
The hit list is out.
Medicare has just released the items it’s going to be

scrutinizing during the next 12 months, and it’s those
areas that will spawn office audits.
The list is the work plan of the Office of the Inspec-

tor General, and it’s an annual event. It covers the
areas where Medicare is spending the most money,
and the purpose is to uncover fraud. There are 17
points in all. (They are outlined on page 4.)
But don’t limit the office’s protective measures to

the fraud items, cautions attorney LISA DOBSON
GOULD. Besides fraud, the OIG focuses just as care-
fully on overpayments, “whether intentional or not.”
Gould is a health care attorney with Bennett, Bigelow
& Leedom in Seattle and an expert in billing compli-
ance and fraud and abuse issues.

search out the outlier factors

To auditproof the office, first find out if it is an out-
lier in the claims it submits. Do that by comparing the
office’s billing data against averages supplied by the

Medicare carrier or by the physicians’ specialty soci-
eties.
Any area where a doctor looks in any way like an

outlier is worth an internal audit, Gould says. Medi-
care, Medicaid, and also commercial payers search out
abusive billing by data mining, or by developing com-
putations to identify outlier billing patterns. In addi-
tion, Medicare and Medicaid share their billing data,
thus increasing the chance of identifying outliers.

DME, drugs, and medical devices

From there, look to any arrangements the office has
with medical vendors.
Both Medicare and Medicaid look hard “at any

office that supplies durable medical equipment” or has
an ownership interest in a DME supplier. That’s

(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 11 november 2006

How not to get caught in a government fraud audit
points to cover and precautions to take

in this issue

This month’s idea: Learning to manage
by remembering life as a staffer ................2

The hit list: Here’s what will spark
Medicare audits in 2007 ...........................4

How to put the cap on the complaining,
no matter who’s doing it ...........................5

Start using those NPIs right now!
(a MOM mini seminar) ........................6-7

ICD-9-CM and CPT coding update:
Coding today’s illnesses: anorexia,
bulimia, and binge eating..........................8

A most unusual way to show the doctors
the potential for theft ..............................10

Don’t lost sight of the same old
embezzlement tricks ...............................11

NPIs are a-comin’ in!
get the facts inside

Those NPIs sound plenty easy. After all, it’s just
a matter of getting a new ID number.
But the ins and outs of those numbers are many.

Should claims carry the office number or the physi-
cian number? or both? If the practice has two sites,
do both need NPIs? What if the hospital has
already applied for the doctors’ numbers?
Get the NPIs now and start using them. There

are issues that have to be worked out, and if the
office doesn’t have its problems solved when the
deadline comes – May 23 – it won’t get paid. Not
by Medicare and not by any other payer.
On pages 6-7 is a mini seminar on how to get the

NPIs, how to use them, and how to solve the prob-
lems. �



this month’s
idea

Ohio manager learns to manage
by remembering life as a staffer
For any staffer-turned-manager, the most difficult issue is becom-

ing a manager of people. BRENDA IBARRA made that transition
not by following the management books but by remembering the
things she disliked as a staffer and correcting them as a manager.
Ibarra is now in her third year as manager of the office of Ricardo

F. Urrutia, MD, a pediatrics practice in Duncanville, TX. These are
the points she has focused on.
Acknowledgement. The main thing missing for her as a staffer,

Ibarra says, was recognition simply for doing the job well.
In a pediatrics practice, “almost every day is over eight hours,”

and she found it disheartening to complete a long week and not get
some type of recognition. “Nothing material” was expected, but it
would have been rewarding to hear “I’m happy with your perfor-
mance” or “I appreciate your time and effort.”

