
Take a look at the malpractice coverage. Then take
a look at the doctors’ disability coverage.
Most offices fail to recognize that the need for both

far outweighs the cost, however high, says MARY
McGRATH, CPA, CFP, executive vice-president of
Cozad Asset Management in Champaign, IL.
Here McGrath, who is a specialist in financial plan-

ning for medical offices, explains the points that most
often need attention.

how much malpractice coverage?

First is the question of how much malpractice cov-
erage the office needs.
The amount is a matter of dispute, but $1 million to

$3 million is the standard, and most awards fall into
that range.
When attorneys file medical malpractice suits,

McGrath explains, they invariably look at the amount
of coverage the defendant has, “and nine times out of
10, that’s the amount they go for. If there’s $1 million
in coverage, they want that; if there’s $5 million, they
want that.”
Rarely do they go beyond that and try for the physi-

cian’s personal assets as well, because doing so
requires more work. It’s easier to get “quick fast
money,” and the available insurance money is “the
easiest to get.”
For that reason, additional coverage usually doesn’t

provide additional protection. It just gives an attorney
“a bigger pot to go after.”
And on the very far end of the spectrum, she says,

it’s not feasible for a doctor to have enough coverage
to protect against a newsmaking award of, say, $40
million.
She adds, however, that even though doctors’ per-

sonal assets are usually not at stake, for safety, physi-
cians do need to protection there.
That means putting as much as possible in claim-

exempt areas such as retirement plans and 529 tuition
plans and also setting up family limited partnerships
and limited liability corporations.
A doctor’s personal portfolio should never have

everything in the doctor’s name, “because that’s easily
attachable.”

tail coverage for office and doctor

Next is the question of tail coverage, which protects
against claims arising from incidents that occurred
while a retired doctor was still in practice.
Every retired doctor needs it, and so does the office,

because when a malpractice claim gets filed, the
plaintiff’s attorney throws out a wide net that encom-
passes not just the doctor “but every other person who
has ever touched that record.”
A claim usually doesn’t appear until at least a year

or two after an event occurs, McGrath says, and for
that reason both office and doctor need to keep the tail

(please turn to page 3)
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this month’s
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A simple code check on claims
ends denials and ups collections
It’s the little errors that cause the greatest problems. And it’s the

little checks that solve them.
MIRIAM DOMINGUEZ found that out two yeas ago when she

became manager of Smith, Matza & Kutner, MDs, a two-physician
family and internal medicine practice in Miami.
At that time the office was seeing as many as 10 denials a day,

and nearly 48% of the receivables were at 120 days or more.
The biggest hold-up was failure to link the procedure to the diag-

nosis, such as billing for an EKG for a diabetic patient without link-
ing it to shortness of breath. But the office was also losing money to
small omissions such as no administration code with immunizations
and no modifier with bilateral procedures or additional procedures
such as skin tag removals.
So Dominguez began a daily “common sense” claim review,

which she continues today.
Before the claims are printed out, she simply compares the

superbill to what staff have posted in the system. What gets picked
up are things so obvious that staff see them and say “oh yes, why
didn’t I think of that?”
At the start, the work was time consuming, she admits. But as

staff redid the claims and learned what mistakes to watch for, the
job lightened until it’s now a matter of reviewing about 70 claims a
day, which takes no more than half an hour. And the half hour is
made up over and over again on the other end, she says, “because
there’s no going back to do appeals.”
The outcome has been significant. In about six months, the office

cleared up the appeals and re-appeals and reduced the denials for
code incompatibility “to about zero.” Now 60% of the claims get
paid within 30 to 60 days and 20% within 90 days. Scarcely 1% are
at the 120-day point, and those are for unavoidable payer holdups.
To maintain that status, Dominguez meets with staff to get their

suggestions for improvements. And to enforce that, she gives quar-
terly bonuses for revenue increases. “When they see the money is
there to be made,” she says, they are eager to make changes.
Dominguez’s view is that if more than 20% of the receivables are

at the 120-day point, “the manager needs to be directly involved in
the billing and collection work.” The manager is responsible for the
receivables, she says, and it’s coding that determines what those
receivables are. “The coder’s work represents the manager.”
If you have 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)
coverage for about five years and possibly longer for
specialties such as pediatrics where suits can crop up
many years later.
The premiums are not cheap but are lower than the

standard malpractice premiums. And some states offer
better rates for doctors who have been practicing there
for a certain number of years.
Talk with the malpractice carrier to find out what

the specialty requires and how long the coverage
needs to be maintained.

budget big for premium hikes

There’s also the question of how to budget for the
malpractice premiums.
Premiums go up far more than most managers plan

for. “There are still people who want to budget for a
5% or 7% increase,” yet it’s not uncommon to see pre-
miums go up by 15%, and in some states by as much
as 30%.
With tail coverage, the budgeting becomes a per-

sonal problem for the doctors, McGrath says. They
have to plan for it as a necessary retirement expense.
“It’s just something they have to pay. It’s like a mort-
gage.”
But what many doctors fail to realize is that it will

be a personal expense they don’t currently have to
pay. The malpractice premium is a practice expense;
the tail coverage premium comes out of their own
pockets and can significantly reduce their retirement
incomes.

