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THE UNITED AIRLINES OF MEDICAL OFFICES

How one irritated patient can start 
a social media firefight
By Lynne Curry
Here’s the scenario: One of your physicians considers himself “a law 
unto himself.” When an employee or patient protests how he treats 
them, he wastes no time telling the employee or patient why they are 
wrong or where to find the exit door. 
You’ve tried for years to get this physician to take it easier on people. 
No such luck. You’ve begged the other partners to help you rein him 
in. They smile, but shake their heads, not willing to risk the battle. 
Further, given the problem physician’s unique skills, the others don’t 
want to lose him.  
Instead, one by one, other physicians start taking the perks this 
physician enjoys. Others agree to shortchange mid-level clinical staff 
when dividing profits. Gradually, more of the physicians begin treating 
patients like they exist to serve the physicians. Over the years, your 
practice’s culture changes for the worse.

™

ATMOSPHERE & WORK FLOW

How to stage your office for 
improved productivity
Is clutter slowing down productivity in your practice?
Clutter is a major distraction and eats up time, says Pat Heydlauff of 
Energy Design, a productive-focused environment company. “Nobody 
can concentrate or work efficiently amidst disorganization,” she says, 
pointing out that getting rid of office clutter can significantly improve 
the atmosphere and speed up the work flow.
But don’t take it to the point of sterility, she cautions. “When an office 
gets too cleared out and too organized, there’s a sense that nothing is 
happening in there.”
Heydlauff, who designs workplace environments to increase 
focus, engagement, and maximize productivity, shares these 
recommendations for getting your staff to hit a good middle ground.

(continues on page 3)

(continues on page 7)
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medical office manager TM HEALTH TECHNOLOGY

Medication errors associated with 
health information technology
Use of health information technology (HIT), such as computerized 
prescriber order entry systems and pharmacy information 
systems, can help prevent patient safety problems; however, if 
designed or implemented poorly, HIT can have significant adverse 
consequences for patient safety.

HIT and medication-error
Between Jan. 1 and June 30, 2016, Pennsylvania healthcare 
facilities reported 889 medication-error events that indicated 
HIT as a contributing factor. The most frequently reported errors 
included dose omission, wrong dose or overdosage, and extra 
dose; the most commonly reported systems involved were the 
computerized prescriber order entry and the pharmacy systems.
“As more healthcare organizations adopted EHRs [electronic 
health records] and such systems became increasingly 
interoperable, the Authority observed an increase in reports of 
HIT-related events, particularly in relationship to medication 
errors,” explained the Pennsylvania Patient Safety Authority’s 
executive director, Regina Hoffman. “In response, the Authority 
implemented additional event reporting questions that would better 
capture whether HIT was a contributing factor in reported events.” 
In its last annual report, the Authority included quantitative data 
about HIT-related events through 2015, and preliminary data 
suggested that the predominant number of reports by event type 
was medication errors. In this in-depth analysis of HIT-related 
medication errors, the Authority characterized contributing factors 
of a recent report sample. 
Authority analysts found that HIT-related errors occurred during 
every step of the medication use process and further, a majority 
of errors reached the patient. High-alert medications (i.e., 
medications that bear a heightened risk of patient harm if used in 
error) such as opioids, insulin, and anticoagulants, comprised three 
of the top five drug categories involved in most events. 

Reducing the risks
“We can examine HIT system failures for both human and 
system errors. Conducting a root-cause analysis when errors 
occur, developing a strong culture of safety in which workers feel 
empowered to report unsafe conditions, and routine HIT system 
surveillance are just a few approaches to reducing HIT related 
medication errors. We can also learn from systems that work 
well,” says Dr. Ellen Deutsch, medical director for the Authority.
Visit the Pennsylvania Patient Safety Advisory for more risk 
reduction strategies.  

http://patientsafetyauthority.org/ADVISORIES/AdvisoryLibrary/2017/Mar;14%281%29/Pages/01.aspx


How many patients do you know who seethe when 
forced to wait more than 15 minutes to be seen?
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The egg cracks the day your newly-hired front 
desk person tells a social media savvy, impatiently-
waiting patient that she’d been instructed to tightly 
book patients so the physician never has to waste his 
time when patients arrives late. Because she’s had 
this explained to her by the physician and accepted 
it, she doesn’t realize how to sounds to the patient. 
“But his schedule’s always backed up,” the patient 
says, frustrated. “My time is worth money too.”
“It’s how we do things here,” your front desk 
person explains, not realizing when the patient 
turns on her Smartphone recording. 
“What exactly does it mean that this is how you do 
things at ____ medical practice?” The patient asks.
“We schedule patients so the physicians don’t have 
‘down time,’” your front desk person says.
“And if this leads to backed up schedules, it’s the 
patient’s problem?”
“Well, if patients can’t wait, they can reschedule,” 
responds your staff member.
The frustrated patient leaves, and ramps up her 
Twitter and Facebook accounts. She tweets what 
she’s recorded, using a hashtag along the lines of 
#DrThinkHe’sMoreImportantThanPatients. The 
tweets go viral. A local newspaper and talk radio 
station pick up the story, and the patient goes on the 
air, naming your clinic.

