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BILLING & COLLECTIONS

Don’t let denied claims hurt your 
bottom line
By Avery Hurt 
According to the Medical Group Management Association, at least 5 
percent of medical claims submitted for reimbursement are denied, and 
some experts put that number much higher. That represents a significant 
amount of lost revenue. But with a little effort, you can reduce the number 
of your unpaid claims, and get many of those denials overturned. 

Get it right at the start
According to practice management consultant Elizabeth Woodcock, 
registration errors are the main cause for denials. Some errors are 
small—taking down the wrong policy number or birth date at check-in, 
for example. Others are more complicated, such as billing the wrong 
insurance company when a patient is covered on more than one policy. 
Some mistakes are all but unavoidable.
Here’s a situation Woodcock sees happening a lot: “Say a patient is 
laid off or retires. The benefits department at his job doesn’t call the 
insurance company promptly and let them know the change of status. 
And then it takes 30 to 60 days for the payer to remove the person 
from their lists. So you may get a green light when the person isn’t 
actually covered anymore.”

™medical office manager

RISK MANAGEMENT

New compliance guidance for 
organizations help medical offices
On April 20, 2015, the U.S. Department of Health and Human 
Services’ Office of Inspector General (OIG) issued a compliance 
guidance document designed to help boards of directors at health care 
organizations make sure management is effective in implementing 
compliance programs. While the document is intended for boards of 
directors, the suggestions and tips for improving compliance oversight 
can also be applied by medical offices to make sure compliance efforts 
are up to date and effective. 
The introduction emphasizes that effective compliance oversight 
requires “asking the right questions of management to determine the 

(continues on page 3)

(continues on page 12)
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How one practice addressed the issue 
of delinquent patient payments
A medical practice in Fayetteville, GA, had an ongoing situation 
with 20 or so longtime patients who believed because they knew 
the doctor personally and even socialized with him that they 
could pay for medical services when it was convenient for them. 
Yet, Rick E. Blondeau, practice manager, believed the doctor 
shouldn’t wait to be paid for his service that he performed in good 
faith.Blondeau, who is also a certified chaplain at a local hospital, 
thought he could use his training to get the appropriate actions 
from patients whose bills were delinquent. 
“After stating the obvious about outstanding balances that were past 
due (over 120-180 days), I simply asked the patient if they received 
the best care possible, and were they satisfied with the care and 
treatment of our staff as well as the doctor,” Blondeau explains.
“After receiving a positive response, I asked what they thought the 
medical treatment was worth, what they owed after the insurance 
had paid their agreed pay (their contracted price to the doctor), and 
asked, did that seem fair?
“I then asked when I could expect the balance to be paid so that 
the doctor and the staff could continue to treat them, as well as the 
rest of the patients.”
Blondeau explained that if every patient treated the doctor as they 
were treating him the doctor could no longer stay in the medical 
field and the patient would have to find another physician. He 
also assured the patient that other practices would not allow free 
services for any treatment. In fact, he took it one step further. 
“I asked if they knew of such a practice, and that I would recommend 
they tell all their friends and family to head straight to that practice,” 
Blondeau says. The approach has been highly successful. 
“I have now signed agreements from over half [of non-paying 
patients] for a payment program that will pay off their balance 
within a few months, and several came in and paid off the 
balance,” Blondeau tells Medical Office Manager. The approach, 
he acknowledges, won’t ever be 100 percent effective. 
“We will always have patients who cannot pay in full due to financial 
challenges, but everyone can afford to be honest and let us know how 
we can help them get the treatment they need—and pay as expected,” 
Blondeau says. He adds, “I hope this helps others with their AR.”

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


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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Woodcock suggests having a “super denials 
manager”—the equivalent of your EMR’s “super 
user”—whose job is to figure out and follow up 
on these kinds of complications. “Make sure the 
front office and business office work together,” she 
advises. “And try to get the front office manager in 
the business office meetings.”

Code it right
Not surprisingly, coding mistakes are the second 
most common cause of returned claims.
Making sure your coders and physicians are well-
trained is crucial, but you still have to address the 
inevitable problems that come with even the best 
coding. Keep track of the kinds of denials you are 
getting. If you are having trouble with a certain 
diagnosis, then you can figure out what’s causing 
the problem and make sure coders and physicians 
know how to code that diagnosis in the future. 
Problem solved.
Sometimes the problem is with a particular 
payer. For example, say only Cigna is returning a 
particular code. “Different payers have different 
reimbursement policies for the same code,” says 
Woodcock. “So if one payer is returning a particular 
code, you can go back to the documentation and 
find a code that will still work for that diagnosis 
and that they will pay. Interestingly, these nuances 
are market specific. BC/BS in Atlanta might cover 
something that BC/BS in Birmingham won’t. You 
have to learn your payers.”