disability: an absolute necessity

Then there’s the disability insurance, and the ques-
tion most at issue there is whether it’s an essential
expense.
McGrath’s answer is that disability coverage ranks

right up there with the malpractice coverage. “It’s an
absolute necessity and even more important than life
insurance.”
When a physician dies, she explains, the family is

usually able to adjust to the income loss. But when a
physician becomes disabled, not only does the income
dry up, but the doctor is there incurring living expens-
es and possibly health care expenses as well. “It’s the
absolutely worst place to be.”
And what physicians scarcely ever appreciate is the

fact that “it takes very little to disable them.” An eye
problem or Parkinson’s disease, for example, might
not disable someone in another profession, but it will
surely disable a surgeon, and whatever new job that
surgeon may take on, it’s doubtful it will produce as
much income as a surgery practice.
For that reason, doctors should buy “own-occupa-

tion” disability coverage, which pays when somebody
can still work but can’t continue in the former occupa-
tion. That way, the doctor can take on some other type
of job or even practice in some other area and still get
disability payments through some specified retirement
age.
How much disability coverage is enough?
“Enough is as much as the doctor can get,” she

says, because the amount a policy pays out will
always be less than what the doctor is earning now.
Insurance companies put limits on the amount of cov-
erage they sell so as to make disability a somewhat
unattractive option. “They don’t want to encourage
people not to work.”
She adds, however, that the coverage is so neces-

sary that she requires her own clients who opt not to
have it to sign a form saying they do so against her
advice.

read those exclusions

With all insurance, McGrath says, the big question
is what it covers – and what it doesn’t cover.
“It’s rare that anybody understands a policy.” There

are “pages and pages of exclusions and circum-
stances,” and people run into unpleasant surprises
when it comes time to use the coverage.
Her advice to managers is to get educated mostly on

the exclusions. Read them. Then meet with the agent
and ask for an explanation of each one. And then
remember the many Katrina victims who found out
too late that they were protected against water damage
but not against wind damage.
It may be that the general business policy doesn’t

cover intentional acts or acts outside the scope of
employment or acts involving employees in protected
classes. Or the malpractice policy may exclude claims
involving medical products used differently than the
manufacturer recommends.
Know what’s lying out there with no protection, she

says. There are many places that happens. It’s not
uncommon, for example, for an office to set up its
own way of applying a cast or putting in stitches that
involves using some item in a novel way.
And beyond that, buy the insurance from an agent

who deals regularly with physician coverage, “not the
doctor’s neighbor who happens to sell it.” A physician
office has unique coverage needs, and the agent needs
to know what those needs are and what policies best
provide them.

manager, protect thyself

Finally there’s the matter of the protecting the staff
and the manager personally.
A suit could be caused by a staffer, perhaps when a
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staffer delays making an appointment and a patient
suffers as a result. Moreover, “anybody who speaks to
a patient or works with a patient can be brought in on
a lawsuit.”
Verify that there is employee protection in the mal-

practice policy, McGrath says.
If there is, make sure the office has met the paper

requirements of the policy. Some policies say cover-
age extends to all office personnel in whatever capaci-
ty, but others require that each person covered must be
listed by name.
If there is no protection, the office needs to get it.

What if the doctors aren’t eager to spend the money?
In that case, the manager has to explain to them that
not having employee protection means anybody who
works in the office could be sued personally. �

September will bring
a revenue shortfall:
Medicare payment cutoffs
Get ready for a revenue shortfall in September.
Medicare won’t pay any claims for nine days –

from September 22 to September 30. And though the
held-over claims will be paid in October, that comes
out to about a 30% cut in Medicare revenues for
September.
Depending on the office’s Medicare patient percent-

age, the delay could seriously affect both revenues
and expenses for the month.
The holdup applies to all claims – new, adjusted,

and secondary payer. Whatever would ordinarily be
paid during the last days of September won’t be paid
until October 2, and Medicare will not pay any inter-
est or late penalty for the delay.
The no-pay dates of September 22-30 are the last

nine days of the government’s fiscal year, which
begins October 1.

for the books, not the money

The pay stop is required by the Deficit Reduction
Act that was signed into law in February.
The DRA is an effort to reduce government spend-

ing for entitlement programs, or Medicare, Medicaid,
and Social Security.
By 2030, that spending is expected to account for

almost 60% of the entire federal budget. For Medi-
care, the DRA reduces spending over the next five
years by $6 billion, mostly by capping payments for
certain services.
The nine-day payment hold is scarcely a money

saver, however. It will simply make the government’s
books look good for 2006, because it will show a
reduction in the amount spent this year for Medicare.
It is a one-time hold. For now at least, there is no

plan to repeat it.
Surprisingly, the DRA is the same law that removed

the 4.4% Medicare payment cut offices were original-
ly scheduled to see this year. It reinstated last year’s
payment rates. �

Waste no time!
Get the office’s NPIs
and start using them now
Though there’s still a year left to do so, offices

should get their NPIs or National Provider Identifiers
now.
The NPI is the new identifier that every provider

will soon have to use on claims. It will replace all
other identifiers, including the UPINs and the identi-
fiers individual payers now require offices to use.
The NPIs are currently in the phase-in stage.

