
The possibilities of stirring up a discrimination
claim at hiring and firing are endless.
All that’s needed is an assertion, however thin, that

the decision was based on some wrongful reason.
Here attorney JENNIFER MIRUS of the

Boardman Law Firm in Madison, WI, spells out four
areas that can take a manager by surprise. Mirus is an
employment law attorney who represents manage-
ment.

Dear Applicant: you’re not hired

First is the letter of rejection the office sends to its
turned-down job applicants.
Don’t try to ease the blow with a polite “we’ll keep

your resume on file and consider you for future open-
ings,” Mirus warns.
That’s dangerous language. It can be viewed as a

promise to consider that applicant every time a job
becomes available. And if the office doesn’t follow
through with its promise, the applicant can come back
with a discrimination claim.
Mirus cites one case where a rejected applicant got

just such a promise, wasn’t hired for future jobs, and
claimed discrimination because she wasn’t considered
for every position that became available for the entire
next year.
During that year, “16 positions had come open,”

and the employer had to defend itself against 16 indi-
vidual claims.
If the office has some interest in an applicant, it’s

okay to say “feel free to apply again for future posi-
tions.” But don’t say more than that.

why didn’t I get picked?

Dangerous too is any mention of the reason an
applicant has not been hired.
Don’t give any explanation in the letter. Say no

more than “thank you for your interest. We have filled
the position.”
What if the candidate calls with an honest question

of “I really wanted that job. What separated me from
the applicant who got it?”
Give a reason, but make sure it’s job-related and

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

Short newsletter keeps six sites
and all the doctors up to date
Because health care is synonymous with change, and because

notice of every change doesn’t always get through to every person
who needs to know about it, a Maple Grove, MN, practice has set up
a brief in-house newsletter.
The practice, Partners in Pediatrics, has six sites, and the newslet-

ter is written for the site managers as well as for the providers.
The little publication is called BOND, or Business Office

Necessary Details, because it’s good way “to get the necessary
details wrapped up,” says clinic administrator MARY L. JENKINS.
“It isn’t a book.” It’s no longer than two pages with a banner

across the top. But that’s enough to get out whatever information the
recipients need to know about.
There are all types of operational topics, most of them problem-

oriented, focusing on situations Jenkins hears about or sees happen-
ing in the office.
Usually the articles are an explanation of “this is why we do

that.” For example, when she heard more than one physician telling
staff not to send certain accounts to collections, she wrote an article
explaining the importance of collections and what happens when a
patient does not pay the bill.
Every issue also carries something about coding. The coders hold

a coding class in the fall for all the providers, Jenkins says, “but
that’s not enough.” Coding education “is always a work in
progress.”

There is also information on insurance requirements, general
office procedures, and anything that has come into question. A
recent article, for example, outlined how to terminate a patient.
Staff who have expertise in specific areas often contribute items.

In one issue, for example, the referral coordinator explained the pro-
cedure for handling referrals.
The newsletter does not follow a rigid schedule but goes out

every two or three months or as needed.
Production is simple. The business office staff type it and send it

out. And an interesting point is that it goes via e-mail because the
office has banned paper memos.
Why the paper ban?
There’s no guarantee people will read an e-mail any more than

they’ll read a paper memo, Jenkins says, but with e-mail it’s for sure
the information gets to their desks.
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)
nondiscriminatory, perhaps that the other candidate
had more experience or better skills in some area per-
tinent to the job.
Mirus recommends being prepared for those types

of calls ahead of time. Appoint one person to answer
them so the response is always correct.
In addition, she says, make sure the doctors under-

stand that they should not discuss rejections with any
applicant. Otherwise, an applicant might call three dif-
ferent doctors and get three different reasons, one
being “I don’t know why you didn’t get the job. You
were the best candidate.” Whereupon the applicant –
with employment attorney in tow – starts searching
for the “real” reason for the rejection, which, after all,
must be discrimination.

I don’t like you; go away

The third area applies to firing: can the office fire
an otherwise good employee who just doesn’t get
along with the manager or with a doctor?
If the conflict is caused by the staffer’s having a

poor attitude, consider that a discipline problem not
unlike getting to work late or refusing to do assign-
ments, Mirus says. All the manager has to do is docu-
ment when and how the attitude was expressed and
discussed and proceed with firing as usual.
But if the conflict is solely a matter of personality

mismatch, the office can still fire that person. If the
state recognizes at-will employment, it’s lawful to ter-
minate an employee at any time and for any reason or
for no reason at all – as long as it’s not a discriminato-
ry reason.
Even so, don’t throw the axe too quickly, she says.