So as manager, Ibarra stops by each desk every day to ask how
the work is going and whether the staffer needs help. If someone has
stayed late the night before, she mentions it. And when anybody
does outstanding work, she writes a thank-you note. “A 99-cent card
saying ‘I appreciate your work’ goes a long way,” she says.
Family life. Lack of recognition of family life was another area

she wanted to change. Any employee “is replaceable” in an office,
she says, “but not in the family,” and a manager has to recognize
that.
In the past, everyone came in at the same time and had to stay

until the office closed. So Ibarra looked at the necessity of the rigid
schedule and found she could adjust it to give staff more time with
their families. Staff now alternate weeks coming in at 8:00 a.m. and
9:00 a.m., with the ones who comes in early leaving at 5:00 p.m. and
the others staying as late as necessary.
Common sense rules. Ibarra also saw areas that as a staffer she

thought were unfair. One was the rule on tardiness. After three times
coming in late – even by as little as one minute – staff faced disci-
plinary action. But the late count ran “from the day of hire” and
made no sense for someone who had been there several years. She
changed it so the count renews every 12 months.
She also added encouragement to be on time. At each staff meet-

ing she holds a drawing for all the people who have not been late
during the month. The prize is nominal such as a gift certificate for
Blockbuster, “but they look forward to that,” she says. What’s more
it’s a public acknowledgement of good work.
An approachable manager. Another element Ibarra saw lacking

as a staffer was a sense of freedom to approach the manager when
problems arose. So for her own staff, she emphasizes that they

(continues at right)
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(continued from page 1)
because over the years, there have been many fly-by-
night DME suppliers, and the government doesn’t
want to lose more money to scams.
Similarly, review the office’s financial relationships

with drug and medical device companies, she says.
The danger there is from the other side of the picture.
When a company “flies a doctor to a posh hotel to

get educated about its drug or device,” the government
suspects a boondoggle. Equally suspicious are rela-
tionships where a company pays a doctor to fill out a
survey on how patients are responding to its product.
She points out that a pharmacy or DME company

may settle an OIG matter that the office never hears

about. But as part of the deal, invariably the company
has to turn over its financial information, and those
records show all the doctors the company had dealings
with. Then the OIG comes to the office.

clock the time-based codes

Time-based codes are also likely to generate an
audit. Most are in the E/M and mental health areas.
The office needs to be sure those codes have “heavy

documentation” to support the time as well as the need
for it.

get them to say it in writing

Another safeguard is to document any conversa-
tions the office has with its Medicare carrier or fiscal
intermediary about claims issues.
Send an e-mail of “In our conversation you said

XYZ. Please confirm that this is correct.”
As long as the office can show it relied on written

communications from Medicare, it can’t be penalized,
Gould says. Medicare can require that the office
refund the money, but it can’t impose any fines, and
the fines are often significant.
A behind-the-scenes attorney is a good ally to have

whenever the office “is uncomfortable” with a pay-
ment situation. The attorney can show the office how
to get a written answer “without elevating the conver-
sation to the level that the payer thinks the office has
an attorney.”

keep an ear out for the gripers

The biggest element that spawns an audit, however,
is a complaint “from either inside or outside the
office.” In fact, Gould says, it’s because of direct
complaints that “the OIG most often walks in the
door.”
Complaints occur in a practice split when one side

calls the OIG to report improper billing from the other
side. Sometimes competitors call the OIG and say
Practice A is upcoding or has inappropriate referral
arrangements. And terminated employees make com-
plaints.
Surprisingly, people often give strong hints of their

intent to contact the OIG, Gould says.
When there’s a contentious practice split or when

people are being pushed out, it’s not uncommon for
someone who feels offended to come right out and say
“I question your billing” or for someone who never
cared about compliance to say “I’m concerned about
your compliance.”
When that happens, she recommends responding

directly to the complainer in writing to show that the
office “has no fraud intent” and that when it identifies

idea (continued)
should come to her with any concern and that the
communication will be welcome. She punctuates it by
using we instead of you. She tells staff “if there’s an
issue we need to resolve, you can come to me.”

