
Got toxins?
Toxins are employees who spawn dissention. They

undermine. They “create an atmosphere of mistrust
and suspicion.” They kill the camaraderie.

They are toxic because they can cause enough mis-
ery to force worthwhile people to leave.

Professional offices are notorious for putting up
with toxic people, says CAROLYN WEHMANN, a
Greenville, SC, consultant in professional develop-
ment and retention. They do so because they don’t like
confrontation.

Professional people “aren’t natural managers.”
Instead of facing conflict, they back off from it, main-
ly because they want “a collegial environment where
people are self motivated and treat each other with
respect.”

So here for the professionals Wehmann tells how
not to hire toxins in the first place and what to do with
the one already working down the hall.

what constitutes toxic?

Just who are those toxic employees?
They are obnoxious time-wasters, Wehmann says.
They run to the doctors or to the manager with com-

plaints and demands.
They are preoccupied with everything that isn’t

essential to office operations – especially gossip.
They are opinionated and biased.
They don’t take responsibility for anything but

blame other people for what goes wrong “and are very
vocal about it.”

They aren’t motivated by anything that has to do
with the office. Instead, they put their energy into the
nonbusiness. “They are the first to come to the office
baby shower but the last to show up for the meat and
potatoes of the organization.”

They think they are irreplaceable. And counting on
that, they set rules for what they will and won’t do.

They have a negative attitude. “They are always
having a bad day. They are inconsolable. They never
give off a good vibe.”

The most obvious indication of toxicity, however, is

a light workload, and toxins get it because they waste
their time talking and tending to their own interests
while everybody else is working.

Whenever anybody has less to do than the other
people in the office, count on it that there’s a toxin
about.

Some toxins are passive, or simply unintentional
pains in the neck. Those can be tolerated – sometimes.

But the active toxins need to be got rid of. Those
are the ones who have an actual agenda of getting into
everybody’s business far enough to undermine the
office and its leadership. They are the people who do
things like finding out about all the politics within the
practice and forming sympatheticrelationships with
the people who are unhappy.

She also points out that the higher up the toxin us,
the more the disaster spreads. A toxic doctor affects a
lot more people than a toxic secretary can.
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this month’s
idea

Large office sets an easy system
for identifying the small problems

When managing two offices, eight physicians, and 35 staff became
a job of “constantly trying to put out a fire,” a Dunbar, WV, manager
did what many managers do. She named supervisors – one for the
clinical staff, one for front office and billing, one for lab, and one for
the satellite office.

But along with that, NANCEE BARNETTE of Dunbar Medical
Associates set up an easy way “to put a large number of people
together” and still stay in touch with all the elements of her office’s
operations. It works like this.

Staff take their “challenges, issues, complaints, concerns, and rec-
ommendations” to their supervisors. And to make sure they think
through what they mention, all nonemergency items have to be e-
mailed to the supervisors. Putting things in writing not only cuts
down “tremendously” on the personal complaints, Barnette says, but
also prompts staff to give ideas for solutions.

The supervisors solve “anything that needs immediate attention,”
but everything else they save for a weekly meeting with Barnette.

The e-mailed concerns cover all aspects of operations.
One, for example, was that the front desk was not updating patient

phone numbers, which created an enormous problem when the office
called for appointment reminders or rescheduling. The solution was a
new form that patients now fill out at each visit.

Another was that items were not always flagged correctly in the
computer, with the solution being a new flagging procedure.

Still another was forged prescriptions for controlled substances,
and the outcome was a policy that the office will not mail those pre-
scriptions but patients must come in and pick them up.

Beyond the problems staff cite, the supervisors report on the
things they have taken care of on their own, because those too often
signal a need for change, Barnette says. In one case, for example, a
supervisor reported taking care of a double-booked appointment slot,
and the group decided to alter the scheduling process.

The last item on the agenda is recognitions. At that point, the
group recognizes all staffers “who have gone above and beyond,”
whether in outstanding work or patient service.

