
The wind is shifting fast and furiously toward pay-
ing doctors according to the quality of the services
they provide.

Late last year, Medicare set up the Physician
Voluntary Reporting Program that went into effect
January 1. Under the program, doctors were to report
G codes for various health-enhancing services such as
hemoglobin monitoring for diabetic patients and beta-
blocker therapy for heart patients. There were 36 qual-
ity measures, each with G codes. (See “Voluntary
quality reporting system begins,” December 2005.)

Now that system has been given tremendous and
somewhat unexpected impetus to the extent that
offices need to be not just planning for G codes but
starting to use them.

a strong hint of what’s a-coming

Two things have happened to change the picture.
One is that the American Medical Association has

signed an agreement with Congress saying that by the
end of this year there will be 140 quality measures in
place and that by January just about every doctor will
be able to report at least three of those measures.

The other is that Medicare already has a revised
system set up, and offices can start using it immedi-
ately. (For the particulars on what to do to use the
new system, see page 4.)

Though the reporting is right now voluntary, one
Medicare spokesperson has termed it “truly a stepping
stone to a stepping stone” in the direction of pay-for-
performance.

That should not come as a surprise. Hospitals are
already voluntarily reporting quality measures, and
though they are not yet getting paid according to the
measures they report, they are seeing an extra 2% pay-
ment just for submitting the data.

Pay-for-performance can’t happen unless Congress
implements it, the spokesperson noted, but the AMA
agreement, which is titled “Joint House-Senate
Working Agreement with the AMA,” is proof positive
that Congress is thinking about it. “And when
Congress is thinking about something, the wisest

move is to get ahead of the game” and start putting it
into place.

a few changes to the system

Besides giving the system the go-ahead, the AMA
agreement has resulted in a few changes to the origi-
nal reporting program, mostly to make it easier for
offices to use the G codes.

Most notable is a change in the number of quality
measures. Originally there were 36; now there are
only 16 to worry about. But by the end of the year,
there will be 140 covering 34 clinical areas, which

(please turn to page 3)
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this month’s
idea

Perseverance clears $172,000
in denials in just three months

Got some old denials? Perseverance pays off.
When DENAWALKER became manager of Tolnitch Surgical

Associates in June, she found some 250 denied claims representing
nearly $172,000 in charges.

The practice, which is in Raleigh, NC, has only two physicians
and five staff, and “there was no staffer to spare” to work those
claims. So Walker set aside several hours a day of her own time to
do the job. And what she found was that the money jam was the
result of nothing more than “errors and oversights.”

“There was no magic formula” to collecting it, she says. She
started with “the obvious stuff,” which was to see if the patient iden-
tification numbers were correct. They weren’t. Almost 20% of the
claims were lying unpaid because of incorrect numbers.

From there she looked at the coding and once again found noth-
ing more than “careless mistakes” such as bilateral procedures
coded twice or unrelated visits during the postoperative period lack-
ing a modifier. Those claims, she says “were asking to be denied.”

There were also claims where the secondary payers had never
been billed.

Walker worked every claim, even those that appeared to be too
old, reasoning that “the worst a payer could do was say no.” And the
effort paid off. While most payers had a one-year cutoff, some
allowed her to go back 18 months. Other claims “were skirting the
edge” and came in just under the wire.

From there she billed the patient-pay amounts, and when patients
questioned being billed for services provided so long ago, her
response was only that “the insurance didn’t pay until now.”

If a patient complained, she said the office understood the bill
was old and offered to set up a payment plan. If a patient balked,
she didn’t press for payment. Most, however, paid.

The job was lengthy, she admits, but by the end of July, the office
started seeing payments, and by the end of August, the bulk of the
money was in. On most of the claims, the office got the full amount
due – in “real money” about half of the $172,000.

Walker has since made two changes to prevent the problem from
recurring, and again they are simple. One is that staff now verify
patient information, and the other is that she reviews claims before
they go out to check for obvious coding errors. With just those sim-
ple checks, she says, the office now carries no more than four or five
outstanding claims at any time.

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)
account for just about all the physician services
Medicare covers.

Another change the agreement has brought about is
that many – though not all – of the 16 surviving mea-
sures now have CPT II counterparts to their G codes.
Thus, offices can use either the G codes or the CPT IIs
on their claims.

a way to register now

Yet another change is that Medicare has set up a
formal registration process. Earlier in the year there
was not one.

Because the program is right now voluntary, offices
can do what they please. They can register and submit
the G or CPT codes, they can submit the codes with-
out registering, or they can opt not to participate at all.

What’s more, registering does not obligate an office
to participate from there on out. An office that regis-
ters can change its mind later and stop submitting the
codes if it wants.

so why do all this?

If the office registers for the program, it can test its
ability to report the codes, which is a good idea,
because quality measures will likely become a
Medicare requirement. And where Medicare goes, the
commercial payers are sure to follow. In fact, some of
the large commercial payers are already setting up
their own quality reporting test programs.

