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MANAGING THE OFFICE

Should your practice enlist the 
services of a medical interpreter?
Approximately 8 million foreign-born Americans say they speak 
English “not well.” Additionally, approximately 4 million foreign-born 
Americans cannot speak English at all. 
These figures, from a study conducted by the U.S. Census Bureau, 
means there are 12 million people, which is about 30 percent of the 
foreign-born American population, who have difficulty communicating 
in environments where English is spoken. 
In certain situations, such as a hospital or medical practice, lack of 
ability to communicate—and equally important, comprehend—could 
prove detrimental to the health and wellbeing of these individuals.
In her book, “Medicine in Translation,” Danielle Ofri, a physician 
at Bellevue Hospital, explores the cultural gap between doctor and 
patient. She also shares experiences where patient language skills were 
factors, and tells how she relied on phone-based medical interpreters.
Her experience is not uncommon. 
What’s more, for many healthcare providers, interpreters are a legal 
requirement.

™medical office manager

TECHNOLOGY

What? Not another upgrade! 
How to ensure a smooth transition when you upgrade 
your EMR software or install a new system

By Avery Hurt
Just when everyone is trained and comfortable with your EMR system, 
along comes an upgrade. Keeping up with the demands of meaningful 
use and changing regulations, such as the new ICD-10 codes, has 
software vendors sending out upgrades with alarming frequency. This 
means that you may be spending far more time and money training staff 
on new or improved systems than you like.
“All these upgrades can be a real problem for practices,” says Robert 
Tennant, senior policy advisor at Medical Group Management 
Association. “Everyone is already so busy there doesn’t seem to be 

(continues on page 3)

(continues on page 10)
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A four-day week improves quality of life 
as well as revenues for Florida office
Four days on with Fridays “sort of ” off is terrific, says the practice 
manager of a five-physician, 28-staff medical office in Florida.
Quality of life is improved with that extra day every week, she 
says. And the added advantage is that revenues are above and 
beyond what they were previously.
The practice manager proposed the four-day schedule several 
years ago when gas was hitting $5 a gallon and people were 
looking at expensive commutes. The doctors liked the idea, so 
the office moved to a four-day, 10-hour schedule for everybody, 
including the doctors. It advertised the change for 30 days with 
notices in the office, on the voicemail, and on the bills.

Four long days suits everybody.
Patients like it because it gives them extended hours. Previously, 
appointments started at 9 a.m. with the last one scheduled at 3:45 
p.m. Now the first appointment is at 8:30 a.m. and the last is at 
5:30 p.m. Staff like it because they have a three-day weekend. 
Their hours are from 7 a.m. to 6 p.m. On Fridays, the front door is 
open, but the schedule is light. One physician sees patients in the 
morning, and a lab person, a medical assistant, and one front desk 
staffer come in. Everybody rotates working on Friday mornings 
and the job is pleasant because it carries overtime.
The manager also keeps a four-day week but is available on 
Fridays from home. She directs her voice messages and email to 
her cell phone and answers all calls that come in. She tells patients 
she is calling from home, and they appreciate that. Every message 
gets answered even if the response is no more than, “I’m out of the 
office today, but I will get back to you Monday.”
Over time, she says, the Friday calls have become few. The office 
went into the change on a trial basis. The bottom line is what’s 
important, she says, and she told staff that the four-day weeks could 
continue only as long as the revenues were not affected. In response, 
staff started working to keep the office busy so the numbers would 
be there. They put extra effort into keeping the schedule full, making 
reminder calls two days in advance, and rescheduling no-shows.
And they have continued those efforts, she says. They know that if 
revenues go down they will have to discontinue the four-day weeks.

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
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According to the law
Title VI of the Civil Rights Act of 1964 states: “No 
person in the United States shall, on the ground of 
race, color, or national origin, be excluded from 
participation in, be denied the benefits of, or be 
subjected to discrimination under any program or 
activity receiving Federal financial assistance.”
This means that healthcare providers, including 
hospitals, that receive federal funding, including 
Medicare and Medicaid, are required to provide 
language access services for their patients. 
The Affordable Care Act (ACA) builds on this 
requirement of the Civil Rights Act and a later 
executive order addressing the issue signed by 
President Clinton in 2000, and offers additional 
protection by including any health program 
or activity any part of which receives Federal 
financial assistance including credit, subsidies, and 
contracts of insurance, including Health Insurance 
Exchanges.
In addition, the ACA specifically addresses 
patient communication. Section 1331 of the ACA 
indicates that patient care information must be 
given in “plain language,” and states: “The term 
‘plain language’ means language that the intended 
audience, including individuals with limited 
English proficiency, can readily understand and use 
because that language is concise, well-organized, 
and follows other best practices of plain language 
writing.”
Language Scientific, a corporate language services 
provider specializing in medical and technical 
language solutions, points out that under this 
provision, patient communication must be clear, 
concise, and easy to understand. For speakers of 
other languages such communication may only be 
understandable when translated or interpreted into 
their native languages.

