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Medicaid expansion made possible 
by the Affordable Care Act.

The number of rural hospitals in 
the United States has been decreas-
ing for some time, with more 
than 200 closings between 1990 
and 2000 according to the U.S. 
Department of Health and Human 
Services, with those that have 
stayed open struggling to stay fully 
staffed. These closures aren’t only 
due to state refusals of Medicaid 
expansion funding. Another factor 
impacting these hospitals is the 
advancement in medical treatment 
and technology. Experts note that 
with scientific development in areas 
such as neurosurgery, care has 
migrated to areas of larger popula-
tions that can support technology 
specialists. Still, if state legisla-
tures and governors had accepted 
Medicaid expansion funds, billions-
more dollars would be available to 
help fund the long-term existence 
of rural facilities.

Whether or not the Medicaid 
expansion is the right tool for 
keeping the doors open at rural 
hospitals, it seems likely that some 
sort of rescue will be needed soon. 
At present, it could almost be said 
that rural hospitals are in a death 
spiral, in part because as people 
leave the area (includ ing due to 
poor access to healthcare) the 
facilities have steadily less income. 
Not only that, but as hospitals close, 
physi cians have less reason to stay 
in a rural area, much less relocate 
there, and the struggling hospitals 
that remain may not be able to 
afford physicians’’ salaries. This will 
continue to contribute to the grow-
ing physician shortage that rural 
areas are experiencing.

HEALTH IT

Healthcare Data Breaches to 
Cost $4 Billion by Year-End, 
2020 Will Be Worse
According to a survey conducted 
by Black Book Market Research, 
some 96% of healthcare IT profes-
sionals agreed that data attackers 
are outpacing IT’s efforts to protect 
their organizations against hackers. 
Some 93% of healthcare organiza-
tions have experienced data attacks 
in the past three years, with 57% 
reporting five or more attacks.

The same survey revealed that 
about 90% of healthcare enter-
prises have not increased their IT 
security budgets in the past three 
years, making them more vulner-
able than ever as they rely on 
older systems and technologies to 
protect them from the state-of-the-
art tools and techniques used by 
cybercriminals.

CEOs and CFOs struggle with 
finding an appropriate budget for 
cybersecurity. Typically, they rely 
on historical data to guide them in 
pro jecting budgets. But cybersecu-
rity is a new and rapidly developing 
arena; no one seems to know how 
much they should spend to reach a 
prudent level of safety.

Medical practices—especially 
physician-owned groups—have a 
long history of resisting preven tive 
measures that cost a lot of money. 
Clearly, effective cybersecurity is 
expensive, but the costs pale by 
comparison with costs associated 
with a data breach. From repara-
tions to com munications, from fines 
and penalties to lost productivity, it 

all adds up to numbers with a lot of 
zeros and commas.

You need to take a hard look 
at your security measures to see 
if they are providing your prac tice 
with a reasonable level of protec-
tion against the inevitable attacks 
(both from outside and from within 
your organization). And while 
you’re at it, how long has it been 
since you reviewed your insurance 
coverage? Chances are good that 
you need bigger policy limits (not 
to mention the need to upgrade 
your policies to include the latest 
threats).

No one likes to pay astronomic 
medical liabil ity premiums, but 
you would be foolish to neglect it 
in today’s litigious environment. 
Malpractice and cyberattacks are 
similar in this: it’s no longer a matter 
of if but when you will be faced 
with a potentially very expensive 
problem.

Source: Medical Liability Monitor, 
December 2019

MEDICARE/ 
MEDICAID

Seventy-Two Percent of All 
Rural Hospital Closures Are 
in States That Rejected the 
Medicaid Expansion
According to recent research, 
roughly 20% of Americans live in 
rural areas. These areas have been 
steadily losing access to hospitals 
for years, as rural facilities have 
collapsed financially over time. Of 
the 106 rural hospitals that have 
closed since 2010, 77 of them 
were in states where local legisla-
tures declined to participate in the 

http://www.physicianleaders.org
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	7 Guidelines: These are steps 
normally taken to complete the 
process at hand. Reasonable de-
partures from guidelines—if the 
given situation makes it justifi-
able—would not be considered 
a viola tion of the associated 
policy.

Understanding and maintaining 
this termi nology can go a long way 
toward simplifying requirements in 
your organization. Otherwise you 
run the risk of making the opera-
tional rules more complex than the 
regulations with which you struggle 
to comply.

Most medical managers 
recognize the need for updated, 
standardized, and written policies, 
procedures, and guidelines, but 
very few can find the time for creat-
ing and maintaining up-to-date 
manuals for the practice. The weak-
nesses in operational documents 
show up at the worst times—like 
when the U.S. Department of Labor 
is investigating a discrimination 
claim from a dis gruntled former 
employee, or when the Office 
for Civil Rights asks you for your 
HIPAA Violation Sanction Policies.

Ensuring compliance with regu-
lations pro mulgated by the various 
agencies attempting to control 
our industry can be a pretty good 
moti vator, but good policy and 
procedure manuals bring other, 
farther-reaching benefits:
	7 Delineating expectations about 

everyone’s role in each process 
around the practice;

	7 Fostering a sense of teamwork 
as staff mem bers play “by the 
rules”;

	7 Creating a basis for analyz-
ing and improving critical 
processes;

	7 Promoting consistency and pre-
dictability for patients as they 
navigate your office and ser-
vices; and

	7 Assisting in budgeting and ex-
pense control.

In fact, this list can go on and 
on. The benefits far outweigh the 
hassles associated with “doing the 
paperwork.” And it doesn’t have to 
be that hard these days. You can 
find great boilerplate documenta-
tion (including complete manuals) 

readers decide which alternative 
career is the best fit for them. And 
while other authors encourage 
physicians to start their own busi-
ness, Stacy focuses on full-time 
positions that don’t require readers 
to begin their own consulting busi-
ness or find their own clients.

Here is an excerpt from the 
Foreword by Peter Angood, MD, 
CEO and President, American 
Association for Physician 
Leadership: “The layout of the book 
and its chapter design provide 
focus on the constellation of read-
ily attainable, full-time positions for 
all types of physicians. It is a must 
read for those trying to answer 
their personal question of whether 
to seek an alternative career path 
beyond bedside care.”

Source: https://shop.physicianleaders.org/
collections/all/products/50-nonclinical-
careers-for-physicians-fulfilling-meaning 
ful-and-lucrative-alternatives-to-direct-
patient-care

PRACTICE 
OPERATIONS

Policy, Procedure, or 
Guideline?
When a hospital undertakes to 
revise any of its processes, admin-
istrators and managers under stand 
that they need to document 
those changes with written poli-
cies, procedures, and guidelines. 
Although the terms are used almost 
interchange ably in conversation, 
they really aren’t the same:
	7 Policies: Broad expressions of 

the intent or desired outcome 
of a process, often multidis-
ciplinary in nature, policies are 
not designed for idealism or 
wishful thinking. They are about 
consistently pursuing the goal. A 
rec ommended rule of thumb: “If 
you can’t do it 100% of the time 
for 100% of applicable [situa-
tions], it absolutely should not 
be a policy.”

	7 Procedures: Similar to poli-
cies, procedures outline steps 
required without exception to 
complete the process. Excep-
tions to stated procedures bring 
a process to a halt.

In fact, it seems likely that within 
the next decade or two, the lack of 
access to hospitals will become so 
critical that some form of coordi-
nated federal action will become 
necessary. This will probably 
involve immense investments in 
services and infrastructure that will 
only serve to shore up an infrastruc-
ture already on its last legs.

Instead of waiting until rural 
healthcare sys tems collapse utterly, 
it makes far more sense to look 
at the situation realistically and 
develop solutions that are palatable 
to states where the problem is most 
acute. The longer we let rural hospi-
tals flounder financially, the harder 
it will be to set things right.

Source: Luke Darby, GQ, July 30, 2019; 
https:// www.gq.com/story/rural-hospi-
tals-closing-in-red-states

PHYSICIAN ISSUES

New Book: 50 Nonclinical 
Careers for Physicians: 
Fulfilling, Meaningful, and 
Lucrative Alternatives to 
Direct Patient Care, by Sylvie 
Stacy, MD, MPH
In her book 50 Nonclinical Careers 
for Physicians: Fulfilling, Meaningful, 
and Lucrative Alternatives to Direct 
Patient Care, preventive medi-
cine physician Sylvie Stacy offers 
physicians an escape from that 
bleak “trap” by identifying numer-
ous nonclinical career options that 
could align with their skillsets and 
individual financial situation.

While providing an escape from 
the stressors of clinical medicine, 
the book also allays much of the 
potential guilt associated with “sell-
ing out” their chosen profession or 
abandoning patients by explaining 
how each physician’s training and 
talents directly translate to patient 
care outside of clinical medicine.

The value of 50 Nonclinical 
Careers for Physicians is in its 
actionable advice, including how to 
market yourself in job applications 
and interviews, and the abundance 
of detail it provides—including 
responsibilities, range of compen-
sation, and stress levels—to help 
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that have become standard 
in written communications 
(“FYI” or “EOD”), but err on the 
conserva tive side if you’re not 
sure.

10. Using a rude tone: Avoid 
sarcasm or any phrasing that 
would rely on your vocal tone 
or facial expression to be prop-
erly under stood. Remember 
that email is becoming the 
primary documentation for 
later inqui ries (and even le-
gal action) these days. Write 
straightforwardly and clearly.

11. Communicating via email 
when you should be doing it 
over the phone (or face-to-
face): Often, it’s better to pick 
up the phone or walk down 
the hall to discuss issues and 
concerns with a coworker. Re-
member that once you click 
“send,” you’ve lost total con-
trol of whatever you said in the 
email and/or copies thereof.

Source: Shelby Skrhak, CNBC Make It, 
February 26, 2019; https://www.cnbc.
com/2019/02/26/11- annoying-email-
mistakes-that-can-drive-your-co-workers-
and-bosses-crazy.html

EMPLOYMENT LAW

Boost in Union Organizing 
Activity and Membership
During the COVID-19 pandemic 
crisis, many “front-line” workers 
performing essential functions 
regularly raised concerns about 
inadequate equipment, protective 
procedures, and lack of manage-
ment attention or concerns about 
their safety. When protective 
equipment was not forthcoming 
and people perceived lack of action 
and concern, they began to have 
collective upset. They began to 
turn to a ready source of support—
unions. Workers in healthcare, 
grocery stores, ambulance services, 
food processing, delivery services, 
and more have apparently reached 
out to unions, which were ready 
and willing to act. Union lobbying 
was in part responsible for agencies 
such as OSHA and state health/
safety authorities to start imple-
menting enhanced safety rules, and 

3. Writing a generic subject line: 
A subject line shouldn’t serve 
as a title or headline for your 
letter. Even worse, generic 
subjects such as “here ya go” 
are worthless both in the inbox 
and in a folder when the recipi-
ent searches for it later. Don’t 
try to squeeze your whole 
message in the subject line, 
either.

4.  Putting too many people in 
the “To” or “CC” line: Include 
only those to whom you are 
directly speaking in the “To” 
line. Others with clear interest 
should be copied in the “CC” 
field. Use some discretion; 
don’t add people unless they 
truly need to know.

5. Using improper greetings: 
Email generally falls between 
formal and casual. A “To whom 
it may concern” is probably 
over the top, but “Hey” or simi-
lar is too casual. Many experts 
prefer a simple “Hi, John.”

6. Not introducing yourself: 
When you don’t know the 
recipient already, be sure to 
introduce yourself clearly and 
simply at the beginning. Write 
something like, “My name is 
John. I’m the HR Director at 
Main Street Clinic.”

7. Using too many exclamation 
marks(!): You can show your 
enthusiasm and cheerfulness 
by ending a greeting with an 
exclamation point (“Good 
morning!), but in the body of 
your text, you might be mis-
understood. Instead of “I need 
it ASAP!” try dialing it back to 
“How soon can you have it to 
me? This is quite urgent.”

8. Not starting your email with 
the most important informa-
tion: You’re not writ ing a sus-
pense novel with the climax 
at the end. Get right down to 
business and state the most 
important thing right away. 
Many people skim through 
emails and might miss the main 
point if you bury it several lines 
in.

9. Using slang abbreviations: 
Leave “LOL,” “IDK,” and “BTW” 
in your phone texts. You can 
use business abbreviations 

for just about every aspect of your 
practice. All you need to do is tailor 
the provisions and wording to your 
situation. Many resources are free 
to the skillful Googler, and publish-
ers sell reasonably priced manuals 
for you to adapt and adopt.

Source: Greeley Blog, August 20, 2018; 
https://greeley.com/blog/policy-  
procedure-or-guideline/

Don’t Make These 11 
Annoying Email Mistakes 
That Can Drive Your 
Coworkers (and Bosses) 
Crazy
When email began to take over 
our world in the mid-1990s, we 
started hearing a new term, “neti-
quette,” referring to good manners 
online. The rules have continued 
to develop beyond polite expecta-
tions, and now we can describe 
“best practices” for effectively 
communicating in the virtual world.

Not everyone knows about the 
principles out lined here. There are 
still users who don’t under stand 
how offensive and unacceptable it is 
to type a message in ALL CAPITAL 
LETTERS. It’s the virtual equivalent 
of shouting in someone’s face.

Don’t take for granted that 
your staffers know how to opti-
mize email communication (not 
to mention text and telephone 
communication). If you hope to 
raise the bar of professionalism in 
your medical practice, it’s important 
to provide specific training. Don’t 
make these mistakes:

1. Sending from the wrong email 
address: Accidentally send-
ing a business email from your 
personal account can confuse 
and com plicate matters. When 
the business associate replies, 
you may not notice it, or your 
per sonal spam filter may divert 
an important response from a 
business contact.

2. Using “BCC” carelessly or for 
deceptive rea sons: When it 
comes to the blind-copy func-
tion, never use it to deceive an 
addressee who will be under 
the impression that only the 
visible addressees are privy to 
the content.
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outbursts in which she cursed and 
threw objects at co-workers. She 
claimed that these incidents were 
due to her service-related post-
traumatic stress disorder disability, 
and that other employees had 
engaged in inappropriate behav-
ior, yet not been discharged. The 
court ruled that an employer can 
require all employees to follow 
rules of civil and safe conduct; a 
disability does not excuse one from 
these basic standards. Further, 
the company had fired other 
nondisabled employees for similar 
behaviors. The individuals the plain-
tiff cited as “comparators” were 
not similarly situated as they had 
engaged in milder, purely verbal 
incidents of snarky emails or curt, 
irritated “snapping” at others, which 
were significantly less severe in 
comparison.

Trehan v. Wayfair Maine LLC (1st Cir., 
2020)

level is “the equivalent of a loud 
rock concert,” which can cause 
hearing damage within as little as 
five minutes. The constant gong-
ing drew complaints from patients, 
their families, other hospital 
employees, and neighboring busi-
nesses and residents. The hospital 
filed for and was granted an injunc-
tion to stop the gong show since 
the noise was disturbing to the 
patients and their health.

Marin General Hospital v. Int. Union of 
Operating Engineers Local 39 (Ct. App. 
Cal., 2020)

PTSD Did Not Justify 
Profane Outbursts and 
Throwing Things at 
Co-Workers.
The dismissal of an Army veteran’s 
Americans with Disabilities Act case 
was upheld. The Vet was fired from 
a call center job after incidents of 

for a number of employers to seem 
to pay more attention to these 
issues. This may well have a last-
ing effect. After years of declining 
union membership and apparent 
worker disinterest over wage-and-
hour bargaining, personal safety 
may have triggered a new interest 
for collective action and may result 
in a surge in union organizing.

Source: Boardman Clark Labor & 
Employment Law Update, May 2020

Bang the Gong Softly!
A state court issued an injunction 
against striking hospital workers 
who were loudly and repeatedly 
banging two large metal gongs 
outside the hospital to draw atten-
tion to their dispute. The gongs 
started at dawn and carried on 
throughout the day, for days on 
end, at a decibel level between 80 
and 105 decibels. A 105-decibel 

50 Nonclinical Careers for Physicians: Fulfilling, Meaningful, and Lucrative Alternatives 
to Direct Patient Care by Sylvie Stacy, MD, MPH

How Physicians Can Leverage Their Clinical Skills 
to Transition to Another Career

Order your copy today at www.physicianleaders.org/50-nonclinical-
careers or call (800)562-8088.

By the time they realize their career in clinical medicine isn’t every-
thing they thought it would be, many physicians believe they’re too 
invested in their trade to turn back now. Feeling burned out, disen-
gaged, unfulfilled or burdened by high student debt or compensa-
tion incommensurate with the demands of their job, they may feel 
trapped, without options and with nowhere to turn.

In her book, preventive medicine physician Sylvie Stacy offers phy-
sicians an escape from that bleak “trap” by identifying numerous 
nonclinical career options that could align with their skillsets and 
individual financial situation.
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WASHINGTON REPORT

T
he year is already half over, and the COVID-19 pan-
demic still plagues the United States. Case numbers 
continue to surge, as well as deaths, showing no 
signs of slowing down. At the time of drafting this 

article, the total number of confirmed COVID-19 cases in the 
United States has reached over 4.2 million. The number of 
deaths has surpassed 146,000.1 Currently, the United States is 
in an economic crisis with unemployment at 11.1% on July 2, 
2020.2 Given the continued healthcare crisis, Congress con-
tinues to develop and negotiate a fourth stimulus plan that 
provides economic relief and focuses on three main areas: 
education, employment, and healthcare workers.

While the Senate’s stimulus package is not yet released, 
following are the proposed items most likely to be included3:
	7 A second round of direct payments, likely $1200 per 

person, if you fall within the designated income range;
	7 Reduced unemployment benefits, likely $200 per week 

for a short period, then 70% of previous wages;
	7 A second round of Paycheck Protection Program loans 

that target the hardest-hit small businesses;
	7 $105 billion in educational funds with $70 billion al-

located for K-12 schools, $30 billion for colleges and 
universities, and $5 billion for governors;

	7 $16 billion, plus an additional $9 billion unused funds 
from the CARES Act, for state testing grants;

	7 $26 billion for vaccine research and distribution;
	7 $15.5 billion for the National Institutes of Health; and
	7 Liability protections to create a safe harbor for busi-

nesses, nonprofits, schools, and medical providers to 
protect against litigation related to COVID-19.

The anticipation is that the primary points of negotia-
tion between the Democratic and Republican parties will 
surround the unemployment benefits, liability protection 
for businesses, and additional financial aid for state and 
local governments.4 The Senate and House hope to reach 
an agreement and finalize the stimulus bill before July 31, 
but at the latest by August 7, 2020.

Many hospitals are still facing significant financial hard-
ships related to the COVID-19 pandemic. On July 17, 2020, 

the U.S. Department of Health and Human Services (HHS) 
announced it would begin to distribute a second round of 
$10 billion high-impact COVID-19 area funding to hospi-
tals to assist in areas with the most need as the pandemic 
evolves.5 This assistance is part of the Provider Relief Fund, 
which was a $175 billion designation from the CARES 
Act. In addition to the general distribution of $50 billion, 
HHS had previously distributed $12 billion of high-impact 
funding to 395 hospitals. It has also opened the application 
period to allocate $15 billion to eligible providers that par-
ticipate in state Medicaid and CHIP programs that have not 
yet received payments from the general distribution of the 
Provider Relief Fund program.

As of July 23, 2020, HHS has extended the COVID-19 
public health emergency designation for another 90 days.6 
This allows any policies, funding, and relief tied to the 
emergency declaration to be extended. This includes the 
relaxed telehealth restrictions that have been in place to 
provide patients access to providers during the COVID-19 
pandemic. It also allows for the continuation of the 20% 
Medicare inpatient add-on payment for COVID-19 pa-
tients, and increased federal Medicaid matching funds 
for states.

The election and the pandemic 
tend to take over the focus of 
the legislative and executive 
branches, with little movement 
on policy unless used as an 
election campaign tactic.

The COVID-19 pandemic will inevitably change the 
way healthcare is provided across the United States. This, 
in turn, will impact healthcare legislation, which typically 
tends to slow down the closer it gets to a presidential elec-
tion. The three central policies that have been hot topics 
are drug-pricing reform, adjustments to Medicare Part D, 
and surprise billing. While discussion on these policies 
continues, the election and the pandemic tend to take 
over the focus of the legislative and executive branches, 

The Next COVID-19 Stimulus Package 
and the 2020 Election
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with little movement on policy unless used as an election 
campaign tactic.

Whoever wins the presidency 
in November will impact 
healthcare policies and 
regulations going forward.

With less than 100 days until November 3, 2020, under-
standing each candidate’s plan for healthcare is an integral 
part of an individual’s decision on which candidate to vote 
for. The pandemic has affected millions of Americans, 
and some have lost insurance coverage or can no longer 
afford the coverage that they have. Candidate Joe Biden7 is 
running on the platform that every American should have 
access to affordable health insurance by building on the 
Affordable Care Act (ACA). At this time, President Donald 
Trump has not released his plan for healthcare, other than 
to repeal the ACA, of which he has been unsuccessful thus 
far in his presidency.

We can be sure that whoever wins the presidency in No-
vember will impact healthcare policies and regulations go-
ing forward, with significant impacts on Medicaid coverage 
and immigration. The focus on transforming Medicaid will 
potentially lead to millions of adults and children losing 
health coverage because of imposed work requirements 
and increased eligibility reviews.8 This can subsequently 
impact the reimbursement of care provided at children’s 
hospitals through an increase in uncompensated care for 

uninsured or indigent patients. One thing we can count 
on is that the move to value-based care will continue, no 
matter who wins the election.  Y
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PRACTICE OPERATIONS

I
n the United States, many primary care offices are 
affected by an overwhelming patient demand due to 
primary care provider shortages.1 The average wait time 
for a new routine visit with a family practice provider is 

24 days.2 As a result, patients often receive nonurgent care 
from emergency departments and urgent care centers, 
which can cause a disruption in continuity of care, as well 
as decreased revenue for the primary care practice.1 Studies 
show that a large portion of these patients (10%–60%) can 
be managed using primary care.3 Treatment in the urgent 
care setting often is delivered without the conveniences 
of a complete medical history, or the capability to ensure 
follow-up, which results in episodic and fragmented care.4 

Timely access to primary care can reduce health dispari-
ties, improve health outcomes, reduce emergency depart-
ment and urgent care visits, and, ultimately, decrease the 
cost of healthcare.

The urgent care center is not an optimal setting for 
patients to receive primary care, because it is less cost effi-
cient.4 In 2020, the average cost for an urgent care visit for 
acute primary care diagnoses such as acute otitis media, 
pharyngitis, or a urinary tract infection is $155. A visit to 
the emergency department costs approximately $1233, 
with the average copay being $50 to $100. In contrast, a 
copay for a primary care office visit is an average of $15 

to $25, and the cost of an established, Level 3 patient visit 
averages $104.5 Due to barriers such as limited office hours 
and limited same-day availability in primary care, patients 
often seek alternate forms of care.6

Access to primary care commonly is measured by the 
third next available appointment (TNAA).2 TNAA is con-
sidered a more accurate way to measure, because the first 
and second available appointments usually are last-min-
ute openings that became available as a result of patient 
cancellations.1

To address the modifiable barriers to access of primary 
care, evidenced-based literature supports the use of open 
access or same-day scheduling.7 According to the Institute 
for Healthcare Improvement,8 the third next available pri-
mary care appointment should be zero days (i.e., same day) 
to ensure timely access to care. The purpose of this quality 
improvement project was to improve same-day patient ac-
cess in a primary care setting using evidenced-based open 
access (OA) scheduling.

