is a marketing

tool, not an application.” It’s designed to sell the job
seeker. By contrast, an application form sifts through
the marketing and picks up the actual facts.

THE PEOPLE DOING THE INTERVIEWS
Next is the interview process. It has to be both fair

and EEOC-compliant.
Here the audit needs to evaluate whether the people

who do the interviewing have been trained “and aren’t
asking illegal questions.”
People with no training or who use unstructured

interviews are prone to “shoot the breeze and talk
about dogs and vacations.”
And in doing so they go into forbidden territories

such as child care arrangements or what a spouse does
for a living or “how old are your kids?”
“Interviewing is a learned skill,” he says. Without

training, even an attorney can make mistakes.

THE REJECTION LETTERS
Another item to audit is the rejection letters.
There needs to be a format for them. Otherwise, a

letter can go into too much detail. If it says the office
has selected a more qualified candidate, for example,
there’s room for argument on qualifications.
The only information the letter needs to impart is

“your application was unsuccessful.” People might
consider that rude, he says, but it isn’t open to inter-
pretation. The office will never have to defend it.
Neither should the letter say “we’ll keep your appli-

cation on file.” That same candidate can now claim
discrimination in a later job opening.

auditing the record retention time
Yet another item to check in the audit is the office’s

record retention schedule.
There need to be retention guidelines for everything

pertaining to employment – job applications, I-9
Forms, promotions, transfers, terminations, and so on.
Those guidelines have to follow both federal and

state laws. And for safety, Godwin recommends set-
ting a retention period that’s longer than what’s
required.
For example, the retention time for job applications

is 180 days, because that’s the length of time an appli-
cant has to file an EEOC complaint. But employers
should extend that to a year, and preferably a year and
two months. And for good reason.
If the employee files the complaint with a local
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agency that takes in complaints, the length of time for
filing a charge is extended. And if the filing is done
on the last day, the office could be caught with no
records to defend itself.

audit the policy manual for updates
Audit too the office’s policy manual. It’s easy for it

to slip out of date.
Godwin gives the example of the FMLA provision

that says the employee must to apply for leave. That’s
what the law says, but over the years it’s become the
employer’s responsibility to recognize when a request
for time off falls into the FMLA category, and that
needs to be included in the procedure.
The same with anti-harassment policies. The law

itself doesn’t require employers to conduct training,
but Supreme Court decisions have held employers
liable for harassment if they haven’t provided it and
haven’t set up a process for making complaints.
Beyond that, a change in office size can make the

manual obsolete. An office that has grown from, say,
40 to 55 employees now has to provide FMLA leave.
Similarly, an office that has added locations in other
states now has to comply with regulations in those
states. And some states have more stringent require-
ments than the federal statutes set out. �

A manager’s career
success rests heavily on
presentation skills
How well the manager presents information to the

physicians is a strong career determiner.
What the doctors want in a manager is “someone

who is of value to them,” says KEVIN E. O’CON-
NOR, CSP, a Long Grove, IL, presentation consultant
and professional speaker.
Value to them is a matter of “how can you solve our

problems? If you can’t solve them, you’re wasting our
time.” It doesn’t matter if they like the manager.
“Even if they love you, you have to demonstrate
value.”
The scenario: An issue arises. The manager is mak-

ing a presentation on how to solve it.

first, find the pain
Begin with the background work.
Find out what specific concerns the doctors have

about the issue.
Go to each one and ask, for example, “I am devel-

oping a procedure for assigning more staff time to our
collection work. If there’s one thing that concerns you
most about this, what is it?
One might say the budget doesn’t support the

expense, another might say the office needs to hire an
additional staffer, and so on.
It’s a waste of time to propose even a good solution

without addressing those concerns. Mention them at
the start of the presentation. A workable opener is “I
need your help on this. What I’ve heard from you
about increasing the collection efforts that your con-
cerns are X and Y. Can you tell me more about that?”
After each doctor speaks, paraphrase what was said.

Doing so shows the manager understands the con-
cerns. And only if they know that will they be open to
what the manager has to say.

and here are the tricks of the trade
From there, O’Connor cites the elements of a good

presentation that enhance – or undermine – the man-
ager’s value to the doctors.

•We, ourselves, and us.
Don’t speak in terms of I and you. That separates

the manager from the doctors.
Use instead the first person plural – we and us. Now

the presentation is a collaborative work. It says “we
are all trying to achieve the same goal.”

