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COMPLIANCE ALERT

Is your practice an OIG enforcement 
target in 2015?
The Office of Inspector General (OIG), which oversees Medicare and 
Medicaid enforcement, has issued its 2015 Work Plan highlighting the 
compliance risk areas that it will target in its review and enforcement 
efforts. You will see some familiar topics which the OIG also 
included in last year’s plan such as chiropractic services, place of 
service reporting, physical therapy, ophthalmologists, hospital staff 
privileging, and security of networked medical devices at hospitals.
Here’s a summary of some of the issues the OIG has said it plans to 
take a close look at, which may be relevant to medical offices:
Anesthesiology services. The OIG is concerned about Medicare Part 
B claims for “personally performed anesthesia services.” Claims 
submitted with an AA service code modifier must be for services 
personally performed by the anesthesiologist. The OIG is concerned 
some claims are incorrectly indicating the service was personally 
performed by the anesthesiologist when they weren’t. This is a concern 
because personally performed services get paid at a higher rate. 

™medical office manager

CODING AND BILLING

CMS Medicare physician fee schedule 
for 2015 Final Rule released
The Physician Fee Schedule Final Rule was published November 
13, 2014. It provides not only new payment rates but also changes to 
Medicare payment policies. Here is a summary of some changes that 
could affect your medical office.
Telehealth services. Specific telehealth services must be included in 
the list of Medicare telehealth services and meet other conditions for 
Medicare payment to be made. For 2015, CMS has added services 
to the telehealth list, including services represented by the following 
CPT® codes:

 j Psychotherapy codes: CPT® Codes 90845 (psychoanalysis), 90846 
(family psychotherapy-patient not present) and 90847 (family 
psychotherapy-patient present); 

(continues on page 3)

(continues on page 7)
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Separate room for schedulers calms 
front office chaos
A few years ago, a North Carolina pediatric practice realized that 
the front desk is not the best place to check people in, make return 
appointments, and schedule new appointments – all at the same time.
With staff constantly having to answer phones, the area was too busy 
and too noisy to give waiting patients the attention they deserved.
People were waiting in line only to be told to wait again while a 
ringing phone was answered. And staff were constantly having to 
tell either a patient or caller to “hang on” – an especially irritating 
situation for a parent who’s been up three nights with a sick child.
So the practice moved the phones to a separate room where three 
staffers do nothing but schedule appointments.
With 15 physicians seeing an average of 200 patients a day, the move 
was essential. Even so, there were concerns about whether the three 
staff could handle being isolated and doing nothing but scheduling.
As it turned out, they liked having the peace and quiet needed to 
do the job.
In a busy office, it’s the scheduling that determines how well the day 
goes for everybody, and the job is complex. Different nurse times 
have to be blocked off for different appointment types. For instance 
visits involving sick children require lead-time, while twins have to 
be scheduled on specific days and so on. There are also the “ifs and 
exceptions” related to each patient’s availability. Being able to focus 
on the work allows staff to juggle all those elements.
The question of whether it was a good idea to separate a team that 
was accustomed to working together at the front desk was raised, 
but that also turned out well. To keep schedulers from losing touch 
with the rest of the staff, they were included in all front-desk 
activities and meetings.
Schedulers are also free to swap days with front office staff, just 
for a change of scenery. One scheduler does this, while the other 
two prefer to stay put.
The practice manager recommends any office with a busy front 
desk separate scheduling staff from front office staff who need 
time to welcome people and take a genuine interest in their needs 
and concerns. With no phones to answer, they can do just that.

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

mailto:paula@plainlanguagemedia.com
mailto:paula@plainlanguagemedia.com


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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Chiropractic services. Once again this year, 
chiropractors are in the spotlight. The OIG is 
concerned with inappropriate payments for 
chiropractic services and, like last year, the 
Work Plan mentions manual manipulation of 
the spine. The OIG explains that Medicare 
Part B only reimburses this service if there is a 
“neuro-musculoskeletal condition for which such 
manipulation is appropriate treatment.” It also notes 
chiropractic maintenance therapy is not deemed 
medically reasonable or necessary. The OIG also 
notes questionable billing practices found in past 
reviews of chiropractic claims and reminds that 
Medicare only pays for manual manipulations 
or treatment of subluxations of the spine when 
there is “a reasonable expectation of recovery 
or improvement of function.” Finally, the OIG 
indicates it will be reviewing data from prior audits 
and reviews of chiropractic claims and identifying 
“trends in payment, compliance, and fraud 
vulnerabilities” and will make recommendations 
for avoiding these risks. 
Diagnostic Radiology. The OIG is questioning 
medical necessity of high cost diagnostic radiology 
tests and will be reviewing whether use of these 
tests has increased. So if physicians are ordering 
such tests, they may want to be aware of this OIG 
concern.
Imaging Services. The OIG will be reviewing 
payments for these services to see if they match 
expenses incurred and it will be checking if 
utilization rates concur with industry practices. The 
expenses include office rent, wages, and equipment.
Ophthalmologists. Like chiropractic services, 
this specialty is a continuing concern for the OIG, 
carrying over from last years’ Work Plan. The 
OIG is looking for “potentially inappropriate and 
questionable billing” for these services.

Place of Service. Another recurring issue for the 
OIG is place of service.  The OIG is focused on 
services physicians render in ambulatory surgery 
centers and hospital outpatient departments. The 
OIG wants to see that proper place of service 
is noted because it affects the reimbursement 
level. Higher payment results when the service 
is performed in a physician office, for example, 
than in a hospital outpatient department or in an 
ambulatory surgical center. 
Physical Therapy. The OIG continues its scrutiny 
of outpatient physical therapy services provided 
by independent therapists for compliance with 
Medicare regulations. Prior reviews revealed to 
the OIG such services weren’t always reasonable 
or medically necessary or properly documented. 
Therapists with high outpatient utilization rate are a 
focus of their review. 
Sleep disorders. The OIG will be looking at claims 
from physicians, hospital outpatient departments, and 
independent diagnostic testing facilities for sleep-
testing procedures. Specifically, the OIG is concerned 
about high utilization for services reflected by CPT© 
Codes 95810 and 95811. The OIG notes repeat tests 
may not be reasonable and necessary. 
Health Information Technology. The OIG 
remains concerned about networked medical 
devices at hospitals and how well hospitals are 
protecting security of information gathered by such 
devices. While this only applies to hospitals, it is a 
reminder to medical offices and all providers of the 
seriousness of protecting the security of patient data 
collected or stored on all devices.
You can find the 2015 OIG Work Plan at: https://
oig.hhs.gov/reports-and-publications/archives/
workplan/2015/FY15-Work-Plan.pdf
Prior years’ Work Plans are available at: http://
oig.hhs.gov/reports-and-publications/archives/
workplan  

(OIG enforcement, continued from page 1)
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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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RISK MANAGEMENT
How to spot an embezzler on 
your staff
Embezzlement is easy in a medical office because 
little amounts come through every day, many of them 
in cash, and $5 here or $10 there doesn’t get missed.
The scheme can be as simple as a staffer walking 
off with a bit of cash now and then. But it can 
also be elaborate; somebody sets up a fictitious 
vendor and writes checks to the bogus company. 
Or somebody sets up a bank account in the name of 
the practice and deposits some of the checks into it 
instead of into the practice’s real account.

