
The qualifications were right. Experience looked
good. The references checked out.
But that new staffer has proved to be a lazy, gossip-

ing, complaining, chronic absentee with no dedication
to the job.
What went wrong?
Good hiring requires more than matching a resume

to the job, says Charleston, SC, management consul-
tant JOAN K. USTIN, a specialist in human
resources and organizational development. It’s a mat-
ter of figuring out what factors spell success and fail-
ure in the job. It’s also a matter of meeting every
answer with another question.

first a little backgrounding

The process begins with identifying “the hard skills
and the soft skills” necessary for the job, Ustin says.
The hard skills are the competencies and experience

laid out in the job description. They are specific things
such as expertise in certain software or knowledge of
medical terminology.
The soft skills, on the other hand, are the intangi-

bles. They are the personality traits the job requires,
or “what it takes to do the job successfully.
To identify them, look at who has been in the job

before and was successful at it and ask what charac-
teristics and behaviors that person showed. Perhaps
Staffer Success was organized, detail-oriented, or
pleasant on the phone.
Conversely, look at who has not been successful in

the job and ask “why did this person bomb out?”
Maybe attendance was irregular or the staffer failed to
meet deadlines or had poor people skills.
Together, the hard and soft skills tell “what the

office needs and doesn’t need” in the position.

the art of the interview

As for the interviewing itself, Ustin cautions that it
is a two-part art.
First, establish rapport with the applicant. Rapport

builds trust, she explains, and only when the applicant

has trust in the manger will the answers be candid.
To do that, make the interview “sound like a con-

versation.” Show interest in the applicant’s situation:
“I want to be sure this will be a good match between
what you are looking for and what we need.”
Second, don’t take any initial response at face

value. Keep probing with follow-up questions:
Why?
How did you do that?
That’s interesting. Tell me more.
What did you learn from that?
“There’s rich material” to be had there, she says.

That’s because “it’s difficult for people to anticipate
(please turn to page 3)

t h e n ew s l e t t e r f o r p hy s i c i a n o f f i c e a dm i n i s t r a t o r s

medical office manager ™

volume XX, number 9 september 2006

How to hire staff who fit both the job and the office
questions to ask and answers to listen for

in this issue

This month’s idea: A wheel of fortune ends
the not-my-job syndrome ..........................2

Start using NPIs October 1 – and go back
and check that application ........................4

Don’t make sick days a gift: just keep
everybody to an office-wide average.........5

How to end staff interruptions without
being rude about it ....................................6

ICD-9-CM and CPT Coding Update:
Seven more ICD-9-CMs for 2007 .............7

A list of the new ICD-9-CM codes ................8
Literature review: A HIPAA guide for
releasing records in emergencies...............9

Reader question: What are the rules
for patient dismissals? ..............................9

In Milwaukee, chronic no-shows have
to wait for ‘alternative scheduling’ .........10

ID theft: the office can be liable if staff
or patients fall victim to it.......................11



this month’s
idea

In Florida, a wheel of fortune
ends the not-my-job syndrome
A Florida manager has turned around the that’s-not-my-job syn-

drome with a wheel of fortune that gets spun once a month and car-
ries a dozen good items – gift certificates to car washes, movies, and
grocery stores. The best is $100 cash. To spin the wheel, staff have
to get nominated. And what they get nominated for is outstanding
patient care, exceptional work, or just for helping out.
Administrator LAURIE L. SCHRECK of Brevard Pain Manage-

ment in Titusville, FL, set up the program two years ago as a way to
encourage staff to participate in all aspects of the office. She also
wanted the encouragement “to continue throughout the year.”
The office has one physician and 12 staff, three of whom are in

managerial positions. Only patients and the nonmanagerial staff can
make the nominations, and that’s done “so it doesn’t seem like the
office is showing favoritism.”
There are two nomination collection boxes. One is at the front

desk for patients, and it carries a sign saying to fill out a form to rec-
ognize someone who has gone out of the way to be helpful. The
other is for staff, and it’s located in a lavatory “so people can make
nominations anonymously.” Both boxes are locked.
The form says “I would like to nominate _____ because _____.”

Signing is optional.
Nominations cover all sorts of things. One cited a staffer who

saw a patient fall outside the building and brought her inside and
cared for her. Another said “thank you for being supportive during
my training.” Some cite people for helping out in other job areas.
Patients usually mention general things, perhaps that a staffer has

been repeatedly kind. One woman, however, wrote that a staffer
noticed she was becoming ill in the waiting area and came out and
took her to a private room.
The winner is the person with the most nominations. If there’s a

tie, the doctor draws a name. With a drawing, nobody can say “the
doctor chose So-and-So because he doesn’t like me.” When Schreck
announces the winner, she also reads out the other nominations.
Schreck introduced the program by bringing the wheel to a staff

meeting. She explained that nominations had to be “for something
beyond the scope of job duties.” She also got staff’s suggestions for
prizes. They liked it immediately, she says, and she’s “never had to
encourage them to participate.” Usually there are about a dozen
nominations each month.
If you have 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)
those questions and have prepared responses.” The
deeper the questions go, the more spontaneous and
truthful the answers.

now for the procedure

The interview is best divided into three segments.
First, can the applicant do the job? Does that indi-

vidual have the capability to do the tasks and use the
equipment the job requires?
Second, will the applicant do the job? Is there moti-

vation to perform well?
And third, will the applicant fit in with the office

and with the other staff? Is there a match between the
type of work the office expects to see and the type of
work the applicant expects to produce? Is there going
to be a personality fit?

