
It’s the age of hear it all – see it all – tell it all, and
Medicare is following suit.
The government is internetting health care prices as

well as quality data on medical services.
What’s just been posted is information on 41 com-

mon hospital procedures and admissions. But that’s
the mere beginning.
Not only are more services being added to the list,

but later this summer Medicare will post similar infor-
mation for ambulatory surgery. And by fall there will
be data on outpatient services and individual physi-
cians.

here’s what’s up now

The new information, the government says, is the
first step toward making cost and quality data – lots of
it – available to the public.
It can be found at www.cms.hhs.gov/HealthCareCon

Init/01_Overview.asp#TopOfPage.
On that site are two extensive charts for patients to

use.
The first is “Top 30 Elective Inpatient Hospital

DRGs.”
It gives consumer information on the 30 most fre-

quently performed hospital procedures. Those proce-
dures include heart surgeries, surgeries of the diges-
tive system, hernia repair, pacemaker implants, hip
and knee replacements, kidney and urinary tract surg-
eries, gallbladder removal, orthopedic surgeries,
prostate removal, and female reproductive system
reconstruction.
The second is “Other Inpatient Hospital DRGs of

High Utilization.”
It does the same for 11 other common hospital

admissions, mostly those for lung disease, heart dis-
ease, diabetes, and procedures of the intestine.
Using those charts, a patient can look up a hospital

and find cost and frequency information on the 41
procedures.
The cost information is price per service. However,

the charts do not show prices for individual hospitals
but instead group all hospitals by county and then give

the range of prices for each county. In addition, they
show the national average payment for the procedure
along with the national average charge.
The frequency information shows how many times

a hospital has performed a procedure. That’s impor-
tant to know, Medicare says, because the more experi-
ence a hospital has with a procedure, the higher the
potential for quality care.

plus a preview of things to come

Those two charts are followed by a sample of
what’s to come. It’s yet another chart called “A Model
Decision-Making Tool for Patients,” and it shows
what Medicare will soon be posting.
Along with the cost and frequency information, it

gives the patient-pay amount for each service by
(please turn to page 3)
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this month’s
idea

Shelves give New York office
a clean and professional look
To maintain a professional operation, an office has to maintain a

professional appearance throughout.
People think if they work in a back area, they can be messy and

have “food and clutter” on their desks, says VERONICA L.
MOGERMAN, practice administrator for four-physician, seven
staff Manhattan Surgical Associates in New York City. Wrong. “The
billing office needs to look as nice as the front desk even though
patients never enter it.” And one way Mogerman has achieved an
all-around professional atmosphere is with shelving.
It’s easy to walk into a room and see clutter and think there’s

nothing that can be done about it, she says. But there’s always wall
space available.
In her office, the walls make good use of both open and closed

shelves, depending on what’s being stored.
The open shelves are mostly for forms and items people reach for

throughout the day. Each item is labeled on the shelf edge, and to
keep things looking even neater, the labels aren’t handwritten but
are printed with a labeler.
One of the most useful open shelves is over the copier, she says.

It holds all the different types of paper right where they are needed
so nobody has to disturb another staffer to reach them.
The closed shelves are found mostly at the front desk and in the

exam rooms. They’re for the supplies and items “that are less attrac-
tive to look at” such as toner, rubber bands, and so on. And there’s
order inside, because once again, the edges are labeled.
In the exam rooms, the items such as Q-tips and bandage supplies

that need to stay on the counters are kept in matching clear contain-
ers with lids, all of which periodically go into the dishwasher.
The closed shelving has also made it possible to combine the con-

ference room and library, Mogerman notes. That room has open
shelves for books and periodicals but closed cabinets for patient
information, so even though the room is full of paper, it always has
a clean appearance.
Shelving has even made it possible to turn a small storage room

“that was cluttered with file cabinets” into work space. The office
got rid of the file cabinets and put in shelves plus laminated desks
on three walls “like a horseshoe.” The outcome was “a huge work
area,” large enough to accommodate the two billers in an orderly
space.

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)
county. With that information, Medicare says, a
patient could choose to have a procedure done in
whatever county has the lowest out-of-pocket cost.
Along with the pay figures, the chart gives a quality

rating for the individual hospital.
Medicare plans to expand that to include patient

satisfaction scores plus the incidence of surgical infec-
tion. It also plans to show individual physician rat-
ings.

not just for Medicare either

The government points out that the numbers will be
useful to nonMedicare patients as well, because they
can use the data – especially the payment vs. charge
figures – to negotiate with offices and hospitals for
lower rates.
To enhance that leverage, the government is work-

ing to get commercial insurance companies to follow
suit and release their pricing information as well, and
some have already done so.

other items on the horizon

Expect to see much more, and sooner rather than
later.
Beyond the cost and quality information, the gov-

ernment says it will post measures of health outcomes
and patient satisfaction as well as costs for entire
treatments as opposed to individual services. There
will also be surgical infection rates and measures of
efficiency and coordination of care.
Guesstimates are that most of that will be available

within a year’s time.