Not always your mistake
Even if you do everything absolutely perfectly, 
you’ll still get some denials.
“Very often the problems are system errors on the 
payers’ end,” says Joel Young, CEO of Regional 
Urology in Shreveport, LA. “We once had a new 
physician who was assigned by the payer to the 

wrong practice. Another practice was getting the 
payments that were supposed to be going to her.” 
So what did Regional Urology do about it? “It was 
taken care of by a simple phone call,” says Young. 
A simple phone call? Too good to be true? Maybe not. 
“The key is to have relationships with the 
representatives of your major carriers—actually 
have discussions with them before you have 
problems. If you start the relationship when things 
are going well and really get to know your reps, 
then they’ll usually be very willing to help you 
when you have problems,” says Young. 
This approach of communication and common 
courtesy has worked well for Young’s practice.

Try again
Of course, sometimes a simple phone call isn’t 
enough, but that doesn’t mean you have to give 
up and write off the claim. You just have to be 
very good at appeals. If you want to have success 
with your appeals, you need to look up the appeals 
process of each payer and follow those instructions 
carefully. But you do need to be willing to make 
your case. 
“Say, for example, the payer denied a claim because 
it was not medically necessary, but you feel strongly 
that it was necessary,” says Woodcock. “Ask the 
doctor to dictate a paragraph or two stating why 
it was necessary. Insert this information into the 
appeals letter. Be very professional about appeals, 
do them promptly, and the chances are excellent that 
you’ll get a large percentage of them reversed.”
Denials are a fact of life. But it’s worth some effort 
to reduce them if you can. “It’s a great opportunity 
to improve cash flow,” says Woodcock.
Avery Hurt is a freelance writer based in 
Birmingham, Ala. She often writes about medical 
economics and the intersection of medicine and 
social policy.  

(Don’t let denied claims hurt your bottom line, continued from page 1)

http://www.medicalofficemgr.com
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HIRING
Should you notify applicants 
they didn’t get the job?
Open positions, especially those advertised, often 
generate many applications. If your practice is 
located in a major metropolitan area or large 
town, you may receive a huge pile of applications, 
electronic or otherwise, in response to a job posting. 
Fortunately, not all job applicants will have the 
appropriate qualifications—otherwise, interviewing 
would become your full-time job. 
Nevertheless, you will likely find several qualified 
individuals among the applicants, whom you 
will invite for interviews. Typically, one of these 
candidates will turn out to be your new hire.

Screening and hiring
It sounds rather routine, right? And, if you’ve 
been a manager for a while, you’ve probably been 
through the process numerous times. 
Still, there is room for improvement—and the area 
requiring improvement is an important one. But before 
going there, let’s take a closer look at the process.
As a manager, your focus is initially on screening in 
order to find the person who is right for the job. First, 
you screen applicants, by reviewing qualifications; 
then, you screen qualified individuals, which 
requires more time and effort, including interviews.
After you find your ideal candidate, you turn 
your attention to hiring, which involves bringing 
the person onboard and ensuring that she or he 
becomes familiar with the office and its procedures 
and receives training for the job.
There are many steps to recruiting and hiring. 
Meanwhile, as a busy manager, you still have a 
million other tasks to accomplish.

Missing link
Yet, the workflow, as described above, leaves out 
an essential step.
What about the applicants who were passed 
over in the pile? What about the candidates who 
interviewed but didn’t get the job? Are you letting 
them know they weren’t selected for the position?
If not, you are missing out on an opportunity to 
further the reputation of your practice; and, in 
fact, you are risking damage to your practice’s 
reputation.

Job seekers are also potential patients, as well as 
friends and family members of potential patients. 
When you treat these individuals poorly, you have 
lost their respect and probably their future business.
What’s more, in an age of social media, word 
spreads quickly, for better or worse. 
Which update would you rather a job seeker post 
on Facebook? 
Example A: “Guess I didn’t get the job at XYZ 
Medical Practice. It’s been two months since I 
submitted my application. The least they could 
have done was get back to me. I hope they show 
more concern for their patients.”
Example B: “Heard back from XYZ Medical 
Practice that I didn’t get the job. Nice of them to let 
me know, though. Seems like they care.”

Best practice
The job seeker experience is so important that it is 
now considered a best practice for companies to get 
back to everyone who applied for a job. There is 
even a prestigious award, the Candidate Experience 
Award, known as the CandE Award, which recognizes 
excellence in enhancing the candidate experience.
Indeed, top companies have made job seeker 
communication a routine part of the recruiting and 
hiring process.
Of course, most large companies have an applicant 
tracking system (ATS) or other recruiting 
technology that facilitates notification.
Nevertheless, small and midsize businesses, 
including medical practices, should follow up with 
all job applicants and candidates who interview for 
a position. Your practice may not have recruiting 
software, but it does have the tools necessary for 
easy communication. 
Customize these Medical Office Manager templates 
and get back to every job applicant. Your practice 
will be more successful for it.