Make sure there is an at-will statement in the hand-
book. And for safety, put the statement on the applica-
tion form and on offer letters sent to new hires.
In addition, make sure there are no discriminatory

reasons – real or perceived – behind the termination.
That can easily happen if the staffer is in a protect-

ed category. The manager might be annoyed with
Staffer A’s excessive absences when in fact A was tak-
ing leave under the Family and Medical Leave Act. Or
the doctor might be annoyed that Staffer B is slow
compared to the other staff even though B is 60 years
old and the others are in their 20s.
Beyond that, be sure there have been no incidents

or statements that could give the perception that the
termination is “for an illegal reason.”
That can happen too.
Suppose the doctor who wants to end the employe-

ment has sent e-mails disparaging the staffer’s race or
gender or age. Or suppose the staffer has participated
in protected behavior such as complaining of harass-
ment or becoming qualified as disabled or filing a
complaint under the Fair Labor Standards Act. Under

circumstances such as that, the firing could be seen as
retaliation.
Mirus adds that when a staffer is in a protected cat-

egory, a good defense is to replace that person with
someone in the same protected class. That admittedly
limits the hiring choices, but in a tight situation, “it
can help the defense of a claim.”

the family hire

Fourth is the question of nepotism, or whether the
office can hire a friend or relative of a doctor over
another applicant who is better qualified.
That’s okay to do, Mirus says. The doctors can hire

whomever they want as long as the office doesn’t have
a policy forbidding family hires and as long as there’s
no state law restricting nepotism.
The surprise, however, is that the angry rejected

applicant could claim discrimination. For example, a
highly qualified 57-year-old candidate could pull the
age card if the office hires the doctor’s 26-year-old
niece.
Even so, the defense is simple: just tell the truth,

perhaps “Niece A wasn’t hired because she is young.
She was hired because she’s related to someone here.”
Says Mirus, “that’s not discrimination.”

the staffer who cries wolf

Beyond those situations is the question of what to
do when an employee makes a spiteful and unfounded
accusation of discrimination.
The answer is that the office has to take the com-

plaint seriously and investigate it, Mirus says. Do that
even if the accusation is obviously unfounded and
made on the spur of the moment out of anger.
Talk with the staffer, get the names of the witness-

es, be respectful, and show that the doctors take the
accusation seriously.
Say “I know you are extremely upset right now.

Let’s talk about it, because my job is to hear what
your concerns are.” Explain that “we take complaints
seriously. So right now please set forth in detail what
issues are of concern to you.”
If the staffer later calms down and doesn’t want to

press the matter, continue with the investigation just
to verify and document that nothing has happened.
Don’t make any promises of action. But do be cer-

tain to say there can be no retaliation for making a
complaint and that if retaliation occurs, the staffer
must report it.
Then listen. Says Mirus, there may be no complaint

at all. The employee many just need to vent. But for
safety, show that the office is not making light of the
concern. That alone is often enough to defuse the
emotion and head off a potential claim – legitimate or
otherwise. �
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What to scan and not scan
when shifting to EMRs
Question: Our office is moving to electronic

records. What should we do with our old records such
as sign-in sheets and EOBs? We have been in business
for 10 years, and it would cost a fortune to scan them
all.
Also, how long do we have to keep those types of

records?
Submitted by PATTY DeSANDE, office manager

for Jeffrey H. Aroesty, MD, Mine Hill, NJ.
Answer: The success of a move to electronic

records rests on having a plan. The office needs to
decide ahead of time what it will keep on paper and
what will go into the electronic record and when and
how.
Unfortunately, most people don’t start with a plan,

says MARY D. BRANDT, RHIA, CHE, CPHS, of
Brandt & Associates Inc., a health care and record
management consulting firm in Bellaire, TX. “They
just plug in the system thinking it will solve their
paper problems” and everybody stands around won-
dering what to do with it.
The plan will depend to a great extent on whether

the EMR system can scan items such as lab results and
signed consent forms and store them as images.
If it can, decide which current paper items to keep

and which to scan. Also set a “go-live” date and
decide which items will be kept on paper and which
will be entered into the system from there on out.
Otherwise, the office will wind up with unnecessary
scanning work and overlays of paper and electronic
information.
But scan or no scan, don’t expect to become com-

pletely paperless, because there will always be items
that have to be kept in paper format, she says. Plan for
a hybrid system, or one that includes both paper and
electronic data.

‘scan as little as possible’

With the clinical information, the rule is “scan as
little as possible,” Brandt cautions.
Don’t say, “we’ll scan everything for the last five

years,” because the office will never get the job done.

The scanning invariably “takes longer than the vendor
says.” What’s more, there will be a constant stream of
new record items to scan.
Put as strong a limit as possible on the job.
The office may be able to say simply that every-

thing prior to the go-live date stays on paper and
everything forward goes into the EMR system. That
way, there’s no back scanning at all.
More likely, however, certain items will need to be

scanned for continuity of care, perhaps the notes on
the last visit for each patient that comes in or the last
six months of notes for each patient. The decision will
depend on the practice. An obstetrics office, for exam-
ple, might decide to scan everything pertaining to the
current pregnancy plus information on past pregnan-
cies where there were problems such as birth defects.
There also need to be limits on test reports. With

EKG strips, for example, the office might assign a
clinical staffer to select a representative portion of
each strip and mount it on paper for scanning.

bar code the standard forms

In addition, identify the forms the office will rou-
tinely scan into the system. For those, set up master
forms with bar code identifiers, Brandt says. The bar
codes will allow the system to identify the forms so
the office doesn’t have to index each one manually as
it is scanned.
Mostly, the bar-coded forms will be items patients

sign, such as consent forms. However, the office can
also bar code its patient labels so the system can pull
up records immediately.

