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EMPLOYEE BENEFITS 

Why your medical practice should 
implement an employee wellness 
program—and how to do it
Employee wellness programs are gaining in popularity, and with 
good reason. Research shows that wellness programs have many 
advantages, for employers and employees alike.
Indeed, given the advantages, all businesses should focus on employee 
wellness, including, and perhaps, especially medical practices—
because you are in the business of healthier living.
But there is confusion surrounding these programs. How does your 
practice decide what kind of wellness program to offer? Then, how do 
you implement the program? And how do you measure results?
To help you better understand employee wellness programs, Medical 
Office Manager asked Jennifer Arnold, MS, RD/LDN, owner of 
Redesigning Wellness, a worksite wellness consulting firm, to share 
her knowledge and insight. Here’s what she told us.

™

MANAGING PATIENTS

Keep things moving: Reduce wait 
times while still giving patients the 
attention they deserve
By Avery Hurt
It’s the Catch-22 of a medical practice: How do you keep the patient traffic 
flowing without compromising patient care? There are solutions to the 
problem, and they aren’t all high tech but they do take a little planning. 

Preventive care
“When patients wait a long time,” says Laurie Morgan, partner and 
senior consultant in San Francisco, California, medical consulting firm 
Capko & Morgan, “it’s usually not because zillions of people showed up 
with the flu; it’s because the allotted time in the schedule was not correct.” 
Approaches to scheduling have become complex in recent years. 
“Lately, schedulers practically need a PhD,” says Elizabeth Woodcock, 

(continues on page 3)

(continues on page 11)
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Exempt employee salary rules just 
changed: are you ready? 
By Paul Edwards
Medical practice owners and office managers are about to face a 
tough transition. The minimum salary at which an employee may 
qualify as “exempt” from overtime pay has just been changed to 
$47,476 per year by the Department of Labor—and by Dec. 1, 
2016, all businesses must comply.
What’s changing, and why?
Under the old Fair Labor Standards Act (FLSA) rules, in place 
since 2004, salaried employees earning at least $455 per week, 
or $23,660 per year, could be considered exempt from overtime 
pay requirements if their administrative, executive or professional 
job duties met certain criteria. This “white collar” exemption was 
originally intended to apply to high-level employees, but after 
years of inflation, the minimum exempt salary was no longer a 
high-level salary. In fact, an exempt employee earning $23,660 
per year and supporting a family of four fell below federal poverty 
levels, yet did not qualify for overtime pay.
The DOL felt the old salary threshold was so low that it applied 
to many employees it shouldn’t, which is why they have more 
than doubled it. The new minimum salary has been set at $913 per 
week, or $47,476 per year. All other exemption criteria must also 
be met. And from now on, starting in 2020, the minimum salary 
requirement will be automatically updated every three years.
Make no mistake here: The new exempt salary requirement is aimed 
at bumping many previously exempt employees into nonexempt 
status, meaning you must pay them for any overtime. Alternately, 
you can choose to raise salaries above the new exemption line. As 
a small concession to employers, nondiscretionary bonuses and 
incentives may now satisfy up to 10 percent of the required salary 
level, if these bonus payments happen at least quarterly. 
How should you prepare?
With a compliance deadline before the end of the year, it’s time to make 
plans. To get ready, determine how many salaried exempt employees 
at your practice currently earn less than $47,476 per year. Note that 
the salary requirements do not apply to professional employees 
practicing medicine (i.e., doctors, PAs and NPs). They do apply to 
managers. Nurses should almost never be categorized as exempt.
Of course, some professionals are already compensated highly 
enough that they are well over both the old and new minimum 

(continues  on Page 8 )

Insight

The Medical Office Manager column Insight can be found at our 
website, www.medicalofficemgr.com. Aimed at helping you manage 
your medical office, it features advice and, yes, insight from experts.
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“I don’t recommend the premium contribution approach 
for a few reasons.”

— Jennifer Arnold, MS, RD/LDN
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MOM: Various organizations and studies support 
the use of workplace wellness programs, saying 
they have been shown to reduce employee 
absenteeism, increase productivity, and lower 
health care costs. Nevertheless, not all employers 
have implemented such programs. Are there 
misconceptions about these programs? And, if so, 
what are the most common misconceptions?
JA: According to a 2015 employee benefits 
research report by the Society for Human 
Resource Management (SHRM), 70 percent of 
U.S. employers currently offer a general wellness 
program. An additional 8 percent of organizations 
have plans to offer a general wellness package in 
the next 12 months.
These stats tell me that the majority of employers 
are offering wellness programs but when I work 
with employers, there are still plenty that aren’t 
implementing them. 
Two things that employers commonly lack is the 
time for a staff member (typically HR) to implement 
one and simply not knowing where to start. Another 
reason is that the top leader doesn’t believe in 
wellness; therefore, it doesn’t get off the ground.
The biggest misconception I see is that employers 
will do a few programs here and there and expect 
results like the ones you listed above. In order to see 
good results from a wellness program an employer 
needs to decide what they are trying to accomplish, 
offer programming to meet that goal, and measure 
results. This sounds simple and obvious but so many 
employers just start offering activities without a plan. 
Another misconception is that seeing results from 
wellness will happen in year one. Wellness takes 
time and many employers don’t want to wait the 
three to five years required to see hard numbers. 
They skip the most important step and initial 
measurement—engaging employees. Without first 
getting employees excited and having input on 
your wellness program, results are never going to 
happen. You’ve got to walk before you run. 
MOM: In order to fund workplace wellness 
programs, some employers divide the overall “health 
care pie” differently. For example, they may require 
employees to contribute more to health insurance in 
order to reduce company expense, and then allocate 
those dollars for wellness. In your experience, how 
widespread is this kind of practice?