Minutes of the meeting go to all staff, with the last page showing
the people who have been recognized and why.

The outcome, Barnette says, is that the office “can stay on top of
every little thing” and is assured top efficiency.

If your office has set up a system that makes managing easier,
MOM would like to write about it. Contact the Editor, Medical
Office Manager, P.O. Box 52843, Atlanta, GA 30355. Telephone
404/367-1991 and fax 404/367-1995. We pay $100 for every idea we
write about in this column. �
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head them off at the hire!

The best defense against such dreadful people is not
to hire them in the first place.

Yet they do get hired, Wehmann says, and the rea-
son is that professionals don’t apply good manage-
ment skills to interviewing. They put too much
emphasis on ability and intelligence and too little on
qualities such as motivation and attitude.

Wehmann outlines several tactics that can cull those
people out at the interview. They can be used for
every level of hiring, from a clerical staffer to a nurse
to a new physician.

Mostly, the tactics make it possible to get the per-
son to talk enough to reveal whether there’s a negative
attitude, too much interest in the nonbusiness, or a
selfish outlook on employment.

A little extra time on the uptake. The easiest way to
get complete information about people is to hold long
interviews.

“A 20-minute interview is a 20-minute perfor-
mance.” Anybody can keep the charm going for that
long. But at 45 minutes, true traits start to come out.
Two 45-minute interviews will produce more valid
information about a person than six shorter ones.

A telephone screen. To get to the heart of the office
interview faster, screen for the job factors ahead of
time.

Call and say “there are a few factual questions I’d
like to ask you.” Then ask about the experience, train-
ing, and so on, and save the in-person interview for
more personal – and more telling – conversation.

Put the person at ease. Start the interview with a
rapport-building remark such as “how was your trip
over here?” or “it’s nice to meet someone from my
home state.”

Everyone is on best behavior at an interview, but
get that person comfortable, and the best behavior
relaxes to its true level.

Elicit long answers. Ask questions that force the
applicant to talk, for example “what if you were
assigned to someone you didn’t want to work with?
how you would get out of that?” or “how would you
go about getting a good raise?”

Instead of asking what the person did in previous
jobs, ask opinion questions about those jobs, such as
“what did you learn from that job? what would you
have done differently? what jobs have you had that
were difficult? would you do that again? if you had
your ideal day, what would it be?”

To keep the answers going, after each one say “tell
me more about that.”

Ask for questions. Ask if the individual has ques-
tions, and look out for anything that smacks of politics
such as “how do you get ahead here?” or “who are the
important people to work for?”

Conversely, give high points for honest questions
about how to succeed such as “what kind of support
do you give to new people to help them with trouble
spots?”

bring out the peer snoop

And here’s perhaps the most revealing interview
tactic of all: have a peer take the applicant to lunch.

Choose someone who is easy to talk with,
Wehmann says, and tell that person to chat casually
about the applicant’s background – “where have you
worked before? what kind of role did you have? what
kind of pressures did you have? what did you like
about it? hate about it?”

Afterwards, ask the peer if the applicant made nega-
tive comments about previous employers or the people
who worked there. Particularly damning is a remark
such as “why do you think I’m leaving? I hate my
boss!”

Ask too if there were disparaging remarks about the
people the applicant has talked with in the office, such
as “who was that geeky nurse I met?”

Don’t think comments like that don’t get made, she
says. People let their guard down with equals, and in a
relaxed setting where an applicant feels nobody is
paying close attention to what’s said, the truth starts to
flow.

What’s more, a peer interview can sometimes reveal
a Jekyll-and-Hyde personality. It’s not uncommon for
a toxin to make a superb showing with the senior peo-
ple but snub the juniors.

offer a six-month job

What if the manager isn’t sure about an applicant
but wants to give that person a try?

Wehmann’s advice is to throw in a safety net by
offering only three or six months’ employment.

That’s different from a probationary period in that
the office says up front the job may only last for that
period of time. Phrase the hire as “we think you have
the skills we need, but with budget reviews coming
up, we are not sure we can continue this job past six
months.”

