
When the office is busy but the cash flow is slow
and the work “isn’t translating into net income for the
physicians,” look first to the billing and collections
work.
Almost always, that’s where the failing lies, says

BONNIE J. MEISEL, CPA, director of finance for
PMSCO Healthcare Consulting in Harrisburg, PA.
To keep the cash flowing, the office has to keep

constant tabs on those two operations. Yet most
offices don’t. They just “wait until they run out of
cash.”
Here Meisel, who specializes in improving medical

office financial operations, tells how to stay in control
of both the billing and collections for the best revenue
outcome.

the billing starts with the fees

With the billing, what the office needs to follow
most closely is the fee schedule. It’s there that most
practices lose money, mainly because they don’t
update their fees often enough. Says Meisel, some go

several years “without even looking at the schedule.”
Yet the office has to be sure to keep its fees higher

than its contractual amounts because payers pay the
lesser of the two.
The hitch, of course, is that payers won’t reveal

their schedules. But that’s easy enough to get past just
by comparing the fee amount to the reimbursement.
Wherever the office gets the full fee amount, take it as
a fact that the contractual amount is higher and it’s
time to raise the fee for that procedure.
Set up a regular EOB payment check, she says. It’s

not necessary to check every EOB, just the ones for
the office’s top procedures. Make a list of what each
payer pays “and set the fees higher than that.”
A too-low payment “is a permanent loss of rev-

(please turn to page 3)
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Our annual survey
is enclosed

Dear Readers:
As always, MOM wants to know how we can

better serve both you and your office.
Enclosed is our annual survey. Please take a

minute to tell us about your office and what more
information you need from us.
And throughout the year, always feel free to

contact us when you have questions or comments
or when you need information. Our mailbox and
our telephone are always open to you.

Sincerely,

Susan Crawford, Editor



this month’s
idea

Pediatric nurses set protocols
to ensure parent communication
When a Kentucky pediatrics office surveyed it customers, it found

great dissatisfaction with the nursing staff. Parents said the nurses
were too busy, didn’t communicate well, and didn’t take personal
interest in their children, says manager BARBARA S. MACK of
five-physician Commonwealth Pediatrics in Lexington.
Yet the office has what Mack describes as “the sweetest, nicest,

kindest nurses imaginable,” and they as well as the nursing supervi-
sor were “shocked” at the responses.
Some parents said prescriptions hadn’t been called in. Some cited

lost messages such as “I told the nurse I needed this, but the doctor
didn’t know it when I got there.” Others said the nurses were distant.
The office’s solution was inservice education on communication,

and the outcome was that the nurses set up a communication policy
that guarantees satisfaction. Here are some of the major elements.
• The physicians must sign off on nursing notes and prescription

refills. And to assure patients that the doctor knows about they call,
they tell the parents “the doctor will review this and will call you
back if there is anything else to suggest.”
• There are treatment protocols for problems such as vomiting and

diarrhea. With common problems, Mack says, it’s not uncommon for
one nurse to give slightly different advice from another, and that “can
seem like a huge difference to a parent.” The protocols ensure that
“all the nurses give the same advice” all the time.
• Vaccines cause great confusion because the use recommenda-

tions are updated continuously. The office now gives the nurses
updates on the changes so they can explain to parents why a vaccine
has been added or why the inoculation time has changed.
• There’s a standard response when a parent is irritated or argu-

mentative. The nurses say “I appreciate that you are worried about
your child, but is anything else going on?” That often smoothes out
the sitation, Mack says, because the parent may have some other
worry whether about the child or not, and the question demonstrates
the office’s concern.
Beyond that are simple communication tactics:
• The nurses wear nametags.
• They introduce themselves to the children when they call them

into the exam area.
• And to demonstrate personal attention, they address both the

parent and the child by name.
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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(continued from page 1)
venue,” she says. “The office can never get that
money back.”
It’s not uncommon “to see tens of thousands of dol-

lars lost” to that one error. Even in the best run
offices, losses “are rampant.” Almost always, there is
at least one procedure that is priced too low.
She adds that while it’s all but impossible to get a

payer’s complete payment schedule, it’s worth the
effort to ask for the payment amounts for the top 20
codes. “Some payers are willing to give that up.”

a few more billable items to watch

Beyond the fee schedule, these are the items that
most often cause cash problems.
• Not tracking the denials. The billing department

needs to look at the reasons for denials and where pos-
sible, take steps to prevent recurrence.
Sometimes the issue is inexcusable. Meisel cites

one client practice where 61% of the denials were due
to nothing more than incorrect patient demographic
data collected at the front desk.
• Not auditing the codes. Incorrect codes are

another common culprit, and the best safeguard is
coding audits.
They can be done inhouse, and they don’t have to

be elaborate. Just an annual sampling of 10 encounters
for each physician is enough to identify the most sig-
nificant gaps and mistakes.
Meisel also points out that coder training is a small

expense compared to the amount of cash that can be
lost or gained from the coding.
• Not auditing the bills. Incomplete billing such as

failure to bill for secondary insurance causes further
losses. Again, the solution is periodic audits, this time
to make sure the billers are capturing all the charges.
• Waylaid encounter forms. It’s easy for an

encounter form to get pulled out perhaps because the
patient needs to schedule a consult, “and then it get
lost in the shuffle.” It’s easy to “for the difficult ones
to end up in a drawer.”
Either account for all the numbers on the forms at

the end of the day or reconcile them to the schedule to
make sure there’s one for every patient.