Medicare will accept them on claims but still requires
offices to use their old Medicare numbers. Come
October, Medicare will accept either the NPI, the old
number, or both. And come next May, it’s NPIs or no
money. The new identifiers will have to be on every
electronic claim beginning May 23 of next year or
there won’t be any payment.

wait and risk a cash flow problem

While there is obviously still time to get the NPIs,
Medicare is pushing offices to do so now, and for
good reason: a last-minute rush for numbers could
cause payment backlogs, and the office’s claims could
be held up.
Says Medicare, the safest way to avoid disruption to

the cash flow this time next year is to get the NPIs
now.
There’s more to the NPIs than just applying for

them, Medicare cautions. Once the office has its num-
bers, it will have to modify its own system to accom-
modate them. It will also have to tell every other
health care provider it works with – such as hospitals,
referring offices, and possibly some vendors – what
its NPIs are.

10 digits to simplification

The NPI is a 10-digit number that never expires and
never changes. It’s a lifelong indentifier that stays the
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same whether its owner moves or changes jobs.
Its purpose is simplification. Offices will use the

single identifier on all claims, regardless of who the
payer is, thus making electronic claim submission and
payment considerably easier all around. The office
won’t have to use different identifiers for different
payers.
The NPIs are required by HIPAA, so any person or

any entity who is covered by HIPAA and who sends
electronic claims has to have one. Essentially, that
means anybody in the billing and payment loop from
providing the service to receiving the payment – doc-
tors, nurses, physician assistants, dentists, pharma-
cists, group practices, hospitals, nursing homes, phar-
macies, labs, and durable medical equipment suppli-
ers.
The new identifiers will go on every element relat-

ed to payment – claims, authorizations, inquiries on
eligibility and claim status, referrals, payments, pre-
scriptions, coordination of benefits between health
plans, and medical records.
Don’t be confused by the fact that the NPIs come

under HIPAA. They are not a matter of privacy but of
electronic claims submission. They have to be shared
with any providers or payers that need them for pay-
ment transactions.

here’s the timetable

For Medicare, the schedule for using the NPIs is
this:
Now until October 1

• NPI accepted
• old identifier required

October 1 until May 23, 2007
• NPI accepted
• old identifier not required

May 23, 2007
• NPI required
• old identifier not accepted

NonMedicare payers are free to do what they want
from now until May 23, but on that date, they have to
use the NPIs and nothing else. Each payer is supposed
to notify offices when they can start putting the NPIs
on their claims.
A caution however: there’s nothing that says the

nonMedicare payers can’t require the NPIs before
May 23. Probably they won’t; but don’t lose sight of
the fact that they can if they want to.

and here’s how to apply

The office can get its NPIs online at https://nppes
.cms.hhs.gov. Or it can call 800/465-3203 for a paper
application.
It’s possible to apply for a single number or for all

the office’s physician numbers at once.
There is a private company that’s assigning the

numbers, and it carries the somewhat sinister-sound-
ing name of the Enumerator.
When applying for the NPIs, Medicare says, the

office should give the Enumerator its current
Medicare numbers as well as all the identifying num-
bers it currently uses for other payers. Also give the
state name with the Medicaid number.

just one number; no more

Medicare cautions not to get confused on one point,
and it is that offices will likely get notices about the
NPIs from all their individual payers.
That doesn’t mean the office has to apply for a

number for each plan.
All the office needs to submit is the one application,

and all it will get is one number. When the NPI is
assigned, use that one number for every payer. �

In Atlanta, staff reviews
begin with a self evaluation
that emphasizes recognition
A question readers often ask MOM is what points to

cover at staff evaluations.
There’s no specific answer to that. However, here is

an easy approach that a law firm manager uses. It
starts with a self evaluation form that asks staff to cite
the positive things they have done throughout the year
as well as the areas where they need improvement.
The outcome is that staff get full recognition for

their contributions, says DONNAM. GOSS, office
manager of Davis, Matthews & Quiqley in Atlanta.
But at the same time they are forced to look critically
at their performance, with the result that they aren’t
surprised at whatever negative or disciplinary remarks
they may hear at the final evaluation.

just four questions tell the story

The self evaluation is one page long and asks staff
to comment on just four items. In the past, the office
used a long form that had too many pages and asked
too many questions, Goss says, and “staff were intimi-
dated by it.” So she shortened it, though staff are free
to attach additional pages and often do so.
The four items are these:
• Accomplishments or new abilities demonstrat-

ed in the past year.
People are naturally reticent to cite their accom-
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plishments, Goss says, so she tells staff to use this
question “to sell themselves.” She emphasizes that it’s
human nature for a boss to remember only what’s
transpired in recent months and that this is an opportu-
nity to cite the entire year’s accomplishments so noth-
ing gets overlooked.
Staff mention thing such as training they have

sought and projects they have completed and times
when they have taken the initiative to help other
groups, and Goss finds they are both truthful and
accurate in what they cite.
• Specific areas of improvement needed.
To complete this section, staff have to look critical-

ly at their performance and think of the areas where
they can make improvements.
Often they cite things pointed out to them during

the year. “An employee who has been told to reduce
the typos or to get along better with others will bring
that up,” Goss says.
But they also cite entirely new areas, which logical-

ly means they are on track for improving those areas.
Admitting to the not-so-good beforehand takes the

surprise as well as the sting out of the final review.
• Recommendations for professional develop-

ment.
This shows whether the office is offering the right

training and growth opportunities.
It also lets staff recommend resources and educa-

tion that will help them become more proficient in
their jobs, and the office gets good recommendations.
• Additional comments.
Here staff can make whatever comments they want

