
Medicare for 2007: payments going up, or pay-
ments going down?
A little of both.
On the up side, Medicare is planning to pay doctors

more for the higher-level E/M services.
On the down side, it will balance out the E/M pay-

ment increases with decreases for many other CPT
codes.
And even lower on the down side, offices could see

as much as an overall 5% pay cut in their Medicare
revenues.
Here’s what’s going on.

here’s the good part

On the plus side is the E/M raise.
Medicare plans to increase the payments for the

most often used E/M codes because those services
require extensive work and also, it says, to encourage

doctors to spend more time with their patients when
providing those services.
As it stands right now, there are significant increas-

es for the higher-level E/M services, though the lower-
level services are going the other way. For example:
new patient established patient
office visits office visits
99201 – 3.1% 99211 – 5.3%
99202 – 4.6% 99212 – 3.9%
99203 – 5.5% 99213 +12.9%
99204 + 1.9% 99214 + 9.2%
99205 + 0.6% 99215 + 1.6%

Hospital visits would also pay more on the high-
level end. For example, code 99223 for level 5 initial

(please turn to page 3 )
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don’t forget to budget!

No Medicare money
at the end of September
Don’t forget: Medicare will not make any pay-

ments from September 22 through September 30.
Those are the last nine days of the government’s

fiscal year, and the money is being held up to keep
Medicare’s payouts in line with its budget.
The money will come, but it will come late. All

claims that would ordinarily be paid during those
nine days will be held until October 2.
As a result, managers need to budget for a rev-

enue shortfall in September. And depending on the
office’s Medicare census, it may be a serious onem
because the nine-day no-pay can reduce the
month’s Medicare income by as much as 30%.
Medicare says the no-pay period applies to this

year only. Currently, there are no plans to repeat it
next year. �



this month’s
idea

PTO gives unquestioned days off
plus a bank for catastrophes

The standard days-off policy has two downfalls, says office man-
ager KATHY MATTOX of six-physician, 16-staff New Bern
Surgical Associates in New Bern, NC.

One is that it isn’t fair, because some people abuse the sick leave
and turn it into extra vacation days.

The other is that keeping track of how long each person has been
out and for what “is a nightmare.”

So last January Mattox moved to a paid-time-off policy that gives
staff a certain number of hours to use however they want. It also
allows them to build up time in a catastrophic bank.

For the first five years of employment, staff get 160 hours a year,
or 20 days of sick and vacation time. After five years, they can add
eight hours a year up to a maximum of 240 hours, or 30 days.

Newcomers don’t get any time off for the first six months.
However, they are earning the time and therefore have it available
for the remainder of the year. To keep everybody on a January calen-
dar, Mattox prorates the time so that someone who starts in January
gets the full 160 hours beginning in July, but somebody who starts
in, say, April, gets only 120 hours at the beginning of September.

That’s a large number of hours for the remainder of the first year,
she says, but staff can carry over up to 80 hours into the next year.

They can also put their unused hours into a catastrophic bank,
which pays when someone has used up all the other time and
encounters serious illness. The bank holds a maximum of 240 hours,
or 30 days, “which is the wait time for disability insurance” Thus,
anyone who has to go on disability can have uninterrupted pay-
checks.

Mattox adds that when the office moved to the new system, some
staff had vacation time left over from the previous year, so that went
into their catastrophic bank accounts.

There’s also a provision for staff to get paid for unused time.
After someone has 240 hours in the catastrophic bank, the office
will pay for up to 80 hours a year – but at a rate of 50% of the
staffer’s current hourly pay.

Staff like the program, Mattox says, “because they don’t feel they
have to give a big long explanation of why they want a day off.” All
they have to say is “I need a ‘me’ day.” Except for unexpected sick
days, they need to give only a day’s notice, and as long as someone
can cover the position, it’s granted.
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)
hospital care would go up about 10.2%, and code t for
99233 for level 5 subsequent hospital care would go
up about 14.8%.

now for the bad news

There’s a hitch, of course. It’s called budget neu-
trality, and it’s part of the Medicare law. It says that
there’s only so much money available to spend, so a
raise here means there has to be a cut ove there.
The new E/M payments would produce a raise close

to $4 billion, which means the slack has to be pulled
in somewhere. And that somewhere is many other
CPT codes, including a few of the low-level E/M
codes.
Thus, Medicare estimates that in total real dollars,

doctors will see their 2007 Medicare incomes change
like this:
SPECIALTIES
infectious disease 9%
emergency medicine 7%
endocrinology 6%
family practice, internal medicine,
pulmonary disease 5%
critical care 4%
allergy/immunology, cardiac surgery,
general practice, hematology/oncology 3%
geriatrics, neurology, pediatrics,
physical medicine, rheumatology,
thoracic surgery 2%
OB/GYN, urology 1%
colon and rectal surgery, gastroenterology,
general surgery, otolaryngology 0%
cardiology, nephrology, oral/maxillofacial
surgery, plastic surgery, radiation oncology,
vascular surgery, podiatry –1%
dermatology, hand surgery, neurosurgery,
psychiatry –2%
ophthalmology, orthopedic surgery –3%
radiology –5%
pathology, interventional radiology,
nuclear medicine –6%
anesthesiology –7%