Meeting medical practice requirements
Many medical practices are therefore required 
by law to ensure that patients with limited or no 
English proficiency understand all communication 
related to treatment.
But even practices not legally obligated to comply 
with the ACA “plain language” provision would 
benefit from better communication with patients 
who don’t speak English. 

In certain parts of the country, practices treat many 
such patients, leading to a rise in the use of medical 
interpreters. Sometimes interpreters are staff 
members or contract employees who are physically 
present and help facilitate communication between 
healthcare professionals and patients; other times, 
interpreters provide over-the-phone services.
“Live” medical interpreters are hired directly or 
through a company providing services—and for-
hire medical interpreters are in demand. A recent 
search at job board Indeed returned nearly 1,600 
job postings nationwide.
Certification is often required, and with good 
reason. The certification process first requires 
successful completion of a medical interpreter 
educational program. Then, the candidate must 
pass oral and written examinations, which not only 
verify language skills but assess communication 
ability as it relates to a medical environment. One 
accepted standard for certification is The National 
Certification Board of Medical Interpreters (CMI); 
another is the Certification Commission for 
Healthcare Interpreters (CCHI).
Practices that opt for over-the-phone services 
may want to inquire about interpreter training 
requirements and ask whether interpreters are 
certified by CMI, CCHI or another reputable 
organization.

Bridging the language gap
Although it might be assumed that medical 
interpreters communicate mainly with Spanish-
speaking patients, that assumption would be 
incorrect.
The largest percentage of foreign-born Americans 
hail from Latin America and the Caribbean, and 
many do speak Spanish. However, foreign-born 
Americans from Europe, Asia, Africa, and other 
regions also represent large numbers of the non-
English speaking population.
Spanish is the most frequently spoken non-
English language. But Chinese, Tagalog, French, 
Vietnamese, German, Korean, Russian, Italian, 
and Portuguese are common as well. It’s also 
worth noting that there are regions of the country 
with concentrations of people who speak other 
languages. In Minnesota, for example, there is a 
need for medical interpreters who speak Somali; in 
Salt Lake City, Utah, there are openings for medical 
interpreters with Farsi language proficiency.

(Medical interpreter, continued from page 1)
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MANAGING THE OFFICE
Standing desks—fad or 
functional?
You might want to stand up for this: “Sitting is the 
new smoking,” says a recent study on the economic 
impact of reduced physical inactivity and sedentary 
behavior. Indeed, it’s well documented that we 
are, essentially, sitting far too much, and for far 
too long. The results of this have been shown to be 
negatively affecting our health, and waistlines.
Unfortunately, studies have determined that 
exercise, while beneficial, does not counteract the 
effects of prolonged sitting. 
An interest in improved health and wellness, 
by both managers and staff, has prompted 
many professional offices to embrace modified 
workspaces. Those with physical ailments, such as 
back issues, are also seeking non-traditional work 
environments, in hopes of providing relief. 
According to the National Institute for Occupational 
Safety and Health, “a well-designed office allows 
each employee to work comfortably without needing 
to over-reach, sit, or stand too long, or use awkward 
postures (correct ergonomic design). Sometimes, 
equipment or furniture changes are the best solution 
to allow employees to work comfortably.” 
One example of such equipment is standing desks. 
Under the umbrella of standing desks are desktop 
attachments (that modify existing desks), sit-stand 
desks, and stand-only desks. Certainly, you may be 
reading this while standing. 

Advantages
One assumed advantage to standing desks is that 
they are better for your health. Some manufacturers 
and enthusiasts even claim you’ll burn calories and 
lose weight. To date, there’s no body of research or 
scientific proof linking the use of standing desks to 
improved health or weight loss.

However, many users of standing desks find that 
they tend to move more as a result of already 
being in a standing position—from pacing to 
shifting weight from one foot to another. While that 
might not sound like much, a recent study found 
that “modest, achievable changes in movement 
behaviors can produce substantial and important 
improvements in health, and should be embraced.” 
Other studies concur that regular, low-intensity 
movements add up, and are beneficial to our health.
So while standing desks haven’t been proven to 
positively affect health, the fact they may encourage 
more movement over the course of a day is a good thing. 
With standing desks becoming more commonplace, 
the choice of models and styles has expanded 
significantly. What used to be a handful of options 
has now become dozens, meaning whatever your 
preferences, there’s likely something available. 
Another advantage: Cost. Many available options 
means there is something out there to suit most 
budgets.

