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TELEHEALTH
Future of Health survey finds patients 
and doctors want more digital interaction
Both consumers and physicians are eager for increased digital 
engagement, according to a new nationwide poll released by Ernst & 
Young LLP (EY) recently at HIMSS18. (HIMSS stands for Healthcare 
Information Management Systems Society.) More than half (54%) of 
consumers surveyed indicate a comfort level contacting their physician 
digitally, and express interest in using technology such as at-home 
diagnostic testing (36%), using a smart phone or connect device of 
information sharing (33%) and video consultation (21%). 
Similarly, the report indicates widespread agreement among physicians 
that digital technologies and data sharing will contribute effectively to 
the overall well-being of the population. More than four in five (83%) 
physicians believe that increased consumer and patient-generated data 
from connected devices would benefit the overall quality of care and 
enable more personalized care plans. Two-thirds (66%) also indicate 
that increased digital technologies would reduce the burden on the 
health care system and its associated costs, and 64% think it would 
help reduce the burden on doctors and nurses and have a positive 
impact on the critical issue of burnout.
“The health sector today is ripe for disruption, and these findings 
reinforce the need for organizations to rethink how and where care is 
delivered to consumers,” said Jacques Mulder, US Health Leader, 

INCREASING PROFITS
Want to improve collections? Start by 
looking at your Patient Registration System
By Ranadene (Randi) K. Tapio
When registering patients in your system, do you collect all the 
information you need to effectively set them up?
First and foremost, a good intake system and/or form is a must! If set up 
properly, your intake system and/or form will collect all the necessary 
information you need to bill a patients insurance carrier(s). Offices 
should collect, at minimum, the following information:

(continues on page 3)

(continues on page 11)
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medical office manager TM EMPLOYEE WELLNESS
Why employers often get worker well-
being wrong and how to get it right
A new report from the Campbell Institute indicates not all 
employers are getting worker well-being right, and it could be 
affecting the sustainability of their business.
While many organizations today are focused on well-being 
programs that tackle smoking cessation, weight loss or nutrition—
not bad programs in and of themselves—the Campbell Institute 
report indicates a more multifaceted approach to worker well-being 
can lead to sustainable, and even increased, employee health.
According to the report, well-being is where health protection 
(such as safety training) and health promotion (such as free flu 
shots or other immunizations) intersect. To get the most out 
of their well-being programs, organizations should consider 
improving the areas of highest risk to their team. These areas 
can certainly include employee fitness and nutrition, but also 
encompass broader health and safety issues, such as workplace 
fatigue, stress, overtime management and job security.
The Campbell Institute proposes a systematic approach to 
assessing and addressing total worker well-being, such as 
implementing the “Plan Do Check Act” model.
“There is not a one-size-fits-all solution to worker well-being,” 
said John Dony, director of the Campbell Institute, the center of 
excellence for environmental, health and safety management at 
the National Safety Council. “Organizations are unique and so are 
their employees. If the biggest risk to an organization is employees 
being overweight, it might want to focus efforts on physical 
fitness. Or, if the highest risk for an organization is deemed to be 
worker stress, it might want to look at implementing a worker 
assistance program.”
The PDCA model is intended to not only discover and implement 
improvements in worker well-being, but also ensure those 
improvements are maintained. The system is well known in the 
safety industry and is repeated continuously for ongoing progress. 
Steps in the model are as follows:

 k Plan: analyze information, solicit ideas and select best plan 
for improvement

 k Do: implement the plan (either as a pilot program or 
fully deployed plan)

 k Check: gather information to verify the desired effects 
of change are seen

 k Act: sustain gains made and make course corrections 
as needed

By using the PDCA model, employers can identify top problem 
areas and then develop intervention strategies at an organizational 
level to address those risks.  
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Demographics
 k Patient’s full name
 k Gender
 k Birthday
 k Patient’s full mailing address
 k Patient’s home phone
 k Responsible party info
 k SS # (not required, but helpful later in 
collection purposes, if needed)

Insurance Information
 k Primary Insurance carrier name
 k Patient’s ID # / group #
 k Full claims mailing address, phone and fax #
 k Name and birthday of Insured (if other than 
patient)

 k Secondary Insurance carrier name (if 
applicable, will also need the same information 
as listed under Primary Insurance)

WC / MVA / PI Claims
 k Date of injury
 k Claim #
 k Carrier name and claims mailing address
 k Name of Adjustor, phone and fax numbers, and 
email address

Authorizations and releases
Patients must sign a statement releasing payment 
directly to your facility for services rendered.