but really nothing new

What’s happening is not unexpected.
Detailed hospital quality information has been

available for the past year at Medicare’s Hospital
Compare site. The address is www.hospitalcompare
.hhs.gov.
There it’s possible to select a hospital and a proce-

dure and see how well the hospital rates in specific
quality measures such as antibiotic administration fol-
lowing a procedure. The site also carries explanatory
information such as why the antibiotic administration
is necessary after the procedure.
What’s more, there is already a starter set of quality

measures that will soon be used for physician pay-
ment. (See “The shift to pay-for-performance picks up
high speed,” April.) Those measures are being
expanded to cover more physician services as well as
the effective use of medications, and Medicare will
use the data to set up a payment structure that pays
doctors according to performance. �

Staff not getting it right?
don’t blame them;
blame the communications
Not pleased with what staff are doing?
It may not be their fault. Look at the directions they

are getting – from the manager.
Whenever a staffer who is capable of doing a job

doesn’t get that job right, chances are it’s because the
manager didn’t explain what needed to be done, says
LARRY KOHN, president of Kohn Communications,
a Los Angeles communications firm that specializes in
increasing profitability by improving communications.
His advice is to assign projects via a written form

that describes it all:
• the date of the assignment and the deadline,
• a description of what needs to be done and the

quality expected,
• the names of everybody involved in the project,

and
• interim steps and their deadlines.
With the directions both complete and in writing, a

staffer can never say “I forgot that part” or “I didn’t
know it had to be done by then.” Neither is there any
doubt that the manager has explained the project ade-
quately.

when: no such thing as ASAP

The key to success, Kohn says, is to be specific at
every turn.
Start with the deadline. Make it a date.
“I need this ASAP” won’t work, because ASAP sets

no definite time and too often gets translated to “as
soon as you get a chance.”
Be precise: “I need you to get this finished by 3:00

p.m. Tuesday.”
Then go a step further and make it clear why that

deadline has to be met: “I have to send it out Tuesday
afternoon. If you’re late, I’m late.”
Staff have to appreciate that what the manager says

is what the manager means. Lay it out: “If you have a
problem with the deadline, you need to let me know
long beforehand – not the day this is due.”

what: the devil is in the detail

Next comes the description of the job followed by
the quality the manager expects to see.
What’s necessary there is to give the staffer as

much detail as possible.
Kohn gives the example of “I need a report by 3:00

p.m. Tuesday on the best available vendors for copy
machines.”
That’s not enough. The manager needs to explain
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the quality of the job, or what the finished product
needs to look like: “It needs to be no longer than one
page, it has to be typed, and it has to have the vendor
information in this order.”
If there needs to be a graph as well, say so. Other-

wise, how can the staffer possibly know?
If there’s another report that’s an example of what

the manager is looking for, show it to the staffer.

who: the people in the loop

The staffer also needs to know if there are other
people involved in the project. If there are, list them
in what Kohn terms a “loop list.”
The loop list is the names of the people who are

participating in the job or who need to be kept up to
date on how the work is progressing.
If the job is to select a copy machine, for example,

the list might include the person in charge of purchas-
ing. If certain aspects of the copier selection will need
approval from several supervisors or the senior physi-
cian, put their names on the list. Or if a management
committee has to approve the selection, list that.

how: interim steps for longer jobs

If the assignment is complex, Kohn recommends
outlining the steps it will entail and giving the staffer
a list of those steps along with the time when each
should be completed.
With the copy machine vendor list, the first step

might be to create a list of vendors, the second to con-
tact each one, the third to make a chart of the prices
and options, and so on.
Set mini deadlines for each of those steps and plan

for the staffer to report at those intervals, he says.
State it as “I want you to draw up a list of the ven-

dors you will contact and then come back to me first
before you start calling them.”
Meet with the staffer at each point to make sure the

work is progressing as it should.
That doesn’t mean hovering or checking up before

the deadlines, however. That’s micromanagement and
a sign the manager has no faith in the staffer’s ability
to do the job.
But checking in at specific intervals keeps the work

going at a steady pace. It also keeps the staffer from
jumping off the deep end and going in the wrong
direction.

did you get all that?

Now the instructions are given and the form filled
out.
Don’t stop there, Kohn says.
Ask if the staffer understands the assignment. But

don’t phrase it as “do you understand the assign-
ment?” Any employee will answer that with “yes, I
understand it” if only to avoid the embarrassment. Say
instead “now tell me your understanding of this
assignment.”
Asking for an explanation is a nondemeaning way

to get people to “think about and verbalize what their
understanding is.”
Many times the employee’s understanding is far dif-

ferent from what the manager has in mind. But that
doesn’t mean the staffer is stupid or didn’t pay atten-
tion. It means the manager didn’t get the message
across.
Don’t get angry and don’t make the staffer feel bad

for not understanding, he says. Take responsibility for
the communication failure. Respond with “let me
explain it better” or “let me explain it a different
way.” or “I must not have explained it clearly. Let me
try again.”
He adds that “the worst thing” a manager can do is

make a staffer feel inferior.
Don’t be sarcastic or make demeaning comments

such as “that’s a ridiculous question” or “I thought we
just covered that” or “you’re really not understanding
this, are you?”
Don’t fall into negative body language such as

rolling the eyes in frustration.
Don’t take phone calls or allow interruptions when

the staffer is trying to ask questions about an assign-
ment. That only says the staffer’s concerns aren’t
important.
Also don’t threaten the employee with “listen, you

need to get this right or your job is on the line.” That
may work in the short term, but long term it builds
anger, and the outcome can be that staff turn the tables
and try to “bring the manager down” by undermining
their assignments. �

Even pregnancy can
bring on claims
of job discrimination
“I’m having a baby!”
When an employee utters those words, it’s time for

congratulations. It’s also time for caution.
The danger is pregnancy discrimination, and it hap-

pens often because employees are well attuned to their
rights, says BETH T. GOLUB, a partner at Seyfarth
Shaw, a Chicago-based employment law firm.
The protection comes from the Pregnancy Discrim-

ination Act, which is an amendment to Title VII of the
Civil Rights Act. It applies to offices with 15 or more
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employees. And many states extend the same protec-
tion to offices with even fewer employees.

what does the law say?

The PDA says an employer can’t discriminate on
the basis of pregnancy, childbirth, or related medical
conditions.
It says that with a pregnancy-related absence, the

woman’s job has to be held open for the same amount
of time required for sick or disability leave. The indi-
vidual has to come back to a job with the same posi-
tion and pay.
It states too that an employer can’t refuse to hire a

woman because of her pregnancy or pregnancy-related
condition.
It forbids harassment about the pregnancy.
And it prohibits retaliation against anybody who

complains about discrimination or harassment.
Pay attention to state laws on pregnancy protection

as well, Golub notes. Many states provide even
greater protection, and when state law is more strin-
gent, it trumps the federal law. The stricter law pre-
vails.
She also points out that with pregnancy the Family

and Medical Leave Act comes into play as well,
because it allows leave for childbirth and adoption.
However, the two laws are quite separate. “The

PDA is a discrimination statute; the FMLA is a leave
statute.”

pregnancy an impairment?

The most important point managers need to be
aware of, Golub says, is that pregnancy has to be
treated the same as a temporary impairment or disabil-
ity.
Too often that doesn’t happen. It’s not uncommon,

for example, to see a manager give light duty to some-
one with, say, a broken leg but not to someone who is
pregnant.
That type of discrimination can happen easily in a

professional organization where many staff report to
different bosses, she says. Doctor A makes accommo-
dations for her assistant who broke a leg in a car acci-
dent but Doctor B doesn’t make accommodations for
his pregnant assistant.
What about attendance during the pregnancy?
Unless state law says otherwise, the office can

require the same attendance as always.
Also, if there are going to be frequent doctor visits,

it can ask the mother to schedule them during “the
least disruptive times” so the workflow isn’t interrupt-
ed.
But as usual, she says, apply that equally across the

board. If the office requests that for pregnancy, it
should request the same for all situations that require

frequent medical visits, such as treatment for allergies
or chronic back problems.

and here’s the Catch 22

Another caution is to be on the lookout for inappro-
priate behavior toward pregnant employees.
The behavior can be malicious and intentional, per-

haps a lewd a comment such as “my-oh-my, we’ve
been busy, haven’t we?” or an inappropriate action
such as rubbing the woman’s belly.
But it can also be innocent and unintentional. A

manager might make an embarrassing reference to the
pregnancy such as “how are you feeling?” or “morn-
ing sickness again, eh?”
Even talking about the pregnancy too much can be

risky, she says. But put it into perspective: “no one
would talk about someone’s being black.”
That doesn’t mean the office has to pretend the

pregnancy doesn’t exist, however. In fact, doing that
can also lead to a discrimination claim “that the
employer wasn’t sensitive enough because no ques-
tions were asked.”
While all that seems like a Catch 22, there is a safe

road to take, Golub says.
When an employee announces she is pregnant, rec-

ognize the situation. Say “congratulations.”
Then say that the office will provide whatever

assistance is required by law. Phrase it as “if some-
thing about your health comes up and you need assis-
tance, please let me know.” That’s the appropriate
thing to say “to anyone who has a temporary disabili-
ty,” because it makes no assumptions about what the
person can or cannot do.

one final caution

Can the office ask the mother if she will continue
working after the baby is born?
Not really, Golub says. It is appropriate to ask if she

(please turn to page 8)

by john chase

We’ve discovered a new chamber.
It’s filled with medical records.
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New salary survey results
A new national salary survey for 2005 shows that the average staff salary for clerical and clinical

staff combined went up by 4% last year. That figure includes 10 clerical positions, six clinical posi-
tions, and three supervisory positions.
The survey was conducted by the Professional Association of Health Care Office Management, or

PAHCOM, a Pensacola, FL-based professional organization for the managers of medical practices.

clerical staff salaries

These are the clerical salaries.
The first chart shows the national averages plus the

raise percentages for last year. The second shows the
regional salary averages for 2005.