OTHER
independent lab 3%
physician assistant, portable x-ray supplier 1%
nurse practitioner 0%

audiologist, diagnostic testing facility –2%
optometry –3%
physical/occupational therapy –4%
chiropractor, nurse anesthetist –8%
clinical psychologist,
clinical social worker –9%

Dampening the picture even more is that fact that if
the current formula for calculating payments stays in
place, doctors will see an overall 5% cut next year.
Even worse, if that formula continues to be fol-

lowed, doctors’ payments will go down as much as
37% over the next nine years.
In the past, Congress has always intervened at the

last minute and staved off the cuts the payment formu-
la automatically produces, but that’s never a surety,
particularly this year when the administration is call-
ing for more reductions in all entitlement spending,
including Medicare.

something to ponder

What causes the payment shortage to doctors is the
fact that Congress only gives Medicare so much
money, and that money not only has a long way to go
now but with the baby boomers approaching Medicare
age, it has to be spread out thinner and thinner.
That leaves doctors on a financial edge.
In a recent survey by the American Medical

Association, about 45% of doctors said that if the pay-
ments do go down by 5% next year, they will be
forced to decrease the number of new Medi-care
patients they take on or stop accepting newcomers
altogether.
Some said they would have to cut back on the num-

ber of their current Medicare patients. A few even said
they would have to say goodbye to their current
Medicare patients entirely.
Others said the 5% cut would force them to make

changes such as reducing the amount of time they
spend with Medicare patients, referring the complex
cases out, eliminating nursing home visits, and dis-
continuing rural outreach services.
And half said they would delay technology purchas-

es next year if the 5% cut takes effect, even as the
government is promoting electronic medical records.

where to find the figures

The new payment changes appear in the June 29
Federal Register. Right now they are proposed rules,
which means physician organizations and individual
physicians and even the public at large can send in
comments about them.
Medicare will review the comments and will pub-
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lish a final version in early November.
While the final rule will vary from the proposed

rule, speculation is that the increases in the E/M pay-
ments will stay as they are without change. The pay-
ment updates will then take effect January 1.
To access the regulations, go to www.gpo.gov/su_

docs/fedreg/frcont06.html. Click on “June 29” and
scroll down to “Centers for Medicare & Medicaid
Services.” �

Pull out those contracts
andmake sure the payers
are paying what they owe
Don’t get duped by managed care.
Get out the contracts and read the fine print on how

the payments are calculated.
Some payers will be able to follow Medicare’s 2007

pay cuts on individual CPT codes, but others won’t,
and the office needs to know which ones can and
can’t, says FRANK COHEN, senior analyst for MIT
Solutions, a health care consulting firm in Clearwater,
FL.
Otherwise, a company may try to pay less where

Medicare pays less when that’s not the payment the
office has contracted for.
Essentially, it works like this:
• If the contract says the payments are tied to the

Medicare fee schedule – or that the company pays X%
of the Medicare amount – the office will likely see
payment reductions based on the new work RVU
changes.
• However, if the contract says the company bases

its payments on the RBRVS system and calculates
payments at X% of the conversion factor, the office
should not see a reduction in payments.
“It’s always better to have the payments tied to the

conversion factor and the RBRVS values instead of to
the Medicare fee schedule,” Cohen says.
That’s because Medicare can change its payments

without changing the RVUs themselves. And when it
does that and the payments get lowered, the managed
care company can’t lower its payments in response. It
can only lower its payments when Medicare changes
the RVUs, and Medicare rarely does that.

here’s how it works

It’s admittedly confusing, but here’s how it works.
Each CPT codes has three relative value units or

RVUs – one for the amount of work the procedure
requires, one for the practice overhead, and one to
reflect the cost of malpractice insurance.
To get the payment for a code, the RVUs are added

together and multiplied by a conversion factor, which
changes each year.
This year, Medicare has increased the work RVUs

for many of the codes, particularly the E/M codes, and
that obviously increases the payments.
But to keep the payments from getting too high,

Medicare has added in an adjustment factor. It has
multiplied all the RVUs by 90%, which produces, of
course, a 10% cut.
Because of that, Cohen says, the payment for a code

won’t go up at all unless the work RVU is increased

The plus andminus of it:
Some E/M codes go up,
others go down in 2007
To pay more for the E/M codes, Medicare has

increased the work RVUs of many of them. But
then it has given all the work RVUs an across-the-
board 10% cut.
The result is the 10% rule of thumb: if the work