the collections start with the rates

On the collection side, what needs tracking most is
the collection rates. There are two of them to watch.
First is the gross collection rate. That’s the percent-

age of charges the office is bringing in, or the receipts
divided by the charges. For example, if Payer A pays
$50 for a service and the office’s charge is $100, the
gross rate is 50%.
That rate will vary by payer, so watch for trends by

individual payer. If the rate starts to go up or down,
“something is going on.” The payer may not be paying
the full contractual amount or the office may not be
collecting all it should or the fee schedule may need to
be updated.
The second collection rate to track is the net collec-

tions, which is a good guide “to see if the office is
getting what it’s entitled to get.”
That’s the percentage of what the office expects to

get, or what the payer actually pays divided by the
contractual or adjusted charges.
Suppose Payer A’s contractual amount is $50. If

Payer A pays the full $50 as it should, the net collec-
tion rate is 100%.
The net rate will bobble a bit depending on when

the money gets paid and also how many claims have
been filed during the previous contract period. Even
so, it should stay very close to 100%, Meisel says. If it
drops significantly, the payer is not paying what it
should.

more collectable items to watch

Past tracking the gross and net rates, watch out for
these collection foibles.
• Ignoring the account aging. The office should

set its own targets for aging -– that no more than 15%
of the receivables can be in the 60-day range or what-
ever. Keep those targets in sight. If they slip, search
out the reason.
• Working for nothing. Make sure the revenues

reflect the activity. When the money is slow, there
should be some noticeable reduction in services such
as one physician’s being on vacation. Similarly, if the
office is very busy or has added a new physician,
there ought to be more money coming in.
• Laying off the wrong people.When the cash

flow drops to the point that the office has to make cut-
backs, never make the cuts in the billing and collec-
tion staff. Reducing their numbers will only mean the
office sees even less cash.
In one client office, Meisel says, the manager

pulled a collection person to cover for a front-desk
staffer who was on maternity leave. That move saved
the expense of a hiring replacement, but the cash flow
suffered.
• Overusing the line of credit. Finally, Meisel

says, use the line of credit only to cover a temporary
cash flow issue. Don’t rely on it to finance the opera-
tional expenses.
Dip into the credit regularly, and the interest starts

to build until eventually “the office isn’t able to pay it
back.”
When an office has to use its line of credit constant-

ly, take that as a sign that either the billing or the col-
lection side of the practice has heavy failings. �
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Two ways to build morale:
first, survey the staff,
then ask for their ideas
What builds staff morale?
Letting staff participate in the office’s operations,

getting their ideas, and using their suggestions, says
LAURA SACHS HILLS, a practice management con-
sultant and author in Fairfax, VA. And there are two
ways to achieve that.
One is to survey staff on their attitudes and opin-

ions. The other is to set up a suggestion program.
Simple as those may be, they work “because people

want to be listened to,” Hills says. They want to know
their thoughts count. They want that so much, in fact,
that “just the act of asking questions” can immediately
improve attitudes.

first comes the survey

As to the survey, it needs to be writing, but beyond
that there are no rules.
It can be anonymous or not. An anonymous survey

will bring out more candor, Hills says, but be aware
that “it can be nastier,” because the anonymity allows
people to spew venom. Use it only if the manager
truly wants “the glaring ugly truth.”
Begin it with general topics, and give choices that

translate to poor, adequate, or excellent. For example,
• pay and benefits – if they are below par for the

position, adequate, or excellent.
• the workload – too much, okay, or just right
• performance reviews
• the staffer’s relationship with the other staff
• the hours
• the training the office provides
• the physical environment – whether it’s bright

and pleasant, adequate, or depressing.
• the guidance from the doctors – whether the doc-

tors offer praise and constructive criticism, criticism
that’s sometimes helpful, or little or no feedback.
Then ask about the office’s individual situation.
For example, if staff rotate between two offices,

ask if that’s the most efficient way to operate or if
there should be two different staffs.
Or if there’s a new computer system, ask if there’s

been enough training.
To keep people from “getting lulled into a mindset,

make some questions positive (“what’s the best” or
“what do you like most”) and some negative (“what’s
the worst” or “what do you like least”).
End with open-ended questions such as asking for

suggestions to use the new computer more efficiently.
Or if the office deals with terminally ill patients, ask

for ways to cope with that type of situation.
End with a very open question: “Is there anything

else you want to tell us?”

mostly just a case of being heard

There’s no need to report the results, Hills says.
Nobody cares that “43.2% said X and Y.”
Just take the results to the next staff meeting “and

use them as a springboard for discussions.” Say “here
are some things we have learned,” and ask for com-
ments and suggestions

Later, when changes get made, tell them it was
their input that brought them about.
Or, if something can’t be changed, say “thank you

for your remarks, but we have to continue doing it this
way because . . .”
If the surveys reveal problems, talk about solutions.