JA: Let me answer this in two parts. I often see 
employers offering a premium contribution for 
employees to complete wellness activities. Let’s say 
that an employer pays 80 percent of their employees’ 
health insurance. They may say that to continue to 
pay the 80 percent, their employees will have to 
complete wellness activities. So, the employer puts 
their standard premium contribution at risk. 
Instead of the extra money being spent on wellness, 
more often than not it just gets put back into the 
general insurance budget.
I don’t recommend the premium contribution 
approach for a few reasons. One is that you’ll 
get participation but it’s just compliance, not 
engagement. In other words, employees will do what 
you ask of them but just to get the money they risk 
losing. That’s not how behavior change happens. 
Secondly, I’ve seen employers feel like they need 
to keep adding extra activities each year to earn the 
same (or higher) premium credit. More activities 
mean more hoops for employees to jump through 
and more activities for someone to track. 
If you want to ignore my advice and put your 
premium contribution at risk, I encourage you to 
not label it wellness. Call it a health insurance 
credit so employees understand it’s a way to 
cost share medical insurance costs. If you keep 
it labeled as wellness, employees then associate 
wellness with activities they don’t really want to do 
but have to because of the risk of losing money. 
MOM: According to the Centers for Disease 
Control and Prevention (CDC), wellness programs 
also lower health insurance rates. Is this largely 
through wellness program incentives offered as part 
of the Affordable Care Act (ACA)?
JA: I’m not aware of the CDC claim that wellness 
programs lower health insurance rates. At a high 
level, if you have a healthier population then your 
insurance rates will be lower than an unhealthy 
population. Makes sense, right? 
Unfortunately, another misconception employers 
make is that health insurance claims and rates 
will lower dramatically with any wellness effort. 

(Employee Wellness continued from page 1)
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You can have the healthiest population but then 
a preemie is born, someone gets in a serious car 
accident or maybe another gets cancer. These high 
cost claims can happen to even the healthiest group.
I do believe effective wellness programs reduce 
health risks and can lower claims five years down 
the line. But an employer can’t predict some high 
cost claimants that will increase insurance rates. 
MOM: How would you recommend a small to 
midsize employer, like a medical practice, research 
and implement a wellness program?
JA: Although small and midsized employers are 
often limited with staffing and time, it can be easier 
to start a culture of wellness because there are 
fewer employees and management layers.
Assuming the company or practice leader 
supports wellness, then I would start with them 
communicating why wellness is important to him/
her and the company. That helps set the tone for 
employees and all it takes is a few communications.
Secondly, I would focus on the environment. Are 
employees sitting all day or are they constantly moving 
around? If it’s the former, then get a few sit-to-stand 
desks to allow them to stand. This increases their 
metabolism and engages their brain more than sitting. 
What’s the food like? Is junk food and sugary drinks 
constantly around for people to eat? Bring in fruit to 
have around the office, and for all employee events 
make sure healthy food and drinks are available.
Do people get breaks? This doesn’t just mean 
structured breaks required by law but mini-
breaks during the day. Even if it’s just for one 
minute, recovery breaks are important to keeping 
employees engaged and creative at work. Engaged 
employees are more likely to take better care of 
patients and customers.
To help employers, I have a list of 67 wellness 
ideas at my website that employers can download 
for free. (Readers of the print edition of Medical 
Office Manager can go to medicalofficemgr.com and 
download the digital edition to click on this link).
MOM: Are certain types of wellness programs 
more popular than others?
JA: Most employers are offering nutrition and 
exercise activities along with incentives. Some of 
them are asking their employees to take a health 
assessment or go through biometric screenings for a 
premium contribution.