CLERICAL SALARIES – NATIONAL AVERAGES
2004 2005 change

appt sec/recep 24,209 24,842 2.7%
billing clerk 27,526 29,219 6.2%
bookkeeper 31,156 29,382 –5.7%
cashier 24,282 24,721 1.8%
collections 28,601 30,280 5.9%
data entry 24,808 25,641 3.4%
filing clerk 18,889 20,803 10.1%
insurance clerk 26,308 28,004 6.4%
surgery sched 29,502 30,315 2.8%
transcription 26,394 27,528 4.3%

CLERICAL STAFF – REGIONAL AVERAGES FOR 2005
NE SE Midwest West

appt sec/recep 26,426 24,280 23,816 24,845
billing clerk 29,432 29,770 28,212 29,463
bookkeeper 31,952 27,900 26,156 34,618
cashier 24,554 24,392 23,842 26,108
collections 33,589 29,430 26,816 31,284
data entry 28,369 23,985 24,310 25,900
filing clerk 21,756 19,530 21,230 20,698
insurance clerk 28,360 26,965 27,939 28,752
surgery sched 31,321 28,922 29,928 31,091
transcription 29,029 26,338 23,474 31,271

AVERAGE OF ALL CLERICAL SALARIES BY SPECIALTY
(total average = $27,229)
allergy 26,315
cardiology 29,970
dermatology 27,497
ENT 29,044
family practice 24,956
gastroenterology 24,170
general surgery 27,492
internal medicine 26,480
nephrology 30,095

neurosurgery 28,787
OB/GYN 26,847
ophthalmology 26,451
orthopedics 28,193
pediatrics 26,730
pulmonary 23,317
urology 29,222

FINANCIAL SUPERVISORY SALARIES BY SPECIALTY
(average = $40,821)

allergy 23,000
cardiology 51,513
dermatology 38,600
ENT 38,856
family practice 38,200
gastroenterology 39,478
general surgery n/a
internal medicine n/a
nephrology 40,850
neurosurgery 32,000
OB/GYN 48,541
ophthalmology 33,131
orthopedics 53,584
pediatrics 50,923
pulmonary 40,000
urology n/a

ASSISTANT OFFICE MANAGER SALARIES BY SPECIALTY
(average = $37,464)

allergy n/a
cardiology 35,799
dermatology 32,213
ENT 35,978
family practice 32,029
gastroenterology 32,940
general surgery 45,750
internal medicine 33,905
nephrology 41,475
neurosurgery 40,000
OB/GYN 37,775
ophthalmology 35,000
orthopedics 41,390
pediatrics 38,189
pulmonary 39,520
urology 40,000
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clinical staff salaries

These are the salaries for clinical staff.
The first chart shows the national averages plus the

raise percentages clinical staff saw last year. The sec-
ond shows the regional averages. It’s interesting that
some positions experience significant regional pay
differences.

CLINICAL SALARIES – NATIONAL AVERAGES
2004 2005 change

nurse supervsr 42,559 45,015 5.8%
CMA 27,013 27,658 2.3%
lab tech 33,880 33,026 –2.5%
LPN 30,502 31,572 3.4%
medical asst 25,416 26,065 2.6%
radio tech 39,860 43,000 7.9%
RN 41,486 43,251 4.3%

CLINICAL SALARIES – REGIONAL AVERAGES FOR 2005
NE SE Midwest West

nurse supervsr 46,327 43,769 44,857 45,108
CMA 27,303 27,732 28,273 27,322
lab tech 38,800 31,589 32,181 29,533
LPN 33,129 32,276 29,015 31,869
medical asst 27,569 24,144 26,302 26,246
radio tech 51,233 42,930 35,883 41,954
RN 42,475 42,011 37,897 50,621

CLINICAL SALARY AVERAGES BY SPECIALTY, 2005

CMA lab LPN med rad RN
tech asst tech

allergy
26,993 n/a 28,433 20,853 n/a 37,073

cardiology
28,906 43,115 41,523 29,816 56,209 48,992

dermatology
28,277 31,649 33,097 28,442 n/a 41,224

ENT
32,952 52,000 30,418 24,079 41,653 40,168

family practice
25,687 29,280 28,112 23,492 34,537 37,855

gastroenterology
23,260 n/a 30,245 22,880 n/a 34,920

general surgery
23,608 n/a 29,015 27,104 n/a 36,173

internal medicine
25,795 26,333 30,038 23,098 27,507 35,992

nephrology
35,800 n/a 32,375 28,500 n/a 47,500

neurosurgery
32,220 40,000 n/a 20,800 30,000 50,000

OB/GYN
28,287 34,500 29,003 23,194 50,910 35,888

ophthalmology
35,360 n/a 41,000 25,806 30,160 33,500

orthopedics
28,348 n/a 33,755 30,775 35,367 45,265

pediatrics
26,012 31,341 31,485 29,265 40,700 45,557

pulmonary
29,845 n/a n/a 27,271 26,666 37,559

urology
27,000 n/a 30,363 25,668 n/a 39,794

overall averages:
28,647 36,027 32,061 25,635 37,371 40,466

NURSING SUPERVISOR SALARIES BY SPECIALTY
(average = $42,774)