THE PROBLEM

A Northwestern U.S. family practice’s TNAA was an average 
of 22 days. This was above the practice goal of zero to five 
days and far above the national benchmark of zero days.8 

Improving Patient Access to Primary 
Care with Open Access Scheduling
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Timely access to primary care is a major issue in the United States. Poor access 
to primary care results in a large number of patients seeking care in urgent care 
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tive to reduce time to third next available appointment (TNAA) while decreasing 
the number of patients referred to urgent care. A primary care practice was 
utilized for implementation. The policy for open access scheduling (OA) was 
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Pre- and post-implementation data were collected on TNAA and urgent care 
referral numbers. These were evaluated along with a secondary outcome of 
patient satisfaction. The quality improvement project resulted in a decrease in 
time to TNAA and urgent care referrals. Despite this improvement, there was no 
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This delay in access to primary care resulted in an office av-
erage of 22% of patients per month being referred to urgent 
care. One of the modifiable barriers this practice faced was 
the practice’s current scheduling process, which had a daily 
designated “on-call” provider for same-day appointments. 
These appointment slots were being filled weeks and even 
months in advance. Patient satisfaction also was affected. 
Only 58% of patients rated ease of scheduling an urgent ap-
pointment as excellent. Additional barriers to timely access 
to primary care included provider shortages, high volume 
of patients with chronic conditions, and no after-hours 
availability.9

OPEN ACCESS SCHEDULING

To address the modifiable barriers to access of primary 
care, evidenced-based literature supports the use of 
open access or same-day scheduling.7 Advanced access 
scheduling—also referred to as open access or same-day 
scheduling—is one of the most feasible and economical ap-
proaches to improve access to primary care appointments.7 
OA scheduling focuses on reducing and eliminating delays 
without adding additional staffing resources.7

About 65% to 75% of the provider’s schedule is com-
pletely open at the start of the day. Office staff offer an 
appointment to the patient on the same day he or she calls. 
Appointment lengths are standardized to 15- to 20-minute 
acute visits.7

EVIDENCE REVIEW

Several studies in the literature have addressed the topic 
of improving patient access to care and offer information 
on OA scheduling to decrease time to TNAA. A systematic 
review by Ansell et al.7 looked at 11 studies focused on this 
outcome. Overall, the researchers found that there was a 
mean reduction in wait time of 11.3 days when OA sched-
uling was implemented.7 A pilot study by Bundy et al.10 

consisted of four primary care clinics in North Carolina 
that expressed interest in quality improvement (QI) and 
implemented OA scheduling. The average time to TNAA 
was decreased from 36 days (95% confidence interval (CI): 
20, 44 days) to 4 days. In addition to a decrease in TNAA, 
patient satisfaction increased by 16%, from 45% to 61% 
(95% CI: 0.2%, 30%).10 Mallard et al.11 conducted a pilot 
study to assess the implementation of OA and its effect on 
patient wait time, no-shows, new patient appointments, 
and provider productivity. The average wait time for TNAA 
was 46 days. After initiation of same-day scheduling, the 
time to TNAA decreased to 5 days (p <.0001).11

Mehrotra et al.1 conducted a case series including five 
primary care practices to assess the effect of OA scheduling 
on time to TNAA, no-show rates, and patient satisfaction 
with appointment availability. After four months of OA 
scheduling, the average time to TNAA for all five practices 

decreased from 21 days to 8 days for short visits and from 
39 to 14 days for long visits.1

A qualitative analysis performed by Dixon et al.12 evalu-
ated the impact of advanced access scheduling on patient 
access to primary care. Time to TNAA with a provider 
decreased by almost 60%, from 3.6 to 1.5 days.12 Cameron 
et al.2 performed a QI project to implement OA scheduling 
to decrease time to the TNAA. Data were collected nine 
months pre-implementation and nine months post-im-
plementation. Following the implementation of OA sched-
uling, time to TNAA decreased from a mean of 13.7 days to 
3.6 days (p <.0001).2

METHODS

Ethical Review
This project was evaluated by the Medical University of 
South Carolina’s institutional review board (IRB) guidelines 
for quality improvement. IRB submission was not required 
for this project, because as it was designated as a certified 
QI project. There was no increase in patient risk, and HIPAA 
guidelines were maintained throughout the data collec-
tion process. Patient information was depersonalized and 
maintained on a password protected-computer.

Study Design
This quality improvement initiative was based on pre- and 
postintervention data. Pre-intervention data were collected 
from April 2019 to July 2019. Post-intervention data collec-
tion ran from August 2019 through February 2020. Primary 
data collected were on time to TNAA and percent of urgent 
care referrals monthly.

Translational Framework
The RE-AIM (reach, effectiveness, adoption, implementa-
tion and maintenance) framework was highly applicable 
to this project, because it is widely used in quality im-
provement projects. Use of this framework helped trans-
late research into practice in a systematic and organized 
manner. Buy-in from providers and staff was secured and 
maintained by frequently meeting with providers, admin-
istration, and office staff to address barriers or concerns. 
Data were presented to key stakeholders on the interven-
tion and its success at monthly provider meetings, helping 
to improve the project’s sustainability.13,14

Setting and Population
The clinical site was a primary care practice with a broad 
patient population. Staff consisted of six physicians, one 
nurse practitioner, and two physician assistants. The 
population setting for this project included all patients 
who were calling to request a same-day appointment. The 
patients were primarily Caucasian, ranging in age from 
newborn to elderly, with acute and chronic illnesses. The 
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office receives an average of 100 calls per month request-
ing same-day appointments.

INTERVENTION

An OA schedule policy was developed in collaboration 
with the clinic’s providers, administration, and the project 
coordinator. The policy initially included keeping 50% of 
each day’s appointment slots open for the on-call provider; 
however, two months into implementation, 50% of these 
appointments opened three days prior and the remaining 
50% opened the morning of to accommodate subacute 
and acute needs. The OA slots for the daily on-call provider 
were intended for urgent or acute needs and were not to be 
used for routine or chronic visits. This was a change from 
the previous scheduling process, in which the on-call pro-
vider’s schedule was already fully scheduled on most days.

Education for staff was provided by the project coordi-
nator via PowerPoint presentation. Patients were educated 
on the new scheduling process via flyers, text messages, 
and email reminders. Implementation occurred over seven 
months, with data collection weekly. Meetings with staff 
and key stakeholders initially took place biweekly to gain 
feedback, address concerns, and discuss progress, and then 
progressed to monthly.

MEASURES AND DATA COLLECTION

The primary outcomes were reductions in urgent care 
referrals and in TNAA. The secondary outcome was to 
improve patient satisfaction regarding ease of scheduling 
an urgent appointment. Urgent care referrals were tracked 
within the EHR. The outcome of each call received by the 

triage nurse was followed and documented. TNAA was 
tracked by the project coordinator. Once weekly, the num-
ber of days between a request for an appointment with a 
provider and the TNAA with that provider was counted. 
The TNAA appointment was calculated for each provider 
and then averaged to make up the total practice TNAA. 
The practice site’s patient satisfaction survey, consisting of 
12 questions, was provided via email to every patient after 
each appointment.

The time to TNAA was compared pre- and postinter-
vention (Figure 1). The postintervention TNAA was tracked 
weekly to assess for trends. An additional primary aim 
was to decrease the number of patients referred to urgent 
care. Postintervention urgent care referrals were tracked 
biweekly, comparing pre- and postintervention via the EHR 
(Figure 2). A secondary aim was to improve patient satis-
faction regarding ease of scheduling urgent or same-day 
appointments. The pre- and postintervention response to 
the patient satisfaction survey regarding ease of scheduling 
urgent appointments was tracked. The following descrip-
tive information was collected: number of patient calls re-
questing same-day appointment; reason for appointment; 
outcome of call; and patient’s primary provider.

RESULTS

A total of 898 calls were evaluated, pre-intervention 
(n=189) and post-intervention (n=709). Significant im-
provements were seen in time to TNAA and number of ur-
gent care referrals. Patient satisfaction improvements were 
not clinically significant. The average time to TNAA de-
creased from 22 days to 10 days postintervention. Percent 
of patients referred to urgent care also decreased, from 22% 

Figure 1. Third next available appointment. Office average pre- and post-intervention.
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to 6% monthly. Patient satisfaction regarding ease of sched-
uling an urgent appointment increased slightly, from 58% 
to 59%. This increase may have been affected by an increase 
in patient response rate to this question postintervention.

DISCUSSION

Despite the extensive healthcare system in the United 
States, wait times to see a primary care provider are still 
delayed, with an average of 24 days. These delays lead to 
patients seeking care in urgent and emergent settings, 
increased health care costs, decreased patient satisfac-
tion, decreased continuity of care, and negative effects on 
healthcare outcomes.1,3,7 OA scheduling has been shown to 
be a cost-effective way to reduce time to TNAA.

This quality improvement project focused on decreasing 
time to TNAA and reducing the number of patients referred 
to urgent care. The project demonstrated that use of a mod-
ified version of OA scheduling can accomplish both goals. 
Time to TNAA decreased from 22 days to 10 days after the 
seven-month intervention period. Urgent care referrals 
decreased from 22% to 6% per month. The improvement 
in access to care had a great impact on the clinic’s patients. 
The reduction in time to TNAA is similar to that of other 
studies that have been performed in family practice set-
tings. There is a high probability for sustainability due to 
the length of the postintervention. Over a period of seven 
months, a total number of 898 phone calls were received 
from patients requesting an appointment for acute needs, 
and staff and providers were receptive to the intervention.

LIMITATIONS

This project may not be applicable in all family practice set-
tings. This specific clinic designates one physician each day 

to be the “on-call” provider. Information from the literature 
was applied to the “on-call” physician’s schedule. Differing 
scheduling practices may affect the generalizability of this 
project. Secondly, new front desk staff were hired during 
the intervention period who were not familiar with the new 
scheduling process. Frequent education was provided to 
compensate for changes in staffing. A third limitation was 
that a new provider was hired at the start of the intervention 
period. This provider’s availability may have improved the 
office average for time to TNAA.

CONCLUSION

Implementing a modified version of OA scheduling de-
creased the time to TNAA and the number of patients 
referred to urgent care. However, the time to TNAA is still 
above the office goal. It will be beneficial to continue to 
trend and monitor the number of calls received each month 
and adjust open slots accordingly. Making more open slots 
available during the cold and flu season and less during 
the months where not many same-day appointments are 
needed will be most cost efficient. New staff hired to work 
the front desk should be well trained in the scheduling 
process to ensure open slots are used appropriately. Evi-
dence-based interventions intended to reduce time to TNAA 
and reduce urgent care referrals should be used to increase 
access to care, improve continuity of care, decrease health 
care costs, and improve patient outcomes. Further research 
is needed to look specifically at urgent care referrals that are 
the result of a lack of access to primary care.  Y

Acknowledgement: The author thanks Dr . Cormack and Dr . 
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Luise Wyatt, for their assistance in project implementation .

Figure 2. Urgent care referrals pre- and post-intervention.
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PRACTICE OPERATIONS

W
ith more than 1000 Accountable Care Orga-
nizations (ACOs) in existence today and, at 
last count, 32.7 million patients enrolled in 
ACOs, several documented successful strat-

egies have emerged.1 Up to half of the U.S. population may 
be served by ACOs within the next five years.2

HOW DID WE GET HERE?

If we stay on the current spending glide path, by 2035, 
healthcare costs in this country will amount to more than 
the total of all tax and other revenues collected, and by 
2080, taxpayer-funded healthcare will equal all of our 
governmental revenues, meaning that everything else—
defense, roads, education—must be funded by borrowing. 
In a 2014 report by the Commonwealth Fund, the United 
States “ranked last overall among 11 industrialized coun-
tries on measures of health system quality, efficiency, 
access to care, equity, and health lives.” Significantly, the 
United States was noted to have the highest costs while also 
displaying the lowest performance.3

The U.S. healthcare delivery 
system is undergoing a paradigm 
shift based on payment reform 
intended to drive value and 
improve the quality of care.

The Congressional Budget Office laid the groundwork 
for accountable care’s “pay-for-value” underpinning 
when it reported that much of the blame for our runaway 

healthcare costs should be placed on our fee-for-service 
payment system where “providers have a financial incen-
tive to provide higher-intensity care in greater volume, 
which contributes to the fragmented delivery of care that 
currently exists.”4

The U.S. healthcare delivery system is undergoing a 
paradigm shift based on payment reform intended to drive 
value and improve the quality of care. This “volume-to-
value revolution” is designed to reward those best able to 
provide efficient, high-quality services. Value-based busi-
ness models require providers to undergo transformative 
organizational change to every facet of their operations. 
Reimbursement based on outcomes and taking on finan-
cial risk necessitates investment in clinical integration, 
redesign of traditional patient care models, and integrated 
information technology. Provider organizations that 
adequately invest in population health management ca-
pabilities and successfully shift to value-based contracts 
and capitated payments will have the greatest likelihood of 
success in the transformed healthcare market.

Payers, including Medicare, are pushing providers for 
increased accountability for the quality and cost of care 
delivered. Ongoing governmental policy changes since 
2015 have greatly accelerated the healthcare market’s move 
from pure fee-for-service to value-based reimbursement. 
In 2015, Department of Health and Human Services Secre-
tary Burwell announced the department’s goal was to move 
50% of Medicare payments to value-based payment models 
by 2018; this goal was accomplished prior to the transition 
from the Obama to the Trump administration.

The Medicare Access and CHIP Reauthorization Act 
(MACRA) legislation further accelerated the broad move 
of the U.S. healthcare industry toward paying for medical 
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services based on value rather than volume. The sustain-
able growth rate formula for physician payments was re-
placed with a fundamental shift to performance-based 
payments, with fee-for-service payments adjusted based 
on quality and cost through the Merit-based Incentive 
Payment System (MIPS) and the Advanced Alternative 
Payment Models (APMs) focused on population-level 
quality and outcomes performance that involve significant 
financial risk, but provide substantial bonus payments for 
those physicians who are in APMs rather than the modified 
MIPS fee-for-service based payment system.

Providers participating in qualified APMs will have a 5% 
basic bonus in Medicare fee rates from 2019 to 2024 and 
will not be subject to the penalties for poor performance 
in MIPS, which will increase over a five-year period to 9% 
reduction in fees.

Furthermore, organizations can qualify under MACRA 
for APM bonus payments by moving their non-Medicare 
patients to APMs, not just by changing how they receive 
payment for Medicare patients.

Over the next few years, these policy changes will greatly 
accelerate the transition of the healthcare delivery system 
to one differentiated by performance at the global system 
level. The ACO-covered lives are projected to increase from 
the current 37 million lives to 177 million lives by 2020—a 
more than 600% increase.5

As reimbursement moves from 
volume-based to value-based, 
the department-centered 
organizational model of most 
legacy healthcare providers must 
be reorganized around specific 
populations, conditions, and 
focused asset capabilities.

The 21st Century Cures Act enacted by Congress in 
December 2016 further accelerated federal healthcare 
payment reform via its emphasis on reducing administra-
tive burden for providers addressing health information 
technology barriers, such as information blocking, interop-
erability, and the expansion of telehealth services. Current 
CMS Administrator Seema Verma continues to emphasize 
the reduction in regulatory burden and flexibility while also 
focusing policy on increasing incentives for providers to 
assume more risk in value-based payment models. In Jan-
uary 2019, she announced CMS is exploring ways to apply 
value-based payment models beyond Medicare and en-
courage more providers to buy into the programs and work 
with additional payers. The Trump administration, like 
the Obama administration before it, is committed to the 

transition to value-based care. The administration is push-
ing the envelope to accelerate the progression of contracts 
from shared savings to full capitation with market-based 
reforms emphasizing individual choice, decreased regula-
tory burden, and increased competition.6

Healthcare providers need a new set of skills and tools 
to successfully navigate this accelerating transition. As re-
imbursement moves from volume-based to value-based, 
the department-centered organizational model of most 
legacy healthcare providers must be reorganized around 
specific populations, conditions, and focused asset capa-
bilities. Efficiency on a population level rather than vol-
ume-based unit level will become increasingly important 
for financial viability, with chronic condition management, 
“focused-factory” capabilities for bundled payments, 
and service offerings organized around specific patient 
populations driving profitability more significantly than 
investment solely in capacity. Strategic alliances across the 
continuum of care and investment in clinical and informa-
tion integration will become increasingly important drivers 
of profitability.

The resources and capabilities necessary in reforming 
the healthcare delivery system are inadequate for the de-
mand as the fee-for-service system shifts to value-based 
payment models. Proven models for success and adequate 
infrastructure are in short supply because the capabili-
ties involving strategy, people, process, and technology 
required for the new delivery system paradigm are not 
intrinsic in current healthcare organizations’ structural 
framework, which has been built to maximize success in 
the fee-for-service payment system.

Given that governmental and commercial payers are 
moving to a value-based model of reimbursement over the 
next two to five years, it is remarkable that 95% of health 
provider organizations in the United States have no specific 
strategy for moving to that model. Even though physician 
reimbursement will increasingly be based on quality 
outcomes and patient satisfaction, there are few holistic, 
physician-inspired solutions that will support the people, 
process, and technology transitions required to lower op-
erating costs and increase the quality of care.

The solution is to change the culture of the care team 
through innovative and proven care model redesign, re-
duce healthcare operating costs by providing process and 
technology tools to dramatically increase productivity and 
efficiency, and increase healthcare operating margins by 
providing process and technology tools to manage con-
tracts and risk.

Because most patient populations require a full suite of 
healthcare services, providers must be able to enter into 
strategic partnerships with internal and external stakehold-
ers across the entire spectrum of the healthcare delivery 
system network. Future integrated delivery networks will be 
focused around care models that operate at the intersection 
of the population segments and health conditions. New 
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structures, such as internal care coordination and condition 
management hubs, clinically integrated networks (CINs), 
and high-performance networks (HPNs) will be required 
to provide the quality, breadth, and efficiency of healthcare 
services being demanded by the new paradigm.

THE NEW HEALTHCARE 
IS A TEAM GAME

Building on the momentum of other growing trends toward 
changing payments to incentivize better population health 
and lower costs such as the Medicare Shared Savings Pro-
gram (MSSP) and MACRA will radically change America’s 
healthcare delivery landscape. The transformation of the 
delivery model has been progressing in recent years from 
fee-for-service (which has had the unfortunate unintended 
consequence of paying more money for more, not better, 
care) to pay-for-value (which rewards better outcomes at 
lower cost). However, to a large degree, the transformation 
has been implemented slowly. MACRA has fixed deadlines 
and significant financial bonuses and penalties and should 
not only significantly impact provider Medicare fee reim-
bursement but motivate other payers to shift as well.

A fundamental premise of value-based care is to achieve 
better health status and reduce avoidable overall costs for 
patient populations. This is almost impossible to achieve if 
providers continue practicing in silos, within a fragmented 
and uncoordinated “non-system.” Put another way, practic-
ing in integrated care teams is the proverbial low-hanging 
fruit in the new healthcare to drive “value,” defined here as 
achieving the highest quality at the lowest costs.

Surveys show that the majority of affected providers 
with substantial Medicare beneficiary populations are 
totally or mostly unfamiliar with MACRA.7 Anecdotally, it 
is clear that even fewer comprehend that the now-delayed 
“cost” measurement on which they will be graded within 
its MIPS and Advanced APM components of MACRA will 
generally judge them on the overall costs for the patients 
they encounter, not just their own costs.

The “accountable” part of 
accountable care organization 
denotes that all providers now 
depend on each other, across 
specialties, to manage the health 
status and total overall costs 
of their patient populations.

This is as radical as it is poorly understood. For example, 
as Mark McClellan, MD, PhD, wrote recently, although a 
primary care physician receives 6% to 8% of this sum, the 

patients of a typical primary care physician in this coun-
try consume roughly $10 million annually in healthcare 
costs.8 The MSSP, MACRA MIPS, and advanced APMs 
models clearly require and incentivize coordinated care 
across the care continuum. The impact of MACRA virtually 
guarantees that value-based payment will be a dominant 
payment model.

Other private and public payment initiatives like ac-
countable care organizations continue to grow as well. For 
example, the “accountable” part of accountable care orga-
nization denotes that all providers now depend on each 
other, across specialties, to manage the health status and 
total overall costs of their patient populations. No longer is 
doing well as an individual enough.

The bottom line is that the influence of MACRA removes 
all doubt that value care is inevitable and that thriving in 
such an environment, where providers are compensated 
based on the overall costs of their patients, requires interac-
tion across specialties. The new healthcare is a team game.

THE MOVE TO VALUE IS 
NOT GOING AWAY

MACRA was passed by both chambers of Congress with 
strong bipartisan support.9 Implementing regulations have 
now been promulgated by both the Obama and Trump ad-
ministrations.10 HHS Secretary Alex Azar’s announcement 
of five new value-based primary care payment models on 
April 22, 2019 integrates direct input from primary care cli-
nician stakeholders and is based on underlying principles 
designed to reward value and quality11:
	7 Prioritizing the doctor-patient relationship;
	7 Enhancing care for patients with complex chronic needs 

and high need, seriously ill patients;
	7 Reducing administrative burden; and
	7 Focusing financial rewards on improved health outcomes.

Importantly, the five primary care models introduced 
are designed for primary care physicians in practice types 
across the organizational spectrum, from small, indepen-
dent practices to integrated delivery networks. Primary 
Care First is designed for physicians in small, independent 
practices, whereas the direct contracting models are de-
signed for ACOs, IDNs, and Medicare Advantage plans. 
These ambitious programs are designed to move 25% of 
Medicare patients out of the fee-for-service arrangement 
with primary care physicians and into value-based pay-
ment models.

Similarly, on July 10, 2019, HHS Secretary Azar and CMS 
Administrator Verma announced five new payment models 
focused on nephrologists and designed to transform kid-
ney care: the End-Stage Renal Disease Treatment Choices 
Model; the Kidney Care First Model; and variations of the 
Comprehensive Kidney Care Contracting Models (Grad-
uated, Professional, and Global). They also announced a 
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proposed Radiation Oncology Model targeted to radiation 
therapy providers. These models are a harbinger of val-
ue-based care focused on specialists.

CHANGE IS HARD

Without question, we are moving to a team-oriented val-
ue-based payment model for integrated population health. 
This will require a disruptive transformation of healthcare 
delivery. Such a fundamental change is difficult for people 
and organizations, and there is a natural tendency to resort 
back to fee-for-service business practices even once in an 
integrated or alternative arrangement. Additionally, change 
is difficult even when there is universal support, which this 
movement has never purported to have.

The move to value is an opportunity for physicians and 
other health system leaders to drive positive change and 
create a sustainable, affordable healthcare delivery system. 
The so-called healthcare Triple Aim is based on the idea of 
delivering the right care at the right time at the right price. 
We should all embrace with enthusiasm the unprecedented 
opportunity to redesign the healthcare system to achieve 
these aims. These new payment models are the opening 
for physicians and other healthcare leaders to think about 
new and better ways of providing healthcare services and 
participate in the redesign opportunity of a lifetime.

A new set of skills is required for physician and other 
healthcare leaders to accomplish this goal. These skills in-
clude a working knowledge of design thinking and change 
management and an understanding of the new payment 
models and contracting parameters. Those who will be 
most successful in the move to value will be those who 
bring these new skills to the table in a way that integrates 
the vast expertise in patient care delivery already part of 
our skill set.

There is no way to thrive under the new model without 
collaborating and “integrating,” as it were, with other pro-
viders; moving to value care is no longer optional.

Value-based care done right is truly disruptive. It re-
quires a major culture shift by stakeholders and a major 
reengineering of care delivery. It is no surprise that the 

most successful ACOs are the ones that have been at it the 
longest. Richard Zane, MD, while serving on the NEJM 
Catalyst Insights Council, stated, “I feel our current system 
of healthcare is so flawed and rife with anchoritic processes 
and perverse disincentives that the only likely way we’ll 
achieve the transformation is through disruption. . . .

[O]ut-of-the-box thinking is difficult for entrenched 
health systems because many are totally hooked on fee-for-
service medicine.”12  Y
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PHYSICIAN ISSUES

S
ee one, do one, teach one has been the prevail-
ing teaching model in medicine for de cades. The 
model, attributed to William Halsted, the first pro-
fessor of surgery at Johns Hopkins Hospital, follows 

the premise that the replication of good clinical practice 
 under the supervision of medical experts  will provide 
sufficient training for  future generations of clinicians.1 In 
addition, the concept of 10,000 hours of training has been 
considered a mandatory threshold to create an expert in a 
professional discipline.1

Changes in healthcare delivery, an increase in the global 
burden of disease, and the diversity of roles available to 
physician leaders, however, require that we reassess how 
tomorrow’s physicians should be educated to achieve and 
maintain competence and evolve as leaders.2  Here, we ex-
plore how learning style models can be effectively applied 
in the education and work environments to create and 
maintain competent physician leaders.

EXAMINING LEARNING STYLES

Individuals have dif fer ent strengths and preferences in 
the way they pro cess, interpret, and retrieve information, 
commonly known as learning style. Learning styles are 
characteristic cognitive, effective, and psychosocial be hav-
iors that serve as relatively stable indicators of how learners 
perceive, interact with, and respond to their learning en-
vironment.3 Simply put, learning styles are approaches or 
methods of learning.

The concept of learning styles, which originated in the 
1970s, helps us understand that we all have preferences in 
the way we learn —  a preferred method of pro cessing infor-
mation; thus, understanding or recognizing an individual’s 

preferred way of learning may help him or her learn better 
and in less time.4

Learning styles are not fixed personality traits; however, 
individuals usually prefer one style over another. Prefer-
ences may also change over time and/or based on learn-
ing environment.3 While each style may suggest a certain 
preference for a specific learning strategy, a single learning 
style is not all encompassing. For example, an individual 
may prefer to learn by  doing but could also learn the same 
information by the passive act of reading.

The application of learning styles has been debated since 
their inception. Should the learning style of the student 
match the learning style of the teacher? Some suggest stu-
dents might become disengaged if their preferred learning 
style is not integrated into the educational program3 while 
 others believe that presenting students with learning sit-
uations in which they are uncomfortable  will challenge 
their learning and lead to a more productive educational 
experience.