get rid of the unnecessary

With the operational information, the rule is don’t
overkeep and certainly don’t overscan.
Look at the purpose of each item, Brandt says. For

sign-in sheets, it’s only “to see who’s sitting in the
waiting room.” There’s no reason to keep those, much
less scan them.
The same is true of the appointment schedule. “It’s

just a day-to-day operational thing,” so destroy it at
the end of the day or the end of the week.
With old EOBs, hold on to those only insofar as

they are needed for billing. Keep the ones that pertain
to open accounts and keep the completed EOBs for
maybe a year in case payment questions arise.
But there’s no need to start scanning the EOBs

until the go-live date. Just keep the old ones in paper
format and destroy them when they become outdated.

no need to duplicate things

Brandt points out that when offices move from
paper to electronics, there’s a great tendency to scan

reader ques-
tion
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things into the new system and then hang on to the
originals.
There’s also a tendency to print out copies of

what’s entered into the system “because people don’t
want to give up their paper.”
Don’t lose sight of the fact that “what gets scanned

is no different from what’s on paper.” Having both is a
waste of either scan time or storage space.
For the manager who just can’t part with that paper,

she recommends setting a paper retention limit of, say,
three or six months after an item is scanned. Then
destroy the hard copy.

don’t overlook confidentiality

Also, Brandt says, don’t overlook confidentiality in
the changeover.
Most offices are aware that they need to limit

access to the clinical information, but the same is true
of identity elements such as copies of driver’s licenses
and credit cards. Restrict access to those as well. Only
the billing staff need to see them.
In addition, make sure that whatever gets scanned

also gets shredded. To make sure the office doesn’t
shred too hastily, follow the three-step process of
scanning the item, indexing it in the system, and then
doing quality control, or seeing that the image is clear
and not obstructed, perhaps by a turned-down corner.
Only then is it safe to shred the paper.
Beyond the confidentiality concerns are the backup

concerns.
Plan for daily incremental backups plus a backup

of the entire system at the end of the week.
Store the tapes in an offsite location that’s secure

and climate-controlled. Or send the backups electroni-
cally to the company that maintains the server.

how long to keep it all

How long does the office need to keep its medical
records? There are three requirements to follow.
First is Medicare. It says to keep them for five

years after the date of last activity.
Second is state law. Some states require longer

retention periods, even as much as 25 years.
For minors, most states say to keep the record until

the child reaches majority plus the number of years
required for the state statue of limitations to run. That
allows the child to reach adulthood and have time to
bring a malpractice suit.
Third is the state statute of limitations for bringing

medical malpractice suits. That’s usually two to three
years, but in most states, the time doesn’t start to run
until the patient discovers the problem.
To find state record retention requirements and

statues of limitations, go to www.ahima.org or contact
the state medical association. �

Coding the oft ignored:
depression and bipolarity
BY THERESE M. JORWIC, MPH, RHIA, CCS
Two conditions that many offices encounter and in

varying degrees of severity are depression and bipolar
disorder.
Both are quite common.
In this country, depression affects nearly 9.5% of the

population or 18.8 million people, and bipolar disor-
der affects another 1%, or 2 million people.

the sad facts of depression

The sad part about depression is that though it can
become serious enough to destroy family life, most
people don’t get treatment.
Depression can affect a person’s body, moods, and

thoughts. It can interfere with eating and sleeping. It
can last for weeks, months, or years, and it can’t be
willed away.
Women suffer from it more than men do, possibly

because the disorder is often related to the menstrual
cycle, pregnancy, menopause, and the stress of caring
for children and aging parents. And maybe adding to
that is the fact that men are not always willing to
admit to depression.
Women also attempt suicide because of depression

more often than men do, though they are not as suc-
cessful at it. The rate of suicide deaths is four times
higher in men. With men, suicide becomes most
prevalent after age 70 and increases steadily until it
peaks at age 85. However, depression is not a normal
part of aging. In fact, some people believe the older
people get, the more satisfied they should feel.

major, dysthymic, and bipolar

Depression can take different forms, but the most
common are major depression and dysthymia.
Major depression is severe depression with symp-

toms that interfere with daily activities. Dysthymia, on
the other hand, is a less severe form. It’s long-term
and chronic, but the symptoms aren’t disabling.
Beyond those is a form known as manic depression

(please turn to page 9)

ICD-9-CM and CPT
coding update
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INFECTIOUS AND PARASITIC DISEASES
052.2 postvaricella myelitis
053.14 herpes zoster myelitis
054.74 herpes simplex myelitis

NEOPLASMS
238.71 essential thrombocythemia
238.72 low-grade myelodysplastic syndrome lesions
238.73 high-grade myelodysplastic syndrome lesions
238.74 myelodysplastic syndrome with 5q deletion
238.75 myelodysplastic syndrome, unspecified
238.76 myelofibrosis with myeloid metaplasia
238.79 other lymphatic and hematopoietic tissues

ENDOCRINE, NUTRITIONAL, AND METABOLIC
DISEASES, AND IMMUNITY DISORDERS

277.30 amyloidosis, unspecified
277.31 familial Mediterranean fever
277.39 other amyloidosis