Offices that register will get feedback on whether
they are doing the reporting correctly.

They will also get performance ratings showing
how they compare to other practices. Adequate perfor-
mance could ensure extra pay down the road. The rat-
ings will be sent out in December.

what about getting paid for it?

Right now, there’s no payment involved. In fact, G
codes or CPT II codes get reported on the claim form
with a charge of $0.00.

Next year, there may be extra reimbursement for
submitting the codes. But then again, there may not
be. The AMA’s agreement says only that doctors
“should” receive extra pay to cover the cost of collect-
ing the data.

and now for the gossip!

Here’s some interesting background on that agree-
ment.

The AMA signed it quite some time ago – on
December 16 – with representatives from both the

House and Senate. However, it didn’t tell anybody
about the signing until the news leaked out around the
first of February. The AMA says Congress asked it to
keep the agreement confidential, though no one seems
to be telling why.

Many specialty groups claim they were taken aback
to find out about the agreement because they were
never consulted about it.

In response, the AMA claims it didn’t have much
choice. It was either sign or watch the Medicare reim-
bursement continue to get worse.

Congress, it says, was adamant that unless doctors

The 16 quality measures
on the PVRP starter set

These are the 16 quality measures doctors can
report now. By year’s end there will be 140 of
them. Each measure carries several G codes.

1 – aspirin given at arrival for acute myocardial
infarction

2 – beta blocker given at time of arrival for acute
myocardial infarction

3 – hemoglobin A1c control in patient with
Type I or Type II diabetes mellitus

4 – low-density lipoprotein control in patient
with Type I or Type II diabetes mellitus

5 – high blood pressure control in patient with
Type I or Type II diabetes mellitus

6 – angiotensin-converting enzyme inhibitor or
angiotensin-receptor blocker therapy for left
ventricular systolic dysfunction

7 – beta-blocker therapy for patient with prior
myocardial infarction

8 – assessment of elderly patient for falls
9 – dialysis dose in end-stage renal disease

patient
10 – hematocrit level in end-stage renal disease

patient
11 – receipt of autogenous arteriovenous fistula in

end-stage renal disease patient requiring
hemodialysis

12 – antidepressant medication during acute phase
for patient diagnosed with new episode of
major depression

13 – antibiotic prophylaxis in surgical patient
14 – thromboembolism prophylaxis in surgical

patient
15 – use of internal mammary artery in coronary

artery bypass graft surgery
16 – pre-operative beta-blocker for patient with

isolated coronary artery bypass graft �



page 4 medical office manager / april 2006

moved toward quality reporting and a pay-for-perfor-
mance system immediately, it would not consider
reforming the current payment system. As it stands,
that system gives offices an annual pay cut from here
on out.

what the agreement says

The agreement is informal looking and only a half
page long. In a nutshell, it says this:

• By the end of this year, medical groups and
Medicare will together set up quality reporting mea-
sures for just about all specialties. By the end of the
year, there will be 140 measures that cover 34 clinical
areas.

• The medical groups will set up a way to report the
quality measures to Medicare.

• They will also help Medicare and Congress devel-
op “additional reforms” to integrate payment and
quality.

• Next year, doctors will be able to report, albeit
voluntarily, at least three of the quality measures.
Doctors who report the measures “should” get some
additional reimbursement for doing so.

• By the end of next year, the measures will cover
most of the areas of Medicare spending for physician
services. �

Here’s where to find
everything to get started
on quality reporting

Medicare is wasting no time getting quality report-
ing off the ground.

It has set up two main websites where offices can
find everything they need to participate in the program
and submit the G codes.

TO REGISTER
To register to participate in the reporting program,

go to
www.qualitynet.org/pvrpintent

There is a short form to fill out now. Medicare says
there will be a more complete form later on in the
year.

WHERE TO GET THE INFORMATION
The main web site is

http://www.cms.hhs.gov/pvrp/
From that page the office can download just about

everything it needs. The main items, however, are a
list of the quality measures, the work sheets to use the

measures, and the G codes plus their corresponding
CPT codes.

• A list of the 16 quality measures and their G
codes and corresponding CPT codes. Go down to
the bottom and click on “PVRP Core Starter Set G-
Code Specifications and Instruction for Clinical
Measure.” This is a long document. It shows the G
codes for each measure and also tells how to use the
codes.

• Work sheets to attach to the chart or the
superbill. The downloads are a little farther down the
same page.

With the work sheets, the doctor can check off the
appropriate codes during the encounter and then the
billing department can include the codes on the
Medicare bill.

There are four work sheets – one for emergency
medicine, one for nephrology, one for primary care,
and one for surgery. Each has three or four quality
measures with a few G codes for each. (By year’s end
there will be 140 quality measures covering many
other speciality areas.)