RVU goes up by 10% or more, the office will see
more money; if it stays the same or goes up less
than 10%, the office will see a payment decrease.
Following that, here’s the plus-or-minus pay-

ment scale for the 2007 E/M codes.
office visit, office visit,
new patient established patient
99201 (–) 99211 (–)
99202 (–) 99212 (–)
99203 (–) 99213 (+)
99204 (+) 99214 (+)
99205 (+) 99215 (+)

initial subsequent hospital
hospital care hospital care discharge day
99221 (+) 99231 (+) 99238 (–)
99222 (+) 99232 (+) 99239 (–)
99223 (+) 99233 (+)

office initial inpatient
consultation consultation
99241 (–) 99251 (+)
99242 (–) 99252 (+)
99243 (–) 99253 (+)
99244 (+) 99254 (+)
99245 (–) 99255 (–)

emergency critical
dept visit care
99281 (+) 99291 (+)
99282 (+) 99292 (+)
99283 (–)
99284 (+)
99285 (+) �
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by more than 10%. If the work RVU stays the same or
gets less than a 10% increase, the payment actually
goes down.

the point to watch

And here’s the point to watch.
That 90% adjustment factor does not change the

value of the RVUs. It’s just a way Medicae can manip-
ulate the formula so as to lower the payment.
Consequently, a payer that bases its payments on

Medicare’s RVUs and conversation factor can’t apply
the adjustment factor. As long as the work RVU stays
the same or goes up just a little, it has to pay the
office the same as or more money than last year.
“Most offices are not aware of that,” Cohen says.
What’s more, most offices don’t keep track of their

contract payment provisions. “Go into 10 offices and
half of them don’t know where their contracts are.”
Find those contracts and read them, he says. If the

payments are tied to the Medicare RBRVS system,
2007’s payments won’t necessarily go down even
though Medicare’s payments do. And for the E/M
codes, the payments should either stay the same or go
up. There should be no reductions at all. �

How to put an end to
staff conflicts as well as
conflicts from patients
Whether it’s bickering between two staffers or a

heated complaint from a patient, the key to solving a
conflict is this: never try to win.
Focus on creating a resolution that both sides can

live with, says management consultant ANDREW J.
EDELMAN, Ed.D., of Boca Raton, FL. Edelman’s
practice focuses on conflict management and crisis
prevention in the workplace.
Here he outlines the rules for handling conflict, and

they apply, he says, whether the conflict involves
staff, patients, physicians, or even the manager.

tackling the unpleasant issue

• Attack the problem, not the person.
First is the conflict of a personal problem such as a

staffer’s repeatedly turning in work late.
Attacking the person: “Staffer A, you’re a lazy

human being. You don’t even care about getting your
work finished on time.”
Attacking the problem: “You’ve always been a hard

worker, but I’ve noticed you’ve been late with the last

three assignments. Is there any reason for that? Can
you tell me what’s going on?”
The goal is not to beat the staffer up but to get the

work back on track. Berating somebody only “para-
lyzes forward movement” and adds anger to the issue.
Now the staffer resists doing anything at all.
• Don’t take the Rambo route.
That’s the do-what-I-say-no-questions-asked decree

of “your work is continuously late, and if it’s late
again, you can pack up your stuff and leave.”
Anything that provokes anger “stops the dialogue.”

In a volatile situation, it can invite a violent response.
It can even destroy a long-term relationship because it
severs any ties between Rambo and the victim.
Unfortunately, professionals such as physicians and

attorneys are often guilty of Ramboismbecause the
nature of their work is solving problems, and they
expect people to do what they say.

hearing out the complaints

• Listen to the whole story.
Next is the conflict created when a staffer or patient

comes in with a complaint. There, the key to resolu-
tion is to listen to the whole story.
It can be tempting to cut the staffer short. The man-

ager may not have the time to listen or may simply not
be interested in it.
But as long as that person is making a sincere effort

to explain the situation honestly, hear the story
through.
Ask what happened and why and what outcome the

person wants to see. Questions like that not only evi-
dence the manager’s interest but force the complainer
to blow off the steam “in an orderly way.”
Show empathy. Acknowledge the person’s feelings.

If there is anger or yelling, give a sympathetic
response such as “I’d feel the same way if I were in
that situation.” That establishes a connection with the
individual, Edelman says. But more, it ends the anger,
because nobody can yell and scream at somebody
who’s agreeing with everything being said.
• Mirror the pace and emotions.
Quell the emotions further by making it obvious

that what’s being said is being heard. Do that via
“active listening.”
Eliminate the disturbances. Don’t take calls or

allow other people to enter the room. The undivided
attention says the person across the desk is the only
person who matters at that moment and also that the
manager is making a 100% effort to solve the prob-
lem.
Don’t sit with folded arms, don’t yawn, don’t look

around the room, and don’t show preoccupation with
things on the desk.
Make eye contact. And to evidence compatibility,
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“mirror the gestures” and the behavior style. If the
person speaks slowly, do the same; if the person is
lively, be lively; if that person is excited, start off at
an excited pace and wind down to a calmer level.
• Appreciate the cultural differences.
A point managers often don’t recognize, Edelman

says, is that most people are not comfortable with
somebody who has a different social, cultural, reli-
gious, or educational background. And that discomfort
can exacerbate a conflict.
He gives the example of a complaining patient who

is indigent or illiterate. The first reaction is to talk
down to that person. But “that person has dignity too,”
and if the conflict is to be resolved, the manager has
to respect it.
• Listen for “the message behind the message.”
Keep listening for the real issue. In most cases,

when someone is irate or angry, at the heart of it is the
fear of losing something.
Keep asking questions to “peel away the onion”

until that fear is revealed. The patient who is demand-
ing some absurdity is likely to say “I’m scared of los-
ing my ability to function” or worse, “I’m scared of
losing my child.”

