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HEALTHCARE REFORM

SGR repeal emphasizes move to 
value-based payments
After a long and winding road, the sustainable growth rate (SGR) 
is finally part of history and the move to value-based payments 
has renewed urgency now that the Medicare Access and CHIP 
Reauthorization Act of 2015 (Act) has become law. The Act became 
law April 16, 2015, repealing the SGR and establishing the following 
conversion factor updates: 0.0% for January 1, 2015 through June 30, 
2015; 0.5% for July 1 through December 31, 2015; 0.5% for 2016-
2019; 0.0% for 2020 to 2025; and for 2026 and thereafter, 0.75% and 
0.25% depending on “alternative payment model” participation. 
As in prior years, physicians escaped at the last minute some major 
cuts to reimbursement threatened under the SGR methodology. This 
time, it’s for good: “It’s a fix, more than just a band-aid,” notes Dora 
L.  Hughes, M.D., M.P.H., a senior policy advisor at Sidley Austin and 
former senior Obama Administration official. 
“The most important message is that this is a tremendous victory, 
not just for seniors and all Medicare beneficiaries, but also for the 
healthcare providers who care for them,” adds Patricia DeLoatche, 
also a policy advisor at Sidley Austin LLP and former Health Policy 
Director for Senator Orrin Hatch. “The stability of having ongoing 
physician payment is really important.”
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TODAY’S LEADING MODEL

What are ACOs & why should you care?
By Avery Hurt
Accountable Care Organizations (ACOs) represent a major step in the 
transition from a fee-based payment model to a value-based model of 
medical care. While ACOs may not be the form healthcare will take 
in the coming years, some type of value-based payment model almost 
certainly is, and at least for now, ACOs are leading the way.
A healthcare model established by the 2009 Affordable Care Act, 
an ACO is a group of healthcare providers working collaboratively 
to provide quality care for a population of patients. The group of 
providers can be a network of multi-specialty practices, a hospital, a 
joint-venture of hospital and physician practices, or any of a variety of 
other combinations of providers.

(continues on page 3)

(continues on page 10)
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Cardiology practice makes staff safety 
a priority
An Iowa cardiology practice with 40 providers faced a major 
challenge, one that had the potential to affect the safety of staff.
Like most medical offices, this one asks patients to bring all 
their medications with them to the office and the rooming staff 
reconciles their medications at each office visit, says the supervisor 
of patient services.
The problem, she explains, is that patients bring their medications 
in a variety of bags, boxes, and suitcases. This meant staff had to 
rummage through these various carryalls to retrieve the medications.
So, what’s the problem? One of the medical assistants reached into 
a bag full of medications and was stuck with an uncapped, used 
insulin syringe.
Enough was enough.
In an effort to protect staff against future incidents, the office 
purchased inexpensive small plastic baskets for each exam room. 
The staff now empties the medications into the basket. As a result, 
they are able to easily see what is in the basket, and to retrieve 
medications without concern for their safety.
In the past, staff had found all kinds of things in the patients’ 
medication bags, from bugs to used bandages. The supervisor 
reports staff members are pleased with the solution.

Five bonus tips from our readers
1. One manager sets a positive theme for each staff meeting and 

lists it at the top of the agenda. Staff spend the last 15 minutes 
of the meeting discussing it. The theme can be anything. At one 
meeting it was “Do you really know what this person is doing?” 
Then each staffer explains his or her duties to the group. 
Sometimes the theme is used to correct a problem without hitting 
people over the head. If staffers are entering data incorrectly, 
for example, the manager goes over the right way to do the job 
and asks for suggestions for making it easier. At one meeting, 
the theme was teamwork and each person had to write positive 
comments about one or more other staffers. The comments were 
made anonymously and the manager read them aloud.

2. Another manager divided her staff into small groups and made 
each one responsible for overseeing costs in a specific area. One 
group oversees the medical supplies, another group the office 
supplies, another the telephone bill, and so on. The group leader 
checks the bills that come in and the group members discuss it 