HIPAA Notice of Privacy Practices
Your office must have a HIPAA NPP, your patients 
must be informed of its contents, and they should 
sign their receipt of this document.

Financial Policies
Your office should have a Financial Policy that 
specifically outlines your expectations of your 
patients. Patients should be required to read this and 
sign that they have.
A good practice is for offices to use separate intake 
forms for private insurance vs. PI claims. It’s easiest 
to distinguish between them by simply color-coding 
the forms. White forms could be for commercial 
carriers, whereas blue forms could be for the PI 
claims.
Your Verification of Benefits (VOB) system is also 
an important process. Offices that routinely verify 
benefits generally have better collections and cash 
flow than practices that do not.

Conclusion
A good Patient Registration System, which obtains 
all necessary information, is a benchmark of better 
business practices.
Ranadene Tapio, MBA, CMRS, CMC, Guest Contributor, 
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 contact her at Randi@
MedCycleSolutions.com or call 320-290-6448.  

MANAGING THE OFFICE
A look at the medical practice organizational structure
By Nick Hernandez 
The purpose of an organization chart is to depict 
the skeletal structure of the practice, including the 
functional relationships between, among, and within 
the specific components. An organization chart 
provides a point of reference and improves the flow 
and direction of communications. It allows people 
to see how they fit in the big picture, increases 
efficiency, and maintains a balance in the practice.
The development of good structure for 
organizations has been a concern for managers 

throughout history. Medical practices have both 
structure and process. The structure refers to the 
formal organization and the plans, schedules, and 
procedures that hold it together. Structure is the 
instrument by which people formally organize 
themselves to carry out a task. Process represents 
what actually goes on: what is done, how it is done, 
and the way individuals or groups behave and carry 
out their perceptions of the assigned tasks. The 
structure can be seen as the anatomy of a practice, 
and the process as the practice’s physiology. 

(Want to improve collections?  continued from page 1)
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As specialization increases, division of labor naturally 
results in the formation of organizational segments, 
usually referred to as departments.
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There are six key aspects of an organization chart.

1. Division of work
The principle of “division of work” means to 
divide a given activity or work into small pieces 
or parts so that each part is handled with great 
ease and efficiency. When too many people share 
responsibilities, it wastes time and resources. When 
staff is stretched thin, tasks are not completed on 
time. By referring to an organization chart, each 
person in the practice can determine what his or her 
responsibilities are. Because of this, the medical 
practice functions more efficiently.

2. Line of authority
Line of authority can also be phrased “chain of 
command”; it essentially establishes who is in 

charge of giving orders. An organization chart 

is characterized by a rigid, formal structure of 
authority relationships in which the authority and 
the responsibility for performing each specialized 
task in the practice are legitimized. Authority is 
impersonal, since it is vested in the position rather 
than in the individual holding that position, and this 
is reflected in an organization chart.

3. Flow of authority
Authority flows from top to bottom on an 
organization chart and defines the hierarchical 
structure of the medical practice. This accounts for 
the pyramidal shape of most organization charts.

4. Span of control
The span of control concept of organization 
structure refers to the number of subordinates who 
can effectively be directed and coordinated by one 
supervisor. As the number of subordinates in each 
echelon increases, the shape of the organization 
chart changes from a tall pyramid to a flatter 
one. The size of the span of control will impact a 
practice’s time to make decisions and cost structure.

5. Delegation and decentralization
These are structural concepts that are closely 
related to the span of control. Delegation is the 
assignment of responsibility and the transfer 
of authority for directing and coordinating task 
performance to one or more subordinates by a 
supervisor. It is about entrusting someone else to 
do parts of your job. When this is done, authority 
is in effect decentralized, or removed from the 
single central position it once occupied. Continued 
decentralization has the effect of transferring 
authority and responsibility relationships to 
successively lower levels of the organization, 
widening the span of control at the higher levels. 
To be clear though, you cannot delegate absolute 
responsibility, but rather authority.