the art of being the referee

• Follow the formula.
There’s also the situation where the manager has to

resolve a conflict between two persons. For that, the
key is to follow the formula for negotiation.
Start by asking both sides if they are willing to

meet and solve the matter together in an informal
mediation.
Then lay out the ground rules:
Party A is going to speak and Party B is going

to say nothing. Then A is going to be quiet and B
is going to speak.
Once that’s done, I’ll ask each of you ‘what

would you like to see change?’
A will say ‘I want this.’
Then I will ask B ‘Do you agree to that?’
One side, then the other, until we arrive at an

agreement.
Afterwards, both of you will abide by the

agreement without further comment.
If one person gets angry or veers from the rules and

speaks out of turn, put things back on track with:
Party A, will you please repeat our ground

rules as you understand them?
The job “can be an exhausting process,” Edelman

says. In extreme cases such as hostage negotiations,
“it can take the negotiators days to recuperate.”
• But watch out for the whammy.
After the crisis is negotiated, watch out for a

relapse, or a re-escalation after the de-escalation.
“It’s rare, but it happens,” Edelman says.
The parties get calmed down only to have one of

them put in “the last two cents” and break the camel’s
back.
His experience is that “women do that more than

men” because they “tend to want absolute justice.”
They want the last word. They’ll top off a compromise
with “okay, but I still don’t want to sit next to her.”
Because emotions are already high, a parting shot

can revive the otherwise settled conflict. At its worst,
it can bring on violence. He gives the example of a
conflict ending with the patient leaving and the
exhaused manager saying “I’m glad we got rid of that
idiot.”
Fisticuffs could ensue. �

The last of ICD-9’s updates
all the way to the V codes
BY THERESE M. JORWIC, MPH, RHIA, CCS
In the past two issues we have covered ICD-9-CM’s

updates for 2007 from infectious deseases through the
mulculoskeletal system.Here now are the rest of them,
starting with the respiratory system and ending with
the V codes.
The updates 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.

the symptoms and signs

The new codes in the signs and symptoms chapter
cover several conditions.
• Febrile seizures. Code 780.32 is for complex

febrile convulsions, also known as atypical or compli-
cated febrile seizures.
Those are fever-associated seizures in children from

six months to five years old, and they are prolonged,
which means they last for more than 15 minutes or
occur more than once with 24 hours.
Seizures that are neither prolonged nor repeated are

termed simple febrile seizures.
The two types pose a significant difference in the

ICD-9-CM and CPT
coding update
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risk of epilepsy. For complex seizures, it’s 49%; for
simple seizures, it’s only 6% to 8%.
• Pain. New code 780.96 is for generalized pain as

opposed to pain of specific origin, which is covered
in the 338 area of the nervous system chapter.
• Mental conditions. Next is 780.97 for altered

mental status. This is a symptom, which means there
can be any number of causes such as trauma, infec-
tion, alcohol, drugs, and neurologic and psychological
disorders.
The condition can be based on reports from the

family or caregivers, but it also requires an exam of
elements such as orientation, memory, and perception,
and that’s usually part of a general physical exam.
• Postnasal drip. Following that are 784.91 for

postnasal drip when the cause is not known and
784.99, which is just a renumbered code for other
head and neck symptoms.
• Urinary problems. Next are new codes 788.64 and

788.65 for urinary hesitance and straining, usually due
to an enlarged prostate. Note that the more simple
term enlarged prostate is now more commonly used
than benign prostatic hyperplasia or hyperplasia.
• Obesity and imaging. Code 793.91 comes as a

result of the growing problem of obesity. It shows an
inconclusive x-ray or CAT scan or MRI caused by ex
cessive fat. It’s used when fat makes it impossible to
see, for example, whether there is a kidney obstruction
or whether a fetal heart is developing normally. The
code can be used to explain why the doctor orders an
MRI or other test when an x-ray would ordinarily
produce adequate results.
New code 793.99 is just a renumbered code to show

nonspecific abnormal findings in a body structure test.
• Malignancy. Following that are four new codes

for malignancy-related findings.
The first is 795.06 for a Pap smear with cytologic

evidence of malignancy.
The next is 795.81 for elevated carcinoembryonic

antigen, or CEA, which indicates the beginning stages
of cancer.
Following that is 795.82 for elevated cancer antigen

125, or CA 125, which can indicate genitourinary can-
cer.
And 795.89 is for other abnormal tumor markers.