Safeguards to set up
The only prevention is separation of duties so that 
no one person has control of the money. 
Set up these procedures:

 j At least two people handle the receivables. One 
opens the mail and lists the payments; the other 
posts the money to the account.

 j One person authorizes write-offs and another 
posts them.

 j Every employee who handles cash is bonded.
 j Every check has to have an approved invoice 
attached before it can be signed.

 j Everybody has to take a least one continuous 
week of vacation each year. During the absence, 
another staffer has to take over the job.

 j Tally the balance sheet and income statement 
every month.

 j Pre-number the superbills and account for them 
at the end of the day. That way, nobody can 
destroy a superbill and pocket the payment.

 j Reconcile the sign-in sheet with the 
appointment book and with the charges and 
payments posted each day. Every cash payment 
must have a receipt, and the receipt has to be 
included in the reconciliation.

How to catch a culprit red-handed
If a manager suspects embezzlement, she or 
he should make a surprise visit to the billing 
department and say, “We’re going to run all the 
statements right now and mail them out today.” 
Include a letter with each bill that reads, “Please 
verify your balance, and if there is any discrepancy, 
call Person A.”

If checks have been diverted to a secret account, 
there will be calls from people who have paid but 
whose payments have not been posted.
Another approach: Compare the payments to the 
explanation of benefits (EOB) forms. This will show 
if contractual write-offs are being manipulated.
Yet another approach: Call some of the patients whose 
accounts have been written off and verify that they 
did not pay. This will show if their checks are being 
deposited elsewhere and their accounts written off.

Conclusion
Implementing office procedures and separating 
job duties will help close loopholes that can lead to 
unscrupulous employee behavior. However, ongoing 
auditing is required. It is the manager’s responsibility 
to make sure procedures continue to be followed and, 
that in the rush to get work done, the separation of job 
duties isn’t compromised. The manager should do her 
or his best to make sure there are no opportunities for 
staff to steal money from the practice.
A final word of advice for managers: Trust your 
instincts. If you think an employee may be 
embezzling from the practice, follow that hunch. But 
do so in a professional, methodical manner. One of 
two things will happen: You’ll find the safeguards 
you have in place are working, or that you were 
right. Either way, you’ll have the information you 
need to move forward.  
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MANAGING THE OFFICE
The 8 best management tips 
from our readers
Managing the people with their problems and 
personalities is the most formidable part of 
management.
So here for our readers is a long list of ways to 
make the job easier. They come from the many 
consultants and managers MOM has talked with 
over the years.

1. Hiring the right people
Interview tactics 
Before hiring a job applicant, look carefully at two 
points:
The first is attitude. Listen for positive, enthusiastic, 
and solid answers to questions such as these:

 j Tell me about your experience in medical offices.
 j Tell me about a situation where you were able 
to help a patient.

 j How did you interact with (the physicians - 
patients - manager) at your last job?

 j How would you handle a telephone call from an 
irate patient?

The second is teamwork.Ask about personal 
accomplishments and listen for me-me comments 
versus comments about interacting with other 
people. A team player says a former boss 
was helpful, gives other people credit for an 
accomplishment, and mentions the good things 
peers in other jobs have done. The candidates who 
will never join the team are those who toot their 
own horns, complain about their other jobs, and 
criticize former bosses and peers.
Give staff the final word on a hire
Before making a job offer, have the candidate 
spend the morning shadowing one or two other 
staffers and going to lunch with several staffers. 
Afterwards, ask the others if they would like to 
work with that person and whether they think 
that person will be an asset to the office. Besides 
getting a good view of the candidate, having staff 
participate in the evaluation creates a sense of 
teamwork and ownership in the practice.

2. Understanding personalities
Seven basic types
All employees fall into one of seven basic 

personality types, and the manager has to know 
how to deal with each one.

 j The commander. Has to be in control, is a 
perfectionist, can be domineering, aloof, and 
abrupt. Even so, commanders know their jobs, 
inspire confidence, and get the job done. To 
make them happy, put them in charge of things 
such as reorganizing the files or tracking the 
vacation and sick days.

 j The attacker. Grouchy, cynical, argumentative. 
Two keys here. First, what the attacker wants 
is respect; second, don’t back down. When the 
attacker attacks, come back with “That’s an 
interesting point.” (respect) “Can you explain 
why your method is more effective that the one 
we’re using?” (counterattack) 

 j The pleaser. Warm, kind, good-hearted. Can’t 
say no. Takes on every request. Pleasers want 
approval and are crushed by criticism. For them 
the sandwich technique actually works: “You 
did A+ on this. Next time, you need to watch 
the typos. You are a good worker.”

 j The drifter. Creative, artsy, disorganized, 
short attention span, daydreamer. Drifters need 
sensation and constant change. Don’t give them 
long, ongoing projects. They’ll lose interest 
midway. Break the job into different tasks, and 
dole the tasks out one by one.

 j The performer. Likes the spotlight, is 
entertaining, is fun to be around. This person 
wants stardom and will take on a lot of work to 
get it. Stroke the ego, give praise for work well 
done, and the performer will perform well.

 j The avoider. A wallflower, doesn’t talk much, 
tries to be inconspicuous, is insecure. Don’t 
yell at avoiders. That only scares them. Point 
out their mistakes, but let them know mistakes 
aren’t fatal. Also, give precise directions. 
Avoiders are so fearful of making mistakes that 
if they find a misspelled word in something 
they are transcribing, they’ll put the same 
misspelling in their own work.

 j The analyzer. Precise, detailed, diligent, nerdy, 
double-checks everything. Give the analyzers 
examples and details. Give them explanations. 
But don’t let them kill a deadline. Say, “I don’t 
have time to wait for more data. Go ahead and 
finish it with what you have.”
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3. Motivating staff
Four motivation personalities
What motivates one person doesn’t necessarily 
motivate another. To get the best from staff, the 
manager has to hold out the right carrots. There are 
four groups of people here.
1. First are those who are motivated by feelings. 