•Stick to the time allotted.
Set a length of time for the presentation and don’t

veer from it.
Whether it’s 15 minutes or two hours, when the

closing time nears, say “I promised you I’d finish in X
minutes.”
If the response is “no, it’s okay,” then continue on.

But if there’s no such invitation, stop there. To say
more is to overstay the welcome.

•Waste no words.
When presenting to doctors or attorneys or any pro-

fessionals, get to the point and get there fast,
O’Connor says.
It’s also essential to hit the nail on the head. Talk

about what absolutely has to be talked about and noth-
ing else.
Professionals treasure their own time. They don’t

want to listen to someone talking around the periphery
of an issue. Get to the heart of the matter.

•Don’t be the predator on the podium.
Be a participant in the presentation, not the task

master at the front of the room staring everybody
down.
That’s contentious, O’Connor says. It sets a “preda-

tor-to-predator” tone.
Get the audience to participate by using a white
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board. Then their focus is on the presentation instead
of on the presenter.
Get them to write their comments on it or add items

to it and “Bingo! They’re in.”
Now instead of judging the presentation, the doc-

tors are working with the manager. “It’s the same rea-
son a car dealer takes customers for a test drive,” he
says. It moves them “from judgment to collaboration.”
Writing out their opinions also eliminates a lot of

criticism and argument. “It’s hard for them to argue
with the data if they are participating.”

•Parrot the vocabulary.
Use the same terms and phrases the doctors use.

“Honor them by using their words.”
If they refer to a document as an agreement, call it

an agreement, not a contract. Or if they speak of the
nurses as colleagues, do the same; don’t call them
staff members. If they talk about continuing medical
education as CME, don’t call it physician training.
To get a message across, “everything has to be

devoted to the receiver.” Speaking the receiver’s lan-
guage ensures an immediate understanding. At the
same time, it shows the manager is on the same page
and indeed the same level as the doctors.

•Don’t get tethered to the agenda.
Be flexible. Don’t be a stickler for following the

agenda.
The agenda might call for X, Y, and Z. But if the

doctors start asking good questions right in the middle
of X, stay there. Don’t thwart the enthusiasm with
“okay, moving on now . . . ”
If something is working, “keep doing it,” O’Connor

says. If the questions are generating good discussion,
encourage more of them.
The rest of the presentation might have to be

jammed into the last five minutes of the meeting, but
if there’s been a good discussion, the message has
been delivered.
He adds, however, that if the discussion veers off,

the manager does need to take control of it, and when
that happens, a flip chart “is a good friend.”
Just interrupt with “let me summarize what I’m

hearing you say.” Write down only what’s been said
about the topic and add “tell me if this makes sense.”

•Roll the dice more than once.
Give choices.
When there’s an issue to be solved, offer at least

three possible solutions.
Give the advantages and disadvantages of each.

Also tell what third parties have had to say about them
so it’s not just the manager’s opinion the doctors are
hearing.
By contrast, to say flatly “we should do this” or

“we can do A or B” is an invitation to disaster.
If the doctors don’t like those options, the answer is

no, the discussion is over, and nothing gets changed.
“You rolled the dice and you’re out.”
Having three options, however, “gives them latitude

and freedom,” and that leads to good discussion on
what the doctors can and cannot live with.

•Don’t talk like a dictator.
The way the options are laid out is also important,

O’Connor says.
Don’t be dogmatic with “these are the only three

options.”
Make it an open recommendation such as “I was

thinking about this in three different ways. Would you
mind if I laid them out here, and you can tell me what
you think about them?”
Then present each as “well, we could do X” and

“another possibility is Y” and so on

•Don’t lose the decision-making moment.
At the end of the meeting, ask the doctors for a

decision: “What do you think our next step should
be?”
And if there’s no immediate answer, push the dis-

cussion along. Mention their reactions to the sugges-
tions, such as “it sounds like you are not happy with
option 3” or “you seem to prefer option 1.”
And if there’s still no decision, ask “would you like

to think about this for a week and discuss it again?”
Otherwise, the matter will get placed on the back

burner and eventually be dropped and forgotten.
Follow up with an e-mail summarizing what’s been

said. Also, O’Connor notes, if there’s a possible fourth
option, mention it in the e-mail: “Thank you for con-
sidering issue X. I have one extra idea I’d like to dis-
cuss, and it is . . . ”
If the first three options get turned down, that

fourth option will keep the discussion open. Nobody
can say “we had a meeting. It’s over with. Issue
closed.” �
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Five reasons why staff
hate their jobs and look
for greener pastures
Turnover should be at the top of every manager’s

worry list.
Yet it isn’t because managers don’t realize how

expensive it is, says JENNIFER LOFTUS, national
director of Astron Solutions, a human resource and
compensation consulting firm in New York City.
“They think it’s just a matter of being behind the

eight ball for a couple of weeks.” It’s far more.
Even on the conservative side, the cost of finding a

replacement plus the loss of productivity while the
new staffer learns the job comes to about 50% of the
salary. So if Staffer Leaving makes $40,000, the cost
of hiring a replacement will be close to $20,000.
Loftus’s company has conducted exit interviews for

professional service organizations across the country
to find out why people quit. Here she gives the results
of more than 10,000 responses.

