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INCREASING PROFITS

Overlooked opportunities within the 
revenue cycle: The 3 Ps
By Trent Iden
If your organization is like most across the healthcare system, 
stagnant or reduced reimbursement is mangling your margins. When 
revenue is restricted, it becomes ever more important for physician 
practices to keep their revenue cycle spinning by collecting the fees 
due to the organization, and in a cost-effective way. Revenue cycle 
performance is a strategic differentiator for organizations because it 
funds important functions and goals, including provider compensation 
and growth. With that in mind, creating a well-functioning revenue 
cycle requires organizations to maximize their opportunities to 
improve performance by focusing on the three Ps: people, process, 
and platform (i.e., infrastructure).  

Opportunity #1: People
To build or to buy your revenue cycle competencies; that is the 
question. Outsourcing all or a portion of your back-end billing 
operations can help lower costs. However, don’t assume this has to 
be an all-or-nothing proposition. Instead of outsourcing all billing 
operations, consider specific functions (e.g., coding, insurance follow-
up) or a particular subspecialty in which your organization lacks 
specific expertise. This can be a good option when your organization 
needs capable resources and/or is having difficulty recruiting and 
hiring talent in a cost-effective manner.

BILLING
How to determine the order of multiple 
insurance coverages
By Ranadene (Randi) K. Tapio
When patients have multiple insurance coverages., at times it can be 
difficult to determine which one is primary, secondary, and tertiary. 
Sometimes, the patients don’t even know which order they go in! 
While there are always going to be exceptions, here are some basic 
guidelines to keep in mind:

(continues on page 3)

(continues on page 12)
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medical office manager TM PATIENT TRUST
What happened when a doctor cried 
on social media
By Ron Harman King
There’s a lot of debate in the healthcare profession these days about 
social media. On one hand, I’ve heard some good arguments against 
doctors taking precious time from successful practices for social 
media and also against using social media to communicate directly 
with patients, which obviously creates big privacy problems.
On the other hand, let us not forget Facebook has almost 2 
billion monthly users worldwide, and Twitter draws more than 
300 million. I say no other medium can reach as many people 
with important public health information so efficiently and so 
cost effectively. Furthermore, doctors don’t have to be directly 
involved in social media. This role can be assumed by employed 
or contracted marketing specialists working on behalf of private 
practices and health systems.

Social media can cultivate patient trust
Here’s another factor to consider. As a one-to-many 
communications medium, social media can cultivate a caregiver’s 
most important asset among the masses: patient trust. I saw this 
happen to a remarkable degree just recently.
Dr. Rink Murray is a reproductive endocrinologist in Chattanooga, 
Tennessee. This year, for National Infertility Awareness Week, 
Dr. Murray used Facebook to tell his own experience with 
infertility. While in his medical residency years ago, he and 
his wife struggled through multiple IVF cycles. On the ninth 
embryo transfer, Christie developed an ectopic pregnancy, began 
hemorrhaging at home while her husband was on overnight 
hospital duty miles away, passed out and nearly bled to death 
before a friend came to her rescue.
Flash forward a dozen years later. Dr. Murray mounts his cell 
phone to a $20 tripod perched on his desk, turns on the phone’s 
video recorder, and tells his story in a homemade video posted to 
Facebook. (You can watch it here.)

Viral video brings flood of praise
Dr. Murray’s eight-minute video went viral. Facebook users 
watched an average of 500 times a day. Visitors to the practice’s 
Facebook Page flooded him and his partner, Dr. Jessica Scotchie, 
with praise in their written comments. “I could hardly see the 
video through the tears,” one said, “we are so appreciative of 
specialists like you.” Another wrote: “I watched with my heart in 
throat. Thank you for opening up to us.”
Others offered hugs and prayers of thanks for the Murrays’ 
eventual success through IVF and their two healthy children. 
Over the next month visits to Dr. Murray’s and Dr. Scotchie’s 
website rose to record levels. New-patient appointments increased 

(continues on page 11)
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Medicare
 k Medicare is usually primary. 
 k An exception to this is if the patient and/or their 
spouse are still working and they have a group 
policy through their employer. In this case, the 
insurance through the employer is most likely 
primary.

 k Oftentimes, Medicare patients have Medicaid as 
their secondary insurance.

Medicare Replacement Plans/ Medicare 
Advantage Plans

 k Some common plans are Unicare, Humana, 
Secure Horizons Direct, Medica, and UCare 
Seniors. Some commercial carriers also offer 
these types of plans.