Disadvantages 
At one time, cost was the biggest inhibitor to 
purchasing a standing desk but as the concept has 
become more widespread, so have the models and 
options, resulting in many different price points.
Those currently using standing desks report that 
their biggest challenge has been the transition from 
sitting to standing.
It might take a few weeks to become accustomed to 
standing. You probably should not go from sitting 
all day to standing all day overnight. Ease into it. If 
you’re used to sitting several hours each day, your 
feet will suffer for a while until you get accustomed 
to standing. For relief, a gel or anti-fatigue mat 
is recommended. Some users also find it more 
comfortable to work with no shoes, or change to 
more comfortable shoes. A foot rest can aid with 

The demand for medical interpreters is expected to 
increase, and increase significantly. The Occupational 
Outlook Handbook from the U.S. Bureau of Labor 
Statistics (BLS) projects employment opportunities 
for interpreters will grow 46 percent from 2012 
to 2022, much faster than the average for all 
occupations, driven by large increases in the number 
of non-English speaking people in the United States.

For medical practices, this outlook is worth 
considering, including the notation about large 
increases in the number of non-English speaking 
people. Even if your practice doesn’t currently treat 
non-English speaking patients, in the near future 
it very well may—and you will have need for the 
services of a medical interpreter.  
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shifting weight from one foot to another, while a stool 
provides additional support without sitting down fully. 
And, just as sitting for prolonged periods isn’t ideal, 
neither is standing. This is a major disadvantage 
of a non-adjustable standing desk where the only 
option is to, well, stand. Additionally, many are 
of a fixed height, which may not work with your 
body type or height, resulting in poor ergonomics. 
A standing-only desk is also not conducive to office 
meetings, unless you have a separate table.
Another consideration is that some standing desk 
models have less desktop workspace and storage 
space. However, if you choose desktop attachments to 
convert your existing desk into a sit-stand workspace, 
or choose a standing desk with multi-level surfaces or 
accessories, this may be a non-issue. 

What to look for
With the sheer variety of standing desks available, 
it can be overwhelming knowing what to look for. 
Here are some suggestions:

 k Choose an adjustable model that allows the 
flexibility for both sitting and standing, to give staff 
the option for either. This also takes into account 
future staff that may use the same workspace. 

 k With adjustable models, consider a motorized 
rather than hand-cranked mechanism for 
adjusting height. The former is better at evenly 
distributing the weight of equipment.

 k Whichever workspace you choose, ensure 
proper ergonomics for both standing and sitting 
positions. A workspace with at least two tiers, 
one for monitor and one for keyboard, may help.

 k While not a feature, invest in recommended 
accessories, the most common being gel or anti-
fatigue mats.

Where to start
Speak with your existing office-furniture supplier, 
who is likely already familiar with the many 
options available and can help guide you. Providing 
your budget up-front also ensures you’re shown 
only the options you can afford.
Consider your existing office space. As noted 
earlier, some standing desk models encompass an 
entirely new workspace, while some models are 
attachments that work with existing desks. 
Include staff in the decision-making process. After 
all, they will be the ones using the equipment.  

Model Policy: Progressive 
discipline and employee 
termination
Why you need this policy:
There’s no point in having any policies, procedures, 
and standards unless you’re prepared to discipline 
employees who disobey them. The problem is that 
discipline is not only unpleasant but likely to result 
in some form of legal grievance, especially if the 
employee belongs to a union. That means you’ll 
end up having to defend your action before an 
arbitrator or court.

How this policy helps you:
Luckily, there’s a technique you can use to make 
punishments stick if they’re challenged later on. 
Better yet, this technique can help you straighten 
out wayward employees and avoid showdowns. 

The technique is called progressive discipline and 
it involves imposing a series of gradually sterner 
punishments. It usually starts with warnings for a 
first offense, mounts to suspensions and ultimately 
dismissal. At each stage you confront the employee, 
explain what he did wrong, impose the appropriate 
punishment and warn him to clean up his act.

How to use this policy:
You must establish a written policy or procedure 
giving you the right to use progressive discipline. This 
Model Policy is a fairly generic version, which allows 
for warnings, followed by suspension and ultimately 
termination. But you’ll need to modify the Model 
Policy to reflect your own progressive discipline 
procedures and the terms of discipline provisions 
contained in any applicable collective bargaining 
agreements (if your employees are in a union).