If the applicant turns out to be toxic, the manager
can end the situation with no confrontation at all.

detoxing the irritant on board

What about that toxic person who’s already work-
ing down the hall or at the front desk?

Unfortunately, the only solution is to confront the
problem, Wehmann says.

Point out specific examples of behavior that isn’t
acceptable, for example “I’ve had five people ask me
why you’ve been so rude to them and to the patients



page 4 medical office manager / january 2006

who call. What’s going on?”
Then put it under a magnifying glass. Tell what’s

happening as a result of the behavior, perhaps that
people are reluctant to communicate with that person
and that the work is getting stymied as a result.

Explain what has to be done: “These are the behav-
iors we have to see. You have to adjust your attitude.
How do you think you can do that?”

Nail it down: “We need to see substantial progress,
and I will verify whether it’s being made. I will be
talking with the people you work with to find out if
your attitude improves.”

Finally, set a time a few weeks hence to meet and
review the progress: “Here is what we have talked
about. These are the expectations. We believe these
expectations can be met. Let’s meet in two weeks to
talk about how you’re doing.”

That’s a warning. If there’s no improvement, it
becomes a matter of discipline.

the probable slide-back

Keep in mind, however, that toxic people “are a
nightmare to manage,” Wehmann says. “Very rarely
do they change.”

And even when they do, often the improvement is
only short lived and the person goes right back to the
obnoxious ways.

Recognize that the manager simply does not have
time “to handhold that person through a lot of meet-
ings.” If improvement isn’t satisfactory, her advice is
“forget it,” fire that person, and move on with the
business of running the office. �

The disabled employee:
what the office can’t ask
about the disability

It’s been around for a while, but the Americans with
Disabilities Act still trips up managers on the small
points.

Here are XX of the most confusing. They are
explained by HIRSH, services manager for the Job
Accommodation Network in Morgantown, WV. The
Network is a consulting service that helps people with
disabilities increase their employability.

no magic word to listen for

What’s necessary to put the office on notice that
somebody is asking for an accommodation?

Don’t expect to hear any formal terms such as dis-

ability, ADA, or reasonable accommodation.
To put the office on notice that an accommodation

may be in order, all an employee has to do is “give
some kind of indication that there’s a problem doing
the job,” Hirsh says. If somebody says a visual prob-
lem makes it difficult to see the computer screen, con-
sider that a request for accommodation.

And here’s a surprising note: It doesn’t even have
to be the employee who makes the request. A spouse,
for example, can do it.

the proof the office can ask for

Can the office ask for proof that the accommodation
is necessary?

Yes. As soon as somebody indicates a problem
doing the job such as “I’m having trouble because I
can’t see the computer monitor well,” the manager is
free to ask outright if there is a disability and if so, for
proof of that disability and also for proof of the need
for the accommodation.

Thus, if somebody says “I have a medical condi-
tion,” it’s okay to ask for medical documentation.

And if somebody says “I need this to do the job,”
it’s okay to ask for documentation that the accommo-
dation is necessary.

but not need to reduce the work

Is a reduced work load a reasonable accommoda-
tion?

No. The office is not required to reduce the duties,
Hirsh says. Neither is it expected to reduce anybody’s
hours or work schedule.

“That is something the law does not require.” The
employee is still expected to do the full job.

what about cost?

How much does the office have to spend on an
accommodation?

The ADA says the cost must be reasonable, and
reasonable depends on whether the office can afford
it.

There’s no need to be elaborate. Just put together
whatever solves the situation. She gives these exam-
ples: a cart to help someone carry files, moving some-
one to a quieter area when the noise level triggers
migraines, a glare filter for a monitor to reduce eye
strain for someone with diabetes, and a two-way radio
plus a plan of action to help an employee subject to
seizures.

The ADA reports that more than half the accommo-
dations involve no cost at all. And of those that do,
42% cost an average of only $600.

don’t jump the gun
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Does the employee get to choose the accommoda-
tion?