Dual Employer Sponsored Group Policies
 k Married patients may have two insurances 
if both people are employed and have group 
policies through their employer.

 k In this case, the patient’s own policy is their 
primary. And their spouse’s policy is their 
secondary. 

Minor Children with Dual Employer 
Sponsored Group Plans (under parent/
guardians employer)

 k When the patient is a minor, and both parents 
hold insurance on the patient, then the “birthday 
rule” is used: whoever’s birthday is first in the 
calendar year. For example, mom’s birthday is 
02-01-1956 and dad’s birthday is 11-01-1954. 
In this scenario, mom’s insurance would be 
primary to dad’s  Even though dad is older by 
birth year, mom’s birthday falls first in the year 
(2 = February, 11 = November). 

Medicaid: Always the payer of last resort
 k These are state-funded programs that require 
need and income guidelines to be met. 

 k No exceptions.

Conclusion
SUltimately, it is the patients’ responsibility to 
know their insurance coverage, and which order 
they go in, but following the above guidelines 
should assist you in helping your patients, as 
these are the most common scenarios usually 
encountered. The longer you work in this field, the 
more you will learn on-the-job over time. 

Ranadene Tapio, MBA, CMRS, CMC, is the president 
of MedCycle Solutions, which provides Revenue Cycle 
Management, Credentialing, Outsourced Coding, 
and Consulting Services to a number of healthcare 
providers in a variety of specialties. She holds an MBA in 
Healthcare Administration & Management and multiple 
professional certifications. You can reach her at Randi@
MedCycleSolutions.com or call 320-290-6448.  

(order of multiple insurance coverages  continued from page 1)
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WORKING WITH PHYSICIANS 
Helping your doctor manage 
the practice
By Dr. David Black
A lot of contemporary literature I have seen 
in recent months has emphasized the need for 
leadership by the doctor instead of management.
This literature defines the difference between 
leading and managing as having the team follow a 
leader versus managing as a function of supervising 
day-to-day operations. The reason for this emphasis 
is that the doctor is the primary producer in the 
office and often does not have time during the day 
to manage the team.
That lack of time to manage does not negate the need 
for management of the team. This does not relieve the 
doctor’s responsibility to manage, but it does make 
it more important for the office manager to have a 
major role in the day-to-day operations of the office.
One of the mysteries of managing I never had an 
answer for was the intangible things that would 
make team members seemed engaged and satisfied 
with their job. Some doctors have huge turnover, 
while others keep team members for years and 
years. I was one of those doctors who retained my 
team for many years, but I never really analyzed 
what was different in my approach that helped 
me keep my team when others have to constantly 
replace and retrain new employees.
I recommend a great read, “The Three Signs of 
a Miserable Job,” by Patrick Lencioni, written 
back in 2008. This book gave me some wonderful 
insight into the difference in enjoying your job, 
being engaged and fully vested in the job, and 
being miserable and wishing you were working 
somewhere else.
In an office that has an office manager, most of 
helping the team members enjoy their work, and 
being productive falls on the office manager. The 
doctor must set the tone of encouragement and must 
participate in the process, including supporting 
the office manager and helping the manager feel 
important and reinforced and empowered.
There are three areas of practical and emotional 
support that will affect whether employees are 
happy, engaged and productive.
Visibility: Do they feel they are invisible—no one 
knows them or what they do—generic or not special?

Relevance: Do they feel they matter or their job 
matters—to anyone?
Measurement: Do they have a way to tangibly 
measure daily progress?
My team of seven employees had 140 years of 
experience in my office. I was very busy, and 
my team had reached the point of what I call 
self-directed. I did not have a designated office 
manager, but everyone knew their roles, helped 
each other and were fully engaged in the operation 
of the office.
Not all doctors are that lucky. Most would be smart 
to have an office manager instead of taking on that 
role in addition to the clinical demands.

Visibility
People react positively to you showing interest and 
concern for their life and situation. Do you know 
about your team member’s personal life, their 
children, their hobbies, their life concerns?
To make contact with your team member, you need 
to realize the employee wants to be understood. 
This is a time-consuming job that is difficult for 
the doctor to accomplish during office hours. This 
often takes lunches, team meetings, acknowledging 
birthdays and special events. It is more manageable 
for an office manager to do this than the doctor.
I sold my practice and worked for a young doctor 
who was interested in the administration of the 
practice and acquiring additional practices. I had 
40 years of experience and had marketed myself as 
a superior clinician in certain areas. I had created a 
niche, but when I became one of 10 doctors in a big 
group, I felt I had become invisible.
I relate this to employees who are not recognized, 
who no one tries to know or understand, and they 
feel invisible to their boss. A good manager will 
show genuine concern about a team member’s life, 
or they will disengage, like I did.