CAN THIS APPLICANT DO THE JOB?
The resume tells the tale. It might show training in

certain software or a degree in some field or certifica-
tion or licensing the position requires.
“But don’t accept that on face value,” Ustin says.

“Check out each point.” An unbelievable number of
people either plump up their qualifications or lie out-
right about their abilities and experience. “And they
get away with it, because most employers don’t bother
to verify the information.”
Ask questions to ascertain the true expertise:
How long have you been using this software?
Do you enjoy using it? Why?
What do you find most challenging about it?
Could you teach somebody else to use it?
Go further still and give the person a performance

test, just like the standard typing test. “Make up a
work sample” and check it for accuracy and speed.
Tell the person “I’d like you to enter these figures in
this program” or “I want you to code these hypotheti-
cal encounters.”

WILL THIS APPLICANT DO THE JOB?
To determine the level of motivation, “look for pat-

terns of achievement in the background” and whether
the applicant’s experience indicates “high energy” and
motivation. Ask questions such as

Tell me what you did that you enjoyed.
Tell me what was difficult for you.
Look too at how long the person has stayed in pre-

vious jobs and ask
Why did you leave these other jobs?
Why are you leaving your current employer?
A job change “is an important life decision,” she

explains. Somebody who has moved along every six
months or every year just for a change of scenery
obviously has no motivation. On the other hand,

somebody who has moved to get more responsibility
is someone interested in doing well.

Tell me about a problem you faced recently and
how you handled it.

A good answer will show persistence and a determi-
nation to get things right.

What are you most proud of achieving in your
life?

Again, look for an achievement that required persis-
tence and determination.

Tell me about the most difficult problem you
have encountered in either your life or your
work and how you handled it.

Listen for evidence of perseverance. An answer of
“I’ve always tried to lose weight but can’t stick to a
diet” coming from someone who is physically out of
shape may have nothing to do with the job, “but it’s a
piece of data.” Added to other bits of data in the
resume and interview, it can evidence a lack of moti-
vation.

What are your career goals? your life goals?
This reveals whether the applicant is organized,

wants to achieve, and will be focused on the job at
hand.
Ustin cautions, however, to listen for a sincere

response. “Many people have a ready response of ‘I
want to work at a terrific place where I can use my
skills and move ahead.’” Sounds great but says noth-
ing. The person should have a more specific goal.

Why do you want to work here?
If the answer is “I want a better opportunity,” say

“tell me what that means to you.” A good response is
“I have lots of skills and don’t have a chance to use
them in my current job. Your ad looked like you could
use somebody with my skills.” Compare that to “I
need more money.”

DOES THIS PERSON FIT IN WITH US?
Work style and personality fit are essential, Ustin

says. “Most people fail for lack of fit than for lack of
skill or motivation.”
To determine whether there will be a good merger,

the manager has to answer the question “what kind of
work culture do we have here?” Ask the current staff
the same thing. They may say, for example, that “the
reason we get so much done is that we all pitch in and
help out.”
Define the office as fast-paced, high-stress, team-

oriented, patient-focused or whatever and then ask
questions to see if the candidate likes that type of
atmosphere:

Tell me what type of work environment you
thrive in. Where are you happy?

Tell me about your work style.
But again, keep probing for more. If the response is

“I’m a real team player,” don’t think “oh boy! that’s
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what I’m looking for” and stop there. Keep talking
about it:

Tell me how you define team playing.
How do you execute that in your current job?
Give me an example of a time you had to work
with somebody who was odd or quirky or
difficult. How did you handle that?

Focus on the office’s specific personality. If it’s a
high-stress practice, for example, ask

Tell me how you define a high-stress office.
How do you handle stress in your current job?
Look for maturity and the ability to grow:
We all have weaknesses. Give me an example of
a time when you didn’t shine, and tell me
what you got from it.

Find out if the candidate can admit to mistakes and
learn from them:

What did you learn from that?
How would you handle that now if it recurred?

searching out the specifics

It’s also possible to find out if the candidate will
bring in personality problems. If gossip is an issue:

Tell me about the place where you work now. Is
there a lot of gossip there? How do you feel
about office gossip?

Then go with the follow-up and find out if that per-
son is, in fact, a gossip:

What do you like best about the people you are
working with now? What do you like least
about them?