Many employers I speak to are looking for more of 
a holistic approach. Mental and emotional health 
is important to well-being and although employers 
recognize that, they don’t always implement it. 
MOM: Should a company’s wellness program be 
tailored to its specific employee population? Are 
there any risks in doing this?
JA: 1,000 percent yes! A wellness program doesn’t 
work unless it offers opportunities that relate to 
different types of employees. Think about engaging 
a physician the same as you would a front desk 
staff employee. They have two different day-to-
day jobs not to mention salaries. Same goes for 
different age groups and where they are on the 
wellness spectrum. 
A generic, one-size-fits-all approach to wellness 
doesn’t work. A tip to tailor your programming 
is to find out what your employees want from 
wellness by department or job function. Scan their 
environments to see what barriers to health exist 
and eliminate the barriers. If you have a company-
wide health challenge, give employees the ability to 
find an activity that fits them instead of having rigid 
rules that apply to all.
The advantage of worksite wellness is you have 
a captive audience who at least has one thing in 
common—their employer. The people we work 
with influence our behavior, so it’s important that 
employers start the conversation around health. That 
gives employees the opportunity to set health goals 
and partner up to keep each other accountable. 
MOM: Finally, what is the number one piece of 
advice you would offer a company of any size that 
hasn’t yet embraced employee wellness?
JA:  I’m not really in the business of convincing 
employers to embrace wellness. I believe it needs to 
come from the employer for wellness to really work. 
That being said, health care costs aren’t going down 
and as a population, we aren’t getting any healthier. 
If an employer does nothing to make it easier for 
employees to practice healthy behaviors at work, 
they shouldn’t be surprised when their health care 
costs go up.
Ultimately, a company is only as strong as its 
employees. If an employer doesn’t take an 
interest in their employees’ health and happiness, 
employees can become disengaged, unhealthy, and 
unproductive employees.  

https://redesigningwellness.com/resources/
https://redesigningwellness.com/resources/
http://medicalofficemgr.com


“Many employers say they focus on workplace 
wellness, but what is put into place is too often 
individual programs or policies that aren’t supported 
by the organization’s culture.”

— David W. Ballard, PsyD, MBA
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EMPLOYEE BENEFITS
Less than half of U.S. workers 
believe their employer 
supports a healthy lifestyle
Despite the prevalence of workplace wellness 
efforts, only one-third of American workers say 
they regularly participate in the health promotion 
programs provided by their employer, according 
to a new survey by the American Psychological 
Association (APA), the largest scientific and 
professional organization representing psychology 
in the United States.
Additionally, less than half of working Americans 
(44 percent) say the climate in their organization 
supports employee well-being, and one in three 
reports being chronically stressed on the job. The 
APA survey suggests a key part of the solution is 
senior leadership support. 
Nearly three-fourths (73 percent) of employees 
with senior managers who show support through 
involvement and commitment to well-being 
initiatives say their organization helps employees 
develop a healthy lifestyle, compared with just 11 
percent who work in an organization without that 
leadership support, according to the survey. 
The survey finds widespread links between support 
from senior leaders and a variety of employee and 
organizational outcomes, with more than nine in 
10 workers saying they feel motivated to do their 
best (91 percent vs. 38 percent of those without 
leadership support), are satisfied with their job 
(91 percent vs. 30 percent), and have a positive 
relationship with supervisors (91 percent vs. 54 
percent) and coworkers (93 percent vs. 72 percent). 
These employees are also more likely to recommend 
their company as a good place to work (89 percent 
vs. 17 percent), and fewer say they intend to leave 
their job in the next year (25 percent vs. 51 percent). 
Among all employees surveyed, 33 percent say 
they typically feel tense or stressed out during the 
workday, an increase in the percentage of those 
reporting chronic job stress for the first time in three 
years. Only 41 percent say their employer helps 
workers develop and maintain a healthy lifestyle. 
“Promoting employee well-being isn’t a singular 
activity, but is instead set up in a climate that is 
cultivated, embraced, and supported by high-
level leaders and managers,” says David W. 

Ballard, PsyD, MBA, director of APA’s Center for 
Organizational Excellence. “When supervisors’ 
actions match their words, employees notice.” 
And while leadership support is related to how 
employees feel about their work, only four in 10 
working Americans say their senior managers are 
involved in and committed to well-being initiatives. 
When it comes to building a climate of well-being, 
employers need to look beyond just physical health 
to help employees feel recognized, valued, and 
involved, and create opportunities for growth and 
development, Ballard says. But the survey shows 
employers are falling short in their efforts. 
Overall, only about half of employed adults say 
they feel valued by their employer (53 percent) and 
that the rewards and recognition they receive reflect 
the effort they put into their work (50 percent). 
Even fewer say the recognition they receive reflects 
their contributions to the organization (47 percent) 
and is based on a fair performance evaluation 
system (47 percent). 
Just half of working Americans say they believe 
their employer provides enough opportunities to 
be involved in decision-making and fewer than 
that (46 percent) say they regularly participate in 
activities that involve them in making decisions, 
solving problems or settings goals. 
With lack of opportunity for growth or 
advancement being second only to low salaries as a 
source of job stress, only half of the U.S. workforce 
report being satisfied with the development 
opportunities offered by their employer, and just 
43 percent say their employer provides sufficient 
opportunity for internal advancement. 
“Many employers say they focus on workplace 
wellness, but what is put into place is too often 
individual programs or policies that aren’t supported 
by the organization’s culture,” Ballard says. 
“Employers who truly embrace well-being as part of 
how they do business create a workplace where both 
employees and the organization thrive.”  