Relevance
Do your employees feel they matter, or does their 
job matter to the management, the patients or the 
other team members? Team members need to feel 
this connection to feel fulfilled. We all need to be 
reminded almost daily that we are important.
Reflecting how I engaged my team, one thing 
I remember is that I would thank my chairside 
assistant and my front desk team almost daily 
for a good day and a job well done. This was not 



Little attention is given to these “soft skills,” but I 
believe they were an important part of my success.
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a contrived display on my part. I sincerely was 
thankful for the job they did.
If your doctor is not warm and fuzzy, you as an 
office manager may need to take on that job. Most 
of us need to be reminded we make a positive 
impact on someone.
We need to be reminded of who we are helping. Is it 
the doctor, is it the patients, or is it the team members? 
A good manager will help the team understand who 
they are helping. Sometimes it is only the boss who 
is being helped, but most of the time there will be 
many people who the member is helping.
We also should understand how we are helping. Is it 
making it easy to make an appointment, clarifying 
a statement, helping work with an insurance 
company, or pitching in with a procedure?
An example from my life is the jobs my twin 
grandchildren have. One works for a chicken fast 
food place and the other for a sandwich fast food 
place. They both make the same hourly wage, but 
one loves the job and the other does not.
When I asked what the difference was, one said she 
loved the people and the way they made her feel 
important. The other said there was little training, 
the manager was hateful, and she only tolerated 
going to work.
Both prepare food, both operate the cash register, 
both clean the tables, but one was made to feel 
important and part of a team. Same type job 
description, totally different management.

Measurement
To stay on task, an employees need to have a 
way to gauge their own progress and level of 
contribution for themselves. If this is ignored, 
performance will fall off. These should not be 
things that are big picture things, but rather 
something that can be measured daily.
I had several goals for different team members. 
My hygienists were charged with finding one 
previously-diagnosed procedure to schedule from 
their eight patients they saw each day. This allowed 
me to have two procedures put on my schedule each 
day. I personally tracked production, collections 
and new patients daily. My scheduler was charged 
with keeping a full schedule, and my chairside was 
expected to make the flow in the operatories smooth.
All these things can be tracked daily, and I could 
give daily feedback to the team.

If you compare dental team members to 
salespeople, the latter know each day whether 
they have met their goal. They are motivated by 
winning. Dental team members can have a similar 
drive if they have an identifiable goal and they 
know if they did it each day.
As a manager, whether a doctor or office manager, 
you can work this system by asking:

 k Do you really know your team members?
 k Do you know who their work impacts and how 
it impacts whom?

 k Can your team measure their own progress or 
success?

Then, you can implement your plan by:
 k Having employee assessments to confirm 
answers to the three questions.

 k Planning to correct inadequacies around the 
three questions.

A story of how this works in real life is one of my 
last hires in my own practice. I had hired a young 
lady, and she had worked for me a couple years. We 
had a need for an additional employee, so I asked 
her if she knew anyone who was just like her.
I had learned about her family, her attitudes, and 
her work ethic. I knew enough about her to know I 
wanted more employees like her. We hired her best 
friend, and I attribute this great hire to the fact I knew 
my employee and had spent the time to know her.

Conclusion
I didn’t realize at the time that I was using these 
three intangible factors to create a strong, engaged, 
effective team. Luckily, I had a wonderful group of 
employees who I really cared for, including how 
their personal lives were going. It helped me have 
great job satisfaction and a successful practice.
Little attention is given to these “soft skills,” but I 
believe they were an important part of my success.
Dr. David Black: Drawing from 40-plus years of clinical 
experience practicing in a small, suburban blue-collar town, as 
well as Pankey-Dawson clinical training, Dr. David Black helps 
dentists and their teams increase profitability, patient standard 
of care and peace of mind through attention to key systems. Over 
the years Dr. Black has hired and mentored dozens of dentists, 
proven his systems for creating a highly-profitable, low-overhead 
business model, and provided outstanding patient care.  
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MANAGING THE TEAM

