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TECHNOLOGY

Will video kill the medical office visit?
In a world of ever-advancing technology, “the doctor will see you 
now” has taken on new meaning. 
Video conferencing allows patients to consult with physicians 
without leaving home. Physicians, meanwhile, have the advantage of 
treating routine illnesses without involving practice staff or tying up 
examination rooms and other facilities.
For both parties, it seems to be a win: a time-saving, expedient form of 
medical care.

Online options for patients
The benefits of virtual office visits have led many health insurance 
providers to cover such treatment. Financial reimbursement has, in 
turn, created demand for services—and there appear to be no shortage 
of patient options. 
Among the online resources offering remote physician consultations 
is InteractiveMD, which accesses a patient’s electronic health 
records and then connects a patient with a licensed doctor via video 
conference, using a webcam. Phone consults are also available. At its 
site, InteractiveMD provides details about its process, along with a list 
of common conditions for which physicians provide what is referred to 
as “professional guidance” remotely.
StatDoctors is another resource for virtual physician consultations. 
These consultations are available 24/7/365, with an average wait time 
of six minutes. StatDoctors offers consults via computer conference, 
mobile or phone.

™medical office manager

MANAGING STAFF

Creating a peaceful office environment
Your wish for the coming year may be peace on earth, but it’s unlikely 
you can influence things on a global scale. Nevertheless, you can have 
a significant impact on your medical office.
It goes without saying that office conflict, poor attitudes, and negative 
staffers undermine peace and tranquility. But any bad behavior you 
bring to the workplace also impacts harmony.
Who, you? Yes, it’s all about the people and you’re one of them.

(continues on page 3)

(continues on page 9)
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Spreadsheets track everything from 
payers to subscriptions
A Maine manager tracks both the big and the not-so-big elements 
of office management on spreadsheets. They show past numbers, 
current numbers, credentialing deadlines, and even when subscription 
renewals are coming up, says the manager of a surgical medical office 
in Maine. And the outcome is that all the files are in one place and all 
the information is always there to see.
The most significant spreadsheet tracks the billing codes. It shows 
how many of each procedure the office performs and how much 
money is coming from each payer and what the allowables are. 
Even though the computer tracks that, the spreadsheet provides an 
immediate and ongoing view of how payers compare and also how 
each one’s payments change from year to year. With that information, 
it’s easy to see where the highest profits come from and if the office is 
getting paid properly and if the fees are set appropriately.
It’s also easy to evaluate potential changes. Currently, for example, 
the office is looking at the profit potential of setting up an in-house 
surgical suite for minor surgeries. More, when the office considers 
a new payer contract, it can enter that payer’s conversion factor and 
see immediately how the payments compare to those of the other 
payers. With all the payers layered side by side, the financial picture 
is obvious.
Other spreadsheets track computer maintenance and technical support 
costs, the office’s legal and accounting fees, and major supplies. 
Prices can creep up but, with the ongoing sheets, the office knows 
when to look for a new vendor or when to ask for a discount. There’s 
a sheet too for membership and subscription renewals. It shows what 
the office has paid and when, and the due date of the next renewal. 
Thus, nothing gets paid twice or paid too early.
Print-outs of the sheets are kept in a binder on the doctor’s desk and 
pages are replaced as they get updated. Also in the binder are lists of 
miscellaneous items such as all the insurances the office participates 
in. That serves as a ready reference for the doctor whenever there’s a 
question such as what subscriptions the office currently has or when 
memberships or licensings or credentialings need to be renewed.
For managers looking to move to spreadsheet organization, start by 
asking the physicians what they most want to track. One doctor’s 
answer was “the dues and credentialing drive me crazy.” Then move 
from there.

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
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MeMD offers webcam consultations with medical 
and mental health providers. Like InteractiveMD, 
MeMD provides a list of conditions and ailments 
its physicians treat. However, the site uses the word 
“evaluate” instead of “treat.” In addition, MeMD 
includes this disclaimer: “Patients, please be 
informed that MeMD is not a replacement for your 
primary care physician or annual office check-ups. 
MeMD is not an online pharmacy.”

