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COMPLIANCE

Six HIPAA violations you may 
be missing
By Avery Hurt 
Is your practice HIPAA compliant? Are you sure? Most healthcare 
providers take very seriously this federal mandate to protect patient 
privacy—at least in theory. In practice, however, lots of things get missed.
“When HIPAA was new and everyone was going to lectures and 
conferences and getting training, everyone was on top of it,” says 
Erika Adler, an attorney specializing in regulatory and transactional 
healthcare law. “But after a few years, there has been a lapse in 
attention. People have stopped handing out notices and aren’t so 
careful about leaving files out where they can be seen. But often it is 
the more subtle things that trip people up.”
Even if you’ve covered the basics—your employees have all had 
training, you have regular HIPPA audits, and your daily routine 
is HIPAA compliant—you might want to take a closer look for 
violations that may be slipping through the cracks. Here are a few you 
could be missing:

™medical office manager

INCREASING PROFITS

New approach can mean substantial 
revenue increases for healthcare 
providers 
The prevalence of chronic conditions presents one of the greatest risks 
to the U.S in terms of population health and well-being. However, 
many serious conditions such as hypertension or hyperlipidemia can 
be successfully managed if the patient follows a clearly documented 
treatment plan. To that end, changes to the chronic care management 
model by the Centers for Medicare and Medicaid Services (CMS) 
offers an out-of-the-box approach to improve the outcomes for patients 
with two or more chronic conditions.  
Medical practitioners can bill non-face-to-face communications with 
Medicare beneficiaries, reducing the need for costly direct evaluations 
when a simple instruction may be all that is needed.

(continues on page 3)

(continues on page 10)
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Reader tips
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How to get paid for filling out 
patient forms
To charge or not to charge? 
Medical offices don’t value their time as much as they ought, 
according to the office manager for a family practice in 
Pennsylvania. And one area that’s woefully undervalued is the 
time spent filling out patient forms for things such as disability 
verification and the Family and Medical Leave Act (FMLA). 
That’s time consuming for both doctors and staff, and often the 
form is independent of a visit or any reimbursable service.
Her office has been charging for form completions for more than a 
decade, and the procedure is simple. The patient fills out a request 
sheet that asks for the type of information needed and also gives 
the charge amount. That sheet is essential because many forms are 
not self explanatory. For example, a patient applying for FMLA 
leave may have several medical issues, and the office has to know 
which one applies.
The request sheet, which gets attached to the form, asks for:

 k Patient’s name, phone 
number, and date of birth

 k Type of form to be filled out
 k Treating doctor
 k Diagnosis (with a note that 
the form will show the 
symptoms and diagnoses the 
patient was treated for)

 k Initial date of treatment
 k Date the disability began
 k Date the patient returned to work
 k Date the office received the form
 k Date the form must be 
completed

 k Fee amount (with a note that 
it’s the patient’s responsibility)

At the bottom are spaces that indicate if the patient will pick up the 
form or, if not, where it should be faxed or mailed. For mailing, the 
patient must provide a self-addressed stamped envelope. The fee is 
$5 for single-page forms and $10 for anything longer, though the 
office waives the fee if a patient is having financial difficulty. Staff 
ask for payment when they give a patient the request sheet.
The request sheet and form first go to the physician, who 
authorizes the request. Then the documents are forwarded to either 
the office manager or a nurse to be filled out. After that, they go 
back to the doctor for signature. Form requests are frequent, the 
manager says. The office has two physicians, and often there are as 
many as 10 a week.

If your office has a system that helps operations run smoothly, Medical Office 
Manager would like to write about it. Contact paula@plainlanguagemedia.com. 
We pay $100 for every idea we write about in this column.  

mailto:paula@plainlanguagemedia.com


“I still hear about physicians violating right to access. 
Some physicians believe they can keep information from 
their patients or charge them for it. But you are obligated 
to provide patients with their records within 30 days of 
a request—electronically, if it’s available in electronic 
form and the patient requests it that way.”

— Kathy Downing, 
American Health Information Management Association
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1. One of the most common lapses is failing to get 
signed agreements from business associates, 
says Adler. If anyone you do business with has 
potential access to patient data and that business 
is not a covered entity under HIPAA, you are 
responsible for any compromise of data that 
occurs as a result of that business relationship. 
And this goes for any business associates of your 
business associates—all the way down the line.
For example, say you hire an outside coding 
company, and you have signed agreements with 
them. But the coding company hires freelance 
coders. You must get agreements signed by the 
outside coders as well, Adler explains. It can 
be hard to keep track of all the possible links in 
this chain, but it is your responsibility to do so.