allergy 42,651
cardiology 49,731
dermatology 41,537
ENT 46,546
family practice 39,290
gastroenterology 40,253
general surgery n/a
internal medicine 35,525
nephrology 38,700
neurosurgery 55,000
OB/YN 36,517
ophthalmology 38,740
orthopedics 39,967
pediatrics 47,005
pulmonary 53,880
urology 36,275

benefits plus the staffing problems

BENEFITS OFFICES ARE PAYING FOR
pay part of the medical premium 85%
pay part of family coverage 16%
provide life insurance 53%
provide disability insurance 45%
provide pension plans 76%

POSITIONS MOST DIFFICULT TO FILL
WITH QUALIFIED PEOPLE

receptionist 43%
medical assistant 14%
RN/LPN 13%
billing/collections 12%

(PAHCOM is a national organization that also
offers the CMM or Certified Medical Manager certifi-
cation for office managers. Telephone 800/451-9311
and website www.pahcom.com.) �
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(continued from page 5)
will take leave after the baby is born. But it’s not
appropriate to ask what her plans are after having the
baby – if she plans to quit, come back full time, or
whatever.
What’s the difference between asking about leave

and asking about plans?
Asking about leave is not personal but business-

related. Asking about plans, on the other hand, “draws
on stereotypes about women.” It implies that the
woman will probably quit after having the child. And
that can be the basis for a discrimination claim. “No
one would ask that of someone going on leave for
some other reason.” �

Should patients get notice
of impending collections?
Question: Is it necessary to send a patient notice

that an account will be turned over to a collection
agency?
Submitted by DIANE CLAYPOOL, administrator,

Ashland Orthopedic Associates, Ashland, OR.
Answer: No. There’s no requirement to give a

patient any notice at all that the office will turn an
account over to a collection agency, says DOUGLAS
L. BROOKS, a creditors’ rights attorney in Atlanta.
However, it’s a good idea to do so “because it often

produces a payment response.” Knowing the account
will go to collections is impetus enough to cause many
people to pay up.

no specific law, but . . .

There is no specific federal law that offices have to
follow with their inhouse collection work, Brook
explains.
For third-party collectors such as collection agen-

cies that do work for other entities there is the Fair
Debt Collection Practices Act. But that law does not
apply to people and businesses collecting their own
debts, and that includes medical offices.
Even so, his advice is to follow the guidelines that

the FDCPA sets out, because then if a question arises

over some collection practice, the office can respond
that “we follow the FDCPA even though we don’t
have to.” That “adds credibility” to what the office
does.
He points out that many companies “play games”

and outsource their collection work and claim the law
doesn’t apply to them when in fact it does. A good lit-
mus test is whether the collection work is done in the
office by an office employee using the same computer
information that everybody else in the office has. If
so, it’s personal collection work and the FDCPA does
not apply.
He notes, however, that some states have their own

regulations on personal collections, and when that’s
the case the office has to follow them.

here’s what the FDCPA says

The FDCPA sets out many requirements for collec-
tion efforts, but these are the items offices might put
into practice:
• Calls can only be made between 8:00 a.m. and

9:00 p.m.
• If the debtor is represented by an attorney, the

collector has to communicate through the attorney.
• Collection calls can’t be made to anybody’s place

of employment if the employer prohibits that type of
call.
• The collector can’t talk to any other person about

the debt, just to the individual who owes it.
• If the person sends a written notice that he or she

refuses to pay the amount or tells the collector not to
communicate further, the collector has to stop the
communication. However, the creditor can still pursue
the debt.
Brooks points out that the office “doesn’t really

have to stop calling” until the patient says not to call
anymore. And even then it can continue to contact the
person through the mail or through an attorney.
• The caller can’t threaten violence or harm, can’t

use obscene or abusive language, and can’t harass
somebody by making repeated calls.
The law doesn’t say what repeated means, Brooks

says. Calling once an hour is obviously repeated call-
ing, but what about once a week or even once a
month? Because there’s no definition, each matter gets
decided individually.
• A collector can’t say some communication is from

an attorney unless, of course, it is.
• A collector can’t say it will garnish the person’s

wages or attach property unless it’s possible to do so
and unless it plans to take that action.
Apply that to the office when telling a patient the

office will send the account to a collection agency,
Brooks says. Don’t say it unless it’s true. And if the
office says it’s going to turn the account over in, say,

reader ques-
tion
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60 days, make sure the account does, in fact, get there
before the 60 days are up.
• It’s unfair to communicate with a debtor by post

card.
• It’s unfair to put anything on an envelope to the

person that indicates the matter concerns debt collec-
tion.
The return address can’t identify the sender as a

collection agency, for example. Extending that, an
office collecting its own debts shouldn’t put “collec-
tions department” over the return address on the enve-
lope.
The purpose is to keep the matter private and avoid

embarrassment, Brooks says. But that doesn’t mean a
bill can’t be made to look like a bill “so people will
pay attention to it.” There’s nothing wrong with print-
ing “invoice enclosed” on the envelope. Just don’t let
there be any indication that the communication per-
tains to a bad debt.