“The EEOC received comments on both rules from 
a broad array of stakeholders and considered them 
carefully in developing this final rule.”

— Jenny R. Yang, EEOC Chair
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EMPLOYEE BENEFITS
EEOC issues final rules on 
employer wellness programs
The U.S. Equal Employment Opportunity 
Commission (EEOC), which enforces federal 
laws prohibiting employment discrimination, has 
issued final rules that describe how Title I of the 
Americans with Disabilities Act (ADA) and Title 
II of the Genetic Information Nondiscrimination 
Act (GINA) apply to wellness programs offered 
by employers that request health information from 
employees and their spouses. 
The two rules, which address incentives and protect 
confidentiality, provide guidance to both employers 
and employees about how workplace wellness 
programs can comply with the ADA and GINA 
consistent with provisions governing wellness 
programs in the Health Insurance Portability and 
Accountability Act, as amended by the Affordable 
Care Act (Affordable Care Act).
Many employers offer workplace wellness 
programs intended to encourage healthier lifestyles 
or prevent disease. These programs sometimes use 
medical questionnaires or health risk assessments 
and biometric screenings to determine an 
employee’s health risk factors, such as body weight 
and cholesterol, blood glucose, and blood pressure 
levels. Some of these programs offer financial and 
other incentives for employees to participate or to 
achieve certain health outcomes.
The ADA and GINA generally prohibit employers 
from obtaining and using information about 
employees’ own health conditions or about 
the health conditions of their family members, 
including spouses. Both laws, however, allow 
employers to ask health-related questions and 
conduct medical examinations, such as biometric 
screenings to determine risk factors, if the employer 
is providing health or genetic services as part of a 
voluntary wellness program. Last year, the EEOC 
issued proposed rules that addressed whether 
offering an incentive for employees or their family 
members to provide health information as part 
of a wellness program would render the program 
involuntary.
The final ADA rule provides that wellness 
programs that are part of a group health plan and 
that ask questions about employees’ health or 
include medical examinations may offer incentives 

of up to 30 percent of the total cost of self-only 
coverage. The final GINA rule provides that the 
value of the maximum incentive attributable to a 
spouse’s participation may not exceed 30 percent 
of the total cost of self-only coverage, the same 
incentive allowed for the employee. No incentives 
are allowed in exchange for the current or past 
health status information of employees’ children or 
in exchange for specified genetic information (such 
as family medical history or the results of genetic 
tests) of an employee, an employee’s spouse, and 
an employee’s children. 
The final rules, which will go into effect in 
2017, apply to all workplace wellness programs, 
including those in which employees or their family 
members may participate without also enrolling in 
a particular health plan. 
“The EEOC received comments on both rules from 
a broad array of stakeholders and considered them 
carefully in developing this final rule,” says EEOC 
Chair Jenny R. Yang. “The Commission worked 
to harmonize HIPAA’s goal of allowing incentives 
to encourage participation in wellness programs 
with ADA and GINA provisions that require that 
participation in certain types of wellness programs 
is voluntary. These rules make clear that the 
ADA and GINA provide important safeguards to 
employees to protect against discrimination.”

Program design
Both rules also seek to ensure that wellness 
programs actually promote good health and are 
not just used to collect or sell sensitive medical 
information about employees and family members 
or to impermissibly shift health insurance costs to 
them. The ADA and GINA rules require wellness 
programs to be reasonably designed to promote 
health and prevent disease.

Protecting confidentiality
The two rules also make clear that the ADA 
and GINA provide important protections for 
safeguarding health information. The ADA and 
GINA rules state that information from wellness 
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programs may be disclosed to employers only in 
aggregate terms.
The ADA rule requires that employers give 
participating employees a notice that tells them 
what information will be collected as part of the 
wellness program, with whom it will be shared and 
for what purpose, the limits on disclosure, and the 
way information will be kept confidential. GINA 
includes statutory notice and consent provisions for 
health and genetic services provided to employees 
and their family members. 
Both rules prohibit employers from requiring 
employees or their family members to agree to 
the sale, exchange, transfer or other disclosure of 
their health information to participate in a wellness 
program or to receive an incentive. 
The interpretive guidance published along with 
the final ADA rule and the preamble to the 
GINA final rule identify some best practices for 
ensuring confidentiality, such as adopting and 
communicating clear policies, training employees 
who handle confidential information, encrypting 
health information, and providing prompt 
notification of employees and their family members 
if breaches occur.

Additional information
(If you are reading the print version of this 
newsletter, go to medicalofficemgr.com and 
download the digital version to click on these links). 

 k Final Rule on Employer Wellness Programs under 
the Americans with Disabilities Act (ADA)

 k Final Rule on Employer Wellness Programs under 
the Genetic Non-Discrimination ACT (GINA)  

Every year hundreds of employment laws are 
added or changed at state and federal levels. 