6. Departmentalization
This is a natural consequence of specialization 
and division of labor. As specialization increases, 
division of labor naturally results in the formation 
of organizational segments, usually referred to 

Essential Financial Metrics 
for Practice Profitability

Nick Hernandez, a nationally-recognized expert on medical practice 
financial analysis and management, will give you the 12 key financial 

metrics you need to quickly and easily measure and understand the 
current health of your medical practice. You will find out:

 � Why the first step is to be armed with better financial data –and how 
to gather the data you need

 � The critical importance of accurately understanding practice expenses 
as a percent of revenue

 � The 12 key metrics you need to measure the health of your practice 
and how to distinguish which metric to use when

 � How to identify and gather the proper data inputs and correctly 
calculate the result

 � How to understand what the resulting metrics tell you about the health 
of the practice and best steps to take to improve practice profitability

 � And MUCH MORE!

WEbiNAR ANNOUNCEMENT

Register at medicalofficemgr.com or Call 888-729-2315

Presenter: Nick Hernandez, 
MBA, FACHE
When: Thursday, May 10, 2018, 
1:00 pm ET (10 am PT)
Duration: 60 minutes



Related reading: 
 � www.medicalofficemgr.com/8-proven-ways-to-totally-
destroy-your-credibility-as-a-manager

 � www.medicalofficemgr.com /overloaded-at-work-heres-
what-you-should-do

 � www.medicalofficemgr.com /strong-practice-leaders-
understand-the-competition

Your subscription to this newsletter includes access to Medical 
Office Manager online. Click the links above in the digital version 
of this newsletter, or go to www.medicalofficemgr.com
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LISTEN TO ANSWERS
Why you need to stop talking 
to start leading
By Rebecca Teasdale 
Recently, a colleague and I were at a dinner 
function with a group of leaders from a client 
company. We found ourselves seated at a table 
with a new member of the executive team whom 
we were meeting for the first time. Waiting for 
the plated meals to arrive, we eased into the 
conversation with small talk about sports and 
weather and then we went deeper inquiring about 
his family, his career, and his thoughts on the 
industry. When the dinner wrapped up 45 minutes 
later, my colleague and I had learned a lot about 
him. We had learned about his years working 
abroad, his days as a partner at an IT consulting 
firm, and his time on Wall Street. Yet, he had 
learned nothing about me or my colleague. In 45 
minutes of conversation, he hadn’t asked either of 
us a single question.
Sadly, this common, self-absorbed style of 
relating has reached new, alarming levels. Social 

interactions no longer seem to be two-way. Whether 
with friends, colleagues, new acquaintances and 
even family members, the common courtesies of 
asking questions and listening have given way to an 
urgent need to speak and be heard.
In my work as an executive coach, I try to talk no 
more than 30% of the time, giving my clients the 
majority of the airtime. When I am talking, I’m 
mostly asking questions. By giving my clients that 
airtime, I’m able to understand their challenges, 
relate to their needs, and extend the empathy they 
badly want and need. For me, listening is how I 
learn. For my clients, it’s a way to show I value 
them. A recent Harvard study zeros in on the 
scale of this problem: People spend most of their 
time during conversations talking about their own 
viewpoints and tend to self-promote when meeting 
people for the first time. In contrast, high question-
askers—those that probe for information from 
others—are perceived as more responsive and are 
better liked.
Of course, being liked is not the main goal of 
conversation but it can be the starting point for 
healthy relationships. The people in our lives want 

as departments. The larger a medical practice 
becomes, the more departmentalization it requires 
to facilitate the specialization of activities. In very 
large practices, the basis for departmentalization 
may vary at different levels. Although 
departmentalization is necessary in every practice 
to provide specialization, it usually poses problems 
in coordinating activities.
I know many physicians who take pride in having 
a “flat” organization. Every one of those groups 
whom I’ve worked with found the benefits of 
developing an organizational structure and would 
never go back to being “flat”. Organizational 
structure improves operational efficiency by 
providing clarity to employees at all levels of a 
company. Physicians with flat structures ultimately 
spend too much time managing the practice, a 
function that is not reimbursed. By creating an 
effective structure, with the right people in each 
role, physicians can spend more time taking care of 
patients and earning revenue for the practice.

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. 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.  

http://www.medicalofficemgr.com/8-proven-ways-to-totally-destroy-your-credibility-as-a-manager
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to feel valued and validated. And asking people 
questions does this and more. In my work with 
leaders and teams, I’ve learned that asking genuine 
questions and listening to what people have to say 
can have these benefits:

 k Improve engagement by showing we value the 
views of others

 k Improve the quality of decisions by 
understanding multiple perspectives on an issue

 k Improve collaboration and buy-in by inviting 
dissenting views that may otherwise go unheard

 k Increase influence by involving others in 
decisions and direction setting

 k Develop stronger workplace relationships 
leading us to want to invest in the success of 
others.