Consumers have and use 
a powerful megaphone
Think it can’t happen? It can and will. We live and 
work in an era of social media savvy patients and 
former employees, where even the mighty bow 
their heads after a media firestorm. United Airlines 
CEO Oscar Munoz initially praised his employees 
for following the company manual after learning 
security had dragged a passenger from the flight. 
CEO Munoz didn’t think he needed to apologize 
to the bloodied passenger or his horrified fellow 
passengers, and instead regretted that United had 
to “re-accommodate” customers, clearly torturing 
the meaning of the word “accommodate”. It took 
United’s loss of $800 million in corporate value to 
induce Munoz to actually apologize.
Passengers, tired of being herded like cattle on 
and off flights, quickly developed new mottos 
for United, from “United puts the hospital in 
hospitality” to “We treat our passengers like 

baggage.” Thousands of passengers now book 
future travel on any airline “other than United.”

Address issues before they 
become a bigger problem
Medical offices share the same risks airlines face. 
How many patients do you know who seethe when 
forced to wait more than 15 minutes to be seen? 
How many patients wait 30 or more minutes, to 
enjoy a doctor appointment that lasts less than 
seven minutes? What would it take to have egg 
cracked for your practice?
The solution? Present your managing physician and 
partners with the cold, hard facts, showing what 
United and other corporations targeted by social 
media fueled anger face. Then, show your partners 
how inexpensively they can change your practice’s 
culture to one that satisfies patients and employees. 
Ice the cake by outlining to them the productivity 
differences between inspired and dissatisfied 
employees and the productivity, time and money 
costs involved in replacing employees who leave. 
Place signs in the waiting room asking patients to 
“please tell us if you’ve been waiting more than 15 
minutes.” Refine your scheduling procedures and 
enlist your mid-levels in the effort to make 15 minutes 
the maximum any patient waits, barring emergencies. 
Train your front desk, billing and other staff to give 
patients exceptional, respectful service, and reward 
them for doing so. Regularly reach out to your 
employees through surveys and inspire them with 
training and team-building.
In short, reshape your practice’s culture to immune 
from social media negativity. You’re wondering, of 
course, what to do about your problem physician. 
Initially the other physicians didn’t see him as their 
problem.  Now perhaps they do because his behaviors 
stick out like a sore thumb—and a risk factor. 
Lynne Curry writes a weekly column on workplace issues. 
She is author of “Solutions” and “Beating the Workplace 
Bully” and owner of the management/HR consulting/training 
firm The Growth Company Inc. She regularly consults with 
medical practices and hospitals in a wide variety of areas. 
You can reach her at lynne@thegrowthcompany.com, follow 
her on twitter @lynnecurry10, or read her articles at www.
workplacecoachblog.com.  

(social media firefight  continued from page 1)

mailto:lynne@thegrowthcompany.com
http://www.workplacecoachblog.com/
http://www.workplacecoachblog.com/
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INDUSTRY NEWS 
Physicians report increased job satisfaction and improved 
patient care, despite more paperwork
Despite a workday filled with “too many rules and 
regulations” and hours spent on paperwork, nearly 
8 in 10 U.S. physicians would choose medicine 
again as a career, according to the results of the 
2017 Medscape Physician Compensation Report.
Medscape’s annual analysis of how compensation 
influences career considerations and satisfaction 
finds that the percentage of physicians who would 
opt for a career in medicine if they had a chance to 
do it over again (77%) is the largest increase since 
the survey was first conducted in 2010, and 13 
points higher than in 2016. 
Now in its seventh year, the report has been used by 
more than 400,000 physicians in the U.S. to assess 
information on salary, hours worked, time spent 
with patients, and what they find most rewarding—
and challenging—about their jobs.
“We see that more physicians this year are satisfied 
with their career choice, which we think has 
important and positive implications for the future 
of the profession,” says Leslie Kane, MA, Senior 
Director, Medscape Business of Medicine. “While 
doctors continue to deal with many work-related 
frustrations, there has also been an increased 
emphasis on physician wellness, team care, and 
other aspects of medical practice that may be 
making it more rewarding to be a physician.”

What doctors are earning
This year’s survey finds that salaries average 
$294,000 per year, with specialists earning about 
$100,000 per year more than primary care doctors 
($316,000 vs $217,000). Orthopedists are the 
highest paid, at $489,000, and family physicians 
and pediatricians the lowest ($209,000 and 
$202,000, respectively).
Most physicians saw their salaries increase in 
2016, with plastic surgeons experiencing the 
biggest jump (24% to $354,500). Pediatricians saw 
a decrease of 1%.