She adds, however, that for topics that could lead to
an unpleasant group discussion, talk one-on-one with
staff and then tell the group “thank you for your input.
This is what we are going to do about that.”
What staff want to know is that the manager hears

what they said, even if the response is “nothing can be
done about that, but thank you for bringing it up.”

then come the suggestions

After the survey, it’s the suggestion program that
will keep the momentum going, Hills says.
To set it up, tell staff the office wants their sugges-

tions “to esure the best possible experience” for both
employees and patients.
Emphasize that they should not hesitate to recom-

mend “even the smallest thing,” and point out that the
field is wide open, from a better way to arrange the
furniture in the reception area to recommendations for
providing patient care.
Make it a requirement that the suggestions be in

writing. All that’s needed is a short form with one
space to describe the suggestion, another to tell why
it’s needed, and another to tell how the office can
implement it.
Thank each person who turns something in, even if

the suggestion is outlandish.
To keep the program from fading out, go over the

ideas a every staff meeting. Or give staff a topic at
each meeting and ask them to turn in recommenda-
tions before the next meeting.
Also, “make a hoopla” over every suggestion that

gets used.
Says Hills, as long as staff “can solve the problems

and know their opinions matter, they see the office as
a good place to work.”
(Hills is author of How to Recruit, Motivate, and

Manage a Winning Staff published by Greenbranch
Publishing, Phoenix, MD.) �
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A good manager is a good leader. And a good
leader can build morale, says VICTORIAW. HUN-
NICUTT, Ed.D., an educational and management
consultant in Macon, GA.
Here for MOM’s readers Hunnicutt describes the

basic types of managers from not-so-good to tops and
also lists the management characteristics that generate
employee respect and good morale.

which shoe fits?

As to the manager types, there are five.
• The indulgent manager. This person just makes

it to the end of the day, Hunnicutt says. He doesn’t
care about promoting the staff or improving the office.
“He’s just going through the motions” of getting the
basics done. Some people fall into this mode when
they are planning to leave a job.
• The minimal manager. This manager focuses on

staff to the exclusion of the office. The attitude is “If I
take care of my people, the work will get done –
somehow.”
• The compromise manager. This one cares about

the people and the office equally and makes compro-
mises on each side to get the job done.
• The authoritarian manager. She’s the hard-hit-

ting task master. She gets the job done. Period. She
takes no personal interest in staff. She doesn’t care
what they say or think. It’s “my way or the highway.”
The ultimate is the micromanager. She has a finger

in every pie, hovers over everybody, and can’t let go
of an iota of responsibility. Staff can’t move without
asking Micro what to do. And Micro is always there
waiting to find something wrong.
• The integrative manager. This is the manager

“who integrates the job and the people,” puts the right
people in the right jobs, listens to staff, and thinks
things through. As a result, the work “not only gets
done but gets done very well.”
Ideally, however, a manager should go even further

and pay attention to the atmosphere of the office: what
do the doctors expect? what are the politics? what
feeling do the patients get when they come here?
With that total integrated package, staff are satis-

fied, the work gets done well, the doctors and patients
are pleased, and morale is high.

at the top of the list: ownership

As to what employees respect in their leader, the
list starts with the ability to give them a sense of own-
ership in the practice, Hunnicutt says.
Ownership means “being a part of the decision

process.” The manager recognizes that staff are the
experts in their own jobs and so gets their recommen-
dations on how to do those jobs more effectively.
Some managers see that as giving up power, she

notes, but it’s not power that makes people fall in line
but their respect for the manager.
An easy way to create a sense of ownership,

Hunnicutt says, is to write out a mission statement –
“not the standard flowery statement,” but a lengthy
statement of everything the manager wants to see,
such as callbacks within a certain time, zero mistakes
on lab filings, accurate billing, teamwork, and so on.
Then let staff decide what they can do in their indi-

vidual jobs to meet that statement. Tell staff, for
example, “we want our patients to feel we care for
each person individually. Those of you who do the
billing – what can you do to help achieve that?”

the safe-and-cared-about items

Beyond the ownership, these are the characteristics
of an effective manager/leader/ morale builder. Says
Hunnicutt, they are the factors that make people feel
“safe and cared about and happy.”
• Trustworthiness. Staff want to feel free to come

to the manager and tell what’s happening.
• Optimism. They want a manager who always

expects good outcomes.
• Energy. There’s pride in what the office does.

There’s a smile. There’s enthusiasm in the voice.
• Good health. The manager is fit both physically

and mentally. Or, if she’s not fit, “she figures out how
to drop the problems at the door” every morning.
• A learner. The manager is open to staff’s ideas

and suggestions.
• A listener.When staff talk, the manager pays

attention.
• Collaboration. He doesn’t say “you handle it” or

“I will handle it” but help develop a plan for achiev-
ing it and gives guidance along the way.
• Gentleness. Nobody gets browbeaten. Instead, the

manager shows staff how to get things done right.
• Communication. She doesn’t hoard information

or dole it out on a need-to-know basis. She’s clear and
not ambiguous.
• Humor. The manager maintains a happy and pos-

itive attitude. Instead of going off the deep end over a
small mistake, there’s a lighter response such as “now
there’s a great way to get that done!”
Beyond that, staff want a manager who is patient,

tolerant, honest, fair, and is persistent in seeing that
the office always operates as it should.