Growth. As a staffer, Ibarra did only patient
check-in for two years and “felt no ability to grow and
expand.” But as manager she moves staff to new jobs
every three to six months so they can learn new skills
and take on new responsibilities.
Besides giving everyone full-office experience, the

job changing enables them to help each other out.
More still, “they understand each other, because they
know the pressures of the other jobs.”
She also encourages staff to get certification, sever-

al types of which are available after two years’ experi-
ence by passing a professional exam as opposed to
attending classes.
Patient focus. “I never thought of patients as being

the reason I had my job,” she says. “I just thought of it
as going to work another day.” So she tells staff con-
tinuously that the children and their parents come first
in every situation. Staff introduce themselves to the
children and parents they encounter. Also, the rule is
that when a parent is upset, staff don’t respond but
send the matter immediately to Ibarra.
Discipline. As to discipline, Ibarra found out what

most managers find out – that it’s a necessity.
Like many new managers, she started out being

lenient but soon realized there was “a lot of abuse”
and changed tactics quickly. She holds firmly to every
policy, but the fact that there are no barriers to com-
munication, she says, eliminates resentment. She
terms herself “not lenient but understanding.”
If your office has set up a system that makes man-

aging 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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a problem, it corrects it. Doing so can eleminate the
punitive damages, which again are significant.
Say “you have expressed concerns about our

billing. As you know, we have appropriate billing
policies in place and we follow them.”
If the person has cited specific problems, acknowl-

edge them: “You have questioned certain billings. We
consider this a serious matter. We will review the
billings, and if there are errors, we will correct them.”
Or if the person cites the lack of a compliance poli-

cy, come back with “we are putting a compliance pro-
gram into place.”
The litmus test, Gould says, is whether an outsider

reading that would see the office as sincere in its
efforts to stay in compliance with Medicare. By con-
trast, the worst that can happen is for an auditor to see
that the office identified a problem “and didn’t take
action.” Now it looks like fraud.
Avoid the OIG at all costs, she adds. Even if the

office is cleared in an audit, it will have to spend a
good amount of money “just making the claim go
away.” �

the hit list:
Here’s what will spark
Medicare audits in 2007
These are the 17 items that make up Medicare’s

2007 hit list for doctors’ offices.
This is the work plan of the Office of the Inspector

General, or where it will focus its search for fraud and
unnecessary payments.
The plan takes effect October 1 each year, so these

points are already under the microscope.
The first 10 are new this year; the other seven are

continuations from last year.

10 new targets for 2007

• Incident-to services. Incident-to services are fur-
nished by nonphysicians but are billed as if the doctor
personally provided them. Medicare is looking for
documentation that the service is part of the normal
course of treatment and that the doctor personally per-
formed an initial service, was actively involved in the
treatment, and provided direct supervision for the ser-
vice.
• Duplicate physical therapy claims. The watch

here is for claims that are submitted under Part A and
then resubmitted under Part B.
• Place of service. Services provided in the office

bring higher payments than those done in an ambula-

tory surgery center or hospital outpatient department.
Thus, Medicare is checking the accuracy of the place
of service codes.
• Eye surgeries. At issue is the medical necessity

for cataract and lasik eye surgeries.
• E/M services during the global surgery period.

The reviewers are hunting down E/M services that get
billed separately but should be included in the global
package.
• In-patient psychiatric services. The question is

whether claims for group therapy sessions are getting
upcoded to individual sessions. Obviously, the indi-
vidual sessions carry higher reimbursement.
• Polysomnography. Polysomnography is a sleep

test that measures brain activity, movement, respira-
tion, heartbeat, and oxygen saturation. Claims have
nearly doubled over the past few years, and Medicare
is checking the medical necessity of the service.
• Long-distance claims for home health and

skilled nursing facility patients. Here, the concern is
that the long-distance services actually require face-
to-face examinations.
• Assignment. Medicare is looking for instances

where patients are getting billed for more than the
Medicare allowed amount.
• Advanced imaging services in physician offices.