DISEASES OF THE BLOOD
AND BLOOD-FORMING ORGANS

284.01 constitutional red blood cell aplasia
284.09 other constitutional aplastic anemia
284.1 pancytopenia
284.2 myelophthisis
288.00 neutropenia, unspecified
288.01 congenital neutropenia
288.02 cyclic neutropenia
288.03 drug-induced neutropenia
288.04 neutropenia due to infection
288.09 other neutropenia
288.4 hemophagocytic syndromes
288.50 leukocytopenia, unspecified
288.51 lymphocytopenia
288.59 other decreased white blood cell count
288.60 leukocytosis, unspecified
288.61 lymphocytosis (symptomatic)
288.62 leukemoid reaction
288.63 monocytosis (symptomatic)
288.64 plasmacytosis
288.65 basophilia
288.69 other elevated white blood cell count
289.53 neutropenic splenomegaly
289.83 myelofibrosis

NERVOUS SYSTEM AND SENSE ORGANS
323.01 encephalitis and encephalomyelitis in viral diseases

classified elsewhere
323.02 myelitis in viral diseases classified elsewhere
323.41 other encephalitis and encephalomyelitis due to

infection classified elsewhere
323.42 other myelitis due to infection classified elsewhere
323.51 encephalitis and encephalomyelitis following

immunization procedures
323.52 myelitis following immunization procedures
323.61 infectious acute disseminated encephalomyelitis

(ADEM)
323.62 other postinfectious encephalitis and

encephalomyelitis
323.63 postinfectious myelitis
323.71 toxic encephalitis and encephalomyelitis
323.72 toxic myelitis
323.81 other causes of encephalitis and encephalomyelitis
323.82 other causes of myelitis
331.83 mild cognitive impairment, so stated
333.71 athetoid cerebral palsy
333.72 acute dystonia due to drugs
333.79 other acquired torsion dystonia
333.85 subacute dyskinesia due to drugs
338.0 central pain syndrome
338.11 acute pain due to trauma
338.12 acute post-thoracotomy pain
338.18 other acute postoperative pain
338.19 other acute pain
338.21 chronic pain due to trauma
338.22 chronic post-thoracotomy pain
338.28 other chronic postoperative pain
338.29 other chronic pain
338.3 neoplasm-related pain (acute) (chronic)
338.4 chronic pain syndrome
341.20 acute (transverse) myelitis NOS
341.21 acute (transverse) myelitis in conditions classified

elsewhere
341.22 idiopathic transverse myelitis
377.43 optic nerve hypoplasia
379.60 inflammation (infection) of postprocedural bleb,

unspecified
379.61 inflammation (infection) of postprocedural bleb,

stage 1
379.62 inflammation (infection) of postprocedural bleb,

stage 2

The 2007 updates to the ICD-9-CM codes
Here are the updates to the ICD-9-CM diagnosis codes for 2007. There are 204 new codes, 28

deleted codes, and 58 codes with revised titles, and they take effect October 1.
The updates appear in the April 25 issue of the Federal Register. To access them, go to

www.access.gpo.gov/su_docs/fedreg/frcont06.html and click on “April 25, 2006.” Scroll down to
“Centers for Medicare and Medicaid Services” and click on “Medicare.”
The codes are listed in Tables 6A, 6C, and 6E, which appear on pages 24286-24294.

– new diagnosis codes –



379.63 inflammation (infection) of postprocedural bleb,
stage 3

389.15 sensorineural hearing loss, unilateral
389.16 sensorineural hearing loss, asymmetrical

DISEASES OF THE CIRCULATORY SYSTEM
429.83 takotsubo syndrome

DISEASES OF THE RESPIRATORY SYSTEM
478.11 nasal mucositis (ulcerative)
478.19 other disease of nasal cavity and sinuses
518.7 transfusion-related acute lung injury

(TRALI)
519.11 acute bronchospasm
519.19 other diseases of trachea and bronchus

DISEASES OF THE DIGESTIVE SYSTEM
521.81 cracked tooth
521.89 other specific diseases of hard tissues of

teeth
523.00 acute gingivitis, plaque-induced
523.01 acute gingivitis, nonplaque-induced
523.10 chronic gingivitis, plaque-induced
523.11 chronic gingivitis, nonplaque-induced
523.30 aggressive periodontitis, unspecified
523.31 aggressive periodontitis, localized
523.32 aggressive periodontitis, generalized
523.33 acute periodontitis
523.40 chronic periodontitis, unspecified
523.41 chronic periodontitis, localized
523.42 chronic periodontitis, generalized
525.60 unspecified unsatisfactory restoration of

tooth
525.61 open restoration margins
525.62 unrepairable overhanging of dental restorative

materials
525.63 fractured dental restorative material without loss

of material
525.64 fractured dental restorative material with loss of

material
525.65 contour of existing restoration of tooth biologically

incompatible with oral health
525.66 allergy to existing dental restorative material
525.67 poor aesthetics of existing restoration
525.69 other unsatisfactory restoration of existing

tooth
526.61 perforation of root canal space
526.62 endodontic overfill
526.63 endodontic underfill
526.69 other periradicular pathology associated with

previous endodontic treatment
528.00 stomatitis and mucositis, unspecified
528.01 mucositis (ulcerative) due to antineoplastic

therapy
528.02 mucositis (ulcerative) due to other drugs
528.09 other stomatitis and mucositis (ulcerative)
538 gastrointestinal mucositis (ulcerative)
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DISEASES OF THE GENITOURINARY SYSTEM
608.20 torsion of testis, unspecified
608.21 extravaginal torsion of spermatic cord
608.22 intravaginal torsion of spermatic cord
608.23 torsion of appendix testis
608.24 torsion of appendix epididymis
616.81 mucositis (ulcerative) of cervix, vagina, and vulva
616.89 other inflammatory disease of cervix, vagina, and

vulva
618.84 cervical stump prolapse
629.29 other female genital mutilation status
629.81 habitual aborter without current pregnancy
629.89 other specified disorders of female genital organs