A good manager = a good leader = a staff morale-builder
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Medicare puts 12 items
on the radar screen
for office audits
Every year, Medicare gets suspicious about the

areas where it’s spending the most money. Then it
tells the Office of the Inspector General to check up
on offices that submit lots of claims in those areas to
see if there’s fraud going on.
This year, there are 12 items on the hit list, but only

one of them is new. The others are carry-overs from
last year.
Here’s what Medicare is looking at. These are the

elements that are spawning audits.
• The initial preventive physical exam for new

beneficiaries. This is the one new item. Medicare
began paying for the initial exams last year.
The OIG will be looking for documentation to show

that the exam included everything it is supposed to.
Each exam has to provide a screening electrocardio-
gram, a review of the medical and social history, an
assessment for potential depression, an evaluation of
the patient’s functioning ability, and measurement of
height, weight, and blood pressure.
Also, the exam must be done within the first six

months after a patient becomes eligible for Part B
coverage.
The other points Medicare is targeting are continua-

tions from last year. They are
• Billing services. The government is looking at

the relationships between doctors and their billing
companies. The suspicion is that billing companies
could have payment incentives to upcode or overbill.
• Payments to VA physicians. Doctors who are

employed by the Department of Veterans Affairs can’t
doubletime Medicare by billing for services given at
other hospitals during the time they are on duty at VA
hospitals. Yet Medicare says it has paid out millions
for claims of that nature.
It is therefore comparing the time reported on

nonVA bills to the time the doctor was on duty at the
VA hospital.
• Care plan oversight. This covers codes 99374-

99380 for home health, hospice, or nursing home care.
Payments here have more than tripled, so Medicare is
making sure those codes have documentation enough
to support them.
• Orders from physicians excluded from

Medicare. Physicians who are excluded from
Medicare can neither order nor perform services for
Medicare patients. Medicare has found a large number
of orders made by excluded doctors.
• Pathology. Medicare is looking at claims for

pathology services done in the office to make sure

they are accurate. It’s also looking for inappropriate
financial arrangements between outside pathology
companies and offices that provide in-house pathology
services.
• Cardiography and echocardiography. These

services have professional and technical components,
and Medicare doesn’t want to pay for both when only
one applies. It is therefore looking at claims that don’t
carry modifier 26, which shows professional compo-
nent only, to make sure the technical portion was
done.
• Physical and occupational therapy. The focus is

on whether the services are necessary, fully document-
ed, and supported by physician certification state-
ments.
• Mental health services. Medicare wants to know

if mental health services provided in doctors’ offices
are medically necessary and appropriate for the outpa-
tient setting.
• Wound care. The check here is on the medical

necessity of wound care.
• Long-distance patients. Medicare is looking at

claims for face-to-face encounters with out-of-town
patients who have ongoing illnesses requiring skilled
care. There’s suspicion of upcoding there, because it’s
unlikely those patients would be traveling long dis-
tances from home.
• Potential duplicate physical therapy claims.

Medicare is watching for physical therapy claims that
get submitted as both Part A and Part B services and
therefore get paid for twice. �

Unexpected harassment:
it can be same-sex,
other-sex, or no sex at all
Harassment is a legal issue every manager needs to

get educated about and stay educated on, because it
can spawn labor claims.
Harassment is a form of discrimination, and it has

two types, sexual harassment and racial or ethnic
harassment.
It can be quid pro quo, or “this for that,” where the

employee has to endure someone’s inappropriate
behavior to keep the job or to get a promotion. Most
commonly, that’s the sex-or-else situation.
It can also be a hostile environment situation where

the behavior is obnoxious and frequent enough to
make the office offensive or to interfere with some-
one’s ability to do the job.
Here are seven questions about the most confusing
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aspects of harassment. They are answered by JOHN
P. McNAMARA of McNamara and Associates, an
organization and management consulting firm in
Jackson, NJ, andWILLIAM P. FLAHIVE, an
employment law attorney in Lambertville, NJ.

same-sex harassment?

Can sexual harassment occur with persons of the
same sex?
Yes it can, McNamara says. It can be boys against

boys, girls against girls, or a mixture thereof.
That came to light with a case where a young man

who was homosexual was harassed by his male co-
workers. He was made the target of jokes and taunt-
ings about being gay “to the extent that he was getting
physically sick.”
The man complained to management, “but nobody

wanted to hear about it.”
The case went to court, the issue being “was it boys

being boys or was it harassment?” And the court said
it was sexual harassment even it was confined to the
same sex and should carry the same consequences as
male/female harassment.
Thus, it’s sexual harassment even it’s one gay per-

son coming on to another gay person. It’s also harass-
ment if a homosexual male or female is taunted or
threatened because of being homosexual. Rude com-
ments, gestures, name-calling, passing around e-mail
jokes, posting cartoons on the walls – treat it all no
differently than if it were a male targeting a female.
He also points out that it’s not uncommon for a

female to harass a male. In fact,in 2004 more than
15% of sexual harassment cases were filed by men.

are rumors harassment?