The work sheets are brief. For example, the one for
nephrology covers only the dialysis dosage and hema-
tocrit level in ESRD patients. Under each of those ele-
ments are the G codes that apply.

The work sheet for primary care is a bit longer. It
covers seven measures, each with G codes.

• The G codes and CPT codes. Both the G codes
and the corresponding CPT codes are listed on the
“PVRP Core Start Set.”

As luck would have it, however, the work sheets
don’t show the CPT codes. The office will have to
add them to the sheets.

• An explanation of what’s happening. There is
also a summary document called Medlearn Matter
#MM5036 that outlines what has happened. It too car-
ries a list of the 16 measures with both the G codes
and the CPT codes.

There is a link to it at the bottom of the main web
site page. Click on “Medlearn Matters article for
PVRP.”

The document can also be downloaded at
http://www.cms.hhs.gov/MLNMattersArticles/down-
loads/MM5036.pdf.

how will offices get rated?

Each of the 16 measures has a numerator and a
denominator. They are noted on the complete list of
the codes at “PVRP Core Starter Set G-Code Speci-
fications and Instruction for Clinical Measure.” (see
the first bullet above.)

The numerator is the G code.
The denominator is the clinical conditions and

treatments – or the ICD-9-CM and CPT codes – that
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have to be on the claim before the G code can apply.
Medicare will simply give each a numeric value and

divide the bottom into the top. That will determine the
office’s rating.

For example, the eighth measure is
Assessment of elderly patient for falls.
The numerator is the G code and there are three

possibilities: G8055 – patient documented for the
assessment for falls within the last 12 months; G8054
– patient not documented for the assessment for falls
within last 12 months; and G8056 – clinician docu-
mented that patient was not an eligible candidate for
the falls assessment measure within the last 12
months.

The denominator is that the patient must be at least
75 years old and that there must be an office consult
or an E/M visit, and the applicable E/M codes are list-
ed.

Thus, if the office submits one of those G codes, the
claim also has to show the age plus one of the speci-
fied E/M codes. �

Interview questions show
if applicants are suited
to medical office life

The stress and unpredictability of any professional
office are such that even the best qualified job candi-
date may not be suited to work there.

For that reason, one manager has developed a set of
interview questions designed to pick the candidates
who can meet the challenges.
DEBBIE NICKERSON, Certified PP, PLS, has

been hiring staff for more than 25 years and has devel-
oped the questions through trial and error. And her
office is perhaps the most stressful of all professional
types – a law firm. It is Gross, Minsky & Mogul, an
11-attorney, 13-staff practice in Bangor, ME.

More than evaluating skills and experience, what
Nickerson’s questions do is reveal how well the appli-
cant can handle a setting where unexpected situations
are a daily event and where the bosses are many and
demanding.

a silent first question

The first question doesn’t even get asked.
It’s whether the applicant is conscientious about the

work product, and Nickerson gets her answer just by
looking at the resume and cover letter.

“A lot of them are a disaster,” she says. “They
aren’t even proofread for misspellings and grammati-

cal errors,” and that’s enough to eliminate an applicant
right there. Somebody who isn’t going to be conscien-
tious about an application isn’t going to be conscien-
tious about a job.

Along with those, she eliminates any “boilerplate”
or generic cover letters that don’t address the office’s
position. That type of letter, she says, is evidence of
an applicant who doesn’t take the time to do a quality
job.

From there come the questions she does ask, and
they focus on whether the applicant is likely to remain
in the job, whether the personality is suited to the pro-
fessional environment, and whether the applicant will
be able to deal with a large number of demanding
bosses.

JOB STABILITY
• Where do you see yourself in five years?
There’s no need to invest the office’s money and the

manager’s time in a short-timer, Nickerson says.
Someone who wants to complete a degree or simply
has no goals is not a suitable candidate.

She also finds that the resume needs to show perse-
verance. Unless there are legitimate reasons for job
changes such as a spouse being transferred, somebody
“who has jumped around a fair amount” will likely not
stay long with the new job either.

A PROFESSIONAL PERSONALITY
• What are your strengths? Why do you believe

you are qualified for this job?
Besides showing whether the individual has the

skills and qualities necessary for the position, the
answer reveals the level of self confidence. The appli-
cant “should come up with a good solid answer fairly
quickly” and be confident that he or she has some-
thing of value to offer.

More still, the answer is a measure of the ability to
communicate. People who can’t communicate about
themselves can scarcely be expected to communicate
well with the people the office serves.

• What are your weaknesses?
Just about any weakness is tolerable, but only if it’s

followed by a positive statement such as “I’m working
on that” or “I’m trying to become better at it.” To cite
a weakness and not express a desire to improve is the
same as saying “take it or leave it.”

Nickerson has found, however, that two weaknesses
cannot be tolerated in the professional world, and
those are disorganization and poor telephone skills. In
the professional office setting, every staffer has to be
organized enough to work on several matters as once
as well as be able to talk intelligently with whoever
calls.