The job of the leader is to ensure that bad news 
surfaces fast. The sooner the toughest issues 
get raised, the sooner they get fixed. Yet many 
leaders I observe put more energy into telling and 
convincing than into listening and learning. Leaders 
are often mistakenly viewed as the experts who 
have all the answers. At higher levels, the worse it 
seems to get. Many of the CEOs and SVPs I work 
with are shielded from the real issues. They have 
failed to create a culture of openness and candor, 
which must start with their own curiosity and 
interest in others—with their willingness to ask and 
listen. These same leaders often seek counsel from 
their coaches asking, “How do I develop better 

relationships with my people? How can we increase 
employee engagement? How can I show people 
they are really valued? How can we create a culture 
of learning and innovation?”
Fortunately, there’s a simple approach that doesn’t 
require a big budget. Here are four ways to get started:

 k In your meetings, observe what’s going on. 
How much are people talking and positioning 
versus asking, listening and learning? What is 
your own tendency?

 k Try not to talk first. Force yourself to let others 
go first. Don’t jump in too quickly to fill the 
silence.

 k Make a habit of asking questions that increase 
learning like, “Tell me more about your 
recommendation. What am I missing? What are 
we not thinking of? What are some other ways 
we can approach this challenge? What’s our 
real purpose in this?”

 k Go deep by asking follow up questions. Model 
showing curiosity about others’ views.

As a leader, you are well served to ask the right 
questions versus always having the right answers. 
Try it for a couple of weeks and see what happens.  

Rebecca Teasdale is a Leadership Development expert and 
co-founder of the Trispective Group. She is the co-author 
of The Loyalist Team: How Trust, Candor, and Authenticity 
Create Great Organizations. For more information, or to 
take a free team snapshot assessment, please visit, www.
trispectivegroup.com.  

COMPLIANCE
5 blind spots in sexual harassment policies and how to fix them
Recent months have witnessed the morphing of 
workplace sexual harassment prevention from 
legal requirement to moral imperative. And 
while the current fervor is a bit unnerving for 
employers, to the extent it shatters complacency, 
it’s a positive and even necessary development. 
Sexual harassment has evolved dramatically in the 
past two decades—in terms of not just conduct but 
our understanding of it. As a result, the traditional 
sexual harassment policy, of circa. 2000, has 
become out of date and badly in need of revision. 
So reviewing your practice’s current sexual 

harassment policy is not only a justifiable use of 
time but an imperative. Here are five common blind 
spots to look for in your review.

1. Banning sexual harassment “in the 
workplace”

Blind spot: Typical policies ban sexual harassment 
“in the workplace.” The problem is that sexual 
harassment occurs not just within the four corners 
of the physical workplace but also offsite—in 
vehicles, during business trips and even at home. 
Moreover, the employer’s duty to prevent sexual 

http://www.trispectivegroup.com
http://www.trispectivegroup.com
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harassment may follow employees wherever they 
go in the course of their job duties, especially when 
they are in the company of co-workers. Examples:

 k California court refuses to dismiss sexual 
harassment claim of employee/actor who was 
allegedly drugged and gang raped at home of 
co-worker/casting director;

 k Male salesman’s inappropriate sexual remarks 
to female co-worker at bar was sexual 
harassment even though it occurred away from 
work site; 

 k Failure to take action in response to employee’s 
complaints about co-worker’s harassing phone 
calls makes employer liable for creating hostile 
work environment even though calls were made 
from (and to) home after work hours.   

How to fix it: Ban sexual harassment not just “in 
the workplace” or “the practice” but all work-
related settings, including offsite activities such as:

 k Client and customer visits and service calls;
 k Business travel;
 k Conferences, training sessions and seminars;
 k Company or client-sponsored social functions; 
 k Any other offsite work assignments. 