injury and poisoning

Here the new codes begin with compartment syn-
drome, which was discussed last month with the mus-
culoskeletal system.
After those come six 995.2x codes for unspecified

adverse effects of drugs. Those are mostly used in the
outpatient setting rather than for inpatients.
First is 995.20 for unspecified effect of unspecified

substance. The come 995.21 for Arthus phenomenon

or an immediate adverse reaction to an injection,
995.22 for unspecific effect of anesthesia, 995.23 for
unspecified effect of insulin, 995.27 for other drug
allergy, and 995.29 for unspecified effect of any other
substance.

and finally the V codes

Last are the new V codes. They begin with V18.51
for family history of colonic polyps and V18.59 for
family history of other digestive disorders.
Following those are the three codes for male genet-

ic testing covered last month in the genitourinary sec-
tion.
Then comes V45.86, which shows that the patient

has had bariatric surgery. This code makes it possible
to track the long-term effects of obesity surgery,
which is becoming increasingly common.
Codes V58.3x are for encounters for wound dress-

ing changes and removals. The first is for nonsurgical
dressings, the second for surgical dressings, and the
third for suture removals. Those codes will be used
mostly in home health.
Code V72.11 shows a hearing exam after a failed

hearing screen and thus explains why patients – espe-
cially children – are tested a second time. That’s fol-
lowed by V72.19 for other hearing exams.
Code V82.71 indicates a screening to see if the

patient carries a genetic disease. It might be used, for
example, when one spouse is a carrier of cystic fibros-
es and the other wants to know if he or she is also a
carrier, which will increase the chance of having a
child with the disease. Code V82.79 is for other genet-
ic screening.
Then come four new codes for body mass index in

children. They are V85.51 through V85.54, and they
show less than the 5th percentile for the child’s age,
5th to less than 85th, 85th to less than 95th, and 95th
on up.
The last two newcomers are V86.0 for estrogen

receptor positive status, or ER+, and V86.1 for estro-
gen receptor negative status, or ER–.
That status is important to know when there is a

diagnosis of breast cancer, because an ER+ tumor can
benefit from endocrine therapy. One of the most wide-
ly used endocrine therapies is tamoxifen, which
improves the cure rate by 20% to 30% and also
reduces the risk of the cancer’s appearing in the other
breast.
About two thirds of breast cancer patients, especial-

ly postmenopausal women, have ER+ status, which
gives them a good prognosis.
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. �



page 8 medical office manager / august 2006

Staff reviews coming up?
for better results call them
performance discussions
Don’t call it a job review.
Don’t call it an assessment.
Call it a performance discussion. The title alone

sets off the staff evaluation as two-way conversation
as opposed to the manager talking to a silent and
uncomfortable staffer.
The I-talk-you-listen approach doesn’t improve pro-

ductivity, says KARLA DOBBECK, PHR, of Human
Resource Techniques Inc., an Algonquin, IL, human
resource consulting firm that focuses on employee
communication. If an employee is to improve, there
needs to be an exchange of opinions and ideas.

so what’s wrong with a review?

Most reviews are conducted in an “adversarial
atmosphere,” Dobbeck says.
The manager is the dictator, there’s an already

filled-out form, and everything has been decided
beforehand. The rating the staffer gets is nothing more
than the manager’s perception of that person’s work.
The culminating point is the raise. So what is the

staffer focusing on the whole time? The money.
Besides that, reviews are a regular event, so staff

simply “work extra hard for two months ahead of
time” in hopes of getting a good report.

make it an ongoing evaluation

Take a different tack on the next reviews.
Start off by keeping an ongoing log for each staffer,

Dobbeck says. Set up a page for each staffer on the
computer and list the date of each week’s end.
“Then sit down for five minutes on Friday and

reflect back on the week” and note one or two items –
good or bad – noticed about each staffer. They can
relate to work quality, policies broken, and behaviors
both outstanding and not acceptable, perhaps “helped
out in the accounting department and fixed a glitch in
the program” or “refused to work overtime Thursday”
or “was late two days” or “trained a new staffer.”
There’s no need to keep the log a secret from staff.

If someone wants to complain with “are you keeping
tabs on us?” answer truthfully with “yes, that’s my
job. I’m here to help you grow.”
While far from scientific, those ongoing notations

will reveal a pattern of behavior.
They give the manager solid points to discuss at

review time.
They give a basis for establishing raiseamounts.
And they are especially useful for evaluating the

poor performers, Dobbeck notes. Too often managers
give their pain-in-the-neck employees good ratings to
avoid the hassle of discussing the poor performance.
Then the poor performance worsens, the staffer gets
fired, the office gets sued, and all the manager has to
show in defense is continuous good reviews.

“Many people think there’s not enough time to
keep the log,” she says, but it’s a quick job. Even
managing as many as 30 people, it takes no more than
five or 10 minutes to make the entries.

add in the job descriptions

The reviews themselves should follow the job
descriptions.
Show them to staff and say “these are the criteria on

which we will discuss your performance.” Now staff
understand the skills and levels of competence the
office expects, and the see the standards for measuring
their performance.
Following the job descriptions, “the agenda for the

review is set.” All the manager has to do is discuss
and evaluate each point and support the discussion
with the notes from the log.

it’s time for a business meeting

Treat the actual review “as a business meeting.”
Set an appointment time. The staffer has to be ready

for the meeting as much as the manager does. “If it’s
going to be a discussion, everyone has to be prpared.”
Give the staffer a copy of the job description and

highlight the areas that warrant discussion. Explain
that the discussion will focus on performance and
career development and that it will not include salary.
Tell the staffer to be ready to answer questions such

as what do I like about my job? where would I like to
see myself improve? what training do I need? what
can the office do to help me? and do I have some
interest I would like to explore?
Begin the meeting with “Thanks for coming in.