Too much time spent on paperwork
Regardless of salary, 41% of primary care doctors 
and 33% of specialists feel they should earn more, 
with nearly one in five stating that they are working 
longer hours for less money.

“The increase in paperwork in the past five years 
is striking,” said Michael Smith, M.D., medical 
director and chief medical editor, WebMD/
Medscape. “In 2012, the majority of physicians 
(53%) spent between one and four hours per week 
on paperwork and administrative tasks. Today, 
nearly 40% report spending between 10 and 20 
hours per week. It represents a major change in 
physicians’ responsibilities.”

Job satisfaction is high
Still, this year’s report shows that physicians 
remain committed to their profession. More than 
half (53%) spend between 30 and 45 hours per 
week seeing patients, compared with 31% in 
2012, and it’s where physicians gain their greatest 
satisfaction and sense of purpose. More than 60% 
cite their patient relationships and their ability to 
find answers to their medical concerns as the most 
rewarding parts of the job. 

Gender disparities remain, with hint of 
improvement
Male physicians continue to make more money 
than female physicians, although the gap in pay is 
shrinking somewhat in primary care. Male primary 
care physicians made 15% more than women in 
2016, compared with 20% more in 2012. The gap 
in specialty salaries has barely budged, with male 
specialists making 31% more than women, versus 
33% more in 2012. However, the gap in salary is 
narrowing among younger physicians. While male 
physicians between ages 55 and 69 make 27% more 
than women, the gap shrinks to 18% in physicians 
under age 34.

Racial disparities may fuel 
dissatisfaction
African-American physicians earn 15% less than 
Caucasian physicians, ($303,000 vs. $262,000), 
according to the survey, and they are less likely to 
feel fairly compensated (57% of white physicians 
say their compensation is fair, versus 50% of 
black physicians and 49% of Hispanic/Latino 
physicians).

Salaries higher in more rural states
Practicing in a less populated state may mean 
higher compensation. According to the survey, 
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physicians in North Dakota are the highest paid 
in the U.S. ($361,000), followed by Alaska 
($359,000), South Dakota ($354,000), Nebraska 
($346,000), and New Hampshire ($337,000).
Compensation is lowest in Washington, D.C. 
($235,000), followed by Maryland ($260,000), 
Rhode Island ($261,000), New Mexico ($261,000), 
and Delaware ($268,000). New York ($277,000) 
and Virginia ($272,000) also rank among the 
lowest.

Geographic supply and demand continue to play 
a role in compensation. Uneven distribution of 
physician-to-patient volume, particularly in primary 
care, has been a problem for decades in rural and 
poor communities. Numerous government policies 
are aimed at improving access to physicians in 
these areas, which can result in higher incomes. 
To view the full Medscape Physician Compensation 
Report, click on this link in our digital edition of 
Medical Office Manager.  

YOUR CAREER
Telephone, email, v-mail, 
meeting new colleagues: how 
to look like a pro
In the professional world, proper communication 
counts big.
Any manager or physician who wants to rise 
above the competition has to know communication 
etiquette, says Canadian etiquette consultant Jay 
Remer of St. Andrews, New Brunswick.
People expect every doctor to know medicine. 
How they choose a doctor depends on whether they 
connect with the individual. And what makes the 
connection is communication.
It doesn’t matter if the connection is made via 
telephone, voice mail, email, or in-person meetings, 
he says. Communication technology has changed, 
“but the old fashioned way of communicating 
hasn’t,” Remer says.

Rules for the telephone

 k Treat a scheduled phone appointment just like 
any other appointment. Be on time. If there’s 
going to be a delay, call and ask for permission 
to reschedule.
Do otherwise, and the patient or colleague can 
only assume the office takes the same uncaring 
approach to the care it provides. What’s more, 
that other person now feels no compunction to 
be on time for future appointments.

 k Take advantage of caller ID. If there’s not 
enough time to talk with whoever is calling, 
don’t pick up the phone. The only thing that 
will come across is “I’m too rushed and too 
impatient to be interested in what you have to 

say.” There’s no need to affront somebody like 
that. Call back at a better time.

 k Yes, dress professionally for a professional call. 
Even if the conversation is taking place from 
home, “put on office clothes,” Remer says. “Don’t 
lounge around in jeans.” Dressing for business 
puts anybody in a business frame of mind.

 k And yes again, stand up during a telephone 
conversation. Standing opens the airways, 
and that in turn creates a more confident tone. 
That’s obvious in a speech. A standing speaker 
makes a much stronger presentation than 
someone who is sitting down.

 k “That same tone comes through on the phone,” 
he says. In fact, it’s usually possible to tell from 
the tone whether a caller is standing or sitting.

 k Be personable. The best way to do so is to smile 
when talking. Many receptionists do that, and it 
works. The physical motion of the smile makes 
the speaker sound friendly.