These include MRIs, PETs, and CT scans. Because the
number of claims has increased significantly, Medi-
care is searching out overuse.

plus seven from last year’s list

• Initial preventive physical exam. This is the
welcome-to-Medicare exam that Medicare started pay-
ing for in January 2005. The search is on for exams
that don’t include all the required elements, which are
height, weight, and blood pressure measures, a screen-
ing electrocardiogram, medical and social histories,
assessment of the potential for depression, and an
evaluation of functioning ability. The exam must be
done within the first six months after a patient
becomes eligible for Part B coverage.
• Cardiography and echocardiography. These

services have technical and professional components,
and Medicare wants to be sure doctors aren’t billing
for both when they should be billing for just one.
When the doctor does the interpretation only, the bill
should carry modifier 26.
• Physical and occupational therapy. The govern-

ment is looking for physician certification statements
and also for documentation that the therapy is pre-
scribed to improve or restore functions, to prevent fur-
ther disability, or to relieve symptoms.
• Mental health services. The suspicion here is

that mental health services provided in a doctor’s
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office aren’t always medically necessary. In the past,
Medicare has paid heavily for inappropriate claims,
and it doesn’t want to repeat the mistake.
• Wound care. Again, the focus is on medical

necessity, and for the same reason: the amount of
money Medicare pays out for wound care increases
steadily.
• Billing services. The government is looking at

relationships between doctors and their billing compa-
nies to see if there are incentives to upcode.
• Pathology services. The focus is on the relation-

ship between doctors who perform in-house pathology
services and the outside pathology companies they
use. Medicare is looking for incentives to overbill. �

How to put a cap
on the complaining,
no matter who’s doing it
Call them whiners. Call them complainers. One

behavioral management expert calls them “toxic
dumpers.” And that they are.
They are the people who walk “under a storm

cloud,” says FRANCIE DALTON of Dalton
Alliances Inc., a Columbia, MD, consulting firm for
behavioral management and communication sciences.
They are the wet blankets of the office, and listen-

ing to their “free stream” of problems will make any-
one as negative as they are.
What separates the toxic dumpers from the occa-

sional complainers is that they complain about the
same thing over and over and never take responsibility
for the problem. It’s not “I could have done that bet-
ter”; it’s always somebody else’s fault.
They never solve the problem or accept a solution.

Give them a recommendation, and the answer is
always “yes, but . . .”
What’s more, they complain to everybody. “They

suck up one person’s time and then another’s.”
Mostly they are staffers, but they can just as easily

be peers and even doctors. Whatever their position,
what those people want is an audience. Here’s how not
to become that audience.

for staff, insist on solutions

When the complainer is a staffer, the best approach
is to act as teacher, Duncan says.
Listen to the complaint, but immediately ask for

specific examples of the problem.
More times than not, the complaint is as vague as

“Staffer A is rude,” and asking for examples makes

the complainer see how frivolous the remark is and
ends the matter there.
If there are examples, however, demand solutions:

“I want you to come back here in one hour with two
ways you can solve that problem. The solutions can’t
involve anybody else. Just you.”
When the staffer comes back, ask for the outcome

of each solution. If it’s “one thing I can do is give
Staffer A a taste of her own medicine,” ask “what do
you think will be the result of that?”
If there’s silence, “acknowledge that the solution

isn’t going to work.”
If the staffer reiterates the complaint, cut it short

with “I’ve heard your complaint. We’re talking about
solutions now.”
Keep going. Give a suggestion. “You could talk

with Staffer A, but you don’t want to do that. So what
can you do? I would be very proud of you if you show
me you can handle this yourself.”
If there’s nothing forthcoming, say, “I’ll give you

an example of how I learned to deal with that type of
situation.” Then give the magic formula for dealing
with conflict, which is to tell the other person “when
you behave this way, I feel hurt, because I don’t know
what I’ve done to cause you to feel this way. What can
we do to ensure this doesn’t happen again?”
The goal, Dalton says, is to keep that person from

bringing up issues without having solutions.