• Do you prefer to work alone or with a team?
Find somebody who says “I can do both.” Every

(please turn to page 8)
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where to find the basics

• To find formulary information: http://formulary
finder.medicare.gov/formularyfinder/selectstate.asp

• Free software to simplify the formulary selection
process:http://www.epocrates.com/

• To get a form to send to a pharmacist for an
exception request: http://www.cms.hhs.gov
/PrescriptionDrugCovGenin/Downloads/PartDPHarm
acyFaxForm.pdf

• To verify patient enrollment in a drug plan:
http:///www.medicare.gov. Enter the information on
the patient’s Medicare card. The plan finder will iden-
tify the patient’s plan.

for prior authorizations

To get a prior authorization, call the drug plan
directly. Medicare cannot provide it.

for appeals

• To contact a plan for an appeal: http://www.
cms.hhs.gov/PrescriptionDrugCovGenin/04
_Formulary.asp

For a standard appeal, there are five steps:
a – the plan redetermines the drug request
b – an independent Medicare contractor

reconsiders the request
c – a hearing before an administrative law

judge
d – a review by Medicare’s appeals council
e – a review by a federal district court

what-if questions

• http://cms.hhs.gov/Pharmacy/Downloads
/whatif.pdf.

This is a nine-page guide that’s written for pharma-
cists but would be good to keep on hand in the office,
because it answers common what-if questions that
patients may well be asking.

It presents situations such as what to do if a phar-
macy can’t confirm enrollment in a drug plan and
what happens if there’s secondary coverage and what

if a patient wants to change plans and what the phar-
macist can do if a drug is not on the formulary.

It lays out scenarios for all types of patients: those
with full Medicare and Medicaid coverage, those with
low-income subsidy but not full benefits, those cov-
ered by employer and union plans, those with general
coverage, and those in long-term-care facilities.

patients with dual coverage

For patients with full coverage from both Medicare
and Medicaid, there is WellPoint, a national plan.

Patients can enroll by calling 800/MEDICARE.
Or if they have immediate prescription needs, a

pharmacist can enroll them at a pharmacy.

patient questions

• www.medicare.gov
Click on “frequently asked questions” at the top of

the page and up come 322 questions that cover every
conceivable Medicare question a patient could have.

The first 52 apply to the Part D coverage.

to report problems

• prit@cam.hhs.gov
This is the e-mail address for reporting problems. It

connects to the Physicians’ Regulatory Issues Team, a
group of experts on individual Medicare subject mat-
ters. The team works with Dr. William Rogers and
provides information on all Medicare issues. Dr.
Rogers’s e-mail address is william.rogers@cms.hhs
.gov and telephone 202/236-3338.

requirements for patients

DEADLINES
Patients can join a drug plan through May 15.
That’s the current penalty-free deadline. After that,

patients can still join a plan, but if they don’t have
other coverage that is at least as good as a Medicare’s,
they will have to pay a penalty for not signing up soon
enough.

The penalty is that the monthly premium goes up by
about 1% for every month the patient is late signing

Medicare Part D: facts and sources
It isn’t easy. Medicare’s new Part D drug coverage and its rules and exemptions and appeals are

causing extra work in every office.
To help keep the information straight, MOM has put together this rundown of facts and websites

that offices can refer to. Add to or subtract from the list as needed, but these are the basic factors
offices need to have on hand.



medical office manager / april 2006 page 7

up. And the patient has to pay that higher premium
amount from there on out. Thus, somebody who signs
up 11 months late will always pay premiums that are
11% higher than normal

The next join-up period is November 15 to
December 31.

THE 30-DAY SUPPLY RULE
When they first enroll in a plan, patients are always

entitled to at least a 30-day supply of any non-formu-
lary drugs they are currently taking.

That extra time is allowed so they can arrange for
alternative medicines or maybe work out a way to
continue getting the current ones.

THE OUT-OF-POCKET COSTS
Below are the standards costs. Plans can offer more

coverage for higher premiums. They can also have
lower deductibles and tiered copayments.

• a monthly premium. The current average is $32,
or $380 a year.

• an annual deductible of $250
• After the deductible is met, the patient pays 25%

of the next $2,000. So of the first $2,250 in drug
costs, the patient pays $250 plus $500, or $750.

• Once the drug costs reach $2,250, the patient pays
100% of the next $2,000. Thus, of the first $4,250, the
patient pays $3,600.

• Beyond $3,600 is where the real savings comes
in. At that point, the patient pays only 5% of the cost.

(Patients with full Medicare and Medicaid coverage
have no deductibles, no premiums, no coverage gap,
and only nominal copays.)

Part B versus Part D

The Medicare carriers will pay for drugs covered by
Part B but obviously not for the Part D drugs. Those
get billed to the drug plan.

To bill the drug plan, the office must contract with
it.

Here’s an outline of what Part B and Part D cover.