Model Tools 
Candidate rejection letter, job application: 
Click here or enter 2814 in the Quick 

Links box at www.medicalofficemgr.com. 
Candidate rejection letter, job interview: 
Click here or enter 2811 in the Quick Links box 
at www.medicalofficemgr.com.  

http://www.medicalofficemgr.com/model-tool-candidate-rejection-letter-job-application/
http://www.medicalofficemgr.com/
http://www.medicalofficemgr.com/model-tool-candidate-rejection-letter-job-interview/
http://www.medicalofficemgr.com/
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MANAGING STAFF
U.S. healthcare worker shortage escalating; medical practices 
advised to rapidly reverse low employee retention
The U.S. healthcare worker shortage crisis is 
expected to intensify as baby boomers join the 
ranks of senior citizens and 27 million Obamacare-
insured Americans place unprecedented demand 
on an already over-burdened healthcare system. 
Additionally, as older healthcare employees retire, 
there will be fewer qualified staff to replace them. 
Per the U.S. Census Bureau, the number of 
American workers 65 and over is expected to 
increase 75 percent by 2050 while those 25 to 54 
will likely increase 2 percent. Add an above-normal 
20 percent turnover rate into the mix and industry 
prospects decline further. 
Although healthcare employers can do little to 
check the nation’s shifting demographics, they can 
and should reduce employee turnover, according to 
practice management firm Sterling. 
A CareerBuilder healthcare worker survey 
uncovered lack of job advancement as the number 
one complaint among industry staff. 
As caregiver-to-patient ratios worsen, overworked 
employees do not have the time or energy to train 
for higher positions and in some cases, medical 
organizations simply do not offer advancement 
programs. Yet, more than half the workers surveyed 
indicate they would stay with their employers if 
they could move into new positions. 
Second to career advancement, caregivers complain 
of work overload and poor salaries resulting in 
additional job stress and discontent.
Sterling, which has previously commented on the 
rising cost of replacing an employee, maintains that 
the expense is only exacerbated in a field such as 
healthcare. Due to specialized training, replacing 
healthcare workers could cost as much as 200 
percent of their annual salaries. Even more costly 
and often overlooked are an organization’s lost 
revenues: primary care physicians can generate $1 
million in income annually while specialists can 
generate several million more; other costs, such as 
effect on patient satisfaction and ongoing quality-
care initiatives, are immeasurable.
“If we lost just one trained technical specialist, my 
company would lose $1 million in business within 
a year,” says Kevin Wilson, CEO of Sterling. “It 

would be impossible to replace that specialist’s 
proficiency and knowledge quickly enough to 
prevent a substantial revenue loss. The same holds 
true for healthcare employers.”
Healthcare staff retention gathers urgency as the 
Affordable Care Act (ACA) comes into full swing. 
In addition to taxing medical demands, healthcare 
and other sectors will have to contend with an 
estimated 190 million hours of additional ACA 
paperwork while small medical practices will spend 
between $56,000 to $226,000 implementing ACA 
codes.
Sterling maintains the only way to prevail in 
the face of worker shortages, high-volume 
patients, and ACA mandates is for healthcare 
practice owners to become skilled administrators. 
Recommended areas of focus include practice staff 
turnover, productivity, and competence, as well 
the collections, patient acquisition and retention, 
revenues, and internal procedures.  

You may have noticed that some of the articles at the Medical 
Office Manager website, www.medicalofficemgr.com, now 
include a section at the bottom of the article called “Editor’s Picks.”  
These are three additional pieces of related content—articles, 
blog posts or tools—that have been hand-picked by our editor.

The new feature is in keeping with our goal to provide you with 
easy access to timely, relevant information that will help you do 
your job better. Happy reading!

Editor’s Picks: 
New Website Feature 

Helps Keep You Informed

http://www.medicalofficemgr.com


Guidance Regarding the Employment of 
Transgender Individuals in the Federal Workplace

Policy and Purposes
It is the policy of the Federal Government to treat all of its employees with dignity 
and respect and to provide a workplace that is free from discrimination whether 
that discrimination is based on race, color, religion, sex (including gender identity 
or pregnancy), national origin, disability, political affiliation, marital status, 
membership in an employee organization, age, sexual orientation, or other 
non-merit factors. Agencies should review their anti-discrimination policies to 
ensure that they afford a non-discriminatory working environment to employees 
irrespective of their gender identity or perceived gender non-conformity.

The purpose of this memorandum is to provide guidance to address some of the 
common questions that agencies have raised with OPM regarding the employment 
of transgender individuals in the federal workplace. Because the guidance is of 
necessity general in nature, managers, supervisors, and transitioning employees 
should feel free to consult with their human resources offices and with the Office 
of Personnel Management to seek advice in individual circumstances.

Core Concepts
Gender identity is the individual’s internal sense of being male or female. The way 
an individual expresses his or her gender identity is frequently called “gender 
expression,” and may or may not conform to social stereotypes associated with a 
particular gender.