4 steps to hit the reset button with your team in 2018
By Audrey Epstein
The New Year brings with it the opportunity 
for change, growth, and renewal. We commit to 
accomplish new goals or resolve to finally complete 
old ambitions. Most of us feel more optimistic at 
the beginning of the year. New Year’s Resolutions 
are expected. Gym memberships go through the 
roof in January. The “fresh start” feel of each new 
year is infectious. found that workplace factors like 
work-life balance, senior leadership and the quality 
of compensation and benefits packages have no 
statistical impact on employee turnover.
What if we could start over with our teams as 
well? What if we could take the old patterns of 
dysfunction, of gossip and infighting, or cliques 
and politics of 2017, and turn them into high-
performing team behaviors in 2018? Toxic 
team behaviors destroy employee morale and 
engagement, stifle creativity, and stake personal 
agendas above team or company goals.
So, how do you reset with your team? Follow these 
four steps:

Step 1: Diagnose the current state of 
your team
You need to know what’s working and what’s 
not on your team before you do a full reset. Start 
your diagnosis by identifying the type of team you 
currently have. From our research, we know all 
teams can be categorized into one of the following 
four team types.
Saboteur Teams: The worst of the worst. Distrust, 
politics, infighting, and gossip are hallmarks of 
Saboteur Teams. Win-lose thinking and survival 
tactics take precedence over shared goals.
Benign Saboteur Teams: What team? These 
risk-averse groups are characterized by lack 
of interaction, support, and alignment. Typical 
characteristics include a “you stay in your lane 
while I stay in mine” mentality. While team 
members don’t actively hurt one another, they don’t 
do much to help either.
Situational Loyalist Teams: Good, but not great 
teams. Pockets of trust, collaboration, and support 
exist, but not with all team members. There is 
more focus on keeping the peace than speaking 

up, mining for conflict, or driving peer to peer 
accountability.
Loyalist Teams: Extraordinary teams. On these 
highest-performing teams, all members feel 
accountable to shared and aligned goals, and 
provide honest, candid feedback. They actively 
work to make others better, trust one another 
unconditionally, and are loyal to each other, the 
team, and the organization.
How would you characterize your team? Do you 
need to move from good to great? Is your biggest 
issue trust? Are you missing shared goals? Reflect 
on your team leadership practices and talk with 
your team to analyze the current state. You can also 
take a simple and free on-line team assessment or 
download a Loyalist Team checklist for a more 
accurate view.

Step 2: Set your intention 
and own your role
As a team leader, you have an exponential 
impact on the state of your team. If you want a 
team reset, announce your intention to the team. 
Take ownership for your role in allowing, or not 
adequately dealing with, the dysfunction. Create 
a compelling view of a better work life with a 
stronger team.
Demonstrate commitment by setting up time and 
resources to develop the team. Loyalist Teams are 
built over time and with great intention.

Step 3: Create team norms
Toxic teams have learned bad habits. Without 
focused effort to transform this destructive behavior 
into new, more productive practices, the lingering 
resentment and negative patterns will reemerge, 
even with good intention. Work with your team to 
identify 5 to 7 new norms of behavior. If you have 
a Saboteur team, you might want to start with the 
basics such as:
We will:

 k Extend trust and assume positive intent with 
each other

 k Talk to each other, not about each other
 k Respect each other and listen openly to others’ 
views

http://tcismith.pr-optout.com/Tracking.aspx?Data=HHL%3d8431%3d8-%3eLCE58451%40%26SDG%3c90%3a.&RE=MC&RI=5768173&Preview=False&DistributionActionID=81441&Action=Follow+Link
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If you have a good team you’re trying to make 
great, you may be ready for more advanced norms 
around candor, feedback and accountability, such as:
We will:

 k Provide candid feedback to each other
 k Put the toughest issues on the table and talk 
honestly about them

 k We will hold each other accountable to 
achieving our goals and living our team norms

Once you agree to team norms, set up check-ins, 
reminders, and accountability to make norms real 
and meaningful for the team.