2. These days more and more patients want to 
connect with their doctors via email or text. If 
both doctor and patient are comfortable with it, 
this can be a huge convenience. It can also be a 
huge HIPAA risk. If you exchange email with 
patients (or other providers) be sure to follow 
HIPAA-approved safeguards. 

3. Any electronic device that contains patient data 
is a potential source of trouble. Phones, laptops, 
and tablets are obvious risks, but take care with 
other storage devices as well. 
“It might seem harmless to take work home 
on a flash drive to help get caught up over the 
weekend,” says Kathy Downing, director of 
practice excellence at the American Health 
Information Management Association. “But 
if that work contains sensitive data, you could 
be asking for trouble. If a device is lost and 
the data is encrypted, you’re not liable, but 
password protected does not mean encrypted.” 
Make sure any electronic patient data that 
leaves your office is encrypted. 

4. HIPAA protects privacy, but it also protects 
patients’ rights to access their own medical 
records.
“I still hear about physicians violating right 
to access,” says Downing. “Some physicians 
believe they can keep information from their 
patients or charge them for it. But you are 
obligated to provide patients with their records 
within 30 days of a request—electronically, if 

it’s available in electronic form and the patient 
requests it that way.” 

5. Clinics that offer medical procedures, such as 
dialysis or radiation therapy, often make a simple 
and understandable mistake that is in fact a serious 
HIPAA violation: They assume the caregiver who 
brings a patient for treatment is authorized to 
receive information about that patient. 
“It’s a natural thing to assume,” says Adler, “but 
is often not the case.” And, of course, it is just 
as natural that the caregiver will ask about the 
patient’s condition. Don’t take chances; make 
sure any person you give information to is 
authorized to receive that information.

6. Most healthcare providers wouldn’t dream of 
disclosing patient information on social media, 
but avoiding it may be trickier than you think. 
Sensitive information can slip through in all 
kinds of ways. 
“Social media is dangerous,” says Adler. 
“Maybe an employee posts a selfie on her 
Facebook page with sensitive information in 
the background. If a patient’s name or other 
identifiable information is readable in the 
background (say on a folder on the desk), 
you’ve committed a major HIPAA violation. 
Some staff in medical offices are young and not 
necessarily all that mature.” 
It’s a good idea to have very specific social media 
policies and enforce them ruthlessly. A good rule 
of thumb for social media is, “If you wouldn’t say 
it in the elevator, don’t say it online.”

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

(Six HIPAA violations you may be missing, continued from page 1)
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MANAGING THE OFFICE
The myth of multitasking
It’s a typical day at work. You’re on the computer, 
entering data, while you’re talking on the phone. 
A staff member comes to your office door, stack of 
papers in hand, and you motion for her to come in 
and put the papers on your desk. You continue your 
phone conversation, momentarily removing your 
hands from the keyboard in order look through the 
papers. You’re a multitasking dynamo!
But are you really an efficient and effective 
manager?

Research shows
Not according to a research study conducted by 
Stanford University. In fact, researchers find that 
the interruptions caused by switching tasks have a 
negative effect on the retention of information.
The problem has to do with the impact of 
distraction and how it affects memory. Older adults 
especially have difficulty reengaging quickly when 
tasks are interrupted.
In other words, while it may appear that a 
multitasker is getting a lot done, the time needed 
to reconnect with the tasks at hand—or reconnect 
fully—can make this method of working less than 
efficient. What’s more, because a multitasker is 
distracted as a result of moving back and forth 
between tasks—and therefore not fully engaged 
when performing tasks—he or she may not be all 
that effective.
Still touting your ability to multitask?