COMPLICATIONS OF PREGNANCY, CHILDBIRTH,
AND THE PUERPERIUM

649.00 tobacco use disorder complicating pregnancy,
childbirth, or the puerperium, unspecified as to
episode of care or not applicable

649.01 tobacco use disorder complicating pregnancy,
childbirth, or the puerperium, delivered, with
or without mention of antepartum condition

649.02 tobacco use disorder complicating pregnancy,
childbirth, or the puerperium, delivered, with
mention of postpartum complication

649.03 tobacco use disorder complicating pregnancy,
childbirth, or the puerperium, antepartum
condition or complication

649.04 tobacco use disorder complicating pregnancy,
childbirth, or the puerperium, postpartum
condition or complication

649.10 obesity complicating pregnancy, childbirth, or
the puerperium, unspecified as to episode
of care or not applicable

649.11 obesity complicating pregnancy, childbirth, or
the puerperium, delivered, with or without
mention of antepartum condition

649.12 obesity complicating pregnancy, childbirth, or
the puerperium, delivered, with mention
of postpartum complication

649.13 obesity complicating pregnancy, childbirth, or the
puerperium, antepartum condition or complication

649.14 obesity complicating pregnancy, childbirth, or the
puerperium, postpartum condition or complication

649.20 bariatric surgery status complicating pregnancy,
childbirth, or the puerperium, unspecified as to
episode of care or not applicable

649.21 bariatric surgery status complicating pregnancy,
childbirth, or the puerperium, delivered, with
or without mention of antepartum condition

649.22 bariatric surgery status complicating pregnancy,
childbirth, or the puerperium, delivered, with
mention of postpartum complication

649.23 bariatric surgery status complicating pregnancy,
childbirth, or the puerperium, antepartum
condition or complication

649.24 bariatric surgery status complicating pregnancy,
childbirth, or the puerperium, postpartum
condition or complication
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649.30 coagulation defects complicating pregnancy,
childbirth, or the puerperium, unspecified as to
episode of care or not applicable

649.31 coagulation defects complicating pregnancy,
childbirth, or the puerperium, delivered, with or
without mention of antepartum condition

649.32 coagulation defects complicating pregnancy,
childbirth, or the puerperium, delivered, with
mention of postpartum complication

649.33 coagulation defects complicating pregnancy,
childbirth, or the puerperium, antepartum condition
or complication

649.34 coagulation defects complicating pregnancy,
childbirth, or the puerperium, postpartum condition
or complication

649.40 epilepsy complicating pregnancy, childbirth, or the
puerperium, unspecified as to episode of care or not
applicable

649.41 epilepsy complicating pregnancy, childbirth, or the
puerperium, delivered, with or without mention of
antepartum condition

649.42 epilepsy complicating pregnancy, childbirth, or the
puerperium, delivered, with mention of postpartum
complication

649.43 epilepsy complicating pregnancy, childbirth, or the
puerperium, antepartum condition or complication

649.44 epilepsy complicating pregnancy, childbirth, or the
puerperium, postpartum condition or complication

649.50 spotting complicating pregnancy, unspecified as to
episode of care or not applicable

649.51 spotting complicating pregnancy, delivered, with or
without mention of antepartum condition

649.53 spotting complicating pregnancy, antepartum
condition or complication

649.60 uterine size date discrepancy, unspecified as to
episode of care or not applicable

649.61 uterine size date discrepancy, delivered, with or
without mention of antepartum condition

649.62 uterine size date discrepancy, delivered, with mention
of postpartum complication

649.63 uterine size date discrepancy, antepartum condition or
complication

649.64 uterine size date discrepancy, postpartum condition or
complication

DISEASES OF THE MUSCULOSKELETAL SYSTEM
AND CONNECTIVE TISSUE

729.71 nontraumatic compartment syndrome of upper
extremity

729.72 nontraumatic compartment syndrome of lower
extremity

729.73 nontraumatic compartment syndrome of abdomen
729.79 nontraumatic compartment syndrome of other sites
731.3 major osseous defects

SYMPTOMS, SIGNS, AND ILL-DEFINED CONDITIONS
780.32 complex febrile convulsions
780.96 generalized pain
780.97 altered mental status

784.91 postnasal drip
784.99 other symptoms involving head and neck
788.64 urinary hesitancy
788.65 straining on urination
793.91 image test inconclusive due to excess body fat
793.99 other nonspecific abnormal findings on radiological

and other examinations of body structure
795.06 Papanicolaou smear of cervix with cytologic evidence

of malignancy
795.81 elevated carcinoembryonic antigen (CEA)
795.82 elevated cancer antigen 125 (CA 125)
795.89 other abnormal tumor markers