No, but it’s a good idea to ask the employee for rec-
ommendations, Hirsh says. Doing so can often result
in an easier as well as cheaper solution.

She gives the example of someone who needs help
hearing on the telephone. The office buys the latest
and greatest equipment on the market but fails to find
out that the employee is used to a less expensive ver-
sion. The grand equipment turns out to be not only
unnecessarily expensive but also requires training for
the employee that otherwise wouldn’t have been nec-
essary.

something to keep quiet about

What can the manager tell other staff about an
accommodation?

The office can’t disclose the fact that somebody has
a disability or that it’s is making an accommodation,
Hirsh says. “The ADA specifically prohibits the dis-
closure of medical information” to the co-workers.

So what can the manager say when people ask why
somebody is getting what they perceive to be special
treatment?

The best answer, Hirsh says, is simply that “it’s our
policy to assist employees who encounter difficulties
in the workplace.” And to that, add that “many issues
are personal, and it’s our policy to respect everybody’s
privacy.”

To bring that home, say further that if anybody else
asks for a work change, that person’s privacy will be
“similarly respected.”

put that agreement in writing

Finally, the office needs to make sure it maintains
an accommodation when there’s a change in manage-
ment.

It’s not uncommon for a supervisor to have an
unwritten accommodation agreement with an employ-
ee, perhaps a flexible schedule where the employee
comes in half an hour late and works through lunch.
Then a new supervisor comes in, doesn’t know about
the arrangement, and starts disciplining the employee
for tardiness.

The ADA says nobody should have to go the
process of requesting the accommodation again. Thus,
the office needs to keep every accommodation agree-
ment – no matter how informal – in writing.

Hirsh also recommends keeping those notes in a
separate file so they can be passed on to the person
who takes over the management job when the first
supervisor leaves. �

Rules for good manners
with disabled people
– including the patients

The ADA doesn’t require it, but good manners do –
etiquette toward disabled people – whether employ-
ees, business associates, or patients.

Offices make terrible blunders there, says disability
consultant SHAYN R. ANDERSON of Diversity
Inclusion, a Lodi, CA, company that provides training
in diversity with emphasis on disability. Here are
some of the more common ones to watch for.

the handshake

A common blunder is not offering to shake hands
with someone who has a hand deformity.

What if the right hand is missing? Offer the left
hand.

“Always offer a handshake,” Anderson says. In
business especially, it’s “a big deal, and people who
are disabled know that.”

Suppose the doctor meets the family of a patient
with a hand deformity and and shakes hands with the
family but not the patient. Besides embarrassing that
person, he says, that’s a good way to lose the patient.

the interpreter

Another blunder comes in communication with deaf
persons using interpreters.

The natural tendency is to look at the interpreter,
Anderson says.

Don’t. The person having the conversation is the
one with the hearing problem. That’s the person to be
looking at.

Don’t worry about the interpreter’s not being able
to understand what’s being said. That’s the inter-
preter’s job.

the confrontation

Then there’s the blunder of treating the physically
disabled as if they are also mentally disabled. “That’s
a horrible assumption to make,” Anderson says, but it
gets made.

Don’t give a disabled staffer the less challenging
assignments.

Don’t “back off from a healthy confrontation” when
conflict arises. “There are jerks in every walk of life.”
Discipline a disabled employee like any other employ-
ee.

If there’s disagreement, say so. “Don’t be gentle
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Medicare

Voluntary quality reporting begins January 1: a new payment
system in the making? – December

A grim outline or 2006: a 4.4% pay cut for doctors – November
A complete outline of Medicare’s new drug coverage

(a MOM mini seminar) – November
New modifier ensures Medicare and Medicaid coverage for

disaster-affected patients – Octobe
A few points on how to get and how to use the new NPI

identifiers – October
Medicare bends the claims rules for disasters – September
Medicare gives doctors a pay cut for 2006 – September
Learn about Medicare’s NIPs and drug coverage – July
It’s time to apply for the new NIP identifiers and get the

computer ready for them – June
Medicare projects a 4.5% pay cut for doctors next year – M
Don’t underestimate those codes:how one manager is still

battling the outcome of a Medicare audit – March

HIPAA

Katrina’s patients versus HIPAA’s privacy rules – October
Return to sender: all nonHIPAA-ized claims sent after