Alternative approach 
Accomplishing a wide range of tasks at work isn’t 
always easy. But rather than multitask, experts 
recommend approaching tasks at hand individually, 
and with concentration and focus.
Amit Sood, M.D., professor of medicine at Mayo 
Clinic, says focus is a skill that can be developed. 
To improve focus, he recommends that you:

 k Reduce distractions. This means putting down 
your phone and logging out of your email 
account, for example, and concentrating on the 
task at hand.

 k Plan for peaks and valleys. If you’re a 
morning person, Sood recommends that you 
not squander time on email. Instead, use your 
morning to tackle projects that require your 

full concentration—and save the afternoon for 
going through your inbox.

 k Put it out of your mind. Too many mental 
notes make for a cluttered mind, and unfinished 
business can sap your mental energy, Sood says. 
He therefore recommends putting whatever is 
on your mind on paper or the computer. Create 
an actual list that you can refer to later. Then let 
it go.

 k Train your brain. Skills require practice, and 
learning to focus is no different, Sood says. He 
recommends attention training or meditation 
to practice taming distractions and improving 
focus.

Sharpening your focus will allow you to get more 
done, Sood says. As important, it will allow you to 
enjoy more flow, that sense of being so absorbed in 
an activity that nothing else seems to matter. 
Why is flow important?
“Flow can create a sense of fulfillment, 
engagement, and even contentment,” Sood says.

Less stress 
If trading a frenetic pace for a calmer, focused, 
more productive—and happier—approach to work 
sounds good, it’s time for a change. 
In addition to improving focus and concentration, 
you’ll most likely want to improve your time 
management skills. 
People often multitask is response to poor time 
management. Here are a few tips to help you better 
manage your time:

 k Prioritize. Create a list of tasks you need to 
accomplish and then prioritize that list, so that 
you tackle the most important tasks first.

 k Schedule. Plan your workday so that you tackle 
tasks at designated times. Set specific times 
for phone calls, email, and other routine tasks 
so you don’t spend time going back and forth 
between tasks.

 k Create systems. Establish systems that work 
for you, such as a way to sort your email inbox. 
This way nothing gets overlooked, but you can 
address tasks at the appropriate time.

 k Delegate. Find tasks that you can delegate to 
your staff. This will lighten your load and give 
them learning opportunities.
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coding alert

Frequently coded conditions in 
Chapter 4 of ICD-10 CM 
By Judy Monestime
Chapter 4 in ICD-10 CM contains codes for 
endocrine, nutritional and metabolic diseases 
(E00-E89). The chapter includes frequently coded 
conditions such as disorders of the thyroid gland, 
obesity, dehydration, and diabetes mellitus.

This chapter contains the 
following blocks:

 k E00-E07 Disorders of thyroid gland
 k E08-E13 Diabetes mellitus
 k E15-E16 Other disorders of glucose regulation 
and pancreatic internal secretion

 k E20-E35 Disorders of other endocrine glands
 k E36 Intraoperative complications of endocrine 
system

 k E40-E46 Malnutrition
 k E50-E64 Other nutritional deficiencies
 k E65-E68 Overweight, obesity and other 
hyperalimentation

 k E70-E88 Metabolic disorders
 k E89 Postprocedural endocrine and metabolic 
complications and disorders, not elsewhere 
classified

There are five diabetes mellitus categories in 
ICD-10-CM. The diabetes mellitus categories 
E08–E13 are further subdivided into four- or five-
character subcategories. When a category has been 

subdivided into four-, five-, or six-character codes, 
the diabetes code assigned represents the highest 
level of specificity within ICD-10-CM.

Diabetes Mellitus (E08-E13)

 k E08, Diabetes mellitus due to underlying 
condition

 k E09, Drug or chemical induced diabetes 
mellitus

 k E10, Type 1 diabetes mellitus
 k E11, Type 2 diabetes mellitus
 k E13, Other specified diabetes mellitus

Diabetes mellitus tabular inclusions notes are 
introduced by the term “Includes” and appear at 
the beginning of a category. Categories E10–E13 
inclusion notes further define or provide examples 
of the content within each category, as illustrated 
below.
In ICD-10-CM, diabetes mellitus tabular inclusion 
notes are introduced by the term “Includes” 
and appear at the beginning of a category. The 
“Excludes1” note, meaning “Not coded here,” 
appears under all the diabetes mellitus categories. 
An Excludes1 note indicates that the code excluded 
should never be used at the same time as the code 
above the Excludes1 note.