2. Banning sexual harassment “by co-
workers, supervisors, and managers”

Blind spot: As with setting, sexual harassment 
is personnel-agnostic. Employees can suffer it at 
the hands of not just individuals who work for the 
same organization but third parties like customers, 
clients, and even outside service personnel. 
Example: During a service visit, a photocopy 
technician smacks an employee on the butt with 
a rolled up newspaper as she bends over to pick 
up a fallen ink cartridge. The victim’s employer is 
found liable for sexual harassment even though the 
technician is an employee of the service company 
and not the organization.  
How to fix it: Your commitment to protect practice 
employees from sexual harassment should extend 
to harassment from third parties that employees 
may encounter in the course of their job at least to 
the extent you have a reasonable degree of control 
over those parties, e.g., customers, clients, vendors, 
and contract personnel. While it may be admirable 
in principle, seeking to extend this commitment to 
all third parties is neither reasonable nor realistic. 

3. Omission of cyber harassment and 
revenge porn

Blind spot: Old-school sexual harassment policies 
don’t deal with what is rapidly becoming the face 
of sexual harassment in the 21st century: cyber 
bullying, and revenge porn. The latter refers to 
vindictive and nonconsensual online posting of 
nude or sexually explicit photos, videos, and other 
depictions of ex-lovers in an attempt to embarrass, 
humiliate, and ruin lives. And it frequently happens 
in the workplace. Although the law is still evolving, 
the early cases indicate that it’s only a matter of 
time before the employer’s sexual harassment duties 
are extended to cyber bullying and revenge porn. 
How to fix it: Make sure your policy defines 
sexual harassment to include cyber bullying and 
stalking, non-consensual taking or posting of sexual 
activity, and other forms of sexual abuse against co-
workers via social media and other digital fora. 

4. Omission of other forms of sexual 
misconduct

Blind spot: While sexual harassment is the most 
common, it’s not the only form of workplace sexual 
misconduct. And while using the term “sexual 
harassment” to refer to the whole enchilada may be 
clear enough for everyday parlance, it won’t work 
in the context of an HR policy.  
How to fix it: Ban not just “sexual harassment” but 
all forms of sexual misconduct that employees may 
suffer in the course of their work, including: 

 k Non-consensual sexual contact or attempts 
to commit it (just be sure to include a clear 
definition of “consent”); 

 k Dating violence or abuse, i.e., use of fear, 
degradation, humiliation, and/or abuse against a 
dating partner to gain power and control in the 
relationship; 

 k Domestic violence; 
 k Stalking and cyber stalking; 
 k Sexually-based communication, i.e., in-person, 
phone, social media, electronic messages, and 
other communications of a sexual nature that 
are unwelcome to the employee recipient; 

 k Invasion of an employee’s sexual privacy;
 k Exceeding the limits of consent, e.g., Bob lets 
a friend hide in the closet so he can watch Bob 
have consensual sex with his co-worker;



Related reading: 
 � www.medicalofficemgr.com/8-traps-to-avoid-when-
investigating-a-sexual-harassment-complaint

 � www.medicalofficemgr.com /five-dangers-in-dealing-with-
harassment-claims

 � www.medicalofficemgr.com /why-do-some-get-away-with-
sexual-harassment

Your subscription to this newsletter includes access to Medical 
Office Manager online. Click the links above in the digital version 
of this newsletter, or go to www.medicalofficemgr.com
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 k Knowingly transmitting a sexual infection or 
disease to another person; 

 k Non-consensual sexual exposure. 

5. Lack of accountability for bad faith 
accusations

Blind spot: While most sexual harassment 
complaints are made in good faith, there’s always 
the risk of employees’ of abusing the system by 
making accusations they know to be baseless. Most 
sexual harassment policies aren’t equipped to deal 
with these abuses.

 k Pattern 1: The policy doesn’t hold employees 
accountable for such abuses; or

 k Pattern 2: The policy holds employees 
accountable for “false” accusations. 

The first policy doesn’t go far enough; and the 
second policy goes too far. Punishing employees 
for making “false” sexual harassment complaints 
exposes you to liability risks for retaliation if the 
employee made the accusation in good faith and 
sincerely believed he/she was harassed. 
How to fix it: Reserve the right to punish not false 
but bad faith complaints. Specify that you won’t 
consider a complaint to be in bad faith merely 

because the evidence doesn’t ultimately support the 
accusation and that bad faith requires a finding that 
the complaining employee acted maliciously either 
knowing that the accusation was false or recklessly 
without regard to whether the accusation was true.

Conclusion
The old-school sexual harassment policy has 
become obsolete. Protect your practice by revising 
your policy to comport with modern times, 
technology, wisdom, and understanding about how 
sexual harassment occurs.  