October 1 – September
A 35-question HIPAA quiz for staff, doctors, and manager

(score your office’s compliance level!) – April
A final analysis of the security rules – February
A complete outline to follow for HIPAA security ( a supple-

ment to the newsletter) – February

staff management

A four-column review form that takes the ulcers out of staff
management – November

Sticky issues on staff management: alcohol and drug testing,
the stoned staffer, the burqa at the front desk, tattoos, risque
clothes, and cigarette breath – September

Why and how to hold quarterly staff reviews – August
Snuff the office snitch and give the other staff a better place to

work – August
New York City manager replaces the large staff meetings with

15-minute individual sessions – May
A one-page report that keeps discipline easy and fair – May
Portland staff plan the office’s front-desk renovations – April
For best customer service, let staff set standards for the office to

follow – April

How to end staff conflict (a dialogue to follow) – March
Here’s how managers throughout the country are ending staff

conflicts – March
How to set up an employee handbook (a MOM mini

seminar) – February
A sample table of contents for the handbook – February
Compliments can build productivity, but give them with great

caution – January

managed care

Keep an ear to the ground for silent PPO-ing; it can ruin a
plan’s profitability – October

Grab managed care’s negotiations by the horns and hit the
headaches as much as the dollars – August

Connecticut office verifies coverage for physicals and increases
patient satisfaction – August

finance

Should offices bill patients for filling out forms for school and
employment? – October

California manager puts big colored stickers on the bills and
gets better payment results – July

Before cutting a cost, look at its return on investment in both
money and nonmoney – July

Illinois office ends billing issues by having patients sign a
payment agreement – June

marketing

Good free marketing: media coverage brings the absolute best
payoff – October

For cheap and long-lasting marketing, get a website; new
patients are searching for it – April

How an Indiana practice marketed a new office to patients as
well as referral sources – February

the art of being the manager

How to move from staffer to manager and become the office
leader – November

Moving to a new job? Leave the old one on a career-building
note – August

Success in delegation depends on using the right words – July
How to ask the doctors the big question: how am I doing? – July
Managers’ salaries reach an all-time high of $60,883 – April

Index to medical office manager – 2005
These are the articles MOM carried during the past year. They are listed chronologically

by topic. Use this as a good reference for finding past information.
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Orthopedics practice hires a part-time liaison to generate
referrals – March

Don’t wait for a raise; ask for it, and lay out a convincing case
to the doctors – January

managing the office

Ohio manager sets up three saftey nets for accuracy in lab
tracking and office operations – December

Buying new furniture? look at the function, the image, the cost,
and the use – December

Don’t lose sight of the ergonomics of that furniture – December
Colorado office stays open 12 hours a day but the doctors work

only 24 hours a week – November
Maine manager eliminates the front-desk hassles by rearranging

the desks and dividing the job responsibilities – October
How a Minnesota office guarantees its patients same-day

appointments – October
Connecticut manager reduces staff’s phone call work with a

consult request form – September
How to wade through the must-see-the-doctor hype from the

pharmacy reps – August
Pittsburgh manager gets failsafe lab test tracking from the

office’s computer calendar – March

legal issues

The laws on what to keep – and what not to keep! – in the
personnel files – November

An ADA surprise: the able-bodied can be protected – August
A scary look at the ADA: it can even cover bad attitudes and

absences – July
Three legal safety nets: get a release when a staffer quits, set

up a policy for drug testing, and extend harassment
protection to temporaries – March

Yes, managers can get hit personally by labor claims and have
to pay out of their own pockets – January

Topping the list of labor law risks is getting sued for saying
good-bye the wrong way – January

malpractice

Malpractice safety is knowing what brings on the claims: anger,
stupidity, overwork, and trends – November