Transgender: Transgender individuals are people with a gender identity that is 
different from the sex assigned to them at birth. Someone who was assigned the 
male sex at birth but who identifies as female is a transgender woman. Likewise, a 
person assigned the female sex at birth but who identifies as male is a transgender 
man. Some individuals who would fit this definition of transgender do not identify 
themselves as such, and identify simply as men and women, consistent with their 
gender identity. The guidance discussed in this memorandum applies whether or 
not a particular individual self-identifies as transgender.

Transition: Some individuals will find it necessary to transition from living and 
working as one gender to another. These individuals often seek some form 
of medical treatment such as counseling, hormone therapy, electrolysis, and 
reassignment surgery. These treatments may be deemed medically necessary 
for many individuals, based on determinations of their medical providers. Some 
individuals, however, will not pursue some (or any) forms of medical treatment 

because of their age, medical condition, lack of funds, or other personal 
circumstances, or because they may not feel the treatment is necessary for their 
well-being. Managers and supervisors should be aware that not all transgender 
individuals will follow the same pattern, but they all are entitled to the same 
consideration as they undertake the transition steps deemed appropriate for them, 
and should all be treated with dignity and respect.

Transition While Employed
There are several issues that commonly generate questions from managers and 
employees who are working with a transitioning employee. In order to assist you 
in ensuring that transitioning employees are treated with dignity and respect, we 
offer the following guidance on those issues.

Confidentiality and Privacy: An employee’s transition should be treated with 
as much sensitivity and confidentiality as any other employee’s significant life 
experiences, such as hospitalization or family difficulties. Employees in transition 
often want as little publicity about their transition as possible. They may be concerned 
about safety and employment issues if other people or employers become aware that 
he or she has transitioned. Moreover, medical information received about individual 
employees is protected under the Privacy Act (5 U.S.C. 552a).

Employing agencies, managers, and supervisors should be sensitive to these special 
concerns and advise employees not to spread information concerning the employee 
who is in transition: Gossip and rumor-spreading in the workplace about gender 
identity are inappropriate. Other employees may be given only general information 
about the employee’s transition; personal information about the employee should 
be considered confidential and should not be released without the employee’s 
prior agreement. Questions regarding the employee should be referred to the 
employee himself or herself. It should be noted, however, that questions regarding 
a coworker’s medical process, body, and sexuality are inappropriate. If it would be 
helpful and appropriate, employing agencies may have a trainer or presenter meet 
with employees to answer general questions regarding gender identity. Issues 
that may arise should be discussed as soon as possible confidentially between the 
employee and his or her managers and supervisors.

Dress and Appearance: Agencies are encouraged to evaluate, and consider 
eliminating, gender-specific dress and appearance rules. Once an employee has 
informed management that he or she is transitioning, agency dress codes should 

page 6 medical office manager / july 2015 / medicalofficemgr.com 

MANAGING THE OFFICE
Caitlyn Jenner raises 
awareness, questions about 
transgender people
Olympic gold medalist and reality television 
personality Bruce Jenner has become Caitlyn Jenner. 
Jenner’s transition has been well documented by 
the media, culminating in a photo of Caitlyn on the 
cover of Vanity Fair.
Although her journey has been more public than 
most, Jenner’s story is not unique. It is estimated 
that 700,000 people in the United States are 

transgender, and that estimate is regarded by some 
experts as conservative.
As a medical office manager, you should become 
familiar with gender identity, as it could affect your 
interaction with a staff member, job candidate, 
patient, physician, or vendor.
The following guidelines, issued by the U.S. Office 
of Personnel Management (OPM), apply to the 
federal workplace. Nevertheless, because they answer 
important questions and serve as a best practice, 
Medical Office Manager shares them here. It is 
recommended that you review these guidelines and 
adapt them as necessary for your medical practice.



be applied to employees transitioning to a different gender in the same way that 
they are applied to other employees of that gender. Dress codes should not be used 
to prevent a transgender employee from living full-time in the role consistent with 
his or her gender identity.

Names and Pronouns: Managers, supervisors, and coworkers should use the 
name and pronouns appropriate to the gender the employee is now presenting 
at work. Further, managers, supervisors, and coworkers should take care to use 
the correct name and pronouns in employee records and in communications 
with others regarding the employee. Continued intentional misuse of the 
employee’s new name and pronouns, and reference to the employee’s former 
gender by managers, supervisors, or coworkers is contrary to the goal of treating 
transitioning employees with dignity and respect, and creates an unwelcoming 
work environment. Such misuse may also breach the employee’s privacy.

