
It’s more aptly termed the electronic health record,
or EHR, carrying information not just from the office
but also from pharmacies, hospitals, and even from
the patient.
And it’s not just something nice to think about, says

MARY JO MACLAUGHLIN, MHSA, CHE,
CPEHR, CPHIT, senior manager for information
technology consulting at Baker, Newman & Noyes in
Portland, ME. It’s a bandwagon to be getting on,
because the government wants to eliminate paper
medical records entirely within the next eight years.
Setting up an electronic record system is both

expensive and time consuming, she warns. What’s
more, it requires comprehensive planning and 100%
physician buy-in. Otherwise, disaster.

doctor-centric vs. manager-centric

To set up a successful EHR system, the first caution
is to realize that the choice “is not the manager’s sole
decision,” Maclaughlin says. Leave that up to the doc-
tors.
It’s the doctors who have to use it, and that means

they have to be able, willing, and indeed eager to use
it. They have to see it as a means of achieving better
patient care and getting to “the holy grail” of disease
management.
The doctors also have to appreciate the business

benefits, not the least of which is that when the EHR
is integrated into the practice management system,
there are no lost charges. Every billable service they
document gets billed.
They have to appreciate the convenience, which is

immediate access to every chart “whenever and wher-
ever they need to see it.”
And they have to face facts. They have to realize

that EHRs will soon be an outright necessity. As pay-
ers place increasing emphasis on quality care, the
office will have to provide treatment and outcome
information, and “the burden of retrieving that from
paper charts” is almost insurmountable.
Also, she says, offices can expect to see EHRs as an

offer they can’t refuse. As with electronic billing, the

next few years will likely bring “carrots” to move to
electronic records, such as payment delays for not
having them.

the vendor search is on!

Finding a vendor is admittedly an involved job.
Start by asking other managers what systems they

use and what they do and don’t like about them.
Talk with the office’s practice management soft-

ware vendor. Many vendors supply EHR programs
that work with their current systems.
Talk with the hospitals and medical centers the

office works with. Many allow doctors to participate
in their electronic record systems, which can be far
less expensive than buying a separate system.
Ask for recommendations from professional associ-

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

Role playing plus commitments
end the front/back office division
When there’s a people issue, especially when the front desk butts

heads with the nursing staff, manager KELLY BROOKS of
Lynchburg (VA) Family Medicine Center brings it to light via role
playing at a staff meeting.
Afterwards, staff not only come up with a solution but also draft

and sign a commitment to follow it.
Brooks does the role playing three or four times a year, and the

topics are issues she and the nursing supervisor identify as well as
problems staff bring to them. They take the lead parts in the presen-
tations, and the staff enjoy “seeing the manager and supervisor
chewing each other’s heads off.”
One program, for example, illustrated the problem of patients

being taken to the exam rooms late. The person assigned to the job
was often working full speed while other people were standing
around “chatting about weddings.”
Brooks played the part of the frazzled staffer trying to take

weights and blood pressures and complaining that “the doctors are
angry because these patients are late, and there they sit just talking.”
The nurse and another staffer were the chatty co-workers.
Then Brooks turned to the group with “now let’s hear from you.

How can we make this better? What solutions can you come up with
to make sure this doesn’t happen again?”
They discussed how patient care and office operations are every-

body’s responsibility and came up with a commitment to be “part of
a single team working for patient care.”
Another program focused on telephone triage. In the past, if the

schedule was full and a sick patient requested an appointment that
day, the front desk transferred the call to the triage nurse, who was
often too busy to take it.
The solution was to add work-in slots so the front desk can

schedule sick patients without interrupting the nurse.
Before the role playing, Brooks says, there was “great division”

between front and back offices. Now, however, staff realize that
“their jobs are intertwined” and that everybody is expected to help
out in all areas.
There’s also a means of enforcing that realization.
Brooks puts a copy of the signed commitment in each staffer’s

personnel file. When somebody fails to follow a commitment, she
pulls out the copy and say “you agreed you would do this, and you
signed off on it.”
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. We pay $100
for every idea we write about in this column. �
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(continued from page 1)
ations and also from the physicians’ specialty soci-
eties.
Offices can also find a list of certified vendors at

the website of the Certification Commission for
Healthcare Information Technology, or CCHIT. The
organization contracts with the government to certify
electronic record softwares as workable and interoper-
able. The address is http://www.cchit.org/.

how long will it take?