(continues  on Page 8 )
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Significance
The new law is a watershed moment in healthcare 
reimbursement, according to Hughes. She describes 
the legislation as “transformative,” and “just as 
revolutionary” for physician reimbursement as next-
generation sequencing is for research. A recent White 
House blog celebrating the legislation’s enactment 
notes that Centers for Medicare & Medicaid Services 
(CMS) actuaries, “estimate that the percent of 
Medicare physician payments in payment models 
that encourage higher quality care would more than 
double in four years, from 25 percent this year to 60 
percent in 2019 as a result of this law.”
“This is a significant victory,” adds DeLoatche, in 
particular because of the bipartisan efforts over the 
course of two years that achieved this success. “The 
fact that this was passed in a bipartisan manner, by 
overwhelming margins and signed into law by the 
President” is reaffirming, says DeLoatche. “I think 
it speaks volumes.”
More work ahead
This repeal is not an end, however, but just the start 
of more hard work for physicians. “There’s so much 
left to come, just in terms of moving the system 
away from volume to value,” adds Hughes. “So 
celebrate this great moment but on the other hand, 
this is a marathon and we are only half of the way 

through in terms of getting where we need to be.”
This legislation puts the rubber to the road in 
terms of the switch to value-based reimbursement. 
“By hook or by crook the system is now going to 
be based on value,” she says, explaining that “it 
becomes more real for those who have not fully 
engaged or participated in alternative payment 
models, shining a spotlight on the need for individual 
physicians and groups to focus on quality of care.” 
The challenge, says Hughes will be “establishing 
the quality measures for physicians broadly, but 
understanding that they will need to be tailored 
for the specialty providers. Those measures could 
be harder to define, particularly given the range of 
providers that will be affected.” 
She explains that developing quality measures 
for reimbursement purposes is more difficult for 
specialties such as pathology, where the provider 
doesn’t have direct patient contact. 
“One of the important issues moving forward is 
that it’s important that there is collaboration—with 
different specialties and understanding the unique 
challenges that some of these specialties face—just 
taking time to make sure there is discussion back 
and forth with these different specialties,” adds 
DeLoatche.
“[But] for all of the difficulty, this is going to be a 
welcome challenge for all parties,” says Hughes.  

COMPLIANCE
EEOC Proposes Rules for 
Employer Wellness Programs to 
Avoid Potential Discrimination
As the focus on quality and value intensifies, 
wellness programs will no doubt play an integral 
role in the healthcare system. The 2014 Employer 
Health Benefits Survey from the Henry J. Kaiser 
Family Foundation reports that “[v]irtually all large 
employers (200 or more workers) and most smaller 
employers offer at least one wellness program.” 
Furthermore, the survey indicated that 36% of large 
employers and 8% of small employers offering health 
benefits and wellness programs also include some 
kind of financial incentives to encourage employee 
participation in these programs, such as lower premium 
contribution or deductibles, gift cards or cash. 

The Equal Employment Opportunity Commission 
(EEOC) is concerned that employer wellness 
programs including participation incentives and 
medical examinations or inquiries about employee’s 
disabilities could lead to discrimination against 
employees. So the EEOC issued a proposed 
rule addressing incentives offered “to encourage 
employees to participate in wellness programs 
that include disability-related inquiries and/or 
medical examinations.” The proposed rule amends 
regulations and interpretive guidance implementing 
the Americans with Disabilities Act (ADA). 
Medical offices that offer wellness programs to their 
employees should take note of this proposed rule. 
Noting that HIPAA requirements prevent employers 
from offering incentives so great that they 
effectively deny coverage or impose too great a 
penalty on individuals who don’t meet certain health 

(SGR repeal emphasizes move to value-based payments, continued from page 1)
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standards, the EEOC said that HIPAA doesn’t limit 
the information employers can request concerning 
medical examinations and disabilities under such 
programs. Thus, the EEOC’s proposed rule 
1. Requires that wellness programs which include 

disability-related inquiries or medical exams 
“must be reasonably designed to promote 
health or prevent disease”—that is, must have 
“a reasonable chance of improving the health 
of, or preventing disease in, participating 
employees, and it is not overly burdensome, is 
not a subterfuge for violating the ADA or other 
laws prohibiting employment discrimination, 
and is not highly suspect in the method chosen 
to promote health or prevent disease.” 

2. To be considered voluntary, an employer 
offering a wellness program including 
disability-related inquiries or medical exams 
must not require participation, deny coverage 
in group health plans or benefit packages in 

such plans for lack of participation, or take 
adverse employment action or retaliate against 
or intimidate or threaten employees who do not 
participate or who don’t achieve certain health 
results. Employers must also provide notice of 
the medical information that will be collected, 
who will get the information, how it will be 
used or disclosed, restrictions on disclosure, 
and how it will be protected from improper 
disclosure. 

3. Incentives for participation in a wellness 
program that is part of a group health plan and 
include “disability-related inquiries” or medical 
exams can’t exceed 30 percent of the total cost 
of employee-only coverage or the plan won’t be 
considered voluntary. 

4. Except for certain purposes such as administering 
a health plan, medical information should be 
provided in aggregate and not identify the 
employee.  