Taking advantage of the trend
MDLIVE, which offers similar services, also allows 
health care providers to license its software, Virtual 
Medical Office 3.0, so that medical practices may 
offer video consultation services to patients. The 
cloud-based, HIPAA-compliant, software platform 
gives physicians access to clinical data from patient 
medical records, lab results, and in-home telemetry 
devices, facilitating diagnosis and treatment.
MediSprout, on the other hand, is a HIPAA 
compliant telehealth SaaS solution specifically 
for solo medical practitioners, multi-practitioner 
practices, urgent care centers, hospitals, nursing 
homes, and other health care facilities. It allows 
physicians to provide video consultation services 
to their patients with the goal of improving 
the delivery of health care. Intended to be 
complementary, not a substitute for office visits, 
the product was designed to make follow-up more 
accessible and personalized. 
“It was at times frustrating to hear patients explain 
how they had to take their day off for a 10-minute 
appointment that was solely based on verbal and 
visual interaction. It was a misuse of their valuable 
time,” says Samant Virk, MD, founder & CEO of 
MediSprout.
In emergency situations, MediSprout allows 
physicians to provide first aid care while 
connecting the patient with an appropriate facility. 
The software also allows for video collaboration 
between medical professionals when experts’ 
advice is needed.

In the news
Video consultation has received a great deal of 
media coverage, including a recent article in 
The New York Times, which gives examples of 
individuals who have successfully sought medical 
care remotely.

Yet, not all physicians consider the trend good 
news. 
Dr. Elaina George, a board certified 
otolaryngologist, has concerns about the process. 
She points to The New York Times article, which 
mentions a statistic from a virtual care program: 
“Users are prescribed medication about 40 percent 
of the time.”
George says the number sounds high, and many 
of those prescriptions may be unnecessary. She 
cites a patient, mentioned in the article, who was 
given antibiotics for what was diagnosed as a 
sinus infection. “In the example given about the 
sinus infection, the patient may not have needed 
an antibiotic at all since most sinus infections are 
viral,” George says.
Likewise, she questions the diagnosis of another 
patient mentioned in the article, one with jaw 
pain. “Under treating a medical problem may cost 
the patient more with a late diagnosis or a missed 
diagnosis. For example, failing to treat a dental 
infection can be a problem since they can rapidly 
progress to an airway emergency if under treated or 
if the patient gets an ineffective antibiotic,” George 
says.
She speculates that the video consultation trend 
may be driven, at least in part, by profit. And, in her 
opinion, it does not deliver the same quality of care. 
“Virtual medicine cannot replace the foundation of 
examining the patient,” George says.
Nevertheless, U.S. surveys show that patients 
value the opportunity to “see” a doctor remotely. 
According to one survey, 64 percent of patients 
would be willing to see a doctor via video. 
Similarly, a nationwide survey of physicians finds 
that 57 percent of doctors are interested and willing 
to conduct video consultations with patients.
What’s more, the trend appears to be global. 
Medical Office Manager research finds that 
physician-patient video consultations are available 
in India, Australia, and the UK, via medical 
websites, like iClinic in India. Private practices 
are also embracing the trend. Woodlands Medical 
Practice in Oldham, UK, for example, lists video 
consultations at its website as a patient option.
Note: Medical Office Manager does not endorse any 
websites or products mentioned in this article. They 
are provided for informational purposes only.  

(Will video kill the medical office visit?, continued from page 1)



Coming soon to a screen near you… MOM’s next webinar!
If you haven’t attended a Medical 
Office Manager webinar yet, 
you’ll certainly want to keep an 
eye out for our next event. You can 
find information about upcoming 
webinars at our website, www.
medicalofficemgr.com, and in 
momAlert, our email newsletter.

Medical Office Manager webinars 
provide you with timely information 
that helps you do your job better—
and, because you’re a premium 
member, these valuable webinars 
are available to you at no charge.

Many of our 
webinars are 
approved for 

PAHCOM CEUs, which is an added 
benefit if you’re looking to obtain or 
maintain a professional certification 
or credential.

We recognize that sometimes 
your schedule doesn’t allow you to 
attend a live webinar presentation. 
This is why your premium 
membership allows you to view 
past presentations and listen to 
webinar recordings at our website. 

Although this certainly has value, 
it doesn’t offer the same benefits 
as attending live events. For one 
thing, you can’t receive CEUs unless 
you attend the live webinars. You 
also can’t ask questions, and you 
miss out on the opportunity for our 
expert presenters to answer those 
questions.