Is your Employee Handbook in compliance?
Join Human Resources gurus Paul Edwards and Ali Edwards of CEDR HR 
Solutions for Medical as they explore ways to protect your office from 
potential lawsuits and hefty non-compliance fines. This webinar will 
review the National Labor Relations Board updates… and will help you 
identify common Employee Handbook policy missteps.

Make no mistake—If your Employee Handbook is outdated and 
does not comply to all employment law changes you are putting your 
organization at risk.

This 60-minute webinar will help you create an employee handbook that 
protects your organization as it should. They will discuss:

 � The RISKIEST LAWS to misrepresent
 � The most COMMON POLICY MISTAKES you can make
 � Why having A “LIVING” HANDBOOK 
IS CRITICAL to your practice

 � Ways for you to ENSURE YOUR 
HANDBOOK IS UP TO DATE and 
how often to update

 � How you can MITIGATE 95% 
OF COMMON EMPLOYEE UPSETS 
that lead to lawsuits

 � And much more!

WEBINAr ANNouNCEMENt

To register, go to www.medicalofficemgr.com or call 1-888-729-2315

July 20, 2016, 12 noon Eastern (9 am Pacific)
Presenters:

Employee Handbook Compliance: Update Your Shield Against Liability & Improve Usability

Paul Edwards
CEO and co-
founder of CEDR 
HR Solutions for 
Medical

Ali Edwards, J.D.
Senior Counsel and a 
co-owner at CEDR HR 
Solutions for Medical

1.0 CEU credits

FREE 
for Medical 

Office Manager 
premium 
members

http://medicalofficemgr.com
https://www.federalregister.gov/articles/2016/05/17/2016-11558/regulations-under-the-americans-with-disabilities-act
https://www.federalregister.gov/articles/2016/05/17/2016-11558/regulations-under-the-americans-with-disabilities-act
https://www.federalregister.gov/articles/2016/05/17/2016-11557/genetic-information-nondiscrimination-act
https://www.federalregister.gov/articles/2016/05/17/2016-11557/genetic-information-nondiscrimination-act
http://www.medicalofficemgr.com/category/topics/upcoming-webinars/


page 8 medical office manager / july 2016 / medicalofficemgr.com 

salary thresholds. For each employee who is 
affected by this change, you will need to:

 k Increase their salary and double-check all other 
exemption criteria to maintain exemption under 
the new rules; OR

 k Change their status to nonexempt, have them track 
their time, and begin paying overtime when they 
exceed 40 hrs/week (or 8 hrs/day in California).

 k For employees changing to nonexempt/hourly, 
reduce their likelihood of overtime by removing 
duties or hiring more staff.

Remember, nonexempt employees cannot legally 
waive their right to overtime pay for any overtime 
hours worked—although you can require that they 

obtain authorization first, and discipline them if 
that procedure is not followed.
None of these options are ideal. Employers 
will likely end up losing productivity or facing 
increased payroll costs. This will be a painful 
transition for many small businesses, and the best 
way to limit the aggravation in your practice is 
to identify the extent to which these changes will 
affect you and start planning your transition.
Paul Edwards is the CEO of CEDR HR Solutions 
for Medical (www.cedrsolutions.com), the nation’s 
leading provider of customized medical employee 
handbooks and expert HR support for practices of 
all sizes and specialties. He can be reached at 866-
414-6056 or pauledwards@cedrsolutions.com.  

HIPAA
The patient privacy problem 
and what can be done about it
By Mark Hughes
In most medical office or hospital reception areas, 
speech privacy is virtually nonexistent. Because 
these spaces rarely have walls or partitions to 
block sound, patients often overhear conversations 
between office personnel and other patients. 
Lack of speech privacy is by no means confined to 
reception areas and pharmacy lines— the problem is 
also present in exam rooms. In modern construction, 
walls between exam rooms are often thin and don’t 
extend to the ceiling deck. As a result, conversations 
between doctors and patients can often be heard from 
room to room or in nearby hallways or corridors and 
patient speech privacy is compromised. 
What’s speech privacy? Simply put, it’s the 
inability of an unintended listener to understand 
outside conversations. So someone with a lack of 
speech privacy is overhearing lots of conversations 
they shouldn’t be and is also concerned that their 
conversations are being overheard by others. 
When patients can hear other patients checking 
in, ordering their prescription, or discussing 
care options with their doctor, this is not only a 
HIPAA violation but also fosters a negative patient 
experience where patients feel uncomfortable, 
embarrassed, and are potentially less likely to have 
frank conversations with caregivers. 