What spurs them on to good work is personal 
recognition: “Finish this by the end of the day. I 
know I can count on you.”

2. Second are the process people. They want to 
know every step the job requires: “Finish this 
by the end of the day. You need to do A, B, and 
C.”

3. Next are the results-oriented people. They want 
to do everything their own way: “Finish this by 
the end of the day. You figure out how.”

4. And fourth are the power people. They want 
to hear what needs to be done and get the 
authority to take over from there: “This has to 
be finished by the end of the day. Let me know 
when you are done.”

Business cards as motivators
A good motivator for the entire office – and also 
an inexpensive marketing tactic – is business cards 
for staff. Tell staff to give out their cards whenever 
they have an opportunity to leave their names and 
the name of the practice – in the grocery store, in 
the car repair shop, or when meeting with, say, an 
accountant.
The benefits are threefold. The cards advertise 
the office. They give potential patients a 
personal contact. And they give staff a sense of 
professionalism and pride in the job, because few 
people making an hourly wage have them.

4. Building morale
Morale at staff meetings
Use staff meetings to build morale. Before the 
meeting, have staff write anonymous comments 
about one another, good or bad. The manager 
collects them and reads them aloud during the first 
15 minutes of the meeting.
There will be compliments. There will also be 
complaints, and often those complaints identify 
problems such as, “The front desk people don’t 
always get such-and-such right.” The manager can 
then address those problems without citing anybody 
specifically.

Similarly, at each meeting have one person explain 
what his or her job entails. Over time, cover all the 
positions. That makes staff appreciate how difficult 
and time consuming everybody’s job is. It also 
makes them aware of how the office runs and shows 
them where to turn for help and explanations.

5. Improving performance
An office-wide monthly incentive
The most effective financial incentive is an office-
wide program that ties a bonus to the bottom line. 
The purpose of an incentive is to increase profits, 
and by itself, one staffer’s extra work can’t do that. 
It requires an office-wide effort.
Set a threshold of what the physicians want to earn 
after expenses. Then give staff a percentage of 
anything in excess of that, with each person’s share 
depending on salary. So suppose there are two 
physicians and each wants to have $10,000 a month 
after expenses. Give staff perhaps 10% of anything 
over that.
How much does each staffer get? Pay by salary 
percentage. If there are three staffers and one earns 
28% of the total payroll, another 37%, and the 
third 35%, those are the percentages they get. So 
suppose the after-expense revenue this month soars 
to $30,000. There’s $10,000 profit, and the three 
staffers get to divide up 10% of that, or $1,000. 
That makes their bonus amounts this month $280, 
$370, and $350, respectively.
To keep the incentive going, pay the money each 
month. Do it annually and people forget about it. 
Also, if one month shows a loss, don’t carry that 
into the next month. Staff will have to work just to 
get back to zero. And if the next month also shows a 
loss, they’ll never catch up. The incentive will die.
The watchful eye
People perform best when they know they’re being 
watched. Staff need to know the manager is aware of 
what they should be doing and what they are doing.
A good way to be a watchful manager is with daily 
rounds. In a very small office, talk with individual 
staffers; in a larger office, talk with the supervisors. 
Every morning, talk briefly with each staffer (or 
supervisor). Ask what work will be done that day 
and if there are any problems. If one area is short 
handed, the manager can assign other staff to help 
out. Or if supplies are low, the manager can place 
an order. If a problem patient in coming in, the 
manager can prepare staff for the visit.
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Make another short round in the afternoon. Ask 
how the work is coming along and if any new 
problems have arisen.
Besides keeping the manager in the know, and 
besides addressing the problems, the rounds 
eliminate the interruptions throughout the day 
because most issues – including the petty ones – get 
solved on the spot.
Encouraging the stars
Give staff a chance to shine. Encourage them to 
grow in their jobs by designing and completing 
projects that benefit the office. The manager can 
offer a list of projects or can let staff design their 
own for approval. Either way, the staffer presents it 
to the manager in writing. Then manager and staffer 
together write out the goal, how the performance 
will be measured, what excellence will be, how the 
staffer will achieve the goal, the completion date 
for each step, and the final completion date. At 
completion, the staffer writes up the results. Put the 
documentation in the personnel file and consider it 
at review time. The manager can also reward the 
effort immediately.
Make the projects voluntary so people aren’t 
penalized for sticking to their jobs. Present it as 
“you can just do your job or you can find time to do 
extra things and be rewarded for it.”

6. Perks that go a long way
Hours instead of days
One way to accommodate staff and at the same 
time reduce full-day absences is to replace the 
personal leave days with personal leave hours. So 
instead of getting, say, two days leave, staff get 16 
hours. People like the programs because they can 
take a full day or just use the hours here and there 
however they want.
There are two restrictions, however.
First, staff have to get written approval. Do that 
with a form showing the requested date and the 
departure and approximate return times. The 
manager signs the form. When the staffer returns, 
the manager notes on the form the actual number of 
hours taken.
And second, because it’s too much of a hassle to 
track minutes, everybody has to take full hours. 
Thus, a 90-minute absence counts as two hours.
Staff can use the hours for anything they want and 
don’t have to explain the reason to the manager. 

Where the hours are most helpful is with doctor 
appointments for children. Instead of having to take 
an entire day for a short appointment, a mother can 
be out only a few hours. That gives her time for 
several appointments throughout the year.
The manager gets some benefit too. Covering an 
absence for a few hours is far easier than covering 
for a whole day.