So be sure to be on the lookout 
for future presentations—

then register, and mark your 
calendar. We look forward to 

your participation!
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COMPLIANCE
Expect more concerted HIPAA enforcement due to OIG reports
The protection of individuals’ private health 
information isn’t being adequately enforced, 
according to the Health and Human Services Office 
of Inspector General (OIG). 
The OIG issued two reports criticizing the Office for 
Civil Rights (OCR) for failing to proactively enforce 
privacy rules under the Health Insurance Portability 
and Accountability Act (HIPAA) and follow through 
fully on the enforcement action it does take. 
In the first report, focused on privacy rule enforcement, 
the OIG reviewed enforcement cases from 2009-
2011, and found that the OCR was more reactive 
than proactive in investigating noncompliance and 
failed to fully implement its required audit program. 
While OCR requested corrective action in most cases 
of noncompliance with HIPAA privacy rules, the 
OIG said it failed to follow up on those corrective 
action requirements—lacking documentation of 
corrective actions in 26 percent of closed privacy 
cases. OCR staff also failed to check for prior history 
of noncompliance but even if they did, the OIG found 
that such review would be hampered by “limited 
search functionality” of its case-tracking system. 
Therefore, the OIG called for full implementation 
of OCR’s audit program, improved documentation, 
and better case-tracking systems which staff should 

be required to check. It also recommended that 
OCR continue to expand outreach and education 
efforts to prevent noncompliance. 
A second OIG Report criticized OCR for failing 
to adequately follow up on breaches of protected 
health information privacy.
The OIG reviewed a statistical sampling of breach 
cases (both large and small) and found that while 
corrective action was documented in most large-
breach cases, there was incomplete documentation 
of corrective actions in 23 percent of cases. 
Once again OCR staff were criticized for failure to 
check for prior history of noncompliance. While 61 
percent of staff “at least sometimes” checked for 
prior reports of large breaches by a covered entity, 
39 “rarely or never” checked and the case tracking 
system’s limited functionality was again blamed for 
failing to facilitate such searches. 
Thus, the OIG recommended improvements to 
case-tracking systems that include tracking small-
breach information, requiring staff check for prior 
breaches, and improved documentation of corrective 
action in breach notification cases. The OIG also 
again emphasized the need for the OCR to provide 
outreach and education to covered entities.  

http://www.medicalofficemgr.com
http://www.medicalofficemgr.com
http://www.medicalofficemgr.com
http://www.medicalofficemgr.com
http://www.medicalofficemgr.com


“Diagnosis is a collective effort that often involves a 
team of health care professionals—from primary care 
physicians, to nurses, to pathologists and radiologists.”

— John R. Ball, EVP, American College of Physicians
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HEALTH CARE REFORM
IOM report targets diagnostic 
errors, calls for medical offices 
to help improve process
Estimating that most individuals experience at 
least one diagnostic error at some point in life, and 
5 percent of adults experience an error each year, 
a report from the Institute of Medicine (IOM), 
Improving Diagnosis in Health Care,” the latest in 
its Quality Chasm Series, asserts that “[i]mproving 
the diagnostic process is not only possible, but also 
represents a moral, professional, and public health 
imperative.” 
“Diagnostic errors are a significant contributor 
to patient harm that has received far too little 
attention until now. I am confident that ‘Improving 
Diagnosis in Health Care,’ like the earlier reports 
in the IOM series, will have a profound effect not 
only on the way our health care system operates 
but also on the lives of patients,” said Victor 
J. Dzau, president of the National Academy of 
Medicine, in a statement announcing the release 
of the report. The Institute of Medicine is a unit of 
the newly formed National Academies of Sciences, 
Engineering, and Medicine.

Analysis reveals causes for 
diagnostic errors 
The report defines diagnostic errors, focusing on 
the patient’s perspective, as either the failure to 
establish an “accurate and timely explanation” of 
the patient’s health issue or failure to “communicate 
that explanation to the patient.”
Predicting that diagnostic errors “will likely worsen 
as the delivery of health care and the diagnostic 
process continue to increase in complexity,” the 
expert committee convened for the report concluded 
the following causes contribute to diagnostic errors:

 k insufficient communication between providers, 
patients, and families,

 k lack of support for the diagnostic process within 
the health care system, and 

 k “a culture that discourages transparency and 
disclosure of diagnostic errors.” 

Recommendations emphasize 
collaboration, communication 
The report sets eight goals for improving diagnostic 
processes and reducing errors. Overall, those 