Sanitary and Related Facilities: The Department of Labor’s Occupational Safety 
and Health Administration (DOL/OSHA) guidelines require agencies to make access 
to adequate sanitary facilities as free as possible for all employees in order to avoid 
serious health consequences. For a transitioning employee, this means that, once 
he or she has begun working in the gender that reflects his or her gender identity, 
agencies should allow access to restrooms and (if provided to other employees) locker 
room facilities consistent with his or her gender identity. Transitioning employees 
should not be required to have undergone or to provide proof of any particular 
medical procedure (including gender reassignment surgery) in order to have access 
to facilities designated for use by a particular gender. Under no circumstances may 
an agency require an employee to use facilities that are unsanitary, potentially 
unsafe for the employee, located at an unreasonable distance from the employee’s 
work station, or that are inconsistent with the employee’s gender identity. Agencies 
are encouraged to provide unisex, single-user restrooms when feasible to maximize 
comfort and access for everyone, including individuals with disabilities and those 
with young children; however, transgender employees should not be limited to 
using these facilities. Because every workplace is configured differently, agencies 
with questions regarding employee access to any facilities within an agency may 
contact OPM for further guidance.

Workplace assignments and duties: In some workplaces, specific assignments 
or duties are differentiated by gender. For a transitioning employee, once he or 
she has begun working full-time in the gender that reflects his or her gender 

identity, agencies should treat the employee as that gender for purposes of all 
job assignments and duties. Transitioning employees should not be required 
to have undergone or to provide proof of any particular medical procedure 
(including gender reassignment surgery) in order to be eligible for gender-
specific assignments or duties. Under no circumstances may an agency require an 
employee to accept a gender-specific assignment or duty contrary to the gender 
the employee otherwise works as, or limit gender-specific assignments or duties 
for an employee once the employee’s Official Personnel Folder (OPF) has been 
reconstructed to reflect the new gender.

Recordkeeping: Consistent with the Privacy Act, the records in the employee’s 
Official Personnel Folder (OPF) and other employee records (pay accounts, training 
records, benefits documents, and so on) should be changed to show the employee’s 
new name and gender, once the employee has begun working full-time in the 
gender role consistent with the employee’s gender identity and has submitted a 
request to update his or her OPF. 

Sick and medical leave: Employees receiving treatment as part of their transition 
may use sick leave under applicable regulations. Employees who are qualified 
under the Family Medical Leave Act may also be entitled to take medical leave for 
transition-related needs of their families.

Hiring process: During the hiring process, hiring managers and supervisors 
should be sensitive to the possibility that applicants have transitioned. The name 
and gender on the application may correspond with the person’s current usage; 
however, background or suitability checks may disclose a previous name that 
indicates a gender different from the one the applicant is currently presenting. 
In such cases, hiring managers should respectfully ask whether the applicant was 
previously known by a different name, and confirm with the applicant the name 
and gender that should be used throughout the hiring process.

Insurance Benefits: Employees in transition who already have Federal insurance 
benefits must be allowed to continue their participation, and new employees must 
be allowed to elect participation, based on their updated names and genders. If 
the employees in transition are validly married at the time of the transition, the 
transition does not affect the validity of that marriage, and spousal coverage 
should be extended or continued even though the employee in transition has a 
new name and gender.

OSHA Addresses Employer Responsibility Regarding Transgender Workers
The U.S. Department of Labor Occupational Safety & Health 
Administration released a guideline June 1  addressing 
workplace restrooms and access for transgender workers. The 
“Guide to Restroom Access for Transgender Workers” (Guide) 
addresses an employer’s responsibility under OSHA standards to 
provide transgender workers access to sanitary toilet facilities.

“The core principle is that all employees, including transgender 
employees, should have access to restrooms that correspond 
to their gender identity,” said Assistant Secretary of Labor for 
Occupational Safety and Health Dr. David Michaels, in a press 
release announcing the publication of the Guide. 

The Guide advises: “OSHA has consistently interpreted this 
standard to require employers to allow employees prompt 

access to sanitary facilities. Further, employers may not impose 
unreasonable restrictions on employee use of toilet facilities.” It 
also explains that workers should be able to access the restroom 
for the gender with which they identify and that the workers 
should choose which is the appropriate restroom option for them. 

The Guide offers best practices and suggests options such as single 
occupancy gender neutral facilities or multi-occupancy gender 
neutral facilities that have individual locking stalls. It also explains 
best practices don’t require workers to “provide medical or legal 
documentation of their gender identity” to access a particular 
restroom. Workers also can’t be asked to use facilities that are 
an “unreasonable distance or travel time” from their worksite. 
Finally, the Guide notes other relevant federal, state and local laws 
addressing this issue. The Guide can be accessed here.  
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PRODUCTIVITY
Managing a multi-generational 
medical office staff
What’s with all the bickering in the office? People, 
people, can’t we all just get along? 
Although you may never totally eliminate office 
conflict, managing with attention to generational 
differences can go a long way toward creating a more 
harmonious and more productive workplace.