 k Summarize and clarify what’s said. Without 
seeing the other person’s face, people can only 
guess if there’s understanding, Remer says, 
“and more often than not, they guess wrong.”

 k End the conversation with “I understand 
what you’ve said is X” and “have I made 
myself clear on Y?” That gives each side an 
opportunity to get things straight.

 k When a caller is upset, show empathy for the 
situation. That caller needs the security of hearing 
“yes, I understand exactly what you’re saying.” 
Don’t say, however, “I understand how you 
feel.” No one knows how another person feels.

 k Raise the voice sparingly. A slight raise can 
emphasize a point. But too much of a raise 

http://www.medscape.com/viewarticle/878129?faf=1
http://www.medscape.com/viewarticle/878129?faf=1
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“sounds like a childish hissy fit,” according to 
Remer, and deflates the point. He references the 
old saying of “the first person who raises the 
voice loses the argument.”

Rules for email

 k Any email is a letter. It should have an opening 
such as “Dear John” or “Hi, Sue” or “Dear Mr. 
Johnson” or even “Dear friend.” And it should 
have an equally thoughtful closing such as 
“Best, Jack” or “Kind regards, Ann.”

 k Write in complete sentences, use proper 
grammar, and spell things right. As with a letter, 
“sloppy spelling and grammar are inexcusable,” 
he says. Remer points out that nobody wants 
to associate with a manager “who has a fourth-
grade level of grammar.”

 k Don’t respond to a question with just yes or no. 
“That’s dismissive,” Remer says. “The writer 
looks like a stuffed shirt who doesn’t care about 
the other person.”

 k Any response should have at least three 
sentences. Suppose another manager sends an 
email asking if a meeting can be postponed 
until Tuesday. A simple “yes” is scarcely 
heartwarming. But anybody feels honored to 
read “Hi Sue. Thanks for emailing me. Yes, we 
can move the meeting to Tuesday. If there’s 
anything else you need, don’t hesitate to let me 
know. Kind regards, Jack.”

 k Before sending an email, read it out loud. 
“It’s amazing how that works,” Remer says. 
Listening to the words makes it obvious how 
the recipient will receive the message.

Rules for voice mail

 k When leaving a message, give a date and time 
for availability such as “the best time to reach 
me is this afternoon after 2:00 p.m.” According 
to Remer, that eliminates “the back and forth 
ping-pong match.”

 k Use an outgoing message that tells what 
information to leave and along with that, give 
the preferred time for a callback.

 k Speak slowly so the other person can write 
down the information without having to replay 
the recording.

And here’s how to meet somebody
Finally, for person-to-person etiquette, three 

elements are at play: the eye contact, the 
handshake, and the introduction. 

 k The eye contact: In any conversation, there 
should be eye contact about 60 percent of the 
time. Don’t go beyond that. Anything more 
“borders on staring, and that makes people 
uncomfortable,” Remer says. And anything less 
makes a person look shifty-eyed.

 k The handshake: The webs of the two hands—
the area between thumb and forefinger—should 
meet. Mirror the other person’s grip. If it’s a 
weak-fish handshake, give one in return. “If 
it’s a puffed-up politician” with a strong grip, 
respond in kind, he says. Shake up and down 
two or three times. No more.
The hand “has thousands of nerve endings,” and 
a handshake communicates a lot of information, 
Remer says. A too-firm handshake conveys 
dominance. The same goes for rolling the hand 
so it’s on top of the other person’s hand. By 
contrast, a weak handshake shows a lack of 
self-esteem and confidence.
He adds that shaking hands improperly gives 
the impression that there are a lot of other basic 
skills the person lacks. “And you never know 
what might kill a deal,” he says.

 k The introduction: Be respectful of the other 
person’s position. Unless given permission 
to do otherwise, always use the title of “Ms. 
Jones” or “Mr. Smith.”
On the other side, however, give permission 
for informality at the outset. Use the first and 
last name in the self introduction: “hello, I’m 
Margaret Johnson.” And if the other person 
answers with “hello, Ms. Johnson,” say 
immediately “please call me Margaret.”
Another rule of introduction is don’t start with 
“it’s nice to meet you.” Who knows if it’s nice 
to meet that person or not?
Say instead “how do you do?” and save the 
“it’s been nice meeting you” for the end of the 
conversation when there’s been time to decide 
if the meeting was, in fact, a pleasure.
Said at the close of the meeting, the comment 
shows a desire to continue the relationship.
It’s also good to add “thank you for coming” or 
“thank you for meeting me.” There’s no such 
thing as too many thank-yous.  
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Recommendation #1:  
Aim for 80% free space
Boxes on the floor, stacks of paper on the desk, 
pictures all over the walls—all that junk “screams 
for attention”—and gets it, says Heydlauff.
Looking at this clutter all day, people can’t stay 
focused. They also feel defeated “Nobody wants to 
start off the day in a sea of clutter,” says Heydlauff. 
“It’s suffocating.”
How much stuff is too much stuff? As a rule of 
thumb, every surface, whether wall, desktop, or 
floor, should be 80% clear. “There’s something 
about clean space that allows the creativity to pour 
forth.”