E10, Type 1 diabetes mellitus
Excludes1:

 k Diabetes mellitus due to underlying condition 
(E08.-)

 k Drug or chemical induced diabetes mellitus 
(E09.-)

 k Gestational diabetes (O24.4-)
 k Hyperglycemia NOS (R73.9)
 k Neonatal diabetes mellitus (P70.2)

 k Eliminate interruptions. Schedule 
interruption-free times of the day where 
you focus only on tasks requiring complete 
concentration. What happens if your staff needs 
you during this time? Read how one practice 
administrator designates a specific window 
of time each day to meet with staff in order to 
avoid ongoing interruptions.

An added benefit of focus, concentration, and 
time management is, ironically, time. When you 
optimize your approach to task completion, you’ll 
find you have more time.
You may no longer be a multitasking dynamo, but 
you will be a more successful manager. You’ll also 
reduce the stress associated with your job, which is 
perhaps the most important benefit of all.  



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

 k Postpancreatectomy diabetes mellitus (E13.-)
 k Postprocedural diabetes mellitus (E13.-)
 k Secondary diabetes mellitus NEC (E13.-)
 k Type 2 diabetes mellitus (E11.-)

E13, Other specified diabetes mellitus
Includes:

 k Diabetes mellitus due to genetic defects of beta-
cell function

 k Diabetes mellitus due to genetic defects in 
insulin action

 k Postpancreatectomy diabetes mellitus
 k Postprocedural diabetes mellitus
 k Secondary diabetes mellitus NEC

ICD-10-CM classifies inadequately controlled, out 
of control, and poorly controlled diabetes mellitus 
by reporting diabetes mellitus by type, with 
hyperglycemia. The diabetes mellitus codes are 
combination codes that include the following:

 k Type of diabetes (type 1, type 2, due to 
underlying condition or due to drug or 
chemical)

 k Body system affected
 k Complications affecting that body system

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

Let’s practice! 
How do you code the following encounter?
A 72-year-old female is being seen for mild nonproliferative 
diabetic retinopathy with macular edema. She has type 2 DM and 
takes insulin on a daily basis. She also has diabetic cataract in his 
right eye. What diagnoses codes would the physician report?

 k E11.321 Diabetes, diabetic (mellitus) (sugar), type 2, 
with, retinopathy, nonproliferative, mild, with macular 
edema

 k E11.36 Diabetes, diabetic (mellitus) (sugar), type 2, 
with, cataract

 k Z79.4 Long-term (current) (prophylactic) drug therapy 
(use of), insulin

Rationale: There is a combination code for the type 2 
diabetes with nonproliferative diabetic retinopathy with 
macular edema. The diabetic cataract was documented and 
should be coded, but it requires a separate code. Since the 
patient has type 2 DM, and is on insulin, code Z79.4 should be 
assigned to indicate that as indicated by the note at category 
E11: Use additional code to identify any insulin use (Z79.4). 

HIRING
Why you should avoid hiring 
your clone 
Hiring a new employee is a tedious task that every 
medical office manager faces. But what if, two 
months after hiring a new employee, you realize 
that you have simply hired yourself? At first this 
may not sound like a terrible decision but, by taking 
a step back and looking at what hiring yourself 
really means, you’ll notice that every employee 
at the organization has the same strengths and 
weaknesses that you do—and the gap you set out to 
fill a few months ago is still there. 
You are not alone. Seventy-four percent of leaders 
surveyed by Corporate Executive Board (CEB), a best 
practice insight and technology company, say that 
the person they most recently hired was “in their own 
image.” Yet, creating a balanced and diverse workforce 
is the key to having a successful and ambitious business 
of any kind, including a medical practice.

Here are a few tips from Insights, a global people 
development company, on how to avoid hiring 
yourself:

 k Understand your strengths and weaknesses so 
you have a jumping off point to acknowledge 
the gaps that you need to fill in your team. 

 k Take a mental step back during the recruitment 
process and fight the urge to dismiss skills that 
fall outside of your comfort zone.

 k When putting together a new job listing, don’t 
ask for what you want; ask for what you need.  

 k A homogenous team can make bad business 
sense, but a team of people with different 
backgrounds and experiences is key to success. 

 k Keep in mind that hiring isn’t about putting 
together a team of people you can have 
cocktails with, it’s about building a balanced 
team that is smart, creative, and committed to 
getting the job done.  