7. Productive reviews
Reviews with no money attached
Another way to improve performance is to review 
staff three times a year without tying the results to 
money.
A useful review isn’t tied to money but to 
performance. It shows the staffer what’s good, 
what’s bad, and what needs to be done better. And 
it shows the manager where education and training 
are needed.
Thrice annual reviews are admittedly time 
consuming, but they can make a manager’s job 
a lot easier, because performance and behavior 
never have a chance to get out of hand. If there’s 
a performance or behavior issue, it gets addressed 
quickly. It doesn’t slide for 12 months.
Spend about 30 minutes with each employee and 
write a few sentences summarizing the meeting. 
Keep the notes in the staffer’s personnel file.
Reviews for better performance
At review time, the best rating system is a narrative 
plus a numerical scale.
The narrative is what the staffer remembers – not 
the numbers. Be specific. Instead of “does a great 
job,” cite what’s great about it, perhaps “always 
extends personal courtesies to patients” or “collects 
complete and accurate data.”
Do the same with criticism. Where there’s a low 
rating, make it clear what the staffer is doing and 
lay out what improvements are needed.
Raises to recognize growth
Instead of basing the entire raise on how well 
a staffer performs in the job, make a part of it 
dependent on growth, or how well the staffer has 
grown in the job during the review period. The 
growth can come from professional education and 
certification. It can also be acquired at no cost by 
learning new jobs from other staff or from personal 

(continues on page 15)



Great advice on managing your staff, advancing your career and making your office more profitable filled the pages of Medical Office 
Manager in 2014. Our popular Reader Tips feature gave you real-world solutions developed by other medical practices. You also received 
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Medical Office Manager          Index of Articles for 2014

CODING
 j Codes for radiographs of the thumb — January
 j Start getting ready for ICD-10 now — February
 j ICD-10 is more detailed than ICD-9 for osteoporosis and 

all musculoskeletal conditions — February
 j Neoplasm codes changed in ICD-10 — March
 j Diseases of the circulatory system (I00-I99) — April
 j IDC-10 delay gives time to handle critical staffing 

challenges — May
 j How to use Modifier 24 and 25 — May
 j Eye diseases get their own new coding section under 

ICD-10 — July
 j Multiple coding now required for nervous system 

diseases — September
 j Use all available ICD-10 codes for glaucoma — 

September
 j New ICD-10 compliance deadline on October 1, 2015 — 

October
 j Expanded codes for circulatory system diseases in ICD-

10-CM — October
 j “O” is for obstetrics: coding for pregnancy and childbirth 

— November
 j Boost revenue by training all staff on coding sets — 

December
 j Coding tips for respiratory diseases — December

COMPLIANCE
 j What to do when patients ask that you don’t disclose 

services to their health plan — January 
 j What every medical office manager needs to know about 

the Sunshine Law — February
 j How the new HIPAA security rule affects your 

telecommuter policy — March
 j What you need to know about the new OIG 2014 

Workplan — April
 j How the ACA affects your medical office policies and 

practices — April
 j What you need to know about medical marijuana — May
 j Terms of Skagit County corrective action plan — May
 j Get ready for HIPAA breach before it happens — May
 j CQM reporting and HIPAA — June 
 j CMS proposes new deadline for “meaningful use” 

reporting compliance — July

 j $800,000 HIPAA penalty for dumping medical record — 
August

 j Are you violating state “time off” requirements for 
employees who are parents? — September

 j State Family Medical Leave and Parental Leave Laws — 
September

 j Avoid these 3 deadly age discrimination traps — October
 j How to protect your practice against costly pregnancy 

discrimination claims — October
 j 5 tested ways to make your billing and coding more 

profitable — November
 j Use this holiday party policy to help limit risk to your 

practice — November
 j Can your medical office employees be fired for using 

legal medical marijuana? — December
 j What State Cannabis Laws Say about Cannabis in the 

Workplace — December

HIRING AND FIRING
 j 5 proven ways to spot and avoid hiring potentially “toxic 

employees” and what to do if you already hired them — 
February

 j Avoid these 5 deadly personality traits when hiring staff 
— March

 j 10 interview questions that reveal the true personality of 
every job applicant — June

 j 3 proven ways to make staff terminations easier for 
everyone — October

 j Do you make this costly hiring interview mistake? — 
November

INCREASING PROFITS
 j 5 proven tips to manage purchasing and inventory more 

effectively — January
 j Quick tips to deliver useful, easy-to-use financial 

reporting — June
 j “Meaningful use” can safeguard big money for your 

practice — June
 j Medicaid incentive payments —June
 j How to keep the cash coming in — June
 j 21 easy ways to boost practice profitability fast! — 

September

http://www.medicalofficemgr.com
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Medical Office Manager          Index of Articles for 2014
MANAGING PATIENTS

 j Two proven ways to decrease missed appointments and 
increase revenue — January

 j Terminating a relationship with a disruptive patient — April
 j Top 10 cities with happiest medical practice patients — July
 j Are your patients happy? Here’s how to find out — November

MANAGING STAFF
 j Try this proven 7-part employee award program to build 

motivation throughout the year — January
 j 8 pitfalls of letting medical office employees work from 

home — January
 j 4 steps to take immediately when a workplace romance 

blossoms in your office — February
 j 3 ways you can boost office morale fast — March
 j Follow these 5 rules when delegating responsibility to 

your staff — March 
 j How to end 3 costly kinds of office conflict — April
 j How to schedule employee vacations for maximum 

efficiency & minimum conflict — April
 j Now’s the time to enforce your summer dress code — May
 j 2 proven ways to build staff morale fast — May
 j Boost staff performance by communicating more clearly 

— May
 j How to find out what your staff really thinks of you — June 
 j 5 easy ways to boost staff morale — June
 j Delegation Tips — June 
 j Use contract employees and temporary workers to solve 

difficult staffing issues — July
 j The surprising answer to what your staff really wants — 

August
 j Use straight talk to solve 4 common people problems in 

your office — August
 j Reporting bad conduct of others — September 
 j 3 bonus formulas that boost staff productivity — September

MANAGING THE OFFICE
 j Does your office need a “medical scribe”? — July
 j 5 quick ways to make your waiting room more 

welcoming — September
 j Why your firm needs a “vaping” policy now — October
 j Holiday season dos and don’ts for the medical office — 

November
 j Forget Ebola—here’s the real danger — December

MODEL POLICIES AND TOOLS
 j Model telecommuting policy — January
 j Model conflict of interest policy for romantically 

involved employees — February
 j Model privacy risk assessment — April

 j Model patients’ billing, collection and financial policy — May
 j Progressive discipline & employee termination policy — 