Enter 1035 in the Quick Links box at 
www.medicalofficemgr.com to view and 
download this Model Policy now, or click 
here to download directly.  

from MOM’s toolbox

http://www.medicalofficemgr.com/
http://www.medicalofficemgr.com/model-policy-progressive-discipline-and-employee-termination
http://www.medicalofficemgr.com/model-policy-progressive-discipline-and-employee-termination
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Chapter on diseases of the 
skin and subcutaneous tissue 
is a total revamp
By Judy Monestime
ICD-10-CM Chapter 12, “Diseases of the Skin 
and Subcutaneous Tissue (L00-L99),” represents a 
complete restructuring to bring together groups of 
diseases that are related to one another in some way. 
For example, dermatitis and eczema are separated 
from urticaria and erythematous conditions. 
Additionally, greater specificity has been added to 
many of the codes at either the fourth, fifth or sixth 
character level. Most of these diagnoses codes will 
require additional documentation and queries for 
specificity. For example, laterality, site, and stage 
of pressure ulcers are now included in one code. 
Furthermore, a block of codes for radiation-related 
disorders of the skin and subcutaneous tissue is 
included in ICD-10-CM that was not contained in 
previous classification systems.
The chapter includes the following sections:

 k L00-L08, Infections of the skin and 
subcutaneous tissue

 k L10-L14, Bullous disorders
 k L20-L30, Dermatitis and eczema
 k L40-L45, Papulosquamous disorders
 k L49-L54, Urticaria and erythema
 k L55-L59, Radiation-related disorders of the 
skin and subcutaneous tissue

 k L60-L75, Disorders of skin appendages
 k L76, Intraoperative and postprocedural 
complications of skin and subcutaneous tissue

 k L80-L99, Other disorders of the skin and 
subcutaneous tissue

Several coding guidelines are provided for the 
ICD-10-CM Official Guidelines for Coding and 
Reporting including:

Pressure ulcer stages

 k Codes from category L89, pressure ulcer, are 
combination codes that identify the site of the 
pressure ulcer as well as the stage of the ulcer.

 k The ICD-10-CM classifies pressure ulcer stages 
based on severity, which is designated by stages 
1-4, unspecified stage and unstageable.

 k Assign as many codes from category L89 as 
needed to identify all the pressure ulcers the 
patient has, if applicable.

Unstageable pressure ulcers
Assignment of the code for unstageable pressure 
ulcer (L89.--0) should be based on the clinical 
documentation. These codes are used for pressure 
ulcers whose stage cannot be clinically determined 
(as when the ulcer is covered by eschar or has been 
treated with a skin or muscle graft) and pressure 
ulcers that are documented as deep tissue injury but 
not documented as due to trauma. This code should 
not be confused with the codes for unspecified 
stage (L89.--9). When there is no documentation 
regarding the stage of the pressure ulcer, assign the 
appropriate code for unspecified stage (L89.--9)

Documented pressure ulcer stage
Assignment of the pressure ulcer stage code should 
be guided by clinical documentation of the stage or 
documentation of the terms found in the Alphabetic 
Index. For clinical terms describing the stage that 
are not found in the Alphabetic Index, and there is 
no documentation of the stage, the provider should 
be queried.

Patients admitted with pressure ulcers 
documented as healed
No code is assigned if the documentation states that 
the pressure ulcer is completely healed.

Patients admitted with pressure ulcers 
documented as healing

 k Pressure ulcers described as healing should be 
assigned the appropriate pressure ulcer stage 
code based on the documentation in the medical 
record. If the documentation does not provide 
information about the stage of the healing 
pressure ulcer, assign the appropriate code for 
unspecified stage.

 k If the documentation is unclear as to whether 
the patient has a current (new) pressure ulcer 
or if the patient is being treated for a healing 
pressure ulcer, query the provider.

coding alert
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Patient admitted with pressure ulcer evolving into another stage during the admission
If a patient is admitted with a pressure ulcer at one stage and it progresses to a higher stage, assign the code 
for the highest stage reported for that site.
The depth of the ulcer is identified by stages I through IV. According to the National Pressure Ulcer 
Advisory Panel, the descriptions of the four stages are as follows:

Stage Description

Stage I Intact skin with non-blanchable redness of a localized area usually over a bony prominence. Darkly 
pigmented skin may not have visible blanching; its color may differ from the surrounding area. The area 
may be painful, firm, soft, warmer or cooler as compared to adjacent tissue.