Step 4: Set team goals
On Loyalist Teams, all team members have skin in 
the game. They are committed to shared goals—not 
just their own objectives and agendas. They work 
hard to balance ego and personal ambition with 
team or company needs. You can build this type 
of joint commitment by developing shared team 
goals. Help team members see the bigger picture 

through exploring how work intersects and aligns. 
Share each team member’s goals with the whole 
team to look for gaps, overlaps, and commonalities. 
Enlist your team members in setting two or three 
team-level goals they can all support. When team 
members engage in planning and problem-solving 
work together, they practice being a Loyalist Team. 
They learn the mindset and skills they need to 
sustain teamwork. They learn the power of joint 
accountability and commitment.

Conclusion
The New Year is the perfect time to reset your 
team. Once you start, you are likely to see 
improvements immediately. Be intentional in 
your efforts—and persistent—and you’ll reap the 
rewards.
Audrey Epstein is a partner at The Trispective Group and 
the co-author with Linda Adams, Abby Curnow-Chavez and 
Rebecca Teasdale of The Loyalist Team: How Trust, Candor, 
and Authenticity Create Great Organizations. For more 
information, or to take a free team snapshot assessment, visit 
www.trispectivegroup.com.  

BUSINESS STRATEGIES
5 essential steps to successful 
strategy implementation
By Nick Hernandez
Oftentimes physicians and administrators discuss 
strategies and may even devise a strategic plan, 
only to see nothing come of it. The most common 
reason for strategy failure is that the team failed 
to build execution into their strategic planning 
process. We often see that budgets are not linked to 
strategy, staff incentives are not linked to strategy, 
and a very small number of employees understand 
the practice strategy. There are three reasons 
strategy fails to execute:
1. Practice initiatives don’t align with strategy
2. Practice processes don’t align with strategy
3. Employees and physicians fail to engage

1. Align your initiatives
A key road to failed implementation is when we 
create a new strategy but then continue to do the 
same things of old. A new strategy means new 
priorities and new activities across the practice. 
Every activity (other than the most functional) 
must be reviewed against its relevance to the new 

strategy.  A good way of doing this is to create a 
strategic value measurement tool for existing and 
new initiatives. Initiatives should be analyzed 
against their strategic value and the impact to the 
practice. Measuring your initiatives as such will 
help highlight the priorities and ensure the right 
initiatives are adopted for delivery. 

2. Align budgets and performance
Ideally your budgets are structured in such a 
manner as to protect strategic expenditure from 
being re-allocated to short-term requirements of 
operating expenditures while subjecting strategic 
initiatives to a rigorous review (e.g., forecasted 
revenue growth and productivity) much like is done 
for capital expenditures. 
The practice’s business performance should be 
closely aligned to strategy. Performance measures 
should be placed against strategic goals across 
the practice and each physician and staff member. 
All staff members will have job functions that 
will impact on strategy. Most staff members will 
have impacts across a series of strategic goals 
(e.g., financial, patient experience, operational, 
etc.). Ensure employees are aware of their role and 
influence on strategy delivery and performance. 

http://www.trispectivegroup.com/


Strategy is not just a document written by physicians 
and managers and then filed away. It is a vision for the 
practice, owned by the practice.
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Likewise performance incentives should be directly 
linked to performance against strategy. They 
should include a combination of individual, team 
and practice performance measures that ensure 
staff recognize their direct and indirect impact on 
strategy performance.

3. Ensure structure allows strategy
A transformational strategy may require a 
transformation to structure. Does the structure of 
your practice allow strategy to cascade across and 
down the organization in a way that meaningfully 
and efficiently delivers the strategy? Practices 
that try to force a new strategy into an outdated 
structure will find their strategy implementation 
eventually reaches a deadlock.

4. Engage staff
The key reason strategy execution fails is because 
the practice doesn’t get behind it. If your physicians 
and staff members don’t understand the strategy 
and fail to engage, then the strategy has failed.  So, 
how is this accomplished?
Prepare: Strategy involves change. Change is 
difficult and human tendency is to resist it. So no 
matter how enlightened and inspiring your new 
strategic vision, it will come up against hurdles 
(cognitive, resource, motivation, and political). It is 
important to understand each of these hurdles and 
develop strategies to overcome them.
Include: Bring influential employees, not just 
managers into the planning process. Not only will 
they contribute meaningfully to strategy, they will 
also be critical in ensuring the practice engages 
with the strategy. Furthermore, listen across the 
practice during strategy formulation. Some of your 
best ideas will come from within your practice, not 
the management team.
Communicate: Ensure every staff member 
understands the strategic vision, the strategic 
themes, and what their role will be in delivering 
the strategic vision. And enrich the communication 
experience. Communicate the strategy through a 
combination of presentations, meetings, emails, 
and updates. Continue strategy and performance 
updates throughout the year, and engage staff 
members emotionally in the vision. The vision 
needs to give people goose bumps—a vision they 
believe in, that they want to invest and engage with.
Clarify: It is important that all employees are 
aware of expectations. How are they expected 

to change? What and how are they expected 
to deliver? Each individual must understand 
their functions within the strategy, the expected 
outcomes, and how they will be measured. As 
mentioned above, performance measures and 
incentives should be aligned with performance 
against strategic key performance indicators (KPIs). 