June 
 j Patient rights and responsibilities — July
 j Termination of patient relationship — July 
 j Medications error reporting policy — August
 j Model alcohol notice — November
 j Model notice to monitors on blood alcohol content and 

intoxication guideline — November

READER TIPS
 j Raffle gets staffers to monthly 8 a.m. meeting—January
 j Get personal and improve collections — February
 j Office hours change helps working patients — March
 j Kentucky pediatrics office finds these simple 

communication tactics can dramatically improve your 
patient satisfaction — April

 j A clean office is a healthy and profitable office — May
 j Illinois manager develops unique staff review system that 

does it all — June
 j NY manager gets more done with 15 minute one-on-one 

meetings — June
 j How to clean up a messy back office fast — June
 j Short newsletter keeps multiple sites and doctors up to 

date — June
 j Large West Virginia office finds easier way to solve small 

problems — June 
 j Virginia manager uses contests to help turn staff into a 

team — July
 j Let your staff help pick your next great hire — August
 j Virginia manager uses role-playing to build office 

teamwork — August
 j Creativity helps increase patient payments — September
 j Try this policy to help control staff cell phone use during 

office hours — October
 j Texas practice uses “Staff Appreciation Week” to boost 

morale — October
 j Oregon manager turns mandatory staff training into fun 

— October
 j A teacher planning book is enough for complete hospital 

visit notes — November
 j Paid time-off gives unquestioned days off plus a bank for 

catastrophes — November

 j New referrals come from a visit, a folder, and chocolate 
cookies — November

 j California manager discovers employee incentive 
program that skyrockets well exam appointments, 
revenue and patient satisfaction — November

 j Start local managers group to make job easier — December
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RISK MANAGEMENT
 j Telecommuting: How to prevent injuries in the home 

office — January
 j 10-step workplace violence prevention plan reduces risk 

to employees & firm — March
 j 5 ways you can be liable for workplace violence — March
 j Employee training: 6 tips for preventing workplace 

violence — March
 j When to call an HR expert for help — May

SOCIAL MEDIA
 j How to use social media marketing to pull in more clients 

— January
 j 4 big social media mistakes your practice must avoid — 

September
 j 9 important do’s and don’ts for using social media to 

promote your practice — October
 j Can you and should you use Facebook to screen job 

applicants? — April
 j 3 good reasons to follow MOM on Twitter — October

TECHNOLOGY
 j Six reasons electronic records are good for your medical 

office business — April
 j Reports provide detailed analysis of telemedicine by state 

— October
 j New mobile app helps improve care and safeguard 

patient privacy — October
 j Survey finds digital technology is changing the 

physician-patient relationship — November
 j Solve the waiting-room jam-up — December

WORKING WITH PHYSICIANS
 j Marketing the practice: Attract more clients by 

positioning your physicians and clinicians as thought 
leaders — February

 j Physicians behaving badly: what to do when it affects 
patients — May

 j Physicians practicing at multiple locations — June 
 j How to help your physicians cope with stress and burnout 

— August
 j What to do when your doctor becomes a patient — 

October
 j When a physician commits suicide — December

YOUR CAREER
 j Searching for a new job? Looking to hire staff? — April
 j Do you have the “right stuff” to be a successful medical 

office manager? – March
 j 12 signs you are about to lose your job — March 
 j BLS report indicates demand for trained, certified 

medical managers will grow fast — July
 j 8 proven ways to totally destroy your credibility as a 

manager — July
 j Specialty training and certification for you and your staff 

— August 
 j Certification Table — August
 j Monitoring your profile online — September 
 j 7 tips to stay classy at the practice holiday party — 

December
 j Is your career headed nowhere? — December  

COMPLIANCE
5 ways you can get into trouble 
with employment law
When someone is fired and can’t get hired 
elsewhere, a claim against the former employer is an 
attractive way to generate more than a little income.
Here are five danger spots where managers need to 
exercise special care.

1. Give me a reference and I won’t sue
Don’t give a bad-news departing staffer a good 
reference in exchange for an agreement not to sue.
The nightmare staffer leaves voluntarily or involuntarily 
and says, “I won’t file a lawsuit if you give me a good 
reference.” The manager is willing to do anything 
to get that person out the door and so agrees. And 
away the staffer goes with a great reference in 

hand, leaving behind a history of poor performance 
or unacceptable behavior or violations of policy.
Then a wrongful discharge suit comes in, the 
manager explains that the staffer’s performance 
warranted termination, and the plaintiff’s attorney 
says, “Why did you lie when you wrote this 
glowing recommendation?”
It’s an open and shut case. That little attempt to 
make an employee go away comes right back to 
bite in a big way.

2. Resign and make it easy for us both
Don’t ask a staffer to resign instead of being fired. 
That too happens often. The office has had enough 
of the poor performance and wretched attitude and 
wants to get rid of the individual but dreads going 
through the uncomfortable and difficult job of 
discipline and documentation.
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So it takes the easy way out and asks the staffer to 
resign, with the offer coming in terms of “It’s not 
working out here for you. But rather than being 
terminated, why don’t you just resign? If you do, 
we’ll give you a good reference.”
It looks like a win/win situation. It’s easy for the 
manager, and the staffer saves face and goes to the next 
job with a good reference. But the matter may not end 
there. Again the danger is a wrongful discharge claim, 
this time the argument being that the resignation offer 
was actually a constructive discharge.
Constructive discharge is forcing an employee 
to quit by making the job intolerable, and 
it’s a discriminatory practice under the Equal 
Employment Opportunity Commission (EEOC). 
It’s firing without good cause.
The argument of retaliation can enter as well. 
And retaliation complaints are difficult to defend 
against. Suppose that same staffer earlier filed an 
EEOC complaint. With the good reference in hand, 
there’s a strong case that the doctors forced the 
resignation as retaliation for filing the complaint.
Whenever the office wants to get rid of a staffer, 
it should go through the regular disciplinary 
procedure. Any offer of resignation draws suspicion 
that the employer is hiding something.
3. Long-suffering for long-termers
Be careful too about disciplining the long-term 
employees.
This issue has now been addressed through systems 
that utilize customized engineering to link up the 
various hardware and software components in a 
manner tailored to meet the specific needs of even 
the most unusual applications.
In most cases, the people who have been with an 
employer a long time have also been living a long 
time and come under the Age Discrimination in 
Employment Act (ADEA), which prohibits age 
discrimination in employees aged 40 and older. 
When it comes to discipline, allow leeway to an 
employee who falls into that category. Anybody 
who has been with the office for many years has 
obviously had a positive impact on the business, 
and it’s fair to take the past good performance into 
consideration. If a long-termer who has a good 
track record does something that would ordinarily 
result in firing, err on the side of mercy. Look at it 
as a bump in the road and give a written warning. 
If that person gets fired and files a discrimination 

claim, it won’t look good for the office. It’s human 
nature to raise an eyebrow when a long-term 
employee is fired, even if a short-term employee 
would have definitely been fired for the same cause.
4. The other side of the story
A fourth area of caution: When there’s a 
disciplinary matter, ask for the employee’s side of 
the story. Good employment practice demands that. 
There could be mitigating circumstances that need 
to be taken into consideration.
Here is the example of a staffer who suddenly starts 
coming in late. Before lowering the boom, ask if 
there’s a reason for the tardiness. It could be the 
employee has divorced and now has to take a child 
to school and has been embarrassed to talk about 
it, in which case rearranging the staffer’s hours is 
probably a better solution than serious discipline.
Or, on a more serious note, suppose a female staffer 
misses a week of work without permission and the 
office fires her without asking why she was out. It 
may be she was absent because a male physician 
touched her inappropriately or threatened her and 
she was afraid to come to work. And it may also 
be that the office gets hit with an EEOC claim for 
firing her.
Before making any serious disciplinary decision, a 
manager needs to ask, “How is a jury going to look 
at this?”

