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COMPLIANCE

5 tested ways to make your billing 
and coding more profitable
The health of your medical practice depends on good quality coding 
and billing work. In two previous articles we highlighted the relevance 
of advanced training to achieve a well-staffed medical office [Your 
Career: BLS report indicates demand for trained, certified medical 
managers will grow fast, July 2014, p. 1; Beef Up the Resumes and 
Improve the Practice: Specialty training and certification for you and 
your staff, Aug. 2014, p. 1]. One of the most important roles in the 
medical office that impacts compliance—and your bottom line—is the 
coding and billing functions.
“Coding and billing is the lifeblood of the practice; it’s the income,” 
says Michael J. Sacopulos, JD, founder and president of Medical 
Risk Institute. “From a business perspective you want it to be correct, 
from reputational standpoint you need it to be correct, and from a 
legal perspective you have host of laws that require the efforts to be 
compliant,” he explains. “Outside of providing good medicine, what 
could be more important? After providing good care this is [the] 
mission critical part of any practice,” adds Sacopulos.
With that in mind, it’s critical to have the right people who are well 
trained and knowledgeable about compliant coding and billing 
practices. We’ll tell you what you should consider before either 
hiring in-house staff to perform your billing and coding functions or 
outsourcing those functions to a billing company.

™medical office manager

MANAGING THE OFFICE

Are your patients happy? 
Here’s how to find out
Monitoring the pulse of patient satisfaction is crucial to the health of 
your practice. 
Indeed, patient satisfaction can mean the difference between a thriving, 
profitable practice and one that’s barely breaking even. And since 
patients have a significant effect on the work environment, their 
satisfaction impacts your staff’s morale.
In order to accurately assess patient satisfaction, you have to measure 
the practice’s performance. This can be done by surveying your patients.

(continues on page 3)

(continues on page 6)
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California manager discovers employee 
incentive program that skyrockets 
well exam appointments, revenue and 
patient satisfaction
Pediatric Medical Group of Santa Maria, located in Santa Maria, 
CA, has found a way to quadruple the amount of well child and 
well baby exams at its office.
“In the past, we always ran a recall report and had our staff call 
patients that were due for well exams,” Camille Gamble, practice 
manager, tells Medical Office Manager. 
Although the process seemed to work okay, something wasn’t 
adding up.
“I came to realize that the staff would call them one time and leave 
a message and never follow up,” Gamble says. “The staff would 
also work very slow getting through the list.” 
She decided an incentive was needed and implemented a well 
exam contest. 
“Basically, I print out recall reports and for every 10 well exam 
appointments that a staff member books, she/he gets a $40 gift 
certificate to Walmart or Target,” Gamble explains.
At the contest closing date, each staff member has to turn in a log, 
documenting every appointment he or she scheduled that occurred. 
Gamble then reviews the reports and the schedule and verifies that 
the appointments did occur. 
“I can’t believe how well this has worked, and how much our 
revenue has increased,” she says. “The staff works on their reports 
when they are slow, and they follow up with parents to make sure 
to book appointments; and if the appointment was missed, they 
contact them to schedule another appointment.”
The incentive program has resulted in more than incentive for staff 
members. 
“The staff loves the contest. Many of them can make anywhere 
from $40 to $1,000 in gift cards, which comes in handy around the 
holidays for them,” Gamble tells Medical Office Manager.
What’s more, the contest has had a noticeable impact on the 
practice’s bottom line. 
“When you figure we make an average of $55 per well exam, and 
it is only costing us $4 per well exam, we are profiting $50 that we 
previously were not bringing in,” Gamble explains. 

(continues  on Page 13 )



It’s the modern day equivalent of a typing test.
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1. Hire the right billing and coding staff
“Step 1 is make sure you have quality people,” 
advises Sacopulos. A lot of people come across 
well in the interview and have a good letter of 
recommendation, he says. But they may not have 
the right skills for your medical office’s needs. 
Or, worse, Sacopulos warns “they could have two 
felony convictions for identity theft.”
So do background checks. Sacopulos advises that 
your medical office’s providers “are turning over 
their livelihoods to these people. The sole source 
of income is coding and billing. So it’s worth a 
background investigation.” Sacopulos says such 
background checks often don’t happen, especially 
in smaller practices that are short on staff and thus 
face time pressures and need to hire more quickly.
Next, after you do the background check, check 
their skills. “Experience doesn’t translate to 
brilliance,” warns Karen Zupko, president 
of Karen Zupko & Associates, Inc. While it’s 
smart to look for staff who have some “level 
of preparedness,” she explains, just because 
someone has 15 years of experience doesn’t mean 
they have kept up with their training and what’s 
been changing in the industry. You also have to 
ask applicants how they’ve kept up with new 
developments, Zupko advises. 
Zupko designs for her clients customized 
assessments to test applicants’ knowledge about 
coding for their practice specialty. She recommends 
practices give each applicant the same assessment 
or quiz to test their coding knowledge. You can 
create your own using true and false questions or 
asking the applicant how they would code a real 
life scenario. Sacopulos agrees, suggesting you can 
de-identify a chart or record of service and ask the 
applicant to code it. “It’s the modern day equivalent 
of a typing test,” he quips, and “it’s fair, because 
you re testing them on what they will do.” 

2. Be diligent with billing services 
Some offices may find it better meets their needs 
and resources to outsource billing and coding to 
a different entity rather than handle it in-house. 
Sacopulos cautions that too often people think that 
outsourcing the task means they aren’t responsible 
any more. “They think they’ve taken their problem 
and made it someone else’s,” says Sacopulos. But 
that billing company is legally your agent, doing 

things on your behalf, he warns. So you can’t say 
it’s all their fault if something is done incorrectly. 
“Legally you are responsible for the acts of your 
agent,” advises Sacopulos. With that in mind, here 
are some tips Sacopulos offers when selecting an 
outside entity to handle your coding and billing: 

 j Do a background check on the company. That 
includes a litigation search to see if they have 
been sued, as well as a search with the Better 
Business Bureau. You can also check with your 
secretary of state to see if complaints or issues 
exist with regard to this company.

 j Make sure you have “a good written agreement 
with them that indemnifies you if there’s a 
problem.” 

 j Just because the contract says you are 
indemnified doesn’t necessarily guarantee you 
are protected. You also need to make sure the 
company has the resources to make good on 
that indemnification, warns Sacopulos. So make 
sure they are bonded and have appropriate 
insurance coverage, he advises. Be sure the 
entity has the financial resources to cover their 
commitment to you. 