The diversity of learning styles among students in class-
rooms, hospitals, or clinical sites pre sents challenges for 
physician educators  because students bring vari ous educa-
tional backgrounds, life experiences, cultures, and learning 
styles into healthcare —  a profession that has embraced 
multidisciplinary teams to improve patient care. Overall, 
educators with an awareness of diff er ent learning styles can 
develop diversified teaching approaches to fit most of their 
students’ needs. Simply knowing a student’s learning style 
improves student learning, in de pen dent of the teaching 
method.3 Understanding and addressing learning styles 
also provides individual students insights into their own 
learning strengths and weaknesses.5

Based on this information, students and preceptors can 
use learning styles to initiate discussions about learning, 
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especially during student orientation or new work assign-
ments, and to promote self- reflection by students and pre-
ceptors about how the student likes to learn, which helps 
both in the professional development pro cess.

 Because physicians at  every level can be described as 
lifelong learners, a scholarly review of learning style pro-
cesses can improve their learning experiences. Examina-
tion of physician leadership effectiveness influenced by 
learning style awareness is warranted if we want to con-
tinue to diversify the ranks of physicians taking leadership 
roles in clinical, academic, and public health.

LEARNING STYLE MODELS

Several models can help educators and students better 
understand and leverage their learning styles.

Kolb’s Experiential Learning Model
The Kolb model defines learning as “the pro cess whereby 
knowledge is created through the transformation of expe-
rience.”6 In this approach, learning is viewed as a lifelong 
pro cess punctuated with experiences that require adap-
tation throughout learning.6 It emphasizes not only the 
outcome of learning, but also the pro cess or experience of 
learning. This model suggests that learning should begin 
as an educational pro cess with an understanding of each 
student’s beliefs and attitudes  toward learning.

Kolb’s learning model describes vari ous styles of learn-
ing in a hy po thet i cal circular four- stage cycle beginning 
with a two- step pro cess (see Figure 1):

1. How the learner gathers information:
 — Concrete experience (experiencing) —  learning from 
new experiences; or

 — Abstract conceptualization (thinking) —   learning 
from conceptual and analytical thinking to achieve 
understanding of the experience.

2. How the learner internalizes or acts on information:
 — Active experimentation ( doing) —  active trial- and- 
error learning; or

 — Reflective observation (reflecting) —  considering the 
task and potential solutions before attempting action.

Kolb’s circular model defines four learning styles: con-
vergence, divergence, assimilation, and accommodation,3 
which can be summarized across axes (see Figure 1):
	7 Converger (Abstract, Active): The Converger uses ab-

stract conceptualization and active experimentation. 
Action is based on an abstract understanding of the task 
and projected strategies for successful completion of the 
task. Convergers prefer to work in small groups, enjoy 
competitive environments, and aspire to be responsible 
for their own learning.

	7 Diverger (Concrete, Reflective): The Diverger combines 
concrete experience and reflective observation.  These 
individuals are creative learners  because they reflect on 
multiple strategies for learning, prob lem solving, and 
developing inventive solutions. Divergers prefer working 
in groups, but only when they are involved in activities 
without time constraints.

	7 Assimilator (Abstract, Reflective): The Assimilator  favors 
abstract conceptualization and reflective observation. 

FIGURE 1. Kolb’s Learning Model33 – Modified from Manolis, et al. (2013)
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Concerned primarily with explanations of their obser-
vations, Assimilators prefer individual assignments and 
extensive feedback on their per for mance.

	7 Accommodator (Concrete, Active): The Accommodator 
uses concrete experience and active experimentation. 
Accommodators have a strong preference for hands-on 
learning and active learning strategies and often are bet-
ter able than most to adapt to diverse situations.

VARK Learning Model
Introduced by Neil Fleming in 2006,7 the VARK learning 
model allows students to categorize their learning styles 
based on the sensory modalities involved in taking in in-
formation:4 Visual, Auditory, Read/Write, and Kinesthetic. 
The theory considers that most individuals are multimodal, 
meaning they have a preference for more than one VARK 
learning style.
	7 Visual: Learners prefer information presented as graphs, 

pictures, and symbols —  data represented with methods 
other than words.

	7 Auditory: Learners prefer information to be audio. They 
learn best from oral questions, answers, and discussion.

	7 Read/Write: Learners prefer information that is written 
or read: text, books, or handouts.

	7 Kinesthetic: Learners prefer hands-on learning that uses 
the senses of sight, taste, smell, touch.

The VARK learning style is popu lar in educational programs 
for its simplicity and intuitive sense.8

Felder- Soloman Model
The Felder- Soloman model was designed in 1987 to pro-
vide an approach aimed specifically at engineering in-
structors.5 This model describes four contrasting student 
learning styles:9

1. Sensing (concrete, practical, orientated  toward facts 
and procedures) versus Intuitive (abstract, innovative, 
orientated  toward theories and under lying meanings).

2. Visual (visual repre sen ta tions of presented material) 
versus Verbal (written and spoken explanations).

3. Sequential (linear thinking in small incremental steps) 
versus Global (holistic thinking in large leaps).

4. Active (learn by  doing and experimentation) versus Re-
flective (learn by thinking and reasoning).

(The Felder- Soloman interactive questionnaire can be 
found at https:// www . webtools . ncsu . edu / learningstyles / )

Herrmann Brain Dominance Instrument®

Developed by Ned Herrmann in 1995, the Herrmann 
Brain Dominance Instrument is a 120- question student 
survey. The instrument is based on the assertion that 
brain dominance is natu ral and normal for all  human 
beings10 and quantifies an individual’s preference for a 
specific “thinking” style.

The Herrmann model groups  people into four categories 
of preferential thinking based on the task specialized func-
tion of the physical brain (see Figure 2):9

	7 Quadrant A: External learning (left brain, ce re bral). 
Logical, analytical, factual, critical. Used for learning via 
lectures and textbooks.

	7 Quadrant B: Procedural learning (left brain, limbic). 
Sequential, or ga nized, planned, detailed, structured. 
Learn through methodical step- by- step testing of what 
is being taught, with practice through repetition.

	7 Quadrant C: Interactive learning (right brain,  limbic). 
Emotional, interpersonal, sensory, kinesthetic,  symbolic. 
Learn by discussing and hands-on, sensory-based ex-
periments where learners repeatedly fail but continue 
trying with positive verbal feedback and encouragement.

	7 Quadrant D: Internal learning (right brain, ce re bral). 
Visual, holistic, innovative. Learn by understanding 
concepts.

 Table 1 summarizes  these learning styles, their strengths 
and weaknesses.

Although students with the same preferred thinking 
style communicate and understand each other in study 
groups, students who do not share  those preferences  will 
have difficulty communicating and learning in that group; 
therefore, being aware of learning styles may help guide the 
composition of small educational and study groups.

(The Herrmann Brain Dominant interactive question-
naire can be found at http:// interactive . hbdi . com . )

LEARNING STYLES AND HEALTH-
CARE PROFESSIONALS

Healthcare professionals can use their knowledge of learn-
ing styles to the advantage of patients, colleagues, and 
themselves.

Physician- Patient Relationship
The overall goal of patient education is to help patients as-
sume responsibility for their own care. A prerequisite is that 
physicians assess patients’ knowledge, be hav iors, attitudes, 
and skills, including their learning needs and style11 so phy-
sicians can provide care plans in language appropriate both 
to the patients and to medical colleagues.

Studies show patients’ self- care skills are often en-
hanced by the inclusion of more than one learning ap-
proach, further strengthening the notion that physicians 
should continually confirm their patients’ preferred learn-
ing styles.12 Although physicians may be able to use multi-
ple tools and formats that address their patients’ preferred 
learning styles, se lection must be based on an assessment 
of each patient’s needs, willingness, barriers, and abilities. 
For example, in explaining a procedure for surgical con-
sent, the physician  will know  whether to use life- like mod-
els and radiographs, brochures and pamphlets, or a video 
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 TABLE 1. Summary of Strengths and Weaknesses of Four Learning Style Models

Learning Styles Strengths Weaknesses

Kolb •   Recognizes learning styles are not fixed personality traits 
but rather patterns of  
be hav ior

•   Can be applied to overall curriculum design
•   Is used for numerous studies on learning styles and  career 

choices of medical students, physicians, and healthcare 
professionals

•  Not suitable for individual se lection
•   No evidence of improved academic per for­

mance

VARK •   Is easier to understand versus other learning styles
•   Promotes effective learning in multiple  

settings
•   Is flexible for multimodal learners as they can adapt to 

multimodal learning environments
•   Demonstrates how to manage teams more efficiently

•   Difficult to accommodate all learning styles in a 
single learning environmental setting

•   Difficult for teachers to create a curriculum that 
encompasses  every VARK modality

•   Does not  factor in motivation or personality of 
learner

Felder­ Soloman • Is based on tendencies
•   Allows mentors to use a range of teaching techniques to 

improve student learning, self­ confidence, and satisfaction 
with their instruction

•   Acknowledges high­performing learners with be hav ior 
tendencies can act differently on occasion

•   Gives students insights into their pos si ble learning 
strengths and weaknesses

•   Lack of success in predicting academic  
per for mance

•   Application of learning style dependent on 
designing effective instruction

Herrmann Brain 
Dominance

•   Addresses four distinct thinking preferences (analytical, or­
ga nized, strategic, interpersonal) vs. traditional left/right 
brain theory

•   Improves communication through further understanding of 
how  others receive information

•   Positively encourages change and growth while 
considering mature values and attitudes

•   Addresses established habits and personality traits, while 
including situational preferences

•   Can be considered overly simplistic for certain 
situations

•   Only applicable to older age groups
•   Needs additional research and academic study 

FIGURE 2. Herrmann Brain Dominance Whole Brain Thinking® Model34  
Modified from Herrmann Solutions (2020)

http://www.physicianleaders.org


72   Medical Practice Management | September/October 2020 

 www.physicianleaders.org | 800-562-8088

to help the patient understand the procedure and its risks, 
benefits, and alternatives.

Health literacy, which refers to individuals’ ability to 
understand their healthcare issues and how to properly 
care for themselves, is often an explanation for patients’ 
non- compliance and non- adherence to treatment plans; 
they simply lack the skills necessary to comprehend them.13

 Because many Americans have below- average literacy 
skills, written documents and other patient education tools 
should be aimed at the third- to fifth- grade reading level 
and routinely used in combination with other teaching 
strategies for reinforcement.14 Patients who receive materi-
als tailored to their health literacy level and learning style 
preference show better comprehension of their medical 
conditions than patients receiving materials customized 
for the general health literacy level.15

The VARK model is a  simple guide for evaluating pa-
tient preferences. When physicians recognize which VARK 
learning style each patient prefers, they can tailor their 
medical explanation to the patient’s learning preference. 
Incidentally, studies have shown that patients who play on-
line games have increased health- related knowledge, greater 
self- efficacy to engage in health- related be hav iors, and 
improved adherence to medical recommendations and re-
gimes.16 Games combine entertainment with multiple learn-
ing styles, all while educating patients at their own pace.

Medical Students and Physicians
As students pro gress through medical school, their learning 
experiences transition from knowledge- based learning to 
application of acquired knowledge to real- life contexts.17 
Most students eventually develop their own study methods, 
but initially they are more likely to use study strategies that 
have been recommended by older students than to trust in 
their own learning style.5

Knowing this, medical educators should encourage 
students to recognize their own learning styles and pref-
erences in the way they absorb and pro cess information. 
Felder argues that teachers and professors who are un-
aware of learning styles may unintentionally teach in a 
way that creates a disadvantage for some students called 
“mismatching.” Alternatively, if professors try to teach 
exclusively in their students’ preferred learning styles, the 
students may not make the effort to adapt to other styles 
and reach their potential in school and as professionals.5

The challenge is to “teach around the learning cycle” 
in an attempt to address all students’ learning styles,18 but 
students must understand that when they are physicians, 
they may elicit a negative response from their patients if 
they approach them using a learning style with which the 
patients are uncomfortable.

The most preferred VARK modality among medical 
students is kinesthetic followed by aural. In the Kolb learn-
ing style, the most common type of learning style among 

students is Converger, which describes learners who prefer 
to work in small groups, enjoy competition, and like to be 
responsible for their own learning.3

This information is useful as medical schools adapt the 
teaching approaches to their students. For example, some 
medical schools have replaced the traditional gross anat-
omy laboratory with computer- based anatomy lessons and 
tools. While this change appeals to some learners, it has 
the potential to leave  those with a kinesthetic (hands-on) 
learning style  behind.

With regard to continuous learning, once board cer-
tified, physicians must complete board recertification 
requirements  every two years for maintenance of certifica-
tion (MOC).19 In the past, physician board recertification 
consisted of an in- person test  every 10 years; however, 
with the new MOC model, physicians’ multiple learning 
styles are taken into account as they prepare for and then 
complete their MOC exams biannually with regular assess-
ments and per for mance improvement activities.

Physician Leaders
Critics of traditional medical education curricula question 
 whether medical students receive ample content and ex-
perience to become effective leaders. Despite recognition 
that leadership skills are impor tant to physicians, medical 
education curricula rarely teach leadership skills.20 Tradi-
tional medical school curricula largely exclude content in 
the public health domain, the business of healthcare, or 
leadership.

Current and  future designers of medical school cur-
ricula should recognize that medical students need and 
value skills beyond traditional medical education  because 
they become de facto leaders the moment they step into 
the clinical context. In a recent national survey, medical 
residents indicated that they supported the addition of 
business management and leadership education to their 
curricula.21 Unfortunately, the time required for accred-
itation in gradu ate medical education (GME) precludes 
opportunities for such training during medical school and 
residency.

Although the majority of the lit er a ture surrounding 
learning styles is embedded in education and the class-
room, a medical organ ization’s new employees also have 
learning needs.22 Consequently,  there are many advan-
tages to physician leaders determining the learning styles 
of their employees and applying the appropriate method 
of training or education to suit each individual’s learn-
ing styles.

Learners who are actively engaged in the training or 
learning pro cess are more likely to achieve success in the 
task at hand. Learners engaged in their own learning pro-
cess feel a sense of control, which in turn promotes higher 
self- esteem and motivation that  will then have a positive 
influence on the outcomes.23
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ACTIVE APPLICATION OF 
LEARNING STRATEGIES

An advanced understanding of learning styles can improve 
the leadership qualities of physicians, which  will enhance 
their interaction with patients, their students, and  those 
whom they supervise.

Although learning styles cannot be used as a predictor 
of success, they may promote self- awareness of the vari-
ous ways individuals teach and learn a range of content. 
Student and educator learning styles do not have to match 
for the student- teacher relationship to be successful.3 On its 
own, learning style awareness does not influence academic 
per for mance; therefore, the exploration of other potential 
strategies that integrate learning styles into curricula may 
help to teach and maintain competent physicians.24

Implementing active and self- directed learning strat-
egies  will produce a positive behavioral change in  future 
medical professionals, resulting in an increase in compe-
tent physicians and perhaps leaders.25

Simulation- based training is an example of an active ap-
plication of vari ous learning strategies that provides realis-
tic medical education in a safe, error- tolerant environment 
with advantages over conventional bedside training.26 A 
vital educational aid that complements clinical instruction, 
simulation can provide  future physicians and physician 
leaders with advanced clinical scenarios while offering 
structured, realistic, and safe learning environments  earlier 
in the curriculum.27 Poor per for mances during clinical 
simulations reveal and prevent provider errors without 
harming  actual patients.

Simulation has surpassed traditional clinical education 
as a power ful educational tool that yields immediate and 
lasting results while reducing the training time to compe-
tence.27 It pre sents an opportunity to use more rigorous, 
scientific methods to identify key medical competencies, 
including leadership. Two examples of modern simulation- 
based training technologies that encompass active and 
self- directed learning style adaptations are virtual real ity 
and three- dimensional modeling.

Virtual Real ity
Technology advancement has made information and con-
tent readily available to learners. No longer is it a question 
of  whether a student can access or retain facts, but how to 
apply them to patient care.28

Virtual real ity (VR) is emerging as an effective means 
to deliver instantaneous patient simulations and inter-
actions. The growth of VR as an educational tool is trans-
forming medical education at many levels. VR also could 
be used to enhance leadership education through sim-
ulated team meetings, examples of simulated coaching, 
or even during peer review sessions or reviews of patient 
safety events.

Virtual real ity simulations can encompass each VARK 
learning modality, as the simulations are visual, auditory, 
display written words, and have a touch- enhanced virtual 
world.28 Learners best retain information and succeed by 
 doing, particularly when the experience is self- directed, 
and VR is a practical example of an active and self- directed 
learning strategy that can directly aid in increasing compe-
tence among  physicians.29

Virtual real ity offers experiential learning as clinical 
scenarios are discussed in the classroom then immediately 
simulated in real time. If the physician makes an error 
during a simulation, the software provides instantaneous 
feedback and the physician can repeat the scenario  until 
competence is assured.

VR provides opportunities to learn from clinical en-
counters without jeopardizing real- life patients. Having 
physicians apply their knowledge to simulated clinical 
practice while si mul ta neously learning from their  mistakes 
improves clinical competency and patient safety.

Three- Dimensional Modeling
With restrictions on work hours and the supervision re-
quirements for trainees, mastering procedures efficiently 
can be difficult.30

Three- dimensional modeling (3- D modeling) in med-
ical education is the creation of an anatomically accurate 
replication of patient- specific models.  These replicable 
models allow for improved hands-on learning for students, 
proceduralists, or surgeons. Similar to VR simulations, 
3- D modeling allows students to learn and hone their 
skills without practicing on real patients. Additionally, 3- D 
models have proven to improve learning, per for mance, 
and the confidence of the trainees regardless of their area 
of expertise.29

SUMMARY

The dual leadership responsibility of addressing the pub-
lic’s expectations for patient safety and assuring adequate 
education for physicians across their life cycle from student 
through physician leader increases the need for further 
research into learning styles and their role in physician 
education.

Current research shows  little evidence that an advanced 
understanding of learning styles positively impacts ed-
ucational outcomes; however, modern technology has 
changed the medical education pro cess.31  Today’s physi-
cian  will need additional assistance navigating the rapidly 
changing medical environment while efficiently integrating 
the plethora of content that is available.

It is inevitable that  future physicians  will be required 
to rapidly integrate formal knowledge and clinical experi-
ence, familiarity in patient-centered, a comprehension of 
healthcare systems management, educational princi ples, 
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and leadership.32 Learning style preferences should con-
tinue to be researched at the medical student and educator 
level, with initial discussions covering the vari ous styles 
of learning. This can begin with a discussion of learning 
style preferences during student orientations or healthcare 
training programs and evolve to include patient-centered 
approaches and leadership.

As medicine advances, it is essential that physicians 
embrace lifelong learning early in their  careers and un-
derstand how to integrate both content and methods of 
learning. Computer technologies hold promise in provid-
ing medical professionals access to medical knowledge and 
case scenarios faster and more efficiently, while embracing 
multiple learning styles instantaneously; however, other 
innovative teaching approaches  will also likely be devel-
oped to augment the repertoire of modalities available to 
physicians in the  future.  Y
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If you agree more than you disagree with a statement, mark 
the box to the left of the question. If you disagree more than 
you agree, leave the box blank. If you find yourself wonder-
ing which situation to think of when answering a question, 
just think about how you are when you are working with 
 people. Go with your first gut reaction instead of over- 
thinking your response.

 ❏ I have strong beliefs about what is right and wrong, 
good and bad.

 ❏ I often act without considering the pos si ble 
consequences.

 ❏ I tend to solve prob lems using a step- by- step approach.
 ❏ I believe that formal procedures and policies restrict 

 people.
 ❏ I have a reputation for saying what I think, simply and 

directly.
 ❏ I often find that actions based on feelings are as sound 

as  those based on careful thought and analy sis.
 ❏ I like the sort of work where I have time for thorough 

preparation and implementation.
 ❏ I regularly question  people about their basic 

assumptions.
 ❏ What  matters most is  whether something works in 

practice. 
 ❏ I actively seek out new experiences.
 ❏ When I hear about a new idea or approach, I immedi-

ately start working out how to apply it in practice.
 ❏ I am keen on self- discipline such as watching my diet, 

taking regular exercise, sticking to a fixed routine,  etc.
 ❏ I take pride in  doing a thorough job.
 ❏ I get on best with logical, analytical  people and less 

well with spontaneous, ‘irrational’  people.
 ❏ I take care over how I interpret data and avoid jumping 

to conclusions.
 ❏ I like to reach a decision carefully  after weighing up 

many alternatives.
 ❏ I am attracted more to novel, unusual ideas than to 

practical ones.
 ❏ I  don’t like disor ga nized  things and prefer to fit  things 

into a coherent pattern.
 ❏ I accept and stick to laid down procedures and policies 

so long as I regard them as an efficient way of getting 
the job done.

 ❏ I like to relate my actions to a general princi ple, stan-
dard or belief.

 ❏ In discussions, I like to get straight to the point.
 ❏ I tend to have distant, rather formal relationships with 

 people at work.
 ❏ I thrive on the challenge of tackling something new and 

diff er ent.
 ❏ I enjoy fun- loving spontaneous  people.
 ❏ I pay careful attention to detail before coming to a 

conclusion.

 ❏ I find it difficult to produce ideas on impulse.
 ❏ I believe in coming to the point immediately.
 ❏ I am careful not to jump to conclusions too quickly.
 ❏ I prefer to have as many sources of information as pos-

si ble –  the more information to think over the better.
 ❏ Flippant, superficial  people who  don’t take  things seri-

ously enough usually irritate me.
 ❏ I listen to other  people’s points of view before putting 

my own view forward.
 ❏ I tend to be open about how I’m feeling.
 ❏ In discussions, I enjoy watching the plotting and 

scheming of the other participants.
 ❏ I prefer to respond to events in a spontaneous, flexible 

way rather than plan  things out in advance.
 ❏ I tend to be attracted to techniques such as flow charts, 

contingency plans  etc.
 ❏ It worries me if I have to rush work to meet a tight 

deadline.
 ❏ I tend to judge  people’s ideas on their practical merits.
 ❏ Quiet, thoughtful  people tend to make me feel uneasy.
 ❏ I often get irritated by  people who want to rush  things.
 ❏ It is more impor tant to enjoy the pre sent moment than 

to think about he past or  future.
 ❏ I think that decisions based on a careful analy sis of 

all the information are better than  those based on 
intuition.

 ❏ I tend to be a perfectionist.
 ❏ In discussions, I usually produce lots of spontaneous 

ideas.
 ❏ In meetings, I put forward practical, realistic ideas.
 ❏ More often than not, rules are  there to be broken.
 ❏ I prefer to stand back from a situation and consider all 

the perspectives.
 ❏ I can often see inconsistencies and weaknesses in other 

 people’s arguments.
 ❏ On balance I talk more than I listen.
 ❏ I can often see better, more practical ways to get  things 

done.
 ❏ I think written reports should be short and to the point.
 ❏ I believe that rational, logical thinking should win the 

day.
 ❏ I tend to discuss specific  things with  people rather than 

engaging in social discussion.
 ❏ I like  people who approach  things realistically rather 

than theoretically.
 ❏ In discussions, I get impatient with irrelevant issues 

and digressions.
 ❏ If I have a report to write, I tend to produce lots of drafts 

before settling on the final version.
 ❏ I am keen to try  things out to see if they work in 

practice.
 ❏ I am keen to reach answers via a logical approach.
 ❏ I enjoy being the one that talks a lot.

KOLB LEARNING STYLE QUESTIONNAIRE33

http://www.physicianleaders.org


76   Medical Practice Management | September/October 2020 

 www.physicianleaders.org | 800-562-8088

 ❏ In discussions, I often find I am a realist, keeping 
 people to the point and avoiding wild speculations.

 ❏ I like to ponder many alternatives before making up my 
mind.

 ❏ In discussions with  people I often find I am the most 
dispassionate and objective.

 ❏ In discussions I’m more likely to adopt a ‘low profile’ 
than to take the lead and do most of the talking.

 ❏ I like to be able to relate current actions to the longer- 
term bigger picture.

 ❏ When  things go wrong, I am happy to shrug it off and 
‘put it down to experience’.

 ❏ I tend to reject wild, spontaneous ideas as being 
impractical.

 ❏ It’s best to think carefully before taking action.
 ❏ On balance, I do the listening rather than the talking.
 ❏ I tend to be tough on  people who find it difficult to 

adopt a logical approach.

 ❏ Most times I believe the end justifies the means.
 ❏ I  don’t mind hurting  people’s feelings so long as the job 

gets done.
 ❏ I find the formality of having specific objectives and 

plans stifling.
 ❏ I’m usually one of the  people who puts life into a party.
 ❏ I do what ever is practical to get the job done.
 ❏ I quickly get bored with methodical, detailed work.
 ❏ I am keen on exploring the basic assumptions, princi-

ples and theories underpinning  things and events.
 ❏ I’m always interested to find out what  people think.
 ❏ I like meetings to be run on methodical lines, sticking 

to laid down agenda.
 ❏ I steer clear of subjective (biased) or ambiguous (un-

clear) topics.
 ❏ I enjoy the drama and excitement of a crisis situation.
 ❏ People often find me insensitive to their feelings.
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PHYSICIAN ISSUES

A
ttention to access to care, compassion, and 
transparency (A.C.T.) will result in significant 
changes in medical practice in the near future 
and will allow us to continue providing quality 

medical care to our patients even with the many, rapid 
transformations taking place.