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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WORKING WITH PHYSICIANS
Best and worst states 
for doctors
Doctors are among the most highly paid, educated, 
and celebrated professions in the United States. 
The profession has also been undergoing intense 
change in recent years, with the Affordable Care 
Act, the rise of branded hospital networks, the 
impending retirement of baby boomers, and an 
increasingly litigious society all complicating the 
lives of doctors and providing pause to potential 
white coats.
With that in mind, the personal finance website 
WalletHub has released a report, the Best & Worst 
States for Doctors in 2015. The report uses 12 key 
metrics, ranging from average annual wages and 
salary disparities to patient population size and 
state medical board punitiveness to rank each of the 
50 states as well as the District of Columbia.
According to WalletHub, these are the best and 
worst states for doctors.

Best States for Doctors  Worst States for Doctors

1. South Carolina 42. New Hampshire

2. Minnesota 43. Delaware

3. Texas 44. Alaska

4. Mississippi 45. Connecticut

5. Kansas 46. Maryland

6. Wisconsin 47. Maine

7. Tennessee 48. New York

8. Iowa 49. Oregon

9. Idaho 50. New Jersey

10. North Dakota 51. Rhode Island

Additional key stats include these: 
 k Surgeons in Kansas make twice as much as 
those in Connecticut when average annual 
wages are adjusted for cost of living.

 k The District of Columbia has 10 times as many 
physicians per capita as Arizona. D.C. and is 
also projected to have six times as many doctors 
per capita as Mississippi in 2022.

 k By 2030, in Florida the percentage of people 
age 65+ will be twice as high as in Utah.

 k Wyoming’s state medical board is twice as 
punitive as South Carolina’s.

 k Per capita malpractice award payouts in New 
York are 35 times higher than in North Dakota. 
As a result, malpractice liability insurance rates 
in New York are six times higher.  

http://www.medicalofficemgr.com
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EMPLOYEE BENEFITS
10 tips to manage employee 
leave
The environment for leave management has 
become increasingly complex. The Family Medical 
Leave Act (FMLA), Americans with Disabilities 
Act (ADA), and employee awareness of rights 
under these laws and others have made managing 
leave while remaining in legal and regulatory 
compliance more difficult than ever.
Terri Rhodes, executive director of the Disability 
Management Employers Coalition (DMEC) and 
Karen English, partner at Spring Consulting 
Group, LLC, recently offered the following tips at 
the RIMS conference, an annual event of the Risk 
Management Society™, an organization dedicated 
to advancing the practice of risk management.

1. Training is critical. Managers must understand 
the leave process and their responsibilities 
under it and the law and uniformly administer 
leave policies.

2. HR and other staff must be qualified. 
Appropriate managers need to be up to date on 
all absence management programs and prepared 
to answer employee questions about leave. 

3. Collaboration across business units is key. 
Leave programs involve HR, disability, legal, 
and other departments. Removing barriers 
between disciplines creates efficiencies and 
limits liability.

4. Implement clear and consistent processes 
and policies. This includes correspondence, 
tracking, management, decision-making, and 
communication.

5. Centralize administration of the leave 
function. Employees should have one source 
for questions and answers.  

6. Evaluate your program. If an organization 
has internal system to manage or track its leave 
program, it should be regularly evaluated for 
effectiveness. 

7. Outsource if necessary. If regular evaluation is 
not cost-effective, a company should consider 
outsourcing leave management.  There are more 
options than ever, and the list continues to grow. 

8. Evaluate your vendor. Just because a company 
outsources leave management, it does not 
mean it outsources its legal responsibilities. 
Even with outsourcing, an organization must 
establish a process to update its leave programs 
to meet its changing business and staff needs. 

9. Measurement, tracking, and reporting 
should be actionable. Key metrics such as 
lost time, costs, return-to-work rates, abuse, 
and productivity are useful to the degree they 
enable managers to change leave programs to 
better meet the needs of employees and the 
organization. 

10. Create a culture of continual improvement. 
While legal and regulatory compliance is 
essential, it is not enough to ensure a leave 
program helps advance strategic business goals. 
That requires that managers—and executives—
view leave programs as an arena for new 
investment and training to catalyze change to 
maximize returns.  

Model Tool: Employee 
confidentiality agreement
Why you need this model tool:
Medical office staff have access to a wide range of 
confidential information, including but not limited 
to patient records.

How this model tool helps you:
This tool allows you to highlight the importance 
of confidentiality, and to obtain a staff member’s 
signature acknowledging that she/he understands 
the repercussions of not maintaining confidentiality.