By the numbers
Cut-off dates for generations differ, but Neil Howe 
and William Strauss, who pioneered generational 
research and have authored several books about 
generations and their differences, including 
“Generations” and “Millennials in the Workplace,” 
have established these parameters.

Generation Birth Years

Homeland 2005-Present

Millennial 1982-2004

Generation X 1961-1981

Boom 1943-1960

Silent 1925-1942

G.I. 1901-1924

Using this widely accepted guide, these are the 
current ages of the living generations.

Generation Age

G.I. 90–113

Silent 72–89

Boomer 54–71

Gen-X 33–53

Millennial 10–32

Homeland 0–9

Your practice
It’s unlikely you have any members of the G.I. 
generation in your workplace, or members of 
the Homeland generation. However, your staff 
probably includes baby boomers, Gen Xers, 
millennials, and perhaps even a member of the 
Silent generation.

This means you have at least three, possibly four 
generations, in your office.
Each generation brings a different set of 
experiences to the workplace, experiences related 
to the era in which they were born, raised, and 
came of age. When you consider the way the 
world has changed in the past 50 years, it’s easy to 
understand generational differences.
Nevertheless, a manager is tasked with leading this 
diverse team, and doing so requires maximizing the 
strengths of individual staff members while, at the 
same time, making sure everyone works together.

Characteristics of the generations
Boom boom. In most offices, the oldest staff members 
are baby boomers. They are hard-working, dedicated 
employees. As the generation that championed change 
in the world and the workplace, they have strong 
ideas about how things should be done.
They also have difficulty letting go. As Howe and 
Strauss point out, “As parents, they have developed 
very close individual relationships with their 
children, to the point of hovering.” Indeed, the term 
“helicopter parent” describes this tendency. 
The same kind of behavior can be seen in their 
approach to their jobs. This generation does not 
easily relinquish control—or their jobs, for that 
matter. While previous generations retired by the 
time its members reached the age of the oldest baby 
boomers, this generation continues to work. The 
Great Recession is one factor, as is what Howe and 
Strauss refer to as “declining economic prosperity.” 
Nevertheless, as the economy has improved, baby 
boomers have begun to retire.
X marks the spot. Where baby boomers were 
concerned about changing the workplace, 
Generation X has reinvented it. “In jobs they prefer 
free agency over corporate loyalty, with three in 
five saying they someday ‘want to be my own 
boss,’” Howe and Strauss note. 
Their entrepreneurial spirit and knowledge of 
technology have resulted in some of today’s most 
successful companies. Meanwhile, those Gen Xers 
who work for others have changed what it means to 
be an employee. 
Telecommuting, widespread use of staff 
development programs, and focus on work-life 
balance offerings have become commonplace 
largely because of this generation and its priorities.



Generational traits, while common to each group, 
are by no means indicative of individual behaviors 
and priorities.
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Meet the millennials. The youngest generation 
in the workplace is also the largest generation in 
history. Much has been written about millennials 
and their generational traits, and a good deal of 
it has been negative. Yes, they were doted on as 
children and therefore expect ongoing support 
and recognition. But growing up in a nurturing 
environment has resulted in several positive 
generational traits. Millennials understand the 
importance of family and work-life balance. They 
also work well in teams.
At the same time, millennials tend to be risk-averse. 
Unlike Generation X, this is not a generation of 
free agents and entrepreneurs. millennials likewise 
value job security. They want to continue to work 
for you, but they want a career path and ongoing 
training and development.
Like Gen Xers, members of this generation are 
tech savvy. For many millennials, life has always 
included personal computers.

All together now
Understanding is the first step toward managing a 
multi-generational medical office staff. The next 
step is utilizing each generation’s strengths.
Here are a few examples.
Baby boomers. This generation has the most work 
and life experience, and it’s in the best interest 
of the practice to tap that experience. What’s 
more, boomers enjoy sharing their knowledge; 
it makes them feel valued and relevant. Look for 
opportunities where baby boomers can mentor 
younger staff members. Everyone will benefit, 
including the practice.
Similarly, ask for feedback from baby boomers 
in meetings. Again, it’s about taking advantage of 
their knowledge and experience, and showing them 
they are valued.
Gen X. This generation seeks entrepreneurial-
like opportunities. Before you shrug this off and 
say, “well, our practice doesn’t offer that,” think 
how you might provide it. Do you have a project 
coming up that requires a leader? Perhaps you are 
considering implementing new software and you 
need to research and test products. Your tech-savvy, 
entrepreneurial-minded Gen Xer could be perfect 
for the task.

Members of this generation also value flexibility. 
Again, before you say, “not possible,” consider how 
you might accommodate Gen Xers, and other staff 
members.
Millennials. When it takes a team effort, members 
of this generation are ready for the task. They are 
accustomed to working in teams, and, for the most 
part, they know how to get along with others. 
Clearly define the objective, provide detailed steps 
and a timetable, and watch them succeed.
Remember, however, that millennials require 
support. Be sure to provide any necessary training, 
as well as encouragement and recognition.