MANAGING THE OFFICE
New law means changes to 
Medicare cards, challenges for 
medical offices
A new bill, signed into law by President Obama 
in April 2015 which addresses the way physicians 
are paid for treating Medicare patients, has another 
provision that affects medical practices. 
A section of the bill indicates that Social Security 
account numbers must not be “displayed, coded or 
embedded on the Medicare card.”
Currently, a Medicare patient’s Social Security 
number, plus one or two additional letters that 
identifies beneficiary type, is his or her Medicare ID.
The new law means Medicare will have to issue 
new cards to all Medicare beneficiaries—currently 
more than 50 million individuals, according to The 
New York Times.
Additionally, more than 4,500 people sign up 
each day for Medicare, and, by 2025, Medicare 
enrollment is expected to include 74 million people.
The transition from current cards to new cards, and 
current account numbers to new account numbers, 

will take place over a period of eight years. 
Medicare officials have up to four years to start 
issuing cards with new identifiers, and four more 
years to reissue cards held by current beneficiaries.

Why the change?
Perhaps a better question is, why were Social 
Security numbers used in the first place?
Indeed, in 2012, a senior citizen posed these 
questions to AARP, the membership organization 
for Americans 50 years of age and older: “Why 
is the ID number on my Medicare card the same 
as my Social Security number? I need to carry 
the card in my wallet, so what can I do to prevent 
identify theft?”
Proponents of legislative change have long 
recognized the risk the current cards pose for senior 
citizens. 
Now, “motivated by the proliferation of electronic 
health records and a rash of recent cyberattacks, 
including a data breach at Anthem, one of the 
nation’s largest insurers,” according to The New 
York Times, Congress has taken action.
While the change is a positive one, during the lengthy 
transition medical offices will face recordkeeping 
and payment processing challenges.  



By now, you probably know that Medical Office Manager is also online 
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MANAGING THE OFFICE
Top 10 patient safety 
concerns
Patient safety is a top priority for every healthcare 
organization, but knowing where to direct initiatives 
can be daunting. To help organizations decide where 
to focus their efforts, ECRI Institute has compiled 
its second annual list of the Top 10 Patient Safety 
Concerns for Healthcare Organizations. 
“This is more than just a list; it’s a reminder that, 
despite the attention given to patient safety over 
the last 15 years or so, we can do better,” says 
William Marella, MBA, executive director of 
operations and analytics, ECRI Institute Patient 
Safety Organization (PSO). “Healthcare providers, 
regardless of what setting they practice in, can start 
with our top 10 list of patient safety concerns and 
use it to guide their own discussions about patient 
safety and improvement initiatives.” 
This year’s list includes:

1. Alarm hazards: inadequate alarm configuration 
policies and practices 

2. Data integrity: incorrect or missing data in 
EHRs and other health IT systems 

3. Managing patient violence 
4. Mix-up of IV lines leading to 

misadministration of drugs and solutions 
5. Care coordination events related to medication 

reconciliation 
6. Failure to conduct independent double checks 

independently 
7. Opioid-related events 
8. Inadequate reprocessing of endoscopes and 

surgical instruments 
9. Inadequate patient handoffs related to patient 

transport 
10. Medication errors related to pounds and kilograms

Topping the list is alarm hazards from inadequate 
configuration policies and practices. In recent years, 
much of the literature has focused on alarm fatigue—a 
condition that can lead to alarms being missed by 
providers who are overwhelmed by, distracted by, or 
desensitized to the multiple alarms that activate. 
In this new patient safety concerns list, ECRI Institute 
encourages healthcare institutions to look beyond 
alarm fatigue. “In addition to missed alarms that can 
result from excessive alarm activations, hospitals 
also have to be concerned about alarms that don’t 
activate when a patient is in distress,” says Rob 
Schluth, senior project officer, ECRI Institute. “In our 
experience, alarm related adverse events—whether 
they result from missed alarms or from unrecognized 
alarm conditions—often can be traced to alarm 
systems that were not configured appropriately.”
Health IT is on ECRI’s list again this year, focusing 
on data integrity from incorrect or missing data 
in EHRs and other health IT systems. Health 
information technology (IT) offers numerous 
potential benefits, but it can create new safety risks 
if it is not designed appropriately, implemented 
carefully, and used thoughtfully.
Patient violence, ranked third on this year’s list, 
identified challenges hospitals face affecting the 
safety and wellbeing of staff, patients, and visitors. 
The range and impact of patient violence across the 
hospital is not limited to incidents that make the 
headlines. Clinical staff may feel abandoned and 
left without the resources to do their jobs safely 
given the frequency with which they must manage 
violent behavior in patients—at least 15 incidents a 
day, according to one PSO member hospital.
To compile its list of patient safety concerns, ECRI 
Institute PSO reviewed its database of patient 
safety events, root-cause analyses, and custom 
research requests submitted throughout the year by 
healthcare organizations and its partner PSOs, as 
well as sought guidance from its team of experts.  