Although patient privacy complaints to health 
care providers and pharmacies are on the rise, the 
data suggests that patient privacy has always been 
a problem and that complaints have risen mainly 
due to the government’s introduction of an online 
complaint portal that now makes it easier for patients 
to file HIPAA complaints. As you likely know, the 
Health Insurance Portability and Accountability 
Act (HIPAA), mandates how a health care provider 
is able to collect, store, and use patients’ personal 
health information and requires providers to 
implement safeguards to protect patient privacy. 
Many health care providers take measures to help 
protect patient privacy, such as encrypting data and 
having employees take mandatory privacy training. 
Regarding speech privacy specifically, many health 
care providers place signs in waiting areas that 
encourage patients not to stand too close to other 
patients checking in. This is well-intentioned but 
doesn’t work – in open areas that are naturally 
quiet (like waiting rooms) the sound of someone’s 
voice can travel 50-100 feet—as a result, the sign 
suggesting that patients line up 10 feet behind the 
check-in counter isn’t doing anything.
Rising HIPAA complaints suggest the methods 
health care providers are taking aren’t doing 
enough. So what other methods can health care 
providers take to ensure speech privacy? Here are a 
few prescriptions that can help: 

 k Arrange the floor plan with privacy in mind. 
There are many ways a medical office can be 

(Insight, continued from page 2)

http://www.cedrsolutions.com/
mailto:pauledwards%40cedrsolutions.com?subject=
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HEALTH CARE REFORM
Industry challenged to create 
more patient-friendly medical 
billing
Furthering the goals of focusing on patients, 
coordinate health care delivery, and making health 
information more accessible, the U.S. Department 
of Health and Human Services (HHS) has launched 
a new challenge for all stakeholders in health 
care—designing a better medical bill that is easier 
for patients to understand. 
The HHS press release regarding the challenge 
notes “[p]eople who use health care in the U.S. 
today can often receive bills from multiple 
hospitals, doctors, labs or specialists for the same 
episode of care that vary in content, presentation 
and use of health industry jargon. Because of this, it 
can be difficult for patients to understand what they 
owe, what their insurance plan covers, and whether 
the bills are correct or complete.” 

HHS and AARP are sponsoring the initiative, 
“A Bill You Can Understand,” which invites 
stakeholders to submit designs for simpler medical 
bills. Winners will be spotlighted at the Health 2.0 
Annual Fall Conference and online at the challenge 
website and the winning designs will be used by 
several “pilot partner” health care organizations, 
including Geisinger Health System, University of 
Utah Health Care, and Cambia Health Solutions. 
The pilot partner organizations also participate on 
the advisory panel involved in judging the entries. 
An award will be granted to one winner for the best 
design that is “easiest to understand,” and another 
award will be granted to the applicant that “designs 
the best transformational approach to improve 
the medical billing system, focusing on what the 
patient sees and does throughout the process.” 
The first award for new bill design is “all about 
incremental innovation: taking bills as they exist in 
the current system and improving them,” while the 
second award for billing system recommendations 

arranged to help protect speech privacy. Since 
it’s harder to overhear someone whose back is 
to you, consider angling the reception desk or 
counter away from the line-up area and seating 
areas. It may also be helpful to add a partition 
or wall panel between the seating area and the 
check-in counter. Some medical offices even 
place the reception area in a different room than 
the seating area. 

 k Add sound deadening materials. Acoustical 
ceiling tiles, carpets, and wall panels can 
be placed around spaces to help absorb and 
block sounds. Wall panels can be particularly 
helpful to help sound transmission between 
exam rooms. There are even acoustical wall 
treatments that look like decorative pieces of art 
or office plants!  

 k Consider technological solutions. Not all 
sound mitigation techniques require expensive 
acoustical building materials or construction. 
Adding a sound masking system can also 
help. Small speakers installed in the ceiling 
add an unobtrusive airflow-like sound to the 
environment. This sound brings the ambient 
noise level of a space up and is engineered 
specifically to mask speech noise so that it’s 

more difficult for unintended listeners to 
overhear conversations. Some of these systems 
even offer visual notification that the system is 
operating to provide patients with needed peace 
of mind. 

 k Provide frequent reminders. As mentioned 
above, almost all health care providers require 
mandatory privacy training for their employees, 
but employees can often slip into bad habits if 
they aren’t frequently reminded to take patient 
privacy seriously. Consider placing signage 
around the space reminding staff to speak 
quietly to patients and to other caregivers. You 
might want to send a monthly email featuring 
privacy tips to staff to keep this topic top of 
mind throughout the year.

No one solution can provide speech privacy with 
100 percent certainty, but with a combination of the 
methods above, health care providers can go a long 
way towards protecting their patients’ information 
and making them feel more comfortable. 
Mark Hughes is senior marketing manager at 
Cambridge Sound Management, makers of the 
QtPro sound masking solution. He has worked in 
the audio technology space for over a decade.  



READER TIPS
Successful solutions from 
other medical practices
Reader Tips is a regular Medical Office Manager feature, based on 
information submitted by our readers.

Here are five of our most popular Reader Tips articles:

 � This year’s unused sick days become next year’s personal days

 � Michigan office uses online payments to increase revenue

 � Better office communication? There’s an app for that

 � Front desk moves its phones into a communications center

 � How to get paid for filling out patient forms

We have to agree: These articles contain some really great ideas. 
But we want to know what you think. What’s your favorite Reader 
Tips article? Have you adopted another practice’s solution you read 
in one of our articles as is, or did you modify it slightly?