HERE’S WHAT PART B COVERS
In general, Part B pays only for drugs administered

in the office, not self-administered drugs. But there
are, of course, exceptions, which are these:

• drugs used for durable medical equipment, most
of which are inhalation and infusion drugs

• immunosuppressive drugs for organ transplant
patients

• hemophilia clotting factors
• oral chemotherapy drugs

• oral antinausea drugs used with chemotherapy
• pneumonia, hepatitis B, and flu vaccines
• allergy antigens
• erythropoietin or EPO to treat anemia in dialysis

patients
• parenteral nutrition drugs
• intravenous immune globulin or IVIG for immune

deficiency disease
HERE’S WHAT PART D COVERS

Part D pays for drugs that are
• available only by prescription and
• FDA approved
• not already covered by Part A or Part B.
In addition, Part D does not cover the following

drugs. A plan can include them if it wants, but it is not
required to do so. The uncovered drugs are those for

– anorexia, weight loss, or weight gain
– fertility
– cosmetics or hair growth
– cough and colds
– vitamins and mineral except prenatal

vitamins and fluoride preparations
– barbiturates
– benzodiazepines

GOOD B AND D INFORMATION SITES
• http://www.cms.hhs.gov/pharmacy/downloads

/partsbdcoverageissues.pdf
This is a three-page chart outlining the most fre-

quent B-versus-D coverage questions.
• http://www.cms.hhs.gov/PrescriptionDrug Cov

GenIn/Downloads/PartBandPartDdoc_07.27.05.pdf
This is a lengthy document titled “Medicare Part B

versus Part D coverage issues.” It’s worth keeping on
file for reference.

Pages 1-6 explain in full detail what drugs each part
covers.

On pages 7-14 is a chart showing various situations
where a drug is covered one way or the other and who
bills for what.

On pages 15-27 are questions and answers on how
to handle B/D coverage confusions on specific drugs.

Page 28 lists a few websites for finding additional
information.

And from page 29 to the end are the telephone num-
bers of the drug plans in each state.

� � �

Nearly 27 million people have signed up for the
Part D coverage, and Medicare expects 28 to 30 mil-
lion to be enrolled by the end of the year.

Part D is paying for more than 1 million prescrip-
tions each day. �
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(continued from page 5)
staffer has to work as a team member from time to
time, and every staffer also has to be able to take on
individual projects.

DEALING WITH THE BOSS
• Two bosses each give you a top priority job.

What do you do?
In a professional office, a two-boss clash is a com-

mon problem, and the response should be that the per-
son would talk with both and say “you need to talk
with each other and tell me which one gets done first.”

Anybody who tries to do both jobs at once – or
worse, does the work for the favorite boss first –
won’t get the work done to anybody’s satisfaction.

• One of the bosses this job reports to works
under the gun and often waits until the last minute
to give out work. Will you have a problem with
that?

If somebody is going to be difficult to work for, the
applicant needs to know it up front and also needs to
be able to deal with the pressure, she says. If the
applicant hesitates or asks questions about the
demands, there’s a good chance there won’t be a
workable match.

• Suppose your boss is tied up and the spouse
calls with an emergency. What would you do?

Staff have to be able to “use their initiative and
think and act,” she says, and this question gives a
good view of that.

Hopefully, the applicant would knock on the door
and say “I’m sorry to interrupt, but . . .”

and now for the references

With references, the challenge is getting former
employers to say anything. But Nickerson has discov-
ered that just five questions will produce enough
information to support a hiring decision.

The first is to ask for the dates of employment. That
verifies the accuracy of the resume, she says, and any
employer will answer that.

The second is more telling: “can you tell me what
this person’s duties were in your office?”

Some employers will answer that and others won’t.
If there is an answer, it produces an accurate picture
of the experience. A resume can make it seem an
applicant ran the office when the only duty was to
answer the phone, she says. Or it may not mention
extra responsibilities an applicant took on over time.

Third is “what were Applicant A’s strengths and
weaknesses?” The answer will outline exactly what
good and bad elements that person will bring to the
office.

Next is a question just about all employers will
answer: “Is Candidate A eligible for rehire?” The
answer is found not so much is what’s said as in how

it’s said. “Any sort of slight hesitation” is a strong
indication that the applicant wasn’t the best.

Finally, she asks about attendance. Again, she says,
read between the lines. From someone who is reticent
to speak, an answer as simple as “Applicant A was a
faithful employee” can be construed as a very good
reference. �

New salary survey shows
good raises for managers –
an average of 7.5%

A new national survey of salaries shows that office
managers got an overall 7.5% raise last year.

By region, managers in the Northeast and West
fared the best, with their salaries and benefits going
up by more than 10%. The Southeast saw better than
an 8% gain. In the Midwest, however, raises were not
as good, with managers there seeing an average gain
of only 0.4%.

The survey was conducted by the Pensacola, FL-
based Professional Association of Health Care Office
Management, a national association for medical man-
agers.