ACCESS TO HEALTHCARE

Access to healthcare means that a person can see the right 
medical doctor at the right time and in the right place for a 
fee paid by payers or a reasonable fee paid by the patient. 
Patient access to healthcare sets the baseline for all patient 
encounters with the healthcare industry. When a patient 
cannot access his or her clinician, it is impossible for that 
patient to receive medical care, and both patient outcomes 
and patient satisfaction scores will plummet. Lack of ade-
quate access is a potential healthcare crisis for millions of 
people in the United States.

Easy and seamless access to the doctor and the practice 
builds patients’ relationships with providers and is likely to 
achieve improved patient outcomes. There is an impending 
physician shortage, which means the situation of access 

to medical care will only become worse. Patients may face 
availability issues as older physicians retire at an early age, 
potentially shrinking the workforce. Provider dissatisfac-
tion also is contributing to this shrinkage of the workforce. 
In a survey from the Physicians Foundation, 53% of pro-
viders reported low job satisfaction and 62% expressed a 
negative view of the future of the medical profession.1

Other solutions to the impending physician shortage 
include adding to the clinical workforce by expanding 
the number of available graduate medical education res-
idency slots, expanding medical school loan-forgiveness 
programs, and removing barriers to immigration so that 
skilled, foreign-trained physicians are able to practice in 
the United States.

Access to healthcare involves two major and several 
minor components. The first and most frequently discussed 
is the patient’s ability to pay. The second is the availability 
of healthcare personnel and facilities close to where peo-
ple live. Other issues to be considered are that the practice 
must be accessible by transportation, should be culturally 
acceptable to the patients, and must be capable of provid-
ing appropriate care in a timely manner and in a language 
spoken by those who need assistance.

Doctor Get Your A.C.T. Together
Neil Baum, MD*
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Telemedicine
Healthcare organizations have been using telemedicine 
to close care gaps caused by the long distances that many 
patients must travel to have access to in-person healthcare. 
Direct-to-consumer telemedicine allows patients to use 
their own computers or smartphones to conduct a video 
call with a provider. Many smaller facilities in rural areas 
also use telemedicine to connect with experts in urban 
areas. Telemedicine has the potential to keep patients 
from having to travel great distances to receive intensive or 
specialized care.

Telemedicine is not only for patients in rural areas. It can 
help expand access to care for two groups of patients: those 
in rural areas who live far away from a clinic or hospital; 
and those who have full schedules and may not be able to 
see a doctor during the practice’s normal office hours.

Telemedicine also is changing how schools deliver 
healthcare services for both students and staff. Today’s 
school districts do not have the funding to put a nurse in 
every school, and those nurses who do work in schools 
often are overwhelmed by a variety of issues, from complex 
emotional and behavioral health cases to children with one 
or more chronic conditions. School-based telemedicine 
uses telecommunications, including interactive video con-
ferencing and store-and-forward transmissions, to deliver 
a variety of healthcare services to students attending that 
school. The current model of caring for schoolchildren often 
results in a disruption in learning—a child must be picked 
up by a parent or caregiver and then spend a half a day or 
more at the doctor’s office, missing classroom learning.2

Telemedicine and remote patient monitoring will be-
come an essential, cost-effective, and reliable means to ex-
pand capacity in a healthcare system marked by significant 
and persistent specialty shortages and geographic dispari-
ties between patients and providers. Diagnostic codes and 
a payment model must be developed for teleconferencing 
and telemedicine.

Access to care will improve if there is an improvement 
in the efficiency of the practice. There is a necessity to re-
duce government and insurance industry compliance and 
decrease the time- consuming regulatory burdens, such 
as prior authorization, that detract from patient care and 
increase costs.

Scheduling
Several simple fixes can improve access to providers. 
Practices that can extend their office hours or stagger ap-
pointments in such a way that patients can access their cli-
nicians at convenient times provide greater patient access. 
Offices that conduct appointments only during traditional 
work hours (i.e., 9 AM to 5 PM) may not be accessible for 
those who must be at work during those times. Children 
who are in school may be unable to see pediatricians who 
are available only during school hours. Many healthcare 

organizations offer patients a typical set of office hours for 
patient visits, but for the working adult or parent, a clinic 
that is open between 8 AM and 6 PM is not always useful. 
Patients need convenient office hours that allow them to 
visit the doctor without interrupting their work or school 
schedules. An easy solution that can be accomplished 
with existing staff and no requirement for additional tech-
nology is to increase office hours. Access will improve if 
practices can start at 7 AM or also have early evening and 
weekend hours.

Making sure patients can make 
appointments with the right 
doctor, which can help improve 
their access to healthcare, 
ultimately drives more patients to 
the practice or to the hospital.

Access can be enhanced by improving the scheduling 
process. When patients do need to access in-person care, 
they often face find that it is difficult to schedule an ap-
pointment. When they contact a provider’s call center or 
front desk to make an appointment, patients may encoun-
ter busy signals, may be placed on hold for a prolonged 
time, may have to struggle with technological issues such 
as being disconnected or finding their way through a phone 
tree, or may have trouble finding a time that meets both the 
patient’s and the physician’s schedule.6

Hospitals and medical practices can consider online 
appointment scheduling software, which allows patients to 
view and select appointments with their preferred provid-
ers. Online appointment scheduling improves convenience 
for patients and also allows them to see the right kind of 
doctor for their medical problems. For example, when a 
patient with a knee injury books an appointment, he can 
make sure he sees an orthopedist who specializes in knees 
rather than one who specializes in shoulders.

Making sure patients can make appointments with 
the right doctor, which can help improve their access to 
healthcare, ultimately drives more patients to the practice 
or to the hospital.

Transportation
About 3.5 million patients go without care because they 
cannot access transportation to their providers. Trans-
portation is a critical social determinant of health that has 
recently gained nationwide attention.3 According to an 
article published in the Journal of the American Medical 
Association, ridesharing services such as Lyft and Uber can 
improve that healthcare disparity and cut down on the $2.7 
million the federal government spends each year on none-
mergency medical transportation services.4
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Uber and Lyft have plans to improve access to care 
arising from medical transportation issues. Both compa-
nies will help providers and patients connect with rides to 
medical appointments.5

COMPASSION

Doctors continue to be challenged to demonstrate compas-
sion for their patients. This is very difficult to do in a 10- to 
15-minute appointment accompanied by the requirement 
to enter data into the EHR. Multiple studies have docu-
mented that it is not unusual for a doctor to interrupt a 
patient only 11 seconds after the doctor initiates the dis-
cussion in the examination room.7

The healthcare industry, particularly physicians, is 
getting a bad rap about providing care and compassion 
compared to doctors of the past. Patients would like to 
return the days of TV doctors Marcus Welby, MD, or Dr. 
Kildare, who were quintessential examples of compassion. 
Today’s physician depends on technology, medications, 
surgeries, CT scans, radiation therapies, biopsies, and 
blood tests, and that compassion—the “touchy-feely” part 
of medicine—appears to have become an afterthought. It is 
not rare to hear from patients that they had a medical ap-
pointment and that the doctor did not touch them or even 
perform a physical exam.

The Medicinal Value of Tactful Touching
From the time of Hippocrates, tactful touching has been a 
part of the healer’s armamentarium. The Bible, both Old 
and New Testaments, contains numerous stories about 
the healing powers of tactful touching. Harry Harlow, a 
professor at the University of Wisconsin, performed a fa-
mous experiment that showed that primates deprived of 
touch did not grow and develop normally. It was Professor 
Harlow’s opinion that essential needs like food, water, and 
shelter are not enough for survival. Primates, humans in-
cluded, need to touch and be touched in order to survive 
and thrive.8

Touching provides a vital and 
necessary role in sustaining life.

Another study conducted in English orphanages during 
World War II showed that even if infants received ade-
quate food, they failed to thrive unless they were held and 
cuddled on a frequent basis. Touching does not provide 
calories; however, it provides a vital and necessary role in 
sustaining life. Neonatal mortality decreased and growth 
and development improved when laywomen were brought 
in to hold and to cuddle the babies for several hours a day.9

The number of Americans seeking alternative healthcare 
providers has been increasing for several years.10 Patients 

are seeking healthcare from complementary providers 
such as chiropractors, acupuncturists, massage therapists, 
and physical therapists. These complementary providers 
make ample use of touching in their approach to patients.

Doctors no longer seem to touch their patients during 
most office visits. It is much easier to order a CT scan or an 
MRI than to touch or physically examine the patient. All of 
us remember those amazing physicians in medical school 
who were able to make a correct diagnosis based on the 
physical exam alone and were not dependent on technol-
ogy and imaging. Most physicians have forgotten how to 
use those physical examination skills.

Another concern is that doctors are under pressure to 
see more patients and as a result, there is less time to tact-
fully touch our patients. Tactful touching creates a positive 
connection between doctor and patient. Sensitivity train-
ing coaches may warn against touching our patients, but I 
know the medicinal value of touching and will continue to 
use tactful, appropriate touching.

Compassion Is Good Medicine
There is scientific evidence that compassion is good med-
icine. Trzeciak and Mazzarelli11 provide overwhelming 
evidence for the healing power of compassion in their book 
Compassionomics: The Revolutionary Scientific Evidence 
That Caring Makes a Difference .

Kindness brings longer, healthier lives—not only for 
patients, the book argues, but also for healthcare profes-
sionals. When a physician is compassionate, patients heal 
better and more quickly, and the doctors are happier and 
less subject to burnout.
Studies have shown that warm, supportive interactions 
with patients from either doctors or nurses right before the 
patient goes in for surgery result in patients being calmer 
at the start of surgery and a decrease in the need for opi-
ate medication following surgery. Patients also spent less 
time in the hospital.12

Technology
With the advent of artificial intelligence, we soon may not 
be required to take a history of the present illness, record 
the past medical history, or perform the review of systems. 
With a few clicks and within a few seconds a diagnosis with 
a rank of probabilities will appear on our computer screen 
and will recommend what studies to be ordered and what 
treatment might be appropriate.

Many of us fear the phrase, “The algorithm will see you 
now!” Medical algorithms, however, are a valuable but 
currently underutilized resource in healthcare. Their use at 
the point of care can significantly improve the quality and 
cost-effectiveness of medical care.

Just as airplane pilots use checklists to safeguard against 
mistakes and rely on formulas to plot the right speed 
and trajectory to take off and to get the plane safely to its 

http://www.physicianleaders.org


80   Medical Practice Management | September/October 2020 

 www.physicianleaders.org | 800-562-8088

destination, medical providers can also use algorithms and 
checklists as a guide. Medical errors are believed to be re-
sponsible for more than 100,000 deaths a year.13 The use of 
algorithms may well help lower this number and may guide 
a doctor quickly to the diagnosis. However, an algorithm 
never will be able to provide compassion, caring, and em-
pathy. If we take the time to talk to our patients, to be good 
listeners, and to look at patients instead of computers, there 
will always be a need for doctors.

TRANSPARENCY

No one would consider staying at a hotel, buying an airline 
ticket, or buying an automobile without knowing the price 
of the service or product. Guess what? Patients also want 
to know the cost of their medical care before they visit the 
doctor or have the study or the procedure. We are in an era 
of rising copays, rising deductibles, and more patients hav-
ing greater financial responsibility for their medical care.

There is a negative impact from not having cost trans-
parency. According to a report from InstaMed, 74% of pro-
viders saw an increase in financial responsibility in 2015. 
High out-of-pocket costs can be prohibitive, causing some 
patients to skip recommended care.14

According to a poll of over 1500 patients, 25% are avoid-
ing medical care due to its high cost.15

Another issue regarding price and transparency is pa-
tients’ lack of understanding and confidence in the bills 
they receive from hospitals and medical practices. A review 
of patients’ confidence in the accuracy of their medical 
bills demonstrated that just 33% of consumers felt very 
confident that bills from their hospital or provider are ac-
curate. That feeling seems to have some validity: 47% of re-
spondents also reported a billing or payment issue during 
their most recent healthcare experience. Such mistakes are 
among the ways a hospital or health system could jeopar-
dize patient loyalty. In fact, 42% of patients say incorrect 
or confusing bills would cause them to seek care from a 
different provider.16

The goal of pricing transparency is that, as people have 
higher deductible plans, they must have the ability to select 
the best doctor or facility at the best price.

When, for example, patients are given the option to 
select an MRI provider based on cost, they select a more 
cost-effective option and reduce the cost by an average 
of $220 per person. There is proof and evidence that you 
can lower costs by having people use pricing transpar-
ency tools.17

Finally, as part of the discussion on transparency, of-
fer your patients various ways to pay their portion of the 
charges. This means not only accepting, cash, checks, credit 
cards, and PayPal, either in person or online, but also being 
able to offer reasonable payment plans. Your staff should 
understand the practice’s financial policy and apply it 

consistently to all patients who ask to establish a payment 
plan. That means being prepared to set up automatic 
monthly payments for large balances before they become 
a collection issue.

Bottom Line: The contemporary physician is going 
to have to adapt and change, which will probably mean 
learning to embrace technology. But that doesn’t mean we 
have to forget the basics and why we became doctors in 
the first place. As long as we focus on the patient and pro-
vide access to care, remain compassionate, and have price 
transparency, we will be successful, have happy patients 
and a happy staff, and just may be home for dinner!  Y
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C
reating an exceptional work culture and increas-
ing employee engagement continue to rank at the 
top of every business and HR leader’s workplace 
goals. Both of these topics have received increas-

ing attention over the past few years. I want to challenge 
these leaders to consider personal accountability and its re-
lationship to and impact on culture and engagement. When 
leaders foster an environment of personal accountability, 
culture and engagement naturally improve.

WHAT IS ACCOUNTABILITY?

Sometimes the terms accountability and responsibility 
are used interchangeably; in fact, however, they are quite 
different things in the workplace. Responsibility is stepping 
up to take ownership of an activity. An employee who 
completes all assigned tasks for their position is taking re-
sponsibility for their job. Accountability, on the other hand, 
is stepping up to take ownership of results. The accountable 
employee will do what it takes to get the job done with the 
best results possible.

An employee who clearly understands his or her goals 
and does what it takes to get the desired outcome displays 
accountability. Don’t confuse this with the employee 
who is seemingly always in the office. It is possible for an 
employee who has no personal accountability to work 
many hours just because he or she is inefficient. Likewise, 
it doesn’t mean an employee who leaves right at the end 
of a shift to accommodate childcare or family life isn’t 
personally accountable. That employee may be working 

extra hours in the evening or on the weekends. Perhaps 
the employee has managed to accomplish desired results 
within his or her work hours. It’s less about the time spent 
on the task or project and all about the results the employee 
generates. The employee will do whatever it takes to ensure 
the completion of every one of his or her responsibilities.

Employees with personal 
accountability understand they 
are working with others toward a 
common goal for the organization.

Accountable employees not only are completing the 
responsibilities, but they also are completing them to a spe-
cific level of satisfaction. They are not just checking items off 
a to-do list. Determine that level of satisfaction in advance 
and ensure it is clearly understood. Every employee needs 
to know the expectations of their manager, the organization, 
and, most importantly, the patients or clients. Then, every-
thing they do should meet these expectations, even if that 
means it takes them more time to do something.

Finally, employees with personal accountability under-
stand they are working with others toward a common goal 
for the organization. They know the mission, vision, and 
current initiatives of the organization and how their role 
contributes to them. If employees do not understand the 
organization’s mission, vision, and values, then they are 
working blind and have no sense of direction. Ensuring that 

Enhancing Culture and Employee 
Engagement Through Personal 
Accountability
Kathryn Stewart, MA, PHR*

Improving work culture and increasing employee engagement are topics at 
the top of the list for every business and HR leader. Encouraging personal ac-
countability among your employees will naturally both improve work culture 
and increase engagement. This article defines accountability for an employee, 
describes what it looks like in the workplace, and gives practical tips on how to 
foster an environment of accountability.
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employees not only have a clear direction but also buy into 
the goals of the organization brings a sense of belonging 
and purpose to everyone. It also helps employees identify 
whom to partner with to achieve these goals.

WHY SHOULD LEADERS STRIVE TO 
INCREASE PERSONAL 

ACCOUNTABILITY AT WORK?

Yes, better work culture and increased employee satisfac-
tion will come from an organization filled with accountable 
employees—but how and why?

More Trust With Reliability
When you work with people who do what they say they 
are going to do, you know you can rely on and trust them. 
When there is trust in the workplace, it eliminates the stress 
of the unknown. “Will they do what they said they were go-
ing to do?” or “Can I count on them?” goes away. Instead, 
employees will focus on their own roles and responsibili-
ties. Suddenly, there is no need to micromanage projects.

Increased Skills and Confidence
Because accountable employees consider the best way to 
get the job done, they are challenged to think creatively 
to improve processes and efficiencies. The use of criti-
cal thinking skills enhances the employee’s skill set and 
confidence as they witness the impact they have on the 
organization.

Sense of Purpose
Everyone wants to know their work is important and makes 
a difference to the organization. The accountable work 
environment is sure to demonstrate each role’s impact on 
the organization. Employees will work together and share 
accountability to contribute to the organization reaching 
its goals. It becomes a cycle of success for individuals and 
the organization.

HOW CAN LEADERS FOSTER AN 
ENVIRONMENT OF PERSONAL 

ACCOUNTABILITY?

Leaders must be transparent about their expectations for 
personal accountability and ensure that every employee 
understands what that means and how that looks. Encour-
age employees to “see it, own it, solve it, and do it.” The 
following sections offer some tips and ways to get started.

Acknowledge how you affect the culture.
Stop and take an inventory of your own actions and con-
sider how they are affecting the organization’s culture. Ask 
your employees for and be open to feedback, both positive 

and constructive. Really listen! Leaders must model how to 
give and get good feedback. Regularly requesting feedback 
and accepting it with gratitude is critical to developing 
personal accountability. Feedback truly is a gift. Once you 
receive it, acknowledge how you’ve contributed to any 
problems. This arms you with the power to overcome any 
challenges. Giving and receiving feedback does not come 
naturally to most people, especially new managers. By 
having your direct reports practice giving you feedback, you 
are not only learning from their input, but you are helping 
them develop their skills.

Define how each role affects 
your organization.
Many jobs require some degree of menial, repetitive work, 
but the key to not succumbing to the monotony of these 
tasks is to understand the bigger picture. If employees 
truly understand how their role, in conjunction with other 
positions, brings the mission of the company to life, they’ll 
be much more inclined to give 100% to their jobs (even 
when they’re not particularly passionate about the task at 
hand). When leaders give their employees purpose, higher 
engagement and satisfaction follow naturally.

One way to accomplish this is to clearly define the orga-
nization’s initiatives and form goals for each role that con-
tribute to those initiatives or the mission of the business. 
Continually reviewing the employee’s progress toward 
these goals brings the focus back to the aspects of their role 
that contribute to the bigger picture.

Hire accountable people.
When hiring new employees, ensure they possess personal 
accountability or the potential for it. Past behavior is al-
ways the best predictor of future behavior, so ask plenty of 
questions that draw out past situations. Consider ways the 
candidate can show their accountability, including their 
ability to keep promises, consider consequences, take re-
sponsibility for mistakes, and make amends for mistakes.

Some questions you might consider asking during the 
interview process include the following:
	7 Describe a situation in which you took responsibility 

for a mistake you made. What were the consequences 
of doing so?

	7 Have you ever taken responsibility for a mistake that a 
member of your team made?

	7 Tell me about a time when you failed. How did you 
handle it?

	7 Tell me about a time when you chose to honor a com-
mitment or do the right thing even though this action 
caused you personal hardship or wasn’t the easiest way.

Provide mentors.
Although a formal mentorship program is a great perk, 
there are several informal ways you can foster mentor 
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relationships in the workplace. Ask employees who have 
been there longer to coach new hires. This is an excellent 
way for new hires to gain insight and understanding into 
the inner workings of your organization. It also allows for 
the new employees to ask questions about processes and 
suggest other efficiencies not previously considered. In ad-
dition to training for new job tasks, you can ask the mentors 
to share the history of the organization, current initiatives, 
and how their role contributes to those initiatives.

Consider partnering older employees with younger ones 
or employees with more industry background with those 
newer to the field. New employees are not the only ones 
who benefit from a mentor relationship.

Get managers in the mindset to help.
Help your managers change their thinking from holding 
others accountable to nurturing an environment where 
people are taking greater accountability. This helps foster 
a culture where employees proactively self-select the ap-
propriate actions needed to get the desired results. This 
mindset has to trickle down from the top.

Encourage positive thinking.
Help employees seek joy in challenging circumstances in-
stead of always looking at the negative. Start by modeling it 
yourself. When individuals complain about current condi-
tions, help them look at the situation differently. Ask them 
questions to draw out anything that is going well so they can 
begin to see it’s not all negative. Positive thinking doesn’t 
come naturally to many people, so practice is essential.

Stop the blame game.
We all know people who like to play the blame game—
or at least feed into it. Blame kills accountability. Your 

employees should feel empowered to make mistakes and 
not be afraid to learn from them. Getting blamed doesn’t 
help anyone. Instead of blaming, managers, leaders, and 
colleagues should discuss ways to improve processes or 
projects and allow others to contribute for added buy-in.

Allow creative thinking.
Leaders must allow employees to think creatively to come 
up with their own solutions rather than solve problems for 
them. This may seem easy, but it can take time if it isn’t a 
natural part of your leadership style. Learn to ask open-
ended questions to prompt problem-solving. Ultimately, 
you’re coaching the individual to create their solutions or 
devise options to drive personal and team accountability. 
And, when employees are providing their own answers, 
they see the value they bring to the organization and en-
gage in responsibilities with more vigor and energy.

Delegate authority.
Once employees begin to demonstrate accountability, give 
those employees some power to make some decisions. For 
example, when you assign a project with specific expected 
results, allow the employees to choose the team, vendor, or 
tools they will use and work with to get the work done. Give 
them the ownership they need to get those results.

Bottom line: When you foster an environment where 
employees are encouraged and expected to focus on per-
sonal accountability, you are growing a team of engaged 
contributors. You’ll begin to see a group of more efficient, 
creative, and independent employees striving to do their 
best to contribute to the mission, vision, and initiatives of 
your organization. Culture will naturally improve as trust 
and camaraderie develop. Lead the way to an enhanced 
culture and increased engagement through personal ac-
countability!  Y
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I
s messiness a sign of genius? Some people say it is. As 
evidence, they will point to geniuses like Thomas Edi-
son, Mark Twain, and Steve Jobs, who kept messy desks.1 
Some will delight in quoting Albert Einstein, who is 

famously credited with saying, “If a cluttered desk is a sign 
of a cluttered mind, of what, then, is an empty desk a sign?” 
They may consider messiness to be an endearing personal 
characteristic or quirk and an essential part of who they are. 
They may even take pride in it. And some will go as far as to 
claim that there are benefits to their messiness. For exam-
ple, Abrahamson and Freedman2 suggest, “It’s time that we 
take an open-minded look at messiness in all aspects of our 
lives and institutions, and consider where it might be best 
celebrated rather than avoided.”

Despite such viewpoints, there is nothing endearing, 
essential, or worth celebrating about being a slob in a 
medical practice. Sloppy employees are not sloppy in a 
vacuum; their mess is experienced by others every day. 
And much as they may not like it, your employees’ potential 
genius or personal preference cannot give them license to 

do whatever they want. Quite the contrary. The medical 
practice manager must hold every employee to standards 
of conduct, including those related to tidiness and cleanli-
ness. That may seem like a no-brainer. However, there will 
be some employees who will cling, sometimes ferociously, 
to their slovenly ways. And there will be those who resent 
their managers for telling them to tuck in their shirts or to 
clean up their workspaces, just as teenagers resent their 
parents for telling them not to leave their dishes in the 
sink or to clean their rooms. In fact, calling out employees 
on their slobbery may elicit a strong emotional response. 
Employees may find it embarrassing to have you speak to 
them about their messes, and they may react defensively 
and with anger. As well, employees who have been sloppy 
for a long time or for their entire lives will probably find 
it difficult to adopt new habits, even if they want to. And 
just as having messes pointed out may be troubling to the 
sloppy employee, you may find having to do so equally 
distasteful. You may feel that neatness and consideration 
of others should be a given in a professional workplace. 

How to Manage a Slob
Laura Hills, DA*

Have you ever had to manage a slob, or are you managing one now? Perhaps 
you have an employee whose workstation is constantly buried beneath stacks 
of papers and strewn with used coffee cups, snack wrappers, and yogurt con-
tainers. Or maybe you have an employee who leaves dishes and mugs in the 
breakroom sink and spills on the counter, and who leaves food in the fridge 
until it grows legs and can walk away. Or perhaps you have an employee who 
arrives at work each day rumpled and wrinkled, like he just rolled out of bed. 
It can be uncomfortable or awkward to tell an employee that he has a tidiness 
problem. But that is exactly what the medical practice manager must do. This 
article argues that tidiness of both physical spaces and personal appearance 
is a fundamental requirement for medical practice employees. It explores the 
psychology of slobbery and some of the most likely reasons why an employee 
may bring sloppy habits to your medical practice. It addresses the importance 
of being a tidiness role model for your employees and suggests five practices 
to put in place before approaching a messy employee. It also suggests specific 
strategies to use when addressing an untidy desk or workspace, an untidy staff 
kitchen or breakroom, and an employee’s untidy appearance. Finally, this article 
provides six tips for establishing a culture of tidiness and more than a dozen 
office cleanliness etiquette guidelines for you to share with your employees.