it can come down to discipline

What if the staffer keeps on complaining? Or what
if the complaints just get shifted to the other staff?
It’s time for a verbal warning.
Explain why the complaining can’t continue:
This job requires a positive attitude, but your

attitude is constantly negative. I have tried to refo-
cus your thinking, but you haven’t responded.
Explain the impact of the behavior:
Your complaining impedes productivity and

hurts morale. I’m not willing to let someone have
that kind of impact on this office.
Then the warning:
This is a verbal warning. I want you to cease

complaining to other people. You can bring com-
plaints to me but only if you also bring solutions.
Finally, the consequences:
If I have to talk with you about this again, you’ll

get a written warning that will go in your file.
After that, the next step is probation and possibly
termination.
If the staffer turns negative and starts to pout, face

it head on:
Hold on a second. You’re behaving like an ado-

(continued on page 8)
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THE FORMAT

• What does the NPI look like? It’s a 10-digit ID
number. The first nine digits are the actual identifier,
and the last one is a check digit, which is an extra
number to detect invalid NPIs.

• Does it give any immediate information about the
doctor or office? No. There is no embedded intelli-
gence in the number. Nobody can look at an NPI and
see, for example, what a doctor’s specialty is or the
state where a practice is located.

START USING THEM NOW!

• When is the deadline? It’s May 23. On that date,
it’s NPIs on all claims and no other identifiers. No
NPIs, no money.

• Why start using the NPIs now? Because moving
over to the new identifiers is not easy. Right now,
Medicare is linking doctors’ current ID numbers to
their new NPIs. It’s also putting the NPIs on remit-
tance advice and coordination of benefit transactions
so offices can check the process.
During this match-up period, mistakes and misun-

derstandings are expected, and there’s time now to
work them out.
But wait until May to use the new IDs and there’s

no time for repair work. The office’s claims will sim-
ply be held up while the numbers get fixed, and that
could take quite a while.

• Can offices stop using their old identifiers now?
Yes, but don’t get too hasty. While it’s possible to
jump the gun and use only the NPI without the legacy
number for Medicare claims, there’s peril in doing
that. If Medicare can’t match the NPI with the legacy
number, the claim won’t get paid.
Use the new NPIs, but continue to submit the old

ID number as a secondary identifier.
As for commercial payers, they may not even be

ready to accept the NPIs yet. Medicare recommends

sending just a few NPI claims to each one. Then track
those claims to see which ones go through okay.

THE PURPOSE OF IT ALL

• Why NPIs? Their purpose is to make electronic
billing easier for everybody by having just one identi-
fier for each provider. That single number will identi-
fy the provider on claims, on prescriptions, for coordi-
nation of benefits between payers, and in the patient’s
medical record.
Eventually, the NPI will also be used for e-prescrib-

ing under Part D, but that’s still a bit up in the air,
mainly because it will require pharmacists to buy sys-
tems that will accept NPIs.

• What does the NPI replace? It replaces all the
other provider identifying numbers now in use. Those
include the Online Survey Certification and Reporting
(OSCAR) numbers, National Supplier Clearninghouse
(NSC) numbers, Provider Identification Numbers
(PINs), and Medicare’s Unique Physician
Identification Numbers (UPINs). They also include
any ID numbers payers have assigned.
However, the NPI does not replace either the

Employer Identification Number (EIN) or the Social
Security number. Those are for tax purposes, not
claim submission, so offices will continue to use
them.

• Will a doctor’s NPI ever change? No. The NPI
will never change, even if a doctor moves or goes to
other health plans or whatever. The only exception
will be if someone’s number is used fraudulently. In
that case, the doctor might apply for a new NPI, but
that’s a long shot.