3. Establish a plan 
Whether billing is done in-house or outsourced, 
providers are legally on the hook for how coding 
and billing is handled by employees or the billing 
service. So you don’t want either coding and 
billing entity to act independently and make ad 
hoc decisions. There should be clear expectations, 
written protocols, and a process for how coding and 
billing issues or concerns will be addressed. 
This starts with a plan, says Sacopulos. It could be 
part of your medical office’s general compliance plan 
or it could be a specific coding and billing policy 
or procedure. But every medical office should have 
“an actual written document that everyone can look 
at and be on same page,” recommends Sacopulos. 
Don’t think just the coding and billing staff need to 
be aware of and familiar with this plan. “It needs to 
address the whole group—it must show everyone’s 
responsibilities,” he says. 
For example, your written plan should address how 
to handle a question about what code to use or how 

(billing and coding, continued from page 1)



Coding and billing is the lifeblood of the practice; 
it’s the income.
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to handle billing in a specific situation, suggests 
Sacopulos. Tell staff where to go for advice. For 
example, you could suggest consulting the entity 
paying the bill being submitted. Government and 
private insurance carriers do have procedures for 
handling such requests, says Sacopulos. “If you 
get the opinion of the entity you are submitting the 
bill to it also takes away the argument that you are 
trying to intentionally defraud them,” he advises. 
You also need to address what to do if an error 
is discovered. “Sometimes it looks like people are 
doing things wrong intentionally but often it’s a 
mistake or ignorance,” says Sacopulos. Things are 
constantly changing so mistakes can happen. Your 
plan needs to answer the question “How do we deal 
with something that was paid inappropriately?” he 
advises. Your professional society, private consultants 
and your lawyer can help you devise a plan. 

4. Monitor compliance of coding and 
billing
Remember, even if you pick the right people, the 
providers in your medical office are “entrusting 
them with their livelihood and their liberty” and 
“people can get your providers into big, big trouble, 
intentionally or otherwise,” warns Sacopulos. 
So you’ve got to monitor the work your coding 
and billing staff does. The Office of the Inspector 
General (OIG) includes in its seven elements of 
successful compliance program regular auditing 
and monitoring. So you should be periodically 
auditing and monitoring your coding and billing 
systems.
Periodically pull charts and check that everything 
is coded correctly, Sacopulos advises. Once or 
twice a year should be sufficient to give you a level 
of comfort that your team knows what they are 
doing, he says. You can also engage a consultant to 
perform audits, he adds.
Zupko’s firm performs such audits for clients and 
also suggests medical offices annually compare their 
E/M (Evaluation and Management) code usage data 
to the Medicare data available by specialty for their 
state. She recommends doing so to assess the risk 
of being audited. If your E/M coding patterns fall 
outside the range of what other practices in your 
state and nationally are doing, it could raise red flags 
to the government, she explains. 
Doing this comparison provides great 
documentation if there’s a problem later on, adds 

Sacopulos. It tells the government that your 
medical office monitors coding and that you are 
making a real effort to comply. Another way to 
ward off potential compliance liability and spot 
risk issues is to keep your eye on what the Office 
of the Inspector General (OIG) is interested in. 
Every year the OIG issues an Annual Work Plan 
that details the issues it considers a problem. For 
example, the 2014 Work Plan lists as issues of 
concern medical necessity of high cost diagnostic 
radiology tests, place of service coding errors and 
identical electronic documentation being used to 
support multiple claims for E/M services. As the 
OIG is the entity enforcing billing and coding 
violations, this Annual Work Plan is like “a teacher 
giving you the test in advance,” says Sacopulos. 
“Shockingly, few practices have any idea about the 
Work Plan,” he observes. 
It’s not just your own staff you need to monitor—if 
you outsource, you should be checking on the third 
party handling your coding and billing. “You just 
want to make sure they aren’t overly aggressive 
or overly conservative,” says Sacopulos. “A lot of 
the time practitioners don’t know what to expect – 
what’s a good return and what’s average or below 
average,” he adds. So use benchmarks such as 
Medical Group Management Association (MGMA) 
data to see if your billing company is achieving 
average collections for your state, suggests 
Sacopulos. “Benchmarks will throw up red flags 
that there’s a problem somewhere,” he says. Note 
that it could be a sign there’s a problem with not 
just the coding and billing but possibly with your 
providers’ documentation.
Finally, note that auditing and monitoring your 
coding and billing isn’t just good for compliance 
and avoiding liability, it’s good for your bottom 
line too. Remember that coding and billing 
are the “lifeblood” of the practice so it makes 
business sense to be checking on it. “If we were 
in manufacturing, you wouldn’t turn on the 
assembly line and never check what’s coming out 
the other end,” says Sacopulos. He explains that 
auditing and comparing your coding and billing 
to benchmarks from Medicare or the MGMA for 
example can give you an idea not only whether you 
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are billing incorrectly and risk liability but also if 
you are billing too conservatively or not effectively 
collecting claims, which leads to lost revenue. 
You might also consider including benchmarks 
for collections in the terms of your contract with 
outside billing companies, imposing a penalty on 
the billing company if the collections are below 
certain benchmarks, adds Sacopulos.

5. Always be alert for red flags  
You don’t need an audit to spot problems. Even a 
manager that isn’t hands-on involved in coding can 
ask intelligent questions that can reveal red flags, 
suggests Zupko. For example, Zupko suggests 

looking at the write-offs, where staff could be 
“burying the bodies” of inaccurate or flawed coding 
and billing. If you look at what is being written off 
and see patterns in claim denials, maybe your office 
isn’t submitting claims correctly or isn’t following 
up on appeals, says Zupko. Looking for red flags 
like significant write offs or adjustments or a 
pattern of write offs can help find problems that 
affect your compliance and your medical office’s 
revenue.  
Go to medicalofficemgr.com to see this story 
online and click on additional information 
sources.