What if one staffer spreads rumors about another?
Is that harassment?
Put an end to rumors immediately. Allowing nega-

tive or unkind rumors to be spread about an employee
is tantamount to creating a hostile work environment
for that person.
There are two types of rumors, Flahive explains.
One is the rumor the victim reports. Staffer A tells

the manager “people say I got promoted because I am
sleeping with Doctor B.”
Take that as proof positive that the employee is

“invoking the protection of the office’s anti-harass-
ment policy.” Investigate the matter as if it were a
direct complaint of harassment and deal with the
guilty parties.
The other type of rumor is the story that’s floating

around but hasn’t been formally brought to the manag-
er’s attention.
The best response there is to send out a reminder

that “rumors about people and speculations about
employees’ personal lives are not appropriate for the
workplace.” That shows the office has taken steps to
prevent the creation of a hostile environment.

no-sex harassment?

Is behavior such as putting glue on somebody’s
telephone or hiding somebody’s office equipment a
form of harassment?
Bugging people inappropriately, whether sexually

or nonsexually, can be harassment.
By itself, teasing “might not rise to the level of

harassment,” McNamara says. But if it becomes “a
routine pattern of behavior,” it can create a hostile
environment.
The office’s policy needs to say that inappropriate

behavior is unacceptable regardless of the target’s
race, age, gender, or disability and that whether sexual
or nonsexual, behaviors such as bullying, taunting,
teasing, touching, and invading a person’s space are
unacceptable.
Take as hard a line on teasing and bullying as on

any other form of harassment, he says. The EEOC
surely will.

is it confined to work?

Can harassment occur outside the office?
Yes again. And it doesn’t even have to happen on

company time.
Most managers are aware that inappropriate behav-

ior at an offsite meeting or party can spawn a claim,
but not everybody realizes that harassment can occur
“at the local pub happy hour,” McNamara says.
If a supervisor offends an employee to the extent

that it’s uncomfortable for that person to show up for
work the next day or to continue to work with the
supervisor, “that person can file a claim of harass-
ment.”
He cites a situation in one client law office where

“one of the senior partners hosted a holiday party and
then drank a bottle of scotch and did a strip tease at
the table.”
The partner said it was his party and he could do

what he jolly well pleased.
Wrong. He put his subordinates in an embarrassing

situation that made it difficult for them to continue
working with him. And that’s grounds enough for a
claim of harassment.

refuting the out-and-out lie

What should the office do if an employee lies about
being harassed?
Surprisingly, that’s a common situation, Flahive

says. Someone registers a complaint, and the investi-
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gation shows the person made up the whole story.
His advice is to tell the employee the complaint was

unsubstantiated and leave it at that. Discipline or fire
that person, and the office risks a retaliation claim.
And he points out that a retaliation claim can be
brought even when the complaint is unfounded.
If the office does opt to discipline, “there had better

be some good proof” that the employee was lying.
There may be “smoking gun evidence” such as e-

mail where the accuser admits to lying or an affidavit
from someone that the accuser talked about undermin-
ing somebody by making false accusations.
With evidence, the office can confront the staffer.

But be nonaccusatory and keep it factual, he says.
Don’t lose sight of that retaliation potential.
Say for example, “We talked to the witnesses, and

they tell us things were exactly the opposite of what
you’re saying. Can you explain that?”
If the accuser admits to lying, that’s proof enough

to support firing the staffer.
But absent that, the most the office can do is give a

light reprimand, perhaps a written warning such as
“We have investigated your complaint and find no evi-
dence supporting the allegation. In fact, the evidence
contradicts what you have claimed. Our policy is to
help people who need protection, and any sort of
abuse of that policy will be dealt with seriously.”
“Anything more dramatic could be difficult to

defend.”

discipline during an investigation

If a staffer makes a complaint of harassment, can
the office discipline that person while the investiga-
tion is going on?
Yes. Discipline as though the employee never made

the complaint, Flahive says. The risk is that the office
will wind up staring at a retaliation claim. That can be
brought when somebody exercises a right, such as fil-
ing a labor claim, and then suffers some negative
action such as discipline or firing as a result.
Judge that person “no more harshly” than other

staff with similar performance problems, he cautions.
It’s human nature to be hard on someone who is caus-
ing problems, so look at how the office has treated
similar issues. If the employee has been late three
days in a row, what happened to the last person who
was guilty of that?
Also, he says, make sure the person being accused

of the harassing doesn’t take any part in the discipli-
nary process.
And more, document it all in objective, measurable

terms, not in some vague form such as “not a team
player.” Phrases like that “smell of retaliation.” Give
facts and dates, for example, “on June 10, I asked
Staffer A to help with filing and she said ‘go away and
don’t bother me anymore.’” �

The last of CPT’s updates
all the way to Category III
BY THERESE M. JORWIC, MPH, RHIA, CCS
There are an enormous number of changes to CPT

this year – 277 new codes and 110 deleted ones.
In December we covered the changes to the E/M

codes, anesthesia, and the first half of surgery. Last
month we covered surgery and radiology.
This month it’s more of the same, though this time,

we finish. Here are the updates to pathology and labo-
ratory, medicine, and the new Category II and
Category III codes.