http://www.medicalofficemgr.com
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YOUR CAREER
Five ways to network to a 
better job
The sport of networking is a full time game for job 
seekers, according to the author of a recent book for 
those starting out or starting over in a career. 
“Keep in mind, networking can happen anywhere,” 
says Phil Blair, author of “Job Won! 500,000 
Hires and Counting,” and co-owner of Manpower 
San Diego, a franchise of the U.S. staffing firm. 
“Networking occurs in restaurants and bars, in 
continuing education classes, at parties, on a bus, 
train or airplane, in an online chat room, at a sporting 
event, kids soccer games, volunteer activities or 
fundraisers. The way I see it, every moment you’re 
not asleep can be a networking opportunity.” Here 
are five networking tips for career success from Blair:
1. Professional associations offer face time with 

people who can provide behind-the-scenes 
insights into different companies and industries. 
They are also the most likely to know about 
the “hidden job market.” Look for association 
meetings relevant to your job or career interests.

2. Most professional association websites post 
industry news, job trends, resource libraries, 
membership directories, and calendars of 
upcoming meetings. More importantly, they 
often post job openings in their “Career” section.

3. Attend a meeting as a guest or become a member 
if the cost isn’t prohibitive. These gatherings 
are rich in potential contacts and employment 
opportunities. They can be high energy and 
inspire and motivate you even more. They also 
usually have speakers you may find of interest.

4. Don’t be surprised to discover other people 
looking for jobs at these meetings. They are 
there for the same reason you are and may be 
competition, but may also be a good source of 
support. Other job seekers are a great resource 
for learning about positions and possibilities that 
might otherwise slip by unknown. In a sense, 
your network is tapping into their networks. 
They can tell you about jobs that weren’t right 
for them but may be right for you.

5. Just remember to be equally considerate of 
other job seekers. Share information and tips 
freely, be generous, and pay it forward. People 
will remember.  

Online networking is crucial, 
but needs to be done right
When Americans need to make personal 
connections, they are increasingly doing so online. 
A 2014 study by the Pew Research Center found 
74 percent of adults who go online use a social 
networking site, whether it’s Facebook, Twitter, 
Instagram or something else.
“It’s clear that nearly everyone makes an effort 
to connect some way through social media,” says 
Doug Vermeeren, CEO of Business Networker, 
an online site that helps small and independent 
business owners make professional connections.
“A lot of that time is spent sharing vacation photos, 
debating politics or chatting about everyday events 
in their lives. But businesses are missing out if they 
don’t understand how powerful online networking 
is, and how it can help them connect with potential 
customers and other businesses they could form 
partnerships with.” For medical offices, the same is 
true of potential patients.
Vermeeren says there are several reasons business 
professionals are making a mistake when they fail to 
take advantage of online networking opportunities.

 k If you aren’t networking, you aren’t working. 
Networking itself is nothing new. Business 
people have always found ways to connect 
with potential customers and clients, whether 
by joining organizations, playing a round of 



“Some businesses have come to realize what a 
powerful tool social media can be for them.”
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golf, or working the tables at a Chamber of 
Commerce breakfast, Vermeeren says. “These 
days, social media is replacing real-world 
relationships,” he says. “That can have the 
downside of removing the personal touch, but 
it doesn’t have to be that way. A good business 
networking site can help you keep that personal 
touch in both your online and live networking.”

 k The customer and you. No matter how good 
the idea behind your business, all business 
transactions still require two essentials: you and a 
customer, Vermeeren says. Networking in general 
helps you identify some of those customers, but 
online networking can do it even more quickly 
and efficiently by helping you cast a wider net.

 k An extra problem solver. The better networked 
an individual is, the more solutions they have 
access to when solving challenges that affect 
their businesses, Vermeeren says. It’s the 
old “two heads are better than one” concept 
extrapolated many times over. 
“Someone probably has already dealt with a 
problem similar to one you are facing now,” he 
says. “Being able to draw on their experience 
could save you a lot of time, trouble, and money.”

 k Social media is more than social. In the 
past, much of the networking through social 

media was designed for connecting on an 
entertainment or personal level, Vermeeren says. 
Some businesses have come to realize what a 
powerful tool social media can be for them, he 
says, but they had to try to adapt to sites that 
weren’t necessarily designed with their goals in 
mind. That’s why Vermeeren saw the need for 
a networking site that could serve as a resource 
to help businesses identify customers, strategic 
alliances, and joint-venture partners.