We’re here to discuss performance. Tell me what
issues you are having.”
The staffer is prepared and can answer that question

thoughtfully.

how to bring up the bad points

The hard part, of course is bringing up the not-so-
good points. But there are ways to phrase the prob-
lems without “ruffling feathers.”
One is “You know, Staffer A, if I had to pick three

areas that need improvement . . . ” That says the man-
ager “is being forced to look for things that need
improvement.”
Another is “I’ve really seen improvement in these
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areas. Now moving forward over the next six months,
I would like for you to focus on these areas.”
Offer to help, and use we to show a willingness to

help. If attendance is a problem, for example, say
“what can we do to get you here on time?”
Bring up the items documented in the weekly log if

necessary, “but don’t bring out the log.” That’s not
something to share with the staffer.
That approach makes people “open to change.” It’s

a matter of showing “this is what is being done now,
this is how it needs to be done, and do you agree?”

set goals, but limit the number

End the meeting by setting goals for improvement,
Dobbeck says, and she recommends following the
SMART formula of making each goal specific and
measurable, developing action steps to achieve the
goals, making the goals realistic or achievable, and
assigning a time for completion.
And if the performance issue is serious, “add a C at

the end for consequences,” which are the disciplinary
actions that will follow if the improvement isn’t made.
Don’t go overboard. Set only one or two goals that

reflect the most important areas and let the rest go
until the next review.
Then follow up informally. Every two or three

weeks ask the staffer “how are things going with that
goal?” and “is there anything I can help you with?”

but what about the money?

What about the salary? Dobbeck’s advice is to men-
tion it at the very end but don’t give any figures.
Instead say “now that we’ve had this discussion, I’m
going to go to bat for you and get you everything I
can.”
That ends the review on a positive note. It leaves

the staffer thinking “wow! my boss is going to bat for
me.” �

Check the Medicare cards!
Some patients don’t know
they have a new coverage

Good grief! There’s yet another Medicare billing
issue to worry about.
The office now needs to ask its Medicare patients if

they have switched from traditional coverage to a
Medicare Part C Advantage plan.
Some patients have made the switch and don’t even

know it.
That means more work at the front desk, but it’s the

only line of defense against misfiled claims, says M.
KRYSTINE BAUM of Nature Coast Management
Services, a medical billing and physician consulting
firm in Crystal River, FL.
When a Medicare patient comes in, staff should ask
• Have you signed up with a Medicare Advantage

plan?
• Have you received a new Medicare card?
Then as a double check, look at the patient’s

Medicare card to see if it shows an Advantage plan.

kiosks in the parking lot

The problem started with the new prescription drug
coverage, Baum explains.
When Medicare rolled out the Part D program, the

Advantage plans “literally rolled out their kiosks” in
malls and parking lots and started hawking their own
drug plans.
What many patients didn’t realize was that when

they signed up for the Advantage drug coverage, they
weren’t getting a stand-alone drug plan but one that
was piggy-backed onto the Advantage plan. Conse-
quently, many patients moved unwittingly from tradi-
tional Medicare to Medicare managed care.

trouble for the office

The outcome is “double trouble,” Baum says: trou-
ble for the office and trouble for the patient.
For the office it’s a billing hassle.
The patients who don’t realize they have switched

obviously don’t know to tell their physicians about it,
so the office “bills regular Medicare and winds up
with a rejected claim.”
Worse, if Medicare's files aren’t up-to-date, the

claim gets paid by mistake and the office winds up in
a refund situation.
“And even worse-er,” she says, “the office can get a

payment from the managed care plan that’s below the
Medicare rate, and there’s not much to be done about
it” because the Medicare appeal process doesn’t apply
in that situation. The government doesn’t have the

by john chase

When I said put yourself in my place,
I meant that figuratively!
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authority to intervene between a managed care plan
and a provider.
“The unfortunate part,” however, is that the patients

often have no idea what’s going on. “Some are insist-
ing they’ve never signed up for anything and never
made a payment to anybody.”
So when Medicare rejects a claim, the office has to

play detective and figure out which plan to bill. And
the information is not easy to get at. Medicare will tell
the office when the patient dis-enrolled but not which
plan has taken over.