5. Monitor and adapt
A strategy must be a living, breathing document. As 
we all know: if there’s one constant in healthcare 
these days it’s change. So our strategies must 
be adaptable and flexible so they can respond 
to changes in both our internal and external 
environments. Strategy meetings should be held 
regularly throughout the year, where initiatives 
and direction are assessed for performance and 
strategic relevance. At least once a year we should 
put our strategy under full review to check it 
against changes in our external and competitive 
environments as well as our internal environments.

Conclusion
Strategy is not just a document written by physicians 
and managers and then filed away. It is a vision for 
the practice, owned by the practice. And to succeed 
the whole practice must engage with it and live and 
breathe it. Strategy should inform our operations, 
our structure, and how we go about doing what we 
do. It should be the pillar against which we assess 
our priorities, our actions and performance. When 
execution is brought into strategic planning you 
will find that your strategy is woven throughout 
the practice, and it’s from here that great leaps in 
growth and productivity can be achieved. 
Nick Hernandez, MBA, FACHE is the CEO and founder 
of ABISA, LLC, a consultancy specializing in healthcare 
strategic growth initiatives. He is a speaker, trainer, and 
author who has over 20 years of leadership and operations 
experience. Since founding ABISA in 2007, his emphasis has 
been on developing and maintaining a strong relationship 
with physicians and identifying areas for business opportunity 
and support. The company’s client list includes physician 
groups, hospital systems, healthcare IT organizations, venture 
capitalists, private equity investment groups, and hedge funds. 
He can be reached at nhernandez@abisallc.com or you can 
follow him on Twitter: @ABISALLC..  
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26 percent. Remarkably, Dr. Murray noticed that 
about half of all new patients brought up the video 
without prompting.
Now, let’s face facts here. Perhaps most obviously, few 
physicians have such dramatic experiences to relate. 
Further, by no means am I advocating for doctors 
to weep routinely on the internet. Nor for a micro-
second do I believe Dr. Murray’s video was a crass 
marketing ploy. I’ve known Dr. Murray for years and 
can vouch for his pure motivation simply to inspire 
others to persevere. Instead, my point is twofold:
First, social media can be a megaphone to 
demonstrate what patients crave as much as 
superior clinical skills, and that’s a caregiver’s 
capacity for understanding and empathy.
Secondly, in my view, the response to Dr. Murray’s 
homemade video confirms what studies published 
in peer reviewed journals have shown repeatedly: 
that trust in a care provider is still paramount in 
patients’ eyes.
Tender feelings needed in healthcare 
communication
In a study published in the British Medical Journal, 
a survey of 1.5 million primary-care patients 
found that among seven factors in interpersonal 
relationships between patients and doctors, the 
sense of being taken seriously had the strongest 
association with patient confidence and trust in 
their physicians. American doctors should be 
concerned about an apparent erosion of trust. In 
a study published in the New England Journal of 
Medicine, researchers found that only 23 percent 
of the public feels a great deal or quite a lot of 
confidence in the United States healthcare system.
The good news, according to a 2013 Gallup poll, is 
that 69 percent of Americans rate the honesty and 
ethical standards of physicians as a group as very 
high or high. The not-so-good news is that the U.S. 
ranks near the bottom of all industrialized nations 
in public trust in doctors.
These findings suggest there’s plenty of need for 
trust-building in American healthcare. While I 
believe the huge majority of doctors are caring, 
dedicated professionals, unfortunately, perception 
often lags reality. These docs deserve a better rep.
I say that social media has yielded a powerful and 
free tool to demonstrate directly or by proxy that 
patients’ physical and emotional well-being is 