KEY WORDS: Messiness; untidy; clutter; sloppy; habits; standards; desk; workspace.
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Many managers feel especially put upon when they find 
themselves spending their time and energy making sure 
that their employees pick up after themselves. And who 
can blame them?

The question is not if you should 
address the problem with the 
sloppy employee, but how.

Complicating things further is the fact that some people 
may believe that their personal tidiness or lack of it is their 
business, not yours. That may be true in many aspects of 
your life. For instance, it is not your concern if a fellow 
passenger on public transportation has wrinkled clothes 
and a missing button. There is probably not much you can 
do if you visit your aunt and uncle and find that their home 
is a cluttered mess. And you probably won’t be able to get 
your next-door neighbor to clean out the gum wrappers 
and used paper coffee cups that are strewn about the in-
terior of his car. However, your employees’ sloppiness is 
different, because it can damage your medical practice. 
Patients who encounter a sloppy employee may wonder 
if the whole practice is sloppy. In many cases, the mess 
left behind by one employee will cause friction with his or 
her coworkers and make everyone’s job harder. Sloppiness 
taken to the extreme can create unpleasant odors, attract 
bugs and rodents, and create safety hazards in your office. 
Therefore, no matter what an employee tells you, his or 
her sloppiness is most definitely your business. Do not let 
the employee convince you otherwise. The question then 
is not if you should address the problem with the sloppy 
employee, but how.

THE PSYCHOLOGY OF SLOBBERY

A good place to begin is to understand why employees 
are sloppy. One possibility is that the employee does not 
recognize that there is anything wrong. This is unlikely to 
be the case for a seasoned employee. However, employees 
who are new to the workforce may not know what levels of 
tidiness and cleanliness are expected of them. Rather, they 
may take their sloppy habits from home and bring them 
to their first jobs without realizing that they are out of step 
with their workplace and coworkers. Such problems will 
be among the easiest for you to address and correct. In 
many instances, the only thing sloppy new employees may 
need is your explicit instructions and clear expectations 
and for you to teach them how to behave in a professional 
environment.

A more complex psychology may be at play for the 
seasoned sloppy employee. It is likely that the individual 
knows that her habits are sloppy, or at least that oth-
ers deem them so. Most likely the employee has heard 

complaints before and brought sloppy habits from one job 
to another. Although in some cases, an employee’s slov-
enliness may be a manifestation of serious, deep-rooted 
issues that are best addressed through therapy, in most 
cases, the employee’s sloppiness is a manifestation of his 
or her selfishness. As Dalrymple3 explains, “The slob is in 
effect saying to you, and to everyone else, I am not going 
to make an effort just for you. You must take me as I am, 
and not think the worse of me for that.” Slobbery is not 
absent-minded, Dalrymple says, as when, for example, 
a stereotypical absent-minded professor, absorbed in 
the textual problems of Aeschylus or some such abstruse 
matter, puts on socks of different colors. As Dalrymple ex-
plains, “On the contrary, slobbery is militant. It demands 
simultaneously that you notice it and take no notice of it.” 
Note, however, that while the slob demands something of 
you, he demands nothing of himself. It takes no effort to 
be a slob. In fact, to be a slob is to “indulge in uncondi-
tional self-regard,” Dalrymple says.

Of course, lack of funds may explain an employee show-
ing up to work with stained or patched clothing or shoes 
in disrepair. Although such instances may be uncommon, 
you may be able to resolve them when you encounter them 
by providing a uniform or giving the employee a small ad-
vance on a first paycheck. However, slobbery is more often 
the result of a psychological issue, not a financial one. As 
Dalrymple argues, “I have lived in very poor countries in 
Africa and have been moved by the efforts of very poor 
people to turn themselves out as well as they can.”

In summary, a medical practice manager must ask 
three questions about a sloppy employee before taking 
further action:
1. Is this employee new to the workforce and sloppy be-

cause he or she does not know what is expected of him 
or her?

2. Might this employee’s sloppiness suggest that he or she 
has problems that are outside the scope of what I can 
handle, and are best referred to a therapist?

3. Can this employee’s sloppy appearance be attributed to 
financial problems?

If you answer no to these questions, you are dealing 
with a garden-variety slob. That means that you will need 
to manage the problem yourself, firmly and effectively. 
And, as with any employee behavioral issue, you will need 
to establish clear expectations and enforce them, whether 
the employee likes it or not. 

DO AS I SAY, AND AS I DO

Your employees will pay attention to what you do, whether 
you intend them to or not. As Broudy4 explains, “You’re the 
role model for your employees. On one hand it means that 
you’re always under the magnifying glass, but the flip side is 
that being the role model is a powerful management tool.” 
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If you are a disorganized mess, Broudy warns, chances are 
that your employees will be too.

Take an objective look at your own tidiness before you 
approach a sloppy employee about his. As Bloem5 warns, 
“Don’t expect employees to keep their desks uncluttered 
if your desk is a disaster. ‘Do as I say, not as I do’ never 
works.” Be sure that your workspace and appearance are 
as tidy as or tidier than you would expect your employees’ 
appearance and workspaces to be. However, do not spruce 
up your workspace and appearance just to impress your 
employees. Rather, improve your tidiness habits for good 
and maintain them long enough to set a new standard for 
yourself and for your employees. Doing so will help you to 
establish credibility when you talk to a sloppy employee 
about his mess. As well, improving your tidiness will give 
you an effective way to talk about making such changes 
from your personal experience. That can carry a lot of 
weight with your employees who are trying to make similar 
changes and perhaps finding the task to be difficult.

Sometimes an office slob may be the product of his or 
her environment. Many of us will pile things onto an al-
ready messy tabletop or desk where they will go unnoticed, 
more so than we will mar a clean surface. As Professional 
Journey6 suggests, “Look at your office honestly. Is it con-
ducive to cleanliness?” For instance, do you see unopened 
boxes or stacks of unread catalogs and journals collecting 
dust? Are your wastebaskets overflowing? Do your employ-
ees have insufficient space to stow their coats and personal 
possessions? Is your filing space jam-packed? Is your office 
less than scrupulously clean? If your work environment is 
less than ideal, declutter and clean it before you do any-
thing else.” As Professional Journey suggests, “Start with a 
clean slate.”

CRACKING DOWN ON SLOBBERY

By now you have determined that the tidiness problem 
in your medical practice is one that is appropriate for you 
to handle, and you have done all you can to lay a good 
foundation for tidiness. Now is the time to act. However, 
no matter how and where you encounter slobbery in your 
office, you will want to put several practices into place. 
First, remember that you don’t need to break an egg with 
an axe. A gentle reminder to be tidier may be all that the 
messy employee needs. Start there and give your employee a 
chance to do better. Second, respect the employee’s privacy. 
As Petersen7 suggests, “Don’t reprimand the employee in 
front of co-workers.” Meet with him or her privately. Third, 
don’t make it personal or a value judgment. Instead, Pe-
tersen suggests framing the discussion as concern for the 
office community as well as for your employee’s career. 
Or, as Professional Journey suggests, “Make it about work 
impacts.” Fourth, listen and pay attention. It may be that 
the employee also has concerns about the condition of her 
workspace as well as her own organizational skills. She may 

need reassurance and instruction, not discipline. Or, the em-
ployee may offer a valid reason for the mess, such as that she 
does not have sufficient space for necessary equipment and 
paperwork. She may need you to find more space in a filing 
cabinet or come up with another solution. Finally, don’t 
single out any employee unless you are sure that he or she is 
the culprit and that he acted alone. Sometimes office messes 
are co-created. You may have to do some sleuthing to figure 
out precisely what has been going on. If the problem turns 
out to be widespread, you will want to address the problem 
with your entire staff.

There are three basic types of slobbery that plague a 
professional workplace: the messy desk or personal work-
space; the messy kitchen, breakroom, or other shared 
space; and the messy personal appearance. We will explore 
each of these separately below.

The Untidy Desk or Workspace
Some employees will find it difficult to keep their desks tidy 
because they handle more paper than they can store. There 
are three possible solutions to this problem. The first, as 
already suggested, is to identify or create additional storage 
space in your office. The second is to reduce your files by 
eliminating what you can and storing rarely needed files 
off site. While both solutions can help, they may not solve 
the problem permanently. Paper has a way of creeping 
back into an office and filling up vacant space. There-
fore, Boitnott8 suggests the third solution: reducing your 
paper-heavy processes. As Boitnott explains, “By closely 
examining the processes that are creating such a large 
amount of paper, you may be able to find an easy solution.” 
Many software solutions are available that can replace 
paper and help your employees to keep their desks tidier.

In many cases, however, the problem will be not the 
volume of paper but the employee’s poor habits. If the 
employee seems teachable, work with him so he can learn 
how to organize his desk and his work. Follow up and look 
for and reinforce steady progress. If you sense that the 
employee doesn’t care to improve his behavior or is being 
intentionally sloppy, treat the problem as you would other 
employee behavioral problems. Document everything 
you observe and complaints others share with you. Take 
photographs of the mess when you can. Then, work your 
way through a series of verbal and written warnings that 
spell out what you expect, by when, and the consequences 
if the employee doesn’t improve. Ultimately, an employee 
who can’t or won’t meet your expectations about tidiness is 
probably not a good fit to your medical practice.

However, before you fire an employee for her messy 
desk, Professional Journey suggests that you try one last 
strategy. As Professional Journey explains, “Nothing freaks 
out messy people more than the threat of you taking own-
ership of a situation and cleaning up their mess, in front of 
everyone. Confronting? You’d better believe it!” If you want 
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to give this strategy a try, Professional Journey suggests that 
you send an email to the messy, thoroughly warned em-
ployee stating that she has until close of business to have a 
clean desk or workspace. Then explain that you’ll be at her 
desk first thing the next morning, before your office opens, 
with a plastic bag in hand, and that you will slide everything 
messy into the trash. “Sometimes fear and shame are great 
behavior change motivators,” Professional Journey says. 
Although this strategy is not for everyone, Professional 
Journey suggests that it is much like ripping off a Band-Aid 
because it shortens the pain. After your clean-up, the ball 

will be in the employee’s court. She will get the message 
and keep her desk tidy from then on. Or she will continue 
her slobbery, in which case you will likely want to fire her.

The Untidy Kitchen, Breakroom, 
or Other Shared Space
If you are fed up with the piles of dirty dishes in your 
office kitchen, you are in good company. According to 
Egan,9 many employers struggle with this problem. As 
Egan explains, “Since the kitchen is a common space, 
some workers may [mistakenly] believe it’s someone else’s 

What your office looks like is a direct representation of 
your work culture. As Herold13 suggests, “It’s the physical 
embodiment of your beliefs, your standards and your 
theories on how to treat your employees and run your 
business.” Great workplace culture begins with a clean, 
uncluttered office, Herald says. Here are six tips to help you 
create a culture of tidiness in your medical practice:
1. Stow work papers and tools. Some people like to work 

with many of the papers and supplies they need on view 
at once. In this way, they have much in common with 
woodworkers who hang their tools on display in a work-
shop. For example, some employees like to have bulle-
tin boards in their offices covered with various papers. 
Or, they may like to erect large desk-top file holders and 
jam them with dozens of files. Or they may like to keep 
every office supply they could possibly need on their 
desks. However, a less cluttered office, and one that 
is easier to keep physically clean, is one in which most 
items are stored in drawers and behind closed cabinet 
doors. Establish a culture in your office in which employ-
ees keep their work papers, tools, and supplies stored 
when they are not using them. For example, if they rarely 
use a ruler or a staple remover or a hole puncher, those 
items should be stored in the desk drawer, not on the 
desk. Likewise, if an employee is working on a file only 
occasionally, or is done working on it, it should be kept 
in a file drawer or cabinet until it is needed again. The 
overarching goal should be to limit the number of items 
on a desk or other surface to the essentials.

2. Establish cleaning rituals. Make tidying up a regularly 
scheduled communal activity. For example, Petersen7 
suggests, “Encourage employees to develop the 
habit of tidying and cleaning their desks at the end 
of the workday.” Or, as Herold suggests, make every 
Wednesday a “wasteless Wednesday,” with everyone 
pitching in to keep things looking clean and neat. Or, 
as Petersen suggests, hold end-of-day clean-up parties 
so that employees have paid work time to rid them-
selves of whatever they don’t need. If the mess will take 
longer to clean up than will fit in such time, Boitnott8 

suggests devoting an entire day to it. “Play music, bring 
in food for lunch and allow all employees to wear casual 
clothes,” Boitnott says.

3. Provide cleaning supplies. Even if you have a cleaning 
service, make sure that your employees have the tools 
and equipment they need conveniently on hand to 
keep your office clean throughout the day. For example, 
Petersen suggests that you keep your office break room 
stocked with paper towels, dusters, and spray bottles of 
all-purpose cleaner. As well, keep a vacuum cleaner or 
broom on hand.

4. Encourage employees to keep personal care supplies 
on hand. Things can happen during the day that can 
mar an employee’s appearance. Encourage employees 
to keep in the office whatever grooming supplies or 
changes of clothing they will need to keep their appear-
ance clean and tidy. Be sure they have a place to stow 
their supplies. As well, keep on hand some supplies for 
general use such as stain remover, nail polish remover, a 
sewing kit, safety pins, and a lint brush.

5. Establish a place for everything. Things will be left out 
on counters and desks when there is no good place to 
put them. Establish “homes” for everything and make 
them easy to use. Davis14 suggests taking ergonomics 
into account. As Davis explains, “Commonly used items 
should be stored within easy reach, reducing the need 
for bending, stretching and excessive walking.” If you 
can’t identify good homes for new items, ask your staff 
to help you find them.

6. Provide what employees need to stay organized. 
Office supply catalogs, websites, and stores offer an 
array of products that can help your employees to 
organize their workspaces. These include organizers for 
drawers, cabinets, closets, and your break room. Offer 
to approve purchase of organization tools that your 
employees think will help them. However, be mindful 
not to choose items that will create more clutter or that 
don’t serve a needed purpose. Rather, purchase items 
that will maximize limited storage space or that will cre-
ate needed systems.

Establish a Culture of Tidiness: Six Tips
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responsibility to keep it clean and organized.” Therefore, 
you will need and want to put the record straight. Egan sug-
gests that you create and post rules for your kitchen such as 
that no dishes be left in the sink, that spills be cleaned up 
immediately, that trash be put in the receptacles you pro-
vide, and that employees refill anything that they’ve emp-
tied, such as the coffee pot or the paper towel dispenser. 
You can buy ready-made signs about general kitchen rules 
and also others that focus specifically on refrigerator and 
microwave etiquette. For example, you can find a variety 
of plastic, aluminum, laminated label, or magnetic kitchen 
signs for your office at www.mydoorsign.com. Keep in 
mind, however, that most die-hard slobs will ignore rules 
and signs. Employees who continue to leave a mess in your 
office kitchen despite your series of warnings probably do 
not belong in your medical practice. Their lack of consider-
ation for others eventually will eat away at the rest of your 

staff, who want to eat their lunches and take their breaks in 
a clean kitchen. In addition, some kitchen messes pose a 
health risk not worth taking.

Untidy Personal Appearance
Managers tend to agonize over conversations about dress 
and grooming because the problem is so personal. Em-
ployees may feel embarrassed and offended when you talk 
to them about their dirty, wrinkled, and stained clothing 
and their messy hair. However, Green10 suggests that you 
enter such conversations from a depersonalized point of 
view. As Green says, “It’s not about him as a person or a 
condemnation of his personal style choices.” In fact, the 
employee who dresses and grooms like a slob may have 
no problems doing so in his personal life. Therefore, Green 
suggests, focus on the fact that what he is doing or not do-
ing with the way he presents himself is not appropriate for 

Your office slob will have a better chance of understanding 
what you mean by a clean, tidy office if you provide every-
one with guidelines. Below are examples of employee 
tidiness guidelines used in other offices.
	7 Keep your work area as neat and clutter-free as possible 
during the workday. Secure sensitive materials before 
you leave your desk. Clear or organize your desk at the 
end of each workday.

	7 Keep cords for computers and other equipment neatly 
bundled and safely out of the way.

	7 Do not store materials on the tops of cabinets or under 
your desk. Leave these spaces clear so they look unclut-
tered and can be easily cleaned.

	7 Limit personal items on display in your workspace to no 
more than a specified amount (typically one to three). 
These must be small and appropriate for workplace 
display and not offensive to your coworkers or other 
visitors. Personal objects, if allowed, must be kept clean. 
If you have a houseplant or flowers on your desk, they 
must look healthy and be pest-free. Do not allow fallen 
leaves or petals to remain on your desk or the floor. Pro-
tect surfaces from water damage.

	7 Do not eat at your desk. Eat only in designated areas 
and only during lunch or breaks, unless you have permis-
sion to do otherwise.

	7 You may have beverages at your desk if they do not 
interfere with your work, if they are in plain lidded cups 
or bottles, and if you use a coaster to protect your work 
surface. Do not allow used, dirty cups or bottles to accu-
mulate on your desk.

	7 Discard food wrappers, disposable cups, uneaten 
food, and similar food and drink items in designated 

waterproof containers lined with plastic bags. Use 
wastebaskets only for dry office paper waste.

	7 If trash containers are overflowing, empty them. Do not 
stack trash on the floor.

	7 Do not hang items on walls such as posters, paintings, 
inspirational quotes, or photographs without permis-
sion to do so. Do not tape items to walls, doors, or 
cabinets without permission. Do not bring seasonal or 
celebratory decorations for display in the office without 
permission.

	7 Do not store stacked materials or boxes on the floor, on 
chairs, on top of equipment, or on other surfaces. Stow 
these items in appropriate storage furniture or areas.

	7 Do not leave trash or personal items behind in our 
restrooms, kitchen, or other shared spaces. Quickly scan 
shared spaces before you leave them to be sure that you 
don’t leave anything behind.

	7 Keep our kitchen clean and neat. Do not leave dishes 
in the sink or on the counter. Remove food you bring to 
work promptly from our refrigerator. Clean the kitchen 
table, counter, and other surfaces as needed after you 
have used them.

	7 Do not leave cooked food sitting in the microwave. 
Remove it as soon as it is finished cooking.

	7 If you make a mess, clean it up. Do not leave it for later.
	7 If you use the last paper towel, sheet of toilet paper, 
coffee stirrer, coffee creamer, or other supply, replenish 
its holder or container.

	7 Report anything that is dirty or in disrepair that you can-
not clean or fix. If you break something, clean and secure 
it so it is not a hazard and report that too.

	7 Dispose of shipping boxes and packing materials 
promptly and in the designated place.

Office Cleanliness Etiquette Guidelines
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his job in your medical practice. It will be helpful for you to 
look at this like any other feedback conversation with an 
employee. As Gallo11 suggests, broach the subject with the 
employee by framing it as feedback. For example, you can 
say, “I want to give you feedback on your overall presence 
and make sure that your appearance is aligned with the 
high-quality professional work we expect in our medical 
practice.” Then talk with the employee as you would if it 
were any other behavior that you would like to see change 
in his work. As Green suggests, simply say, “Here’s the 
issue, here’s what I need you to do differently to solve it.” 
Once again, follow up and hold firm in your expectations. 
Use your documentation, photographs when possible, and 
repeated verbal and written warnings to make the conse-
quences clear to the employee who will not change.

A KINDER, GENTLER WAY TO 
CONFRONT UNTIDINESS

There will be incorrigible workplace slobs who will not 
change their ways no matter what you do. In this article, we 
have explored firm employee management strategies that 
can be very effective. However, a great many employees 
are very good at their jobs and just need to tidy up a bit. For 
them, a kinder, gentler approach may be most effective. 
Here is one that puts you less in the position of a boss and 
more in the position of a mentor.

To begin, acknowledge that the topic you are about to 
discuss is awkward, both for the employee and for you. As 
Belding12 suggests, start off by saying something like, “John, 
this is really awkward,” or “Lucy, there’s something I think 
you may want to know, and it’s kind of awkward.” Starting 
out this way helps you share in the employee’s awkward-
ness. It is also an act of kindness. The employee may not 
know why you have asked to speak with her. This is a kind 
way to begin because it gives her a moment to brace herself 
for what is about to come.

Next, describe what the problem is and share your gen-
uine concerns about the employee. For example, Belding 
suggests, say something like, “I’m concerned about the 
clutter in your workspace. People are going to get the wrong 
impression—that you don’t care about what you do . . .” 
If you’ve seen a radical change in the employee’s habits 
recently, say so, and, again, express your concern. The key 
here is not to minimize the problem or to say anything that 
is untrue. Your tone, facial expressions, gestures, and words 
must ring true or it will seem to the employee that you are 
not sincere. If that happens, the employee will shut down.

Of course, you’ve got to stick to the facts, and you need 
to be clear about what needs to change, just as you would 
when managing any employee behavioral problem. How-
ever, what happens after that is crucial: you’ve got to give 

the employee a way to save face. Reaffirm your genuine 
respect for her and your appreciation for the good work 
she does. Let her know that while you may have found 
something in her behavior that needs to be corrected that 
it can be, and that it hasn’t lessened your opinion of her. For 
example, Belding suggests, say something like, “I know you 
care about the quality of your work—but other people don’t 
know you as well as I do.” As Belding suggests, “The benefit 
of this process is that if you do it right, you can address 
potentially sensitive issues in such a way that minimizes 
the potential for offending or alienating people.” Try this 
approach with a good and valued employee who just needs 
to tidy up a bit and see if that does the trick.  Y
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HUMAN RESOURCES

M
ental illnesses and substance use disorders 
are among the most common causes of long-
term disability in the United States, preceded 
only by musculoskeletal disorders, cancer, 

and pregnancy.1 Primary care physicians (PCPs) play a 
significant role in the determination of psychiatric-related 
work disabilities, because more adult Americans receive 
mental health treatment from PCPs than from psycholo-
gists or psychiatrists.2 PCPs often lack the time, training, 
and resources, however, to explore their patients’ psychi-
atric-related impairments and the effects of psychiatric 
disorders on their patients’ ability to perform at work.3

DENIED CLAIMS
Because it may be difficult for PCPs to make a compelling 
case for a psychiatric disability, it is not surprising that 
about one-third of initial claims for all causes of long-term 
disability are denied by private insurance companies.4 The 
most common reason is that the information requested 
by the insurance company was not received or is inade-
quate. Although it is not known how the rejection rate for 

individuals with mental illnesses compares with the overall 
rate, taking into account physically based claims, mentally 
ill individuals often have a particularly difficult time ob-
taining disability benefits. Apart from inadequate or miss-
ing information, there may be diagnostic and preexisting 
condition limitations in insurance policies, and symptom 
variability in psychiatric patients makes it very difficult to 
predict treatment outcomes and project a date when the 
patient may return to work.

When insurance companies make disability determi-
nations, whether for mental health claims or non–men-
tal health claims, they typically request office progress 
notes and collateral information contained in primary 
care medical records (e.g., consultations, lab results, and 
imaging studies). Primary care medical records may or 
may not contain valuable information about the patient’s 
mental status and psychosocial functioning. Nevertheless, 
insurance companies rely heavily on primary care med-
ical records for psychiatric disability determinations. (Of 
course, records of psychiatrists and psychologists also are 
requested and reviewed, if available.)

Assessing Psychiatric-Related Work 
Disabilities in Primary Care Practice
Arthur Lazarus, MD, MBA*

Because many psychiatric patients are seen in primary care settings, insurance 
companies rely heavily on primary care medical records to determine whether 
patients qualify for psychiatric-related work disabilities. Accurate and complete 
documentation of psychiatric diagnoses, substantiated by the clinical content of 
office notes and collateral sources of information, is paramount in establishing 
the presence of a disability. Insurance companies specifically consider obser-
vations regarding the patient’s mental status, including any cognitive abnor-
malities, and the impact of the patient’s psychiatric disorder(s) on day-to-day 
activities. The severity of psychiatric symptoms, performance deficits at work, 
an assessment of the patient’s overall functioning, and the intensity of mental 
health treatment also are considered in disability determinations. The insurance 
claim file, which contains medical records submitted by primary care providers 
and, possibly, other health providers, should demonstrate objective findings that 
psychiatric conditions are causing global impairments and functional limitations 
requiring medically necessary activity restrictions at work.
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PERFORMANCE DEFICITS

Disability benefits are awarded based on the impact a con-
dition has on an individual’s ability to perform activities 
essential for a defined job. Insurance companies not only 
send written requests to PCPs for their medical progress 
notes, but typically send forms that ask questions such as 
“Why is your patient unable to work at present?” and “What 
specific activities or tasks is your patient unable to perform 
that affect his or her ability to work?” The PCP must have 
some knowledge of the tasks involved in the patient’s job 
to answer those questions.