goals focus on themes such as teamwork and 
collaboration, integrating the patient into the 
process, and providing a forum for identifying, 
discussing, and learning from errors.  
“Diagnosis is a collective effort that often involves 
a team of health care professionals—from primary 
care physicians, to nurses, to pathologists and 
radiologists,” said the committee’s chair, John 
R. Ball, executive vice president emeritus of the 
American College of Physicians in a statement. 
Explaining that diagnostic decisions can’t always 
be made by one lone provider and human error 
isn’t always the source of diagnostic errors, Ball 
asserted “[t]o make the changes necessary to reduce 
diagnostic errors in our health care system, we 
have to look more broadly at improving the entire 
process of how a diagnosis [is] made.” 
Thus, the committee’s recommendations promote 
collaboration among providers in the diagnostic 
process and more emphasis on patient involvement. 
To support this process, the committee calls for 
payment models that move away from fee-for-
service and provide payment to pathologists 
for consultation with treating physicians about 
diagnostic testing for patients. 
As with its previous report, “To Err is Human,” 
this report promotes a “non-punitive culture” 
where performance issues and disclosure of errors 
can be openly discussed. The committee noted 
that to support this level of transparency, changes 
are needed in the liability system. Finally, the 
committee challenged federal agencies to set a 
research agenda regarding the diagnostic process 
and diagnostic errors by the end of 2016. 
The report was sponsored by the Agency for 
Healthcare Research and Quality, Centers for 
Disease Control and Prevention, College of 
American Pathologists, American Society for 
Clinical Pathology, and several other organizations 
and foundations.  



Four tips for good hiring
1. Identify past mistakes
One essential element to consider is the office’s history. Before 
interviewing anybody, look at what has gone wrong in the job when 
other people have held it and identify what filters need to be set up 
for the next hiring decision. Look at personality. Was the last person 
the wrong person? If so, why? What personality traits should the 
office avoid this time? What traits should it require? Look at turnover. 
Has it been high in that job? If so, what’s unattractive about it? The 
supervisor? The workload?  What changes should be made so the 
next person is satisfied with the position? What’s the office’s culture? 
Formal? Relaxed? If it’s formal, the new hire needs to be someone who 
is articulate rather than someone who communicates with “yeah” and 
“uh-huh” and “like” and “awesome.”

2. Get at least one more opinion
Another essential is a second opinion on the final decision. Don’t be 
the only one conducting the interview. Have a supervisor meet with 
the candidate, preferably a supervisor with a personality different from 
the manager’s. Or go further and have the best candidate meet with 
the entire staff as a group, perhaps for lunch, when the manager isn’t 
present. Don’t give any opinions or facts about the person ahead of 
time. Get everybody’s opinion later. If staffers don’t like that person, 
it’s not the right hire.

3. Choose by merit, not position
Also important to good hiring is fairness. Don’t hire somebody based 
on connections, particularly family connections. If the new hire is the 
boss’s daughter, expect problems. The manager may not treat her with 
favoritism, but other staff may perceive it that way. Worse, if she turns 
out to be ill-suited for the job, there’s no way to fire her.

4. Use numbers, not emotions
Finally, get emotions out of the selection process. Use a numbered scale. 
Determine what traits and skills are important for the position and list 
them in order of importance. Then rate the candidate on each element 
with a score of 1 to 4. If initiative is high on the list of what’s needed 
then consider only those who get a 4 on that item. Or, if computer skills 
rank low on the list, somebody with a low score there can stay in the 
running. The manager’s personal subjective opinion has to be included 
but should not be the overriding factor. Go with a subjective decision 
and ignore the scores, and that new hire will not be there long.  
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RISK MANAGEMENT
Massachusetts doctor indicted 
in Anti-Kickback case 
A Massachusetts gynecologist was arrested in 
connection with allegedly accepting free meals and 
speaker fees from a pharmaceutical company in 
return for prescribing its osteoporosis drugs, allowing 
pharmaceutical sales representatives to access patient 
records, and lying to federal investigators.
The physician was indicted on one count of violating 
the Anti-Kickback Statute, one count of wrongful 
disclosure of individually identifiable health 
information, and one count of obstructing a criminal 
health care investigation by lying to federal agents 
and directing an employee to do the same. The 
indictment also seeks $23,500 in criminal forfeiture.
According to court documents, a pharmaceutical 
company allegedly paid the physician $23,500 to 
prescribe its osteoporosis drugs. On 31 occasions, 
a pharmaceutical sales representative allegedly 
brought food to the physician’s medical office for 
her and her staff, and paid the physician $750 to 
talk with her for 25-30 minutes while she ate. 
On another occasion, the pharmaceutical company 
paid to cater a barbecue that the doctor hosted 
at her home for her friends. The pharmaceutical 
company also paid the physician $250 for speaker 
training, despite the fact that she never spoke to any 
other physicians. 
It is alleged that the doctor’s prescriptions of the 
pharmaceutical company’s osteoporosis drugs 
increased during the time that she was paid by 
the company, and precipitously declined once she 
stopped being paid. The physician also allowed 
a pharmaceutical company sales representative 
to access protected health information in her 
patients’ medical files. She further provided false 
information to federal agents when interviewed 
about her relationship with the company, and 
allegedly directed one of her employees to also lie.
The charge of violating the Anti-Kickback Statute 
provides a sentence of no greater than five years in 
prison, three years of supervised release, and a fine 
of $25,000. The charge of disclosure of individually 
identifiable health information provides a sentence 
of no greater than one year in prison and/or a fine 
of $50,000 and one year of supervised release. 
The charge of obstructing a criminal health care 
investigation provides a sentence of no greater 