It’s important to understand that not all sites are 
created equal or serve the same purpose, Vermeeren 
says. Some are great for connecting socially, 
while others are good for job recruiting. But 
businesses also need to be able to build professional 
relationships online and have those relationships 
evolve and turn into mutually beneficial transactions.
“Yes, online networking is important,” he says. 
“But you also don’t want to waste your time. 
You need to make sure your online networking 
experience is allowing you to build strong 
relationships with other business owners to help 
make your business grow.”  

Model Policy: Computer use 
and social networking
Why you need this policy:
The law governing your right to discipline 
employees for things they say on blogs and 
social networks is still in its infancy. But judging 
from early cases, it has become clear that online 
conversations are not simply private matters. There’s 
a big difference between badmouthing a company, 
supervisor, or colleague with a friend over coffee and 
making those remarks in a blog or correspondence 
on an external social network like Facebook.

How this policy helps you:
Having the right to take action against employees 
for social networking and other online activities, 

even if those activities take place while the employee 
is off duty and at home, is one thing. Exercising 
it effectively is another. To exercise those rights 
effectively you must have the right social networking 
policy. Better yet, implementing a policy like the 
Medical Office Manager Model Policy listed here 
should help prevent employees from engaging in 
social networking abuse in the first place.

How to use this policy:
The Model Policy illustrates what to include in a 
computer use and social networking policy. But you’ll 
need to modify it to reflect the rules, standards, and 
procedures followed at your own practice.

from MOM’s toolbox

Enter 924 in the Quick Links box at 
www.medicalofficemgr.com to 
download this Model Policy, or click 

here to download.  

http://www.medicalofficemgr.com
http://www.medicalofficemgr.com/model-computer-use-and-social-networking
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WORKING WITH PHYSICIANS
Highest educated and trained 
doctors get poorest online 
reviews
A study of more than 28,000 online reviews 
of doctors suggests that American healthcare 
consumers are fondest of naturopaths, audiologists, 
oncologists, and osteopathic physicians among 
healthcare specialists, and are least satisfied 
with care given by psychiatrists, dermatologists, 
orthopedists, and family-medicine doctors. 
Ironically, the analysis indicates that generally as a 
doctor’s level of education and training increases, 
patient satisfaction actually decreases.
Doctors holding the M.D. title have an average online 
rating of 3.80 out of a possible 5 stars. In contrast, 
non-M.D. healthcare providers—naturopaths, 
audiologists, and podiatrists, for example—have an 
average online rating of 4.29 stars.
Notwithstanding the rating differences among 
specialties, patients’ complaints overall seem to be 
more of an indicator of quality of customer service 
than an individual doctor’s education, training, 
and clinical skills, says Ron Harman King, CEO 
of Vanguard Communications, a marketing and 
public relations firm for specialty medical practices 
throughout North America, which conducted the study.

“Our research to date shows that patients complain 
online four times as often about a medical 
practice’s customer service – such as receptionists’ 
cordiality and doctors’ bedside manners—than 
about a doctor’s ability to heal,” King says.
“Does that mean more highly trained specialists 
deliver poorer customer service? We can’t say with 
any certainty, although we found a correlation.”
Five of the top-rated specialties with the highest 
reviews do not require M.D. degrees, suggesting 
that graduation from a traditional medical school 
does not necessarily equate to more satisfied 
patients. Evaluators also looked for correlations 
between reviews and average salary for each 
specialty but found no such association.
The nationwide study sought to compare patient 
satisfaction scores among 23 healthcare specialties 
in the nation’s 100 largest cities on the website 
Yelp, which claims 135 million monthly users and a 
nationwide list of approximately 86,000 businesses.                 
Using specialized software to compare reviews of all 
listings under “doctor” and “physician” categories as 
defined by Yelp and its users, Vanguard found that 
healthcare providers with a star rating below 3.5 are 
in the bottom third. Doctors with a star rating below 
3.0 are in the bottom quartile.
One hypothesis for the disparity between highly 
specialized M.D.s and other providers, King said, 

and look for ways to reduce costs. Having a hand 
in the actual operations helps staff understand 
the big picture and work as professionals, the 
manager says.

3.  In one office, a staff committee does whatever 
it believes will improve morale and encourage 
teamwork. Each quarter, it focuses on an area 
it wants to change. One problem was sour 
attitudes, so without telling anybody, group 
members started putting chocolates on the desks 
of staffers who did extra things and lemon drops 
on the desks of those who were sour. Pretty 
soon, everybody got the message.