How to use this model tool:
Customize this agreement for your medical practice 
and modify as required.

from MOM’s toolbox

Enter 3190 in the Quick Links box at 
www.medicalofficemgr.com to 
download this Model Tool, or click 

here to download.  

http://www.medicalofficemgr.com
http://www.medicalofficemgr.com/model-tool-employee-confidentiality-agreement/


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

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

As a Medical Office Manager subscriber, you’re part of our 
community. We look forward to getting to know you better. 
Why not join the Medical Office Mgr group on LinkedIn today?
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RISK MANAGEMENT
Compliance and protection 
top employers’ list of concerns 
in background screening 
trends survey 
Employers say the single most important 
employment screening-related challenge they face 
in 2015 is compliance with ever-changing laws, and 
the primary reason they conduct background checks 
is to protect their clients and customers.
These are just two of dozens of findings in 
a recently released report, “Employment 
Screening 2015: Background Screening Trends 
& Practices,” which is based on the sixth annual 
survey of U.S.-based employers, including 
healthcare organizations, and conducted by 
EmployeeScreenIQ, a provider of employment 
background screening services.
The report examines how employers manage the 
process of background checks, how they respond to 
adverse findings, and their opinions and practices 
regarding Fair Credit Reporting Act (FCRA) 
responsibilities, Equal Employment Opportunity 
Commission (EEOC) guidance, and evolving “ban 
the box” legislation.
Among the top findings: 

 k 46% of participants say the primary reason they 
conduct background checks is to protect their 
clients and customers; 32% cite workplace safety; 
and 30% cite identifying the best candidates.

 k Asked to rank the employment screening 
challenges their companies will face this year 
in order of importance, participants ranked 
compliance as their single most important 
challenge by a wide margin. Their top three 
responses: compliance (51%); using the most 
comprehensive criminal record search (14%); 
improving the candidate experience. 

 k More than half of respondents (53%) 
indicate that their companies continue to ask 
candidates to self-disclose criminal histories on 
employment applications despite the EEOC’s 
guidance against this practice—and despite a 
growing number of state and municipal “ban 
the box” laws. 

 k Some four out of 10 participants (37%) say 
their organizations conduct online media 

searches as a means of screening candidates, 
with LinkedIn (77%) the most popular site used 
in these searches. 

 k If marijuana use were to become legal in their 
state, more than half (54%) of survey participants 
say their organizations would continue their drug 
testing programs. However, just 2% say they 
would discontinue their drug testing programs 
and only 10% say they would overlook past 
convictions for minor marijuana offenses.

More than 500 individuals participated in this 
year’s survey, representing over two-dozen 
industries including healthcare, technology, 
banking, government/military, manufacturing, and 
professional services.
“Once again, this year’s survey report provides 
a fascinating, educational cross-section of 
insights from professionals across the country,” 
said Nick Fishman, chief marketing officer of 
EmployeeScreenIQ. 
“The findings show that employers continue to 
conduct background screenings for a number 
of sound reasons but their overall approach to 
the process isn’t always as sound—or as legally 
compliant—as it should be. The report is an 
interesting read for anyone in the HR, staffing, and 
talent management disciplines, and it has become 
the benchmark many employers use to evaluate their 
background screening policies and practices.”  



“The success of the service among Medicare beneficiaries 
may stimulate a wider adoption by other payers” 

—Victor Camlek, 
Frost & Sullivan Healthcare Industry Principal
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Recent analysis from consulting firm Frost & 
Sullivan finds that despite a list of cons, the potential 
merits of this program demonstrate value. Even 
though it falls short of the new payment taxonomy 
and true telehealth, this approach to chronic care 
management is a transitional phase, beginning in the 
old world of Medicare while possessing the potential 
to evolve with changing demands.
“The new reimbursement program provides a 
user-friendly and information-based treatment 
plan, allowing patients to access expert advice 
for treatment-related questions each month,” says 
Frost & Sullivan Healthcare Industry Principal 
Victor Camlek. “This may have a measurable 
impact on the elimination of unnecessary hospital 
readmissions and in-person visits.”
Although this promising revenue-generating 
system involves a minimum of 20 minutes of non-
face-to-face service, the actual cost of delivery 
is difficult to project. The lack of full clarity 
regarding requirements could render the service as 
unappealing from an economic perspective. The 
need to get patient consent for a non-face-to-face 
service that will necessitate copayment, could 
further delay transitions to the new model.