– positive or negative – about their jobs and about the
office.
Some include wish-list items such as more staff

luncheons or flat screen monitors. But surprisingly,
Goss finds that staff mostly “throw in additional com-
ments about what they appreciate” or the fact that they
enjoy working there.
Overall, however, this section works “like a sugges-

tion box.”

are you sure that’s all?

Staff turn in their forms a week before the review
date, and Goss reviews them mainly to make sure
nobody overlooks an accomplishment.
One staffer, for example, omitted the fact that she

had created a data base for all the office’s forms. It
was an important accomplishment, so Goss went back
to that staffer and suggested that she include it.
With the extra edit, each staffer is ensured the best

review possible. It also shows staff that the manager
wants them to be successful and to get credit for their
success.
From there, the self evaluations go to the attorneys

staff work for. Usually they agree with what’s written,
though they do add recommendations for improve-
ment such as that a staffer needs to seek out more
work or improve punctuality.
Finally, Goss goes over the full evaluation with the

staffer and at that time tells the staffer what the raise
will be. Afterwards, she writes a summary of the dis-
cussion, and that plus the self evaluation goes into the
employee’s file. �

ICD-9-CM’s new updates
from myelitis to octopus pots
BY THERESE M. JORWIC, MPH, RHIA, CCS
Every year brings changes to the ICD-9-CM codes,

and every year those changes take effect October 1,
which is the start of the government’s fiscal year.
This year’s changes are 204 new diagnosis codes,

28 deleted ones, and 58 title revisions. They appear in
the April 25 issue of the Federal Register, and all of
them are listed in last month’s issue of MOM.
Here now is an explanation of the first half of the

updates. It begins with infectious and parasitic disease
and continues through the diseases of the circulatory
system.
We’ll cover the rest of the new codes next month.

lots of new codes for myelitis

Perhaps the most significant change is a large num-
ber of new codes for myelitis, which is an inflamma-
tion of the spinal cord. (One meaning of myelo is
spinal cord.)
Myelitis disrupts the central nervous system and

can bring on pain and also paralysis. It has many caus-
es, including postoperative infections, toxins, tumor,
and trauma, and to a great extent what the new codes
do is identify the causes.
The new codes appear in two ICD-9-CM chapters –

infectious diseases and nervous system disorders.
In the infectious disease chapter: This chapter has

three of the new codes. They are 052.2 for postvaricel-
la myelitis, or myelitis resulting from chickenpox,
053.14 for myelitis resulting from herpes zoster, and

ICD-9-CM and CPT
coding update
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053.74 for myelitis resulting from herpes simplex.
In the nervous system chapter: The nervous system

and sense organs chapter has 13 new myelitis codes,
all of which are fifth-digit expansions to identify the
causes of encephalitis, encephalomyelitis, and
myelitis alone. Encephalitis is inflammation of the
brain, and encephalomyelitis is inflammation of both
the brain and spinal cord. The new codes are these:
• 323.01 for both encephalitis and encephalo-

myelitis caused by viral disease and 323.02 for
myelitis alone caused by viral disease.
• 323.41 for both conditions due to infection and

323.42 for myelitis alone due to infection.
• 323.51 for both and 323.52 for myelitis alone

resulting from immunization.
• The next three codes indicate infection as a cause.

Code 323.61 is for infectious acute disseminated
encephalomyelitis, or ADEM; code 323.62 is for
postinfectious encephalitis and encephalomyelitis; and
323.63 is for simple myelitis following infection.
• Next, code 323.71 shows encephalitis and

encephalomyelitis with toxins as a cause, and code
323.72 shows toxic myelitis alone.
• And finally, codes 323.81 and 323.82 follow the

same pattern for other causes.

hematology also crosses chapters

Hematology also has new codes in several chapters,
specifically the neoplasm, endocrine, and blood chap-
ters.

In the neoplasms chapter: The new codes here
begin in the 238 category for myeloproliferative disor-
ders, which are blood malignancies, or blood diseases
involving cellular proliferation. (Besides spinal cord,
myelo means bone marrow.)
First is 238.71 for essential thrombocythemia, a

marked elevation in the platelet count of the bone
marrow that can cause bleeding and clotting.
Next are 238.72 and 238.73 for low- and high-grade

myelodysplastic syndrome. That’s an acquired bone
marrow disorder often referred to as preleukemia
because it commonly precedes myelogenous leukemia.
Following those are codes 238.74 for the disorder

determined by 5q deletion, or bone marrow testing,
and 238.75 for the same unspecified.
Then comes 238.76 for myelofibrosis with myeloid

metaplasia, a chronic disease where the bone marrow
is replaced with fibrous tissues, resulting in progres-
sively worsening anemia.
Code 238.79 is one of the “other” codes. It covers

lymphatic and hematopoietic tissues not specifically
identified by another code.