Recommendation #2: Choose photos 
that work with you, not distract you
Even the choice of pictures on the walls and desk 
affects productivity. And it’s not just how many 
pictures you have that’s a distraction; their content 
can divert your attention, too. Surprisingly, the 
most distracting of all are pictures of family and 
friends.
“All those eyes conjure up memories and 
thoughts,” says Heydlauff. They can cause your 
attention to wander to the weekend’s activities or to 
the sink that needs fixing.
Heydlauff’s advice is to have no more than two 
personal photos in any one office.
Fill the rest of the space with pictures that relate 
to the work. She gives the example of a Florida 
attorney who specializes in wetlands-related work. 
The pictures on his wall are of wetlands and nature 
scenes—pleasant enough to look at, but focused 
enough to keep his mind on the business and client 
relationships.
Recommendation #3: 
Position yourself for productivity
Your desk and chair placement also affect 
productivity. No one can work successfully 
with their back to the door, because there’s an 
underlying and pervasive sense that somebody 
might sneak in behind.
Heydlauff recommends you sit in the gunfighter 
position. It’s secure and more comfortable to face 
the door and see everybody who approaches.
What about a cubicle that doesn’t allow for that 
arrangement? Put a framed mirror on the far wall. 

“Or set a picture on the desk so the glass catches 
any motion from behind.”

Recommendation #4: Arrange items 
on your desk for efficiency
Put things where they can be reached without 
interrupting the concentration. 
For example, put the pens and paper within arm’s 
reach. Position the phone so it can be answered 
without the disruption of turning around or moving 
away from the computer. For a right-handed 
person, the phone needs to go on the left side, and 
vice versa.
Heydlauff cites the worst of all phone placement 
victims—a client of hers who had to make a half 
turn in his chair to answer the phone. And making 
matters worse, he was deaf in one ear and the 
phone was on the deaf side.
Active files (if you still use paper files) need to be 
close at hand as well as near the phone, as it’s likely 
that most calls will require you to pull a file.
The files also need to be kept where passersby can’t 
look into them. You can achieve both convenience 
and security by keeping these items in a desktop 
sorter or in a cabinet under the desk. This way, they 
are always private but also within reach.

Recommendation #5: 
Pull out the paint swatches
Now look at the colors on the walls. 
Colors such as garnet and emerald green have 
long been tradition for professional service firms, 
stemming from the belief that dark colors portray 
wealth and power. And in the past, that’s impressed 
many office visitors.
No more, Heydlauff says. “People no longer follow 
the train of thought that a wealthy professional is, 
by virtue of the wealth, a good professional.”
Instead, they see the dark colors as standoffish, 
intimidating, and, with money short, as in-your-
face flaunting of the practice’s wealth.
On the other end of the spectrum, white is an 
equally poor choice. It’s too high tech and cold to 
engender warmth and trust.
Today’s best colors are soft—light green, peach, 
and terracotta.
Soothing colors are a good palate for relationship 
building. They are also calming and therefore make 
it easy to focus on the work.  

(How to stage your office for improved productivity  continued from page 1)
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ENGAGE YOUR BEST PEOPLE SKILLS
Employee morale and your 
practice’s productivity: 
5 easy ways to boost both
By Elizabeth M. Miller 
Employees’ attitudes have changed over the years. 
Good, loyal employees want more than a paycheck 
and health benefits. Studies have shown that 
compensation does not even rate in the top 5 of 
what makes an employee happy with their job.
I believe happy employees are productive 
employees and anyone who believes otherwise is 
overlooking the effects that office morale has on 
efficiency and productivity. I can just hear someone 
now mumbling, They get paid, don’t they? Isn’t that 
enough? The short answer—No. It isn’t.
With many practices operating under the 
philosophy of “doing more with less,” it is more 
important than ever that there be a team spirit in 
the office that draws the staff together to work as a 
cohesive team.

Medical offices are very busy and the goal is 
providing quality service to the patient. HR “tricks” 
that work in other companies might not work in a 
medical practice. The environment is different and 
time is scarce.
But there are things that you can do that will not 
break the budget or interfere with the productivity 
of the office that will go a long way to boosting 
morale and laying a foundation for a cohesive team:
1. Provide breakfast once a week or once a month 

on Fridays. It’s the end of the week; everyone 
has worked hard and, while there is still one 
more day ahead of them, a few minutes to grab 
a bagel and a cup of coffee will jump-start 
everyone before leaving for the weekend.

2. Have a staff lunch once a month. Order some 
pizzas or sandwiches or organize a potluck. 
Everyone has to eat lunch anyway. Sit down 
with everyone and socialize with your staff. It 
takes the edge off and humanizes everyone.