5. The acid test for zero tolerance
Finally, be wary of any zero-tolerance policy. If it 
turns out to be not quite zero, it can spawn drastic 
and unintended results.
With a zero policy, a stated transgression is 
supposed to result in immediate termination. Yet 
often it happens that when the violation comes from 
someone the employer doesn’t want to lose, that 
person gets a second chance instead of a good-bye.
If the next person who does the same thing gets 
fired — and especially if that employee is in a 
protected category — the office has just opened the 
door to a claim of discrimination.
Don’t set a zero policy unless the office is 
absolutely sure it can stand by it 100%, no 
matter who violates it. Put it to the acid test: If 
the founding physician or the office’s largest 
revenue producer violates it, will that person get 
terminated? If the answer is no, trash the policy.  
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 j Prolonged service codes: CPT® Codes 99354 
and 99355 for prolonged services in the office 
or other outpatient setting requiring direct 
patient contact beyond usual service (first hour 
and additional 30 minutes). 

 j Wellness services: HCPCS Codes G0438 and 
G0439 for annual wellness visits.

CMS also adjusted the originating site facility fee 
payment amount for 2015, increasing payment for 
HCPCS code Q3014 to 80% of the lesser of the 
actual charge or $24.83.
Chronic Care Management. CMS indicated that 
effective January 1, 2015, it will accept new CPT® 
Code 99490 to describe chronic care management 
(CCM) services in place of the G-code it had been 
requiring. Additionally, rather than 30 days as the 
service period it will accept the calendar month as 
the service period. CMS also revised its “incident 
to” rules to permit CCM and transitional care 
management services be “provided by clinical 
staff incident to the services of a practitioner to 
be furnished under the general supervision of a 
physician or other practitioner.” The supervising 
physician need not be the same physician whose 
professional service the billed service is incident 
to. CMS explained this change by stating that 
consultation with physicians and others led CMS 
to conclude that “for purposes of clinical staff 
providing aspects of CCM services, it does not 
matter whether the practitioner is directly available 
to supervise because the nature of the services are 
such that they can be, and frequently are, provided 
outside the normal business hours or while the 
physician is away from the office during normal 
business hours.” It said that unlike other incident-to 
services, these chronic care management services 
“are intrinsically non-face-to-face care coordination 
services.” Finally, CMS is requiring that 
practitioners “must at least electronically capture 
care plan information” and make it available 
24/7 to all practitioners in a practice who provide 
CCM services whose time counts toward the time 
requirement for billing the CCM code and share 
care plan information electronically with others 
providing care to the patient. CMS doesn’t specify 
the method but says the method must be electronic 
and can’t include fax.
Colorectal cancer screenings. CMS revised the 
definition of colorectal cancer screening test to 

include anesthesia furnished “in conjunction with 
screening colonoscopies.” 
Open Payments Disclosures. CMS made some 
changes to the Open Payments (aka Sunshine Law) 
regulatory requirements in response to feedback. 
The Open Payments law requires manufacturers 
report to CMS certain payments made to physicians 
and physician ownership interests in manufacturers. 
Here are some of the reporting requirements CMS 
addressed in the fee schedule:

 j Continuing education speakers. To avoid any 
inconsistency with regard to reporting payments 
to physician speakers at continuing education 
events, CMS is removing Section 403.904(g) 
in its entirety. That section excludes from 
reporting obligations payments to speakers 
at continuing education events that meet 
certain criteria, including that it must meet 
accreditation or certification requirements and 
standards of one of several accrediting bodies 
named in the regulations. Other accreditation 
entities have sought to be added to that list 
of named entities. CMS noted that its intent 
wasn’t to appear to be endorsing or supporting 
any of the named accreditation/certification 
entities. Additionally, commenters indicated to 
CMS that the section led to inconsistency in 
reporting with regard to continuing education 
speakers. So it deleted the section. Payments 
to continuing education speakers will continue 
to be excluded if they are made indirectly—
which means the manufacturer doesn’t know 
the identity of the speaker and doesn’t control 
the selection of the speaker but rather pays 
the sponsor who has discretion to coordinate 
the continuing education program and choose 
the speakers. This exclusion is covered by 
the preexisting language in another section 
403.904(i)(1). Commenters expressed concern 
that the indirect payments exclusion requires 
the manufacturer not know the identity of the 
covered recipient during the reporting year or 
until the end of the second quarter in the next 
reporting year. They said such speakers will 
be discoverable to the manufacturer through 
event brochures and other publicly available 
material about the event. CMS responded that 
such payments in those cases aren’t indirect. 
However, such payments for CME events 
would still not be required to be reported, CMS 

(CMS Medicare physician fee schedule, continued from page 1)



How to Find Payment Information 
in the Physician Fee Schedule
You can find the CMS Physician Fee Schedule 2015 Final rule 
published in the November 13 2014 Federal Register. Here is a 
direct link to that Rule:

https://www.federalregister.gov/
articles/2014/11/13/2014-26183/medicare-program-revisions-
to-payment-policies-under-the-physician-fee-schedule-
clinical-laboratory 

CMS also has a resource for finding payment information in 
the Physician Fee Schedule with a Medicare Physician Fee 
Schedule look-up tool. It’s a searchable database in which you 
can find payment information for physician and non-physician 
practitioner services covered in the fee schedule. You can find 
not only the national payment amount but also a specific 
Carrier/Medicare Administrative Contractor (MAC)’s payment 
or a specific locality’s payment amount. As we went to press, 
the 2015 version of the fee schedule had not yet been included 
in this tool but look for it in the future. It is updated at least 
quarterly according to CMS’s web page. You can find that tool on 
this web page: http://www.cms.gov/Medicare/Medicare-Fee-
for-Service-Payment/PFSlookup/index.html