If the answer is a diatribe about So-and-So who has
been divorced three times, watch out!
Similarly, if bad attitudes are an issue, ask
What do you not like about your job?
What have you done to solve those problems?
If the answer is nothing but negatives with no indi-

cation that the applicant has tried to change them,
don’t expect sweetness and light. �

Start using the NPIs
October 1 – and go back
and check that application
They seem such a little thing. But they are an essen-

tial, and offices should start using them now to make
sure that come May 23, claims get paid on time.
They are the National Provider Identifiers or NPIs,

the 10-digit identifiers that have to be used on all
claims by May 23. And they are entering their final
trial stage.
Beginning October 1, the government says, all

offices should start putting them on claims. However,
many offices don’t even have their numbers yet. The
government reports that only about 1 million have
been issued, which leaves a lot to go.
Here are the points to watch.
• Does every provider need one? What about pro-

viders who don’t bill for services?
Yes, every provider needs an NPI.
The NPIs are a HIPAA requirement, so any person

or entity covered by HIPAA and who can send claims
has to have one. That includes physicians, nurses,
physician assistants, dentists, pharmacists, group prac-
tices, hospitals, nursing homes, pharmacies, labs, and
durable medical equipment suppliers.
It doesn’t matter whether the provider bills directly

for services on not. The NPI will be needed some-
where along the transaction. For example, if a physi-
cian refers a patient for lab or diagnostic testing, the
lab or testing facility has to show the doctor’s NPI on
its claims.
• What if a physician plans to retire before May 23?
Get an NPI even so.
If a claim doesn’t get submitted before May 23 or is

still in the payment process at that time, it will have to
carry an NPI. Otherwise, payment will be held up or
possibly denied.
• Does the office have to list all its other payer ID

numbers on the NPI application?
Yes, it does.
When applying for the NPI, give the current

Medicare identifying number plus all the identifying
numbers the doctor uses for other payers. And if there
is a Medicaid number, include the name of the state
along with it.
The reason is that both Medicare and commercial

payers have to pair up their old numbers with the new
NPIs. If a payer’s number isn’t listed on the applica-
tion, that payer may not be able to process the office’s
claims.
If the office already has its NPIs, Medicare says to

go back and look at the application to make sure all
those numbers were included. If they weren’t, contact

by john chase

Remember,when the auditors get here, just give
them your name, rank, and NPI number.
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the Enumerator and submit them. (The contact infor-
mation is below.)
• Does the office have to keep its NPIs private?
No. They are not part of the privacy section of

HIPAA but come instead under HIPAA’s rules for
electronic claims transactions. Their purpose is to
make claims processing easier by establishing a single
identifier for all payers.
They are necessary for payment, so the office has to

give them to anybody who needs them for the pay-
ment process.
• What’s the timeline for using the NPIs?
October 1. Medicare will accept claims that carry

the NPIs without the old identifying numbers.
But don’t push it, the government warns. Use the

NPIs, but to prevent confusion, use the old Medicare
numbers as well.
May 23. Showdown. NPIs on all claims.
• Are the NPIs being required for anything before

May 23?
Yes. Providers have to have their NPIs before they

can enroll in Medicare or update their Medicare
enrollment information.
• Where do offices get their numbers?
The NPIs are being doled out by a private company,

Fox Systems in Fargo, ND. Fox is called the NPI
Enumerator.
Apply for the NPIs at https://nppes.cms.hhs.gov. Or

contact Fox and request a paper application. The
address is NPI Enumerator, P. O. Box 6059, Fargo,
ND 58108. Telephone 800/465-3203 and e-mail
customerservice@npienumerator.com. �

Don’t give out sick days:
just keep everybody
to an officewide average
What sick leave policy is best?
Believe it or not, the best policy is no policy at all,

says one management consultant.
Many companies are now taking that approach, and

what they are finding is that absences are noticeably
few, says JOHN McNAMARA of McNamara and
Associates in Jackson, NJ.
Here’s how it works.

what? no policy?

With a no-policy policy, the office gives a certain
number of vacation days but does not designate a

number of sick days. It only acknowledges that “peo-
ple do need time off for illness.”
Keep a log of who’s out, track the average number

of absences over a rolling 12-month period, and when
somebody exceeds the average, address it as a disci-
pline issue.
The average is the total absences divided by the

number of staff. So if the office has 10 staffers and a
total of 30 absences over the past 12 months, the aver-
age is three days a year.
When somebody goes over three days in a 12-

month period, treat it like any other discipline matter,
McNamara says. Give an initial notice: “I looked at
the average absenteeism for our office, and you have
exceeded it by a day. Please be careful.”
At the next absence, go to the verbal warning: “I’m

putting you on notice that you need to control your
absenteeism.”
At the next, give a written warning that further

absences can result in discipline.
The final action is termination.
What if staff abuse the policy and the average gets

out of hand? Simply tell the entire staff that absences
are out of control and start picking off the top abusers.
The office does need to allow for legitimate

absences, of course, so when people exceed the aver-
age, let them take the days as unpaid leave under the
Family and Medical Leave Act.
Companies that use the no-policy approach find that

it ends excessive absenteeism, McNamara says. It also
ends the Monday/Friday last-minute call-ins. People
are out when they are sick and in when they aren’t
sick.