the updates to path and lab

The updates here apply mostly to offices that pro-
vide lab services. However, there is one change that
applies to many offices, and that is in fecal occult
blood testing for colorectal cancer.
Code 82270 has been revised so that it now covers

three samples, all of which the patient usually collects
at home. And added to that are new codes 82271 for
other collection sources and 82272 for collections
done during digital rectal exams.

the updates to medicine

VACCINES AND TOXOIDS
The first update here is 90649 for the human papil-

lomavirus vaccine. That’s a new vaccine, and the code
has the new lightening flash symbol in front of it to
show that the vaccine is still awaiting FDA approval.
Next is 90714 for preservative–free tetanus/dipthe-

ria toxoid, which is a new form of the vaccine.
Then comes 90736, which is the zoster vaccine for

shingles and new enough to be lightening-flashed.
Though both shingles and chickenpox are caused by

the same herpes virus, this is a separate vaccine from
the chickenpox or varicella vaccine.

HYDRATION, INJECTIONS, INFUSIONS
There is a new subsection for hydration, therapeutic

injections, and infusions that are not related to
chemotherapy.
For hydration, the new codes are 90760 and 90761,

and they are time-based – the first for up to one hour

ICD-9-CM and CPT
coding update
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and the second for each additional hour. What about
portions of an hour? The rule is that the first extra 30
minutes are included in the hour before it. Go beyond
30 minutes, and it counts as another hour.
For drug infusions, the codes start with 90765,

which covers the initial drug, or the drug that is the
reason for the therapy, for up to an hour. Code 90766
is for each additional hour.
Code 90767 is for a sequential infusion of another

drug. And 90768 is for a concurrent infusion of anoth-
er drug, which means it is given at the same time
through the same IV line.
Code the drugs themselves separately.
For injections, there are five codes, though they are

not really new but have simply been renumbered.
First is 90772 for subcutaneous or intramuscular

injections that require the doctor’s presence. If physi-
cian supervision isn’t necessary, the injection is part
of the E/M service.
Next are are 90773 for intra-arterial injections,

90774 for an intravenous push, and 90775 for each
additional intravenous push.
And code 90779 is for unlisted injections.
An intra-arterial or intravenous push is a long-last-

ing injection, as opposed to an IV drip, and for those
codes to apply, either the provider must administer the
injection and be continuously present or the infusion
must last no more than 15 minutes.
The guidelines also make two other points.
First, the initial code must show the main reason the

patient has come in. The injection code is secondary.
And second, unless protocol requires that two sites

be used, the office can use only one initial drug
administration code for each encounter. If the patient
returns for another injection on the same day, use
modifier 59.

GASTROENTEROLOGY
Now to get back on course with gastroenterology.
The only new code here is 91022 for a study of the

contractibility of the small bowel to see how moves
food moves through the system.

OTORHINOLARYNGOLOGY
Codes 92626 and 92627 are new for the evaluation

of the rehabilitation status of patients who have
received hearing aids or cochlear implants. The codes
are time-based, and include the time spent with the
patient or family.
Code 92630 covers rehabilitation for a patient with

hearing loss that occurred before speech, and 92633
covers the same for postlingual hearing loss.

ENDOCRINOLOGY
Code 95251 is for the interpretation and report of

continuous glucose monitoring. The monitoring,

which requires an implant, is done while the patient is
ambulatory and shows the glucose and insulin levels
at different times throughout the day.

NEUROLOGY
New are codes 95865 and 95855 for needle elec-

tromyography, or EMG, of the larynx and hemidi-
aphragm. As the name implies, an EMG is an electri-
cal graph of the area, and the purpose is to test the
nerve conduction.
Codes 95873 and 95874 cover EMG guidance for

chemodenervation.

CENTRAL NERVOUS SYSTEM TESTS
ASSESSMENTS AND TESTS

For psychological testing, there are new codes
96101-96103, the first by a psychologist, the second
by a technician, and the third by computer. All include
reporting by a psychiatrist or psychologist.
Following those are new codes 96116-96120 for

neurobehavioral and neuropsychological testing.

CHEMOTHERAPYADMINISTRATION
For chemotherapy, the new codes start with 96401

and 96402 for subcutaneous or intramuscular injec-
tions of antineoplastic agents.
Also new are 96409 and 96411 are for intravenous

pushes of initial and subsequent drugs.
And following those are four codes for intravenous

infusions.
Code 96413 is for the first hour.
Code 96415 is for each additional hour up to eight

hours.
Code 96416 is for the initiation of an infusion that’s

going to last more than eight hours. In that situation,
there’s a portable or implanted pump, and the patient
usually goes home with it.
And code 96417 is for each separate infusion of

another drug.
New codes 96521 and 96522 are for refilling and

maintaining pumps.
And 96523 is for flushing the port, but it gets used

only if there’s no other service provided. If an injec-
tion or infusion is given at the same time, the flush is
considered part of that.

PHYSICAL MEDICINE
In this area are three renumbered codes for orthotic

fitting and training. They are 97760-97762, and they
replace 97504, 97520, and 97703.