THE APPLICATION PROCESS

• What’s the application procedure? Apply online at
https://nppes.cms.hhs.gov.
It’s also possible to request a paper application by

calling 800/465-3203. However, applying online is the

Start using those NPIs right now!
– a MOM mini seminar –

Don’t delay getting the office’s NPIs. The deadline – May 23 – may seem far off, but there’s little time
to waste.
Offices should start using their NPIs immediately to make sure the new identifiers are matching up to

the old ID numbers on claims. Straightening out problems can take time, and come May 23, it’s correct
NPIs on all claims or no money. Not from Medicare or any other payer.
Here are the facts about the new identifiers plus Medicare’s answers to common issues they are creating.
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fastest way to get an NPI. Medicare says that with a
properly completed electronic application, the NPI
should go out within 10 days.
The company doling out the NPIs is called the

Enumerator. Contact information: NPI Enumerator,
P.O. Box 6059, Fargo, ND 58108-6059. Telephone
800/465-3203 and e-mail customerservice@npienu-
merator.com.

• Is there any charge for the NPI? No.
• What if a doctor moves? The NPI stays the same,

but the doctor has to notify the Enumerator of the new
address within 30 days.

• Go back and check the application. The trick to
getting an NPI to work is to match it up with all the
other identifiers the doctor or hospital currently uses.
For that reason, the application has to list all those
current IDs. And if there is a Medicaid ID, it has to
include the state.
Apparently, many offices that already have their

NPIs did not submit all their IDs. Medicare therefore
advises checking the application to make sure those
numbers were included. If they weren’t, put them in.

WHO AND HOW MANY?

• Who has to have an NPI? All health care
providers who participate in the electronic billing
process – physicians, dentists, pharmacists, nurses,
hospitals, nursing homes, durable medical equipment
suppliers, clinical laboratories, pharmacies, group
practices, and health maintenance organizations.

• Does a solo office need an NPI for the practice as
well as for the doctor? No. In a sole proprietorship,
the doctor owns all the assets and is liable for all the
debts. All the doctor needs is a single, personal NPI.

• Sole proprietor, two locations, how many NPIs?
Suppose a sole proprietor maintains two offices, has
one Medicare identifier, and bills from each site. The
doctor can get only one NPI.
That may throw a wrench in the accounting,

because payments can only be sent to one place. But
that’s just the way it is.

• What about group practices? In a group practice,
who gets the NPI depends on who sends out the bills.
If the billing is done under the group name, the group
is a covered healthcare provider and therefore has to
have an NPI. If the doctors are not part of the claims
process, they don’t have to have them.
Even so, the doctors can and should get their own

NPIs. In fact, the group can require them to get NPIs

so it can use the numbers to identify the providing
doctors on claims. What’s more, all Medicare
providers have to have their own NPIs.

• What about multiple sites? If a group has, say,
three locations but bills from just one, it only needs
one NPI. But if any of the individual locations send
out their own claims, they need to have their own
NPIs. The NPI will identify a site as an individual
provider.

• Can payers require offices to get additional NPIs?
No. If an office or physician already has an NPI, a
payer can’t require that provider to get another one for
any reason.
For example, if a group practice has three locations

but opts to bill under just one NPI, a payer cannot
require it to get NPIs for each location.

• Can payers require NPIs for paper claims? Yes.
While the law does not require that paper claims carry
NPIs, payers are free to require them and also free to
reject paper claims that don’t carry them.

NOT ANYBODY’S SECRET

• Should the office give its NPIs to other entities?
Yes. Give it to the billing service or clearinghouse.
Also give it to any other entity that needs it for claims
submissions. That includes supervising physicians,
operating physicians, referring providers, and other
offices that need it to bill for ordered and referred ser-
vices.
The NPIs are not part of HIPAA’s privacy regula-

tions. They are part of the electronic transaction
requirement. Thus, anybody who needs the NPI for
billing purposes has a right to ask for it, and the office
must give out the number.