trouble for the patient

For the patients, it’s a money issue plus a doctor
issue.
Many of those who did realize they were switching

to Medicare Advantage thought they were saving
money but didn’t understand they might have to
switch doctors to get the savings. They either weren’t
told or didn’t realize that unless they use plan physi-
cians, their out-of-pocket expenses are greater than
with traditional Medicare.
With one Advantage program, for example, the

copay for an office visit is $10 for an in-plan physi-
cian, but for an out-of-plan physician it’s 30% of the
Medicare allowed amount as opposed to 20% for tra-
ditional Medicare coverage.
With that same payer, the annual deductible amount

is $100 for a in-plan physician but $300 for an out-of-
plan physician as opposed to $124 for traditional
Medicare.
That creates yet more fallout for the office. If the

doctor doesn’t participate in a plan, there’s the ques-
tion of whether to continue to see a near-indigent
patient when the reimbursement is now less and the
patient – who had difficulty paying the 20% copay to
begin with – now has a 30% copay.
Changing that patient back to traditional Medicare

is not a ready solution, she notes, because patients are
locked into the Advantage plans for six months.

the retroactive surprise

Confusion aplenty.
And here’s more of it: Medicare Advantage enroll-

ment is retroactive to the first of the month when the
patient signs up.
Thus, a patient who signed up in late June actually

came under the plan June 1. So if the office saw that
patient, say, June 5, it’s the Advantage plan that has to
pay the claim, even though at the sign-up time the ser-
vices had already been provided and the claim was
already submitted.
Don’t expect the problem to fade away. The govern-

ment reports that one out of six Medicare patients is
currently in an Advantage plan. �

How to choose the office art,
where to hang it, and how
to make it promote healing
Need pictures?
Don’t go to the nearest mall “and buy a few things

to put on the wall.”
The art in a medicaloffice can be – and should be –

“the first step in the healing process,” says art consul-
tant JAN MARION. To get well, people “need to
escape a little,” and art can provide “a sensory distrac-
tion” that lets the body relax and focus on repairing.
Marion should know. His company, H. Marion

Framing Studio in Glenview, IL, specializes in provid-
ing art to hospitals and medical centers.

first, reduce the stress

Art in a medical office needs to be chosen for stress
reduction. Thus, what’s beautiful in a museum “may
have no place in the health care setting.”
Abstract art is usually a poor choice, because it can

be disquieting and provoke anxiety and a sense of
being “edgy.” “The Scream” by Edvard Munch, for
example, is unsettling for anybody to look at, Marion
says, and even more unsettling for a sick patient.
The same is true of contemporary pop art such as

Andy Warhol’s work.
Be wary too of “moody” art, or art that elicits a

sense of doom or depression such as a landscape with
an ominous sky..
In the medicaloffice, the rule is “keep it soothing.”

Pastoral scenes and peaceful landscapes are always
good choices because “patients can lose themselves in
the art and daydream away.”

keep the patients in mind

Take into consideration too the people who will see
the art, Marion says.
An office that treats mostly Anglo-American

patients will need one kind of art while an office that
treats mostly Latino patients will need another.
If the patients are affluent, put more money into the

framing.
In a pediatrics office, the art needs to appeal to chil-

dren, but it also needs to appeal to adolescents, who
don’t want to see Winnie the Pooh on every wall.
There the office can hit the middle with “funky inter-
pretations” with vibrant colors in pastels and water-
colors.
In an obstetrics practice, patients enjoy pictures

showing children.
Elderly patients want “comfort images,” or “home

images” of people and animals that evidence life.
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They also prefer brighter colors, particularly blues,
reds, and whites, because color vision dims with age,
and yellows and greens become difficult to see. And
they do best with nonglare glass, because they have
difficulty seeing around glare.
Hang the pictures low enough for the patients to

see. If the practice treats a large number of patients in
wheelchairs, the art needs to be placed considerably
lower than usual. In a pediatrics office, hang some of
the pictures where the children can see them.

keep the area in mind

Choose the art for the area’s use as well.
In a public area such as a corridor “where people

don’t stop and rub their chins and reflect on what’s on
the walls,” use art that simply breaks up the space and
adds color. Marion gives the example of floating
leaves on a color background. “It’s easy to look at and
nondescript.”
In a nursing home lobby, the use is mainly to create

a good first impression for the family, because they
are they ones who employ the facility. The art needs to
show quality and traditional good taste.

what about the frames?

Because a medical office should be seen as “an
extension of the home,” the matting and framing
should be appropriate for the home setting.
The frames should be similar so that one picture

isn’t framed in silver metal, another in black, and
another in ornate gold-leaf.
And like the art itself, the framing needs to appeal

to the people who are going to see it. For example, in
an office that sees mostly women, feminine frames, or
frames with ornate carving and mottled finishes are
appropriate.
Overall, the art and the frames should coordinate

with the paint and the flooring and the furniture “and
make the environment more pleasant.”

the fade, the height, the ugly

As to the mistakes to watch out for, Marion cites
three.
First is leaving pictures up so long that they start to

fade. Over time, ultraviolet light saps the reds and yel-
lows until all that’s left is the blue. But it happens so
gradually that it’s not uncommon for an office to have
a wall of prints, all bluish, that no one realizes have
changed.
The second mistake is hanging pictures too high.