PATIENT SELF MANAGEMENT
This is a new subsection for services to help

patients manage chronic diseases such as diabetes and
asthma. The service must be prescribed by a physician
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and provided by a qualified nonphysician.
The codes are 98960-98962, with the first being for

one patient, the second for two to four patients, and
the third for five to eight patients. Each covers one
30-minute increment.

SPECIAL SERVICES
These codes reflect changes in the way offices see

their patients. They generlly don’t carry payment, but
simply track how and when services are provided, so
use them in addition to the regular codes.
They are 99051, 99053, and 99060 for services on

evenings, weekends, at night, and out-of-the office
emergencies that disrupt the office’s schedule.

MODERATE OR CONSCIOUS SEDATION
This is sedation so light that the patient can still

respond to verbal commands, and it has a whole new
subsection.
Codes 99143-99145 apply when the sedation is pro-

vided by the same doctor who performs the main pro-
cedure, though there has to be an observer to monitor
the patient. And codes 99148-99150 get used when a
second physician provides the sedation.
The codes are divided according to the patient’s age

and the time spent.
Don’t forget the bull’s eye symbol, which was new

last year. It says that the procedure includes the seda-
tion, so in those cases the sedation doesn’t get coded
separately.

the Category IIs and Category IIIs

Finally, there are new Category II and Category III
codes.
The Category IIs first appeared in 2004, and they

are optional. They track services that contribute of
patient care, such as assessment of osteoarthritis or
asthma symptoms, and they make it possible to see if
those services were done without having to review
the record.
The new Category II codes cover composite mea-

sures plus elements related to patient history, physical
exam, screening results, and interventions such as
therapeutic joint exercise.
The Category IIIs began in 2002, and the are not

optional. They cover new technology and procedures
and can last for five years. Depending on how often
they get used during that time, they may or may not
become CPT codes. If they don’t make the grade, they
are discarded after the five years.
There are 35 new Category III codes this year.
Therese M. Jorwic, MPH, RHIA, CCS, is assistant

professor of health information management at the
University of Illinois at Chicago and senior consultant
for MC Strategies in Atlanta. �

What is responsibility
to treat the no-pays?

Question: Our hospital emergency room often asks
our surgeons to see nonemergency patients who will
eventually need surgery. Many of those patients can-
not pay for the surgery.
Are our doctors required to see those patients? And

if they do see them, are they obligated to perform the
surgery later?
Submitted by KAREN BROWN, manager of Field

Surgical Associates, Harvey, IL.
Answer: A physician’s obligation to treat someone

depends on whether there is a doctor/patient relation-
ship, says KENT MASTERSON BROWN, a health
care attorney in Lexington, KY.
That relationship can be established when the doc-

tor agrees to see a patient in the office.
It can also be set by contract. Joining a managed

care plan, for example, “is an implied agreement to
treat the patients in that group.”
And it can get created in the emergency room.

Whatever the arrangement – whether the doctor is a
hospital employee or works under contract or rotates
in and out of the emergency room – “the doctor imme-
diately has a relationship with any patient brought in.”
Beyond that is a Good Samaritan relationsip where

the doctor helps out in an emergency such as a car
accident. Once the doctor begins to help, the relation-
ship continues until the victim is stable or until the
care can be handed over to somebody else. Most
often, that’s the point at which the ambulance arrives.

not on call; not an emergency

Now what about the situation at hand – the physi-
cian is not on hospital call and is asked to see a non-
emergency patient?
Most likely, there is no responsibility to see that

patient because there’s no basis for a relationship,
Brown says. But be careful. There could be.
The hospital’s medical staff rules may require that

doctors come in even if they are not on call.
Or the hospital’s arrangement with the office may

require response to nonemergencies.
Or there may be a state statute requiring the doctor

reader
questions
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to see the patient. Some states “are rather aggressive”
in that area, he notes
But absent some specific requirement, in a non-

emergency situation where the doctor is not on call,
there’s no obligation to see the patient, because there
are other avenues that patient can take to get care.

going one step further

Take it a step further. What if the doctor agrees to
come in and see the patient? Is there a requirement to
provide the surgery later on if the patient can’t pay for
it?
No again. “No doctor is obligated to treat a patient

for free,” Brown says. “The law can’t tell someone to
do something for nothing.”
The simplest way to handle that is with an office

policy saying patients must arrange payment before
the doctors will schedule surgery. Then there can be
no questions that the doctor is free to say, “as you
don’t have insurance, I must ask you to agree to a pay-
ment plan,” and if the patient doesn’t set up a satisfac-
tory plan, “there’s no meeting of the minds” and no
agreement to perform the surgery.

the good heart

Go further yet one more step. What if the doctor
sees the patient in the hospital and performs the
surgery “out of goodness of heart” knowing the
patient cannot pay? What’s the obligation to keep
treating that patient?
That’s much like the Good Samaritan situation,

Brown says. It’s a matter of staying on the job until
the situation is resolved or somebody else takes over
the care.
That means that unless another doctor takes over,

the surgeon has to provide postoperative care until the
patient can be dismissed.
After the care is finished, however, “there’s no

more relationship.” �

Here are four rather good Medicare websites on the
new NPIs and Part D drug coverage:
• http://www.cms.hhs.gov/NationalProvIdentStand/