3. In the kitchen getting a cup of coffee? Bring 
your assistant or receptionist one. Sound silly? 

MANAGING THE OFFICE 
5 steps to creating a more 
inclusive workplace for 
employees with disabilities
Did you know that more than 70 percent of 
people with disabilities in the United States are 
unemployed? For a community that represents 20 
percent of the entire American population, people 
with disabilities are far underrepresented in the 
workplace. 
According to the Ruderman Family Foundation, 
a national leader in disability inclusion, these 
statistics are a reflection of one of the biggest 
problems society faces. 
However, inclusion is something everyone can 
contribute to, and the Foundation has provided 
five simple steps that any business, including 
your medical practice, can implement to increase 
inclusion:
1. Use technology. People with disabilities may 

need reasonable accommodations to do their 
jobs. Technology offers reasonably priced 

accommodations for a number of disabilities, 
such as speech-to-text software for a visually 
impaired employee or captioning screens for 
people who are deaf or hard of hearing.

2. Partner with a job-training agency. Find the 
non-profit agencies in your community that are 
providing job coaching and training for people 
with disabilities and partner with them to bring the 
supports that employees may need for the job.

3.  Promote disability awareness through your 
company. Inclusion happens when everyone in 
your company understands the value of hiring a 
diverse workforce. Include regular training that 
focuses on disability awareness and inclusion.

4. Create an accessible environment. Make sure 
that your office or facility includes restrooms, 
hallways, and storage space that are accessible 
for people of all heights and mobility.

5. Ensure online accessibility: Inclusion extends 
to your online presence. You can make your 
website more accessible with simple steps like 
using alt tags that translate visual images and 
captioning on videos.  
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EMPLOYEE BENEFITS
PTO rollover: Is it required?
By Paul Edwards  
What does your practice do about unused paid 
time off (PTO) from last year? Doctors and office 
managers often ask us questions like this:
“My employees want to know if I will roll over or 
pay out unused PTO from last year. Am I legally 
obligated to do this?”  
This question is more complex than it sounds. First, 
this issue depends heavily on state laws, as federal 
law does not require paid time off. Most states 
do not specifically require employers to provide 
paid or unpaid vacation time, either, but almost all 
states treat vacation like a wage: once promised and 
earned, it cannot be taken away or forfeited. So to 
have a “use it or lose it” or forfeiture policy, you 
must be careful that it is legal in your state. 
(On a related topic, note that an increasing number 
of states and cities now require employers to 
provide paid sick time, and may impose rollover 
requirements for that time.) 

Your options also depend on whether your policies 
are detailed and written clearly enough to only 
promise what you intend. Look closely at your 
existing PTO policy and seek experienced HR 
advice, if needed. Otherwise, in a dispute or after 
a termination, anything left vague or unaddressed 
will go the employee’s way.
If you note irregularities in your policy, it’s best to 
err on the side of paying for unused time, or roll it 
over so that earned time is not forfeited. Then, get 
expert help updating your employee handbook so 
your policy fits what you want, within legal bounds. 
Depending on your state, consider these points:

 k Does your policy explicitly state how time is 
earned/accrued?

 k Who is eligible for PTO (full-time, part-time, 
and/or temporary employees)? What about 
doctors?

 k How long after being hired does PTO accrue? 
Will you use the calendar or the employee’s 
anniversary? 

 k How much PTO will accrue and how often? 
Can it be advanced?

Maybe to you. But you may be surprised how 
much it will be appreciated and noticed that the 
boss brought a staff member a cup of coffee. 
Don’t be surprised if employees start paying it 
forward.

4. Employee did a really good job on a project? 
Leave a sticky note on their computer thanking 
them for their hard work.

5. Send your staff a motivational email in the 
morning. It takes less than one minute to do 
this, but people do notice and appreciate it. 
For example, I had gotten in the habit of doing 
this, but one day I was busy and simply forgot. 
The senior partner sent me an email asking 
me where my inspirational email for the day 
was. (One favorite is, “We take care of our 
employees so they take care of our patients.”)

I believe that managing staff is all about 
relationship management and good people skills. I 
could make an endless list of the gestures that cost 
little or no money but go a very long way.