Don’t expect to go EHR overnight.
At best, it will take three to four months, and that’s

only if the office can expand its current practice man-
agement system to include EHR.
If the office has to find a vendor and set up the sys-

tem from scratch, expect the job to take a year and
probably longer, and even then, the system will likely
not be running full speed but will have only prelimi-
nary applications such as e-prescribing.
With each additional application, more time gets

added, with a comprehensive system taking as much
as several years to become fully operational.

e-scripts, e-labs, e-transcription

Where to start?
“The most common way” to test the EHR waters is

with electronic prescribing and lab reporting, Mac-
laughlin says. Those are the simplest applications and
also “the biggest areas of interest” to the doctors.
With e-prescriptions, the doctors will be able to see

at a glance all the medications they have prescribed
for their patients. And as EHRs become connected to
pharmacies and other medical centers, they will be
able to see the medications their patients are getting
from other sources as well.
With e-reporting, they will get lab and diagnostic

results as soon as they are available. There will be no
paper tracking through the office.
From there it’s e-transcription, which allows the

doctors to view their documentation from the office or
from home without having to find charts.
Getting to each of those levels requires some seri-

ous planning. All the major vendors provide basic
templates, “but all practices are different,” so the
office will have to tweak the templates to suit the doc-
tors’ needs.
That’s an appreciable job. It entails finding out

what elements don’t apply to the practice and what
additional elements the doctors and nursing staff want
to include in the templates and in what order they
should appear. Then the office has to explain it all to
the vendor, keeping in mind that “the vendor can only
do what the office tells it to do.”
She also points out that the templates have to be

adapted to the doctors’ needs. Don’t even think about
going the other way around.
From the transcription, it’s on to integration with

the billing system so the office can pick up all the
charges from the documentation the physicians enter
into the record.
Then beyond the electronic prescriptions, lab

reports, and transcription, a “huge” element the office
needs is the ability for hospitals and labs to import
test results and x-rays directly into the system.
Not only does that allow the doctors to see test

results immediately and see them without having to
find the charts, but it makes the information part of
the patient data.
Without the import ability, the office has to scan

reports and x-rays into the system, “and scanned docu-
ments can’t be accessed for data mining.” All the
office gets is a photograph. It can’t draw out informa-
tion such as which patients have such-and-such lab
results.
When all those elements are in place, the doctors

can leave the exam rooms with the entire picture com-
plete. The patients have been cared for, the documen-
tation is done, and the charges are on their way to the
billing department.

where oh where did we go wrong?

What about the war stories of systems that ate up
the cash and failed miserably?
What causes failures, Maclaughlin says, is “not tak-

ing the time to plan.”
The biggest factor of success is to start with the

physicians and “find out what they want to get out of
the EHR.” That can come only from the physicians,
because the medical record is their record, and they
are the ones who have to use it.
Too often the manager encourages the doctors to

adopt the EHR “and they give in.”
Failure.
If the doctors aren’t wholehearted about document-

ing online and prescribing online and getting test
results online, the exercise will be futile.
Her advice is to write out what the doctors’ vision

of the EHR is and what they expect to have when it’s
all in place and then look for a system that can meet
those goals.
Failure comes too when the office doesn’t plan for

enough time to build the templates so the information
the doctors need comes up immediately and in the for-
mat they want.
Also, she says, failure comes when the office moves

ahead with an EHR system “before the doctors are in
agreement and ready to support it.”
Even then, don’t hand them the finished product as

a gift. At start up, both physicians and nurses need to
participate in loading some of the records into the sys-
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tem. Otherwise, they will not understand how it’s set
up and won’t like it and won’t use it.

how much is it going to cost?

It’s not cheap. The cost depends on what the office
gets, with estimates ranging from $5,000 to $20,000
per physician.
The amount goes up or down depending on how

much technology the office buys, Maclaughlin says,
and to a great extent, how much it buys depends on
how much it can oversee.
On the lower end is an application service provider,

or ASP, which is essentially a subscription service.
The vendor owns the hardware and software and also
maintains them, so the office has a low capital invest-
ment.
On up the ladder is participation in a hospital’s sys-

tem. There, the hospital acts as a sort of ASP with the
office having “it’s own little place” on the program.
The advantage, however, is that now the office has
the capability of tapping into the data the hospital pro-
duces.
Beyond that, the office can house its own hardware

and software, though that’s usually not satisfactory for
a small office where no one has the ability to oversee
the system. Then the office has the added expense of
hiring somebody to maintain it.
Cost also depends on the extent of the system’s

capabilities. On the less expensive end, the system
might provide only a few functions such as electronic
prescribing and lab test tracking; on the high end, it
may track the entire service from the patient encounter
to the bill.
There are indirect costs as well. The first few weeks

of operation will see a temporary revenue setback,
because everybody will be slow using the system to
the extent that the office will have to schedule fewer
patients during that time.
Also, she says, “don’t be deluded” thinking the

office will offset all that in efficiency. True, transcrip-

tion and record storage costs can disappear, but the
up-front expense will likely never be recovered.

long-term storage: a final caution

Finally, there is the question of long-term storage of
electronic records and whether the office will be able
to retrieve them, say, 20 years hence.
The answer is that the system will likely have

enough memory to keep all the records active indefi-
nitely, thus eliminating the need for archiving and
storage.
There is a concern, however: what if the vendor dis-

appears? If the software doesn’t come from a major
supplier, the records could be unreadable.
Maclaughlin’s advice is to make sure the vendor is

HL7 compliant. HL7 is a standard for health care soft-
ware that ensure the information is readable.
Also, she says, if the vendor is small, make sure the

code is escrowed at a bank or elsewhere so that anoth-
er programmer can read the software. �

Giving out a reference?
focus on the office’s safety,
not the staffer’s career
Giving a job reference “is like being between a

rock and a hard place.” Say too much and the office
can get sued for defamation of character or for ham-
pering the employee’s ability to find a job; say too lit-
tle and the new employer can sue for negligent mis-
representation.
And that applies to both physician and staff

employees.
Keeping safe is mostly a matter of being consistent

with reference giving, says employment law defense
attorney AIMEE B. FLORIN of Orrick, Herrington
& Sutcliffe in New York. But in today’s litigious soci-
ety, managers need to be careful of who says what and
even how it’s said.
Here are the points to watch.

spokesperson, not spokespeople

Make a rule that all the reference requests have to
go to just one person – the manager – and that nobody
else can talk to a reference seeker.
That’s the only way to control what’s said, Florin

notes.
And control is necessary, because a prospective

employer will talk with anybody who answers the
phone, even if it’s the receptionist, and the outcome

by john chase

We couldn’t decide between EMR and EHR,
so we’ve chosen to call it ‘The Force’
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can be inconsistencies as well as comments inappro-
priate enough to constitute legal problems.

just who are you?

Verify that the call is authentic.
Bogus calls happen, Florin says. A former employ-

ee has a spouse or friend call to find out what the old
boss is saying. It’s human nature to be curious about
that, particularly when someone has been fired.
While giving information to an unauthorized per-

son isn’t of itself a problem, if an inappropriate com-
ment gets made, the former employee is apt to turn it
into trouble.
The easiest way to verify identity is to ask to return

the call and then get the person’s name, the name of
the business, and the business phone number. Then
cross-check the number with directory information.
She adds that if the call is a fake, most of the time,

the caller “will just hang up.”

dates, title, salary * stop *

Say nothing. Give a standard answer of “as a mat-
ter of policy, we only provide the dates of employ-
ment, title, and last salary.” Even discussing the job
responsibilities “can get sticky,” because it’s easy to
leave out a few responsibilities and be accused of
harming the employee by under-representing the job.
If the no-comment approach is a new policy, say

so: “while in the past we provided more information
about former employees, this is now our policy.” If
that same employer got a detailed reference for anoth-
er employee, the lack of response now could make it
seem the staffer left on unpleasant terms.

how to say more than nothing

What if the office is close to its employees and
wants to give them good references?
Give out the information, Florin says, but only with

a waiver saying that in exchange for the reference, the
employee will not make any legal claim, for example,

I request that (name of practice) provide gener-
al information to future employers concerning my
performance beyond title, dates of employment,
and salary. I agree not to take any legal action
against (name of practice) with respect to the
information provided.
Offer that to everyone who leaves. Those who

leave under poor circumstances won’t sign it, but for
fairness, give them the option.

just the facts, ma’am

Be truthful. Be factual. Don’t give opinions. “Only
say things that can be proven or documented.” The

main risk with references is a suit for defamation of
character or a claim that the office unfairly interfered
with the person’s ability to get another job.
However, Florin says, “the defense is truth.” If

what’s said is true and if there are facts to back it up,
the former employee “will be hard-pressed” to find
grounds for a claim.
Keeping that in mind, if the caller asks about punc-

tuality, don’t say “she was late all the time.” Phrase it
as “she had a tardiness issue” or “she was late 22
times last year.”
If the question is “was she a bad employee?” don’t

say “she was a disaster.” Answer with something sup-
portable such as “she had some performance problems
that we discussed with her.”
Also be consistent. If somebody was let go for one

reason, don’t give the caller another. To tell an
employee the reason is downsizing and then cite a per-
formance failure – or vice versa – can raise the suspi-
cion that the termination was unlawful.
Employee protections also come into play.
The Americans with Disabilities Act requires that

employers keep medical information private, so don’t
say that Staffer A couldn’t do the job because of some
medical condition or physical limitation. Focus
instead on the specific conduct that caused the termi-
nation.
Similarly, the Family and Medical Leave Act

requires unpaid leave in certain circumstances, so
don’t cite FMLA leave as an attendance issue.
Florin also notes that an employer can’t ask a refer-

ence anything it can’t also ask the job applicant, such
as questions about marital status or age or children.
Neither can the manager answer those questions. If the
question is “how old is he?” or “does she have small
children?” respond with “I think it’s not appropriate
for me to answer that.”

a deadly serious issue

And now for the big question: what if there has
been a serious issue such as drug use, theft, or vio-
lence? Worse, what if the office has concern that the
former employee is a risk to patient care?
When a new employer truly needs to know some-

thing, there comes into play the element of qualified
privilege, which says the office not only can pass the
information along but is required to do so.
That’s especially true when there is concern the

former employee could harm a patient or when a
physician was, say, intoxicated while treating patients.
Usually, “there is a legal obligation to disclose that
information.”
However, Florin says, state laws differ on exactly

what can and should be disclosed in that situation, so
for safety the office should first talk with a local attor-
ney who is familiar with the state law. �
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Extenders: a good way
to lighten up the workload,
sweeten up the revenues
As patient volume increases and particularly as

Medicare payments decline, a viable way to level the
workload and increase the revenues is to turn to physi-
cian extenders – physician assistants or nurse practi-
tioners.
But don’t do so without careful analysis of the

office’s situation, cautions JOHN P. CROCE of
Fairfield Consultants, an Oxford, CT, company that
focuses on financial and operational problem solving
for medical practices.
Look at both the clinical need and the money need.