06_implementation.asp#TopOfPage
This site gives complete information about the

NPIs and how to apply for them.
From now until October, offices still have to use

their old Medicare identification numbers. It’s okay to
add the NPIs as secondary identifiers, but don’t use
the NPI alone. Any claim that doesn’t have a Medicare
number will be rejected.
Beginning October 2, it’s NIP, old Medicare num-

ber, or both. And after Mary 23, 2007, is all NPIs.
• http://formularyfinder.medicare.gov/formula-

ryfinder/selectstate.asp
This is a formulary finder, and it’s not difficult to

use. Type in the names of the drugs the patient takes
and the finder comes up with a list of the Part D plans
in the state that cover all those drugs. It also shows
whether those plans have quantity limits on the drugs
and whether it requires prior authorization.
There is also www.epocrates.com, which provides

free software to get information about plans; however,
the site is difficult to move around in.
• http://www.cms.hhs.gov/MedlearnProducts/

23_drugcoverage.asp
Down toward the bottom are lots of good educa-

tional materials to download and print out for patients.
There are posters telling how people with limited

income can get extra financial assistance for drugs.
There’s a tear-off sheet for patients that outlines the

program and gives the phone numbers in each state to
get information on the extra assistance.
And there are two readable brochures. One is “Tool

Kit for Health Care Professionals,” which is 20 pages
long and explains the entire program. The other is
“Outreach Tool Kit,” which is 17 pages of questions
and answers on the main points of the drug program.
• http://www.cms.hhs.gov/MedlearnProducts/

downloads/answerkey-8-18-05.pdf
This is a little multiple choice quiz on Part D. It’s

titled “Assessment Answer Key,” so it’s obviously an
answer key to something, but MOM couldn’t figure
out what. Even so, the test is good to give to staff to
help them understand Part D, and it does cover many
of the questions patients will be asking. �

by john chase

literature
review



Much ado about nothing:
new fears about requests
for consultations

It’s much ado and a tempest in a teapot.
Medicare has sent out directions for using and

documenting the consultation codes (99241-99255),
and some experts are warning that according to those
directions, if the requesting physician doesn’t docu-
ment the reason for the consult, the consulting physi-
cian might not pass an audit.

Don’t get too excited about the concern.
Medicare’s directive “underscores the need for docu-
mentation,” but it’s nothing a consultant shouldn’t
have been concerned about in the first place, says
THERESE M. JORWIC, MPH, RRA, CCS. Jorwic
is assistant professor of health information manage-
ment at the University of Illinois at Chicago and
author of MOM’s regular column “ICD-9-CM and
CPT Coding Update.”
Yes, there must be documentation on both sides,

but that’s nothing new.
A consultation has always required a request out-

lining the need for the service plus a written opinion,
and proper documentation request that both elements
be documented in both doctors’ records.
Medicare is also saying that if the request is verbal,

that fact must be documented, and that too is proper
documentation.

And as for the concern about the requestor’s
record, if the consultant documents the request, the

service, and the written opinion, it’s safe to assume
there is adequate documentation to support the consul-
tation code.

but do watch these three points

What offices do need to pay attention to are this
year’s changes to the consult codes, Jorwic says.
• No more follow-up consults. There have been

no specific codes for follow-up consults for nursing
home and office services. And now CPT has done
away with follow-ups for in-patient services as well.
That makes sense, because when a consult ends and

the patient comes back for treatment, there’s no longer
any consulting involved. The service is just regular
care.
Thus, the coding now goes like this:
In the hospital and nursing home, the after-consult

treatment gets coded as subsequent care – 99231-
99233 for the hospital and 99307-99310 for the nurs-
ing home.
In the office, it gets coded as regular established

patient care – 99212-99215.
• Yes, there can be a second consult. What if the

attending physician asks the consultant for an addi-
tional opinion about the same patient?

That’s an entirely new consult whether it’s for the
same condition or for a new condition. And as with
any consult, the request and the written opinion have
to be documented in both records.
• And second opinions can be consults. This

year, the confirmatory consult codes (99271-99275)
have been deleted. So how do second opinions get
coded now?
Medicare says that if the attending physician

arranges for the second opinion and if there’s a docu-
mented request and a written report, it qualifies as an
official consult. So in the office setting, the codes are
99241-99245.
However, if the patient or family arranges for the

second opinion, the service does not meet the require-
ments for a consult because there’s no physician
request and no report. So code it as regular care. In
that office setting, the codes are 99201-99205 for a
new patient and 99212-99215 for an established
patient.

When a payer requests the second opinion, add
modifier 32 to show that the consultation is a mandat-
ed service.

(The new guides appear in Medicare Transmittal
788, Change Request 4215. and can be downloaded at
http://www.cms.hhs.gov/transmittals/downloads/R788
CP.pdf. There is also a four-page outline of the consul-
tation code requirements that can be downloaded at
http://www.cms.hhs.gov/MedlearnMattersArticles/dow
nloads/MM4215.pdf. �
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