 “O” is for obstetrics: coding 
for pregnancy and childbirth
By Judy Monestime
ICD-10 CM’s Chapter 15, Pregnancy, Childbirth, 
and the Puerperium are in the range of O00 (letter 
O, digit zero, digit zero) to O9A, an interesting 
coding coincidence given these letters “O” codes 
are for Obstetrics. 
Chapter 15 of ICD-10-CM includes categories 
O00-O9A arranged in the following blocks:

 j O00-O08 Pregnancy with abortive outcome
 j O09- Supervision of high risk pregnancy
 j O10-O16 Edema, proteinuria and hypertensive 
disorders in pregnancy, childbirth and the 
puerperium

 j O20-O29 Other maternal disorders 
predominantly related to pregnancy

 j O30-O48 Maternal care related to the fetus and 
amniotic cavity and possible delivery problems

 j O60-O77 Complications of labor and delivery
 j O80-O82 Encounter for delivery
 j O85-O92 Complications predominantly related 
to the puerperium

 j O94-O9A Other obstetric conditions, not 
elsewhere classified

As instructed by the ICD-10, Coding Guideline, 
Chapter 15 codes are to be used only on the maternal 
record, never on the record of the newborn. 
Episode of care is eliminated in ICD-10; instead, 
pregnancy codes have a final character indicating 
the trimester for the current encounter. Assignment 
of the final character for trimester should be based 
on the provider’s documentation of the trimester 
(or number of weeks) for the current admission/
encounter. Whenever delivery occurs during the 
current admission, and there is an “in childbirth” 
option for the obstetric complication being coded, 
the “in childbirth” code should be assigned. The 
timeframes for the trimesters are as follow:

 j 1st Trimester: less than 14 weeks 0 days
 j 2nd Trimester: 14 weeks 0 days to less than 28 
weeks 0 days

 j 3rd Trimester: 28 weeks 0 days until delivery
Code titles have been revised in a number of 
locations in Chapter 15. For instances, ICD-9 
CM’s terminology states the indication for care 
such as inlet contractions of pelvis (653.2) ICD-
10 CM terminology is much more descriptive of 
what the code represents, that is, maternal care for 
disproportion due to inlet contractions of pelvis 
(033.2).

Other examples of title changes:

 j ICD-9-CM 654, Abnormality of organs and 
soft tissues of pelvis

 j ICD-10-CM O34, Maternal care for 
abnormality of pelvic organs

coding alert

http://%0D%0D%0D%0Dwww.medicalofficemgr.com


Let’s practice! 
How do you code the following encounter?
A 37-year-old female. Pregnancy delivered, single liveborn, vaginal delivery, 
following prolonged second stage of labor. Patient is 39-weeks’ gestation. 

 j O63.1 – Prolonged second stage of labor

 j O09.523 – Supervision of elderly multigravida, third trimester

 j Z3A.39 – 39 weeks gestation of pregnancy

 j Z37.0 – Single live birth

Rationale: 
When a delivery occurs, the principal diagnosis should correspond to the main 
circumstances or complication of the delivery. In cases of cesarean delivery, 
the selection of the principal diagnosis should be the condition established 
after study that was responsible for the patient’s admission. If the patient 
was admitted with a condition that resulted in the performance of a cesarean 
procedure, that condition should be selected as the principal diagnosis. If the 
reason for the admission/encounter was unrelated to the condition resulting 
in the cesarean delivery, the condition related to the reason for the admission/
encounter should be selected as the principal diagnosis.

A code from category Z37, Outcome of delivery, should be included on every 
maternal record when a delivery has occurred.
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 j ICD-9-CM 664, Trauma to perineum and vulva 
during delivery

 j ICD-10-CM O70, Perineal laceration during 
delivery

Certain codes in Chapter 15 require a seventh 
character to identify the fetus in a multiple 
gestation that is affected by the condition being 
coded. The applicable seventh characters are:

 j 0 not applicable or unspecified

 j 1 fetus 1

 j 2 fetus 2

 j 3 fetus 3

 j 4 fetus 4

 j 5 fetus 5

 j 9 other fetus

Outcome of delivery codes (Z37.-Z37.9), should be 
included on every maternal record when a delivery 
has occurred. These codes are not to be used on 
subsequent records or on the newborn record. 
These codes exclude stillborn (P95).

Judy Monestime, MBA, CDIP, CPC, and AHIMA 
ICD-10 CM/PCS Trainer/Ambassador, is an executive 
healthcare consultant, keynote speaker, and writer.  

CAHPS surveys
Depending on the size of your practice, as a 
result of the Affordable Care Act (ACA) you 
may be required by the Centers for Medicare and 
Medicaid Services (CMS) to administer Consumer 
Assessment of Healthcare Providers and Systems 
(CAHPS) patient surveys as part of the Physician 
Quality Reporting System (PQRS).
Participation in the PQRS program and survey 
administration is currently required if a practice 
has 100 or more healthcare providers. In 2017, 
more practices will be affected as that requirement 
changes to 10 or more providers. 
However, any practice can take advantage of 
CAHPS survey instruments, which are available 
online at the Agency for Healthcare Research and 
Quality (AHRQ), an agency of the U.S. Department 
of Health & Human Services: https://cahps.ahrq.gov/
Among reasons to use CAHPS, even if not 
required, is that it provides a consistent survey tool, 

says Valerie Sipe, project manager CAHPS for The 
Jackson Group, a company founded in 1976 that 
provides employee and patient satisfaction surveys 
and is a certified CAHPS vendor.

Deciding to survey
So, how does a practice that has never surveyed 
patients begin? 
Practices that conduct patient surveys usually have a 
target area they want to focus on, such as admission 
or how much time a physician got to spend with 
patients, Sipe tells Medical Office Manager.
Yet, even though a practice may begin with a goal, 
goals can change, says Janette Jones, director of 
patient satisfaction services for The Jackson Group. 
“Most tend to go with a goal in mind, but they 
don’t want to assume,” she explains. An example 
of a goal is, “We want to find out why we’re not 
getting new patients.”
Perhaps surprisingly, practices that survey don’t 
usually do so in response to problems. 

(Are your patients happy?, continued from page 1)
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By now, you probably know that Medical Office Manager is also online 
at www.medicalofficemgr.com, where you’ll find a library of articles, 
tools, policies, past issues of the print newsletter, and much more.

But what you may not know is that the Medical Office Manager 
website has been optimized for viewing on your smartphone or tablet. 

This means that when you’re on the go, you can take your favorite 
resource with you. Read us when you commute (provided you’re not 
driving, of course) or whenever you’re mobile. 

Trains, planes, and automobiles. We’ve got you covered. Medical 
Office Manager. Learn more, earn more, be a better manager.  