Just as important, find out what the doctors want that
newcomer to do for them.
Otherwise, the office could be looking at an unprof-

itable solution to an already unprofitable situation.

is the work flowing freely?

The main concern is whether the office has enough
patient volume to support an extender, Croce says.
Unless there is considerable extra volume, spread-

ing out the work to an extender will simply reduce the
doctors’ income.
That doesn’t mean the office should wait until the

doctors are overwhelmed with work, however. Watch
the patient volume and physician hours and set a point
at which the workload becomes unreasonable. Then go
to the doctors and present the numbers and say “we
need to get somebody else in.”
Where is the breaking point?
His advice is to count the patients the doctor sees

during any one week. Then tally the hours the doctor
spends with those patients. “Take out lunches and
meetings and on-call time” and just count the actual
patient hours.
Compare that to any benchmark set by the specialty

society or by other offices or just by the workload the
doctors want to maintain. With OB/GYN practices, for
example, a good average is for the doctor to see 3.5
patients per hour. For an internal medical practice, it
may be higher depending on the types of visits the
office has.
Wherever the comfort point is, go beyond it and

there’s good argument for hiring either an extender or
another physician.

what do the doctors want?

Another concern is how the doctors want to use the
extender services.
That depends on the practice, Croce says. In most

OB/GYN offices, for example, new patients require
long introductory visits for testing. Assigning exten-
ders to those visits can give the doctors time for more
shorter visits.
But again, that depends on what the doctors want.

They may prefer to take the longer visits themselves
to become more familiar with their patients.
An extender can cover for the doctors during vaca-

tions. “Vacation time is unpaid time,” he says, and an
extender can keep revenue coming in.
Similarly, an extender can allow the office to see

patients while the doctors are in surgery.
An extender can also make it possible for the office

to add ancillary services such as ultrasound.
But perhaps the most attractive element of all is that

extenders can be a good answer to Medicare payment
cuts. They can increase the patient volume “without
cutting into the income” – especially in practices such
as internal medicine where E/M services make up the
majority of the claims.
There are limits, however. If what the doctors want

is help taking call, for example, the better solution
could be to hire another physician, not an extender.

new physician vs. new extender

Bring in an extender or hire a new physician?
The difference is mostly in the money, Croce says.
While a physician coming out of residency requires

a large and immediate investment in salary, an exten-
der’s salary is considerably lower, usually under
$100,000.
The extender can also produce a better return on the

investment. As a rule of thumb, the revenue an exten-
der generates should be double the salary amount. And
many times an office gets “a true jewel” who produces
far more. He cites one client practice where a physi-
cian assistant with a salary of $90,000 brings in rev-
enues of $400,000.
In addition, compared to hiring a physician, the

extender produces a fast return on investment. There
will be several weeks’ delay until insurance payments
come, but by the end of the first quarter, the office
should see new revenues, and at six months it should
be seeing clear profit. By contrast, the profit wait for a
new physician runs nine months or more because of
the higher salary and the cost of malpractice premi-
ums.
The office does, however, need to check with its

individual payers to see if there are limits on the use
of extenders, he adds. Some place restrictions on how
and how much an extender can be used.
There is no limit on the number of extenders the

office can have, but when the office has two or three
and is looking for another, “it probably should be
looking at hiring a new physician instead.” Put togeth-
er, the several salaries may add up to that of a physi-
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cian, yet the extenders still can’t take call or do
surgery.

just another medical office hire

Hiring an extender is no different from hiring any
other medical office employee, Croce says.
Assuming the clinical abilities are adequate, look

for a patient-first attitude, work ethic, and a realiza-
tion “that it's not a nine-to-five job.” And as with any
business position, look for someone “who will present
a positive image of the office.”
Where offices usually run into problems is in lack

of communication about the working hours or the
number of patients the extender is expected to see.
As to the choice between nurse practitioner and

physician assistant, Croce points out that the two are
used almost interchangeably, so the choice rests on the
office’s preferences and also who is available. In
many areas, there is a large workforce of PAs but a
shortage of nurses. �

Daily time log steps up
productivity, efficiency
for an Ohio manager
Working efficiently?
An Ohio legal administrator has a way of finding

out. He assesses his performance by keeping track of
everything he does during the day.
“There’s no way that keeping track of time can’t

improve efficiency and make people more produc-
tive,” says MATTHEW F. ALOISI, director of
administration for Day Ketterer, a 33-staff firm in
Canton, OH. Tracking his activities lets him identify
the places where his productivity is low and where
changes need to be made.