Stage II Partial thickness loss of dermis presenting as a shallow open ulcer with a red pink wound bed, without 
slough. May also present as an intact or open/ruptured serum-filled or sero-sanginous filled blister. 
Presents as a shiny or dry shallow ulcer without slough or bruising.

Stage III Full thickness tissue loss. Subcutaneous fat may be visible but bone, tendon or muscle are not exposed. 
Slough may be present but does not obscure the depth of tissue loss. May include undermining and 
tunneling. The depth of a Category/Stage III pressure ulcer varies by anatomical location.

Stage IV Full thickness tissue loss with exposed bone, tendon or muscle. Slough or eschar may be present. 
Often includes undermining and tunneling. The depth of a Category/Stage IV pressure ulcer varies 
by anatomical location. The bridge of the nose, ear, occiput and malleolus do not have (adipose) 
subcutaneous tissue and these ulcers can be shallow. Category/Stage IV ulcers can extend into muscle 
and/or supporting structures (e.g., fascia, tendon or joint capsule) making osteomyelitis or osteitis likely 
to occur.

Pressure ulcers may also be described as unstageable. This is specific type of pressure ulcer and should not 
be used when stages I through IV are not documented.

Let’s practice! 
How do you code the following encounter?
This 46-year-old woman has a gangrenous pressure ulcer of the left hip with cellulitis and a pressure ulcer of the sacrum documented by 
Dr. Rogers. The assessment indicates a stage 2 pressure ulcer of the sacrum with a stage 3 decubitus ulcer of the left hip. What is the correct 
diagnosis code(s)?

 k I96, Gangrene, not elsewhere classified

 k L89.223, Pressure ulcer of left hip, stage 3

 k L89.152, Pressure ulcer of sacral region, stage 2

 k L03.116, Cellulitis of left lower limb

Rationale: Decubitis ulcers are classified to pressure ulcers. The note at the beginning of category L89 indicates the sequencing. Any 
associated gangrene is listed first. Subcategory L89.2 classifies pressure ulcers of the hip. It is necessary to review the tabular to select the 
correct stage and laterality. The sacral region includes the tailbone and the coccyx.

Judy Monestime, MBA, CDIP, CPC, and AHIMA ICD-10 CM/PCS Trainer/Ambassador, is an executive 
healthcare consultant, keynote speaker, and writer.  
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HIRING
Are you misleading job 
applicants during the 
interview process?
Six in ten employees say they’ve found aspects of a 
new job different from expectations set during the 
interview process, according to a survey conducted 
by jobs and career marketplace Glassdoor.
Areas where job reality differs from employee 
expectations include:

 k Employee morale
 k Job responsibilities
 k Hours expected to work
 k Personality of boss
 k Career advancement opportunities
 k Senior leadership competence
 k Salary
 k Company culture

The good news, if there is any, is it’s not entirely 
the hiring manager’s fault. The employer and the 
job candidate are both responsible for ensuring 
expectations set during a job interview match 
reality, according to Glassdoor.
The bad news is that both parties pay a price if 
reality differs from expectations. 
For the hiring manager, a misleading interview can 
lead to a poor fit for the job, which can result in 
decreased productivity, office conflict, and other 
undesirable outcomes, including termination.
For the new employee, a job that doesn’t match 
expectations leads to disappointment and possible 
resentment. Neither contributes to enthusiasm and 
job success, not to mention health and well-being. 
Fortunately, there are things a hiring manager can 
do to help ensure the job described to the candidate 
matches the reality the new employee experiences.

Leverage the interview
Amanda Lachapelle, Glassdoor’s human resources 
director, recommends the hiring manager begin by 
ensuring every person interviewing a job candidate 
has a clear outline of topics to discuss during the 
interview. 
“By having a clear plan of action ahead of the 
interview, you can increase the chances that 
candidates are getting a more complete look into 
how the role they are interviewing for fits within 

the company, while also giving them a better idea 
into the level of responsibilities required for the 
open position,” she says.
In addition, Lachapelle recommends each 
interviewer be tasked with talking about the 
company’s culture so that candidates not only 
understand what the work will be like, but also how 
people work together.

Leverage your staff
Not every staff member can interview each job 
candidate who comes into your office, but they can 
add to the candidate’s understanding of the practice 
through their actions while a candidate is present, 
as well as before and after the interview process.
Lachapelle suggests you encourage staff to share 
their opinions about what it’s like to work at your 
practice via social media channels.