keep the money young

As for collection advice, Brooks emphasizes the
simple: “don’t let an account get old.” Even 60 days is
not too early to send it to collections.
Many offices keep their accounts inhouse for as

long as possible to avoid paying a collection agency
fee, he says, That’s logical. But as soon as it becomes
apparent that the patient “isn’t going to pay without a
fight,” it’s time for collections.
And whenever any account isn’t paid after six

months, it’s time to pull out the collection guns.

watch the bankruptcies

Offices also should be aware of the types of bank-
ruptcy individual patients can file.
One is a Chapter 7 bankruptcy. That discharges the

individual from all debt, with the outcome that the
office collects zero. And Brooks points out that “the
biggest reason for filing a Chapter 7 is a huge medical
bill.”
The other type is a Chapter 13 bankruptcy. There

the patient agrees to pay back a percentage of the
overall debt amount, but to get any payment, the
office has to file a proof of claim with the bankruptcy
court within a certain time period.
The office is supposed to get a notice of the bank-

ruptcy in time to file the claim, he says, but that does-
n’t always happen, so the office always has to be pre-
pared to “reach out on its own.”
His advice is that as soon as there’s word a patient

has filed bankruptcy, the office should find out the
case number and file the proof.
(To find a copy of the Fair Debt Collection

Practices Act, go to www.ftc.gov/os/statutes/fdcpa
/fdcpact.htm.) �

Still more new ICD-9-CMs
from the nose to the joints
BY THERESE M. JORWIC, MPH, RHIA, CCS
Last month we covered ICD-9-CM’s updates for

2007 from infectious diseases on through the circula-
tory system.
Here we continue with yet more of them, from the

respiratory system through the musculoskeletal sys-
tem. Next month we’ll finish with the signs and symp-
toms, injuries and poisonings, and new V codes.
These updates will take effect October 1. They

appear in the April 25 issue of the Federal Register,
and all of them are listed in the May issue of MOM.
Offices also need to be aware that a few more code

changes may appear in August. That’s not a surety, but
it is a chance. If it happens, MOM will carry them.

the respiratory system –mucositis

The new codes in the respiratory system chapter
start with mucositis, or inflammation of the mucus
membranes.
The resultant ulcers are one of the most painful and

also most frequent complications of chemotherapy.
They usually appear in the mouth but can occur any-
where in the gastrointestinal tract. Thus, the new
mucositis codes are found in three chapters.
• In the respiratory system chapter. The new

mucositis code here is 478.11 for ulcerative nasal
mucositis. Along with that is an “other” code, which is
478.19 for diseases of the nasal cavity and sinuses
other than mucositis.
• In the digestive system chapter. In this chapter

the first new code is 528.00 for unspecified stomatitis
and mucositis. Stomatitis is an inflammation of the
mouth, and mucositis is the inflammation of the
mucous membranes in the mouth, or ulcers.
Next is 528.01 is for ulcerative mucositis due to

anticancer drugs.
That’s followed by 528.02 for the same due to other

drugs, by 528.09 for other stomatitis and mucositis,
and finally by code 538 for gastrointestinal mucositis.
• In the genitourinary system chapter. The new

mucositis codes here are 616.81 for ulcerative mucosi-
tis of the cervix, vagina, and vulva and 616.89 for

ICD-9-CM and CPT
coding update
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other inflammatory diseases of the same areas.
Moving back to the respiratory system, there are

three more new codes.
First is 518.7 for TRAIL, or transfusion-related

acute lung injury. That condition is caused by blood
transfusions, and it brings on respiratory distress,
edema, hypotension, and fever within one to six hours
after the transfusion begins.
Second is 519.11 for bronchospasms, which are

breathing attacks not diagnosed as caused by asthma.
Most commonly they occur in children.
And third is new code 519.19 for other diseases of

the trachea and bronchus.

the digestive system

The new additions to the digestive system codes
apply mainly to dental offices. There are 26 of them,
and they cover cracked teeth, gingivitis, periodontitis,
and conditions related to the aesthetics of restorations.
The only other new codes in this chapter are the

ones for mucositis, and they are covered above.

the genitourinary system

The first five new codes here are for torsion of the
testis, also known as torsion of the spermatic cord, a
condition that occurs in infants, adolescents, and very
young men.
The cause is a congenital abnormality of the cover-

ing of the testis that allows the testis to twist inside
the sac and thereby cut off the blood supply. The
twisting causes sudden pain and can result in necrosis.
It is an emergency and one of the most frequent caus-
es of testicle loss.
The codes are 608.20 for unspecified torsion;