down to every five minutes

Aloisi keeps a legal pad next to his telephone and
starts counting his time as soon as he walks through
the door. He records everything in five-minute incre-
ments.
The time entries are brief but give enough detail to

show what was done and how long each job took, for
example: 7:30-7:40 – reviewed and responded to e-
mail and voice mail; 7:40-7:45 – repowered copier
and scanner; 7:45-7:50 – reviewed temporary staffing
needs; 7:50-8:20 – met with billing manager; 8:20-
8:35 – called vendor about plumbing problem.
Nothing gets left out. The list keeps running all

day, even recording lunch and the time spent on per-
sonal matters.

a personal watchdog

At day’s end, Aloisi looks at the entire page to see
where improvements and changes need to be made in
his work habits. He asks questions such as Could I
have done X in less time? Did I need to do Y or could
I have assigned that to somebody else? Did Z need to
be done today or could I have waited until tomorrow?
Should I have spent more time on Project A?
One point that came to light almost immediately

was that he needed to delegate more work. Before the
time track, he had thought he didn’t need an assistant
and had not assigned one to himself. But the log
showed that many jobs not only could but also should
be done by an assistant, thus leaving more time to
tackle projects that are an administrator’s sole respon-
sibility.
Another thing he found was that what he perceived

to be his strength – the ability to multi-task – was also
his weakness. The log showed that he was taking on
too many projects and as a consequence was having
difficulty finishing them. “I was involved in a lot of
things, but my completion rate wasn’t what it was
supposed to be.”
Beyond that, he says, a time log can help an admin-

istrator – or any employee – show a good performance
record and justify a raise increase. It’s written proof of
“you paid me $X this year, and here’s what I have
done for you.”

a goal for staff as well

Aloisi’s long-term goal is to have staff track their
time as well.
And for good reason. It will allow him to see how

the workload is being spread around and whether each
staffer is busy enough or perhaps too busy. That infor-
mation, he says, will make it possible to shift work
from those who have too much responsibility to those
who have too little.
Being able to see what each person does day to day

will give the office something specific to rely on at
raise time as opposed to an opinion that So-and-So is
doing a good job.
Earlier, Aloisi got a mini preview of what time

tracking can do. He focused on the accounting staff.
During their evaluations he asked each person What
are your main responsibilities? If you were writing
your job description, what would you include? Can
you suggest improvements or define any inefficien-
cies?
What he found was that while the staff weren’t “sit-

ting around twiddling their thumbs,” certain staffers
had noticeably heavier workloads than others. �
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Six modifiers that follow
the E/Ms – plus a quiz!
BY THERESE M. JORWIC, MPH, RHIA, CCS
Everybody uses CPT modifiers, but not everybody

uses them correctly – particularly the ones that accom-
pany the E/M codes. Those warrant close attention not
only because they tell the complete story of what the
doctor has done but also because they can significant-
ly affect the reimbursement.
Modifier 22, for example, shows unusual service

and often brings additional payment. Modifier 52 is
for reduced services and usually lowers the payment.
Other modifiers determine whether a service is

reimbursable at all. Modifier 24, for example, shows
an unrelated E/M service during a postoperative peri-
od. Leave it off, and the claim won’t get paid.
Beyond the money, the government often focuses

on modifiers to detect Medicare fraud and abuse.

MODIFIER 21: PROLONGED E/M SERVICES
Modifier 21 says the doctor’s service is prolonged

or greater than what’s usually required. But the catch
is that it only applies to the highest-level E/M ser-
vices, and usually the office needs to include a report
explaining what took the service out of the ordinary.
It may or may not increase the payment. That

depends on the payer. Some payers require codes
99354-99357 (prolonged service) in addition to or
instead of this modifier.
Example: A patient who has just had a coronary

bypass now experiences decreased urination and
hypotension. The doctor performs a detailed interval
history and exam with medical decision of high com-
plexity and spends 70 minutes bedside and unit time.
The code: 99233 -21 (subsequent hospital care,

level 3).

MODIFIER 24: UNRELATED E/M SERVICES
This says the service was done during the postoper-

ative period but was unrelated to the surgery. Leave it
off and the payer will say “wait a minute! We’ve
already paid the doctor for this.”
Three elements affect this modifier.
First is the time frame in which it applies. Medi-

care’s postop period is 90 days for major surgeries and

10 days for minor surgeries, and most payers follow
that, though some set 15 days for minor surgeries.
Second is what the payer includes in the surgical

package and global period. For most, it’s the preopera-
tive visit, the surgery itself, and the follow-up care
such as changing a dressing or removing a cast.
And third, be sure to link the E/M code to a diagno-

sis code to show that the service is, in fact, unrelated
to the postop period.
Example: Four weeks after an appendectomy, the

patient complains of a mass in her upper right leg. The
physician diagnoses it as lipoma, or a fatty tumor. The
history and exam are problem-focused, and the deci-
sion is low complexity.
The code: 99213 -24 (established patient, level 3).

To support the modifier, use a diagnosis code of 214.8
for the lipoma.