• How can the office find out another provider’s
NPI? The only way to get it is by asking that provider,
whether it be an office, hospital, or individual practi-
tioner. The Enumerator won’t give out an NPI except
to the person or entity that obtained it.
That can get sticky. Suppose the office applies for

an NPI for a doctor and the response is that the doctor
already has one. The only way to get that NPI is for
the doctor to ask the Enumerator for it. Then the
Enumerator will tell the doctor – and only the doctor –
who applied for it, perhaps a hospital. And then the
doctor has to go to that hospital to get the number.
For that reason, the office should keep a copy of

all the NPI notices it receives. If nothing else, the doc-
tors will need their NPI numbers to enroll in Medicare
and also to change their Medicare enrollment informa-
tion. �
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(continued from page 5)
lescent. Is that the impression you want me to have
of you? Part of working here is that when deci-
sions are made, you live with them. I don’t expect
you to act this way. This is not a playground.

giving a pained expression

Difficult as it is to deal with a complaining staffer,
it’s worse when the complainer is a peer within the
office or even the manager of another office. There,
Dalton says, the best approach is directness.
If the complaint is about another person, say “you

should be talking to the person with whom you have
this issue.”
If it’s about a situation, say “look, you’re causing

me to get behind on my work. I can’t allow that to
happen. You can understand that, can’t you?”
Either way, speak with a pained expression and a

pleading tone. Hopefully the complainer will feel bad
about the intrusion and walk away.
If not, pull out the final insult: “At your level, you

should be talking about solutions. I’m willing to help
you, but if you just want to complain, I’m not the per-
son to complain to.” Talk about shame! That will
squelch the most persistent of peer naysayers.

dealing with the doctor nightmare

And then there’s the worst of the worst: the toxic
doctor.
The best that can be achieved is to keep the com-

plaining from interfering with the work, Dalton says.
When that doctor walks into the office, pick up the

phone as if a call has just come through. Or stand up
and say hurriedly “oh you just reminded me I’m late
for a meeting.”
Then – and this is the important part – ask the doc-

tor to meet for lunch. Why lunch? Because it sets a
time frame for the complaining and keeps it from
interrupting the work.
If the complaining is ongoing, try to confine it to a

weekly session: “I’m flattered that you take me into
your confidence about the things that trouble you. And
I don’t want to dissuade you. However, I have to get
work done for you and the other doctors, so I’m won-
dering if we can schedule a weekly meeting to discuss
the things that bother you. That will give me time to
think about solutions that may help.”
That’s “a very nice way” to say “you’re bothering

me. You’re impeding my productivity.”
Dalton cautions, however, not to expect to see

solutions. Just plan to be an audience. Ask thoughtful
questions. If the doctor asks for suggestions, give
them. The complaining won’t end, but at least it won’t
interfere with the rest of the day. �

Coding today’s illnesses:
anorexia, bulimia, binging
BY THERESE M. JORWIC, MPH, RHIA, CCS
They are an outcome of today’s thin-conscious

society.
They are eating disorders, and they run from star-

vation to overeating.
They bring about irrational concern about body

shape and an intense fear of getting fat or gaining
weight or even maintaining a normal weight.
Eating becomes an obsession, and the eating habits

become peculiar. The patient may avoid food entirely
or may eat just tiny amounts of a few foods, often
weighing or portioning them out.
Along with the eating behavior, there can be

depression and substance abuse. There can also be
resultant issues such as cessation of the menstrual
cycle as well as heart disease and kidney failure.
The problem usually develops during adolescence

and early adulthood, though it can occur earlier or
later. It isn’t lack of will power; the eating disorder
takes on a life of its own and actually controls the
patient.
There are three types of eating disorders:
• anorexia nervosa,
• bulimia nervosa, and
• binge eating disorder.
They affect mostly women, and they are wide-

spread. Estimates are that from 0.5% to 3.7% of
females will have an eating disorder in their lifetimes.
But men are not immune. They make up about 5%

to 15% of anorexics and bulimics and about 35% the
binge eaters.

anorexia nervosa

For anorexia nervosa, the symptoms are self-
induced vomiting, misuse of diuretics and laxatives,
compulsive and intensive exercise, and repeated
weight checks.
The prognosis is varied. Some patients recover.