Healthcare practitioners must comprehend the full 
implications of assuming this role, and carefully 
analyze the total cost of service on a practice-by-
practice basis. Perhaps the most important factor to 
recognize is that this service can only be billed by 
one practice per month. That practice will assume 
full care-coordination responsibility, including 
the use of certified electronic health records 
needed when communication is necessary between 
medical experts.
“The success of the service among Medicare 
beneficiaries may stimulate a wider adoption by 
other payers,” says Camlek. “If this model lives 
up to its potential, private payers and benefit plan 
managers may wish to establish similar coverage 
over time to cut down on non-essential medical 
interactions, improving the patient’s quality of life 
in the long run.”  

(New approach can mean substantial revenue increases, continued from page 1)

HEALTHCARE REFORM
Doctors say Affordable Care 
Act increasing costs
Even as a major U.S. Supreme Court ruling 
upholds the Affordable Care Act (ACA), a recent 
survey of American physicians finds doctors 
believe it is driving up the cost of healthcare.
Sixty-one percent of physicians report an increase in 
overhead costs for items such as electronic medical 
records and administrative costs to comply with the 
ACA. And physicians report it is hurting the doctor-
patient relationship, with 60 percent of doctors 
reporting more administrative work because of the 
law, resulting in less time with patients.
The law is also costing patients more, according to 
doctors. Fifty-one percent of patients are delaying routine 
screenings because of the cost of high-deductible 
plans associated with the ACA, the survey finds.
“The ACA had good intentions but failed to solve 
the major problem with healthcare—reducing 

costs,” says Richard L. Jackson, chairman and 
CEO of Jackson Healthcare, the nation’s third 
largest healthcare staffing company. 
Jackson Healthcare surveyed 1,804 doctors across 
the U.S. about the health reform law in late May to 
mid-June 2015. 
Fifty-nine percent of doctors say the law’s positive 
effects do not outweigh negative effects when it 
comes to their medical practice.
Nearly one-fourth, 23 percent of physicians, 
say they are either retiring, thinking of retiring 
or becoming part-time locum tenens/contract 
employees in 2015. Ninety percent of those 
attribute that decision to the ACA.
“Doctors are distracted from taking care of their 
patients with unnecessary paperwork, regulations, 
and expenses,” Jackson says.
However, doctors do say that the law aids patients 
by covering pre-existing conditions and providing 
routine medical screenings.  



“When a group of employees doesn’t work well together, 
or one person seems to be causing difficulties for others 
in the group, it’s important to get to the root of the issue.”

— Dr. Ilona Jerabek, President, PsychTests
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HIRING
Doesn’t work well with others: 
Study finds “team avoiders” 
may have valid concerns
When a company advertises for an open position, 
it’s not uncommon to see the words “must be a 
team player.” 
“Team player” is a hot HR term, even in jobs 
where employees actually spend most of their time 
working alone with only a smattering of group 
projects. Unfortunately, the need for team players 
has sometimes also become a lazy justification for 
choosing not to hire someone. Is the job candidate 
who prefers to work alone a pariah? Not if they 
have a good reason for disliking teamwork—and 
many may very well have legitimate concerns.
Employees who prefer individual work to 
teamwork may be unfairly labeled as “difficult”, 
“antisocial” or “introverted,” but research 
conducted by PsychTests using the firm’s Team 
Play Test suggest that “team avoiders” should be 
given a chance to explain themselves before being 
crossed off the candidate list. 
Collecting data from 11,800 test-takers, 
researchers at PsychTests compared people who 
have declined the opportunity to work on a team 
to those who have not. Their statistics reveal some 
distinct differences:

 k 45 percent of “team avoiders” have worked 
on a team where at least one member was very 
difficult to work with (compared to 24 percent 
of “team players”).

 k 59 percent of “team avoiders” get irritated by 
the delays that often occur in team projects, 
like the constant need for status meetings, 
having to wait for other people to finish their 
part of a project, needing a consensus before a 
decision is made, etc. (compared to 35 percent 
of “team players”).

 k 44 percent of “team avoiders” worry that working 
with others will slow down their own progress 
(compared to 24 percent of “team players”).