INJURY AND POISONING
958.90 compartment syndrome, unspecified
958.91 traumatic compartment syndrome of upper

extremity
958.92 traumatic compartment syndrome of lower

extremity
958.93 traumatic compartment syndrome of abdomen
958.99 traumatic compartment syndrome of other sites
995.20 unspecified adverse effect of unspecified drug,

medicinal and biological substance
995.21 Arthus phenomenon
995.22 unspecified adverse effect of anesthesia
995.23 unspecified adverse effect of insulin
995.27 other drug allergy
995.29 unspecified adverse effect of other drug, medicinal

and biological substance

V CODES
V18.51 family history of colonic polyps
V18.59 family history of other digestive disorders
V26.34 testing of male for genetic disease carrier status
V26.35 encounter for testing of male partner of habitual

aborter
V26.39 other genetic testing of male
V45.86 bariatric surgery status
V58.30 encounter for change or removal of nonsurgical wound

dressing
V58.31 encounter for change or removal of surgical wound

dressing
V58.32 encounter for removal of sutures
V72.11 encounter for hearing examination following failed

hearing screening
V72.19 other examination of ears and hearing
V82.71 screening for genetic disease carrier status
V82.79 other genetic screening
V85.51 Body Mass Index, pediatric, less than 5th percentile

for age
V85.52 Body Mass Index, pediatric, 5th percentile to less

than 85th percentile for age
V85.53 Body Mass Index, pediatric, 85th percentile to less

than 95th percentile for age
V85.54 Body Mass Index, pediatric, greater than or equal

to 95th percentile for age
V86.0 estrogen receptor positive status (ER+)
V86.1 estrogen receptor negative status (ER–)
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ENDOCRINE, NUTRITIONAL
255.10

BLOOD AND BLOOD-FORMING ORGANS
285.29

NERVOUS SYSTEM AND SENSE ORGANS
323.1 333.6 345.50 345.80 389.11 389.14
323.2 345.40 345.51 345.81 389.12 389.18
323.9 345.41

CIRCULATORY SYSTEM
403.00 403.11 404.00 404.03 404.12 404.91
403.01 403.90 404.01 404.10 404.13 404.92
403.10 403.91 404.02 404.11 404.90 404.93

DIGESTIVE SYSTEM
524.21 524.22 524.23 524.35

GENITOURINARY SYSTEM
600.00 600.01 600.20 600.21 600.90 600.91

SYMPTOMS, SIGNS
780.31 780.95 790.93

INJURY AND POISONING
873.63 873.73 995.91 995.92 995.93 995.94

V CODES
V26.31 V26.32

– codes with revised descriptions –

NEOPLASMS
238.7

ENDOCRINE, NUTRITIONAL
277.3

BLOOD AND BLOOD-FORMING ORGANS
284.0 288.0

NERVOUS SYSTEM AND SENSE ORGANS
323.0 323.4 323.5 323.6 323.7 323.8 333.7

RESPIRATORY SYSTEM
478.1 519.1

DIGESTIVE SYSTEM
521.8 523.0 523.1 523.3 523.4 528.0

GENITOURINARY SYSTEM
608.2 616.8 629.8

SYMPTOMS, SIGNS
784.9 793.9

INJURY AND POISONING
995.2

V CODES
V18.5 V58.3 V72.1

– deleted codes –

(continued from page 5)
or bipolar disorder, which is a brain disorder that
causes shifts in mood and energy.
Bipolar disorder is not just a matter of ups and

downs but episodes of great euphoria and major
depression serious enough to damage quality of life.
On the manic end are increased energy and activity,

restlessness, euphoria, irritability, racing thoughts, and
distraction. The patient may need very little sleep.
There can be increased sex drive, a sense of great abil-
ity and power, and overuse of alcohol. And all along,
the patient will deny anything is wrong.
Generally, a patient is diagnosed as manic when sev-

eral of those symptoms are present for a week or
more.
The mania can be severe or moderate. If it’s moder-

ate, it’s called hypomania.
On the depressive end are sadness, anxiousness,

hopelessness, and feelings of being worthless. The
patient loses interest in the pleasures of life, including
sex. There can be excessive sleeping or insomnia,
weight loss, thoughts of death, and suicide attempts.
Oddly enough, a patient can have both mania and

depression at the same time. When that happens there

is agitation along with thoughts of hopelessness and
even suicide, yet the patient feels happy.
Bipolar disorder can vary in both frequency and

type of episodes, but the classic form – sometimes
termed bipolar I – is recurrent ups and downs of
mania and depression. It’s a chronic disease that has
to be managed, yet people often don’t recognize it as
an illness and so suffer on without treatment.

the treatment is long-term

There is treatment for both depression and bipolar
disorder. However, as with diabetes, it’s long-term and
has to be monitored.
For depression alone, it’s antidepressant drugs,

including those known as selective seratonin reuptake
inhibitors, or SSRIs. Usually they have to be taken
from four to as long as eight weeks before they take
full effect.
For bipolar disorder, the goal is mood stabilization,

and the first FDA-approved drug for it was lithium.
Anticonvulsive medications are also used, often in

combination with the lithium.
There is also electroconvulsive therapy, or electric
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shock. That’s sometimes used when the drug is inef-
fective or when taking the medication is risky, as
when the patient is pregnant.
Primary care physicians often prescribe medication

for depression, but for bipolar disorders, a psychiatrist
should do the prescribing.