than five years in prison, three years of supervised 
release, and a fine of $250,000. Actual sentences 
for federal crimes are typically less than the 
maximum penalties. Sentences are imposed by a 
federal district court judge based upon the U.S. 
Sentencing Guidelines and other statutory factors.
The details contained in the indictment are 
allegations. The defendant is presumed innocent 
unless and until proven guilty beyond a reasonable 
doubt in a court of law.  
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MANAGING THE OFFICE
CDC provides guidelines for 
flu season, recommends health 
care workers get flu shot
Flu is a serious contagious disease that can lead to 
hospitalization and even death, says the Centers 
for Disease Control. Therefore, the CDC urges 
Americans to take the following actions to protect 
themselves and others from influenza (the flu).

1. Take time to get a flu vaccine.

 k CDC recommends a yearly flu vaccine as the 
first and most important step in protecting 
against flu viruses.

 k While there are many different flu viruses, a 
flu vaccine protects against the viruses that 
research suggests will be most common.

 k Flu vaccination can reduce flu illnesses, 
doctors’ visits, and missed work and school 
due to flu, as well as prevent flu-related 
hospitalizations and deaths.

 k Everyone 6 months of age and older should get 
a flu vaccine as soon as the current season’s 
vaccines are available.

 k Vaccination of high risk persons is especially 
important to decrease their risk of severe flu 
illness.

 k People at high risk of serious flu complications 
include young children, pregnant women, 
people with chronic health conditions like 
asthma, diabetes or heart and lung disease, and 
people 65 years and older.

 k Vaccination also is important for health care 
workers, and other people who live with or care 
for high risk people to keep from spreading flu 
to them.

 k Children younger than 6 months are at high risk 
of serious flu illness, but are too young to be 
vaccinated. People who care for infants should 
be vaccinated instead.

2. Take everyday preventive actions to 
stop the spread of germs.

 k Try to avoid close contact with sick people.
 k While sick, limit contact with others as much as 
possible to keep from infecting them.

 k If you are sick with flu-like illness, CDC 
recommends that you stay home for at least 
24 hours after your fever is gone except to get 
medical care or for other necessities. (Your 
fever should be gone for 24 hours without the 
use of a fever-reducing medicine.)

 k Cover your nose and mouth with a tissue when 
you cough or sneeze. Throw the tissue in the 
trash after you use it.

 k Wash your hands often with soap and water. 
If soap and water are not available, use an 
alcohol-based hand rub.

 k Avoid touching your eyes, nose, and mouth. 
Germs spread this way.

 k Clean and disinfect surfaces and objects that 
may be contaminated with germs like the flu. 

3. Take flu antiviral drugs if your doctor 
prescribes them 

 k If you get the flu, antiviral drugs can be used to 
treat your illness.

 k Antiviral drugs are different from antibiotics. 
They are prescription medicines (pills, liquid or 
an inhaled powder) and are not available over-
the-counter.

 k Antiviral drugs can make illness milder and 
shorten the time you are sick. They may also 
prevent serious flu complications. For people 
with high risk factors, treatment with an 
antiviral drug can mean the difference between 
having a milder illness versus a very serious 
illness that could result in a hospital stay.

 k Studies show that flu antiviral drugs work best 
for treatment when they are started within two 
days of getting sick, but starting them later can 
still be helpful, especially if the sick person has 
a high-risk health condition or is very sick from 
the flu. Follow your doctor’s instructions for 
taking this drug.

 k Flu-like symptoms include fever, cough, 
sore throat, runny or stuffy nose, body aches, 
headache, chills, and fatigue. Some people also 
may have vomiting and diarrhea. People may 
be infected with the flu, and have respiratory 
symptoms without a fever.  
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INSIGHT
HIPAA audits: is your practice 
prepared?
By Paul Edwards
The next round of HIPAA audits promised by the 
U.S. Department of Health and Human Services’ 
Office for Civil Rights (OCR) has been delayed 
since October 2014, but OCR has made it clear they 
are still going to happen. Their senior advisor, Linda 
Sanches, has informed medical office managers, 
“This is a good time to get your house in order.”
If your reaction to this news is “Ugh, not HIPAA 
again, we got our house in order years ago!” a recent 
NueMD survey on HIPAA compliance might contain 
unpleasant surprises. Among other findings:

 k Office managers and staff have very different 
opinions over whether their practice even has a 
compliance plan. Sixty-eight percent of office 
managers said they have a plan, compared to 
43% of office staff. Confusion or disagreement 
on the matter is a huge red flag during an audit.

 k Only 45% of practices indicated they have 
a privacy breach notification plan. Even for 
minor breaches, the difference between a $100 
and a $50,000 fine lies in how well a breach is 
addressed.

 k Sixty-two percent of practices provide HIPAA 
training at least once a year, and only 65% can 
prove it. Regular training is an integral part of 
HIPAA compliance, so practices that cannot 
provide proof that employees have been recently 
trained will likely fail an audit. This is true even 
if the practice has not yet had a single breach.