Document review may reveal 
misrepresentations by healthcare 
providers due to bias or attempts 
to justify diagnostic and 
therapeutic interventions.

Any patient may report that a mental disorder prevents 
him or her from working. However, such statements must 
be medically verified. If the medical record or responses to 
the insurance company’s inquiries do not contain docu-
mentation corroborating that the patient actually is unable 
to perform work-related activities, then the odds of that pa-
tient qualifying for a mental health disability are low. Fur-
thermore, document review may reveal misrepresentations 
by healthcare providers due to bias or attempts to justify 
diagnostic and therapeutic interventions. Thus, accurate 
assessment of the validity of the clinical presentation and 
other validity considerations is taken into consideration 
during claim file reviews.

PCPs usually are able to document information related 
to their patients’ temperaments and aptitudes as a proxy 
for work ability and impairment. For example, they can 
provide information about the patient’s ability to think 
clearly and articulate facts and ideas. They can discuss 
whether the patient can follow specific instructions, as well 
as direct, control, and plan activities. Patients with mental 
health disabilities usually demonstrate severe limitations 
understanding, remembering, or applying information, 
as well as adapting to change and interacting with others. 
A mental health disorder affecting a patient’s ability to 
interact and cooperate with others, handle conflicts, and 
respond to suggestions and correction may be indicative 
of psychiatric-related work disability.

Although patients with personality disorders often 
demonstrate interpersonal conflicts, the notion that work 
and experiences at work are the relevant causative factors 
for any manifestations of distress or impairment is am-
biguous, at best. Personality disorders are, by definition, 
relatively fixed ways of behaving that arise in childhood 

or adolescence, long before an adult workplace event. 
Patients with borderline personality disorder, in particular, 
are very sensitive to environmental circumstances, espe-
cially at work. Yet, most patients with borderline person-
ality disorder rarely meet insurance company criteria for a 
mental disability.5

SOURCES OF INFORMATION

The psychiatric insurance claim file usually contains med-
ical records submitted by a psychiatrist, psychotherapist, 
PCP, and sometimes other physicians and healthcare pro-
viders (e.g., physician assistants, nurse practitioners, and 
physical and occupational therapists). Insurance compa-
nies may request supplemental information on insurance 
company forms designed to capture important information 
not found in the medical records. Occasionally, insurance 
companies ask patients to undergo independent medical 
evaluations by expert physicians who are not involved in 
their treatment.

Inconsistent documentation among caregivers re-
garding a patient’s mental health functioning, such as 
differences in opinions and diagnoses, incorrect or con-
tradictory information, or information that cannot be sub-
stantiated, will cast doubt on the issue of genuine, severe 
psychopathology. It also will damage the credibility of the 
patient’s statements to his or her providers or the provid-
ers’ accuracy in reporting the patient’s symptoms, such 
that a functionally impairing psychiatric condition cannot 
be established with certainty. The presence of significant 
inconsistencies will lead insurance companies to consider 
the possibility of secondary gain or exaggeration of the 
patient’s psychological dysfunction.

SYMPTOM SEVERITY AND 
GENERAL FUNCTIONING

Because psychiatric disabilities are the result of signif-
icant symptomatology, symptoms should manifest as 
severe and beyond mild to moderate in intensity for an 
individual to be considered incapable of working. To be 
sure, rating the severity of symptoms is a subjective pro-
cess. Rating scales for conditions typically associated with 
mental health disabilities, such as depressive and anxiety 
disorders and posttraumatic stress disorder, may be useful 
in gauging the severity of symptoms, as long as the testing 
contains objective validity scales to assess the patient’s 
current symptoms.

Because symptoms are indicators of the severity of the 
patient’s mental health conditions, it is crucial that the 
frequency, intensity, and duration of specific symptoms 
be documented. Documentation in the medical records 
should reflect that the symptoms are severe enough 
to interfere with the patient’s occupational role and 
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responsibilities. Table 1 outlines specific mental functions 
that most commonly disrupt an individual’s capacity to 
sustain work.

STRESS

A common misconception among caregivers is that pa-
tients should qualify for time off from work due to stress. 
However, realistically, no job has ever been stress-free, and 
there is no individual whose personal life has always been 
free of stress. Stress-related problems in living usually do 
not justify a finding of mental health disability, including 
financial stress due to unemployment and social hardships, 
as well as stress compounded by the actual denial of a dis-
ability claim.

When assessing the relation between stress and work 
performance, the PCP should determine whether an 

underlying mental illness is the cause of work-related 
impairment, or whether stress from work is the cause of 
psychiatric symptoms. If the latter, insurance companies 
are unlikely to approve the claim, because workplace stress 
and dissatisfaction are common and not, in themselves, an 
indication of mental illness or impairment.

A bad fit between an individual and 
a workplace does not constitute 
a mental health disability.

Complaints that derive from issues such as conflicts 
with a supervisor or coworker, heavy workloads, or a wish 
to take time off from work for personal reasons, must be 
separated from symptoms due to mental illness. A bad fit 

Table 1. Domains of Functional Assessment

Mental functions that most often impact work capacity 

 Social competence and teamwork How well does the patient communicate, collaborate, and 
cooperate with peers, subordinates, and authority figures at work?

 Adaptability/flexibility Can the patient change perspective in response to changing 
demands at work?

 Conscientiousness/dependability Can the patient be consistently relied upon to perform the duties 
and responsibilities of the job?

 Impulse and behavioral control How well controlled are the patient’s impulses, especially anger 
and aggression (realize, however, that any impaired capacity to 
control behavior can preclude work)?

 Integrity Is there consistency between the patient’s words and actions? Does 
the patient “walk the walk” in addition to “talking the talk”?

 Emotional regulation Can the patient modulate emotional responses so that reactions to 
different situations do not interfere with job­relevant functions?

 Decision­making and judgment Does the patient possess the relevant knowledge and 
understanding to perform the job? Does the patient have the 
sound judgment to examine the relevant facts in a specific situation 
to be able to make a good decision?

 Risk­taking behavior Does the patient take excessive risks that can be considered 
dangerous? Could patients working in safety sensitive jobs—e.g., 
law enforcement, firefighting, medicine—potentially harm 
individuals?

 Cognition If cognitive impairment is present, can the specific job­relevant 
cognitive function that is disrupted be identified?

 Self–monitoring Does the patient have insight into his or her behavior? Is the 
patient aware of attitudes and feelings that may negatively affect 
other individuals in the workplace?

Other domains that warrant attention 

 Planning

 Prioritization 

 Task initiation and monitoring 

 Time management 

Adapted from Long B, Brown AO, Sassano­Higgins S, et al. Functional assessment for disability applications: tools 
for the psychiatrist. Psychiatric Times. 2019;36(6):19­20.
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between an individual and a workplace does not constitute 
a mental health disability. When disgruntled individuals 
seek employment elsewhere, their job search may be con-
sidered prima facie evidence that psychiatric impairments 
and limitations do not preclude work.

REFERRALS

Although PCPs are adept at providing counseling and 
psychotropic medication for uncomplicated psychiatric 
patients, more seriously ill individuals usually require a 
referral to a psychiatrist or psychologist, or both. Insurance 
companies look to see if a referral has been made. If there 
is no documentation that the patient currently is receiving 
treatment by a mental health professional, it may signal 
that the PCP’s treatment, although appropriate, lacks the 
intensity of therapy considered prerequisite for a disabling 
mental illness. Insurance companies generally expect that 
a patient will have required intensive outpatient therapy or 
“partial” or inpatient hospitalization for a condition caus-
ing a major psychiatric-related work impairment.

ACTIVITIES OF DAILY LIVING

Until proven otherwise, it is assumed that patients are 
capable of eating, bathing, dressing, grooming, and per-
forming other routine activities related to personal hy-
giene and self-care—the so-called activities of daily living 
(ADLs). More complex skills, such as managing finances 
and medication, preparing meals, driving, and utilizing 
a computer and personal digital assistants, are known as 
instrumental activities of daily living (IADLs). Both ADLs 
and IADLs should be documented in the medical records 
as intact, or not.

It would be expected that a mental disorder severe 
enough to prevent performance of all work activities also 
would cause notable impairments in most or all other 
life activities, often referred to as a global psychiatric im-
pairment . It is very unlikely that a mental disorder severe 
enough to preclude work would not affect ADLs and IADLs.

WORK RESTRICTIONS AND 
RETURN TO WORK

After careful consideration of the patient’s psychiatric 
and medical diagnoses, mental status examination, per-
formance deficits, cognitive abnormalities, severity of 
symptoms, intensity of treatment, global assessment of 
functioning, ADLS/IADLs, and other factors, PCPs should 
be able to decide whether psychiatric-related work restric-
tions are medically necessary. Such decisions may result in 
life-changing events and, therefore, should be given very 
serious consideration.

Comprehensive restrictions such as “no work” and “per-
manently disabled” usually are not supported by insurance 

companies, because those terms are overly broad and too 
vague, and they are not correlated with specific clinical 
impairments and limitations. Reasonable psychiatric re-
strictions may include the following:
	7 Low project responsibility;
	7 Minimal supervision of others;
	7 Reduced or flexible work hours;
	7 Minimal interaction with the public; and
	7 No handling of dangerous machinery.

PCPs should limit their restrictions to the functional 
impact of the psychiatric disorder. Any restrictions indi-
cated by comorbid medical conditions should be made 
separately. For example, in an individual with depression 
and low back pain, restrictions related to sitting, standing, 
walking, reaching, lifting, carrying, climbing, and stooping 
usually are not relevant to the psychiatric component of 
the disability.

Some mental illnesses may warrant driving restrictions, 
although this is a controversial issue.6 Driving usually is 
considered a privilege unrelated to the capacity to work. 
Patients who should not be driving for psychiatric or med-
ical reasons, or who should be driving only under certain 
circumstances, should be informed by their physicians. 
However, driving restrictions due to medical and psychiat-
ric conditions preclude only employment as the operator of 
a motor vehicle, not all gainful employment,.

RISK FACTORS

The major risks of returning a mentally ill individual to work 
are acting out in aggressive or violent ways, and possibly 
harm to self or others due to inattention or poor judgment. 
The potential for cognitive impairment leading to harm to 
self or others requires close scrutiny of individuals who use 
dangerous machinery or are employed in the healthcare 
profession and are at risk to make medical mistakes.

Workplace violence, an all-too-common event on 
the nightly news, is essentially unpredictable. However, 
a personal history of violence or repeated violence is a 
significant risk factor for future violence. Risk factors for 
violence specific to work include feeling isolated or picked 
on by supervisors and being treated unfairly or particularly 
inhumanely at termination.7

WORK ENVIRONMENT

It is undisputed that changes in the work environment can 
lead to significant improvements in worker well-being. 
The responsibility for disability management does not rest 
solely on the insurance carrier or claims administrator; 
rather, it is shared with the employer. The employer is 
expected to create an environment of awareness, support, 
and tolerance to ensure that workers lead more successful 
and productive lives, whether or not they have a mental 
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disorder. Employers must foster an overall culture of well-
ness that is reinforced by senior leadership. Organizations 
increasingly are turning to chief wellness officers to pro-
mote worker well-being. Studies8 have shown that modi-
fiable work-related risk factors such as low job control and 
high job strain are important targets in efforts to reduce 
mental afflictions and disability claims.

The longer a patient remains 
on disability, the less likely he 
or she is to return to work.

Prevailing (and stigmatizing) views that mentally ill pa-
tients cannot or should not work are unfounded. Research 
has demonstrated that working does not have an adverse 
effect on mental illness in the overwhelming majority of 
cases.9 To the contrary, work tends to have a salutary effect 
on individuals with mental illnesses. Working enhances 
psychological health and well-being, promotes a con-
nection to the broader social and economic community, 
and also provides a means for individual satisfaction and 
accomplishment. Conversely, the loss of work has been 
associated with a variety of mental health ailments and 
societal problems, including crime, substance abuse, and 
family dissolution. Thus, early return to work should be a 
priority for patients on disability leave.

In addition, the longer a patient remains on disability, 
the less likely he or she is to return to work. Fear of relapse 
upon reintroduction of stable or recovering patients into 
the workforce usually does not warrant medically neces-
sary work restrictions, because, as stated earlier, most psy-
chiatric disorders are attenuated or ameliorated by work. 
Staying at work or returning to work is almost always in the 
patient’s best interest.

APPEAL PROCESS

Insurance company claims managers are trained to decide 
disability benefits based on the clinical data and accounts 
contained in the medical records, as well as medical opin-
ions solicited from insurance company physicians and inde-
pendent physicians, when requested. Benefit decisions must 
be aligned with the provisions set forth in insurance policies. 
PCPs and patients understandably can become angry and 
upset when a decision is unfavorable. Appealing insurance 
claim denials can be a complicated and frustrating process 
that often is difficult to understand and navigate.

Both the patient and the PCP may submit additional 
information to consider during an appeal. The same doc-
umentation standards apply—that is, to submit objective 
and detailed mental status and behavioral observations 

and findings related to global functioning. Clinical updates 
sent to insurers, whether documented in progress notes 
or written on the PCP’s letterhead, should emphasize the 
most recent events that substantiate the medical need for 
work restrictions.

Information submitted on appeal is scrutinized by 
insurance company personnel who have varying back-
grounds and, therefore, should be written in non-technical 
terms for a general audience. In all instances, the tone of 
progress notes, evaluations, letters, and other correspon-
dence should be professional, without hyperbole, rancor, 
or ranting. The newly submitted material should be free of 
bias and grounded in medical findings and observations.

CONCLUSION

PCPs are the vanguard to the evaluation of work ability 
and return-to-work decisions. Psychiatric-related work 
disabilities are characterized by: (1) psychiatric symptoms 
that cause global impairments; (2) impairments that result 
in functional limitations; and (3) performance deficits spe-
cifically related to psychiatric impairments and limitations. 
When all three conditions are met, medically necessary 
work restrictions usually are appropriate.

The most effective disability assessments focus on 
identifying the precise work-relevant impairments and 
limitations; explain why the recommended restrictions are 
necessary; and discuss how treatment can be reasonably 
expected to reverse the impairment and, in doing so, return 
the patient to work within a reasonable time frame.  Y
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LEGAL

C
oncern about physicians’ decisions placing finan-
cial rewards above patient interests led Congress 
in 1988 to pass the Ethics in Patient Referrals Act, 
also known as Stark I, named after the sponsor of 

the bill, U.S. Rep. Pete Stark of California.1

The Stark Law governs those physicians (or their imme-
diate family members) who have a financial relationship 
(i.e., an ownership investment interest, or a compensation 
arrangement) with an entity, and prohibits them from mak-
ing Medicare referrals to those entities for the provision of 
designated health services (DHS).2

The law includes a large number of exceptions related 
to ownership interests, compensation arrangements, and 
forms of remuneration.2 These exceptions were necessary 
to prevent legitimate transactions from being open to pros-
ecution under the Stark Law.

Similar to Stark, the federal Anti-Kickback Statute 
(AKBS) was established to prevent intentional abuse of 
the healthcare system to realize financial gain. Physicians 
can take advantage of “safe harbors” and exempt certain 
arrangements from its prohibitions. This differs from the 
Stark Law in that, under AKBS, a financial relationship out-
side a safe harbor is not necessarily illegal, whereas under 

the Stark Law, a relationship must fit into one of the many 
regulatory exceptions to avoid prosecution.1

During the past three decades, physicians have prac-
ticed in fear of violating (even unintentionally) these fraud 
and abuse laws, as the federal government prosecutes 
physicians for unintentional violations, including doc-
umentation errors, for their financial relationships with 
other physicians who make referrals for DHS. Furthermore, 
whistleblowers or qui tam plaintiffs can sue physicians for 
alleged Stark Law violations under the False Claims Act, 
thereby resulting in treble damages and other penalties.

In a recent survey of 162 healthcare chief executive 
officers and executives, 36.2 percent pointed to fraud and 
abuse laws that don’t support new models of care as stand-
ing in the way of improving healthcare.3

PROPOSED MODERNIZATION 
OF STARK

On October 9, 2019, the Centers for Medicare & Medicaid 
Services (CMS) issued a proposed rule to modernize and 
clarify the Stark Law. The proposed rule changes were 
published in conjunction with the Office of Inspector 
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General (OIG) of the Department of Health and Human 
Services (HHS), which published proposed rule changes 
to the AKBS.4

Historically, the application of the Stark Law (and the 
AKBS) has, at times, been at odds with the goals of health-
care reform. Specifically, the discord between the objectives 
of fraud and abuse laws, and the objectives of value-based 
reimbursement models reflected the disjointed approach to 
healthcare reform by the numerous federal agencies tasked 
with regulating the healthcare industry.

For example, HHS and CMS have pushed value-based 
healthcare initiatives, which require provider alignment 
and collaboration, while the OIG and the Department of 
Justice (DOJ) have intensely scrutinized these arrange-
ments as they relate to the Stark Law and AKBS, and their 
potential liability under the False Claims Act. Ultimately, 
this disjointed approach resulted in a scenario wherein the 
left hand didn’t know what the right hand was doing.5

Under the proposed rule, CMS seeks to establish new 
exceptions and new definitions, as well as provide addi-
tional flexibility to support this necessary evolution of the 
U.S. healthcare delivery and payment system. This article 
will summarize the new Stark Law exceptions proposed by 
CMS and discuss their proposed changes to the definitions 
of the “Big Three” Stark Law exception requirements: fair 
market value, commercial reasonableness, and the volume 
or value standard. The potential implications of these rule 
changes on physicians, including how the proposed rule 
may reduce current regulatory burdens on providers and 
influence hospital/physician arrangements going forward, 
are also addressed.

PRIME REASONS FOR CHANGE

The majority of the proposed changes to the Stark Law 
acknowledge the shift of healthcare reimbursement from 
volume-based to value-based payment models and seek 
to accelerate it.6 Hence, the prime reasons behind the 
change are adopting value-based care, promoting coordi-
nated patient care, and fostering improved quality, better 
health outcomes, and improved efficiency and clarity in 
how the Stark Law relates to new forms of reimbursement 
and bonus sharing, telemedicine, and accountable care 
organizations.

Under the proposed rule provisions, CMS aims to adopt 
new Stark Law exceptions and revise or reconsider certain 
existing Stark Law definitions and exceptions. The stated 
intent of these changes is to: (1) alleviate the undue impact 
of the Stark Law on parties that participate in alternative 
payment models; (2) facilitate care coordination; and (3) 
balance genuine program integrity concerns against the 
burden of the Stark Law’s billing and claims submission 
prohibitions. The initiatives are aimed at reducing regu-
latory barriers and accelerating the transformation of the 

healthcare system into one that better pays for value and 
promotes care coordination.4,6,7

PROPOSED CHANGES

The changes are part of the larger effort by HHS (of which 
CMS is part) to modernize and clarify fraud and abuse laws 
as part of the Regulatory Sprint to Coordinated Care ini-
tiative and CMS’s Patients over Paperwork initiative.4,7 The 
aim of the Regulatory Sprint program is to remove potential 
regulatory barriers to care coordination and value-based 
care under certain federal healthcare laws, including the 
AKBS and Stark Law.

CMS proposed a few new and revised exceptions to the 
Stark Law, which are summarized in Table 1. Additionally, 
the proposed rule seeks to clarify several of the definitions 
regarding the “Big Three” requirements included in most 
Stark Law exceptions for compensation agreements: fair 
market value (FMV) commercial reasonableness, and the 
volume or value of referrals standard.

Fair Market Value
The proposed revision of the FMV definition seeks to clarify 
previous definitions and guidance on FMV and separate 
the term and definition from other intertwined terms: gen-
eral market value and the volume or value standard.

Historically, the Stark Law has defined FMV generally 
(with additional modifications of the definition as applies 
to equipment leases and office space leases), and inter-
twined the term with the volume or value standard and the 
term general market value.9 CMS proposes to provide three 
separate FMV definitions: (1) generally; (2) for the rental of 
equipment; and (3) for the rental of office space.7 However, 
the agency emphasizes that “the proposed structure of 
the definition merely reorganizes for clarity, but does not 
significantly differ from the [previous] statutory language.”7

CMS clarified that the volume or value standard is “sep-
arate and distinct” from fair market value requirements.7 

Thus, CMS no longer believes it necessary to include the 
volume or value language as it appears in connection to 
the FMV definition.7

Further, CMS provided guidance on the difference be-
tween the terms fair market value and general market value 
and recognized plausible scenarios wherein a physician 
may be paid higher than the industry mean, and require 
a deviation from industry normative benchmark data to 
account for the specific facts and circumstances related to 
a given transaction.

CMS provided a hypothetical wherein a hospital seeks 
to employ an orthopedic surgeon. Industry salary surveys 
indicate an appropriate annual salary of $450,000 in that 
locale, but the physician is one of the top orthopedic sur-
geons in the United States and is in high demand by profes-
sional athletes.7 Consequently, CMS posits that the hospital 
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would be justified in compensating the physician signifi-
cantly more than the general market value, i.e., $450,000 
per year, based on the physician’s skill set.

Commercial Reasonableness
CMS proposed two alternative definitions for the commer-
cial reasonableness standard, as follows:

1. “[T]he particular arrangement furthers a legitimate 
business purpose of the parties and is on similar terms 
and conditions as like arrangements”; or,

2. “[T]he arrangement makes commercial sense and is 
entered into by a reasonable entity of similar type and 
size and a reasonable physician of similar scope and 
specialty.”7

(Table 1 continues next page)

 Table 1. Proposed New Exceptions to the Stark Law

Exception Proposal Purpose

Value­Based 
Arrangements

Provides several new definitions, including for value­based activity (VBA), 
value­based enterprise (VBE), value­based purpose, VBE participant, 
and target patient population. The exceptions would apply only to 
compensation arrangements, but would apply to all patients, not just 
Medicare beneficiaries.

To present lower (and fewer) regulatory 
hurdles for providers seeking to pursue 
legitimate VBAs that are intended to 
coordinate care, improve the quality of 
care, and lower costs for patients. The 
rule keeps in place some traditional 
protections against overutilization and 
associated harms.

Limited 
Remuneration 
to a Physician

Allows for limited remuneration to a physician for items or services 
provided by the physician on an “infrequent or short­term basis,” in an 
aggregate amount not exceeding
$3,500 per calendar year (as adjusted by inflation) if:
1. The compensation is not determined in any manner that considers 

the volume or value of referrals or other business generated by the 
physician;

2. The compensation does not exceed the fair market value of the items 
or services;

3. The arrangement is commercially reasonable; and,
4. Arrangements for the rental or use of office space or equipment 

do not violate the prohibitions on per­ click and percentage­based 
compensation formulas; remuneration does not need to be set in 
advance, and the arrangement does not need to be set forth in 
writing in order to comply with this exception.

To provide some flexibility to providers 
undertaking non­abusive business 
practices, in recognition that the 
safeguards contained in such a limited 
arrangement would pose little to no risk 
of program or payment abuse.

Cybersecurity 
Technology and 
Related Services

Addresses donations of cybersecurity technology and related services 
that are “necessary to implement, maintain, or reestablish security.” For 
the exception to apply, a number of conditions must be met, including: 
(1) that the volume or value of referrals not be considered; and (2) the 
receipt of such technology may not be a condition of doing business 
with the donor.

To address the growing threat of 
cyberattacks on data systems and health 
records; allowing for the donation of 
cybersecurity
hardware, but only if that hardware 
was determined to be “reasonably 
necessary” based on the donor’s risk 
assessments of its organization, as well 
as of the potential recipient.

Group Practice 
Requirements

Clarifies the following standards and definitions for the Group Practices 
exception to lower the barriers to qualifying as a “group practice”:
1. Volume or Value of Referrals Standard;
2. Profit shares and productivity bonuses (loosening the Volume or 

Value of Referrals Standard restriction); and,
3. Overall profits.

To explicate various requirements 
within the Group Practice exception to 
decrease barriers for providers seeking 
to comply with the rules for qualifying as 
a group practice.

Period of 
Disallowance

Removes the rules related to the period of disallowance, defined as “the 
period of time during which a physician may not make referrals for DHS 
to an entity and the entity may not bill Medicare for the referred DHS 
when a financial relationship between the parties failed to satisfy the 
requirements of any applicable exception.”

To strike rules that CMS now believes to 
be “overly prescriptive and impractical,” 
as it believes that such analysis should 
be conducted on a case­by­case basis to 
account for the facts and circumstances 
related to the relationship at issue.

Financial 
Relationship

Revises the definition of a financial relationship to:
1. Exclude titular ownership or investment interests (wherein financial 

benefits from interest(s) are not received)
2. Exclude any interests arising through participation in an Employee 

Stock Ownership Program (ESOP).

To provide greater flexibility and 
certainty for those operating in states 
with corporate practice of medicine 
prohibitions.
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Significantly, CMS unequivocally noted that an ar-
rangement may be commercially reasonable “even if it does 
not result in profit for one or more of the parties”7 This is a 
particularly important development for employed phy-
sicians whose specialty may result in a financial loss for 
the hospital.