MODIFIER 25: SEPARATE E/M SERVICE
This says the service was above and beyond what’s

usually required of a pre- or postoperative service.
Obviously, it has to be well documented.
Example: An OB/GYN patient comes in for a col-

poscopy and biopsy to diagnose dysfunctional uterine
bleeding. During the visit, the physician finds a lump
in her right breast and schedules a biopsy for later.
The history and exam are problem-focused, and the

decision making is of low complexity.
The code: 99213 -25 (established patient, level 3).

Then link it to a diagnosis code for the breast mass
(611.72).
There should also be a code for the colposcopy

with biopsy (57421), and that will be linked to code
626.8 for the uterine bleeding.

MODIFIER 32: MANDATED SERVICES
This modifier gets used when a payer requires the

service, not when the patient requests it.
Example:Worker’s Comp sends an injured patient

to an orthopedic physician for an office consultation
on the treatment the first doctor recommended. There
is a comprehensive history and exam with moderate
decision making.
The code: 99244 -32 (office visit, level 4).

MODIFIER 52: REDUCED SERVICES
For this modifier, the physician opts to reduce or

even eliminate a procedure.
That doesn’t mean the doctor terminates the proce-

dure, however. Neither does it mean the doctor has
reduced the fee because the patient is a family friend
or can’t pay.
Example: A patient needs an exam for clearance to

play soccer. The physician does a detailed exam
instead of a comprehensive exam because the compre-

ICD-9-CM and CPT
coding update
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hensive exam is not medically necessary.
The code: 99395 -52 (comprehensive preventive

medicine, established patient).

MODIFIER 57: DECISION FOR SURGERY
This modifier says the doctor has made the deci-

sion to perform a surgery. Thus, it gets used with the
visit code the day the decision is made, not with a
visit a few days later when the doctor sets the date for
the surgery.
Example: A patient comes to the emergency room

with angina, and an angiogram shows three blocked
coronary vessels. A cardiologist is called in, admits
the patient, does a comprehensive history and exam
with high-level decision-making, and decides to do a
coronary artery bypass graft the next day.
The code: 99223 -57 (level 3, initial hospital care).

and now . . . a six-question test!

1. A patient hospitalized for lung cancer complains
of ataxia, or movement problems. The physician does
an expanded problem-focused history and exam with
moderate decision-making. There is 55 minutes face-
to-face time with the patient.
The code is 99232 -21 (subsequent hospital care,

level 2, with prolonged service). Right or wrong?
2. During a postoperative visit after gall bladder

removal, the patient complains of intense flank pain
and blood in the urine. An untrasound shows a kidney
stone. There is a problem-focused history, detailed
exam, and moderate decision making.
The code is 99214 -24 (established patient, level 4,

with an unrelated E/M service during postop period).
Right or wrong? (Be careful here!)
3. The patient comes in for follow-up treatment of

diabetes, and the doctor does a detailed history and
exam with moderately complex decision-making.
Then the patient mentions having skin tags, and the
doctor removes them.
The code is 99214 -25 (established patient, level 4,

with a separate E/M service) plus code 11200 for the
skin tag removal. Right or wrong?
4. A patient comes in requesting a second opinion

on a recommended mastectomy. The doctor does a
comprehensive history and exam with moderate deci-
sion-making.
The code is 99244 -32 (office consult, level 4, man-

dated service). Right or wrong?
5. During a cardiac catheterization, the patient

develops shortness of breath and the physician stops
the procedure.
The code is 93526 -52 (combined right and left

catheterization, reduced services). Right or wrong?

6. Last week, an angiogram showed multiple vessel
blockage and the doctor decided to do a coronary
bypass graft. It’s now the second day of hospitaliza-
tion and the doctor does a detailed interval history and
exam with highly complex decision-making and
schedules the surgery for tomorrow.
The code is 99233 -57 (subsequent hospital care,

level 3, plus the decision for surgery). Right or
wrong?

and here are the answers!
1. Wrong. Modifier 21 can only be used with the

highest-level E/M codes. To use the modifier, the code
would have to be 99233, which is level 3.
2. Right. But only halfway. There also needs to be a

diagnosis code for the kidney stone.
3. Right. The E/M code should be linked to a dia-

betes diagnosis code, and the skin tag removal
(11200) should be linked to code 701.9 for the skin
tag condition.
4. Wrong. The service wasn’t mandated. The

patient requested it.
5. Wrong. The procedure was not reduced but was

stopped altogether. The correct modifier here is 53
(discontinued procedure).
6. Wrong. The decision for the surgery was made

last week. All the doctor is doing today is scheduling
it.
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. �
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Accepting old records
creates a heavy burden

Question: Our office recently obtained the records
of a retiring physician. There are about 13,000 charts,
and they are stored offsite.
Many of those patients will obviously choose to go

elsewhere and will want their records. Can we charge
for the copying and also for the retrieval? If so, how
much?
Submitted by PATTY DeSANDE, office manager,

Jeffrey Aroesty, MD, Mt. Arlington, NJ.
Answer: Many a doctor takes on somebody else’s

records with a “sure, we’ll take care of those for you”
followed by nothing more than a handshake.
But taking on records is serious business, says

health care consultant MARY D. BRANDT, RHIA,
CHE, CHPS, of Brandt & Associates in Bellaire, TX.
A lot of factors come into play.