Every practice I work with I encourage a culture of 
team-building and good morale. I really believe that 
it is the backbone to a solid organization in which 
everyone works together for a common goal—to 
provide outstanding service to the client.
I am sure someone reading this is shaking their 
head and thinking I do not have to stroke my 
employees’ egos, encourage them, or do more for 
them than give them a paycheck and the benefits 
that I agreed to provide. Remember, you give what 
you get—and the reality is that employees want to 
do a good job and be appreciated and the return will 
trickle down to outstanding service to your patients.
Still not convinced? I will leave you with one final 
thought: How did you feel the last time a patient 
went the extra mile with a heartfelt thank you for 
doing a good job—the job you got paid to do?
Elizabeth M. Miller is a successful business executive and leader 
with 20 years of experience in all areas of business management 
including finance, financial analysis, budgeting, human capital 
management, legal and non-legal recruiting, technology, 
information systems, client relations and operations.  
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MANAGING THE PRACTICE
The four elements of successful 
operational planning
By Nick Hernandez, MBA, FACHE 
Physicians are well aware of the need for planning. 
Indeed, they devise clinical plans on a daily basis 
as they formulate the best ways to care for patients. 
However, when is the last time you spent time 
working on operational planning for your practice?
Many physicians or practice administrators reading 
this will be thinking, “Who has the time for that?”  
And while it may be true that operational planning 
is time-consuming, those practices that do make the 
time or work with consultants to help them through 
operational planning are the practices that are better 
able to compete. There should be no argument on 
the value of planning. Operational planning will 
keep your practice oriented on objectives, despite the 
problems and requirements of the present situation. 

Four essential categories
There are many types of planning that do (or 
should) take place within a practice and at varying 
frequencies. For example, capital planning is 
generally done annually while preparing budgets, 
whereas marketing planning may be done quarterly 
to coincide with various advertising timelines 
and community events. Nonetheless, all planning 
should contain four basic categories of information:

1. Desired outcome. This element of a plan 
includes the purpose for achieving that 
outcome and often includes a time by which 
the assignment must be accomplished. Goals 
and objectives here may be either general or 
specific. In a complex and difficult industry 
like healthcare, few things are as important or 
as difficult as setting clear and useful goals. 
This is a skill set requiring judgment and 
vision. The reality is that, given the nature of 
today’s healthcare environment, we will often 
have to act with unclear goals. Unclear goals 
are generally better than no goals, and waiting 
for clear goals before acting can paralyze your 
business. 

2. Actions intended to achieve the desired 
outcome. Most plans include several actions 
which are organized in both time and space. 
These actions are usually tasks assigned 
to secondary components. Depending on 
circumstances, these tasks may be described 
in greater or lesser detail over farther or nearer 
planning horizons. 

3. Resources to be used. In order to execute 
actions, the plan must describe the type, 
amount, and allocation of resources. 
Furthermore, the plan must include the how, 
when, and where those resources are to be 
provided. Resource planning covers the staff 
assigned to different tasks and other resources. 

 k Are employees required to use available PTO/
vacation before taking unpaid time off?

 k Is rollover allowed? Is there a cap, or a point at 
which employees cannot earn more PTO until 
depleting their bank?

 k Would it work better for your practice to pay 
out unused PTO at the end of the year and start 
fresh?

 k Is PTO only available for use during certain 
times, like a practice closure? (If so, the doctor 
should make vacation plans known at the 
beginning of the year so everyone can plan.)

 k What happens at separation (most states require 
unused accrued vacation to be paid out)?

Make sure you understand the differences in how 
PTO works for exempt employees.

Finally, let’s touch upon morale. For an employee 
who did not use their PTO, it can feel unfair to be 
penalized for not taking it. So that’s another issue 
to consider: You may want to either allow some 
rollover OR pay out unused PTO each year. If 
you use the calendar year for accrual, cashing out 
unused PTO can also help avoid the holiday drain 
of everyone wanting to take time off together.
Of course, no advisor or guidance can answer all 
circumstances surrounding a particular PTO issue 
without speaking with you. And like any HR issue, 
it’s best to have your policy regularly evaluated and 
updated by an expert.
Paul Edwards is the CEO of CEDR Solutions (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.  

http://www.cedrsolutions.com/
http://www.cedrsolutions.com/
mailto:pauledwards@cedrsolutions.com
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BILLING & COLLECTIONS
4 common mistakes that lead to 
high accounts receivables
By Ricki Ransom 
Now more than ever, physicians need to closely 
monitor the impact health insurance plans have on 
their revenue cycle management. The hard truth 
is, high AR is an indicator that RCM performance 
improvements should be made in your practice 
immediately. So what are the red flags you should 
look out for to lower your practice’s AR?
According to Medical Economics, the new health care 
plans available to patients can result in confusion for 
practices—coupled with patients being unfamiliar 
with how health insurance works in the first place, 
your accounts receivables is likely to suffer.
Along with a poor understanding of health care 
insurance plans in general, there are a number of 
other factors that could be involved. Let’s take a 
closer look at four common mistakes that lead to 
high accounts receivables and how you can take 
actionable steps towards improvement.

Failure to address claim denials
The American Academy of Family Physicians 
(AAFP) reported an industry average of a 5% 
to 10% denial rate for health insurance claims. 
Practices should aim to lower denial rates to 5% or 
below to maintain a positive cash flow. 