Can the office be held liable for patients’ clinical noncompli-
ance? – September

Don’t let the office’s inadequate tracking systems open the door
to malpractice claims – May

With surgery, the doctor’s personality is a risk factor – May

hiring and firing

How to get more than the dates of employment from a job
reference – October

patient management

Georgia office puts in a live ‘hello’ on the telephone and
increases patient satisfaction scores by 20% – June

Here’s where to get copies of advance directive forms for each
state – May

A short instruction form at each visit ends patient questions for
Kansas office – February

South Carolina office puts in recliners and ends the complaints
about long waits – Janaury

medical records

There’s only one way to make a change in a medical record
– November

Managing the records – a guide on ownership, releases,
access, and retention (a MOM mini seminar) – September

Do copy requests cover the handwritten notes? – August
What if the patient objects to a subpoenaed release? – June
The rules on copy charges and releasing specific items – April
Look for mandatory EMRs within 10 years – February

technology

Beware getting rid of those outdated computers; even an axe
isn’t enough to erase the data – June

ICD-9-CM and CPT coding

MOM carries a monthly column ‘ICD-9-CM and CPT Coding
Update.’ Here are the topics of those columns plus other
coding articles carried in 2005.

A review of the new CPTs from E/Ms to surgery – December
A complete list of the 2006 CPT updates – December
Lots of old ICD-9s and one new CPT for human papilloma-

virus – November
As the populace expands, so do the obesity codes – October
ICD-9-CM 2006 gets more sleep disorder codes – September
Last-minute additions to the ICD-9-CM codes – September
Coding a growing problem: osteoporosis and its fractures

– August
A review of the new ICD-9-CM updates from the genitourinary

system to the V codes – July
An explanation of the new ICD-9-CM updates from endocrine

to digestion – June
A complete list of the 2006 ICD-9-CM updates – June
Here are the new coding guidelines for organ removal and

diabetes – May
New guildelines explain the coding for sepsis – April
Only two types of stroke but lots of codes to use – March
Too much money is being lost to E/M downcoding – February
The 2005 CPT updates from surgery to radiology – January �
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just because of a disability.” That only makes the
individual feel “coddled” and “treated like a child”
and not worthy of respect.

the unsolicited assistance

Don’t give assistance without getting permission.
However good the intention, unsolicited assistance is
condescending.

Anderson gives the example of picking up a box a
disabled patient is carrying through the office. “Wait
for a request for assistance,” he says. Or ask if the
person needs a hand – and wait for a response.

On a larger scale, don’t assume some job such as
filing is going to be a problem for a staffer and buy a
new system without asking if it’s necessary. The indi-
vidual may have learned to do the job without assis-
tance, and the extra help may be an embarrassment.

Say “I want you to do X. Will that be a problem for
you?” And do that in private

Along with that, set an atmosphere of dialogue. Tell
the person “I want you to be comfortable talking with
me, so let me know if anything I assign will be a big
deal for you.”

the word-minding

Another blunder is oversensitivity to common
expressions.

It’s okay to say “did you see that show last night?”
to a blind person, “did you hear that song?” to a deaf
person, or “would you like to take a walk?” to some-
one in a wheelchair.

To eschew standard expressions draws attention to
the disability and separates that person from the norm.

SOME SPECIFIC DISABILITY POINTS
Anderson also cites blunders that happen with spe-

cific types of disabilities.
• The blind patient or employee. There, the mis-

take is not identifying the speaker. When approaching
a blind person, say “Hello, Mary. It’s John” or “John
here. I’d like to share this with you.”

• Speech-impaired. When what the person says is
not understandable, don’t nod and agree. Say “I didn’t
hear what you said. Can you repeat that?” That’s not
insulting. It shows respect for what the person has to
say.

Another approach is to paraphrase what was said
and let the person agree to the interpretation instead of
having to go through the difficulty of repeating it all.