Medical Office Manager is mobile friendly
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“We have some really proactive office managers 
and physicians,” Jones says. “They know that 
patient satisfaction is part of a successful practice, 
and they want to make sure they are doing the right 
things and doing them in the right way.”
Individual practices survey their patients, and 
practices with multiple facilities conduct surveys to 
find out how perceptions might vary from location 
to location.
“You do sometimes find that people are surprised at 
the results,” Jones says.

Mistakes, misperceptions, and 
misconceptions
And what are the biggest mistakes practices make 
with regard to surveying patients?
“Waiting until they have angry patients,” Sipe says. 
“You want to be proactive.”
“Or waiting until someone tells you, you have to do 
a survey,” Jones says.
Another issue has to do with the implications of not 
surveying. “If patients aren’t asked, the perception 
is they [practice staff] don’t care,” Jones says.
Frequency of surveys, meanwhile, is an area with 
misconceptions. There is no standard for how often 
a practice should survey patients. In a clinic setting, 
for example, it depends on how many return 
patients there are in a month; in this kind of setting, 
surveying every six months might be ideal. 
“If there is a revolving base of patients, consistency 
is best,” Jones says.
But some practices survey every time a patient 
comes into the office. 
Do patients mind the paperwork? 
“It depends on methodology, and how they do it,” 
Jones says. Although lengthier surveys are still 
used, scorecards are becoming more common, she 
tells Medical Office Manager.

Survey process
Practices conduct patient surveys in a number 
ways: in writing, at the time of office visit; in 
writing by mail; online; and by telephone.
Deciding how to survey, what kind of survey to 
use, and what questions to ask all have the potential 
to impact survey results.
“How you phrase the questions determines the 
quality of data you get back,” Jones explains.
She also cautions that, “One-size-fits-all is not 
appropriate for all practice settings.”
And she further advises, “Don’t ask the question if 
you don’t plan to do anything about it.”
When it comes to analyzing survey responses, Jones 
tells Medical Office Manager that the interpretation of 
data should not be left up to office staff because they 
might not understand what the data is telling them. 
Interpretation of data, of course, is the point of 
surveying; Jones points out that it helps a practice 
effectively action-plan. 
Going it alone also opens up the possibility that office 
staff may pre-select patients for surveying in order 
to obtain more favorable results. This is yet another 
reason to enlist the assistance of a survey vendor. 
In addition, a survey vendor can help determine 
what form of survey is best for your organization. 
Sipe tells Medical Office Manager that among 
The Jackson Group’s medical practice clients 
that are not required to survey, approximately 50 
percent use customized surveys and the other half 
use CAHPS surveys that are sometimes modified 
slightly to accommodate practice needs. 
Jones offers medical practices that are 
contemplating patient surveys this advice: “Decide 
what you want to measure; decide how you’re 
going to use the data – what steps are you going 
to take; and reach out to a vendor to find out what 
form of survey is best for your organization.”  
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THIS STORY WILL HELP YOU
Manage your medical office’s holiday party liability risks

You may be hosting a big holiday party for your 
employees this December. And, like many medical 
offices do, you may be serving liquor at that party. 
That’s fine. Just make sure you understand what 
you’re getting yourself into.
Relax. We’re not going to lecture you on the 
dangers of drinking and driving. No sense 
preaching to the choir. But what we can do to help 
you out is explain the liability risks employers 
incur when they serve alcohol to their employees, 
not just during the holiday season but at any time of 
the year.

The law of host liability
Not all medical offices recognize that they can be 
liable for injuries caused by employees who drive 
drunk after an office party (or another event your 
medical office sponsors). Even medical offices 
that do know that risk exists don’t fully understand 
the exact nature of those risks and how to manage 
them.
What the Law Says: Persons who serve alcohol to 
guests can be liable for negligence if the guests get 
drunk and cause injuries to themselves or others. 
This is called “host liability” and it extends to 
employers who furnish alcohol to their employees. 
Where does this law come from? And what does it 
mean? Let’s answer these questions one at a time.
Employer host liability for the drunk driving of 
employees comes not from federal legislation but 
state law. Social host liability may be based on 
“dram shop” laws, i.e., state statutes that prohibit 
the sale of alcohol to minors and hold distributors 
responsible for alcohol-related injuries. For the 
most part, these laws only apply to companies that 
are in the business of selling alcohol, such as bars 
or restaurants. But some states have interpreted 
the law as imposing a legal duty upon social hosts 
(including employers) to exercise reasonable care 
when serving alcohol to their guests. In these 
states, courts have held employers liable for serving 
alcohol to a minor or an employee who became 
intoxicated and injured himself or someone else.

Employer pays almost $1 million after 
drunk employee kills child
A major case occurred in 1992, when an employer 
was held liable after an employee got drunk at 
a professional trade meeting attended by other 
company employees. As he was driving home, the 
employee ran a stop sign and crashed into another 
car, killing the driver’s son. 
The employee had had several drinks with the 
company’s president and other employees, all 
of which were deducted as business expenses. 
Everyone watched as the employee left the bar, 
slurring his words. But nobody stopped him. 
The jury ordered the employer to pay $80,000 
to compensate the victim’s father and another 
$800,000 for punitive damages. On appeal, the 
Florida court upheld the verdict because the 
employer: 

 j Told employees to attend the meeting to benefit 
the business;

 j Paid for all meeting expenses, including drinks;
 j Reimbursed travel expenses to and from the 
meeting;

 j Encouraged employees to entertain clients and 
buy them drinks at these types of meetings; and

 j Let the employee leave by himself, despite 
evidence that he was too drunk to drive.

Holding the employer responsible for the 
employee’s drunken conduct might seem unfair. 
After all, the employee was a responsible adult 
capable of making his own decisions. But the 
court in this case said that the employer should 
be responsible because it had more control over 
the actions of its employees than other kinds of 
hosts typically have over their guests [Carroll Air 
Systems, Inc. v. Greenbaum, 629 So. 2d 914 (Fla. 
App. 1992)].
As the Carroll case shows, employers are especially 
vulnerable when they require their workers to 
attend a function or drink with clients. In 2002, 
the Supreme Court of Texas said that an employer 
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who required employees to drink with clients 
could be responsible for injuries resulting from 
the employees’ intoxication. In that case, an exotic 
dance club required dancers to drink with the club’s 
clients to boost their bar tabs [D. Houston, Inc. v. 
Love, 92 S.W.3d 450 (Tex. 2002)].