Consider a practice that files $150,000 in insurance 
claims within a four-month period. On average, 
the practice could face anywhere from $7,500 to 
$15,000 in claims denials per quarter.
Denial rates can increase for a number of reasons 
including coding errors, charge entry mistakes, 
payer errors, missed payer deadlines, and medical 
necessity denials. To lower denial rates, put clear 
internal processes in place to help staff members 
identify errors prior to claims submission.
In the case of payer errors and medical necessity 
denials, do your research and file appeals when 
necessary. Doing so could reduce lost revenue in 
the long run. 

Staffing issues
Well-trained staff is your best line of defense for 
preventing high account receivables. A few key 
ways to address staffing issues are to take measures 
to hire qualified employees and offer ongoing 
training programs as needed.
Staff who lack an understanding of revenue cycle 
management are more likely to make the following 
mistakes:

 k Internal billing and coding errors;
 k Failing to prioritize patient collections;
 k Failing to properly educate patients about 
payment policies; and

 k Not verifying insurance for every patient;

4. Control process. This element allows you to 
supervise execution of the plan and includes 
necessary coordination measures as well 
as some feedback mechanism to identify 
shortcomings in the plan and make necessary 
adjustments. It is a design for anticipating 
the need for change and for making decisions 
during execution. In other words, the plan 
itself should contain the means for changing 
the plan. Some plans are less adjustable than 
others, but nearly every plan requires some 
mechanism for making adjustments. This is 
a component of plans which often does not 
receive adequate consideration. Many plans 
stop short of identifying the signals, conditions, 
and feedback mechanisms that will indicate 
successful or dysfunctional execution. 

Diligent operational planning will allow you to 
see if at some point your practice will encounter a 
problem. A solid operational plan will allow you to 
proactively adjust to an oncoming crisis, rather than 
face the crisis unexpectedly. 

Conclusion
Where do you want your practice to go?  How are 
you going to get there?  Every medical practice’s 
strategy should be distinctive. A qualified 
consultant brings a good planning process which 
will move your practice toward greater coherence; 
and greater coherence leads to added value. 
Nick Hernandez, MBA, FACHE is the CEO and founder of 
ABISA, LLC, a consultancy specializing in strategic growth 
initiatives for physician practices. He can be contacted at 
nhernandez@abisallc. com. .  
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The number of accounting issues your practice 
could face due to unqualified or unmotivated staff 
members is endless, but why take the risk? Narrow 
down the most common issues leading to high 
accounts receivables in your practice and train or 
hire staff where applicable. If finding qualified staff 
is an issue, consider outsourcing your revenue cycle 
management.

Patient collections
Performance measures should also be in place to 
track patient collections. If employee performance 
is below standard, your staff must be held 
accountable for errors. 
To minimize collection mistakes, consider 
implementing the following:

 k Require patient to pay at time of service;
 k Implement a credit-card-on-file program;
 k Update patient billing information per visit;
 k Explain insurance benefits and financial 
responsibility to patients;

 k Implement an audit process to track delinquent 
accounts prior to patient visit;

 k Analyze financial reports at month-end to 
identify problems; and

 k Have a financial policy in place.
With high deductible health plans (HDHPs) on the 
rise, patient education and well-defined payment 
expectations are imperative. Training your staff to 
effectively communicate financial policy is crucial 
to successful patient collections.
If you find that collections performance is 
consistently low, consider hiring a collection 
agency—if your budget will allow for it.

Failure to review write-offs
Applying the wrong adjustments to charges is one 
of the most common payment-posting mistakes. Be 
sure to review write-offs for errors and opportunities 
to improve revenue cycle performance.
The AAFP recommends that you have access to 
your fee schedule and reimbursement schedule 
from each payer, to keep close track of contractual 
write-offs.
Non-contractual write-offs, on the other hand, are 
often unnecessary and within your control. Some 
examples of unnecessary reasons for approving 
write-offs include:

 k filing an insurance claim past the payer deadline,
 k administrative or service errors, and
 k writing off debts to transfer to a collections 
agency.

Reviewing contractual and non-contractual write-
off reports each month is important for making 
revenue cycle improvements and ultimately 
collecting the money you’re owed.
When you’re well informed about the state of your 
practice’s accounts receivables, the ball is in your 
court to make changes that will boost revenue.
EDITOR’S NOTE: The above blog post originally 
appeared on GroupOne Health Source and is re-
used with their permission.
Ricki Ransom is a Billing Resource Manager for GroupOne 
Health Source, a health care revenue cycle management, and 
EHR implementation firm based in St. Louis, Missouri. Ricki’s 
30 years of health care reimbursement experience has led her 
to the Billing Resource Manager position where she consults 
on internal and client Accounts Receivables operations and 
makes suggestions to increase efficiency.  

http://www.MedicalOfficeMgr.com
http://www.grouponehealthsource.com/blog/4-common-mistakes-that-lead-to-high-accounts-receivables