About 90% of pictures wind up tood close to the ceil-
ing, he says. To get the appropriate height, put the
midpoint of the art at eye level for somebody of aver-

age height. That works whether a picture is small or
large.
Third, be aware that “things ugly out before they

wear out.” Southwest design, for example, was popu-
lar several years ago but now looks dated, no matter
how good the quality of the art.
For a truly professional looking office, he adds, use

an art consultant or design professional. To find a
source, Google “art consultants” or contact the
Professional Picture Framers Association
(www.pmai.org/webppfa/) or ask the office’s architect
for a contact.” �

Texas manager makes a list
of how to stay in business
in the eye of a hurricane
“You think about your life, and you don’t waste

time.”
When last September’s Hurricane Rita was finished,

the office of Southeast Texas Pulmonary Associates in
Beaumont, TX, was destroyed.
Yet before the storm hit, office manager JOLENE

STADEL was able to carry out enough information to
keep the practice running in a temporary location and
a few months later move back into its original build-
ing.
All total, she says, what she took out was no more

than five backup tapes plus stack of paper about the
size of a briefcase.
Once the office was back in business, Stadel drew

up a list of what she had done to protect the business
and what more she would do should another hurricane
occur. The list is now part of the office’s policy manu-
al – and, she says, could help other offices as well.
• Print out the basic reports. Stadel printed out

reports for outstanding A/Rs and outstanding claims, a
monthly billing summary, and the yearly A/R summa-
ry.
She also printed out the appointment schedule for

the next six months. That’s a necessity, she says,
because if the computer is down, “the office has no
idea who is scheduled.” In retrospect, she points out
that a good safety precaution is to keep the patients’
telephone numbers and addresses on the appointment
schedule. Then if the system is not functional, the
office still has a way to contact those patients.
• Back up and turn off the main system plus all

the personal computers.
The office keeps five backup tapes, one for each

day of the week, and each day Stadel takes the most
recent one home. There is also an end-of-the-month



backup tape that is kept in a safe.
When the storm came, she took all the tapes with

her, reasoning that if the most recent one was corrupt-
ed, she would still have the others.
In addition, on the advice of the software company,

she printed out an end-of-the-day report.
That was a useful double-check, she says.When the

office got back into business, she used it as a baseline
to see if the latest backup tape was accurate. If the two
had not matched, she would have known to use one of
the earlier tapes instead.
The software company is located in another city and

was available to run the system if the computer was
unusable. And earlier she had gotten directions from
the company on how to leave the system during an
emergency.
• Cover the records with tarps. The office’s charts

are kept in rolling cabinets, so Stadel rolled the cabi-
nets together and put tarps over the top.
The compact arrangement protects the sides, but the

tarp gave additional protection from rain – a necessary
protection, because the roof blew off.
• Put the computer equipment on the desks and

cover it in plastic bags. Putting things on the desk
tops keeps them out of flood water, she says.
Plastic garbage bags are essential, because every-

thing that can’t be taken out has a good chance of sur-
vival if it’s sealed in plastic. Cardboard boxes collapse
when they get wet.
• Take out the credit cards, petty cash, and pre-

scription pads, particularly those for narcotics.
While the office is being cleaned and repaired after

the storm, everything is wide open, she says. In her

office, the doctors removed the prescription pads
when they left. However, some cash and credit cards
were left behind and were stolen, and the cards were
used.
• Take out the business documents. The essentials

were these:
The tax ID numbers, the deposit slips for the cur-

rent month, and the last bank statement. The bank her
office used was not functional and would not give
information over the phone unless she could give them
the amount of the last three deposits as proof of iden-
tification. The office also needed an immediate line of
credit to get back into operations, and again the bank
statement information was required.
The insurance policies and phone numbers of the

insurance agents. Those are necessary to get a claim
number assigned.
The computer support phone number. Necessary to

get the computers running again.
All undeposited checks. Those were the checks the

office did not have time to deposit before evacuating.
Without them, she says, there was no way to know
what had been paid and what the office had to follow
up on.
• Set up a voice mail message on the incoming

line. The answering service was also out of business,
she says, and patients needed to know that the office
was closed and that the physicians were not available.
The telephone company set up the new message
immediately, and it told patients not to leave mes-
sages. It also told patients to keep calling back for
information on when the office would reopen.
• Print out a list of everybody’s home and cell

numbers. Stadel keeps the list updated, and every-
body has a copy.
• Set a contact phone number for everybody to

call. The best number is one that’s out of state, she
says. She had given them her cell number, but many
of the cells weren’t working. The number the office
now uses is her parents’ home in South Dakota.
• Maintain a Post Office box. After the hurricane,

there was no mail delivery, she says. Her office did
not have a Post Office box, but those that did “didn’t
have to worry about delivery.”

ever an office manager

On the personal side, Stadel illustrated what outside
the profession is too often unrecognized: an office
manager never deserts the post.
She and her husband evacuated to a lake house 100

miles north only to find too late that the house was in
the eye of the storm. When the eye hit, they took
refuge under the house – with the office’s tapes and
financial reports wrapped in her jacket.
All survived. �
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