The news is even worse for smaller practices (1-3 
providers), whose compliance efforts tended to 
be far worse because they have fewer resources 
available. Smaller practices are also far less able 
to absorb the potentially hefty fines for HIPAA 
privacy breaches.
Luckily, there’s still time for these practices to get 
their HIPAA ducks in a row before OCR’s HIPAA 
audits intensify.
First, and most importantly, make sure every 
aspect of your HIPAA compliance efforts is well 
documented. Among other things, be prepared to 
show proof of:

 k Your overall compliance plan

 k The compliance procedures your practice has 
implemented

 k ALL employees being regularly trained in 
HIPAA compliance

 k Your Breach Notification plan, for if/when a 
breach occurs

Your attitude when it comes to training and 
breach mitigation efforts should be, “If it isn’t 
documented, it didn’t happen.” This will surely be 
OCR’s viewpoint if your practice gets audited.
Next, make sure your office has a dedicated 
Safety and Privacy Officer (SPO) to oversee 
the office’s compliance. Only 55% of practices 
surveyed indicated they had one. This is a HIPAA 
requirement. The SPO is also the go-to person for 
all HIPAA-related questions or concerns. If your 
team is asked during an audit to whom they would 
report a possible breach, they must not only know 
who the SPO is, but also how to contact that person 
at all times.
Benjamin Franklin said, “The only certain things in 
life are death and taxes,” but if HIPAA had existed 
back then, he surely would have listed it as number 
three. Your practice can’t escape HIPAA, but with a 
solid compliance plan followed 100% of the time, 
you can at least keep the worst of it at bay.
Paul Edwards is the CEO of CEDR Solutions, the 
nation’s leading provider of customized medical 
employee handbooks and expert HR support for 
practices of all sizes and specialties.  



This means not spending time thinking about what 
these people say or do. In other words, free your mind 
and free your time. 
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To the mirror
Your negativity or bad mood greatly affects others.
“We engage in emotional contagion,” says Sigal 
Barsade, a Wharton management professor who 
studies the influence of emotions on the workplace. 
“Emotions travel from person to person like a virus.”
Perhaps not surprising, Barsade’s research 
finds employees’ moods, emotions, and overall 
dispositions have an impact on job performance, 
decision making, creativity, turnover, and teamwork.
And arguably, a manager’s feelings and how they 
are projected have a greater impact on the office 
because she or he is a leader.
In the paper “Why Does Affect Matter in 
Organizations” (“affect” is another word for 
“emotion” in organization behavior studies), 
Barsade and coauthor Donald Gibson of Fairfield 
University’s Dolan School of Business look at three 
types of feelings:

 k Discrete, short-lived emotions, such as joy, 
anger, fear, and disgust. 

 k Moods, which are longer-lasting feelings and not 
necessarily tied to a particular cause. A person is 
in a cheerful mood, for example, or feeling down. 

 k Dispositional, or personality, traits, which 
define a person’s overall approach to life. 
“She’s always so cheerful,” or “He’s always 
looking at the negative.”

All three types of feelings can be contagious, and 
emotions don’t have to be obvious to have an 
impact. Subtle displays of emotion, such as a quick 
frown, can have an effect as well, Barsade says. 
Some people are better than others at controlling 
their emotions, but that doesn’t mean their 
coworkers—or staff—aren’t aware of their moods. 
“You may not think you are showing emotion, 
but there’s a good chance you are in your facial 
expression or body language. Emotions we don’t 
even realize we are feeling can influence our 
thoughts and behaviors,” Barsade says.