So much in common
Generational traits, while common to each group, 
are by no means indicative of individual behaviors 
and priorities. Just as each generation has been 
shaped by experiences of a given era, each 
individual relies on his or her personal experiences 
for reference, behavior, and decision making.
There are also always exceptions to the rule. For 
example, your Gen X staff member may value 
structure above all else or your baby boom worker 
could turn out to be the most tech savvy member of 
the staff.
Nevertheless, managing with attention to 
generational characteristics has been shown to 
reduce office conflict and increase productivity—and 
that’s good news for all the generations at work.  
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HIRING
Reference checking: I thought 
they weren’t allowed to say that
What’s your understanding of the reference 
checking process? If you’re like most managers and 
job seekers, you probably think former employers 
are only allowed to confirm previous employment 
dates and title. Certainly they cannot, and will 
not, offer negative commentary about workers as 
it would be a violation of corporate policy—and 
perhaps it is illegal as well.
If this is your assumption, you would do well to 
think again. 
While it’s true that many companies have reference 
policies in place that prohibit them from giving 
out anything but limited, prescribed information, 
many do not, says Allison & Taylor Reference 
Checking, a firm that has been checking references 
for corporations and individuals since 1984. 
Additionally, even companies with reference 
policies in place cannot ensure that their employees 
will necessarily abide by such rules. 
As a consequence, while countless job seekers feel 
secure in the idea that a former employer will only 
provide their position title and dates of employment, 
there’s a very good chance that former employers 
may offer considerably more than this—including 
unfavorable commentary that may ensure a person is 
not hired again anytime soon.
Here are some actual examples of reference 
responses documented by Allison & Taylor: 
We would like to verify that (the candidate) held 
the position (title) from (dates), is this correct?

 k “He was an account executive, not a Senior V.P.”
 k “His name doesn’t ring a bell.”
 k “I am not allowed to say anything about this 
person as they were fired.”

Some references will refuse to rank a past 
employee due to an unfavorable impression:

 k “No comment. They could not do anything 
correctly in the position they held with us.”

 k “Let’s save time. Basically, you could rank 
them inadequate in all areas.”

When questioned about strengths and weaknesses:
 k “I cannot think of any strengths, only 
weaknesses.”

 k “Weaknesses seem to stick in my mind. I’d 
have to really think about any strengths.”

 k “I’d rather not comment. You can take that 
however you want.”

Regarding eligibility for rehire: Is this person 
eligible for rehire?

 k “He is not. I’m really not supposed to say much 
but he was unreliable and sick a lot.”

 k “No, but I can’t say why.”
 k “No, it was the departure – kind of burned his 
bridges when he left.”

 k “No, she stole from the company. We have an 
investigation pending.”

When asked about the reason for employment 
separation: Could you fully describe the 
circumstances and reason for the separation?

 k “She was fired.”
 k “She was let go. She didn’t do her part as expected.”
 k “I fired him! He and his buddy had some illegal 
things going.”

 k “It was a rather delicate and awkward situation. 
You should call her other past employers. I 
made the mistake of not doing that.”

Responses to questions about performance: 
References are asked to rank skills on a scale 
from 1 (inadequate) to 5 (outstanding):

 k Oral Communications: “Can I give a negative 
number ... -1”?

 k Financial Skills: “Well, that’s why our company 
had a major layoff – left her in charge of 
finances!”

 k Written Communications: “You mean when she 
finally turned in the reports due a week earlier??”

 k Technical Skills: “Is zero in your rating scale?”
 k Interpersonal Relations: “He had a problem 
with a few of the people. I should have ended 
the relationship just after he started.”

 k Productivity: “Is there a rating less than 
inadequate?”

 k Employee Relations: “There was a lot of he 
said/ she said happening with other employees. 
And other than her leaving, nothing else has 
changed. We haven’t had any problems since 
then, so we know she was the source of the 
problem.”
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 k Decision Making: “He couldn’t make a decision 
if his life depended on it!”

 k Leadership: “He had no leadership skills.”
 k Crisis Management: “He totally ignored the 
emergency call when it came in. He said he 
didn’t hear it!”

 k Short Term Planning: “Lousy – I can’t remember 
something that was completed on time!”

 k Personal Integrity: “I don’t think she had any 
integrity.”

 k Long Term Planning: “He wasn’t here long 
enough to rate him.”

 k Overall Performance: “Inadequate would be a 
positive word for him!”

 k Managerial Skills: “He couldn’t manage a 
group of children!”

It is not uncommon to contact a reference and 
find them hesitant, evasive or annoyed by the call. 