This “profitability” caveat may 
make hospital employment of (or 
alignment with) certain physician 
specialists less regulated and 
benefit patients with service 
lines and illnesses that are 
unprofitable for hospitals.

For example, psychiatric and burn units are hospital ser-
vice lines that often operate at a loss; further, hospitals have 
licensure and regulatory obligations, such as the Emer-
gency Medical Treatment and Labor Act, that require them 
to contract with certain physician specialists, regardless 
whether the volume of services performed by the specialist 
will be sufficient to render the physician profitable.7 This 
“profitability” caveat may make hospital employment of (or 
alignment with) certain physician specialists less regulated 
and benefit patients with service lines and illnesses that are 
unprofitable for hospitals.

Volume or Value of Referrals Standard
CMS proposed four bright-line objective rules for deter-
mining whether a compensation arrangement considers 
the volume or value of referrals or other business generated 
between the parties, so as to clarify the requirement.7

Many Stark Law exceptions require that the compensa-
tion arrangement at issue “not [be] determined in a man-
ner that takes into account the volume or value of referrals 
by the physician . . . [or be] determined in a manner that 
takes into account other business generated between the 
parties.”7 In response to commentator concerns, CMS pro-
posed mathematical calculations that will provide objective 
tests for determining whether a given compensation meth-
odology violates this standard.7

IMPLICATIONS FOR AKBS

Physicians and health systems also want CMS to decouple 
the Stark Law from the AKBS by eliminating regulatory 
exceptions to Stark that link and forbid any financial ar-
rangements from violating the AKBS.

Physician groups argue that the two laws should not 
be tied together as they are different with respect to who 
can be prosecuted, safe harbors/exceptions, intent stan-
dards, penalties, and enforcement mechanisms. HHS 
has proposed changes to the AKBS and the Beneficiary 
Inducement Civil Monetary Penalties Law (the Beneficiary 
Inducement Statute) through the OIG. HHS collaborated 
with the OIG by issuing a request for information to de-
termine how Stark Laws could be modified to fit with the 

 Table 1. Proposed New Exceptions to the Stark Law (continued)

Exception Proposal Purpose

Compensation 
and Ownership 
or Investment 
Interests

Revises the writing and signature requirements of compensation 
arrangements such that they may be satisfied if:
1. The arrangement fully complies with another exception except for 

the writing/signature factor; and
2. The writing/signature is obtained within 90 days of the date of 

noncompliance.

To recognize that some financial 
arrangements are fully compliant with 
the Stark Law, even if they are not set 
forth in writing and/or signed, and that 
there are circumstances that require 
the parties to begin performance prior 
to the agreed­upon provisions being 
reduced to writing.

“De­Coupling” 
From the AKBS

Removes from Stark Law exceptions the requirement that the 
arrangement not violate the AKBS.

To remove a superfluous requirement, 
as CMS is “unaware of any instances of 
noncompliance with the [Stark Law that] 
that turned solely on an under­ lying 
violation of the [AKBS].”

Price 
Transparency

Solicits comments on:
1. The availability of pricing information and out­of­ pocket costs to 

patients;
2. Whether to require cost­of­care information at the point of a referral 

for a healthcare item or service provided to patients;
3. The burden of requiring the provision of such information; and,
4. Whether such requirements should be applied to value­ based 

exceptions.

To accelerate CMS’s move toward 
its larger priority goals, i.e., price 
transparency aimed at lowering the 
growth rate of healthcare costs and 
enhancing patient choice.
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value-based era but still protect existing federal health 
programs and patients.

EFFORTS TO PROMOTE PRICE 
TRANSPARENCY

CMS did not make any specific proposals related to price 
transparency, but instead used the proposed rule to solicit 
comments as to the pursuit of the Trump Administration’s 
price transparency objectives and whether to require cost-
of-care information at the point of a referral for a healthcare 
item or service provided to patients.

The idea of requiring cost-of-care information is part of 
CMS’s larger priority goal of price transparency aimed at 
lowering the rate of growth in healthcare costs and giving 
patients a better understanding of healthcare costs before 
embarking on a referral.

IMPLICATIONS FOR EMPLOYMENT 
MODELS

Proposed changes in the Stark exceptions are predicated 
upon the idea that these changes will somehow speed 
up the growth of value-based programs. Some argue that 
unless clinical processes are accelerated, realistic savings 
targets issued, and more efficient care models rolled out, 
these changes may not be enough to ease regulatory bur-
dens on physicians.

In an era of increasing employment of physicians by 
health systems, although they can be more flexible if within 
an accountable care organization where they can share 
quality data, true alignment may not be possible with ex-
isting Stark and AKBS laws.

First, the new exceptions related to value-based ar-
rangements likely would reduce burdens for physicians 
and other providers to align to provide care coordination 
and other value-based measures without fear of violating 
the “volume or value of referrals” prohibition. Note that 
any value-based arrangements must satisfy crucial and 
specifically defined elements within the new exceptions, 
including value-based activity, value-based arrangement, 
and value-based enterprise (see Table 1). These exceptions 
may pave the way for private advanced payment models 
that were previously considered risky arrangements by 
payers, hospitals, and physician medical groups.

Second, a proposed exception seeks to provide flexibility 
to business practices and arrangements CMS finds to be 
“non-abusive.” The Stark Law currently allows “non-mon-
etary compensation” of $416 per year if it is not solicited 
by a physician and does not take into account the value 
or volume of referrals by the physician.7,10 Additionally, 
the law permits $35 per instance to medical staff for non-
cash items or services, such as trinkets given out on Doc-
tors Day.11

A new exception will allow limited remuneration from 
the employing institution to a physician, “even in the ab-
sence of documentation regarding the arrangement and 
where the amount of or a formula for calculating the remu-
neration is not set in advance of the provision of items or 
services.”7 This would be allowed if certain conditions are 
met and only if the remuneration does not exceed $3,500 
per year.7 Some examples to which this exception may ap-
ply, according to CMS, include:7

1. A hospital and physician agree to an arrangement 
wherein the physician will provide call coverage ser-
vices, but the arrangement was not documented (the 
first $3,500 would be covered under this exception, but 
any subsequent services/payments would need to fit 
under another Stark exception);

2. A hospital and physician have a call coverage arrange-
ment that fits within another Stark exception, but the 
hospital subsequently engages the physician to provide 
sporadic supervision services, which was not docu-
mented (so long as the amount paid for the supervision 
services is less than $3,500 for the year); and,

3. A hospital and physician have a call coverage arrange-
ment that fits within another Stark exception, but the 
hospital subsequently engages the physician to both 
provide sporadic supervision services and perform oc-
casional EKG interpretations, neither of which arrange-
ment was documented (so long as the amount paid for 
both the supervision services and the EKG interpreta-
tions is less than $3,500 for the year).

Third, specific to group physician practices, CMS pro-
poses changes to multiple standards and definitions to 
lower barriers for physicians seeking to qualify as a “group 
practice” as set forth in Table 1.

Of note, CMS proposes changing the rules regarding 
profit shares and productivity bonuses so that going for-
ward, a group practice could directly distribute profits em-
anating from a physician’s participation in a value-based 
enterprise (including profits from the physician’s referrals) 
to that physician, and that distribution would be deemed 
to not directly take into account the volume or value of the 
physician’s referrals.7

VALUATION IMPACT ON 
PHYSICIAN PRACTICES

Perhaps the most revealing takeaway from the proposed 
rule for physicians stems from CMS’s acknowledgment 
that not all physicians or compensation arrangements 
are the same, and that compensation arrangements may 
have qualitative benefits that outweigh quantitative costs, 
i .e ., profitability. The significance of this recognition is 
critical — it means that hospitals may be more willing to 
purchase physician practices, even if the purchase results 
in a “book financial loss” for the hospital.
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CMS’s proposals recognize that an arrangement may 
have inherently subjective, qualitative elements. For ex-
ample, there are plausible scenarios that may require a 
valuation professional to deviate from industry norma-
tive benchmark data to account for the specific facts and 
circumstances related to a given transaction. This further 
demonstrates the need for valuation professionals in the 
healthcare industry who use an evidence-driven meth-
odology that includes both qualitative and quantitative 
assessments of the specific facts and circumstances related 
to the transaction; document their consideration of these 
facts and circumstances; and, articulate their ultimate 
applicability to the transaction in support of their opinion.

DOWNSIDES TO THE PROPOSED 
CHANGES

In 2018, three large settlements with DOJ were reached 
for physician remuneration in exchange for patient refer-
rals ($260 million),12 free or discounted physician office 
space in exchange for patient referrals ($84.5 million),13 

and excessive physician compensation above fair market 
value in exchange for referrals ($24 million).14 Proposed 
relaxation of Stark rules have led to concern that changes 
in these healthcare relationships may lead to more fraud, 
patient harm, and anticompetitive behavior by large health 
systems and hospitals.7

FINALIZATION

The rules were published in the Federal Register on Octo-
ber 17, 2019, and all comments on the proposed rule were 
due 75 days from the date of publication, i .e ., by December 
31, 2019. Upon the end of the comment period, CMS has 
no official timeline by which it must publish the Final Rule.

CONCLUSIONS

CMS’s proposed rule changes clearly aim to remedy the 
current Catch-22 situation that physicians and providers 
face, making it easier for them to provide value-based care 
without running afoul of the Stark Law. CMS has made 
significant strides in attempting to reduce the burden of 
compliance while also maintaining strong safeguards 
against fraud and abuse.

Medical groups are concerned about the proposed 
changes because they believe the fundamental issue of 
unfairness to physicians has not been addressed and that 

any changes will simply add more layers to existing law. 
Ultimately, if major structural modifications are needed, 
Congress will need to step in and deliver further alterations 
to existing law.15  Y
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LEGAL

I
n today’s medical marketplace, physicians are working 
at a feverish pace to meet the demands of the business 
model decreed by their employer. That business model 
has physicians seeing more patients in less time. The 

operative word is “time,” because quality work requires 
time and meeting the medical professional standard of care 
also requires time.

Time is the dependent variable in 
the informed choice function of 
meeting the standard of care.

The medical standard of care is the ethical and legal duty 
of a professional to exercise the level of care, diligence, and 
skill prescribed in the “code of practice” of her profession, 
or as other professionals in the same discipline would in 
the same or similar circumstances. This is the standard 
physicians face as they practice in a fast-paced medical 

marketplace where reimbursements are shrinking and 
increased patient volume is the prevailing mechanism to 
increase revenues. That creates a dilemma for physicians, 
because that faster pace means less time per patient, and 
less time means less deliberation and diligence in taking 
a medical history, performing a physical examination, 
developing a differential diagnosis, and educating patients 
about the elements of medical choice so they can then 
make an informed, knowledgeable, and voluntary decision 
about the healthcare they want or don’t want. That shared, 
informed decision-making process is time dependent.

Time is the dependent variable in the informed choice 
function of meeting the standard of care. The new health-
care business equations are creating a shrinking time vari-
able. This disconnect between patient care and business 
models of medicine puts physicians at risk for failing to 
meet the threshold for the informed consent standard of 
care. This failure may place physicians at risk for allega-
tions of negligence. The time disconnect weighs heavily 
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on physicians’ minds, because they constantly face the 
potential of alleged liability. Shrinking time with patients 
can never lead to increased quality or a trusting physician–
patient relationship.

True informed choice results in a 
meeting of the elements of the 
standard of care and limits any 
potential for alleged negligence

Physicians have a moral, legal, and ethical responsibility 
to understand medical informed choice. This responsibility 
emanates from the fiduciary duty physicians owe patients. 
Furthermore, true informed choice results in a meeting of 
the elements of the standard of care and limits any poten-
tial for alleged negligence.1

This article addresses the patient and physician criteria 
for medical choice to be valid, the exceptions to obtaining 
medical informed choice, the ethical and legal foundations 
to medical informed choice, the different standards that are 
adequate to meet the standard of care, and the fact that no 
single paradigm fits all patient situations.

MEDICAL INFORMED CHOICE: 
PATIENT CRITERIA FOR VALID 

INFORMED CHOICE

What considerations define whether patients are capable 
of participating in the informed choice/shared decision- 
making process? That determination is based on deciding 
whether the patient is mentally capable and has decision- 
making capability. Capacity is a person’s ability to make 
an informed decision. Succinctly stated, the patient must 
be able to comprehend the information presented and the 
associated potential benefits, risks, and alternative choices 
in their medical care.

Every part of a patient’s decision must be intentional. 
Family members, other interested parties, or healthcare 
professionals should not affect the patient’s decisions. It is 
imperative that medications or life stressors not compro-
mise patients involved in informed choice/shared deci-
sion-making. A patient with intact cognitive capacity and 
intact decision-making capacity may reverse a medical/
surgical decision at any time. The competent patient may 
reject any proposed treatment, despite the consequences 
of that decision.

PHYSICIAN CRITERIA FOR INFORMED 
CHOICE TO BE VALID

What subjects must a physician share with a patient to 
meet the threshold for valid informed choice/shared 
decision-making? Physicians must divulge to patients 

the diagnosis; the nature and purpose of the proposed 
treatment or procedure; reasonable available alternative 
approaches; relevant risks, benefits, and uncertainties of 
each alternative; and the risks and benefits of choosing not 
to have a treatment or procedure.1 Additionally, physicians 
should take the time to ensure that the patient understands 
the diagnosis, treatment choices, and the risks and benefits 
of treatment versus no treatment.

THE EXCEPTIONS TO OBTAINING 
INFORMED CHOICE

Exceptions to medical informed choice occur when physi-
cians are confronted with medical emergencies that would 
result in permanent injury or death without immediate in-
tervention. In these unique circumstances, even though the 
patient’s preferences and desires are unknown, informed 
consent is presumed.2

Additional exceptions to informed choice include a 
patient foregoing a right of informed choice and thera-
peutic privilege. By signing a waiver, a patient freely and 
willfully relinquishes a legal right. Patients may elect to 
sign a medical waiver when considering medical informed 
choice/shared decision-making. The patient may choose 
a surrogate decision-maker or adopt the physician as the 
decision-maker. Caution should be abundant when using 
a waiver for informed choice. Legally, waivers can be a 
slippery slope, and it is in the best interest of physicians to 
involve the risk management or legal team to develop an 
exhaustive legal covenant in such a situation.3

The therapeutic privilege is a doctrine allowing the 
physician to withhold information if disclosure of the 
knowledge would actually harm the patient. The therapeu-
tic privilege should be used on rare occasion, because it is 
dicey, both ethically and legally. State precedent governs 
the interpretation of the therapeutic privilege, and the 
court’s analysis is variable from state to state. In these cir-
cumstances, it is imperative for the physician to document 
in detail the rationale for invoking the therapeutic privi-
lege, and the ethics and risk management teams should 
be involved.3

ETHICS AND INFORMED 
CHOICE: BENEFICENCE AND 

NON-MALEFICENCE

Beneficence (doing good) and non-maleficence (do not 
harm) underlie the physician’s moral imperative. This 
moral imperative infers there are times or circumstances 
when partial disclosure or no disclosures are concordant 
with meeting the standard of care and fiduciary duties. 
This flows from the fact that some patients are emotionally 
incapable of handling discussions that entail life-and-
death issues or consequences when they are in a regressed 
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state of mind. This permits physicians the opportunity to 
modify the medical information they deliver to patients 
in an empathic manner that meets the moral imperative 
of beneficence and non-maleficence. The ultimate goal of 
informed choice should be respect for a patient’s autonomy 
combined with tactful application of beneficence and non- 
maleficence.4 This requires ongoing conversations over 
time and a trusting partnership.

THE LEGAL FOUNDATION FOR 
INFORMED CHOICE

The legal basis for mandating informed choice dates back 
to the 1700s. In Slater v Baker and Stapleton in 1767, the 
court established that physicians should obtain consent 
from patients before surgery and could be held legally lia-
ble if they proceeded without informed consent.

In Schloendorff v Society of New York Hospital in 1914, 
a physician removed a tumor from a patient who had con-
sented only to an examination and had refused an opera-
tion. Justice Cardozo wrote: “Every human being of adult 
years and sound mind has a right to determine what shall 
be done with his own body; and a surgeon who performs an 
operation without his patient’s consent commits an assault, 
for which he is liable in damages.” Schloendorff established 
the necessity of voluntary agreement for each specific 
proposed procedure (Schloendorff v . Society of N .Y . Hosp., 
211 N.Y. 125, 129-30).

The phrase “informed consent” was born in the Cal-
ifornia Court of Appeals case Salgo v Leland Stanford Jr . 
University Board of Trusteees . The court held that a physi-
cian could be held liable for failing to provide facts about a 
proposed treatment that are necessary for a patient to make 
an informed decision. Additionally, the decision stated that 
physicians must exercise discretion when deciding what 
risks to disclose in order to protect a patient’s well-being 
(Salgo v Leland Stanford Jr . University Board of Trusteees . 
Pacific Reporter, 2d Series 1957; 317: 170-182). This deci-
sion failed to delineate any clear limits on what must be 
disclosed. The California Supreme Court articulated this 
uncertainty: “One cannot know with certainty which med-
ical consent is valid until a lawsuit is filed and resolved” 

(Moore v Regents of the University of California, 51 Cal 3d 
D20 165 793. P 2d 479 291 Cal Rptr. note 41 (1990)).

There does not appear to be a standard of disclosure to 
which physicians can adhere to avoid liability with certainty.1

WHAT DOES THE COURT REVIEW 
WHEN PRESENTED WITH AN 
INFORMED CONSENT CASE?

When a case advances to court, appropriate documenta-
tion of the informed choice process can be used as a de-
fense that the physician properly informed a patient about 

a treatment or procedure. That documentation should be 
stored in the medical record. Physicians should document 
the details of the discussion and the time devoted to edu-
cating the patient and answering the patient’s questions.

Informed consent forms may be helpful to satisfy legal 
requirements and make documentation more efficient, but 
they are not an acceptable replacement for time spent with 
the patient. Consent forms used to replace physician time 
negatively impact the physician–patient relationship. The 
use of informed consent forms has evolved into a legalistic 
process attempting to limit liability rather than facilitating 
comprehension and understanding of the treatment or 
proposed procedure. There is a feeling that the focus of 
physicians is on risk communication and not on informed 
medical decision-making.

Sensibly, if more time were spent educating and build-
ing a trusting partnership with the patient, there would 
be less need to have consent forms and a lower likelihood 
of ending up in court facing an allegation of negligent in-
formed consent. Ultimately, upon review of the medical 
record the court evaluates the time dedicated to infor-
mation sharing and shared decision-making between the 
physician and the patient to determine whether a physician 
met the standard of care for informed consent.

DEFINING THE STANDARDS 
OF DISCLOSURE

Two dominant approaches, the “professional” standard 
and the “materiality” standard, define the standard of 
disclosure of information by which a physician’s duty to 
the patient is measured1 (Madare v Oschner Foundation 
Hospital, 505 So 2d 146 (La Ct App 1987)).

The professional standard requires the physician to 
disclose information that other physicians possessing the 
same skills and practicing in the same or a similar commu-
nity disclose in a similar situation1 (Canterbury v Spence, 
446 F2d 772 (CADC 1972)).

The materiality, or “prudent patient,” approach allows 
the jury to decide whether other information would have 
been considered important by a reasonable patient in 
making a decision and therefore requiring disclosure1 
(Cowman v Hornaday, 329, NW 2d 422 (Iowa 1983)).

The courts recognize situations when a physician’s non-
disclosure will be excused, including cases of the patient’s 
mental incompetence, medical emergencies, and the ther-
apeutic privilege exception.1,5 If a patient is incompetent to 
make a reasoned decision, then disclosure to the patient 
might not be required1 (Banks v Wittenberg, 266 NW 2d 788 
82 Mich App 274 (Mich App 1978)).

The physician also can withhold information under the 
therapeutic privilege if disclosure would interfere with 
treatment or would adversely affect the condition or recov-
ery of the patient.1,6 The emergency exception to disclosure 
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applies in situations where attempting to secure consent 
would delay necessary and proper treatment1 (Shafford v 
Louisiana State University, 448 So 2d 852 (La Ct App 1984)).

Last, physicians need not disclose risks of which the 
patient is already aware, or risks that are commonly known1 
(Kissinger v Lofgren, 836 F 2d 678 (CA 1 [Mass] 1987)).

Individual state law and court decisions determine 
which approaches and exceptions apply in an individual 
physician’s practice.

In order to facilitate true informed consent, some states 
have initiated shared decision-making legislation. Shared 
decision-making requires intense education of the patient. 
Pamphlets, videos, and a vast array of telecommunica-
tion infomercials often are provided to patients, allowing 
them to more fully understand the proposed treatment 
or procedure and then incorporate their own values and 
preferences into the decision-making process. Providing 
additional written material; audiovisual, multimedia and 
test and feedback techniques; in addition to adequate time 
for education and shared decision-making all improve 
patient comprehension, especially regarding risks and 
general knowledge about the procedure.

CONCLUSION

There is no single prototype that meets the elements of the 
standard of care for informed consent and applies to all 
patients. Medical informed consent is essential to a true 
patient–physician relationship. Patients need to participate 
in the informed consent process to understand the risk–
benefit relationship for the proposed treatment strategy. 
This understanding is essential because patients often are 
psychologically regressed secondary to the realization that 
they are confronting a life-preserving procedure that car-
ries significant risk.

Physicians need to participate in the informed con-
sent process to provide patients with the best treatment 
available by sharing decision-making and limiting any 
potential for liability. Medical ethics, common law, and, in 

many states, codified statutory law mandate the informed 
consent process. Physicians would be prudent to be knowl-
edgeable in these areas of medical ethics, common law, 
and statutory law.

Physicians would be judicious also to understand 
that the consent process is vital to the physician–patient 
relationship and that no single archetype can define the 
ethical, medical, and legal approach a physician should 
undertake to achieve informed consent. The process 
should be individualized within the boundaries of the pa-
tient’s desires for self-determination, thus reflecting true 
patient autonomy.

The overarching principle is meeting the elements of true 
informed choice/consent, and informed consent requires 
time. Despite the evolving business model of medicine, 
physicians must demand abundant time to educate, coun-
sel, and share decisions with patients. The constellation of 
abundant time, true partnership, and sharing in decisions is 
the panacea to preventing allegations of negligence.

Time cannot and must not be shorted. Adjuncts such 
as pamphlets and videos are helpful, but cannot replace a 
physician taking time with a patient. All true relationships 
are time dependent. Meaningful shared decisions require 
time, and taking that time will result in better clinical deci-
sions and outcomes and less potential for liability.  Y
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LEGAL

A
lthough healthcare practice tenants may feel 
good about having a renewal option in their 
lease, the truth is that such an option typically is 
drafted to benefit the landlord much more than 

the tenant. Tenants often can obtain much better terms 
if they understand the landlord’s intent behind a renewal 
option and know how to execute a specific game plan to 
achieve terms in their favor.

Property owners don’t want tenants to know that even if 
the tenant has a renewal option, they usually can negotiate 
a better deal if they decline their renewal option and rene-
gotiate. With proper representation, tenants can achieve 
significantly better terms than what is offered by most 
lease renewal options. Additionally, most tenants don’t 
know there is a margin in every deal to realize concessions 
beyond those that are initially proposed.

Most practices handle their lease renewals without do-
ing research, talking to a real estate advisor, or negotiating 
in any way. Instead, they blindly exercise the lease renewal 
option and assume the terms are “fair” or “good enough.” 
Many healthcare providers take this approach because they 
are “too busy” or do not know whom to contact to help 
them with the process. Automatically exercising the lease 
renewal option represents a lost opportunity for the prac-
tice to recapture tens to hundreds of thousands of dollars in 
excess expenses over the length of a standard lease.

THE PLAYING FIELD IS NOT LEVEL

The terms of a renewal option rarely favor the tenant. 
Landlords work hard to protect themselves by ensuring 
the lease rate of a renewal option is higher than what they 
would charge a new tenant for a vacant space. When an 
existing tenant agrees to renewal terms without negotiating 
properly, that tenant leaves a substantial amount of money 
and concessions on the table. The bottom line is that most 

tenants are starting their negotiation on an unlevel playing 
field. The results of a poorly negotiated lease can dramati-
cally impact a practice’s profitability.

ABOVE-MARKET LEASE RATES

The vast majority of leases include an annual increase 
clause that raises the rental price each year. Those annual 
increases typically outpace inflation, creating a lease rate 
that is almost always well above the current market value 
at the end of a lease term. If the landlord had to release the 
space to a new tenant, it would usually be at a lease rate 
that is lower than the current lease rate and renewal option 
terms. This presents another compelling reason to avoid 
signing off on most lease renewal options.