MANAGING THE OFFICE
Are 5 common, but undiscussable, workplace behaviors putting 
your patients at risk?
A study by VitalSmarts suggests that slackers, timid 
supervisors, toxic peers, and arrogant doctors are 
common in healthcare. But, while frustrating, these 
behavior problems aren’t the real problem. The real 
problem in healthcare is silence. 
VitalSmarts’ study of workplace drama in 
healthcare found that while most employees and 
physicians frequently witness these interpersonal 
concerns, few address the problems—and their 
silence results in substantial reductions in patient 
safety and quality of care.
David Maxfield, vice president of research at 
VitalSmarts, and Joseph Grenny, cofounder of 
VitalSmarts, asked more than 1,200 physicians, 
nurses, and staff to identify how common, costly, 

undiscussable, and unsolvable five interpersonal 
challenges were in their teams and organizations. 
They found the following issues were pervasive 
and destructive:
1. Poor initiative: Team members who take 

shortcuts and excessive breaks and don’t do 
their fair share of the work. While 61 percent 
said poor initiative was common and nearly 
three-fourths said it dramatically affected 
safety and care, 75 percent described it as 
“undiscussable.” The result: a widespread belief 
that laziness is the standard. 

2. Difficult peers: Colleagues who gossip, spread 
rumors, give people the cold shoulder, and are 
rude, sarcastic and mean. Over half said this 
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“It turns out, having a manager who demonstrates 
strong and positive interpersonal skills can eliminate the 
impacts of workplace drama.”

— David Maxfield, VitalSmarts
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behavior is common and two-thirds described its 
damaging effects. And yet, 78 percent confessed 
it could not be discussed in their culture. 

3. Failure to hold others accountable: Managers 
who neglect to hold people to the required 
safety and culture standards. Three out of 
four said persistent management weakness 
undermines safety and quality of care and two-
thirds said it is an open secret that cannot be 
addressed. 

4. Unresponsive physicians: Physicians who 
ignore phone calls, pagers, emails, and are 
often late. While this concern was described 
as “common” by only 38 percent—a relatively 
lower frequency than other issues—when 
it happens 70 percent say it is “unsolvable” 
because it is also “undiscussable.” 

5. Managers who play favorites: Managers 
who give better hours, assignments and 
opportunities to a select a few. Just under a 
third of respondents said this is a frequent 
occurrence and almost three-fourths declared it 
undiscussable.

Communication breakdown 
and patient care
Maxfield and Grenny found that these five 
challenges are a powerful predictor of the most 
important leading indicators in healthcare. How 
well or how poorly an organization masters these 
issues also predicts:

 k the rigor of their patient safety (.47 correlation),
 k the quality of their patient care (.47 correlation),
 k the quality of patient and family experience (.42 
correlation) and

 k staff and physician engagement (.57 
correlation).

“You can adhere to strict checklists, surgical 
pauses, and other safety tools, but if people can’t 
talk about behavioral lapses in how those tools 
are used, they lose their effectiveness,” Maxfield 
concluded.
Maxfield and Grenny, who have published two 
acclaimed studies documenting the impact of 
communication breakdowns in healthcare—in 
partnership with the American Association of 
Critical Care Nurses and the American Association 
of periOperative Registered Nurses—say these 
results make a strong case for improving the 

culture in healthcare and the interpersonal skills of 
physicians, nurses, and staff. 
“Healthcare is not immune to workplace 
drama,” says Grenny. “If anything, the stress and 
complexities introduced by long and difficult hours, 
power differentials among colleagues and mounting 
regulation ensures healthcare professionals will 
face interpersonal strain and frustration at every 
turn. What this research confirms is that if you 
can’t talk about high stakes staff issues, you can’t 
deliver great healthcare.” 