3 ways to avoid liability
The key to avoiding host liability when serving 
alcohol to guests is to exercise your responsibilities 
as a host. In a nutshell, you must keep drunken 
guests from driving or not let them get drunk in the 
first place. What you can’t do is let guests drink 
themselves into intoxication and then turn them 
loose on the public. 
There are three tactics you can use to carry out this 
social host responsibility strategy:

1. Monitor alcohol consumption
Keep track of how many drinks each of your guests 
has. This will be much simpler if you have a closed, 
supervised bar.
What to do: Before the party, designate one or 
more persons as drinks monitors. Bartenders 
who are trained to keep tabs on how many drinks 
individuals consume make for ideal monitors. But 
you can also use your own employees as long as 
they don’t drink during the party—monitors need to 
be sober to do their job.  
Issuing drink tickets to each guest also enables 
you to not only track but control consumption. The 
problem with tickets is that guests who don’t drink 
give their tickets to guests who do. So cash bars 
might give you more control than tickets.

2. Determine whether guests are 
intoxicated
The second thing a host must do is try to figure 
out if a guest is intoxicated. We’re not talking 
blood testing and breathalyzers. According to 
court decisions, you need only make “reasonable 
assumptions” about whether guests are impaired 
based on how many drinks they’ve had. 
What to do: The monitor who keeps track of 
drinks consumed should also make the call on 
intoxication. One way you can help monitors make 
sound judgments is by making sure they understand 

what “intoxication” means. Just use the legal limits 
for impaired driving. In most states and provinces, 
individuals can be charged with a crime if they 
drive with a Blood Alcohol Content (BAC) over 
.08% or .10%.
But this is where things get tricky. To make 
“reasonable assumptions” about intoxication, 
monitors must estimate a guest’s BAC level by 
observing how many drinks he’s had. That’s asking 
a lot, especially when you consider that individuals 
get impaired at different rates. It depends not just 
on the number of drinks they’ve had but on their 
gender and weight (among other things). 
To help you overcome these problems, there’s a 
briefing paper below that shows monitors how to 
identify impairment based on drinks consumed, 
gender and body weight. The briefing is based on 
data from the U.S. Department of Health. And 
while it’s not 100% precise, it should enable your 
monitors to make the “reasonable assumptions” 
required by the negligence law. 

3. Prevent intoxicated guests from 
driving
If you know or have reasonable grounds to suspect 
that a guest is impaired, you must make an effort to 
prevent him from getting behind the wheel. This is 
fine when the guest cooperates. But what happens if 
he puts up a fight? How far must you go to keep an 
intoxicated guest from driving?
In the Houston case cited above, the dancer’s 
manager asked if she was okay to drive home. But 
the court said that wasn’t enough. The employer 
should have gone further, by taking her keys, 
calling a cab or making her stay put until she 
sobered up.
What to do: Use incentives such as appointing 
designated drivers, giving out taxi vouchers and 
even reserving hotel rooms where drunk guests can 
go to “sleep it off.” But be prepared to use the stick, 
too, including: 

 j Adopting a zero tolerance policy for drinking 
and driving;

 j Sending employees a note a day or two before 
the party reminding them that they should 
behave responsibly during the event;
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 j Collecting the names and phone numbers of 
employees’ spouses or, if they’re unmarried, other 
persons who can pick them up if they get drunk; 

 j Making employees and guests turn in their car 
keys if they plan to drink; 

 j Appointing a monitor to watch the parking lot 
in case an intoxicated guest tries to sneak out; 

 j If necessary, disciplining intoxicated employees 
who don’t cooperate; and

 j If all else fails, calling the police.

Don’t put too much stock in waivers
One of the things employers do to try to limit their 
liability is have employees sign a waiver promising 
not to hold the company responsible if they get 
drunk at the party and get hurt driving home. Such 
a waiver isn’t worth much. Courts aren’t likely to 
enforce them, especially if employees sign them 
after they start drinking. “The alcohol washes away 
the worker’s capacity to enter into a binding waiver,” 
explains one attorney. Moreover, the waiver doesn’t 
bind third parties that the employee might injure.

Conclusion
Of course, there’s a much simpler way to manage 
host liability risks: Don’t serve alcohol at your 
holiday party (or at picnics or other medical office 
affairs during the year). In this context, keeping the 
party dry isn’t a moral decision but purely a legal 
one. Your medical office has every right to make the 
decision to serve alcohol. But, as the manager, you 
should ensure that the decision makers understand 
the legal risks the medical office assumes when it 
exercises that right and that it takes the appropriate 
steps to manage those risks.  

TOOL
Model Alcohol notice 

To: All employees

From: Senior Management

Date: December 14, 2014

Re: Consumption of Alcohol at Medical Office 
Holiday Party 

As you know, the medical office is hosting its 
annual holiday party this Friday evening at 
The Town and Country Club. While we are very 
much looking forward to seeing everyone 
there, attendance is purely voluntary and no 
one is required to come or stay for any set 
length of time. 

Because alcohol will be served at the party, 
we would like to take this opportunity to 
remind everyone about our zero-tolerance 
policy for drinking and driving. Please 
behave responsibly and limit your alcohol 
consumption to a reasonable amount. If you 
are driving, please do not drink any alcohol. 
Research has shown that even low blood 
alcohol concentration impairs driving skills and 
increases crash risk. If you feel you are unable 
to drive home after the party, please ride home 
with a friend or use one of the taxis that we 
have provided at the club. 

Be safe, be courteous and have a great time.

Your paid Membership to Medical Office Manager also includes full Premium Member access to MedicalOfficeMgr.com where you can 
access hundreds of searchable articles to help you be a better medical office manager. You can find out how to handle virtually any challenge 
you face in your office. You can also download hundreds of ready-to-use policies, forms, checklists, and many other practical “working tools” 
to make your job easier. Plus, you can stay up-to-date on the latest news, check out our new Job Board, gain valuable insight and help from 
leading medical office experts, and much more! 

If you do not yet have a username and password just call us NOW at 888-729-2315. One of our friendly Customer Service reps will quickly get 
you set up with unlimited access to the leading website for professional medical office managers. Don’t wait. Call today!

Join Us on MedicalOfficeMgr.com TODAY! 
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TOOL
Model Notice to Monitors on Blood Alcohol Content and Intoxication Guidelines 
Some states say that social hosts, including employers, must monitor how much their guests drink and make “reasonable assumptions” about whether they’re impaired. 
You need to designated monitors or other persons to do this; you also need to show them how to judge impairment. 