In the endocrine chapter: In the endocrine chapter
are three more new hematologic codes. They are for
amyloidosis, a condition where insoluble protein

fibers get deposited into tissues and organs and impair
their function.
First is 277.30 for unspecified amyloidosis, second

is 277.31 for familial Mediterranean fever, and third is
277.39 for other amyloidosis.
The code for Mediterranean fever was added at the

request of Israel’s Ministry of Health. The disease is a
rare inherited form of amyloidosis that causes inflam-
mation of the abdominal cavity, chest cavity, skin, or
joints. It affects Jews of Mediterranean ancestry, and
the gene that carries it was identified only in 1997.

In the blood chapter: The remaining new hematol-
ogy codes are where they would be expected – in the
chapter covering diseases of the blood and blood-
forming organs.
They start with aplasia, which means failure to

develop. Aplastic anemia is a disorder where the bone
marrow stops producing red blood cells.
Code 284.01 covers red blood cell aplasia, or

Blackfan-Diamond syndrome, and code 284.09 covers
other constitutional aplastic anemias.
Code 284.1 is for pancytopenia, which is a decrease

in all the cellular elements of the blood – red and
white cells plus platelets.
Code 284.2 is for myelophthisis, where the second

definition of myelo – bone marrow – applies. Here the
hemotopoietic tissue in the bone marrow is replaced
by abnormal tissue, usually fibrous or malignant tis-
sue, causing a wasting of the spinal cord. The condi-
tion can appear with many disorders, including malig-
nancies, fungal infections, and osteoporosis.
The next six new codes cover neutropenia, which is

a decrease in neutrophils. Those are the blood cells
that act as the first line of defense against infection.
The codes (288.00-288.09) show whether the dis-

ease is unspecified, congenital, cyclic, drug-induced,
caused by infection, or other.
Neutropenia can also cause the spleen to generate

more cells, which results is splenomegaly or enlarged
spleen, and 289.53 is new for that.
After that is new code 289.83 for myelofibrosis

alone.
In the middle of all those codes is another one for a

distinct albeit related disorder. It is 288.4, and it cov-
ers hemophagocytic syndrome, which literally means
that the blood “eats” itself. What happens is that the
macrophages, which are the mature forms of the
monocites of the blood and bone marrow, become
overzealous and destroy the blood cells by eating
them up. The outcome is liver damage and bleeding
problems, and the condition has a high mortality rate.

the nervous system

Next comes the chapter on the nervous system and
sense organs.
Some of the new codes here (323.01-323.81 and
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341.20-341.22) are for myelitis, and they are covered
above.
The other new codes cover several areas
Cognition: These codes start with 331.83 for mild

cognitive impairment, which is a sort of interim step
toward dementia. The patient isn’t demented and still
carries on well with daily life but does have some of
the characteristics of dementia. Sadly, the condition
converts to dementia at a rate of about 12% per year.

Movement: Code 333.71 is for athetoid cerebral
palsy, a type of cerebral palsy where there are invol-
untary movements such as grimacing and drooling
that interfere with activities such as speaking, feeding,
and limb use. The movements are often noted at about
one year of age.
The new code shows the condition is acquired. If

the cause is genetic, it is coded as 333.6, which is not
a new code.
Code 333.72 is similar. It covers drug-induced dys-

tonia, which is a neurological movement disorder that
causes involuntary movements. New code 333.79 says
the condition is due to other causes.
And following that is new code 333.85 for subacute

dyskenesia, or poor movement control due to drugs.
Pain: Pain also gets new codes. In the past it was

coded in the symptoms chapter, but now it has been
moved to the nervous system chapter, with the differ-
ent codes mostly indicating the reason for the pain.
Code 338.0 is for central pain syndrome, which is

pain caused by damage to the central nervous system
as from stroke or multiple sclerosis or Parkinson’s dis-
ease. The pain can extend throughout the entire ner-
vous system.
From there are new codes for acute and then chron-

ic pain.
On the acute side, code 338.11 is for acute pain due

to trauma, code 338.12 is for the very specific acute
pain caused by the chest being opened during thoraco-
tomy, 338.18 is for other acute postoperative pain, and
338.19 is for other acute pain.
On the chronic side are 338.21 for chronic pain due

to trauma, 338.22 for chronic pain due to thoracotomy,
228.28 for chronic postoperative pain, and 338.29 for
other chronic pain.
Those are followed by 338.3 for neoplasm-related

pain, or pain caused by cancer, and 338.4 for chronic
pain syndrome where the patient has continuing pain.