I’m bored; I want a new kind of job
Many employees leave because they want a career

change. And they want the change because they feel
stalled out where they are. The thinking is “this is all I
do, so I need to find a new career.”
Once somebody decides to make such a move,

that’s it. No employer can stop it.
However, it is possible to prevent the boredom that

causes people to want to move. That’s done by staying
abreast of each person’s career satisfaction, and that’s
done by taking what she terms a “pulse check” of
staff. Make it part of each review. Ask Are you satis-
fied with your job? What are some different work
activities you’d like to explore? What would you like
to do with your job in the upcoming year?
It’s often possible to give a top staffer enough

growth opportunity to keep the job interesting.

I never hear one good word
People leave too when there’s no recognition for

their work. “They say management didn’t spend
enough time listening to them and didn’t make them
feel special.”
Recognition has to meet two criteria.
One is frequency. Employees need to be recognized

more than once a year, Loftus says, particularly Gene-
ration X (born 1965-1981) and Generation Y (born
1981-1999). “They want constant feedback and recog-
nition.”
The other criterion is the type of recognition. It has

to be important to staff. If leaving two hours early on

Friday is important to them, they’ll appreciate it. If
not, it’s no recognition at all.
What people appreciate most, she says, is a pay

raise. But from there, “it’s an open book.” There can
be an employee-of-the-month award or an award for
outstanding customer service. There can be plaques,
cash awards, and special parking places.
Loftus advises drawing up a list of all the recogni-

tions the office gives out and asking everybody “what
interests you about this one?” and “would it be upset-
ting if we took it away?”
The answers are often surprising. One of her client

offices, for example, decided to end the company pic-
nics, thinking no one would care. But when it asked
the employees, they said they liked the picnic and
were insulted that the employer wanted to end it.
Also ask staff for recommendations. Phrase the

question as “what type of recognition excites and
motivates you?”

I can’t work with her another day
Another leaving prompter is bad relations with co-

workers, particularly an environment where employ-
ees get bullied by their peers.
To keep the office from falling into that culture,

emphasize the importance of treating everybody –
physicians, patients, and staff – with honor.
Draw up a code of conduct that explains the neces-

sity of courtesy, respect, and teamwork. It might say,
for example, “We are a patient-centered organization,
and to achieve our goals and meet the expectations of
our patients, we will work together as a team and sup-
port one another.” That prohibits all the behaviors
people don’t want to see at work – everything from
disrespect to rudeness to drinking on the job.

I need less/more overtime
Work hours too are a source of dissatisfaction.
Some people complain they have to work too much

overtime while others say they don’t get enough
hours. Still others complain of favoritism in the over-
time scheduling.
Loftus advises taking “an honest look at the last

three months to find out who has worked what hours
and how many hours total.”
If one staffer is working overtime substantially

more than everybody else, and if other staff can do the
work and want the extra hours, even up the apportion-
ment and make sure the overtime goes to the staff who
want it instead of to those who don’t.

I can make $100 more over there
Not surprisingly, employees leave for better pay.

The most accurate way to find out if the salaries are in
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line with other medical offices is to review salary sur-
veys.
The most detailed surveys aren’t free. They can

range from hundreds of dollars to several thousand
dollars. However, good information is also available
at no charge.
One source is www.salary.com. Enter the position

title and the office’s zip code, and salary averages
appear.
Another is the United States Department of Labor

at http://www.dol.gov/dol/topic/statistics/wages
earnings.htm. And along with that is the DOL’s
Bureau of Labor Statistics at http://www.bls.gov/oes/
current/naics4_541100.htm.
Or Google the position and office location and

many options appear.
The most telling indicator of inadequate salaries,

however, is turnover. “Keep an eye on it and listen to
what employees say about why they are leaving.” If
it’s money, the salaries aren’t set right.
What’s considered an acceptable turnover rate?
In some areas such as the hospitality industry, it’s

not uncommon to have a rate of anywhere between
50% and 100%, Loftus says.
But in a professional office such as a medical prac-

tice, the rate should be no more than 15% to 20%.
Thus, if the office is at 2%, it’s doing well; if it’s at
50%, salaries are probably too low. �

How in the world can a
manager stop the gossip?
Question: How can a manager effectively put the

squelch on office gossip?
– Submitted by TIMOTHY BURNS, chief admin-

istrative officer, Glenwood Medical Associates,
Glenwood Springs, CO.