Here’s a form to help you do that. It shows the legal rate of impairment by Blood Alcohol Content (BAC) of men and women of different weights. The data come from U.S. 
government sources. And while they’re not 100 per cent accurate, they should be enough to enable your monitors to make reasonable assumptions about impairment.

BAC Chart for Men: Approximate Blood Alcohol Percentage

Drinks

Body Weight in Pounds
Only Safe

Driving Limit

Impairment 
Begins

Driving Skills 
Affected

Possible Criminal 
Penalties

Legally 
Intoxicated

Criminal 
Penalties

100 120 140 160 180 200 220 240

0 .00 .00 .00 .00 .00 .00 .00 .00

1 .04 .03 .03 .02 .02 .02 .02 .02

2 .08 .06 .05 .05 .04 .02 .03 .03

3 .11 .09 .08 .07 .06 .06 .05 .05

4 .15 .12 .11 .09 .08 .08 .07 .06

5 .19 .16 .13 .12 .11 .09 .09 .08

6 .23 .19 .16 .14 .13 .11 .10 .09

7 .26 .22 .19 .16 .15 .13 .12 .11

8 .30 .25 .21 .19 .17 .15 .14 .13

9 .34 .28 .24 .21 .19 .17 .15 .14

10 .38 .31 .27 .23 .21 .19 .17 .16

Your body can get rid of one drink per hour. One drink is 1.5 oz. of 80 proof liquor, 12 oz. of beer, or 5 oz. of table wine.

BAC Chart for Women: Approximate Blood Alcohol Percentage

Drinks

Body Weight in Pounds
Only Safe

Driving Limit

Impairment 
Begins

Driving Skills 
Affected

Possible Criminal 
Penalties

Legally 
Intoxicated

Criminal 
Penalties

90 100 120 140 160 180 200 220 240

0 .00 .00 .00 .00 .00 .00 .00 .00 .00

1 .05 .05 .04 .03 .03 .03 .02 .02 .02

2 .10 .09 .08 .07 .06 .05 .05 .04 .04

3 .15 .14 .11 .10 .09 .08 .07 .06 .06

4 .20 .18 .15 .13 .11 .10 .09 .08 .08

5 .25 .23 .19 .16 .14 .13 .11 .10 .09

6 .30 .27 .23 .19 .17 .15 .14 .12 .11

7 .35 .32 .27 .23 .20 .18 .16 .14 .13

8 .40 .36 .30 .26 .23 .20 .18 .17 .15

9 .45 .41 .34 .29 .26 .23 .20 .19 .17

10 .51 .45 .38 .32 .28 .25 .23 .21 .19

Your body can get rid of one drink per hour. One drink is 1.25 oz. of 80 proof liquor, 12 oz. of beer, or 5 oz. of table wine.

Data supplied by the Pennsylvania Liquor Control Board.

NOTES:
 � For purposes of this chart, one drink is equal to 1.5 oz. of 80 proof liquor, 12 oz. of beer or 5 oz. of table wine.
 � Impairment for everybody begins with the first drink.
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MANAGING THE OFFICE
Holiday season dos and don’ts 
for the medical office
The holiday season is an ideal time of year to show 
goodwill toward all, including your staff. 
Here are some dos and don’ts to help make your 
workplace holiday friendly.

Do
Try to be flexible when it comes to time off 
during the holiday season. Yes, employees 
should have saved their vacation time. And yes, 
maybe seniority should prevail when it comes 
to the days off everyone wants. Nevertheless, 
at this time of year it’s worthwhile to try and 
accommodate personal circumstances when 
possible. For example, you might want to juggle 
the work schedule if it means an employee can 
travel to spend time with family. Your staff works 
hard. The holidays are an ideal time to show your 
appreciation.
Plan a practice-wide celebration or allow the 
office to hold a party. The holidays are all about 
celebrating, and people like a party. From a work 
standpoint, a holiday party shows staff the practice 
cares and it offers an opportunity for team building. 
In other words, a party is not only good for morale; 
it can lead to better worker relationships and 
improved productivity.
Think about whether to hold a party during the 
workday or after hours. Sure, an evening gala 
sounds like great fun. But does it work for your 
workforce? If most of your staff members have 
young children, childcare arrangements may be an 
issue—and an expense. Keep in mind too that it’s a 
busy time of year and people may have other plans.
Consider whether to invite spouses and 
significant others to a holiday event. Workplace 
gatherings that include partners place added stress 
on your single employees. Most people don’t want 
to bring just anyone to a party that includes their 
boss and coworkers. Employees with partners may 
also feel uncomfortable mixing the personal and 
professional.
Weigh the decision to serve alcohol at work-
related events. A drink or two rarely poses a 
problem. Unfortunately, there seems to be at least 
one in every crowd who uses any party as a chance 
for excessive celebration. 

Encourage employees to avoid any obligatory 
gift exchange, even grab bags. Not everyone 
has the financial resources to participate. Twenty 
dollars for a grab bag gift might seem like no big 
deal, but it could be someone’s lunch money. Or, 
the money could better go toward a gift for an 
employee’s family member.

Don’t
Forget to be inclusive when celebrating. Today’s 
workforce embraces a variety of beliefs and 
customs. Attention to this diversity should extend 
to workplace holiday celebrations.
Make after-hour party attendance mandatory. 
Staff members have lives outside of work, and 
those lives are often complicated. Childcare, 
eldercare, partners working different shifts—these 
and other situations impact employees’ ability to 
socialize.
Lose sight of your managerial responsibilities. 
As the office manager, you wear various hats; while 
event-planner/maker of merriment may not be your 
true calling, it’s a tough job and somebody’s got to 
do it. Tip: If party planning truly isn’t your thing, 
enlist the help of a willing staff member.
Forget to enjoy yourself. The holidays are a time 
for you as a manager to show your softer side. So, 
by all means, smile, laugh, and participate in the 
festivities.   



EDITOR TIP
Join the Medical Office Manager 
LinkedIn group

Are you on LinkedIn? If so, be sure to join the Medical Office 
Manager group. You’ll find it by entering “Medical Office Mgr 
group” in the LinkedIn search box.  Why should you join (you ask)?

It’s a great way to keep up with timely and relevant information 
that can help you do your job better. It also offers an opportunity to 
participate in discussions with fellow medical office managers and 
industry experts, and build connections that can further your career.