• Wheelchair-bound. Don’t lean against the chair,
don’t touch it, don’t put feet on it. In an office, people
do that when they get comfortable around someone in
a wheelchair, he says. They put their hands on the
chair and lean against it while talking with that per-

son.
The chair “is an extension of the body.” Leaning

against it is the same as leaning against the person.
Also, don’t hover over someone in a chair. Sit down

and talk at eye level. Looking down forces that person
to stare up, which, besides being intimidating, “makes
the neck get tired.”

• Deaf. The big blunder occurs when someone
wants to walk between a deaf person and another per-
son who are having a conversation.

Don’t stand there and wait for the conversation to
end. “Walk on through.”

Standing and waiting “only brings attention to the
disability.” Worse, it’s confusing to the deaf person.
Does it mean it’s time to wrap up the conversation? Or
does that third party want to join in? �

More 2006 CPT updates,
surgery to path and lab
BY THERESE M. JORWIC, MPH, RHIA, CCS

By now, every office should be using the new CPT
updates, as they became effective for all payers
January 1. The grace period that used to be has long
since ended.

Last month’s column covered the updates to the
E/M codes, anesthesia, and the first half of surgery.

Here now are the rest of the updates to surgery plus
those to radiology and pathology and laboratory.

surgery

DIGESTIVE SYSTEM
laparoscopy – bariatrics

Most of the updates here are for laparoscopic pro-
cedures, and they start with a new subsection on
bariatric surgery. (For an explanation of bariatric con-
ditions and procedures, see the October column, “As
the populace expands, so do the obesity codes.”)

Codes 43770 through 42774 are for laparoscopic
placement, adjustment, and removal of gastric bands
and their subcutaneous ports.

Adjusting the band is a matter of changing its
diameter by injecting or removing fluid via the port.
The adjustment makes the sensation of fullness last
for a longer or shorter amount of time. Fluid can be
added when the patient isn’t losing weight fast enough
and taken out when there’s too much weight loss.

If the band is replaced, use code 43659 for unlisted
laparoscopic procedure of the stomach.
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Also new are three codes (43886-43888) for the
revision, removal, and replacement of the port.

laparoscopy - intestines
With bowel surgery, there were already codes for

open procedures but until now, none for laparoscopic
approaches, so now there are three new code areas.

• First is code 44180 for laparoscopic enterolysis,
or freeing of an intestinal adhesion. That code is sup-
posed to be used only when the enterolysis is a sepa-
rate procedure; however, if the enterolysis is part of
another procedure and is extensive, it is permissible to
use it.

• Next are 44186-44188 for enterostomy, or the
creation of an opening in the intestine through the
abdominal wall.

The first is laparoscopic jejunostomy, where an
opening is created in the jejunum, a part of the small
intestine, for intensive feeding. That’s usually done
when the patient fails to thrive because of malignancy
or chemotherapy or swallowing difficulty.

The second is for jejunostomy or ileostomy where
no tube is involved. That procedure is done to repair
an injury or obstruction, and the opening is usually
temporary.

The third is for laparoscopic colostomy or skin-
level cecostomy, which is done to avert a bowel
obstruction or to help the patient control incontinence.
The placement is most often temporary, though it can
be permanent.

• Codes 44213 and 44227 are for incision and
repair.

The first is an add-on code for mobilization or
repositioning of the splenic flexure done as part of a
partial removal of the colon. The mobilization gives
the surgeon access to the main surgical site.

The second is for closure of an enterostomy.

laparoscopy – rectum
There are five new codes here.
• 45395 is for a complete proctectomy, or the

removal of the rectum and anus, with a colostomy.
That surgery is usually done for patients with rectal
cancer located near the anus.

• 45397 is for proctectomy with the creation of a
colonic pouch. Here the muscles of the anus are sal-
vaged, and the colon is attached to the anus. The
colostomy is usually temporary.

• 45400 is for proctopexy, which is the repair of a
prolapse or collapse of the rectum. The condition
comes with age and occurs most often in women.

• 45402 covers a more advanced proctopexy where
part of the sigmoid colon is removed.