Continue the conversation
Similarly, the “live” interview doesn’t have to 
be the only way a hiring manager gets to know a 
candidate.
“Take the time to reach out. Don’t let the in-person 
interview be your only real form of conversation,” 
says Lachapelle.
She recommends that the hiring manager email 
candidates before and after the interview to ask if 
there is anything they would like to know about the 
job or practice. 
“Also, don’t be afraid to schedule a follow-
up call to add a more human element to your 
communication so you can answer any additional 
questions they might have,” she says.

Remember, honesty counts
Although the manager wants to present the practice 
in the best possible light, it’s important to be honest.
With this in mind, Lachapelle points out you 
shouldn’t be afraid to share areas of improvement 
the practice is working on. 
“Candidates will appreciate your honesty, plus 
should they accept a job offer, the excitement that 
comes with the honeymoon period of a new job 
will quickly give way to the realities and normalcy 
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that comes with a day-to-day job,” she says. In 
other words, they will find out anyway.

Ask the right questions
Finally, don’t forget to ask questions that facilitate 
conversation. 
Your goal when interviewing a candidate is to have 
a dialogue where both parties share information 
necessary for an employment decision.

The Medical Office Manager tool, Model Guide: 
Behavioral interview questions can help. The 
easy-to-use guide features hundreds of open-
ended interview questions for a medical office 
environment arranged alphabetically by topic area.

See the guide here or enter 
1001 in the Quick Links box at 
www.medicalofficemgr.com.  

Op-ED
Tackling workplace stress 
and anxiety
By Steve M. Cohen
Stress is a good thing until it overloads people. 
This overloaded situation is called “dis-stress.” 
The ability to accommodate stress is inherent in 
all of us, but how much stress we can manage is 
a personal matter. Anxiety, resulting from stress 
overload or other issues, is not a good thing in 
anyone’s life.
A question that must be considered is whether your 
office is overly stressful or if some employees 
are overly sensitive to everyday workplace stress. 
Employees who are unable to tolerate normal or 
intermittent stress are not a good match for your 
office. When anxiety appears in employees, the 
organization must determine the cause—a too 
stressful workplace or employees unable to perform 
in that particular setting.
When I’m faced with anxiety or worry about a 
particular matter, I try to figure out the worst 
outcome and then begin to accept that worst 
outcome. Employers, managers, and coworkers 
can be instruments of anxiety reduction. Good 
management starts with awareness that others are 
experiencing anxiety or stress, followed by offering 
to listen and provide support. 
Another solution is to offer an Employee Assistance 
Program (EAP). This is an inexpensive benefit 
where the organization contracts a local mental 
health provider to provide confidential counseling 
employees can access when they have problems. 
The problems can be related to stress and anxiety 
at work or drug abuse, alcohol abuse, gambling 
problems, marital issues, or any other problem. 
The service is paid for by the employer but, again, 
guarantees confidentially to the employee. 

Managers can be instruments of anxiety reduction 
for employees. It starts with awareness that others 
are experiencing anxiety or stress. The next step 
is to listen and offer support. Just the act of letting 
people know they’re not going through the anxiety 
causing issue alone results in stress and anxiety 
reduction.
Employers shouldn’t create “pressure cooker” work 
environments. I have seen many such environments 
over my years as a consultant. One had five 
employees under 40 seeing doctors and taking 
medications for stress. They even had one manager 
hauled out of the office on a stretcher with a heart 
attack. The State Human Rights Commission 
issued a seven-figure fine against the organization 
for inflicting so much stress and anxiety on their 
employees. When asked what in the world the 
managers thought they were doing their answer 
was, “We were just trying to see if they would ‘sink 
or swim.’” Not a good plan.
Managers should also consider annual employee 
satisfaction surveys. Employers compete for 
employees and creating an attractive work 
environment is a retention tool. You should strive to 
create and maintain a 90% rating. That means 90% 
of all employees register high levels of satisfaction 
with their organization, its policies, practices, and 
(most importantly) management. Management 
should know if employees are overly stressed or 
anxious at work. If they find out that a state of dis-
stress or high anxiety exists then steps should be 
taken to reduce that condition immediately.
Steve M. Cohen, Ed.D., CMC is President/Partner 
of Labor Management Advisory Group, Inc. and HR 
Solutions: On-Call, both based in Kansas City, MO.
The above information is shared by a guest 
contributor and does not necessarily reflect the 
views of Medical Office Manager.  