the codes begin at 296

The codes for both depression and bipolar disorder
are found in chapter 5 of ICD-9-CM, which covers
mental disorders (codes 290-319).
The episodic mood disorders start in the 296 area,

but be sure to pay attention to the exclusion notes,
which appear on just about all of those codes.
There are fourth digits to explain the type of disor-

der, or the swing the patient is experiencing. For
example, code 296.0 is for bipolar I disorder with a
single manic episode, code 296.2 is for a single
episode of acute depression, code 296.3 is for a recur-
rent episode of acute depression, and code 296.5 is for
bipolar I disorder with the most recent episode being
depression.
The mood disorder codes also have fifth digits to

show the level of severity or whether the disorder is in
remission. Those fifth digits are required, but keep in
mind that there must be specific documentation in the
record to support them.
Depression can be part of the mood disorder, but it

can also be a diagnosis on its on. For example, code
300.4 covers dsythymia, which is depression with
anxiety.
There are also very specific codes for depression.

For example, the 309 codes show depression caused
by poor adjustment to stress. Code 309.0 shows an
adjustment disorder with depression, or a reaction to
grief. And code 309.1 shows a prolonged depressive
reaction.
For simple depressive disorder not elsewhere clas-

sified, the code is 311. Use that code if the documen-
tation says only that the patient is suffering from
depression and is not more specific.
For a nonpsychiatric office such as an internal med-

icine practice, 311 is the depression code that will
likely get the most use, because all the doctor will be
able to diagnose is general depression. A more specif-
ic diagnosis usually requires psychiatric evaluation.
And an overall rule to remember is that when using

either the mood disorder or depression codes, the
coder cannot simply review the record and make a
selection. The code has to be based on the physician’s
documentation.
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. �

Bringing in a new doctor:
beyond the paperwork
is orientation to the office
In March, MOM outlined the paperwork involved in

bringing a new physician on board. (“Bringing in a
new doctor; a manager’s list of – gasp! – all the job
entails”) Here now is an outline of the nonpaperwork
– the orientation the new physician needs.
Beyond the credentialing, managed caring, and hos-

pital privileging is the enormous job of orienting a
new physician to the practice.
But what many offices don’t realize is that orienta-

tion goes beyond explaining the office procedures,
says LINDA CUTLER, FACMPE, a physician prac-
tice management consultant in Philadelphia. Just as
important is showing the new doctor how things are
done and how to fit into the stream of the office’s
daily life. That’s what creates self satisfaction and job
satisfaction and keeps any new employee on board.
Her advice is to draw up a list of all the facts and

procedures and people and nuances the new physician
needs to learn.
“People forget how much they know” and assume

other people understand those things, she says. By
writing it out, the manager can lay out the path the
new doctor is expected to take.

here are the major categories

The list will be long and will differ according to the
practice and according to whether the doctor is right
out of school or has experience. But Cutler groups the
information into these major categories.
• Money. Part of this category can be provided by

the manager and part by the head biller or coder.
Give the doctor a list of the managed care compa-

nies the office contracts with plus a list of each one’s
requirements for lab usage and so on.
Explain the billing and collection procedures.
And for an inexperienced doctor, begin at the

beginning with a full explanation of how the office
gets paid and how the managed care contractual
amounts are set.
• Coding. The main points to cover are the E/M

codes along with their levels and the documentation
required for each. Also explain the CPT codes the
office uses and the superbill.
Again, for first-time doctors the office will literally

have to hold a coding school, Cutler says, because
they will come in “with no training in coding and doc-
umentation and how to bill for their visits.”
• Marketing. Find out what the doctor’s interests

are and use that information in the marketing. If a new
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ophthalmologist also does plastic surgery, that fact
needs to be included in the office’s marketing materi-
als as well as in the announcement of the new doctor’s
arrival.
There’s also referral orientation. The managing

physician needs to introduce the new doctor to the
office’s main referral sources and also to the physi-
cians to whom the office sends referrals.
• Staff. Give the doctor a list of the staff with their

titles and responsibilities.
Cutler points out while staff titles are much the

same in every office, the duties that go with them
vary, and not understanding what the responsibilities
are, a doctor can create inefficiencies by underusing a
staffer – or animosity by expecting too much of some-
one. And it’s easy for staff to throw up a workblock to
a new doctor who “makes demands on them that
nobody else in the practice does.”
This part of the orientation needs to extend to staff

as well.
Explain to them what their roles are with the new

physician. Like any employees, their first allegiance is
to the doctors who hired them, so the manager needs
to clarify that they must expand that allegiance to the
new doctor.
• The appointment schedule. Explain how the

office sets appointments and the amount of time allot-
ted for various services.
Explain too how many appointments the practice

expects the new doctor to manage.
Tell which patients will be assigned to the doctor,

perhaps all the new patients or all those previously
seen by a retired physician.
Also, if the physicians are paid on productivity, the