 k 46 percent of “team avoiders” believe that they 
are better off counting on themselves than on 
others (compared to 28 percent of “team players”).

 k 62 percent of “team avoiders” worry about 
working with team members who don’t pull their 

own weight, leaving others to pick up the slack 
(compared to 44 percent of “team players”).

 k 31 percent of “team avoiders” are irritated 
by the fact that they only have control over 
certain aspects of a team project, rather than 
the entire process (compared to 14 percent of 
“team players”).

 k 62 percent of “team avoiders” believe that 
power struggles in teamwork are inevitable 
(compared to 45 percent of “team players”).

 k 37 percent of “team avoiders” believe that 
there’s a higher potential for error when 
working in a group than when working alone 
(compared to 21 percent of “team players”).

 k 50 percent of “team avoiders” worry about a lack 
of role clarity when working on a group project 
(compared to 35 percent of “team players”).

 k 68 percent of “team avoiders” worry about 
working with team members who can’t keep up 
with the group’s pace (compared to 57 percent 
of “team players”).

 k 38 percent of “team avoiders” are concerned 
that the potential to stand out as a result of their 
achievements is less probable in group work 
(compared to 28 percent of “team players”).

“When a group of employees doesn’t work well 
together, or one person seems to be causing 
difficulties for others in the group, it’s important 
to get to the root of the issue,” says Dr. Ilona 
Jerabek, president of PsychTests. 
“There may be more to the problem than simply 
having a difficult personality. Perhaps the team 
member is tired of having to carry the weight of 
his or her less productive teammates. Or maybe 
role confusion and a lack of leadership are causing 
conflict between members.
“While there are certainly some people who 
don’t fit well into a team structure, it would be 
shortsighted to assume that someone who doesn’t 
want to work as part of a group is not a team 



“Dig for information. If the person has legitimate fears, 
it is up to you to allay them.”

— Dr. Ilona Jerabek, President, PsychTests
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player. During an interview, job candidates may be 
reluctant to admit that they don’t like teamwork, so 
it’s a good idea to ask the person if they have any 
concerns about working on a team—or if they’ve 
encountered any issues in the past that would make 
them unwilling to work with others.”
The bottom line is don’t dismiss non-team players 
too readily, Jerabek says. She recommends that 
you ask these candidates to describe their last team 
project, and seek answers to certain questions. 
Did they get along with all team members? Did 
everyone pull their weight? Did some team 
members cause problems? Were everyone’s roles 
made clear? Was there a competent team leader 
assigning tasks and making all the final decisions? 
“Dig for information. If the person has legitimate 
fears, it is up to you to allay them,” says Jerabek.
For dealing with common teamwork concerns, 
the researchers at PsychTests offer the following 
suggestions:

 k Use “I” statements when offering 
constructive criticism to teammates. Instead 
of saying, “You’re so disrespectful! Why can’t 
you ever show up on time,” phrase the message 
from your point of view: “I feel frustrated when 
you’re late because we miss out on productive 
time. What can we do about the situation?” Say 
how you feel before asking the other person a 
question that leaves the ball in their court. Don’t 
use an accusatory question, however. That will 
only put them on the defensive.

 k Delegate carefully. For those tasks that are 
important to you and the company and also 
require special skills, it’s fine to want to keep 
them to yourself. If, however, you find that you 
get bogged down by endless busy work, or your 
team falls behind waiting for you to accomplish 
your duties, you would be better off delegating 
some of your tasks.

 k If you are feeling impatient with the pace of 
others, take a deep breath. Remember that 
people have different working styles. While 
some people may take longer to get started than 
you do, they may end up getting the work done 
faster because they put more thought into the 
development.

 k Understand the nature of group work. Sure, 
working with others takes more organization 
and planning, and more time debating. 

However, because there are more hands to work 
on a project, work can often proceed quickly 
once the planning stages are complete. The 
wider perspective and variety of opinions can 
also benefit the overall quality of the project.

 k Communicate. This is the single-most 
important way of clarifying roles and assigning 
duties. Before beginning an assignment, speak 
up if you are unsure about what you should be 
doing. Better yet, propose the idea of appointing 
a leader. If you and your team decide early 
on who the team leader is, it will save a lot of 
frustrations. Allow this person to make the final 
decision and assign duties to others.  