Here are the numbers.

salaries and benefits by region

NATIONAL AVERAGE
salary benefits total

1999 45,049 6,920 56,288
2000 47,368 7,171 58,312
2001 49,374 7,334 55,292
2002 50,687 7,916 58,603
2003 51,707 8,108 59,815
2004 52,210 8,682 60,882
2005 57,113 8,315 65,428

change from 2004 to 2005:
+9.4% – 4.2% +7.5%

SOUTHEAST
salary benefits total

1999 45,202 6,991 52,113
2000 46,149 7,226 53,375
2001 47,211 7,090 54,301
2002 47,460 7,785 55,245
2003 51,184 7,879 59,063
2004 52,497 7,742 60,239
2005 56,911 8,178 65,089

change from 2004 to 2005:
+8.4% +5.6% +8.1%



medical office manager / april 2006 page 9

MIDWEST
salary benefits total

1999 44,438 7,235 51,673
2000 47,363 8,569 55,932
2001 50,818 8,167 58,985
2002 51,397 7,785 60,189
2003 51,991 9,087 61,078
2004 54,180 9,244 64,424
2005 55,652 8,498 64,150

change from 2004 to 2005:
+2.7% – 8.1% 0.4%

NORTHEAST
salary benefits total

1999 46,871 7,198 54,069
2000 50,757 6,932 57,689
2001 51,475 7,356 58,831
2002 54,333 7,287 61,620
2003 53,990 7,761 61,751
2004 52,078 9,508 61,586
2005 59,748 8,544 68,292

change from 2004 to 2005:
+14.7% – 10.1% +10.9%

WEST
salary benefits total

1999 43,684 6,335 50,019
2000 45,203 5,956 51,159
2001 47,993 6,723 54,716
2002 49,559 7,800 57,359
2003 49,662 7,707 57,369
2005 50,048 8,233 58,281
2005 56,143 8,040 64,183

change from 2004 to 2005:
+12.2% -2.3% +10.1%

salaries and benefits by specialty

By specialty, the numbers for 2003 were highest for
managers of cardiology practices and continued on
down, with the lowest salaries seen in psychiatry
practices.

specialty total salary and benefits
2004 2005

gastroenterology 72,047 77,248
cardiology 66,207 77,131
dermatology 66,946 72,636
neurosurgery 69,863 72,570
ENT/OTO 59,900 69,302
orthopedics 62,545 68,755
pediatrics 58,595 64,633
urology 69,721 63,540
pulmonary 63,993 63,323
ophthalmology 64,543 62,730

general surgery 59,646 60,738
OB/GYN 63,801 59,411
allergy 60,976 57,589
family practice 50,049 55,012
internal medicine 52,211 53,311

average 62,736 65,195

types of benefits

As for benefit dollars, they were divided like this.
The averages are national.

retirement 4,205
insurance 4,480
education 1,643
association dues 394
subscriptions 319
other 1,150
total benefits 12,191

bonuses

About 80% of managers get annual bonuses. Most
get their bonuses at Christmas (60%) or at the end of
the year (23%). The bonuses are set either by the
physicians’ discretion or by a percentage of the prof-
its.

most critical duties

And these are what managers say are their most
critical functions:

2004 2005
employee issues 44% 41%
financial management 27% 33%
general duties 19% 21%
patient care 9% 5%
Employee issues: Managers say the most critical of

these are general staff supervision, hiring and retain-
ing qualified staff, keeping up morale, promoting
teamwork, and maintaining proper staffing.

Financial management: Managers cited general
finance, accounts receivable, and cash flow as the
most important.

General duties: Here it’s simply the day-to-day
issues that are the most important.

Patient care: And here it’s mostly patient satisfac-
tion that managers are most concerned about, fol-
lowed by patient care and patient flow.

(PAHCOM is a national organization headquartered
in Pensacola, FL, with local chapters throughout the
country. It provides training, networking, education,
and conferences for medical managers and also offers
the Certified Medical Manager or CMM certification.
For information, call 800/451-9311 or go to www.
pahcom.com.) �
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Pap test code has to show
why the test was done
BY THERESE M. JORWIC, MPH, RHIA, CCS
More than 10,000 cases of invasive cervical cancer

occur in the U.S. every year, and every year some
3,900 women die from it.

However, its mortality steadily decreases, mostly
because of the Pap test, an exfoliative cytology test
that shows the cell changes that occur before the can-
cer develops and thereby allows for early treatment
and prevention.

The Pap test is simple; the coding, however, isn’t.

when it’s a screen

Pap tests can be done for screening or for diagnosis,
and the purpose determines the ICD-9-CM code.

For a screen, the patient must have no current
female complaint such as unusual bleeding or dis-
charge and must never have had dysplasia or an
abnormal test in the past.