Vision and hearing: There are also new codes for
nerve conditions affecting vision and hearing.
They start with 377.43 for optic nerve hypoplasia,

or an abnormally small optic nerve. The condition can
cause the patient to see rings in one or both eyes and
can bring on mild to severe vision impairment.
Next are codes for inflammation or infection of a

postprocedural bleb, which is a drain made on the out-
side of the eyeball after an optical procedure, most

often a procedure to treat glaucoma. The drain is
extremely thin-walled, making it a target for bacterial
invasion.
Code 379.60 is an unspecified inflammation, and

codes 379.61-379.63 are for the inflammation at
stages 1, 2, and 3. At stage 3 there is pain plus the
potential for severe vision loss.
Hearing loss has two new codes, both for loss

caused by a nerve defect. They are 389.15 for loss in
only one ear and 389.16 for asymmetrical loss, or loss
in both ears where one is worse than the other.

and now for the octopus pot

The circulatory system has only one new code, and
the name is an interesting one.
The code is 429.83, and the name is takotsubo syn-

drome, which is stress-induced cardiomyopathy, or a
dysfunction in the left ventricle caused by sudden
emotional stress.
The title is Japanese because the condition was first

identified in Japan.
A takotsubo is a Japanese fishing pot used for trap-

ping octopus. It has a round bottom and narrow neck,
much the same shape as the left ventricle.
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. �

Three management issues
that never get discussed
in management school
Not every aspect of management is written down in

the management books.
Here are three such items:
• how to tell the doctors about personal compli-

ments without making it sound like braggadocio,
• how to ask for more time on a project without

looking like a loser, and
• how to praise a staffer’s good work without tying

a raise to the compliment.
The solutions are provided by MIMI DONALD-

SON, a Marina Del Ray, CA, leadership and commu-
nications training consultant.

an inside-out thank-you letter

Situation 1. A patient, vendor, or another office
gives the manager a compliment. Should the manager
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tell the doctors about it, and if so, how?
It’s more than appropriate to tell the doctors about

compliments on the job, Donaldson says. It’s a neces-
sity.
The doctors are busy and can’t possibly know

everything that happens. Fail to tell them about the
compliment, and it may as well not have happened.
How to do that without looking like a braggart?
Tell them about it in a “thank-you-for-the-opportu-

nity letter,” or one that that repeats the compliment
but couches it as a compliment to the doctors.
Suppose Hospital A gives the manager great praise

for work done on a project. The letter might read:
“Dear Managing Physician: I want to thank you for
the opportunity to work with Hospital A on project X.
I have enjoyed learning about this type of work and
feel I did a good job on the project. In fact, Hospital
A has said some nice things about it.” Then tell verba-
tim what the hospital has said. Or, if the compliment
has come in the form of an e-mail or letter, attach a
copy.
End with another compliment such as “thank you

again for the opportunity. I enjoy working here.”
Don’t be shy about repeating the positives, Donald-

son says. And don’t be shy about repeating them again
at review time. In fact, she recommends keeping a file
of the “fan mail.” Stay attuned to compliments, and
when a patient or vendor says something positive,
write it down. When somebody sends a complimenta-
ry letter, put it in the file. Then take the file to the per-
formance review.
“It’s not pushy.” It’s true and accurate information,

and it builds a solid evaluation.

late but not a loser

Situation 2: Extra time is needed for an assignment.
How can the manager ask for it without looking like a
failure?
The wrong way: “I know you want this done by

Thursday, but I need more time.”
The conjunction but is a terrible word, Donaldson

says. It foretells something bad, in this case that the
doctors aren’t going to get what they asked for.
The right way: “I know this job is important to you

and I know you hate surprises.”
That prepares the listener for what’s to come.
Follow with “here’s the situation.” That “shifts the

listener to the left side of the brain, which is the logi-
cal side,” she says. Hearing that, anybody “will actu-
ally lean forward physically to hear the rest,” because
the expectation is that what follows will be “specific
and logical.”
Then make the case: “The assignment you gave me

was interrupted because I was answering phone calls
today, and that took much longer than I anticipated.”
Wrap up with a positive conclusion: “I want to get

this assignment done effectively and to your satisfac-
tion, so I will need more time to finish it.”
Far from being an admission of failure, that actually

lifts the manager in the doctor’s eyes, because it says
the manager doesn’t do substandard work. What boss
will say “I want a poor job right now”? More than
likely, the response will be “that’s a good idea.”

giving praise without a raise

Situation 3: A staffer does outstanding work, the
manager praises it, and the staffer asks if there will be
a raise or promotion or bonus as a result. What’s the
right answer?
Unless there’s a definite reward coming, don’t

promise one. Just recognize the work and leave it at
that, for example, “This is exactly the kind of perfor-
mance that could lead to a raise (or bonus, or whatev-
er), and I am definitely putting a notice in your file.”
That’s praise enough to encourage the staffer to

repeat the performance, but there’s no promise of any-
thing to come.
Don’t fail to give praise out of fear it will lead

someone to expect a reward, Donaldson says. The dis-
appointment of not getting a reward is far less than the
disappointment of thinking no one appreciates the
good performance. In fact, it’s lack of appreciation
that most often causes people to quit their jobs. �

Beware age discrimination!
Those ‘old’ employees
are amazingly young
As the workforce gets steadily older, age discrimi-

nation is steadily becoming the greatest employment
law risk.
Expect to see “more and more claims,” cautions

DAVID HARVEY, an employment law defense attor-
ney in the Johnson City, TN, office of Baker, Donel-
son, Bearman, Caldwell & Berkowitz.
In 15 years, the number of employees over age 55 is

expected to double, and age-related claims are likely
to exceed those “based on any other protected charac-
teristic.”

what’s the magic number?