4. In another office, the doctor attends staff 
meetings several times a year and explains one 
of the medical procedures the office performs. 
Besides helping clerical staff learn about the 

clinical side of the office, the doctor’s efforts 
illustrate a sincere interest in the staff and a bond 
has developed as a result.

5. Finally, one manager ended unnecessary 
complaints by putting a complaint form outside 
her door. It asks for the date, a description of the 
problem, and a recommended solution. Forcing 
staff to put their complaints in writing makes them 
realize when a problem isn’t worth the manager’s 
time. And coming up with a proposed solution 
makes them realize they should think it through 
rather than just dump an issue on the manager.

(Reader Tips, continued from page 2)

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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TECHNOLOGY
Medical selfies: 
photos with a purpose
Selfies— photos you take of yourself using a 
smartphone— are no longer a craze. They are a 
way of life that usually serves little purpose beyond 
entertainment. That may be about to change.
DICOM Grid, an open cloud platform for medical 
imaging applications, has released “medical 
selfie,” a new feature available through its mobile 
optimized medical image management platform. 
Using the feature, patients and care providers can 
upload medical pictures taken on an iOS device and 
securely share them with physicians.
“The ability to quickly send a picture is especially 
critical in trauma situations, or frankly just to 
monitor ongoing care,” says Morris Panner, 
CEO of DICOM Grid. “For example, patients or 
referring physicians can snap a shot of a burn, 
wound, or other injury and share it with a specialty 
provider in minutes. A physician can view the 

picture through our secure portal to determine a 
treatment plan and advise whether or not the issue 
requires an in-person visit.”
The medical selfie feature facilitates real-
time sharing of “visible light” imagery in a 
HIPAA secure environment. Commonly used in 
dermatology and wound care, visible light imagery 
can be assessed without special equipment. In 
addition to still pictures, patients can also share 
diagnostic imaging and related data. 
“As a physician who performs online patient 
consultations, tools like medical selfies help to 
streamline the telemedicine process,” says Dr. 
Rourke Stay, user of DICOM Grid and Founder 
of Lightbulb Radiology, an online destination for 
patients seeking second opinion services. “From a 
workflow standpoint, having images and pictures 
sent directly to my work list is great. These tools 
empower patients by enabling them to seamlessly 
transfer imaging data from their own iPhones into 
the hands of an expert consultant.”  

Medical Office Manager is pleased to announce that our upcoming webinar, Top 10 
Ways to Improve Your Collections, which takes place June 17 at 12:00 p.m. EDT 
and features medical consultant Michael Glass, meets the criteria of the Professional 
Association of Health Care Office Management (PAHCOM) and is approved for 1.0 CEU.
Other upcoming Medical Office Manager webinars will provide opportunities to earn 
CEUs as well. Webinars for which attendees can earn continuing education units will 
be designated as such at our website, www.medicalofficemgr.com. 
Please note: CEUs are only available to individuals who attend live webinar 
presentations; listening to webinars and viewing slides at the Medical Office Manager 
website, while certainly informative, does not qualify as a CEU learning experience.

WEBINAr ANNouNCEMENt

Please feel free to 
contact us at 888-729-
2315 with any questions 

you may have.
We look forward to your participation at 

the June webinar and future events.

Medical Office Manager webinar approved for PAHCOM CEU

is that specialists often practice in larger groups, 
where perhaps patients feel they’re treated more 
like a number than an individual. Additionally, 
highly trained physicians frequently take on more 
difficult cases.

The rankings for all 23 specialties are available at 
the Vanguard Communications website at www.
vanguardcommunications.net/most-popular-
specialists.  

http://www.medicalofficemgr.com/
http://www.vanguardcommunications.net/most-popular-specialists
http://www.vanguardcommunications.net/most-popular-specialists
http://www.vanguardcommunications.net/most-popular-specialists
http://www.vanguardcommunications.net/most-popular-specialists


“A large system turns like a tanker. Small ones turn 
like speedboats.” 

—Robert Wergin, MD, president of the 
American Academy of Family Physicians

“Practices treating patients with complex care 
requirements (oncology, for example) that are 
focused on evidence-based clinical protocols are good 
candidates for ACOs.” 

—Terri Welter, healthcare consultant 
specializing in managed care and provider payment

with ECG Management Consultants
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What’s in it for you?
The potential for sharing in costs savings is only 
one, and perhaps not the most compelling, reason 
to join or form an ACO. Because they bring groups 
of practices together under one organizational and 
financial structure, ACOs can reduce the cost of 
new technologies and encourage their use.
The ACO model also recognizes the time you spend 
in other than face-to-face care. “Right now you do 
a lot of that, but just aren’t paid for it,” says Robert 
Wergin, MD, president of the American Academy 
of Family Physicians. 