• And 45499 is for unlisted laparoscopic procedures
of the rectum.

other procedures
New code 45990 covers an anorectal exam that

requires anesthesia. The procedure includes an exter-
nal perineal exam, a digital rectal exam, a pelvic exam
for female patients, and an anoscopy. The latter allows
the physician to view the anal canal and lower rectum
via a speculum. Normally, the exam does not require
anesthesia.

anus
There are three new codes here.
First is 46505 for chemodenervation of the internal

anal sphincter. Botox is injected into the muscles to
loosen the opening and thereby allow anal fistulas to
heal.

The other two are 46710 and 46712 for the repair
of a fistula of an ileoanal pouch. The first uses a
transperineal approach and the other uses a combined
transperineal and transabdominal approach.

URINARY SYSTEM
In the urinary system, the new codes begin with

50250 for cryosurgical destruction of renal lesions.
That’s usually done when the tumors are small or
when a more extensive surgery would be too risky for
the patient.

After that are three codes for the removal and
replacement of uretal stents. The stents overcome
renal obstructions by diverting the urine to the bladder
or to an external bag.

Codes 50382 and 50384 are for percutaneous
removals, and 50387 is for the removal of an external
stent. Those codes are unilateral, so if the procedure is
done to both kidneys, use modifier 50.

Following those, code 50389 is for the removal of a
nephrostomy tube, which is an external tube that
allows blood to drain from the kidney.

All those codes require fluoroscopic guidance, so if
the removal is done in the office with no guidance, it
doesn’t get coded separately but is part of the E/M
service.

Also new is 50592 for the ablation of renal tumors
by radiofrequency. The approach is percutaneous, or
through the skin, as opposed to either laparoscopic or
open.

And 51999 is for unlisted laparoscopic procedures
of the bladder.

FEMALE GENITAL SYSTEM
There are only two newcomers here.
Code 57295 is for the revision and removal of a

prosthetic graft of the vagina. Grafts are often used
during prolapse repairs, and if they get infected they
may need to be revised or taken out..

Code 58110 is for a biopsy of the lining of the
uterus taken during a colposcopy.

NERVOUS SYSTEM
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Finally, there are new codes for surgery in the ner-
vous system.

The first five are for balloon angioplasty and
dilatation.

Codes 61630 and 61635 are for intracranial angio-
plasties, which open up narrowed cranial vessels to
prevent stroke. The first is for the angioplasty alone,
and the other is for angioplasty with the placement of
stents.

Codes 61640-61642 are for balloon dilatation of
intracranial vessel spasms, which are often caused by
hemorrhage. Code 61640 applies to the first vessel,
and the others are for additional vessels.

New too are codes for chemodenervation of the
eccrine or sweat glands to treat severe hyperhydrosis,
which is excessive sweating. Botox is most commonly
used.

Code 64650 applies to the glands under the arm,
and 64653 is for other areas such as the neck, face,
and scalp.

There is no code for treatment of the extremities,
so there the denervation falls into 64999 for unlisted
procedures of the nervous system.

radiology

The new radiology codes start with imaging for
endovascular placement of prostheses in the thoracic
aorta. The codes are 75956–75959.

Then come 76376 and 75377 for 3-D imaging (CT
scan, MRI, or ultrasound). The first does not require
processing in an outside workstation, and the other
one does.

Code 77421 is new for stereoscopic x-ray guidance,
which is imaging done to help map out the target of
radiation therapy.

And for radiation oncology, there are newcomers
77422 and 77423 for high energy neutron beam thera-
py. That’s used to treat tumors and lesions that are
resistant to radiation treatment.

pathology and laboratory

In this section are a large number of new codes that
need to be added to the superbill in offices that per-
form those services.

Applying to many offices, however, is a change in
the codes for fecal occult blood testing for colorectal
cancer.

Code 82270 has been revised to cover three sam-
ples, all of which the patient usually collects at home.
And added are code 82271 for other collection sources
and code 82272 for collections done during digital
rectal exams. �
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