still their top priority. How? By showing a little 
more human side. Facebook has become a global 
juggernaut because it’s where people openly share 
tears, laughs, photographs, videos, personal news, 
and tender feelings. Why can’t we from time to 
time do the same in healthcare communications?
EDITOR’S NOTE: The above blog post originally 
appeared on Vanguard Communications and is re-
used with their permission.
Medical Office Manager is pleased to welcome our 
newest contributor, Ron Harman King. Ron Harman 
King, MS, Chief Executive Officer of Vanguard 
Communications, is the author of The Totally Wired 
Doctor: Social Media, the Internet & Marketing 
Technology for Medical Practices (available at 
Amazon.com). He is a frequent speaker at medical 
conferences in North America and Europe, and a 
television commentator and a video blogger for the 
website for physicians, MedPage Today.
Join us on Jan. 17, 2018 at 1pm ET for Ron’s 
webinar presentation: Patient Satisfaction in the 
Digital Age.  

(What happened when a doctor cried on social media  continued from page 2)

4 Digital Trends that Are Transforming 
Medical Practice in America — and How 

Your Practice Can Benefit

One thing is certain: medical practices of every type and size are rapidly 
being transformed by the digital revolution.  American patients — 

YOUR patients — are ratcheting up health-related online activities to 
unprecedented levels.  Patients now routinely do medical research, seek 

medical guidance, and search for medical services online. 
The surge in digital activity applies to every demographic group: 

the “digital gap” among the older and lower-income groups has all but 
vanished when it comes to seeking medical support and services.

What does this mean to the future of healthcare delivery? 
How will these changes affect YOUR practice? What steps can 

your practice take to benefit from the digital revolution? 
Explore the Digital Future of Your Medical Practice on January 17

WEBinAR AnnOUnCEMEnT

Presenter: Ron Harman King, MS, 
CEO, Vanguard Communications
When: Wednesday, January 17, 2018
1:00 PM Eastern (10:00 AM Pacific)
Duration: 60 minutes

Register at medicalofficemgr.com or Call 888-729-2315
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Streamlining processes and providing people the tools 
necessary to keep the revenue stream flowing requires 
a sound infrastructure.
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Opportunity #2: Process
Place your process under a microscope and learn 
the details of how patients move through the 
revenue cycle, from scheduling the appointment 
to when a collection agency may intervene. The 
reality is, when performing this exercise most 
organizations will uncover points of variation, 
inefficiencies, and opportunities to streamline the 
process and improve revenue cycle performance. 
One example is the claim scrubbing and denials 
management work queue process. Is it worth the 
time and resources to review 25 claims to prevent 
a single denial before adjudication? Or, should 
your staff work the incremental denials? These 
opportunities can add up to significant time and 
cost savings.

Opportunity #3: Platform
Streamlining processes and providing people the 
tools necessary to keep the revenue stream flowing 
requires a sound infrastructure. Most practice 
management systems are sophisticated enough 
to augment revenue cycle operations through 
integrated capabilities, including work queues, 
logic, and process tools to guide and prioritize work 
flows and improve communication throughout the 
revenue cycle. Common benefits of the tools and 
processes include:

 k Increased revenue through underpayment 
analysis and follow-up management

 k Improved time-of-service and outstanding 
balance collections

 k Enhanced communication between front- and 
back-end revenue cycle operations staff

 k Better collections yield through real-time 
insurance eligibility checking

 k Improved coding accuracy through coding 
support and selection assistance

Conclusion
The vast majority of healthcare organizations are 
overlooking opportunities (both small and large) to 
improve their revenue cycle performance, whether 
they realize it or not. Identifying and properly 
addressing these opportunities requires hospitals 
and provider groups to develop a revenue cycle 
assessment strategy and respond by thoroughly 
addressing the three Ps presented here: people, 
process, and platform. A healthy revenue cycle 

not only ensures that operations are adequately 
funded, but is also essential for providing 
competitive physician compensation and supporting 
organizational growth strategies. 

Trent Iden is highly regarded for his insights on leveraging 
technology to improve physician practice performance, with 
particular expertise in defining and developing operational 
efficiency and cost-cutting strategies. His experience 
spans work in IT systems, strategic planning, operations 
improvement, and implementation for large health systems 
and multispecialty physician practices. Trusted by C-suite and 
business and technical staff to find the core issues and best 
solutions, Trent has worked as an Epic implementor and with 
EpicCare and Resolute. He is an expert at troubleshooting 
provider-based billing, revenue cycle inefficiencies, work 
flows, and governance structures.  

(Overlooked opportunities within the revenue cycle  continued from page 1)
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