http://www.medicalofficemgr.com/model-guide-behavioral-interview-questions
http://www.medicalofficemgr.com/
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time for more training. However, you don’t want 
to skimp on this. There is a direct correlation 
between the amount of training and the success 
of the upgrade.” And success of the upgrade, of 
course, means success for your practice. “Changes 
and upgrades involve more work in the beginning, 
but the advantages—for example being able to 
send orders directly to the lab electronically or not 
spending time searching through paper files—will 
make life easier in the long run,” adds Christine 
Lee, manager of provider practice services with 
Care Communications, a health information 
management consulting firm.
Just because it’s necessary, doesn’t mean it’s 
easy, though. “Because you can’t realistically cut 
back on seeing patients, you may have to bite the 
bullet and work evenings or weekends to get the 
training done, knowing that the extra expense will 
be made up for in increased productivity when the 
new system is up and running,” says Tennant. This 
may be a hard sell to your staff, but there are ways 
around that, too.
Before you start scheduling training sessions and 
asking people to take on more work, you need to 
step back and take a look at the big picture, says 
Lee. “Any time you are implementing something 
new or making changes, you should see this as an 
opportunity for change management. Change is 
inevitable in medicine, so you need to have a plan 
for dealing with it.” Lee suggests that you identify 
leaders in your practice and get buy-in from them. 
Then that support will trickle down to the rest of 
the team. “The people who are most resistant to 
a new idea tend to be the biggest supporters once 
they get used to it,” she says. Here are a few tips 
from Lee for getting this crucial buy-in:

 k Find one or two things about the new system 
that will make life easier for these people. 
Don’t focus on big abstract improvements, but 
hit closer to home. “This new program will save 
time ordering labs so you’ll spend less time 
on the phone” is better than “this will improve 
communications with labs.”

 k Have short, but frequent meetings updating staff 
on what’s going on. Don’t wait for a big reveal. 
Let people get used to the idea gradually. 

 k Be sure your staff hears any news from you. 
Inaccuracies spread when people get their 
information from the grapevine. 

 k Be flexible with scheduling. If possible, juggle 
things so people don’t feel so rushed and 
pressured.

Timesavers
Once you have a plan for managing change, 
it’s time to think about the nitty-gritty details 
of training. Some vendors provide training and 
support for upgrades, but some don’t. If your 
vendor doesn’t offer what you need, you may have 
to get outside help. “A large practice might need 
to hire a consultant,” says Tennant. “But there 
are other options. Depending on the nature of the 
upgrade, you might be able to find YouTube videos, 
online forums, and user groups that can help.”
Additional training will take time, but there are 
ways to save. Tennant offers a few suggestions:

 k Have a standardized way to collect concerns 
and questions. Several people calling tech 
support or consultants with the same question 
is a time waster. Designate one person in the 
practice to collect questions, get the answers, 
then share with everyone else.

 k Talk with colleagues at other practices who 
have already been through the transition. 
Hearing, for example, that “we budgeted 20 
hours for training but could have used 30” 
could be valuable information for you.

 k Visit online forums. You’ll get a much a more 
objective perspective from other users than 
from your vendor’s support staff or sales rep.

 k If you take time to plan for change, and use 
a few time-saving techniques, training for a 
new EMR system or upgrades shouldn’t be a 
recurring headache.

Avery Hurt is a freelance writer based in 
Birmingham, Ala. She often writes about medical 
economics and the intersection of medicine and 
social policy.  

(What? Not another upgrade!, continued from page 1)
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OFFICE MANAGEMENT
Eight rules for managing an 
office, especially a small one
The smaller the office, the more the manager works 
under a microscope. Everybody sees everything 
that’s going on and everything the manager does.
For a new manager in that setting, the microscope 
gets even stronger because staff are watching to see 
who their new boss is.
And if that new manager has been promoted from 
within, the scrutiny is unforgiving because it’s coming 
from former peers, some of whom are friends.
Here are eight basic rules that determine any manager’s 
fate, but especially the small-office manager.

1. Dump the problems at the door
Leave personal problems at the door. Don’t discuss 
them with staff.
Personal connections are easily established in 
a small office. The hours are long, the people 
are close, and the conversations tend to become 
informal or even loose. What’s more, staff bring 
their personal problems to the manager and it’s only 
human for the manager to do the same.
Don’t.
The manager is the leader and a leader has to 
maintain a degree of professionalism that’s a notch 
above what everybody else follows.
Sharing personal problems not only compromises 
the manager’s position, but can even give staff 
the upper hand. Move from personal conversation 
yesterday to a management directive tomorrow and 
the response may well be, “What’s wrong? Having 
problems with your kids again?”
The manager’s personal information and problems 
don’t belong in the office. People are looking to the 
manager to lead the daily events and culture of the 
office and to serve as mentor. They don’t expect to 
have to provide the same in return.
It’s a balancing act. Not having rapport with staff is 
one problem; having too much is another.