but put in adequate vacation

As to how many sick days to consider excessive,
there’s no rule to follow. Some employers give as few
as three; others give as many as 15. McNamara’s
view, however, is that “anything more than five days a
year is excessive.” Rarely does anybody legitimately
need more days than that.
He points out that with adequate vacation time, peo-

ple are satisfied with that number.
The standard is two weeks’ vacation for people

with fewer than five years on the job, three weeks for
five to 10 years, four for 10 to 15 years, and five
weeks for anybody who has been with the office
longer than that.
Some employers see that as excessive, he says, but

being chintzy on vacation time “burns people out” and
takes its toll in productivity.
Also, he says, “having a good vacation and holiday

policy lends itself to employees’ being more legiti-
mate about their time off.” Look at Europe where
most governments require a minimum of four weeks’
vacation. Because that gives people adequate personal
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time, there is little absenteeism and a motivated work
force.
Just require a specific amount of notice and explain

that the office has the right to say no when it’s not
convenient for someone to be out. Then if too many
people want the same vacation days, preference goes
to those with the most seniority.

a bank of days = a waste of money

What about giving a bank of days? That way, staff
have a certain number of personal days to use for any-
thing – personal needs, sick leave, or couch potatoing
– and lose what they don’t use.
Don’t do it, McNamara says. Saying “you can have

eight sick or personal days a year” is the same as say-
ing “you can have eight extra vacation days a year.”
People will take every one of them, and who can
blame them?
What’s more, the office is apt to be left badly short-

handed at the end of the year when people are trying
to use them up.
What about getting around that by paying staff for

their unused days?
That can cut the number of absences, he says, but

the reasoning is absurd. The office is already paying
staff to show up; now it’s paying them twice for doing
so. And the cost can be substantial. If there are 10
employees, each with 10 unused days, that’s 100 days
of salary to cover.
At budget time, the manager is going to have to say

“based on last year, we’ll need $X to pay for the sick
bank this year.” The office might be forced to reduce
some other payout, perhaps the Christmas bonuses,
“and that can really work against morale.” �

How to put an end
to staff interruptions
and not be rude about it
It’s the constant interruptions that most often force

people to work past 6:00 p.m., says one productivity
expert.
And for a medical manager, those interruptions are

plentiful. It’s not uncommon for staff to come in with
issues no bigger than “So-and-So hurt my feelings.”
Here JAN JASPER of Jasper Productivity Sol-

utions in New York tells how to end at least some of
them and shorten the others – tactfully.
And, she says, it’s not inappropriate to encourage

staff to employ the same approaches for themselves.
Discuss it in the context of time management. Staff

will be more receptive to the manager’s requests if
they are doing the same thing for themselves.
Jasper is author of Take Back Your Time: How To

Regain Control of Work, Information, and Technology
(St. Martin’s Press, New York).

a little notice, please

The easiest way to discourage the drop-ins and the
got-a-minutes is to tell staff to set appointments for all
nonemergency matters, Jasper says.
But be careful. There’s a wrong way and a right

way to do that.
Wrong is to tell staff “from now on, you’ll need to

set appointments to see me.” Translation: “I’m not
accessible to you.”
Right is to preface it with a benefit, for example,

“when you need to see me, I want to be fully focused
on what you have to say, so if you will set an appoint-
ment, I can get my tasks done and set aside time just
for you.” Translation: “your issues are such a priority
that I want to devote myself to them entirely.”
There are other benefits to that besides stopping the

interruptions, she says. Having to set appointments
forces staff to think through what they want to say and
what they want to achieve. More, when an issue is
emotionally charged, the wait forces the staffer to cool
down.

issuing a noninvitation

Beyond the appointment requirement are other tac-
tics that discourage interruptions.
Position the desk so it doesn’t face the door.
Facing the door “invites interruptions,” Jasper says,

because the manager is constantly making eye contact
with passersby. With the eye contact eliminated, the
interruptions are decimated.
Being situated near a busy spot such as a copier or

snack machine is another invitation for interruptions,
because people look into the office and tend to drop in
to talk. Eliminate the visitation temptation by putting
up a buffer item such as a large filing cabinet or a
plant.
Closing the door also keeps people out. Ah, but

what if there are no doors to close?
Be creative, she says. Set red, yellow, and green

cards on the edge of the desk and tell staff to consider
them a traffic light. Red is “don’t bother me right
now,” yellow is “bother me only if it’s important,” and
green says “come on in!”

four more control measures

Here are four more ways to end the unexpected.
The first is to set “open-door hours” when staff are
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free to come in. Again, explain that the hours are
being set so everybody can be assured of the manag-
er’s full attention.
Second is to tell staff to e-mail instead of calling or

dropping by. That can reduce a 15-minute conversa-
tion to almost nothing.
Third, if someone pops in with “got a minute?”

respond with “not right now, but can you come back at
2:15?” Giving a specific time shows more interest and
sincerity than just asking the staffer to come back
later.
And fourth, got comfortable chairs? They encour-

age prolonged visits. Replace them with hard chairs,
Jasper says. More than that, put stacks of paper in
them that have to be moved for someone to sit down.
And if the situation is really bad, get rid of the chairs
altogether.

the art of the short meeting

Along with ending the interruptions is the issue of
keeping a meeting from going on too long, especially
when the staffer likes to talk.
Set start and ending times for the meeting, Jasper

says. Phrase it as “I can meet with you from 4:00 p.m.
to 4:15 p.m.”
To force the visitor “to get to the point rather than

ramble and chat,” set an odd time such as 3:10 p.m.
That’s a subtle way of saying the time has to be sched-
uled to the minute.
Meet in the staffer’s space instead of in the manag-

er’s office. It’s far easier to leave than it is to ask
someone to leave.
Begin the meeting not with “how are you doing?”