Sometimes tone of voice and inflection speak 
volumes – many express anger, shock, unhappiness 
or disbelief that they have been called regarding the 
employee.
We are calling you as a reference regarding (the 
candidate).

 k “I do not care to comment at all. I let him go 
and that’s all I care to say!”

 k “Are you certain he gave you my name?”
 k “Hold on, let me get the legal file to see what I 
am allowed to say.”

 k “I’m surprised she even listed us on her work 
history.”

Allison & Taylor estimates that 50 percent of their 
references come back as lukewarm or negative, 
which is something to keep in mind when you 
check the references of potential hires—or conduct 
your own job search.  

CODING
ICD-10 survey: small 
practices not trained, not 
ready for transition
A survey conducted by NueMD, a provider of cloud-
based medical practice management software for 
small practices, finds only 13 percent of healthcare 
organizations are “highly confident” their business 
will be ready for the October 1 ICD-10 deadline.
The survey is based on 1,000 responses from 
healthcare professionals across all 50 states. 
Respondents were asked how they feel about 
the new coding standards and the timeline for 
implementation. The top response for both questions 
is “There should be no transition to ICD-10.” 
Answers to other questions help explain that sentiment:

 k 11 percent of respondents say they’re “highly 
confident” their employees will be adequately 
trained by October 1, while 35 percent say “not 
at all confident.” 

 k 13 percent of respondents say they’re “highly 
confident” their business will be prepared for 
ICD-10 by October 1, while 31 percent say “not 
at all confident.” 

When asked about their concerns and 
expectations for different areas of their business:

 k 65 percent say they’re “highly” or “significantly” 
concerned about claims processing. 

 k 70 percent expect that finances will be affected 
“somewhat” or “very” negatively. 

 k 70 percent also expect that operations will be 
affected “somewhat” or “very” negatively.

While the survey includes responses from medical 
practices, billing companies, and other industry 
professionals, the majority of respondents are from 
small practices. The data suggests these small 
practices are less prepared and more concerned 
than larger organizations.
“The transition deadline is coming up fast, but 
there’s still time to prepare,” said Caleb Clarke, 
director of sales and marketing at NueMD. “Coders 
and billers should become comfortable with new 
code sets and providers need to get used to the new 
level of specificity required for documentation. If 
you’re able to rattle off your most common [ICD-
10] codes by October 1, that’ll go a long way.”
NueMD conducted similar surveys in 2012 and 
2014. While there were some small positive 
changes in levels of concern, there weren’t any 
major shifts over the last three years.
Complete survey results are available at the 
NueMD website.  

http://www.nuemd.com/icd-10/survey
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adequacy and effectiveness of the organization’s 
compliance program, as well as the performance of 
those who develop and execute that program, and 
to make compliance a responsibility for all levels of 
management.” That’s important for all health care 
providers of all sizes.
Here are some of the tips and suggestions relevant 
for medical offices: 

 k Use existing guidance materials such as 
the OIG compliance program guidance 
and Corporate Integrity Agreements as 
“benchmarks” for evaluating the effectiveness 
of compliance plans.

 k Keep up with developments in compliance 
and identify new compliance risks by using 
compliance hotlines and internal audits 
and monitoring “professional organization 
publications, OIG-issued guidance, consultants, 
competitors, or news media.” 

 k Take note of enforcement cases against other 
physicians, physician groups, and other 
providers, and then check if your medical office 
has “controls and processes in place to reduce 
the risk of, and to identify, similar misconduct 
or issues.”

 k Use data available through the Sunshine Law, 
and CMS payment and quality data to establish 
benchmarks and compare your practice to 
others.

 k Promote a culture of compliance, audit, 
and self-report noncompliance and repay 
overpayments.

It’s worth noting that among the top risk areas 
highlighted, the first issue mentioned is referral 
relationships and arrangements—an issue of 
significant relevance to physician practices 
who refer patients to other providers, such as 
laboratories. Other risk areas highlighted are 
billing, privacy breaches, and quality-related 
events. 
Highlighting the potential for “new incentives and 
compliance risks” created by current health care 
reform efforts, the guidance notes: “New payment 
models have also incentivized consolidation among 
health care providers and more employment and 
contractual relationships (e.g., between hospitals 
and physicians).” The guidance advises entities 

that have financial relationships with referral 
sources—such as physicians—to “ask how their 
organizations are reviewing these arrangements for 
compliance with the physician self-referral (Stark) 
and anti-kickback laws.” That’s also extremely 
important for medical offices whose physicians are 
sources of referrals to other entities. 
The resource, “Practical Guidance for Health Care 
Governing Boards on Compliance Oversight,” 
was created through the joint efforts of the 
OIG, the American Health Lawyers Association 
(AHLA), the Association of Healthcare Internal 
Auditors (AHIA), and the Health Care Compliance 
Association (HCCA). It can be found on the OIG’s 
website. 
Medical office managers who are involved with 
implementing or overseeing compliance programs 
should consider this document as another resource 
for making compliance efforts as effective as 
possible.  

(New compliance guidance for organizations, continued from page 1)