What many managers don’t realize is that age pro-
tection is not part of Title VII of the 1964 Civil Rights
Act but came later in 1967 under a separate law, the
Age Discrimination in Employment Act.
The ADEA was modeled after Title VII, however,
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and acts in much the same way. It makes it unlawful
to base any employment decision on a person’s age.
The big surprise though is that under the ADEA, the

magic number is not 65 or even 55. It’s 40.
At 40 years old, an employee can bring a claim of

age discrimination.
The ADEA applies to offices with 20 or more

employees, though most states extend the same pro-
tection to employers with fewer than 20 employees.
And depending on the office’s business set-up, the
doctors can be counted as employees.

a few test questions

For the manager, the rule to remember is don’t fire,
demote, refuse to hire, or take any adverse job-related
action against anybody over age 39 without first
assessing the risk of getting hit with a claim, Harvey
says.
It’s hard to see people that young as being age-pro-

tected, but anybody in that category who experiences
an adverse employment action will surely give it some
thought.
To assess the risk, his advice is to answer these five

questions. Any one of them can leave the doctors wide
open to having to face the big question of “was I fired
because of my age?”
• How old are the other employees who have this

job title?
If the person getting fired or demoted or whatever

is 50, and if there are other 50-year-old employees in
similar positions, chances are a claim won’t hold
water. But if the people in like positions are in their
20s or if that person is the only 50-year-old on the
payroll, be “extra careful.”
• Is this person close to vesting in some type of ben-

efit plan?
If the employee is, say, three months away from

being 100% vested in the firm’s pension plan, watch
out. When an employee is close to a breaking point on

the benefits, suspicion starts to grow that the firing
isn’t on the up-and-up.
• Has this person complained about being harassed

or discriminated against for any reason?
If so, any adverse employment action can be seen as

retaliation for the complaint.
• Has a doctor or supervisor made inappropriate

comments about this person’s age?
Harvey recommends talking to all the doctors and

supervisors to make sure they haven’t said or written
anything “that could cause problems down the road.”
• Is this termination consistent with what we’ve

done in the past? And if so, does it seem to happen
only to people who are over 40?
The issue here is whether the office has given lee-

way to other employees with similar performance
problems.

40 years old? get a waiver signed

Even if there’s a no to each of those questions, it’s a
good idea to get a signed waiver from any terminated
employee who is as old as 40, Harvey says.
The waiver is an agreement to give up the right to

bring a discrimination claim in exchange for some-
thing, usually a financial package. But not unexpect-
edly, it has strict requirements.
To be valid, it has to be written “in plain language”

and at the level of understanding of the person who
signs it. It has to spell out the employee’s rights under
the ADEA and say that the employee should consult
an attorney. And it has to give a 21-day consideration
period before signing plus a seven-day revocation
period after signing.
In addition, what the office gives in exchange for

the waiver has to be something beyond what the
employee is entitled to.
In most cases, the settlement is a severance package

or early retirement benefits. There is no requirement
on the amount, but most employers give one month’s
pay for every year of service.
Harvey adds that when more than one person in the

40+ category is being let go, there are additional rules
the office has to follow, but they are technical to the
point that the office should consult an employment
law attorney.

just like everybody’s mom

Another safety measure is to lean hard on any type
of discriminatory comments in the office.
With age, what’s offensive can come as a surprise,

Harvey says. Phrases such as “old man” and “old
geezer” and “old buzzard” are obviously discriminato-
ry, even when the old gets dropped.
Yet not so obvious but equally damaging are

endearing comments that refer to anyone’s over-40

by john chase
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age such as “she’s like everybody’s mom.”
He cites one case that centered on a kindly com-

ment of “if you have a problem, go see Joe. He’s an
old dog here. He knows everything.” When the case
got going, one of Joe’s claims was “they kept calling
me an old dog.”
Even inspirational remarks such as “we need a

young energetic workforce here” can be dangerous.
Isolated remarks generally don’t cause problems, he

says, but use them repeatedly, even in jest, and they
can. And if an employee has evidence of the repeti-
tions, “that’s the easiest way to bring a claim.”

‘younger’ takes on a new meaning

An age claim starts off with three allegations,
Harvey explains
First is that the over-40 plaintiff was qualified to do

the job or qualified for the position.
Second is that an adverse employment action has

taken place, perhaps a demotion or firing or a refusal
to hire.
And third is that the employee was replaced by

somebody “substantially younger.”
And there’s the rub. That doesn’t mean the replace-

ment has to be outside the protected class, or younger
than 40. With age discrimination, somebody substan-
tially younger “can be a 60-year-old replacing a 70-
year-old.” Some courts have even said that as little as
eight years’ difference in age is enough “to be consid-
ered substantially younger.”

two good safety nets

There are two good protections against age discrim-
ination claims.
One is to replace the fired employee with someone

close to that person’s age.
In theory, if there’s a valid reason for the firing, the

office can bring in anybody it believes will do the job,
regardless of age. But for extra protection, make the
replacement somebody who is both over 40 and close
to the age of the person affected, perhaps replacing a
fired 55-year-old with a 50-year-old.
The other protection is the old standby of documen-

tation.
When a claim hits, the office will have to show a

legitimate and nondiscriminatory reason for the
adverse employment action. In other words, “if it
came before a jury, would they believe the story?”
An employer doesn’t have to prove anything but

does have to explain why the action was taken,
Harvey says. Then the employee has to prove that the
reason either wasn’t valid or wasn’t what motivated
the action. And to a great extent, it’s the documenta-
tion of what that employee did and how the office
responded that determines the outcome. �

For ladies only:
how to take charge
at the all-male meeting
Though they have surely taken their rightful place

in management, women are still relatively new in
some aspects of the role, one of which is taking lead-
ership in the predominantly male meeting.
Cowering is not acceptable. Neither is taking a back

seat.
The job of manager is the same for both men and

women, saysWENDYWEISS, a New York consul-
tant to business professionals and author of Cold
Calling for Women (DFD Publications, New York).
The manager’s livelihood depends on being able to
stand up and say what needs to be said and take action
on it.
Here are a half dozen rules for the female manager

on how to be more effective in the meeting.

take credit for the job

Rule 1: Take full credit for doing whatever has
been done.
Women tend not to do that, deferring to “I don’t

want to brag or look pushy.”
Taking deserved credit isn’t bragging, Weiss says.

It’s a statement of fact, and the doctors are not offend-
ed by it.
“Men don’t have a problem taking credit.” They tell

everybody about their accomplishments without reser-
vation. Women need to do the same. There’s nothing
wrong with “I spent three hours on the phone trying to
find this information, and I’m really pleased to be able
to share it with you.”
A caveat, however, is don’t sound put out by having

to do whatever was done. Show pleasure in having
succeeded so the doctors know their manager “has the
smarts and tenacity to do what needs to be done.”

don’t use softener words

Rule 2: Stay away from the softening words and
phrases women use in conversation but men don’t.
Most common are the phrases I believe, I think, and

I feel. To preface an opinion with those qualifiers
“weakens the message,” Weiss says. Leave them off.
Any statement is far stronger without them.
Another is the word just as in “I just want to say.” A

woman who says that “is apologizing for opening her
mouth.” Again, leave it out. “Instead of ‘I just want to
say,’ just say it.”
Still another is hopefully as in “we will hopefully

achieve X by the end of the year.” Like the others, it
reduces the power of the message. The doctors aren’t



paying the manager for hopeful outcomes. They are
paying for actual outcomes.
Phrase it as “our goal is to achieve X by the end of

the year” or “X is a possible outcome” or “we are at X
but our goal is Y.” The manager who says that sounds
knowledgeable. But the manager who says “we’re
hopefully going to achieve X” sounds wishy-washy
and gives the impression she has no idea what’s hap-
pening now or what the outcome might be.

lower the la-ti-do to do-re-mi

Rule 3: Lower the voice pitch. A low voice “is per-
ceived as having more authority” than a high one.
Women naturally “get squeaky” when they get ner-

vous, Weiss says, so her advice is to use a deliberately
lower voice at a meeting.
In addition, “make the inflection of every sentence

go down” as opposed to ending on a higher note and
making the sentence sound like a question.
Similarly, don’t end a statement with a question of

approval such as “we’re going to start the meeting at
10 a.m. – okay?” What the male doctors hear is that
neither the meeting nor the time is important, and
their response is going to be “maybe I’ll be there and
maybe I won’t.” But when they hear a statement of
“we’re going to start at 10 a.m.,” they show up.

quiet hands and eye contact

Rule 4: Keep still and make eye contact with the
doctors.
Don’t fiddle with the clothes or hair. Doing so

bespeaks nervousness. If keeping the hands still is a
problem, hold onto a notebook.
Don’t move unnecessarily. Walking around and

using hand expressions are acceptable but only if they
come naturally. If not, sit still and concentrate on
what’s being said.
Look directly from one doctor to the next so they

all think they are being addressed personally.
Women often hesitate to do that and so look around

or make only brief contract and then “drop their eyes
quickly.” In doing so, they lose their connection with
the audiencee.

stand up to the challenges

Rule 5: Don’t back down from challenges.
“Men can be rude,” Weiss says. They can ask ques-

tions in a “challenging manner,” and women are prone
to back down to that. “They take a step back and start
apologizing with their body language.”
If there’s a question about something the manager

has said and knows is correct, don’t be apologetic.
Simply restate what’s been said.
If there’s a question about something the manager

doesn’t know, be forthright and say “I don’t have the
answer but I can get it for you.” There’s no reason to
respond with “I’m sorry. I should have known that.”
It’s not the manager’s job to know everything.
What if one of the doctors is a bully?
Stand firm, Weiss says. What bullies enjoy is get-

ting other people upset.” Don’t get upset “and it’s no
fun for them.”
Meet the bullies where there are, but nicely.
If it’s a challenge such as “well I’ve always done it

this way” or “I believe such-and-such,” respond with
“Thank you. That’s an interesting point” and go on. If
the bully persists to the point of “there’s no way in the
world we’re going to do that,” don’t die. Ask him to
explain the why of it.

dress like a pro

Rule 6: Dress professionally, which for women
means not too tight and not too short and not too
much jewelry.
A good model to follow is the women doctors.

Dress like they do, and the male doctors will respond
to the manager in the same way they respond to their
female peers. �
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