but with “what can I do for you?”
If the staffer goes on and on unloading worries or

repeating what’s already been said, cut in with “what
do you think the resolution should be?” That turns the
conversation from the litany of examples to a recom-
mended solution.
Use physical cues that time is running out. Look at

a clock, shuffle some papers, start printing something
on the computer, or say “I have a conference call in a
minute.”
If the staffer still doesn’t get the message, end a

sentence with “okay, to wrap this up…” or “let’s sum-
marize what we’ve discussed and what we are going
to do.”

self appointments count too

Finally, Jasper says, those same approaches can be
used to make the best of the manager’s own work
schedule.
Set self appointments. Schedule times to do specific

jobs. If there’s a budget to plan, for example, make a
personal appointment for the planning and set aside

whatever time is necessary to finish the work.
To make it official, enter it into the appointment

book.
No one hesitates to set aside time for another per-

son, she says. Why should anyone hesitate to set aside
time for personal work? �

Seven new ICD-9-CMs:
RLS plus five perinatals
BY THERESE M. JORWIC, MPH, RHIA, CCS
ICD-9-CM’s new codes came out April 25 – all 204

of them. (See the May issue of MOM.) And as if that
weren’t enough, now there are seven more.
The first is for restless legs syndrome. The other

six pertain to the perinatal period, or the time around
birth.
The annual updates to ICD-9-CM appear every

year in the spring, and usually there are no more until
the following year.
Getting additional codes this late in the season is a

new thing. It happened last year for the first time.
These are codes that didn’t make the deadline for
spring publication. However, the National Center for
Health Statistics, which is responsible for the diagno-
sis codes, believes the additional codes are needed
now and therefore should not be delayed until next
year.

walking, walking all night long

First comes new code 333.94 for restless legs syn-
drome, which is a disorder of the nervous system. The
condition used to be coded as 333.99, which is an
“other” code for abnormal movement disorders. How-
ever, it warranted a separate code because it’s
extremely prevalent.
Estimates are that 12 million Americans have RLS,

and likely the real number is higher. One reason is that
there is no single test for the disorder and the doctor
simply has to rely on what the patient describes,
which means the condition is often misdiagnosed.
Moreover, many patients never seek treatment for the

ICD-9-CM and CPT
coding update
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problem, thinking it’s part of aging and that nothing
can be done for it.

RLS is a neurological disorder that makes the legs
feel creepy or burning or as if bugs were crawling
around inside. There’s an uncontrollable urge to move
them during any period of rest but especially at night.
As soon as the patient tries to sleep, the legs start
moving and jerking and twitching, sometimes as often
as every 10 to 60 seconds. So much for getting a good
night’s sleep.
The condition most commonly occurs in mid to old

age and tends to worsen over time. But even children
can have it, but when they do it’s often misdiagnosed
as attention deficit disorder with hyperactivity be-
cause of the constant movement.

Medications are the same central nervous system
depressants and anticonvulsants used to treat Park-
inson’s disease. The only FDA-approved drug for RLS
is Ropinirole, and that too was originally approved for
Parkinson’s.

the six perinatal codes

The other new codes are for conditions occurring
right before and right after birth.
First is code 768.7 for hypoxic-ischemic

encephalopathy, or HIE, which is brain damage that
occurs because of hypoxia (or low oxygen) and
asphyxia (no pulse).
That one code covers HIE whether it is mild, mod-

erate, or severe.
HIE did not have a specific code in the past, but it

needed one, because the condition was sometimes
wrongly coded as hypoxia and asphyxia. However,
hypoxia and asphyxia can occur during birth contrac-
tions without causing brain damage. Having a separate
code for the HIE shows that brain damage has actually
occurred.
The other five codes are for newborns.
They begin with 770.87 for respiratory arrest and

770.88 for hypoxemia, which is deficient oxygenation
of the blood.
Both of those codes have been added to show that

the conditions developed after the baby was born.
Those are followed by two new codes in the 775.8x

category for other neonatal endocrine and metabolic
disturbances.
New code 775.81 is for other acidosis of the new-

born. In that situation, the electrolyte balance is off
due to too much acid, which can affect the respiratory
system.
And new code 775.89 is for other neonatal endo-

crine and metabolic disturbances.
Last is new code 779.85 for cardiac arrest of the

newborn. Again, it indicates that the condition
occurred in the newborn period.
Besides clarifying the clinical picture, being able to

show that a condition occurred after the delivery will
be of great value in medical malpractice cases. It will
now be possible to show with certainty that a problem
was not the result of any action by the physician dur-
ing the delivery.
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 new diagnosis codes
to add to the system
Seven new diagnosis codes will take effect