There are two types of screens.
Routine screen. First is the routine screen where

the patient has no identified risk of developing the
disease. The diagnosis code is either V76.2 (special
screening for malignant neoplasms, cervix), V76.47
(same, vagina) or V76.49, which is used when there is
no cervix. A fourth code, V72.31, can be used for a
Pap test done during a routine gynelogic exam, but
only if it is a complete GYN exam.

High-risk screen. Second is the high-risk screen.
The situation is the same – no complaints – but there
the patient has some risk factor for developing cervi-
cal cancer.

In that case, use V15.89 (personal history present-
ing hazards to health). In addition, code the risk fac-
tor. Some recogized factors are more than five sex
partners in a lifetime, sexual activity earlier than age
16, a history of sexually transmitted disease including
HIV infection and human papillomavirus, fewer than
three negative PAP tests within the last seven years,
and a mother who took DES or diethylstilbestrol dur-
ing her pregnancy. DES is a synthetic hormone used
between 1940 and 1971 to prevent miscarriage.

If the risk is sexual behavior, the diagnosis code is

V69.2 (high-risk sexual behavior). For HIV infection,
it’s V08 (asymptomatic HIV infection status). For
DES exposure, it’s 760.76 (noxious influences affect-
ing fetus or newborn).

when it’s diagnostic

The Pap test is diagnostic when the patient has had
cervical or vaginal dysplasia, malignancy, or any type
of abnormal Pap test in the past, even the distant past.

In that case, the ICD-9-CM code has to show the
history. For example, for a previous malignancy the
code is V10.4x (personal history of malignancy in the
female genital organ). For a previous abnormal Pap
test it’s 795.0x (abnormal Pap smear). For previous
HPV it’s 078.1x (viral warts), and for cervical dyspla-
sia it’s 622.1x (dysplasia of cervix).

now for the procedure codes

A lot of the procedure coding depends on the payer.
For Medicare, the code for a screening Pap smear is

Q0091 (obtaining, preparing, and sending cervical or
vaginal smear to laboratory).

Medicare covers only one screen every two years
for low-risk patients and one screen every year for
high-risk patients. So what happens when a patient
requests more frequent testing? Give the patient an
Advance Beneficiary Notice and use code Q0091 plus
a GA modifier to show the notice was given.

What if the specimen is inadequate and the test has
to be repeated? Use code Q0091 again, but this time
with modifer 76 (repeat procedure).

a Pap test plus an exam

What about the coding for a routine GYN check-up
with Pap test and breast exam?

For Medicare, use an E/M code to show a regular
office visit (99201-99215). Also use code G0101 for
the pelvic and breast exams.

Then code the Pap test itself (Q0091). And along
with that, use a diagnosis code to show whether the
test is for screening or diagnostic purposes.

For other payers, the picture can change. Many fol-
low Medicare’s coding, though often with modifica-
tions. Some, for example, use the preventive medicine
codes (99381-99397) and consider the pelvic and
breast exams part of that service. Others use code
99000 (conveyance of specimen to a lab).

Unfortunately, the only way to know is to ask the
payer for its requirements.

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. �

ICD-9-CM and CPT
coding update
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Who needs to be bonded
and how much is enough?
Question: Is bonding necessary in a medical

office? Which employees should be bonded? And how
much coverage should an office buy?

Submitted by (name withheld by request)
Answer: There are two types of bonds.
The first is a surety bond. That guarantees that

somebody fulfills an obligation. A homeowner, for
example, might require that a roofing contractor take
out a surety bond to ensure the job gets done on time.

The other type is a fidelity bond, and that covers
people who handle money. The kind of fidelity bond
an office needs is an employee dishonesty bond. With
that type of coverage, if somebody absconds with the
cash, the office gets its money back.

It’s possible to buy a fidelity bond for individual
employees or for the office as a whole, explains
THOMAS C. ADDERHOLD, president of Preferred
Insurance Agency, an independent property and casu-
alty agency in Atlanta.

With individual coverage, the bond can cover a spe-
cific person. It can also cover a specific position so
that when one bookkeeper quits and another takes
over, the bond remains in effect.

Large corporations usually have individual cover-
age, he says, because they have so many areas of risk,
perhaps somebody in a warehouse manipulating pur-
chase orders.

For a medical office, however, a blanket bond that
covers “anybody who is working there” is usually not
only sufficient but necessary.

That’s because staff often help out in many differ-
ent jobs. As a result, it’s easy for a nurse to steal a
check or for a records staffer to fill in at the front desk
and pocket copayments or even for a spouse working
as manager to wipe the office out. Thus, everybody
needs to be covered.

howmuch is enough?

The easiest way to buy the bond is to add it to the
office’s business owner’s policy, Adderhold says.

Many policies already include a minimal amount,
often in the range of $25,000. To get more than that,
the office has to buy it, but the cost is minimal – often

less than $100 for another $50,000 coverage.
How much coverage does the office need?
His advice is to figure out “how much money peo-

ple can get their hands on.” If the revenue is $2 mil-
lion a year and 90% of it comes by check and credit
card, then $200,000 is probably enough.