Interacting with others
Barsade and Gibson focus on longer-term displays 
of feelings, and people for whom negative feelings 
become part of their everyday behavior. 
They don’t examine temporary life challenges, 
such as personal or family illness, that may affect 

emotions and how you interact with others in the 
short term.
However, in these situations, it’s equally important 
to recognize your feelings, and, under such 
circumstances, consider sharing the reason for your 
behavior with your staff.
Letting staff know that your mood shift is not 
work-related, and not about them, can help alleviate 
their fears and concerns. It will also let them know 
that the situation is temporary.
But what happens when it is about “them”— 
“them” being people with whom you work?
How do you avoid being affected by people 
motivational speaker Rene Godefroy refers to as 
“jerks”?
The jerk could be anyone at the practice, from a 
physician to a staff member. Worse, you could work 
with multiple jerks.
How do you avoid catching their contagion and 
passing it on?

Maintaining your peace of mind
Godefroy recommends that you first get yourself in 
the right mindset, using self-talk, and then use self-
talk throughout the day to stay positive.
Then, he recommends that you “stop rehearsing 
the jerks.” This means not spending time thinking 
about what these people say or do. In other words, 
free your mind and free your time. Godefroy says 
once you do, you’ll make space for the amazing 
people you come across on your path.
He also advocates a simple gesture, but one that has 
been proven to work: smile. The best tool you have 
at your disposal is a smile, he says. 
Godefroy doesn’t recommend that you go around 
grinning from ear to ear. “People might think that 
you’re kind of weird,” he says.
Nevertheless, smiling, as opposed to frowning, 
will help you maintain a positive outlook, and 
ultimately make your workplace more peaceful. 
How does this work? It turns out negative emotions 
aren’t the only ones that are contagious.  

(Creating a peaceful office environment, continued from page 1)
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MANAGING THE OFFICE
Are you the reason your 
employees quit?
Most companies strive to hire or promote someone 
with the right skills to do the job. But when 
hiring a manager, many fail to take the manager’s 
personality, attitude, values, and emotional 
intelligence into consideration.
What they end up with is a highly technically 
skilled manager with poor people skills, big ego, 
“my way or the highway” attitude, and blind spots 
the size of Grand Canyon. And this error can affect 
the company’s turnover rate.
How managers affect employees’ 
decision to leave
When researchers at PsychTests conducted a study on 
people who are actively looking for a new position, 
they found that difficulties with management 
played a major role in the decision to quit. 
Analyzing data from 265 people who took PsychTests’ 
Turnover Probability Test, researchers focused on 
people who intend to leave their position in the 
immediate future and are proactively job searching.
When asked what role management played in their 
decision to leave, the PsychTests study revealed 
interesting results: 
k 24% of soon-to-be quitters report that they don’t 

have a good relationship with their manager.
 k 31% constantly feel like they need to “walk 
on eggshells” around their manager in order to 
avoid conflict.

 k 45% note that helping employees succeed is not 
one of management’s priorities.

 k 53% claim that management fails to 
acknowledge or recognize hard work/
achievements.

 k 53% indicate that any concerns or issue that are 
brought to management tend to fall on deaf ears 
and go unresolved.

 k 55% feel that management makes promises to 
employees that they simply do not keep.

 k 56% of soon-to-be quitters feel that their 
manager does not provide employees with 
sufficient opportunities to develop their skills.

 k 24% indicate that their manager does not 
respect employees.

 k 29% feel that the pace at which they are 
expected to work is too fast.

 k 33% state that the demands placed on them are 
unreasonable.

 k 40% assert that management doesn’t treat 
employees fairly.

 k 42% report that the organization looks outside 
the company to fill management positions, 
rather than developing/promoting from within.

Retaining good staff is about more than 
increasing compensation
“These are eye-opening statistics, and they carry 
a clear message: Turnover isn’t limited to a desire 
for more money,” explains Dr. Jerabek, president 
of PsychTests. “There are many factors that play a 
role in turnover, and the way in which a company is 
managed has a significant impact on an employee’s 
decision to stay or go.” 
“We understand that giving employees everything 
they want simply isn’t feasible. For example, a 
company may not have the funds to pay an employee 
a salary that aligns with industry standards, or to offer 
bonuses on a regular basis. However, a good manager 
will recognize that there are other ways to show 
appreciation, like praise, gift cards, extra vacation 
time, flextime, benefits, etc.  Unfortunately, our study 
reveals that only 22% of managers actually do this.”  