October 1. These codes are additions to the other
2007 updates to ICD-9-CM that were published in
April.
Why new codes now?
The ICD-9-CM updates are announced each

spring in the Federal Register as part of
Medicare’s regulations for hospital inpatient pay-
ments. Those regulations are in the proposed
stage. The government allows about 90 days for
people to submit comments on them and then pub-
lishes the final regulations at the end of the sum-
mer.
Usually the final regulations do not carry any

additional code updates; however, this year and
also last year, they did, with the additions coming
at the request of the National Center for Health
Statistics. Below are the seven new codes. Offices
should add them to their systems.

new diagnosis codes

NERVOUS SYSTEM AND SENSE ORGANS
333.94 – restless legs syndrome
CONDITIONS IN THE PERINATAL PERIOD
768.7 – hypoxic-ischemic encephalopathy (HIE)
770.87 – respiratory arrest of newborn
770.88 – hypoxemia of newborn
775.81 – other acidosis of newborn
775.89 – other neonatal endocrine and metabolic

disturbances
779.85 – cardiac arrest of newborn
(The proposed regulations appear in the April 25

Federal Register, and the code updates are out-
lined in the May issue of MOM. The final regula-
tions appear in the August 18 Federal Register. To
access either set of regulations, go to www.gpo.gov
/su_docs/fedreg/frcont06.html. Click on the date
and scroll down to “Centers for Medicare and
Medicaid Services.”) �



medical office manager / september 2006 page 9

Decision Chart for HIPAA releases. A HIPAA
guide for releasing records in emergencies.
Go to www.hhs.gov/ocr/hipaa/decisiontool/tool/.

Scroll down to “process chart” and click on “process
flow at a glance.”
The chart can also be accessed directly at

www.hhs.gov/ocr/hipaa/decisiontool/EmergencyPrep
Disclose.pdf.
This is a relatively clear decision chart the govern-

ment has just developed to show when it’s HIPAA-
okay to release information about patients.
It’s mostly for use during emergencies (such as hur-

ricanes), but it covers all the nonemergencies as well.
It’s a yes-or-no flow chart that walks through every

situation where a patient’s record might be released.
For example, the first question is whether the

record is going to a public health authority. If the
answer is yes, the arrow leads on down to “you may
make the disclosure.” If the answer is no, arrows lead
to the individual situations where the information can
and can’t be released.
It gets a little govermenty in spots, citing sections

of the HIPAA rules, but it’s followable.

some other points

Also on the main page are links to other rules about
releasing information during an emergency.
The overriding rule is that patient information can

be released as needed for treatment, payment, and
health care operations. Thus, HIPAA should not inter-
fere with giving victims access to care or contacting
their families or getting paid for services given during
a disaster.
Beyond that are these points:
Treatment. It’s okay to release information to hos-

pitals, clinics, and physicians who are treating the
patient or coordinating the care. It’s also okay to give
information to relief workers such as the Red Cross
who are helping find health services for the patient.
Payment. The office can also give other providers

whatever information they need to get paid for their
services.
Notification. The office can also give out informa-

tion to the police, press, or the public to help identify
and locate family members, guardians, or whoever is
responsible for a patient’s care. It can also give infor-

mation about the patient’s location, condition, or
death.
Get verbal permission from the patient if possible.

But if that’s not possible, the doctor can use profes-
sional judgment and release what information is in the
patient’s best interest.
With disaster relief organizations such as the

American Red Cross, it’s not necessary to get the
patient’s permission to give out the information if
doing so would interfere with the organization’s abili-
ty to respond to the emergency.
Imminent danger. The office can release informa-

tion needed to prevent or lessen an imminent threat to
the health and safety of an individual or the public.
Patient directories. A hospital or other facility that

has a patient directory can tell callers whether a
patient is there, where the patient is located, and the
general condition of that patient.
A final note. HIPAA doesn’t apply to noncovered

entities. Thus, organizations such as the American Red
Cross can share patient information without HIPAA
restrictions. �

What are the requirements
for patient dismissals?
Question:What are the requirements for dismissing

a patient for being rude and abrasive to staff?
We had a patient who came in without an appoint-

ment and demanded to be seen. The patient was bel-
ligerent and even cursed at the front desk staff.
If we dismiss a patient under those circumstances,

are we obligated to explain why?
Submitted by LINDA PORCHEDDU, Mid Mary-

land Ear, Nose & Throat Specialists, Frederick, MD.
Answer: No matter what the reason for a dismissal,

the sole concern is that the office not abandon the
patient, says DAVID E. HUNT, CHBC, practice man-
agement consultant with Doctors’ Management
Services Division of Parrish, Moody & Fikes, CPAs,
in Waco, TX.
The only challenge a patient can pose to a dismissal

is a claim of abandonment. Thus, if there is no aban-

literature
review

reader
question
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donment, there is nothing to be concerned about.
Abandonment can occur two ways.
One is if the doctor terminates the relationship uni-

laterally, or without the patient’s knowledge or under-
standing.
The other is if the doctor terminates the relationship

in the midst of a health matter and does not give the
patient enough notice to find care elsewhere.
As long as neither of those situations occurs, the

doctor is free to terminate a patient for any reason.
There is one outside point to watch, however, and

that is the managed care contract. Some contracts say
that the doctor is required to treat all the plan’s
patients and cannot dismiss them except with approval
of the plan. But absent that, terminations are the doc-
tor’s call.

how much notice?