Manager needs strong 
interpersonal skills
The research also identified “positive deviants” 
who managed these challenges better than others. 
“It turns out, having a manager who demonstrates 
strong and positive interpersonal skills can 
eliminate the impacts of workplace drama,” says 
Maxfield. “Employees with skillful bosses rated 
their departments higher on patient safety, quality 
of care, patient and family experience and staff and 
physician engagement.” 
These five interpersonal issues are not the problem, 
though, Grenny concludes. The problem is that few 
healthcare facilities address them. “The finding that 
the influence of a manager can change the dynamic 
suggests a great place for healthcare executives to 
invest attention.”  
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PHYSICIAN COMPENSATION
National research study finds 
large gaps in U.S. physician 
compensation
Doximity has released its second annual Physician 
Compensation Report, a comprehensive survey 
of U.S. physician compensation. This year’s 
study found that doctors saw an average 4 percent 
wage increase nationally from 2016 to 2017. 
However, compensation varied significantly across 
metropolitan areas, between genders, and across 
medical specialties. The report is based on more 
than 65,000 verified U.S. physician respondents, 
making it one of the largest studies available on 
physician pay in the United States.
“Considering the increasing concern about potential 
doctor shortages, having a clear understanding 
of physician compensation is more relevant than 
ever,” said Nate Gross, M.D., co-founder of 
Doximity. “As the largest online medical network 
in the U.S., Doximity has unmatched insight into 
issues that affect the medical community, including 
compensation trends and disparities.”

Key findings include:

Physician Compensation by Metro Area
 k The five metro areas with the highest average 
annual salary in 2017 were: Charlotte, 
N.C. ($402,273); Milwaukee ($398,431); 
Jacksonville, Fla. ($379,820); Indianapolis, Ind. 
($378,011); and San Jose, Calif. ($376,585). 

 k The five metro areas with the lowest average 
annual salary in 2017 were: Durham, N.C. 
($282,035); Ann Arbor, Mich. ($302,692); 
Baltimore ($304,002); New Haven, Conn. 
($308,262); and Rochester, N.Y. ($312,503). 

 k From 2016 to 2017, the metro areas with the 
largest increase in physician compensation were: 
Charleston, S.C. (11.6 percent or $33,182 more); 
Milwaukee (7.3 percent or $52,601 more); 
Austin, Texas (7.2 percent or $45,605 more); 
San Francisco (6.9 percent or $58,184 more); 
and Las Vegas (6.7 percent or $47,256 more).

Physician Compensation by Medical Specialty
 k The five medical specialties with the 
highest average annual salary in 2017 were: 
neurosurgery ($662,755); thoracic surgery 
($602,745); orthopedic surgery ($537,568); 

vascular surgery ($476,300); and plastic surgery 
($473,212). 

 k The five medical specialties with the lowest 
average annual salary in 2017 were: pediatric 
infectious disease ($191,735); pediatric 
hematology and oncology ($208,524); pediatric 
endocrinology ($214,911); pediatrics ($221,900); 
and preventive medicine ($231,838).

Physician Gender Wage Gap
 k In 2017, the national gender gap for physicians 
increased as female doctors earned 27.7 percent 
less ($105,000) than their male counterparts. 
The disparity in 2016 was 26.5 percent, when 
female doctors earned $91,284 less. 

 k Similar to 2016 findings, there remains no 
medical specialty in which female doctors earn 
more than male doctors. Additionally, women earn 
less than men in all of the top 50 metro areas. 

 k From 2016 to 2017, the metro areas with the 
largest increase in gender wage gaps were: 
Charleston, S.C. (8.6 percent increase); Ann 
Arbor, Mich. (8.2 percent increase); Riverside, 
Calif. (8.0 percent increase); Providence, R.I. 
(6.4 percent increase); and Indianapolis (6.1 
percent increase). 

 k In 2017, the metro areas with the largest gender 
wage gaps were: Charleston, S.C. (female 
physicians earn 37 percent or $134,499 less); 
Kansas City, Mo. (32 percent or $131,996 less); 
Nashville, Tenn. (32 percent or $118,706 less); 
Providence, R.I. (31 percent or $108,796 less); and 
Riverside, Calif. (31 percent or $115,991 less). 

 k In 2017, the medical specialties with the largest 
gender wage gaps were: hematology (female 
physicians earn 20 percent or $78,753 less); 
occupational medicine (20 percent or $59,174 
less); urology (20 percent or $84,799 less); 
orthopedic surgery (19 percent or $101,291 less); 
and gastroenterology (19 percent or $86,447 less).