But perhaps most significantly, ACOs can make it 
easier to provide quality care. Wergin, who is a part 
of a physician-led ACO in rural Nebraska, points 
out that ACOs are much more nimble than systems 
with larger, top-down organizational structures. 
“When there is an issue you need to address,” he 
says, “you meet as a group, talk about the problem, 
and say ‘okay, here’s what we need to do; let’s get 
started in two weeks.’ A large system turns like a 
tanker,” he says. “Small ones turn like speedboats.”
While primary care is likely to be the heart of an 
ACO, you don’t have to be in primary care to 
spearhead one, and of course, a good ACO needs a 
variety of specialties. 
“A successful ACO is really about having a full 
network of providers across the care continuum,” 
says Terri Welter, healthcare consultant 
specializing in managed care and provider payment 
with ECG Management Consultants. “Practices 
treating patients with complex care requirements 
(oncology, for example) that are focused on 
evidence-based clinical protocols are good 
candidates for ACOs.” 
Nor do you have to be a Patient Centered Medical 
Home (PCMH) to form an ACO, but according to 
Wergin, the transition might be easier for a PCMH. 
The PCMH concept of care does many of the things 
ACOs are trying to do, including integrating and 
tracking care for chronic conditions.

Know the risks
If the concept of an ACO is simple, the actual 
process of forming and running one is anything 
but. There are many things to learn, such as some 
significant coding differences and many new rules 
and regulations. “We had to work out quality data 
measures,” says Wergin of the early days of his 
own ACO. “We had data from six different EMR 
vendors and had to get new software and do some 
of it by hand.”
It is also wise to keep in mind that ACOs are not 
without risks. The savings are not guaranteed, 
especially not in the first year or so, and you 
don’t save money if you don’t deliver better care. 
“Depending on the type of ACO you form, you 
may be liable at the end of two years, if there are no 
savings,” explains Wergin. 
Not all ACO contracts put you at risk, but the ones 
with the higher shared savings do. And there is also 
the risk that comes along with investment in the 
infrastructure. “If you put in a Cadillac population 
health management system when you’re not ready 
to use all the features you’re paying for,” says 
Welter, “you may not recoup that investment.”
If you are considering joining or forming an ACO, 
you need to do your homework. Before signing 
any contracts, learn all you can from physicians’ 
groups, colleagues already in ACOs, and a 
knowledgeable attorney. And make sure that you 
find a group of providers you are philosophically 
compatible with.
ACOs may or may not be here to stay, but they are 
a model of healthcare worth investigating.
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 are ACOs, continued from page 1)
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WORKING WITH PHYSICIANS
Contracts often limit where 
physicians can work if they 
change employers
Patients may just shrug when they learn their doctor 
plans to move to a new office. After all, they can 
just follow, right?
Maybe not. Or at least, not easily.
Physician contracts often contain restrictive 
covenants that limit where doctors can work if they 
leave their current practices. The idea is to keep 
them from competing with their old employer. 
For example, the contract could require the doctor’s 
new office to be 15 or more miles away. The doctor 
also might have to give up privileges at the local 
hospital.
“These contract provisions hold numerous traps for 
the unwary,” says Dennis Hursh, an attorney who 
has provided legal services to physicians for more 
than three decades and is the author of “The Final 
Hurdle: A Physician’s Guide to Negotiating a Fair 
Employment Agreement.” 
Patients can be left scrambling to find a new 
physician.
The situation can be even worse for the doctor, who 
essentially might have to start his or her career over 
again, building a new patient base.
Hursh says it’s not unusual for him to answer 
desperate phone calls from doctors who paid little 
attention when they agreed to their contracts, but 
now wonder whether their soon-to-be-former 
employers can enforce the restrictions.
“Unfortunately, they probably can,” he says. 
Doctors need to be diligent and negotiate favorable 
terms before they sign an employment contract, he 
says. 
Hursh indicates there are several ways to deal with 
restrictive covenants so that doctors are not facing 
career-damaging situations.

 k Keep the distance reasonable. Although 
geographic restrictions are common, in most 
cases the agreement should not require the 
doctor’s new office to be more than five miles 
from the old one. In rural areas, a somewhat 
larger area may be reasonable, Hursh says.
Also, when employers have multiple offices, 

the distance rule should apply only to the 
office where the doctor spent most of his or her 
working time.