How much notice does the office have to give?
There are no rules to follow, Hunt says. The only

requirement is that the notice be reasonable, and
what’s reasonable depends on the situation and on

what the doctor believes is the amount of time the
patient will need to find other care. That may be 30
days or two weeks or if there is no need for ongoing
care, the doctor can say good-bye “with no notice.”
In the situation where the patient threatens harm to

the doctor or staff or to other patients, immediate ter-
mination is reasonable even if ongoing care is neces-
sary. The doctor can send the patient to a hospital
emergency room or to a public health clinic.
Also, Hunt says, if an on-the-spot termination is

bilateral – the doctor says “you need to seek treatment
elsewhere” and the patient responds with an angry “I
will – goodbye, you terrible doctor!” – there’s no
abandonment “even if the patient is in need of imme-
diate care.” That patient has just agreed to leave.

how much problem?

What circumstances constitute grounds for termina-
tion?
Again, no rules to follow, Hunt says.
The office can end the relationship for any reason

the doctor believes is appropriate – nonpayment, fail-

A Milwaukee practice has developed a new
approach to patient no shows.
If a patient misses two appointments with no notifi-

cation, it puts that patient on what it terms “alternative
scheduling.” That means yes, the doctor will see the
patient, but there will likely be a wait.
The office sets aside two hours on Thursdays for its

alternative patients, explains YVONNE THOMAS,
administrator of patient financial services for the Pain
Management and Treatment Center. It schedules the
patients for a specific time on that day – but with the
forewarning that “you will have to wait until the
physician is free to see you.”
Ordinarily, the office sees patients within 15 min-

utes of the appointment time, but for the alternative
patients, the wait may be an hour or more. The patient
sees the doctor for the same amount of time, but only
“when the doctor gets freed up.”
After three or four on-time visits, the office puts the

no-longer-guilty patient back on the regular appoint-
ment schedule.

patient education as well

In the past, the office discharged patients who were
chronic no-shows, Thomas says. However, for the
patients it sees, “health care is not the most important
thing they deal with.” Thus, it turned to the alternative
scheduling so it could care for those patients “but also
educate them on the importance of taking an active

role in their health care.” It wanted them to realize
that “keeping their appointments is necessary for their
care.”
The office’s system keeps track of no-shows, she

says, so when the twice forgetful patient calls for
another appointment, the call is transferred to the
front-desk coordinator who explains that the office
will be happy to see the patient but that it cannot
reserve the physician’s time because of the previous
no-shows.
The coordinator also explains the importance of

keeping appointments and how the patient can get
back on the regular schedule.
There’s a preventive side to the alternative schedul-

ing as well, Thomas says. The front desk has set up an
incentive for patients to keep appointments.
Everybody who shows up on time for a scheduled

appointment gets entered into a monthly drawing.
The front desk staff print out labels for the day’s

patients, she explains, and when a patient comes in on
time, they put the label on a card and drop it in a bowl
for the drawing.
There’s a sign at the front desk telling patients

about it.
The winner gets a bag of little items such as a pill

box or tea. The practice has four departments, and
each holds its own drawing and gives the prize to the
patient at the next appointment. Or if no appointment
is scheduled, the department sends the patient a “you
won our drawing” notice. �

Chronic no-shows have to wait for ‘alternative schedule’
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ure to follow medical advice, inappropriate conduct,
substance abuse, or whatever. “There’s no grid or
chart or list to use. It’s entirely up to the physician’s
discretion.” It’s a matter of common sense.

how to say good-bye

What should the termination letter say?
Still no rules.
However, Hunt’s advice is to treat a patient dis-

missal “just like an employee dismissal.”
Document what has happened, but don’t rehash it in

the letter. Just say, in essence, “I’m sorry things didn’t
work out. Goodbye.” Say more and the patient may
claim the letter is character defamation.
In the case of the abusive patient, the letter might

say “based on the recent interaction between you and
my staff, I believe it is in our mutual best interest for
you to seek medical treatment under the care of anoth-
er physician.”
In the case of nonpayment, if there is a need for

ongoing care, the letter might say “I will continue to
treat you for the next X weeks on a cash basis only.”
If there’s no current need for continued care, it might
say “our office will not be able to treat you until you
settle your account.” And then don’t book another
appointment with that patient, he says, because that
re-establishes the doctor-patient relationship.

good-bye for no-shows too?

A related patient issue is how to address no-shows
and cancellations.
Hunt’s advice is to spell out the office’s policy in

the patient information brochure. Put it under the
appointments information and head it nicely, perhaps
“a word about cancellations and no-shows.”
Then explain the office’s position, perhaps “When

you make an appointment, we reserve that time for
you. If you are unable to keep your appointment, we
would appreciate your notifying our office 24 hours
ahead of time.”
Should the office charge a stand-up fee? No, he

says. A stand-up fee “generates ill will and no rev-
enue.” It makes patients angry, and nobody ever pays
it.
Treat it instead as a problem that could perhaps

cause the office to terminate the patient relationship.
For example, after three or four no-shows, send a let-
ter of “we have booked appointments for you on days
X, Y, and Z, and you have not kept any of them. This
poses a risk to your health. Unless you keep your
appointments, we cannot provide good care for you. If
you miss another appointment, we will be forced to
consider terminating our relationship with you as a
patient.” (For another solution, see the box on the
previous page.) �

ID theft: the office can be
liable for letting it happen
to staff and patients
Where lies the greatest danger of identify theft?