http://www.MedicalOfficeMgr.com


Fifty-four percent of health care providers believe 
improving the physical health care facility environment 

has a substantial impact on patient outcomes.
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HEALTH CARE REFORM
Health care providers optimistic but losing confidence
in ACA according to study
While more than three-quarters of health care 
providers express optimism about the future of 
U.S. health care overall, support for the Affordable 
Care Act (ACA) has lessened according to a new 
study by Mortenson, one of the leading health care 
contractors in the United States.
The number of health care providers who feel 
positive about the ACA has fallen significantly in 
just one year’s time with a much smaller majority 
believing the ACA is a step forward for U.S. health 
care. Even as providers become accustomed to the 
provisions of the ACA, nearly 8 out of 10 feel the 
legislation needs significant changes or revisions.
According to the 2015 Mortenson study, health 
care providers are losing confidence that the ACA 
can deliver its key objective: to provide affordable 
health care. Only a third of the providers believe 
that the ACA will lower the per-patient cost of 
health care, down from two-thirds last year. Despite 
concerns regarding the efficacy of the ACA, a 
majority of providers remain upbeat and express 
confidence in several other factors they believe 
can improve patient outcomes such as facility 
design, information technology, waste and energy 
reduction, and environmental improvements.
Many providers are also confident that transparency 
and involvement of patients in their wellness will 
lead to better health care in the long run. They 
acknowledge that the ACA—by causing providers 
to rethink how they provide services—will improve 
care over time. Nearly 70 percent of health care 
providers surveyed believe the ACA will succeed in 
shifting reimbursements from “fee for service” to 
“quality of outcomes,” which represents a dramatic 
change for the health care industry.
“The health care market is still in the process of 
adapting to a new normal,” says Bob Nartonis, 
senior vice president and national health care market 
leader at Mortenson. “There are several challenging 
dynamics facing health care service providers 
today but they are optimistic as a whole. We are 
encouraged to see health care facility design, interest 
in the patient experience, and changes in technology 
continuing to drive innovation in the market.”

Other insights:
 k Technological change and innovation is driving 
the future of health care with the virtual 
world playing a more important role in the 
administration of care. In fact, a majority believe 
smartphone-linked devices and virtual care will 
be common for patients in the next three years.

 k Fifty-four percent of health care providers 
believe improving the physical health care 
facility environment has a substantial impact on 
patient outcomes.

 k Over one-third of providers plan to increase 
facility investments over the next two years 
including ambulatory care facilities and medical 
office buildings.

 k Nearly all health care provider respondents 
believe there is opportunity to eliminate waste and 
reduce energy within health care facilities.  

from MOM’s toolbox
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Enter 3420 in the Quick Links box at 
www.medicalofficemgr.com to download this 
Model Policy, or, if you are reading the digital edition,
click here to download.
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PROFESSIONAL COMMUNICATIONS
13 bugaboo words to cogitate
Here are 13 words that get mispronounced and 
misused so much that the wrong form can sound as 
good as the right one.
Aesthetic. There’s a th in the middle, so it’s 
pronounced as-THE-tic. It’s not as-TE-tic.
Height. It doesn’t have a th at the end. A box 
may have length, width, breadth, and depth, but it 
doesn’t have heighth. It just has height.
Asterisk. Keep the last s sound. It’s not pronounced 
AS-ter-ick or even as-TER-ick. It’s AS-ter-isk.
Athlete. There are only two syllables – ath-lete. 
Don’t put another one in and make it ath-e-lete.
Escape. It has an s, not an x. It’s es-cape, not ex-cape.
February. Keep the second r in there: Feb-ru-ary, 
not Feb-u-ary.
Nauseous v. nauseated. Nauseous means 
sickening, as a nauseous odor. Nauseated means 
feeling sick. Someone who is nauseous won’t 
have many friends. There’s also a spelling point to 
remember: when something goes on so long that it 
nauseates people, it continues ad nauseam (with an 
a), not ad nauseum (with a u).
Podium v. lectern. The podium is the platform 
and the lectern is the reading desk on top of it. A 
speaker perches on the podium and leans on the 
lectern.
Irregardless v. regardless. The right word is just 
regardless. There’s no need to put ir in front of it. 
It’s irrelevant, irrational, and irregular, but it’s 
only regardless.
Farther v. further. Farther is part of far-farther-
farthest and means a measurable distance. One 
person runs farther than another. But further means 
more or to a greater extent, as in we searched 
further. And for that reason, it’s furthermore, not 
farthermore.
Appraise v. apprise. Appraise means to determine 
the value of something. Apprise means to notify 
someone. The appraiser apprises the buyer of the 
appraised value of the antique.
Hone in v. home in. Hone means sharpen, so hone 
in means to focus on or aim at something. A missile 
hones in on its target. It’s not home in, which 
doesn’t mean much of anything.

Awhile v. a while. This one’s tricky. If the word for 
could be put in front of it, use awhile. We’ll stay 
(for) awhile. It’s an adverb. But when for or any 
other preposition such as in is already in front, make 
it two words. We’ll stay for a while. Now while is 
the object of the preposition for. Or I’ll be there in a 
while. It’s the object of the preposition in.  
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