HIPAA covers the cost

First is HIPAA. That’s the ruling party on the copy-
ing fees offices can charge patients.
HIPAA says yes, an office can charge a patient for

copying a record. However, the fee must be reason-
able and cannot include the cost of retrieving the
record, no matter where the storage location is and no
matter how much it costs to get the record out of it.
As to what’s considered reasonable, look first to

see if the state has set a maximum fee and follow that,
Brandt says. If the state doesn’t address the issue –
and many don’t – reasonable is usually defined as 50
cents a page.
For nonpatients such as attorneys and insurance

companies, HIPAA does not apply and the office can
charge more.
She notes that people get confused on that point.

They think HIPAA says patients get free copies of
their records. Not so. HIPAA doesn’t require free
copies; it only says patients can get free looks at their
records whenever they want.

copies to other doctors

Next is what warrants a charge and what doesn’t.
Some of those patients will doubtless ask that their

records be sent to other doctors. Can the office charge
for that?
“HIPAA doesn’t address that,” Brandt says.
However, doctors generally don’t charge each other

for records needed for patient care, and “a few state
laws actually prohibit it.” So for record requests from
other doctors, the office will just have to bear the
expense.
But if a patient is moving on, why not hand over

the original record to the patient or the new doctor and
forget about the copying entirely?
The office is probably safe doing that and keeping

a note of when and to whom the record is sent. But
that’s not safe for the retiring doctor. If a malpractice
claim arises, that doctor has no record to support a
defense.
The same is true if after a year or two of inactivity

the new office sees no point in paying for the storage
and simply destroys those records. It’s the retiring
doctor who suffers risk.

a new role as custodian

Beyond HIPAA are the legal responsibilities of
accepting another doctor’s records, Brandt says, “and
few people ever think of those.”
The office is now the custodian of those records

and as such has accepted responsibility for
• keeping the records safe,
• maintaining their confidentiality,
• retaining them the length of time required by

state law, and
• making them available to patients and other legit-

imate requestors for as long as they are maintained.
In addition, the office should grant the retiring doc-

tor access to them as needed.
As to how to cover the cost of the storage,

retrieval, and copying, the only solution is to go back
to the retiring doctor and say “it’s costing us $X to
store and retrieve these records. We need you to pay
that because under HIPAA we can’t charge the
patients for it.”
She adds that the storage cost can be reduced by

destroying the records that have been inactive long
enough to satisfy state law, but that is likely not prac-
tical, because it entails going through all 13,000 charts
and pulling out the inactives.

not without a written agreement

Taking on a retiring doctor’s records is often not
difficult for a larger practice, Brandt says. The prac-
tice simply keeps the records, and the patients usually
stay. But for a small office, it poses “a significant bur-
den.”
For that reason, an office should not accept records

without a written agreement and without understand-

reader
question
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ing the retention period required by state law,
“because that’s how long the new office will have to
keep those records.”
The agreement needs to state that the office will

keep the records safe and confidential for the length of
time required by state law, that it will make them
available to patients and other requestors during that
time, and that the retiring doctor can access them.
It should also spell out who is going to pay for the

storage, retrieval, and copying.
And it should outline how patients will be notified.

Some states require that the doctor notify patients
either personally or by a notice in a local legal publi-
cation telling where the records will be kept and how
they can access them.
(For more information on how to transfer records

to another physician, go to the American Health
Information Management Association’s website at
http://library.ahima.org. Go to the “Quick Search” box
and enter “Protecting Patient Information after a
Facility Closure.” At the end of the brief is a list of
the notification requirements in each state. Mary
Brandt is author of the brief.) �

It’s the people issues
that are most befuddling;
here are four of them
The toughest part of any manager’s job is the peo-

ple issues. MOM receives more questions from readers
about that than any other topic.
Here are four people issues readers have posed.

The solutions are provided by JIM NYS, president of
Personnel Plus! Consulting Services, a Helena, MT,
company that provides human resource services and
assists employers with employment law investiga-
tions.

POPULAR BUT FIRED
Issue #1: The manager wants to terminate a staffer

who is popular with the other employees. How can
that be done without harming morale?
If there is no misconduct warranting immediate fir-

ing, make the best of the bad situation by giving the
staffer an opportunity to resign.
Hold the termination conversation as usual. Say

that the relationship has to end and why. And then
dangle the carrot: “we want to do this in a way that
you can retain you dignity. Instead of being fired, you
can resign.”
Almost always that offer gets accepted, Nys says,

because getting fired is shameful. Nobody wants to
have to admit to it.
To make the offer yet more attractive, throw in

some extra benefit such as severance pay, an addition-
al month of health insurance, or a reference letter to
give to potential employers.
In exchange for all that, the staffer must sign an