608.21 for extravaginal torsion or torsion outside the
tunical vaginalis, the covering of the testis; and
608.22 for intravaginal torsion of the spermatic cord.
Following those are 608.23 for torsion of the appen-

dix testis, which is an outside structure of membranes,
and 608.24 for torsion of the appendix epididymis.
Next are the two codes explained above for mucosi-

tis of the cervix, and following those is 618.84 for cer-
vical stump prolapse. There the uterus has been
removed and the remaining stump falls.
Then comes a new 629 code. Those codes show the

three types of female circumcision status. Type I is
clitorectomy, type II is clitorectomy with excision of
the labia minora, and type III is infibulation where the
labia minora are cut out and the labia majora incised
to make a hood over the urethral and vaginal opening.
The new code, 629.29, shows other female genital
mutilation status.
Next is a new code used when a woman is evaluat-

ed to find out why she is experiencing frequent mis-
carriages. It is 629.81, and it indicates that the woman

is an habitual aborter and is currently not pregnant.
Related to that are three new V codes for testing the

male partner. V26.34 is for testing for genetic disease
carrier status, V26.35 for testing the partner of the
habitual aborter, and V26.39 for other types of male
genetic testing.
The final new code here is 629.89 for other disor-

ders of the female genital organs.

pregnancy, childbirth, puerperium

Here are 33 new codes, all applying to conditions of
the mother that complicate the pregnancy, birth, or the
time immediately after the delivery.
They begin with 649.0x for tobacco use and contin-

ue on to 649.1x for obesity, 649.2x for bariatric
surgery status, 649.3x for coagulation defects, and
649.4x for epilepsy. The fifth digits show the episode
of care, whether the patient has delivered, and whether
it is a prenatal or postpartum complication.
After that are three 649.5x codes to show spotting.
And finally there are five 649.6x codes to show dis-

crepancy in the size of the uterus according to the
expected delivery date. The discrepancy can occur
because the date is inaccurate or because of an actual
physical problem.
As an aside, don’t forget that when a woman is

pregnant, the pregnancy itself always gets the first
code. That’s because pregnancy is a systemic condi-
tion that affects the entire body. Thus, any condition
the mother had before the pregnancy or that develops
during the pregnancy is affected by the pregnancy sta-
tus.

the musculoskeletal system

In this area are four new codes for compartment
syndrome (729.7x). And along with those are new
compartment syndrome codes that appear on down in
the injury and poisoning chapter (958.9x).
Compartment syndrome occurs when there is

increased pressure in an enclosed tissue space due to
a swelling of the soft tissues – hence, the term com-
partment. A hematoma is an example. The pressure
causes the blood flow to decrease, and tissue death
can result.
The cell compartments are bounded by fascia, and

it’s possible to measure the pressure within. When the
pressure is significant, the treatment is an emergency
fasciotomy, which is an incision into the fascia to
release the pressure.
Most often, compartment syndrome occurs in the

extremities, but it can also happen in the abdomen and
other sites.
It can be traumatic as from a blow or a burn or

snake bite. It can also be nontraumatic as from hemo-
philia, anticoagulant therapy, or excessive exercise,
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particularly running. The latter is called exertional
compartment syndrome.
The nontraumatic versions are found in the 729.7x

codes with fifth digits to show the location – arm, leg,
abdomen, or other site. The traumatic versions are
found with the injuries and poisons in the 958.9x
codes, again with fifth digits for the location.
Going back to the musculoskeletal system, the last

new code is 731.3 for major osseous defects.
Those are defects in the bone that cause extensive

bone loss. They most often occur in the hip or knee
from periprosthetic osteolysis, which is a breakdown
of the bone around a joint prosthesis. The prosthesis
loosens, and a cavity develops in the bone.
The defects can also be caused by osteomyelytis, by

neoplasms, or bone fractures, and it’s important to
have a code for them, because they are a significant
risk factor in joint replacements.
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. �

The when-to-address
and the how-to-address
of poor physician behavior
Poor physician behavior.
It can run the gamut from rudeness to actions that

invite malpractice claims.
When does it cross the line from unpleasant to

necessitating action from the practice?
The answer is when it “impacts the patient” or has

“potential legal significance,” says TOBIN N. WATT,
a health care attorney with Smith Moore in Atlanta.
And sometimes it does both.