We want to know what works for you, and that includes any new 
solutions you’ve found. 

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.  
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is “about disruptive innovation: blowing the doors 
off the way things are done today and creating 
something completely new that improves the 
patient experience.” 
Each winner receives a $5,000 prize. Criteria 
explained on the challenge website include 
understandability, creativity, uniqueness, use 
of plain language, and most appropriate use of 
information and data. The challenge encourages 
involving patients in the design process. 
A research report prepared by Mad*Pow, a design 
agency administering the challenge, provides 
challenge participants with insight into the 
problems they should be seeking to resolve with 
their design submissions. The report includes the 
results from interviews of six “pilot partner” health 
care organizations, other stakeholders and patients, 
as well as an online survey of 355 patients. 
Common billing system problems identified in 
Mad*Pow’s research include understandability, 
the volume of communication patients receive 
regarding medical bills, timing of communication, 
terminology used, and the fact that “patients don’t 
know what they don’t know.” 
With regard to communication, interviews and 
surveys reveal frustration due to the number of 
explanations of benefits and multiple bills for the 
same episode of care; different statements from 
physician, lab, and hospital for one visit; and 
inconsistencies between billing statements. 
Challenge materials provided also include a 
patient journey map that details visually a health 
care experience relating to an adult’s skin cancer 
treatment, demonstrating the patient’s path 
through the health care delivery system from 
visiting primary physician, biopsy, diagnostic lab 
services, and surgery. The hypothetical scenario 
depicted in the map “triggers six different billing 
streams involving claims and payments and bills 
between the Insurer, the Patient, PCP, Specialist 
Practice, Labs, Hospital system and a Third Party 
administering the Patient’s FSA/HRA accounts.” 
Other resources provided to challenge participants 
include guidelines, checklists, and regulatory 
information—such as IRS regulations setting 
notification requirements relevant to financial 
assistance policies, a summary of state law 
requirements for explanation of benefits (EOBs), 
and links to Vermont, Ohio, and Wisconsin state 

laws establishing requirements for medical bills and 
a New York law addressing EOBs. 
Submissions are due by Aug. 10, 2016, and 
winners will be announced in September. 
Submissions must include: 1) a “design brief” 
describing the submission and how it satisfies the 
challenge criteria, in fewer than 2,250 words; 2) 
a visual depiction of “what the patient sees”—
including the bill, and other materials or tools 
available to the patient; 3) a three-minute or 
shorter video explaining how the submission 
meets challenge criteria; and 4) a journey 
map similar to the one described above that 
demonstrates the changes to the billing process 
from the patient’s perspective.
Many medical practices have already recognized 
the need to improve communication with patients 
by designing user friendly bills and related reports. 
HHS is now looking for the health care industry to 
make similar progress on medical billing reports 
and systems.  

http://www.medicalofficemgr.com/this-years-unused-sick-days-become-next-years-personal-days/
http://www.medicalofficemgr.com/michigan-office-uses-online-payments-to-increase-revenue/
http://www.medicalofficemgr.com/better-office-communication-theres-an-app-for-that/
http://www.medicalofficemgr.com/front-desk-moves-its-phones-into-a-communications-center/
http://www.medicalofficemgr.com/how-to-get-paid-for-filling-out-patient-forms/
mailto:paula%40plainlanguagemedia.com?subject=
mailto:paula%40plainlanguagemedia.com?subject=


“When a legitimate problem comes up, it’s best to let 
patients know as soon as possible that you are running 
behind. If you can, text them.”

— Laurie Morgan
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president of Woodcock and Associates, an Atlanta-
based physician practice consulting firm. “I think 
we need to take a more simplistic approach to 
how much time a visit will take. I advocate using 
only three types of visits: new, established, and 
procedure.” 
You also need to allow for your no-show rate. 
Woodcock recommends a simple formula here, too. 
“If you have a 20 percent no-show rate, and you 
want 20 patients, then book 23 patients,” she says.
Another way to get control of your workflow is to 
take care of some check-in routines before patients 
arrive. “Get as much information—address, 
phone number, insurance information—as you 
can over the phone when the patient schedules 
the appointment,” recommends Tammie Olson 
of Management Resource Group, a firm offering 
financial management and support services for the 
health care community. 
For established patients, verify the information you 
have on file over the phone. You can also save time 
by mailing paperwork to new patients and asking 
them to fill it out at home and bring it to the visit. 
You can do some of your paperwork ahead of time, 
too. “Have your front desk verify the appointments 
and insurance and get the chart ready the day 
before the visit,” suggests Olson.