Beyond that, “assess the opportunity” for theft. If
there’s no system for issuing checks and no verifica-
tion that the supply invoices aren’t bogus, the office
may need more than that.

The office may also want to add individual cover-
age for “anyone who performs a fiduciary responsibil-
ity” such as the bookkeeper or even the office manag-
er. Then there’s coverage against embezzlement.

The cost of an individual bond is higher but still
reasonable, in the neighborhood of $400 a year for $1
million coverage.

Adderhold notes that most companies don’t require
background checks for individual coverage unless the
amount is very large. A $1 million bond, for example,
probably would warrant a check.

However, as the coverage amount goes up, the
company may impose restrictions such as that checks
over a certain amount carry two signatures.

To file a claim, the office has to notify the company
that it suspects a problem.

The company will usually ask if the office is will-
ing to press charges, Adderhold says, because then it
can go after the employee for restitution.

However, it will probably pay off even if the office
does not press charges, though if the amount is large,
it may require that the office fire the suspected
employee. �

It’s those ‘little rules’
that spell success
or failure for the office

It’s enforcement of the “little rules” that spells the
difference between a professional office and one that’s
not so professional.

The little rules “are what create a culture that
attracts and keeps top staff,” says SUZANNE BATES
of Bates Communications, an executive coaching firm
in Boston.

What are they? They are the guidelines for behavior
in areas such as making personal phone calls, dress,
attitude, and adhering to working hours.

Violations won’t cause the office to collapse. But
“all rules exist for a reason or they wouldn’t be there.”
And the reason for the little rules is that they ensure
staff always show respect to the office, its patients,

reader ques-
tion



and to one another. They are what create “a culture
and an environment” of success.

little transgression – big effect

Don’t let those rules go unhonored, Bates says.
Either enforce them or get rid of them.

Ignoring them opens the door to staff’s asking
“which rules is it okay to break here?”

It also says the manager doesn’t care about stan-
dards.

And down the line is a harmful ripple effect. “It’s
not the end of the world if So-and-So dresses like a
slob,” but a patient seeing So-and-So gets an immedi-
ate impression that the medical care is just as slobby.

Neither is it the end of the world if Staffer A comes
in a little late every day. Yet the other staff read that as
“we don’t have to be on time either.”

stand up and talk about it

The key to enforcement is to have those rules in
writing and well communicated, Bates says.

Look first at the employee manual and make sure
they are there. If not, put them in.

Then “get up in a staff meeting and talk about the
importance of them.” Explain what they are and point
out that the doctors expect them to be followed.

If there’s “an office-wide challenge” to them, do
some more communicating whether by memo or in
another meeting.

Explain both the what and the why of each rule
that’s added and each one that goes ignored. For

example, “Here’s how we define business casual: you
are required to wear X and Y. And here’s why we do
this: because we want our patients to know they are
getting the highest quality medical care.”

‘here’s how it’s hurting you’

What about the otherwise good staffer who ignores
a rule?

Address the problem head-on, Bates says. It’s unfair
to do otherwise, because in the back of the manager’s
mind, that downfall, no matter how small, is impact-
ing the staffer’s job review.

Open the conversation with a demonstration of sup-
port: “I want you to be successful and there is some-
thing that’s getting in the way of that.”

Then describe the offense, but put it in terms of a
question: “I’ve noticed you are consistently coming in
20 to 30 minutes late. I want to find out if there is
some reason why you can’t be here at 9:00 a.m.”

Whatever the situation, “create a plan for improve-
ment.” And be open to making accommodations for
honest problems. If the staffer rides a bus that is
invariably late, it may be possible to adjust that per-
son’s hours.

Also explain the impact the behavior is having on
the staffer’s career, perhaps “The tardiness gives peo-
ple the impression that you don’t have your life in
control and that you are not someone we can count on.
That assumption will hurt you in the next review.”

Tell how it affects the office: “This does not give
patients the impression that we are professional.”

Tell how the other staff see it: “It’s evidence to
them that you do not take the rules seriously.”

At that point, it’s not a disciplinary meeting. It’s
just an opportunity to lay out the issue and figure out
a way to correct it.

Bates notes that the conversation alone can be
enough to correct the situation, because often the
staffer “just isn’t aware” that anything is amiss. How-
ever, if the situation doesn’t improve, the second con-
versation needs to be the beginning of disciplinary
action.

a rehearsal for the timid manager

For the administrator who loathes conflict, Bates
recommends writing down what’s going to be said.

“Even practice it out loud.” Doing that helps the
manager “find the right language to use” and creates
confidence in using that language.

The key to the wording, she says, is to be “gentle
but firm.” The message to convey is that the manager
and doctors care about the staffer and want to help
that person succeed, but at the same time, “there’s no
wiggle room here.” �
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