patient losses, court losses

The first concern is the patients, Watt says. When-
ever a physician’s behavior negatively affects patients,
the office needs to address it posthaste.
That doesn’t mean a patient has to be on the receiv-

ing end of rudeness or even experience direct harm. It
simply means the behavior is bad enough that patients
notice it.
When a doctor shows outbursts of anger or berates

a nurse or staff member within earshot of patients,
consequences are apt to arise.
“At best, there’s going to be a loss of patients.”
Some of that loss will occur because patients sim-

ply go elsewhere. The rest of it will come in the form

of declining referrals. Other doctors witness the
behavior at the hospital or hear about it via the
grapevine and drop their referrals because they don’t
want to subject their patients to it.
Added to the patient loss is the risk that the doctor

will expose the group to employment law claims.”
That can happen, for example, if the behavior is dis-
criminatory or falls into the area of, say, sexual
harassment.
The real danger, however, is malpractice exposure.
What keeps malpractice at bay, he says, is “the doc-

tor’s personal relationship with the patient that is
characterized by communication and confidence.”
Any analysis of malpractice cases shows that it’s
when those two factors are missing that claims start to
arise. And inappropriate behavior is a sure way to
destroy them.

good leadership plus counseling

Watt points out that the problem of disruptive
behavior is not limited to medical practices. All pro-
fessional organizations experience it, mainly because
professional people “are lots of times highly strung
and highly motivated,” which can lead to “a high level
of tension.”
The main line of defense, therefore, is a physician

leader who can exercise authority, who can win the
respect of the other doctors, and who can either “mod-
erate their behavior or nudge them into psychological
counseling.”
He notes that counseling is the route medical orga-

nizations most often take when a member’s behavior
is inappropriate. That’s because practices have a
heavy investment in every physician and needs to
keep their physicians on board if at all possible.
Often the counseling takes the form of anger man-

agement. But it can also be organizational counseling
geared simply to helping the doctor get a better orga-
nized lifestyle and thereby reduce the stress level. It’s
not uncommon for a physician’s personal life to be so
disorganized as to cause frustration and disruptive
behavior.

what if it’s hopeless?

While most practices are able to solve their physi-
cian personality issues amicably, it can be necessary
to dismiss a physician – not an easy job, Watt says.
Dismissing a doctor is far different from firing an

employee, because doctors almost always work under
employment contracts, and dismissals are governed by
the terms of those contracts.
Review the contract to see if the dismissal terms

need to be changed, he says. Offices tend to put agree-
ments into place and then “not look at them for years”
until they’re needed. And by then, there are gaps and



provisions that don’t suit the current situation.
Some contracts say the group can terminate a physi-

cian for any cause whatsoever with a certain amount
of notice. Others set out “carefully defined instances
of termination.”
His advice is to stay away from the open-ended

contract, because it can lead to claims that the termi-
nation was personal retribution or age or racial dis-
crimination. By contrast, when there is a carefully
defined list of instances and one of them is violated,
there’s little likelihood that a dismissed physician will
bring litigation.
Make one of the trigger elements unacceptable

behavior. The clause should say that disruptive, abu-
sive, or unprofessional behavior will not be tolerated
and that a doctor can be terminated for repeated
instances of it.
With that spelled out, the office can handle a physi-

cian behavior problem the same way it would handle
any staff behavior problem. All it has to do is “build
the case,” or record what happens, warn, counsel, and
document everything that’s done.
That way, “a rare outburst on a bad day” gets toler-

ated as an isolated event. But when the outbursts are
habitual, the practice can show “a pattern of repeti-
tion” and solid ground for dismissal.

behavior outside the office too

Watt also points out that the behavior provisions of
the contract need to cover behavior outside the prac-
tice as well as in it.
It’s not uncommon to see that omitted, he says. “All

employers are alert to issues that involve their own
employees,” yet rarely are they prepared to handle
problems “that involve somebody else’s employees.”
He cites one practice where a physician who was

middle-aged and married starting carrying on an affair
“with a spiffy-looking 23-year-old technician” at the
hospital.
It was a small town, and the affair became an

embarrassment to the practice. The other doctors met
with the physician and told him to quit the relation-
ship, but the response was “I’m in love,” and the situ-
ation “went from bad to horrible” with a nasty divorce
following.
“The doctors were wringing their hands.” But

because there was nothing in the employment contract
to address behavior outside the practice, they had no
basis to act.
In the end, the love-smitten doctor left. But a provi-

sion in the contract could have given the practice a
means of solving the issue much sooner.

the impaired physician – easier

Another type of behavior issue is impairment,
whether by drugs or alcohol.
Surprisingly, that’s “easier to handle” than the

tense, stressed, brusque, and disruptive behavior, Watt
says.
The place to turn is to the state licensing board’s

impaired physician program. That type of program
usually works quite well for several reasons.
One is that doctors are willing to cooperate,

“because their entire professional life is at stake.”
They could lose their licenses.
Another is that most practices don’t hesitate to refer

doctors there because of the malpractice exposure
impairment creates and also because the liability “is
dramatically worse” when there is impairment.
More still, he says, impairment is quickly recog-

nized in the medical office because the other doctors
and staff are “educated watchers” and are aware when
Dr. A is drinking “or gobbling Valium like candy.”
The hospital staff are likely to observe it as well and
usually don’t hesitate to confront the issue.
For protection, he says, the practice should include

impairment as a termination provision in its employ-
ment contract. �
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