In neither the garbage can nor the Internet. The num-
ber-one place ID theft occurs is in the workplace.
A rogue employee steals information about a co-

worker – or a patient – and uses it to get anything
from a driver’s license to free health care, says
PETER J. D’ARRUDA, a certified theft specialist in
Raleigh, NC. And what few managers realize is that
the office can be sued for allowing it to happen.
The liability comes under the Fair Access to Credit

Transaction Act, a relatively new section of the Fair
Credit Reporting Act. It says that an employer who
lets anybody’s identity information get lost is liable
for doing so. It protects both employees and patients,
and damages can hit the $1 million mark.
D’Arruda’s advice is to set up data theft controls.

That can protect the data as well as the office, he says,
because if ID theft does occur, the office can show it
was proactive and had safeguards in place.

a file manager blocking the path

One safeguard few offices have is a file manager to
oversee the files containing employee or patient iden-
tification information. That person makes sure nobody
gets into those files without proper authorization.
Make a list of what those files are and who has

access to which ones, and require that people sign for
them. The file manager keeps track of who has them
and when they are taken out and returned.
“Criminals are lazy people,” D’Arruda says. They

don’t want to work around obstacles, and a file man-
ager is a huge obstacle.

no cell phone conversations

Another safeguard is a rule that staff cannot use cell
phones in the office.
Why? Because cell phones have cameras, and it’s

easy to photograph a document while pretending to
talk on the phone.
The no-cell phone rule isn’t an imposition on any-

body, because staff can use the phones at their desks.
As further protection against surreptitious photogra-

phy, close all the open files when a patient or outsider
approaches the desk.

one file on the desk at a time

Another precaution is a rule that nobody can have
more than one file on the desk at a time. And while



that may seem excessive, the reason is obvious.
“With 10 or 11 files on a desk, it’s easy for some-

body to come up and slip one out.” And it could be a
week before the staffer misses it. Or the thief could
copy the file and return it without its ever being
missed. But with just the one file on the desk, the theft
is noticed immediately.
D’Arruda points out that patients can be the culprits

just as much as staff can.

good-bye, screen

Another safeguard: program the computers to log
out automatically after a certain period of inactivity,
preferably as little as five minutes. That prevents
someone from slipping into a work cubicle – or the
manager’s office – when nobody's there.
Similarly, make it a rule that staff turn off their

computers before leaving for lunch and at the end of
the day, “and really come down hard on people who
don’t.”

a hard drive and a hammer

Then there’s data destruction. The only sure way to
do the job is to shred the instrument.
While most offices do shred the paper information,

few realize they need to do the same to electronic
information, D’Arruda says. Get a commercial shred-
der that will destroy computer disks.
It’s not enough to break a disk into pieces. The only

certain way to keep the information from being

reclaimed “is to turn it into sawdust.”
What about the hardware?
Don’t reformat the hard drive and donate an old

computer to charity or even put it in the trash. There
are programs that can recover it. Remove the hard
drive “and take a hammer to it.”
That’s not overkill, he says. All that’s needed is for

an office computer to wind up in a techie’s house,
“and that person has a gold mine.”

pAs2wo4dS

Then there’s the basic protection of passwords for
every computer as well as levels of access for the
users. The receptionist, for example, doesn’t need the
same level of access that the billing staff need.
The old rule, of course, is not to use passwords such

as a child’s name or a favorite sports team or music
group. That’s exactly where any inside thief starts, and
many times voila! it works.
The only safe passwords, D’Arruda says, are at

least eight digits long and carry numbers plus letters
in both upper and lower case, such as Xm5BcRl9.
There are devices that can attach to a computer and

pick up the password by eliminating numbers and let-
ters one at a time. With eight digits and the capital and
lower-case letters, there are millions more combina-
tions to go through.
In addition, all the passwords need to be changed

every 90 days.
It’s admittedly a pain to change a password, he

says, “but it’s even more of a pain for the person try-
ing to crack it.”

laptops and big briefcases

And here are five more items on D’Arruda’s list.
• Don’t let staff take home laptops. Laptops get

stolen all the time, and with them there goes the infor-
mation.
• Don’t keep CDs where they are usually kept – in a

drawer next to the computer. Lock them away as if
they were sensitive paper files.
• Don’t allow flash drives in the office. It’s too easy

to download extensive information on them very
quickly, making it all too easy for a thief to walk out
with ID on every employee and every patient hanging
on a key chain.
• Tell people to stand and wait for faxes to go

through and then remove the pages. People put in 10
or 20 pages “and leave,” he says, and sensitive infor-
mation sits there for anybody to pick up.
• And be wary of anybody who leaves with a lot of

files. If that happens repeatedly, view it as a warning.
“That person could be photocopying those files at
home.” �
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