THE IMPORTANCE OF A RENEWAL 
FOR THE LANDLORD

Most renewals are rich deals for property owners. They can 
make much higher margins on a renewal with an existing 
tenant than with a new lease by keeping rates above mar-
ket and offering minimal concessions to encourage the 
tenant to sign the renewal. In addition, the landlord saves 
money by avoiding several costs that would arise if the 
tenant decided to relocate and leave the space, including 
the following:
	7 Vacancy and rent collections: It is not uncommon for 

a vacated space to remain that way for a year or longer, 
even in a tight market. Not only is the landlord not 
collecting any rent for the entire year before the new 
prospective tenant comes along, but when you factor in 
the new tenant’s negotiation period, build-out period, 
and free rent period, it could be a total of 18 to 24 months 
before the landlord sees another check for the space.
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	7 Advertised rates: To be competitive, a property can’t 
be advertised at inflated rates. Landlords may need to 
market their spaces at rates that are considerably lower 
than what many of their tenants are paying, and they are 
banking on the current tenants being none the wiser.

	7 Tenant improvement allowance: If the current tenant 
leaves, it is likely that the space will have to be refreshed 
or redone completely. It is extremely rare for the existing 
build-out to be a perfect fit for the next occupant, which 
means a landlord may have to invest tens or hundreds 
of thousands of dollars to accommodate the new use.

	7 Free rent: New tenants often receive a free rent period, 
in addition to the no-rent build-out period. Landlords 
may give three months or more in free rent on longer 
term leases.

CONCLUSION

These expenses add up, which is why a landlord is moti-
vated to find savings by renewing a lease with an existing 
tenant. When a tenant exercises their renewal option 
without comparing their terms to what a new tenant would 
receive or what they could achieve at a competing property, 
the landlord pockets these savings instead of passing them 
on to the current tenant. The difference between these sav-
ings and what a landlord actually offers a renewing tenant 
can be astounding. It is not uncommon for a landlord to 

save well over $100,000 by doing a renewal instead of find-
ing a new tenant and investing all the additional expenses 
into the deal.

If approached properly, it 
is possible to save tens to 
hundreds of thousands of 
dollars on your lease renewal.

The typical concessions offered to the tenant in most re-
newal scenarios are a mere fraction of the savings realized 
by the landlord when a tenant renews. Knowing this, it is 
imperative to hire a healthcare real estate advisor to exclu-
sively represent your interests and to develop a customized 
strategy to procure your next lease. This will ensure you 
are getting the best possible terms on your lease renewal 
and will tip the negotiation scales back in your favor. If ap-
proached properly, it is possible to save tens to hundreds of 
thousands of dollars on your lease renewal. Alternatively, 
if you simply accept the renewal option terms blindly, the 
same potential savings and concessions can result in dra-
matic losses and added expenses that can be avoided.

Help your practice avoid this common pitfall by under-
standing how much is really at stake during your next lease 
renewal, and then be prepared to capitalize.  Y
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MARKETING

I
n the late 1900s and early 2000s, the standard way to cre-
ate a website was to electronically convert your trifold, 
colored, patient brochure and put it up on the Internet. 
This type of website is no longer an effective method of 

marketing and promoting your practice.
Traditional marketing resembles bowling: a practice 

uses traditional marketing techniques (the bowling ball) 
to reach and influence patients (the pins) (Figure 1). Mass 
media (the bowling alley) function as mediators for mar-
keting content. Medical marketers throw the ball as hard 
and straight as they can, in the hope that it will hit the tar-
get. But the marketing journey isn’t a straight line anymore 
and neither should your marketing be. Marketing today is 
actually more like a game of pinball (Figure 2).

Social media has changed the picture. Marketing is now 
more closely aligned with a pinball machine. “Pinball mar-
keting” is an environment in which marketing instruments 

(the balls) are used to reach patients (bumpers, kickers, 
and slingshots). In the new pinball environment, patients 
have much more control than they had in the old bowling 
alley atmosphere. Empowered patients receive regular 
messages and actively participate through social media by 
sharing their experiences with doctors and their practices. 
The “slingshots” and “bumpers” of social media further 
increase the unpredictability of the marketing dynamics 
by multiplying social media episodes and providing the 
basis for future pinball activities. To continue the pinball 
metaphor, the pinball machine is our current environment, 
the balls are marketing instruments, and the audience are 
the spinners, bumpers, and flipper bats that propel the 
ball away from the hole that ends the contact with that ball 
(Figure 2). Unlike bowling, where the “pins” had no power 
to make an impact, the audience in pinball marketing can 
actively take part, redirecting the ball or causing it to speed 
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up, slow down, or even stop. But be careful not to shake the 
machine too vigorously or you will have the dreaded tilt 
message and your game will be terminated.

The dramatic growth of social 
media has affected medical 
practices in ways we are just 
beginning to understand.

Since its introduction in 2006, Facebook has grown ex-
ponentially. By 2013, it was one of the top three websites, 
along with Google and YouTube. One out of seven persons 
on this planet is an active member of Facebook,1 in spite 
of limitations to people under 13 years of age and the fact 
that it is not accessible in China, the world’s most popu-
lous country.

This dramatic growth of social media has affected med-
ical practices in ways we are just beginning to understand. 
This article offers an overview for those physicians and 
practices interested in digital marketing and how social 
media has changed the playing field between physicians 
and both existing and potential new patients.

We have to go where our markets are (e.g., email, Face-
book, Twitter) and create relevant content, experiences, 
and platforms where they can engage with us.

As a marketer you can no longer simply roll a bowling 
ball and wait for it to hit your target—you must actively 
take part. You must interact with your existing patient or 
potential new patients. It is important to test multiple dig-
ital media options, run multiple campaigns, and measure 
those campaigns to see how audiences are responding 

to your content or your message. It is essential to identify 
what works and continue that marketing method, and 
also to find out what doesn’t work and delete it from your 
marketing mix. The days of just having a webpage or a blog 
and considering that effective marketing are over. You must 
provide fresh content on a regular basis and you must have 
multiple social media outlets such as YouTube, Facebook, 
and Instagram.

Bowling is like playing American baseball or standing 
over a pot of water and watching it boil. Pinball, on the 
other hand, is played at high speed; you have to continu-
ally monitor and tweak the vast multimedia options, and 
you must take action based on your findings. But your 
job doesn’t end after you’ve uploaded a new social media 
post or issued a new press release—you have to follow its 
course carefully, measure its impact, and then identify 
any trend or crisis.

If you don’t move fast enough in 
pinball, you lose—and it’s the 
same with healthcare marketing.

If you don’t move fast enough in pinball, you lose—and 
it’s the same with healthcare marketing. Monitor your au-
dience and be ready to respond to what attracts or deters 
your audience. There is a world full of potential patients 
who have access to social media platforms, where they 
can share both their positive and their negative experi-
ences about a practice’s services. Negative comments can 
quickly escalate into a crisis that threatens the success of 
the practice.

Figure 2. Marketing today is more like a game of pinball.
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In this chaotic, interactive world, your marketing ap-
proach needs to move from bowling to pinball. This not 
only will help you recognize the increasing power of the 
consumer and embrace the cocreation of brand stories, but 
also will enable you to develop a deeper engagement with 
your market and your patients. When you see the value of a 
multichannel campaign and start understanding how each 
component complements the others, you will start to reach 
that top score!

If you are not connecting with your patients like a pin-
ball player in this era of social media networking, then you 
will fail to connect to potential patients who may want to 
avail themselves of your services.

Your community of potential patients is the lifeblood 
of your social networking. It’s essential to ensure that this 
community is full of potential patients who are actually 
interested in what you have to say or the services you wish 
to offer. You want to target those people in your community 
who are interested in you and your practice, not the fact 
that you friended them first and not the fact that you use a 
certain hashtag in your tweets. Those actions seldom result 
in new patients. One of the methods you can use to identify 
those targets is to consider psychographics.2

To reach your ideal patients, you 
must know what or who they value 
most, where they get their medical 
education and medical information, 
and what content appeals to them.

Psychographics focuses on the interests, attitudes, and 
emotions of a segment of potential patients—exactly the 
things practices need to understand to best promote their 
services to the particular segment of the population that 
the practice wishes to attract. To reach these ideal patients, 
you must know what or who they value most, where they 
get their medical education and medical information, and 
what content appeals to them.

Psychographics is like demographics on steroids. Psy-
chographic information might include your patients’ 
habits, hobbies, health-related experiences, and val-
ues. Demographics explain “who” your patient is, whereas 
psychographics explains “why” they become part of 
your practice.

Your message must be engaging to anyone who accesses 
your material. Your social media pipeline must be full of 
information that highlights the physicians and the prac-
tice. For example, if you write an article on your urinary 
incontinence program, and your title is “The Diagnosis 
and Treatment of Urinary Incontinence,” that probably will 
not entice readers, even if they have incontinence, to read 

your article or to make an appointment with your urologic 
or gynecologic practice. However, a title such as “Urinary 
Incontinence—You Don’t have to Depend on Depends!” 
is likely to attract readers to drill deeper into your message 
and perhaps contact your office, ask questions, ask for 
more information, and, hopefully, make an appointment. 
You are actually having an electronic conversation with a 
potential patient and you want to receive a response that 
starts the conversation. Remember that it’s social media, 
and you must be social with it.

Today, in an Internet world and with social media hav-
ing become ubiquitous, the bowling metaphor no longer 
fits. Now it’s time to play pinball. Now medical practices 
release a ‘‘marketing ball’’ consisting of the practice brands 
and brand-building messages, which are then diverted or 
bounced around and often accelerated by social media 
‘‘bumpers,’’ which change the offering’s course in chaotic 
ways. After the marketing ball is in play, those who are 
in charge of marketing and practice promotion attempt 
to guide the marketing with agile use of the “flippers,” 
but, unfortunately, the ball does not always go where it 
is intended. Those who receive the marketing message 
now can respond, provide their opinion, decide to receive 
or reject the message, or ask for additional information. 
Also, potential patients can initiate their own discussion 
by bringing up topics that are important to them and look 
for the healthcare profession to respond. Marketing in the 
pinball era involves the player (the practice) launching the 
ball into play by feeding engaging and useful content into 
the game area, where it is moved around by those online. 
Occasionally, it will come back to us via email or through 
physician review sites that affect our online reputation. At 
this point, we can use the flippers to interact with patients 
and potential patients and pass the ball back into the social 
media sphere.

If our practice does not feed the social media sphere by 
flipping communications back, the ball will drop through 
the flippers, and the longer-term, two-way relationship be-
tween the patient and the practice will cease to exist.

Bottom Line: Practices have to start a conversation, lis-
ten to what the patients want, and then respond in a timely 
fashion. Medical practices have to learn how to maneuver 
the pinball in this new environment or the ball will slowly 
slide down between the flippers and be out of play—mean-
ing the practice won’t gain new patients or maintain the 
loyalty of existing patients.  Y
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Coronavirus and Your Practice Procedures
Debra Cascardo, MA, MPA, CFP*

C
oronavirus has made a difference in your practice 
procedures. You’ve reorganized your waiting 
room and check-in procedures to comply with 
social distancing. Staff are required to wear masks 

and increased personal protection equipment (PPE). San-
itizing has been brought to a new level. Patients must wear 
masks and notify you of their arrival before entering the 
waiting room.

But have you reviewed and updated your Procedures 
and Policies manual? With the new normal brought on 
by the outbreak of human coronavirus and the resultant 
school closings, travel bans, social distancing, community 
lockdowns, and other concerns throughout the world, it is 
time to review your office procedures and HIPAA regula-
tions relative to patient rights and public safety.

Understandably, the public, and especially healthcare 
employees, are concerned about contracting this myste-
rious, pneumonia-like virus rapidly spreading around the 
world, because the numbers of confirmed cases spike each 
day as more people are tested and/or show symptoms. The 
CDC and local government agencies want to track testing, 
exposure, recoveries, and deaths to determine where the 
virus is heading.

At the time of writing this article, the Department of 
Health and Human Services had declared a public health 
emergency with respect to coronavirus. Under the public 
health emergency, covered entities must understand what 
their obligations are with respect to use and disclosure of 
protected health information (PHI).

WHAT IS THE HIPAA PUBLIC 
HEALTH EXEMPTION?

The HIPAA Privacy Rule permits that public health au-
thorities and others who ensure public health and safety 
be given access to PHI to carry out public health activi-
ties. The Privacy Rule also recognizes that public health 
reports made by covered entities play an important role 
in identifying threats to individual and public health and 
safety. As such, the Privacy Rule allows covered entities 
to disclose PHI without authorization for certain public 
health purposes.

Under the HIPAA public health exemption (which 
applies, among other reasons, when a public health emer-
gency has been declared), covered entities may, without 
written patient authorization, disclose PHI to public health 
authorities legally authorized to receive it, for the purposes 
of preventing or controlling disease, injury, or disability. 
Disease, injury, and disability prevention and control mea-
sures and activities include reporting of disease or injury, 
and reporting of vital events, such as deaths.

Under the HIPAA public health exemption, a covered 
entity also may disclose written patient authorization and 
may disclose PHI to conduct public health surveillance, 
investigations, or interventions.

Covered entities also may, if directed to do so by a 
public health authority, disclose PHI to a foreign govern-
ment agency acting in collaboration with that authority. 
Covered entities that are public authorities may use and 
disclose PHI for:
	7 The purpose of preventing or controlling disease;
	7 The purpose of preventing or controlling injury; and
	7 The purpose of preventing or controlling disability.

Disease, injury, and disability prevention and control 
measures and activities include:
	7 Reporting of disease or injury;
	7 Reporting of vital events (i.e., births, deaths); and
	7 Conducting public health surveillance, investigations, 

or interventions.

Covered entities also may, if directed to do so by a 
public health authority, disclose PHI to a foreign govern-
ment agency acting in collaboration with that authority. 
Covered entities that are public authorities may use and 
disclose PHI for:
	7 The purpose of preventing or controlling disease;
	7 The purpose of preventing or controlling injury; and
	7 The purpose of preventing or controlling disability.

WHAT IS A PUBLIC HEALTH 
AUTHORITY?

The HIPAA Privacy Rule defines a public health authority 
as any of the following that is responsible for public health 
matters as part of its official mandate:
	7 An agency or authority of the United States government;
	7 A state;
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	7 A territory;
	7 A political subdivision of a state or territory; or
	7 An Indian tribe.

Public health authorities also include individuals and 
entities acting under a grant of authority from, or under a 
contract with, a public health agency.

Examples of a public health authority include:
	7 State and local health departments;
	7 The federal Food and Drug Administration (FDA);
	7 The CDC; and
	7 The Occupational Safety and Health Administration 

(OSHA).

Generally, covered entities must reasonably limit the 
PHI disclosed for public health purposes, to the minimum 
amount necessary to accomplish the public health purpose.

However, covered entities are not required to make a 
“minimum necessary determination” for public health dis-
closures that are made either under an individual’s autho-
rization, or for disclosures that are required by other law.

For disclosures to a public health authority, covered 
entities may reasonably rely on a minimum necessary 
determination made by the public health authority that is 
requesting the protected health information.

For routine and recurring public health disclosures, 
covered entities may develop standard protocols, as part 
of their minimum necessary policies and procedures, that 
address the types and amount of PHI that may be disclosed 
for such purposes.

WHEN ELSE DOES THE HIPAA PUBLIC 
HEALTH EXCEPTION APPLY?

The Privacy Rule recognizes the important role that persons 
or entities other than public health authorities play in cer-
tain essential public health activities. Covered entities may, 
therefore, under the Privacy Rule, disclose PHI, without au-
thorization, for the following public health investigations:
	7 Child abuse or neglect: Covered entities may disclose 

PHI to report known or suspected child abuse or neglect, 
provided the report is made to a public health or other 
appropriate government authority authorized to receive 
such reports under law. Such authorities may include 
(among other entities) social services departments of 
local governments and police departments.

	7 Quality, safety, or effectiveness of a product or activity 
regulated by the FDA: Covered entities may disclose PHI 
to persons (e.g., individuals, entities, partnerships, and 
corporations) subject to FDA jurisdiction, if the disclosure 
is for a public health purpose that is related to the quality, 
safety, or effectiveness of an FDA-regulated product or ac-
tivity for which that person has responsibility. Examples 
of purposes or activities for which such disclosures may 
be made include (but are not limited to):

 — Collecting or reporting product defects or problems 
(including problems regarding use or labeling);

 — Tracking FDA-regulated products;
 — Enabling product recalls, repairs, or replacement.

	7 Persons at risk of contracting or spreading a dis-
ease: A covered entity may disclose PHI to a person who 
is at risk of contracting or spreading a disease or condi-
tion, if other law authorizes the covered entity to notify 
such individuals as necessary to carry out public health 
interventions or investigations.

	7 Workplace medical surveillance: A covered health-
care provider who provides a healthcare service to an 
individual at the request of the individual’s employer, 
or provides the service in the capacity of a member of 
the employer’s workforce, may disclose the individu-
al’s PHI to the employer for the purposes of workplace 
medical surveillance or the evaluation of work-related 
illness and injuries to the extent the employer needs that 
information to comply with OSHA, the Mine Safety and 
Health Administration , or the requirements of state laws 
having a similar purpose. In such instances, the covered 
provider must give written notice to the individual that 
the information will be disclosed to the individual’s 
employer. As an alternative to having to give written 
notice to the individual, the notice may be posted at the 
worksite, if that is where the service is provided.

PATIENT PRIVACY

Understandably, your staff is concerned when patients 
report with symptoms of the novel coronavirus COVID-19, 
which have included mild to severe respiratory illness with 
fever, cough, and difficulty breathing. Fears about con-
tracting the virus could lead healthcare employees to look 
at PHI impermissibly and share information of patients 
presenting with these symptoms.

Although healthcare employees are encouraged to 
answer patient questions about coronavirus and take pre-
cautions when dealing with patients presenting with upper 
respiratory symptoms, they must remember they may not 
access or disclose patient records for an unauthorized pur-
pose. Curiosity may tempt employees to look up a patient’s 
medical record to see if the record includes evidence of any 
discussions a patient may have had with a provider about 
coronavirus. However, employees should especially resist 
this temptation with respect to patients who have sought 
treatment for mild to severe respiratory illness. HIPAA 
regulations still apply, and under HIPAA, employees may 
access or disclose patient records only when specifically 
authorized to do so as part of their job, or when required 
to do so under law.

Review and/or update privacy procedures in your Pol-
icies and Procedures manual to reinforce this HIPAA rule.
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TELEHEALTH RULES

During the COVID-19 pandemic, emergency HIPAA waiv-
ers made it easier for physicians to provide virtual services. 
For many, the pandemic and subsequent shutdowns may 
have resulted in offering telehealth services never before 
considered. However, these relaxed rules were never meant 
to be permanent. Eventually, the government will clamp 
down on telehealth HIPAA compliance with violation pen-
alties as high as $50,000 per occurrence.

Complying with the stricter HIPAA telehealth regula-
tions when the COVID-19 waivers expire is essential to 
your ability to continue to offer these much sought-after 
services. Now is the time to review your telehealth proce-
dures to ensure you are complying with the normal HIPAA 
requirements. Be sure your virtual platform complies with 
HIPAA rules that were in effect before the relaxed regula-
tions were put into place. Review all rules with staff, who 
may have become accustomed to the relaxed telehealth 
rules allowed during the height of the pandemic.

NEW EMPLOYMENT POLICIES

The “new normal” also applies to your employment policies 
to comply with new state and federal COVID-19 employ-
ment rules. You must also ensure compliance with other 
related government agencies and laws that have been 
modified due to changing circumstances. These include 
the Americans with Disabilities Act (ADA), the Equal Em-
ployment Opportunity Commission, and the United States 
Department of Labor, among others.

The new employment laws affect everything, from what 
you are required to pay when an employee is out sick to 
the safety of the work environment within your practice. 
Ignoring these new employment regulations really is not an 
option— it leaves your practice seriously exposed to legal 
and governmental audits and penalties.

Several employment policy questions you must con-
sider adding to your Policies and Procedures manual in-
clude the following:
	7 If testing is available, can you legally test employees for 

COVID-19?
	7 Are you violating ADA laws if you require pregnant or 

high-risk staff to stay home?
	7 Can you require staff to use accumulated paid time off as 

compensation if you send them home?
	7 How do you know if you are required to comply with Fed-

eral Families First Coronavirus Act?

	7 If an employee reports that they’ve tested positive for 
COVID-19, can you inform other staff?

	7 What are your obligations to the Emergency Family & 
Medical Leave Expansion Act (EFMLEA)?

	7 What obligations do you have related to the Emergency 
Paid Sick Leave Act (EPSL)?

	7 Are you required to comply with both state and federal 
employment regulations?

	7 How can you reduce your liability if an employee be-
comes infected with COVID-19 at work?

	7 What is the best way to document the communication of 
new employment policies?

	7 If employees work from home, are you required to reim-
burse home expenses (e.g., Internet)?

	7 Do you have an obligation to report employees with 
symptoms of COVID-19?

	7 When is it safe to let a COVID-19–positive employee re-
turn to work?

	7 How long must you hold a position open for an em-
ployee who can’t come to work?

	7 How high does an employee’s temperature need to be 
for that employee to be sent home?

	7 What should you do if you tell an employee to go home 
and they refuse?

	7 Are there documentation requirements for COVID-19–
positive employees?

	7 Are you required by EFMLEA and EPSL to pay an em-
ployee for time they don’t actually work?

	7 If an employee tests positive for COVID-19, are you re-
quired to record an OSHA incidence?

	7 How do you amend your FMLA and leave policies to 
align with updated COVID-19 regulations?

	7 How does COVID-19 change your ADA compliance?
	7 Are there specific PPE items that you are required to 

provide to staff?

SUMMARY

HIPAA rules and employment regulations, as well as 
your entire Policies and Procedures Manual, should be 
reviewed, updated, and reissued to all employees peri-
odically. In the face of a public health emergency such as 
the coronavirus, it is imperative that all employees be re-
minded of how important it is to follow the HIPAA privacy 
rules regarding PHI and that all new rules regarding patient 
safety and employee matters be recognized.  Y
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SECRETS OF THE BEST-RUN PRACTICES

D
r. Smith loved Microsoft Word. This handy soft-
ware counts not only the number of words in a 
document but also the number of characters, 
with and without spaces. This information 

was critical to Dr. Smith because he was in charge of his 
four-physician specialty group’s income calculation. This 
calculation determined the income of each of the physi-
cians and was so important to Dr. Smith that he cleared his 
schedule for two full days each quarter to attend to it.

There’s an old adage that when the size of the pie 
shrinks, table manners change, and this was certainly the 
case with Dr. Smith’s group. Their revenues were down 
and so were their incomes, even though patients often had 
to wait several days, or even weeks, for an appointment. 
The doctors felt their overhead was too high and the way 
their income formula allocated it wasn’t “fair.” They hired 
me and my company to take a look at it and to recom-
mend changes.

As I prepared for my first meeting with Dr. Smith’s group, 
I reviewed the minutes of their board meetings for the past 
six months. What I found was truly amazing. In one month 
the minutes described a long discussion about how to 
allocate transcription costs, which was currently billed by 
the page. One doctor stated that doing it by the page wasn’t 
“fair” because some pages only contained one or two lines. 
He suggested alternatively that it would be fairer to allocate 
transcription costs by line.

This change was subsequently approved, but the next 
month another physician stated that all lines weren’t full 
and that it would be fairer to allocate these costs by the 
word. You can’t make this stuff up. And yes, the next month 
they decided to allocate transcription costs by the character 
(I don’t know if they counted spaces or not). As I sat back 
in my chair and sighed, I remembered the famous quote 
from the comic strip Pogo, which read, “We have met the 
enemy and he is us.” This, I believed, summed up the situ-
ation perfectly.

As I got further involved with the group, it got worse. It 
turned out that each patient visit generated a separate “cost 

ticket,” which clinical staff dutifully completed and filed, 
accounting for the individual supply costs incurred during 
every visit. This included ear swabs, tongue depressors, 
syringes, and virtually everything else used. This was what 
Dr. Smith did with the two days he took off every quarter. 
He spent it meticulously summarizing the cost tickets to 
determine which supply costs needed to be charged to 
each physician in the practice.

At this point I began to wonder whether Dr. Smith, who 
was delightful to work with, had missed his calling as an ac-
countant. But then I realized that even the most detail-ori-
ented accountants understand the concept of materiality 
and learn the fallacy of “counting paperclips.”

Doctors are trained to be critical thinkers, to assess a 
cadre of symptoms and arrive at a diagnosis and course 
of treatment, often in a short period of time. These critical 
thinking skills often result in the innate ability to argue 
virtually any side of an argument, often simultaneously. 
These skills were definitely at work with Dr. Smith and 
his partners as they discussed how to allocate overhead. 
Everybody had an argument about why it should be done 
a different way—in a way that would benefit themselves 
to the detriment of their partners. I quickly came to un-
derstand why and how they had come to the absurd cost 
ticket system.

I would like to tell you that there was a happy ending, 
and there was, at least for a few years. I convinced Dr. Smith 
and his group that spending time seeing patients was more 
important than cost accounting small items, and we came 
up with a vastly simplified method. Ultimately, however, 
they sold their practice to a local hospital where their com-
pensation was based on productivity, letting the hospital 
worry about the overhead.

So when physicians say that they are selling their 
practice because they are tired of dealing with the “busi-
ness side,” that is often true. But the nature and extent 
of that business side may be partially their own doing or 
undoing.  Y

 . . . And the Enemy Is Us
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