2. Avoid gossip
Don’t listen to gossip.
Again, manager-staffer gossip is easy to get into in 
the smaller environment, particularly when it’s a 
newly promoted manager and a staffer who was a 
close friend in the days before the promotion.

Listening to gossip undermines trust in the 
manager. Even Staffer Friend loses trust, because 
the logic is that if the manager talks about one 
staffer, the manager will talk about any staffer.
Stop the talk immediately: “I appreciate your 
thoughts but we are a small team and we have to 
stick together. So let’s not have this conversation 
about Staffer A. I would stick up for you if you 
were the one being talked about.”
Along with ending the gossip, that builds trust 
because it shows fairness to everybody.
Similarly, you must keep confidences. If a staffer 
reveals marital problems or says she may be pregnant, 
the manager has to maintain that confidentiality. 
Otherwise, staff will no longer come to the 
manager. And where will they go instead? To the 
manager’s boss, of course—to one of the physicians 
who then says, “Why are you coming to me with 
that?” And the answer is going to be, “Because the 
manager will tell everybody else about it.”

3. Everybody or nobody at all
Don’t show favoritism.
Go to lunch with everybody or nobody at all. Talk 
with everybody or nobody at all.
Spending time with friends speaks of favoritism, 
particularly for the newly promoted manager. If the 
friend on the lunch list or conversation circuit gets 
one more day off than everyone else, everybody 
will see that as favoritism.

4. What’s sauce for the gander…
Lead by example.
Many a manager starts to feel entitled to a few 
privileges, usually in the form of time stretchers—
coming in 10 minutes late, taking longer lunch 
breaks, making a lot of personal calls, or leaving 
work a few minutes early.
But staff expect more of their manager than they 
do of themselves. Don’t ask them to do something 
and be unwilling to do the same. Don’t tell them to 
get to work on time and then show up 10 minutes 
late. Don’t tell them to limit personal calls and then 
hang on the phone with friends. Don’t expect them 
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to have clean desks and then sit behind clutter.
Nobody can respect a manager who sets rules but is 
too important to follow them.

5. Counting chickens before they hatch
Don’t make promises that aren’t a sure thing. Don’t 
encourage empty expectations either.
Many managers do that in an effort to improve 
morale. They tell staff raises or bonuses are coming 
when they’re actually only in the discussion phase.
Or to keep a good employee from leaving, an 
expectation is laid out: “I’ll talk with the doctors about 
getting you a raise” or “You won’t have to do the 
filing. I’ll see that somebody else takes on that job.”
If the raise or bonus or job change can’t be made, 
the manager has lost the staff’s confidence.

6. Scapegoating the doctors
Don’t use the doctors as scapegoats. When there’s 
bad news, have the courage to deliver it.
Suppose the bad news is no raises. It’s easy to say, 
“I want to give you a raise but the doctors won’t 
approve it.” It’s not as easy to say, “We can’t give 
raises at this time.”
To lay the blame on the doctors says the manager 
has no voice in the decision making and is just 
another peer with no authority.
Scapegoating can be found in the little matters as 
well. Suppose a staffer brings in a plant to put on 
the desk. It’s artificial and ugly and too big for the 
space. Instead of telling the staffer it can’t be used 
in the office, the manager says, “The doctors don’t 
like artificial plants in the office.”
Take ownership in everything. Doing so shows the 
manager is the boss.

7. ‘Because I said so!’
Don’t be a bully and here it’s new managers who 
are most guilty. They think that management 
requires strength and that strength is shown by 
being unwavering and answering any challenge 
with, “Because I said so.”
That doesn’t show authority. It only shows there’s 
no good reason for what’s being demanded. When 
a staffer questions something, answer it honestly. 
And if the reasoning is a bit shaky, admit it. “I 
know it’s not the most efficient approach but we 
have to do it this way for now because the patients 
tell us they like it. Maybe we can talk later about 
changing the process.”

Or ask for suggestions. “You’ve come from a 
different office. Tell me how you did it over there.”

7. ‘Yes, I made a mistake’
The final rule: Admit to mistakes.

Don’t hide them for fear staff will question the 
manager’s ability. The truth is staff know when a 
mistake is made and are watching to see whether 
the manager will own up to it. They aren’t going to 
find fault with, “I made a mistake. I’m the one who 
didn’t order enough printer cartridges.”

Admitting errors evidences the manager’s 
credibility. The same is true for not knowing 
something. “I don’t know but I’ll look into that” is 
a valid answer any employee respects.  