Additionally, CMS has provided guidance through its Medicare 
Learning Network on how to use the look-up tool, which is 
available here: http://www.cms.gov/Outreach-and-Education/
Medicare-Learning-Network-MLN/MLNProducts/Downloads/
How_to_MPFS_Booklet_ICN901344.pdf  
CPT® five-digit codes, descriptions, and other data only are copyright 2014 by the American 
Medical Association (AMA). All Rights Reserved. CPT® is a registered trademark of the American 
Medical Association (AMA).

page 13medical office manager / january 2015 / medicalofficemgr.com 

explains, because it’s not an indirect payment 
as defined in 403.902 and it’s an unrestricted 
donation to a physician organization to use at 
the organization’s discretion. That means it’s 
not a payment, direct or indirect, to a physician 
and isn’t reportable as a payment to a physician. 
Payments by a manufacturer directly to a 
speaker at such a continuing education event 
or which are paid to the conference coordinator 
but directed by the manufacturer or conditioned 
on payment to a specific identified speaker, will 
be required to be reported. 

 j Marketed name of item. CMS also eliminated 
an inconsistency with regard to reporting the 
marketed name of an item. Existing rules 
required reporting of the marketed name 
under 403.904(c)(8) for all covered drugs 
and biologicals relating to a payment to a 
physician. But for devices and medical supplies 
manufacturers had the option to report the 
marketed name, product category or therapeutic 
area for the device or medical supply. That 
difference in reporting had resulted because 
the marketed name might not be useful to 
general audiences. Now, however, CMS is 
revising 403.904(c)(8) to require reporting 
of the marketed name for all covered drugs, 
devices, biologicals or medical supplies so there 
is consistent reporting in data fields and use 
of data. Manufacturers can opt to additionally 
report the product category or therapeutic area 
for devices and supplies. This change goes into 
effect in January 2016 because CMS recognizes 
it requires changes to data collection and 
reporting systems. 

 j Stocks, options, ownership. Finally, CMS 
decided that reporting stock, stock options or 
other ownership interests should be made in 
distinct categories rather than one aggregate 
category. 

CEHRT. Medical offices will get some minor 
relief with regard to CEHRT. CMS has decided 
that beginning in 2014, eligible professionals 
(not eligible hospitals or critical access hospitals) 
won’t have to ensure that their CEHRT products 
are recertified to the most recent version of the 
electronic specifications for the CQMs. But eligible 
professionals must still report the most recent 
version of electronic specifications for CQMs.

https://www.federalregister.gov/articles/2014/11/13/2014-26183/medicare-program-revisions-to-payment-policies-under-the-physician-fee-schedule-clinical-laboratory
https://www.federalregister.gov/articles/2014/11/13/2014-26183/medicare-program-revisions-to-payment-policies-under-the-physician-fee-schedule-clinical-laboratory
https://www.federalregister.gov/articles/2014/11/13/2014-26183/medicare-program-revisions-to-payment-policies-under-the-physician-fee-schedule-clinical-laboratory
https://www.federalregister.gov/articles/2014/11/13/2014-26183/medicare-program-revisions-to-payment-policies-under-the-physician-fee-schedule-clinical-laboratory
https://www.federalregister.gov/articles/2014/11/13/2014-26183/medicare-program-revisions-to-payment-policies-under-the-physician-fee-schedule-clinical-laboratory
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PFSlookup/index.html
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PFSlookup/index.html
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/How_to_MPFS_Booklet_ICN901344.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/How_to_MPFS_Booklet_ICN901344.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/How_to_MPFS_Booklet_ICN901344.pdf


Let’s practice! 
How do you code the following encounter?
A 45 year old woman has an appointment at her primary care 
physician’s office for her annual physician examination. The patient 
has mild eczema that is treated with OTC lotions. 

 j Z00.01 Encounter for general adult medical examination 
with abnormal findings

 j L30.9 Dermatitis, unspecified

Rationale: The encounter was for an adult periodic 
examination. During the examination, a condition is identified. 
The instructional note next to codes Z00.1 states, “Use additional 
code to identify abnormal findings.”  
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Reasons for health services 
encounter get codes in Chapter 
21 of ICD-10
By Judy Monestime
Codes included in Chapter 21, Factors influencing 
health status and contact with health services 
(Z00-Z99), represent reasons for encounter. Z codes 
are provided for encounters when circumstances 
other than diseases or injury are recorded in the 
medical record as the diagnosis. 
The chapter includes the following sections:

 j Z00-Z13, Persons encountering health services 
for examinations

 j Z14-Z15, Genetic carrier and genetic 
susceptibility to disease 

 j Z16, Resistance to antimicrobial drugs 
 j Z17, Estrogen receptor status
 j Z18, Retained foreign body fragments
 j Z20-Z28, Persons with potential health hazards 
related to communicable diseases

 j Z30-Z39, Persons encountering health services 
in circumstances related to reproduction

 j Z40-Z53, Encounters for other specific health care
 j Z55-Z65, Persons with potential health hazards 
related to socioeconomic and psychosocial 
circumstances 

 j Z66, Do not resuscitate status 
 j Z67, Blood type
 j Z68, Body mass index [BMI] 
 j Z69-Z76, Persons encountering health services 
in other circumstances

 j Z77-Z99, Persons with potential health hazards 
related to family and personal history and 
certain conditions influencing health status

The note at the beginning of this chapter has been 
modified from what it states in ICD-9 CM. All codes 
in Chapter 21 are affected by these revised guidelines:
Z codes represent reasons for encounters. A 
corresponding procedure code must accompany 
a Z code if a procedure is performed. Categories 
Z00-Z99 are provided for occasions when 
circumstances other than a disease, injury or 
external cause classifiable to categories A00-Y89 

are recorded as “diagnoses” or “problems.” This 
can arise in two main ways:
a. When a person who may or may not be sick 

encounters the health services for some specific 
purpose, such as to receive limited care or 
service for a current condition, to donate 
an organ or tissue, to receive prophylactic 
vaccination (immunization), or to discuss a 
problem which is in itself not a disease or injury.

b. When some circumstance or problem is present 
which influences the person’s health status but 
is not in itself a current illness or injury.

Persons encountering health services 
for examination (Z00-Z13)
The use of the codes from this section is for 
patients who may not be acutely ill but require 
or request an examination, for example, routine 
physician examinations, and examination for pre-
employment, entrance into the military, sports 
participation, and insurance reasons. 