 k The general practice of medicine should 
not be restricted. “It’s one thing to agree that 
patients will have to drive five miles from your 
old office if they want to continue seeing you,” 
Hursh says. “It’s another thing to agree you 
won’t see patients in hospitals, nursing homes 
or ambulatory surgical centers that are within 
the prohibited area.”

 k Continuing the doctor-patient relationship. 
Patients often become attached to a particular 
doctor and want to stick with him or her. But 
when a doctor moves to a new practice that can 
get tricky.
Contracts usually prohibit doctors from directly 
asking their patients to follow them to the new 
practice, Hursh says. Barring such solicitation, 
whether it’s in the office or by phone call or 
letter, is reasonable, he says. But advertisements 
by the doctor’s new employer should not be 
considered direct solicitation.

 k Sometimes restrictions should not apply. If an 
employer fires a doctor without cause, then the 
restrictive covenant should not go into effect, 
Hursh says. That’s also true if the employer 
breaches its agreement with the doctor, although 
that can be difficult to negotiate, he says.

“An employer could worry the physician will claim 
some far-fetched theory of an alleged breach to get 
out of the restriction,” he says. “One way to deal 
with that might be to list specific grounds for a 
breach in the contract.”
Hursh says one of the most extreme cases he ever 
experienced involved a doctor whose non-compete 
clause prohibited the practice of medicine within 65 
miles. A hospital 62 miles away wanted to hire him. 
It was while negotiating a contract with the hospital 
that Hursh and the hospital’s attorney discovered 
the restriction.
“The restriction was so ludicrous that we both 
agreed that the former employer would almost 
certainly lose if they tried to sue,” Hursh says.
But the hospital decided to not take a chance and 
the offer to hire the doctor was withdrawn.  
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MANAGING THE OFFICE
Does your employee handbook 
cover the latest issues?
Emerging issues are emerging in employee 
handbooks.
Paid sick leave tops the list of new issues most 
commonly addressed in employee handbooks, with 
79.4% of respondents addressing this new legal 
trend in their handbooks, according to an XpertHR 
survey. Data privacy is the second most common 
issue addressed (67.2%) and social media is a close 
third (64.2%).
The survey also finds that wearable technology, 
such as so-called smart watches, hasn’t made its 
way into handbooks in any significant way, with 
only 4.1% of respondents indicating they have 
incorporated this budding technology into their 
handbooks. Medical marijuana—now legal in nearly 
half of states but against the law federally—is a 
challenging issue for workplaces; however, only 
6.4% of respondents have explicitly addressed it in 
their handbooks. Bring your own device (BYOD) 
policies are addressed in 14.5% of handbooks; 
Lesbian/Gay/Bisexual/Transgender (LGBT) 
protection in 17.2%; and e-cigarettes in 20.6%.
Respondents reported that keeping their handbooks 
current with an evolving workplace and workforce 
is the most challenging aspect (41%) and keeping 
it current with the law is a close second (35.6%). A 
distant third is getting employees to comply with 
handbook policies (11%). 
“Employee handbooks continue to be a perennial 
challenge and opportunity for employers,” says 
Peggy Carter-Ward, head of content for XpertHR, 
a provider of online compliance tools and guidance 
for HR professionals. “The challenges of keeping up 
with a changing workforce, new laws, and just getting 
employees to read the handbook are not new, yet 
addressing the evolving workplace issues of paid sick 
leave, data privacy, and social media are complex.”
Of the 521 individuals surveyed, 91.9% report having 
an employee handbook. Those with handbooks are 
generally diligent about keeping them updated, with 
78% reporting updates within the last two years; 
14.2% within three to five years; 3% within six to 
nine years; and 2.1% within 10 or more years.
By far the majority (58.5%) of employee 
handbooks are prepared in-house by HR and 

reviewed by a lawyer; 18.8% are prepared in-house 
without review by a lawyer. Handbooks continue to 
be distributed primarily in print (64.5%), followed 
by posting on the company intranet (55.3%) and 
email at 28.2%. 
Maintenance of the handbook falls squarely 
on HR’s shoulders, with 83.4% of respondents 
reporting that in-house HR is responsible for 
updating their handbooks. This is followed distantly 
by in-house legal (3.7%), outside law firms (1.4%), 
and outside consultants (2.5%).
“When properly drafted, handbooks can be an 
excellent tool to ensure consistency in employee 
management as well as to make sure that all 
employees and supervisors are familiar with 
their rights and obligations,” says Carter-Ward. 
“However, improperly drafted handbooks can 
create potential liability for employers and leave 
them susceptible to employee legal claims based on 
the content of the handbook.  