agreement releasing the office from liability.
It says that both office and employee agree to char-

acterize the termination as a voluntary resignation and
that the office will give such-and-such pay and bene-
fits. In return, the employee releases the practice from
any claims arising from the employment and agrees
not to disparage the office and also to return any prop-
erty that belongs to it.
In the personnel file, however, document it as “res-

ignation in lieu of termination” so it’s clear that the
resignation was not discretionary.
The no-fire approach works to the benefit of both

sides, Nys says. For the manager, it eliminates the
“why did you fire Staffer X?” questions. For the
staffer, it saves face, brings a few benefits, and makes
it “a whole lot easier to get another job.”
Often, he says, the not-fired staffer is grateful to

the point that the goodbye ends in a handshake if not a
hug.
As to the other staff, their attitude will be either

“It’s about time, Manager. What took you so long?” or
“Why is this person getting a bum rap?” However, if
the manager has been fair, they will understand and let
the issue pass.

the stormed-out staffer

Issue #2: A poor performer gives two weeks’
notice. Can the manager tell that staffer to leave now
and not pay the remaining two weeks’ salary?
Yes. No employer has to pay for time not worked,

Nys says. But don’t let legal loopholes be the ruling
factor. Use some management sense.
To tell a resignee to leave immediately tells the

other staff “not to bother with the courtesy of giving
notice.” It’s asking to get left in the lurch every time
somebody leaves.
Better is to let the staffer work out the notice “even

if the time is spent saying goodbye.” After all, the
employee has contributed to the practice, and there’s
been value to that, however minimal.
During that time, the office has no obligation to

keep the staffer in the same job capacity. The manager
can assign that person elsewhere and put another
staffer in the position for training purposes.
If there is concern the staffer will create trouble

during the notice period, set an earlier departure day,
saying perhaps “let’s just make it this Friday.” But
even then, it’s a good idea to pay for the full two
weeks. That gives the staffer something “bigger and



better” than what was expected and can ward off
potential problems.

BADMOUTHING THE BOSS
Issue #3: A staffer does good work but talks poorly

about the manager or about the doctors. How should
the manager respond?
If it’s an isolated occurrence, the best response is

no response, Nys says. “Don’t get into a spitting
match.” People have a right to their own feelings, and
chances are the remarks will soon end.
The negative talk crosses the line of tolerance,

however, when it escalates to the level of disrespect,
whether toward the manager, the practice, or other
staff. At that point, it affects productivity and morale
and needs to be addressed like any other discipline
issue.

the stormed-out staffer

Issue #4. A staffer has an emotional meltdown and
gets up and walks out the door. What’s the next step?
Determine whether the staffer is blowing off steam

or has resigned. “And the telling time is the next work
day.” If the staffer comes back, consider it a melt-
down; if not, count it a resignation and the problem
has just ended.
If the staffer does return, ask what’s going on, Nys

says. But don’t start with “why did you blow up yes-
terday?” because that automatically puts the person on
the defensive.
Instead take a conciliatory approach of “you

walked out yesterday. Let’s talk about it.” Explain that
“if it’s personal matter, you don’t have to tell me
about it. But if it’s a work-related matter, I need to
know so I can make sure it doesn’t happen again.”
If the answer is that the staffer is having personal

problems, don’t get involved with the particulars.
Stick to the job side of it: “is this going to impact your
ability to come to work and perform your job?”
If it’s a problem with the job, however, address it.

Point out that the office will not tolerate further emo-
tional behavior because it is distracting to the other
staff and disruptive to the patients.
In most cases, he says, the matter ends there. But if

it’s repeated, the manager may not choose to be so
lenient.
Management, he adds, is “dealing with people, and

people are not machines.” The manager has to treat
each situation individually according to who’s
involved with it. “And that’s real work.” �

It’s getting mighty close
to last call for the NPIs
Don’t forget the NPIs.
The National Provider Identifiers are the new 10-

digit ID numbers that will have to be used on every
claim starting May 23.
Offices that don’t yet have their NPI numbers

should get them immediately. Every physician, nurse,
physician assistant, group practice – any person or
entity that submits clams to Medicare or to any other
payer – has to have one.
Though the NPIs will not be a requirement until

May 23, offices should right now be using them on all
claims. That’s for practice. Use both the old identify-
ing numbers plus the new NPIs, the government says,
because a lot that can go wrong in the changeover, and
come May 23rd, there won’t be any time to work out
the kinks. If the office’s system won’t produce them
or if a payer’s system won’t accept them, the claims
simply won’t get paid.
Also, providers now have to have their NPIs before

they can enroll in Medicare or update their Medicare
enrollment information.
The NPIs are required by HIPAA. They will replace

all the other provider identifiers currently in use. And
the outcome should be a good one – a single ID num-
ber for all the payers.
To apply for NPIs online, go to https://nppes.cms

.hhs.gov. For a paper application, contact NPI
Enumerator at P.O. Box 6059, Fargo, ND 58108.
Telephone 800/465-3203 and e-mail customerservice
@npienumerator.com. �
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