newcomer needs to be part of the scheduling process.
Cutler adds that “the ultimate concern is patient sat-

isfaction,” so the office also has to decide what it will
tell patients when it assigns them to the new doctor,
perhaps that Dr. A has retired and Dr. New is now see-
ing the patients.
Along with that, tell the doctor how much notice is

needed for time-off requests and explain the why of it
– that inadequate notice means extra staff time to call
patients to reschedule and that patients aren’t pleased
to be asked to reschedule.
• Medical records. If the office uses electronic

records, the manager needs to set up training for the
new doctor.
For the paper records, the orientation needs to cover

the basics of where the files are located, how they are
indexed, and the rules for who pulls the charts.
In addition, Cutler says, go over the record proce-

dures such as whether staff give the physicians the
charts with their call messages and where those charts
are placed.
This category will also include whatever record

organization rules and documentation formats the
office follows.
• Lab procedures. Outline the office’s process for

reviewing lab reports. Explain how reports are filed
and how patients are notified. Also explain the proce-
dures for handling normal and abnormal reports.
• Compliance. Finally there are the things that are

forever ongoing for both the experienced and the just-
out-of-school physicians. They are HIPAA, OSHA,
Medicare, Medicaid – the list goes on. �

Survey staff to find out
the satisfaction level and
what needs improvement
Though few managers do it, there are a lot of good

reasons to survey staff.
A survey gives staff a say in things, and that gener-

ates a sense of ownership in the practice.
It also tells them they count.
What’s more, a survey can reveal issues that aren’t

apparent to even the most watchful manager, say
MELISSAA. GUY, SPHR, director of consulting,
and ANDRIANNE COURT, SPHR, vice-president of
human resources for The Oasis Group, a professional
employer organization in West Palm Beach, FL.
Some employers “find it intimidating” to ask for

staff’s opinions, they say, but that’s usually because
they fear “hearing what they don’t want to hear.”

the why, the when, and the how

The purpose of the survey, Court explains, is to find
out if staff are satisfied with their assignments, pay,
and benefits and if they see the office as a good place
to work. It’s also to identify the office’s weak spots
and produce good ideas for improving them.
To get useful results, survey every six months and

compare the results as they move from year to year.
To get candid answers, put a statement on the front

page that the survey is anonymous and also that “there
will be no retaliation based on the responses.”
And to get good participation, introduce the survey

“with fanfare,” because many times employees aren’t
interested in responding. In fact, a participation rate of
80% is considered “outstanding.”
Announce it at a meeting. Send out a memo. Also

ask the doctors to talk about it with staff, because if
they support it, staff will want to participate.
Some managers even give a small prize to every

staffer who completes the survey.
It’s especially difficult to get participation with an



office’s first survey, she says. But when staff see that
the manager acts on what’s said, the participation
starts to grow.

short and not much writing

As to what the survey should look like, the main
rule is keep it short, Guy says. If it takes more than 15
minutes to complete, “people won’t respond.” Or if
they do respond, the answers will be too brief to be of
much use.
Ask no more than 20 or 30 questions, with no more

than one or two on any single topic.
Make most of them – about 70% – multiple choice,

“because people would rather pick A or B or C than
write out an answer.” Then include an “other” choice
with each one for the people who do want to write
something.
Also, she says, before giving the survey to staff, the

manager should “do a trial run” and fill it out “to see
if it makes sense.”

be ready to make changes

Guy also points out that the manager has to be
ready to respond to the comments.
When staff give the manager something, “they

expect something back.” They want to know what the
results are, and they want to see some action as a
result. If no action is to be taken, don’t give the sur-
vey.
She adds, however, that it’s a good idea to give the

results to the doctors first “so they are aware of them
and are prepared to respond.”

some sample questions to ask

The office can create its own survey or buy one off
the shelf and change it. To draw it up, just answer the
question “what are the things we want to find out
about?”
For their own client offices, Court and Guy ask

questions such as these:
Multiple choice questions about the office in gener-

al. With each of these, leave a space for “other” that
the staffer can fill in.
• What is the best part about working here? (e.g.,

recognition, my supervisor, the doctors, the environ-
ment, other ______ )
• What improvements should our office make?

(communication, work organization, management)
• If you were the manager, what would your priori-

ties be? (communication, hiring better qualified
employees, firing staff who don’t do their jobs, more
training)
• What would make your job easier? (better super-

vision, different equipment)
• What career growth do you want to see in the next

five years? (promotion, other duties, more responsibil-
ity)
Yes-or-no questions about general job satisfaction.
• I know what the office expects me to do.
• I have the tools I need to do my job.
• The manager cares about me.
• The doctors care about me.
• My opinion counts.
• The other staff do quality work.
• I have opportunities to learn and grow.
Opinion questions where staff answer from 1 to 5

for strong agreement to strong disagreement.
• I like the people I work with.
• My work is challenging.
• I am held accountable for my performance.
• I have enough training.
• I am motivated to do a good job.
• I get enough feedback on my performance.
• The manager listens to me.
• My salary is fair.
Open-ended questions where staff can write as

much as they want.
• What do you like most about working here?
• What is your biggest concern?
• What have we done recently that you believe is

positive?
• What additional training would help you in your

job? �
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