As a Medical Office Manager subscriber, you’re part of our 
community. We look forward to getting to know you better. 
Why not join the Medical Office Mgr group on LinkedIn today?
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The contests have been so profitable for the practice 
that Gamble now runs three to four per year. 
But it isn’t only about the additional income.
“I also have noticed how much parents appreciate 
the reminders of the well exams, especially with 
the adolescents,” Gamble says. “It has definitely 
improved our patient care as well.”

A teacher planning book is 
enough for complete hospital 
visit notes
It’s worked for years. It costs less than $10. And 
with it, practice manager Patricia Russell has never 
missed posting a single hospital or nursing home visit.
It’s a teacher’s daily plan book. And for any physician 
who doesn’t use a digital device for note taking, it’s 
the perfect solution for documenting out-of-office 
visits, says Russell who manages the internal medicine 
practice of George. R. Cox, MD, in Suffern, NY.
The books, which come from office supply stores, 
are spiral bound and have Monday-through-Friday 
columns plus an empty column that can be used for 
weekend visits. The columns go down the length of the 
page, so there’s space enough for complete visit notes.
The office’s procedure is simple. The doctor takes it 
to the hospital and nursing home each morning and 
in the day’s column writes down the usual – patient 
name, diagnosis, and status.
He also notes when a patient is admitted, and if he 
doesn’t bring back the admission sheet, Russell can 
access it on the hospital’s system. When he covers 
for another physician, he writes in that doctor’s 
name with the patient note, and that data too is 
accessible via the hospital computer.
The books were a necessity, Russell says. When 
she started with the practice, the doctor – like most 
physicians at the time – was documenting out-of-
office visits “on little tiny pieces of paper that he 
kept in his pockets” and then dropped them on her 
desk, and she “had to make sense of them.”
Now he gives her one book instead of a dozen 
notes, and she posts the visits and puts the book on 
his desk for the next morning.
The daily posting takes organization, “but it’s 
something that had to be built into the day’s 
schedule” to keep the posting current, Russell says.

The book would work for any size office, according 
to Russell, who points out that it’s especially 
helpful for physicians who have been in practice a 
long time and still rely on pen and paper.
It makes it possible to capture all the information 
that’s entered in a computer. It also makes it easy 
for anybody – doctor or staffer – to check back on 
any visit without having to look at the computer or 
the record.
Because they are for teachers, the books cover only 
180 days. But that’s not an issue, Russell says. 
She simply replaces them when they are filled and 
labels the start and end dates on the outside. The 
office retains the books for about five years.

Paid time-off gives 
unquestioned days off plus a 
bank for catastrophes
The standard days-off policy has two downfalls, 
says the office manager of a six-physician, 16-staff 
office in North Carolina. One is that it isn’t fair, 
because some people abuse the sick leave and turn 
it into extra vacation days. The other is that keeping 
track of how long each person has been out and for 
what is a nightmare. So the office manager moved 
to a paid-time-off policy that gives staff a certain 

(Reader Tips, continued from page 2)
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number of hours to use however they want. It also 
allows them to build up time in a catastrophic bank.
For the first five years of employment, staff get 160 
hours a year, or 20 days of sick and vacation time. 
After five years, they can add eight hours a year up 
to a maximum of 240 hours, or 30 days. Newcomers 
don’t get any time off for the first six months. 
However, they are earning the time and therefore 
have it available for the remainder of the year.
To keep everybody on a January calendar, the time is 
prorated so that someone who starts in January gets 
the full 160 hours beginning in July, but somebody 
who starts in, say, April, gets only 120 hours at the 
beginning of September. That’s a large number of 
hours for the remainder of the first year, but staff can 
carry over up to 80 hours into the next year.
They can also put their unused hours into a 
catastrophic bank which pays when someone has 
used up all the other time and encounters serious 
illness. The bank holds a maximum of 240 hours, 
or 30 days, which is the wait time for disability 
insurance. Thus, anyone who has to go on disability 
can have uninterrupted paychecks. When the office 
moved to the new system, some staff had vacation 
time left over from the previous year, so that went 
into their catastrophic bank accounts.
There’s also a provision for staff to get paid for 
unused time. After someone has 240 hours in the 
catastrophic bank, the office will pay for up to 80 
hours a year – but at a rate of 50% of the staffer’s 
current hourly pay.
Staff like the program because they don’t feel they 
have to give a big long explanation of why they 
want a day off. All they have to say is “I need a 
‘me’ day.” Except for unexpected sick days, they 
need to give only a day’s notice, and as long as 
someone can cover the position, it’s granted.

new referrals come from a visit, 
a folder, and chocolate cookies
When a new manager took over the office of a 
Miami gastroenterology practice, the office had just 
lost two physicians and needed to increase referrals 
for the three physicians who remained. So she took 
on the job of marketing. Her approach was direct 
and simple, but the results were good to the point 
that now, less than two years later, the schedule 
stays full.

First, she put together a folder of information. It has 
only seven pages but covers everything a referring 
office needs – information about the doctors, the 
procedures, the office hours, the insurances the 
office accepts, the names and positions of the staff, 
the number to call for emergency appointments, 
and a map to the office. Then she listed the target 
audience – the current referrers plus offices that 
had referred in the past but were no longer doing 
so. And then she went visiting – carrying a box of 
cookies –always covered with chocolate.
She didn’t set appointments but just dropped in and 
asked to see either the office manager or referral 
coordinator. It worked well. Never was there a 
problem getting to see someone. At each visit, 
which lasted 15 or 20 minutes, she presented the 
folder and explained that it was information that 
would be helpful for referrals. She also emphasized 
that if there were ever any problems with the 
referrals, the office could call her personally.
New referrals started coming in immediately. A 
big draw was the long list of insurances the office 
accepts. Most of the managers said they didn’t 
realize the office had that many options. 
The number of visits was staggering–nearly 120–but 
planning made that possible. Each day, the manager 
covered three or four offices located in the same area 
and often in the same medical building. The best 
time was first thing in the morning because offices 
are not crowded with patients at that time. So she put 
the folders in her car the night before and set out at 
the time she would ordinarily leave for work.
The visiting lasted about five months. At that 
point, she had to quit because the schedule was 
full. However, she now makes two or three follow-
up calls a day to see if the referring offices need 
anything, as well as to keep the office’s name in the 
forefront. And in December, she made a list of the 
most frequent physician referrers–there were 45 
of those – and visited again, this time to take each 
doctor a bottle of wine and a holiday card.