Answer: Gossip is an issue for almost all man-
agers, and for some it’s a plague.
It’s childish, it’s negative, it’s damaging to produc-

tivity, and it won’t stop until the manager does some-
thing about it.
Over the years, MOM has addressed the issue many

times, and what all management experts say is that the
starting point for eliminating gossip is a professional
conduct policy in the handbook.
The policy should say that professionalism is essen-

tial for a medical office because patients need to
respect and trust their providers. Then list whatever
standards the office expects from staff such as hon-
esty, empathy, respect for others, courtesy, and so on.
Along with those, list the behaviors that are not
acceptable such as abusive language, rudeness, and
“gossiping and other personal discussions that are
inappropriate for the work setting.”
With a written policy in place, the manager can

treat gossip as a disciplinary issue.

how to handle a gossip complaint
As to how to handle gossip, the consensus is that

when someone complains about it, ask what is being
said. Then ask the complainer to write down who said
what to whom and when. Explain that the office has to
have the information clear and in writing before it can
address the issue.
If the staffer doesn’t want to put the accusation in

writing, do nothing. The complaint is probably not
valid.
If there is a written complaint, however, thank the

staffer and explain that the issue will be taken care of.
And say no more.

the dreaded confrontation
From there, the manager has to beard the lion. Meet

with the gossiper and say “I have heard something
that concerns me. I have heard that you have been
saying such-and-such about Staffer A. Is that true?”
If the accused doesn’t deny the charge, turn it into a

business issue: “Does what Staffer A is doing affect
your job?”
If the answer is yes, point out that work concerns

should be brought to the manager directly and not
talked about with the other staff. Then discuss what-
ever the work problem is.
However, if the answer is no, ask “did Staffer A

give you permission to discuss this?” And if not, “why
do you need to be involved with this?” Ask too “when
you told So-and-So about Staffer A, how was that
helpful to So-and-So?”
Refer to the policy. “We have a policy that every-

body must respect everyone else in this office. If you
spread stories about somebody else’s business, that
person will not be willing to help you out when you
need help. The same is true with other people. They
will avoid you out of fear that you’ll talk about them.
And your performance will suffer as a result.”
Finally, address the personal side of the issue:

“How do you think Staffer A feels about what you

reader
questions



have said? How do you think Staffer A feels about
you?”

handing down the ultimatum
Then lay down the law.
“You know that gossiping is against our policy.

From here on, I expect you to focus on your job and
not make personal comments about other people. If
someone is affecting your performance, you must tell
me about it, not anybody else, and I will take care of
the problem for you.”

a gossip-free office
Management consultants also recommend taking a

strong stance against gossip. Discuss it with staff and
tell them that the office will be a gossip-free environ-
ment. Most likely, everybody will appreciate that.
Define gossip. It is passing hearsay information to

others, usually negative information.
Identify the kind of person who gossips. Gossipers

are people who take pleasure in spreading rumors.
They want to make themselves feel important. They
want to be the big cheeses who know everything.
Explain the resultant damage. It kills trust. It wastes

time and causes everybody’s work to pile up. And it
kills teamwork because the victims don’t want to
work with the gossiper.
Give staff a script to follow when someone comes

in with a story, perhaps “I don’t think we ought to talk
about that. It’s So-and-So’s business, not ours” or
“Let’s not criticize him. He’s not hurting us.”
Point out too that closing the door to gossip

increases anybody’s stature. People neither respect nor
trust someone who talks about others; they reserve
that for someone who is discreet.
And support that with an Irish quote: “Who gossips

with you will gossip of you.”

a few tactics for the manager
Beyond that are personal things the manager can do

to discourage gossip.
One is not to take any comment about a staffer at

face value. Get the facts. Talk with the accused.
Another is to refuse to listen to personal stories.

Simply say “I prefer to leave personal issues alone.”
But most effective of all is to assume that anybody

who has time to gossip doesn’t have enough work to
do. When a staffer comes in with a story, say “I don’t
have time to discuss that. I’m swamped right now.
Can you help me out?” And then hand over some extra
work. That staffer won’t be back. �
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