Category Z00, Encounter for general 
examination without complaint, 
suspected or reported diagnosis
These codes in category Z00 describe a reasonably 
healthy adult and child who seeks health care 
services for routine examination, such as general 
physical examination. In most cases, the codes are 
only used as first-listed diagnosis. If a condition 
is identified during the examination, it should be 
reported as an additional diagnosis code. Preexisting 
or chronic conditions, as well as history codes, may 
also be used as additional diagnoses as long as the 
examination was for an administrative purpose and 
not focused on treatment of the medical condition.

coding alert
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research or study. As they grow in their jobs, staff 
become more competent. They do more and better 
work. And self-esteem and job satisfaction increase.
Start with some staff input
Ask staff to fill out the evaluation form on themselves 
before the review. It often makes the discussion 
of the shortfall areas easier, because most people 
grade themselves much tougher than the manager 
does. What’s more, when the staffer comes in 
admitting to the shortcomings, the manager doesn’t 
have to be the attack person who brings them up.
Don’t kill it
No matter how bad a review is, end it with a 
positive note. Express confidence in the staffer’s 
ability to do the job.

8. Knowing how to manage
Getting attention and respect
How does the manager command respect from the 
staff – and the doctors? Here are seven ways:

 j Before giving a directive or stating an 
opinion, think it through. Figure out what the 
consequences could be. People respect and 
listen to what’s been carefully considered.

 j Look professional. Don’t get so friendly as 
to stand too close to another person. Never 
touch anybody. With dress, err on the side of 
conservative and formal. And stand up straight. 
That shows confidence.

 j Speak with conviction. Make eye contact. Use 
hand gestures to emphasize a point or to count 
off points being presented. Show animation. If 
on a stage, walk around a bit.

 j Match the speaking style of the other person. 
When talking with a staffer who is quiet and 
deliberate, talk slowly. With somebody who 
wants everything done yesterday, talk faster. 
People relate to other people who look and talk 
the same way they do.

 j Don’t use slang. Don’t try to get personal 
with staff by using casual language such as 
“like,” “you know,” “stuff,” and “junk.” Slang 
undermines a manager’s credibility.

 j Listen. That calms anger. It says, “I hear 
what you are saying.” It helps the staffer get 
collected. By contrast, interrupting says the 
other person isn’t important.

 j Be enthusiastic. Speak with passion. If the 
manager doesn’t show excitement about the 
topic, don’t expect anybody else to get excited 
about it.

A better response from listening
One of the main things employees want from a boss 
is to be listened to. There are seven points to being 
a good listener.

 j Set aside time to talk. When a staffer comes 
in to talk about a problem, hold the phone calls 
and interruptions. If that’s not possible, tell the 
staffer so and set a better time. The staffer will 
appreciate the fact that the manager wants to 
give the matter full attention.

 j Don’t interrupt. Focus on what the staffer 
says. Don’t make comments or give opinions 
until the staffer has finished talking.

 j Ask open-ended questions. Those are 
questions that begin with “tell me,” “describe,” 
or “explain this to me.” For example, if the 
staffer says it’s difficult to work overtime, 
respond with, “Tell me what problems you’re 
having with that.”

 j Use listening body language. Make eye 
contact. Staring at the wall or glancing around 
the room indicates lack of interest. Lean 
forward and nod occasionally. And mirror the 
staffer’s emotions. Smile when the staffer uses 
humor or frown when there’s a serious matter.

 j Paraphrase what the staffer says. That 
ensures there’s no misinterpretation, but it also 
shows the manager is paying attention to the 
staffer’s concerns.

 j Use reflexive statements. Those are statements 
that recognize the staffer’s feelings without 
passing judgment — “you seem worried about 
being able to meet the deadline” or “you sound 
upset about not getting your requested vacation.” 
By reflecting what the staffer says, those 
statements show the manager is listening, isn’t 
criticizing, and respects what the staffer is saying.

 j Summarize the conversation. Lay out who’s 
going to do what, for example, “I’ll talk to 
Staffer A tomorrow about filling in for you 
during lunch.” That sends both sides out on the 
right foot. It’s also a nice way to tell the staffer 
that time’s up.  

(8 best management tips from our readers, continued from page 7)
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TECHNOLOGY 
Education resources for 
Spanish-speaking patients 
to display on your practice 
website
Spanish language patient handouts covering a wide 
range of medical topics are available at no charge 
from Vivacare, a company founded with the goal of 
helping medical practices educate their patients.
Topics include Asthma (Asma), Atopic 
Dermatitis (Dermatitis Atópica), Contraception 
(Anticonceptivas), COPD (EPOC), Diabetes 
(Diabetes), Hypertension (Hipertension), 
Immunizations (Inmunizaciones), Obesity 
(Obesidad), Skin Cancer (Cáncer de Piel), and 
other chronic medical conditions. Besides the 
handouts, Vivacare also offers videos and copy to 
personalize and display on your practice’s website, 
Vivacare publishes patient education resources in 
Spanish (en Español), which it aggregates from 
various reputable organizations, solely to assist 
medical professionals with the delivery of care to 
their Spanish-speaking patients. In just minutes, 
physicians and medical office managers can create 
their own free health library with patient education 
information that can be printed in the office, 
viewed on a mobile device or displayed on their 
own practice website.
All Spanish titles can be personalized with the 
name of the physician (or medical practice) 
and further customized. The physician or office 
manager can easily add or remove titles from 
display and supplement Vivacare’s patient 
education content with their own patient handouts. 
Medical professionals can direct their patients to an 
integrated online resource that reflects their medical 
specialty and unique approach to care. 
For instance, an allergist that enrolls for a free 
Vivacare patient education account can access 
several Spanish-language asthma education 
handouts that display the allergist’s name at the 
top of the pages. These asthma handouts include 
links to reputable Spanish-language resources 
from the National Institutes of Health (NIH) and 
can be supplemented with the allergist’s own 
asthma handouts.

The Vivacare Health Library has been designed 
for easy display on a medical practice website, 
so that the doctor’s website becomes a health 
information resource for patients. Following patient 
appointments, patients can be directed to the 
practice website to learn more about their medical 
condition and treatment options.

“We are happy to provide our clinicians with 
Spanish language content that helps to improve 
patient care,” said Dr. Mark Becker, pediatrician 
and founder of Vivacare. “Now, their Spanish-
speaking patients can also take advantage of the in-
depth health information resources found on their 
doctor’s website.”  