Medical Office Manager wants to 
send you $100
Tell us how you solved a problem or implemented a 
successful program – or share any idea we can use 
in our Reader Tip column and we’ll send you $100. 
Contact paula@plainlanguagemedia.com.  

mailto:paula@plainlanguagemedia.com
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HIRING
Do you make this costly hiring 
interview mistake?
Don’t focus a job interview on whether the 
candidate can do the job. The purpose of an 
interview is not to evaluate hard skills or job 
experience or training. Anybody who makes it to 
the interview already meets the requirements.
Look instead for the behaviors of the person. The 
interview is the time to find out the motivators, the 
personality, and the soft skills of self management, 
organization, and the ability to solve problems and 
work as part of a team.

Digging past the pre-fab answers
Standard interview procedure is to spend the first 
half hour telling about the office and how great the 
job is. It’s a sales pitch, and it’s a waste of time. 
The applicant already wants the job. That’s why 
that person is there in the first place – to get hired. 
Save the sales talk for when the office makes an 
offer and start instead with questions that force 
the applicants to demonstrate that they have the 
behavior and competence to be successful in the job 
and to fit in well with the organization.
The way to do that is to ask questions that make 
the individual think. Most managers ask questions 
that can only produce the correct answers: Are you 
results-oriented? Do you like working in a team 
environment? Do you like working with people? 
Those don’t work. Who’s going to say ‘no, I hate 
working with other people. I’d rather work by 
myself and not be bothered’?
Instead list the characteristics the job requires 
and then ask for evidence of each by phrasing the 
questions in the format of “tell me about a time you 
were results-oriented” or “tell me about a time you 
really acted as part of a team.” People have to think 
to respond. They also have to be candid. Somebody 
who is not results-oriented is going to have a hard 
time making up an answer.

…and then? …and then?
Keep going. Whatever the answer is, ask for more 
about it. Suppose the question is Tell me about a 
time you solved a patient problem and the answer is 
We had a patient who complained about such-and-
such, and I did A.
Ask for more: How did you accomplish A? 
Answer: By doing B. Response: And how did you 

accomplish B? What happens is that the applicant 
winds up doing all the talking, and the manager 
gets lots of information plus a rich picture of what 
the office can expect from that person.
Job applicants are prepared. They come in with 
ready responses to the typical interview questions 
and “can spit back exactly what the interviewer 
is looking for.” But what they can’t get past is the 
heavy follow-up. Asking question after question 
takes time; block out an hour, if not more. Spending 
the extra time is far easier than having to deal later 
with somebody who’s not suited to the job.

Picking up the dropped hints
Throughout the interview, listen for off-hand 
comments about job preferences and expectations 
that indicate a bad fit. Don’t expect the candidate 
to come out and say there’s not a match or even 
give any indication of a problem. Job seekers are 
going to say whatever will get them in. It’s the little 
remarks that tell the real story.
If a front-desk candidate says “my goal is to be 
making $60,000 in four years,” stop and think. Will 
the position ever warrant a $60,000 salary? Is there 
opportunity for that kind of promotion within the 
office? If not, it’s not fair to hire that person. What’s 
more, in a month or two, the new hire will hear about 
the salary limits from co-workers and leave.
Or suppose a candidate says “I’m on the fast track. 
I want to be assistant manager in five years.” No 
matter how great a fit that person may otherwise be, 
if that’s not what the office is offering, it’s a bad hire.

Love at first sight
One last rule: Don’t get dazzled. Someone comes 
in dressed perfectly and sounding like just what 
the office wants, and the manager’s first response 
is “wow! I’ve got to hire this person!” Now a 
halo perches on that candidate’s head, and what 
follows is not an interview at all but a search for 
evidence—however poor—that the office should 
hire that applicant.
Even the most experienced interviewer can fall 
into that trap. It’s human nature. And it happens 
just as often with physician interviews as with staff 
interviews. The doctors see a glowing resume from 
a prestigious school and think “this person must be 
really smart.” No one ever listens for any indication 
that the applicant may not be right for the practice 
or vice versa.  
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TECHNOLOGY
Survey finds digital 
technology is changing the 
physician-patient relationship
A recent survey conducted by WebMD/Medscape, 
a leading provider of health information services, 
offers noteworthy insight into physician and patient 
perspectives on health technology’s role in aiding 
diagnosis and care.
Dr. Eric Topol, a leading authority in the fields of 
genomics and digital medicine, who serves as both 
editor-in-chief of Medscape and chief academic 
officer of Scripps Health, discussed the findings 
during his keynote address at the Health 2.0 
conference in September 2014.   
“While data show clear differences between 
patients and doctors in certain areas, most 
noticeably around who owns medical records, the 
two groups are coming ever closer in their embrace 
of new technology in medical practice,” said Dr. 
Topol. “There is a growing understanding among 
physicians that patients have greater access to care 
and cost information and that is giving them greater 
voice in the decision-making process.”
The WebMD/Medscape survey of 1,102 patients and 
1,406 healthcare professionals included 827 physicians. 
The survey reveals often surprising perspectives about 
patients’ and physicians’ willingness to embrace the use 
of digital technology; their understanding of who owns 
and has rights to see medical records; expectations 
regarding access to information; and concerns 
about topics including data security and privacy.
Key findings from the survey include:

 j Consumers (84%) and doctors (69%) embrace 
technology to enhance and aide the diagnostic process 

 j Patients (64%) and physicians (63%) agree that 
the smartphone can be a useful diagnostic tool 
in regard to blood tests 

 j With regard to using a smartphone to perform 
other tests, such as eye and ear examinations 
in place of an office visit, nearly one half of 
patients would consider doing so, while only 
about one-third of doctors would be willing to 
accept information from patients’ smartphones 
in place of office visits 

 j There is overwhelming support among patients 
(96%) and physicians (96%) around a patient’s 
right to see their lab and diagnostic test results 

 j However, doctors feel that giving patients access 
to detailed electronic medical records could lead 
to anxiety about results (91%) and unnecessary 
requests for medical evaluations (84%), whereas 
patients feel that this access will allow them to 
better manage their health (93%) 

 j Importantly, patients (58%) and doctors (77%) 
agree that doctors should review test results 
before sharing with patients 

 j The majority of patients (58%) and doctors 
(60%) don’t view privacy and security issues as 
barriers to using digital health technologies for 
communication, or for accessing and sharing 
electronic medical records.

During his keynote address, Dr. Topol described the 
dawn of a new era: the democratization of medicine, 
which is being made possible by these digital health 
technologies, which are fundamentally changing the 
relationship between patients and physicians.  