“All health care stakeholders should be aware 
of the differences in compensation for men and 
women across the country,” said Christopher 
Whaley, Ph.D., the report’s lead author and adjunct 
assistant professor at the University of California, 
Berkeley School of Public Health. “Compensation 
inequity can directly affect where and what 
physicians choose to practice, which could 
ultimately affect patient access.”  
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Ernst & Young, LLP. “Both consumers and 
physicians are empowered by emerging technology 
and are hungry for better, more connected 
experiences. This demand paves the way for 
nontraditional players to make an impact on the 
industry, and is another indicator that health in 
entering an era of convergence.”
The report also indicated that creating incentives 
for data sharing is a critical piece of the puzzle. 
While only 26% of consumers are interested in 
sharing lifestyle information with their physician, 
those numbers make a big jump when you 
add incentives. Consumers said that reduced 
waiting times (61%) and cost savings (55%) 
provided the biggest incentives to increase digital 
engagement with their physicians. Even further, 
despite hesitation in sharing dietary and exercise 
information, 26% indicated that the ability to 
receive tailored diet and exercise plans would also 
encourage engagement with digital technology.
Despite the overall positive sentiment, generational 
differences are prominent among both consumers 
and physicians. Across all forms of tech, the survey 
found much lower engagement and interest from 
those aged 45 years and older.
Results also point to increased awareness among 
consumers about the level of innovation in the 
health sector, with 64% of consumers considering 

the US health industry to be innovative. To build 
on this, 70% of physicians are positive about the 
effectiveness of current technologies in use.
“What we see from these results is that consumers 
and physicians are ready for increased digital 
interaction,” said Rachel Hall, Principal and 
Advisory Health Digital Offering Leader, Ernst & 
Young LLP. “If you look at the health sector today, 
we see a lot of point solutions designed to address 
a particular aspect of health or wellness. While this 
is a great start, what we are missing are solutions 
to support health and disease management on a 
broader level. To find success in this landscape, 
we need more interoperable data that is source 
agnostic, the right analytic tools, and a focus on 
consumer-centric designs.”  

TELEHEALTH
Improving patient health 
outcomes with telerehab
Orthopedic surgeon Michael Oberlander, MD, 
believes that telerehab can help alleviate the 
challenges that patients face with pain and their 
adherence to physical therapy (PT). Oberlander, 
president and chief medical officer of Trainer Rx, 
presented his insights at HIMSS 2018 as one of 
the speakers at the Intelligent Health Pavilion in 
Las Vegas, NV. (HIMSS stands for Healthcare 
Information Management Systems Society.) 
During his presentation, Oberlander, emphasized 
the cost of orthopedic injuries to society:

 k $213 billion: Cost of treating orthopedic 
injuries annually, including care and lost wages

 k 77% (65.8 million): Healthcare visits that are 
specific to orthopedic injuries

 k 48% or $12.7 billion: Percentage/amount US 
spends on PT

“While the majority of patients may benefit from 
physical therapy, less than 15% on average are 
given prescriptions for PT,” noted Oberlander. 
“Many ignore their injury until it becomes 
debilitating or rely on medications to alleviate pain. 
In some cases, patients would actually prefer to 
undergo surgery to relieve their suffering.”
Oberlander explained that two primary reasons 
people don’t seek physical therapy are cost and 
convenience.  
“In my sports medicine practice I saw a significant 
gap with conventional rehabilitation,” he noted. 

(Patients and doctors want more digital interaction  continued from page 1)
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“Patients were paying more, not completing their 
PT treatment plans, and were relying more on pain 
medicines.”
Oberlander said that reduction in reimbursements 
have pushed the burden of paying for physical 
therapy to the patient. Out-of-pocket costs 
today can range from $60 to $175 per session. 
Additionally, work, family life, and other life 
pressures have also infringed on patients’ 
therapeutic sessions. On average, patients 
complete only 70-80% of their treatment plan. Not 
completing their therapy significantly increases 
their risk for re-injury and for substance abuse. 
According to Altarum, the US cost of pain 
medicines, such as opioids, has reached $1T since 
2001.
According to Oberlander, the Trainer Rx platform 
solves the cost and convenience challenge by 
offering patients an annual fee that is usually lower 
than insurance co-pays and by giving them 24/7 
access to the PT platform after a physician has 
prescribed it.
Since the platform was launched in 2014, more than 
600,000 telerehab sessions have been completed, 
and many accessed their sessions at any time of day 
or night. Those who used the platform also reported 
statistically significant pain reduction. For example, 
patients who received hip arthroplasty and used the 
platform for PT reported a 45.9% reduction in pain 
scores using the visual analog scale (VAS Pain).
“Physical therapy can be an effective pain 
management solution, while addressing the 
underlying pathology,” noted Oberlander. 
“Telerehab holds the promise of improving patient 
health outcomes while reducing reliance and 
potential abuse of pain medicines.”  
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