Back room deals
Often the bottleneck starts in the exam room. You 
can avoid some of these problems with a little 
front-end work as well. “Have all the exam rooms 
stocked and ready to go, and set up in the same 
way, so that doctors don’t waste time looking for 
things,” says Morgan. 
She also recommends having patients document their 
issues before coming to the exam room. “If possible, 
have tablets in the waiting room where patients can 
check directly into the EHR,” Morgan says. But 
even if you don’t go that high tech, you can still have 
patients fill out forms with the reason for their visit 
and any special issues or questions they want the 
provider to address, before they go back. 
You can get a bit ahead with testing, too. “If the 
provider wants certain tests done routinely, such 
as blood sugar checks for patients with diabetes, 
establish a protocol for nurses to do this before 
they take the patient back to the exam room,” says 
Olson.

What time did you say?
Late patients can wreak havoc with even the best 
systems.
“In order to avoid a chain reaction when a patient is 
late, take the patient who is on time first, and then 
work in the late patient,” advises Morgan. But don’t 
give patients the idea that working in late patients is 
standard operating procedure. 
Woodcock suggests saying to the late patient, 
“‘We’ll have to check to see if our clinical team can 
see you.’ You want to signal them that being late is 
not okay.” Sometimes it can take some training to 
get your patients to realize the importance of being 
on time.
Late patients aren’t a huge problem for many 
practices, but some have a non-compliant patient 
base. If that’s you, Woodcock suggests changing 
the way you schedule your appointments, 
scheduling in “waves” or “blocks,” say every hour 
or half hour, and taking patients on a first-come, 
first-served basis within that block.
But sometimes, no matter how organized you are, 
you’re the one running late and holding up patients. 
Good business as well as good manners requires 
that you deal with this as directly and honestly as 
possible. 
“When a legitimate problem comes up, it’s best 
to let patients know as soon as possible that you 
are running behind. If you can, text them,” says 
Morgan. 
Owning the problem can go a long way with your 
patients, too. “Running behind puts the receptionist 
in a bad situation,” says Woodcock. “It can help 
a lot if a doctor or nurse comes out to the waiting 
room and apologizes. If you want to train your 
patients to respect your time, then you have to 
demonstrate that you respect theirs, too.”
Avery Hurt is a freelance writer based in 
Birmingham, Ala. She often writes about medical 
economics and the intersection of medicine and 
social policy.  

(Keep things moving, continued from page 1)
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MANAGING PATIENTS
Study finds 96 percent of online complaints about doctors fault 
customer service, not quality of care
An analysis of nearly 35,000 online reviews of 
doctors nationwide finds that customer service—not 
physicians’ medical expertise and clinical skill—is 
the overwhelming reason patients complain about 
their health care experiences on the Internet.
The study, published in the current issue of the 
Journal of Medical Practice Management (JMPM), 
finds that only 1 in 25 patients rating their health 
care providers with two stars or fewer is unhappy 
with his or her physical examination, diagnosis, 
treatment, surgery or health outcome.
The other 96 percent of patient complaints cite poor 
communications, disorganization, and excessive 
delays in seeing a physician as the cause for 
dissatisfaction.
“The nearly unanimous consensus is that in terms 
of impact on patient satisfaction, the waiting 
room trumps the exam room,” says Ron Harman 
King, co-author of the JMPM article and CEO of 
Vanguard Communications, a marketing and public 
relations firm for specialty medical practices.
“Our study uncovered a torrent of patient 
allegations of doctors running behind schedule, 
excessive waiting time to see a provider, billing 
problems, indifferent staff, and doctors’ bedside 
manners,” King says. “Yet hardly anyone had a 
beef with the quality of health care received.”
The absence of dissatisfaction with doctor skills per 
se means practices should be able to improve online 
reviews comparatively easily, according to King. 
“Generally, it’s far simpler to fix problems at the 
front desk or physician scheduling than to deal with 
allegations of inadequate medical skills. Of course, 
this requires a commitment from doctors to stick to 
schedules, allowing for only occasional urgencies 
that interrupt a physician’s day,” says King.
Researchers for the study developed customized 
software to analyze online reviews of doctors, medical 
practices, clinics, and hospitals coast to coast. The 
software identified and classified millions of words 
patients used in describing their experiences.
Additionally, the software identified the most 
common phrases associated with each star-level 
rating, as reviewers are generally able to rate their 
experiences on a scale of one to five stars.

While online patient reviews cause handwringing 
among health care professionals, doctors generally fare 
well in this medium: 3 of 5 reviewers in the study (61 
percent) gave their doctors five stars and accounted for 
69 percent of verbiage in all reviews. Only about 1 
in 3 (32 percent) gave ratings of one or two stars.
Forty percent of the five-star reviews complimented 
doctors on their bedside manners, while 28 percent 
complimented the staff in clinics and hospitals.
Among the unhappiest patients, 53 percent cite 
communications frustrations, using descriptions such 
as “to get an appointment…” and “I was told that…”
Jonathan Stanley, Vanguard technology director; 
and Neil Baum, M.D., a New Orleans urologist 
and author of nine books on medical practice 
management and marketing, are co-authors of the 
study with King.  
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