Others gain weight but relapse. And with others the
condition is chronic and leads to slow deterioration.
About .52% of anorexic women die each year,

which is 12 times higher than the death rate for any

ICD-9-CM and CPT
coding update
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other single cause. In fact, for women aged 15 to 24,
anorexia is the leading cause of death.
Most often, death is the result of a complication of

the eating disorder, such as cardiac arrest or elec-
trolyte imbalance, though suicide is also a factor with
the disease.

bulimia nervosa

With bulimia nervosa, the symptoms are recurring
binge eating followed by self-induced vomiting. The
patient is disgusted with the binging and so is relieved
by the purge. Because the purging follows excessive
eating, the weight is usually stays within normal
range.

As with anorexia, there’s also fasting, excessive
exercise, and misuse of laxatives and diuretics.
To meet a diagnosis of bulimia, the binge eating and
accompanying vomiting have to occur at least twice a
week for a minimum of three months.
Like anorexia, bulimia is most common among

women. From 1.1% to 4% of females have it at some
time.

coding anorexia and bulimia

Anorexia nervosa and bulimia nervosa are both
coded in the mental disorders chapter in the 307 cate-
gory.
That category is for special symptoms or syn-

dromes not elsewhere classified, and it has fourth dig-
its to show stuttering, tics, movement disorders, sleep
disorders, and even psychological pain.
The code for anorexia nervosa is 307.1.
The code for bulimia nervosa is 307.51, and it falls

under other and unspecified disorders of eating.
If an anorexic or bulimic patient comes in for treat-

ment of some other condition that is affected by the
eating disorder, code the anorexia or bulimia first and
the other condition second. For example, if an anorex-
ic patient is being treated for severe malnutrition,
code the anorexia first because that’s the reason for
the malnutrition. Then follow that with code 261 for
the malnutrition.

binge eating

Binge eating affects from 2% to 5% of Americans.
The condition doesn’t involve fasting or purging or
excessive exercise. Instead, it’s a matter of eating too
much too fast, eating to the point of being uncomfort-
ably full, eating without being hungry, and eating
alone so nobody can see the amount of food being
eaten.
The problem becomes cyclical. The overeating

brings on feelings of disgust, guilt, and depression,

and to make up for it, the patient eats even more.
To qualify for a diagnosis, the binging must occur

at least twice a week for a minimum of six months

coding binge eating

Binge eating has not yet been established as a psy-
chological disorder, so there is no specific code for it.
Instead, it can only be coded in the chapter for symp-
toms, signs, and ill-defined conditions.
It falls into the 783 category, which covers symp-

toms concerning nutrition, metabolism, and develop-
ment. Specifically, the code is 783.6 for excessive eat-
ing or hyperalimentation.
Anorexia nervosa and bulimia nervosa are coded in

the mental disorders chapter because they are eating
disorders of nonorganic origins.
By contrast, anorexia and bulimia that have organic

causes are, like binge eating, coded in the symptoms
and signs chapter. Their codes are 783.0 and 783.6
respectively.
So if all that’s known is that the patient is overeat-

ing or has no appetite, use the symptom code.
The treatment for any of the three disorders is

nutritional rehabilitation, psychosocial help, and psy-
chotropic medications, or selective serotonin reuptake
inhibitors, or SSRIs to help the patient maintain the
weight by treating mood and anxiety disorders.
The treatment can be lengthy, but the eating disor-

der code gets used with each visit until the problem is
resolved. For example, if the patient is seen during
that time for hypertension, use the eating disorder
code along with the hypertension code, because the
eating disorder affects the treatment.

use the BMI codes as well

Along with the eating disorder codes, there are V
codes for the body mass index, or BMI.
Those are new. Last year ICD-9-CM came out with

new BMI codes (V85.0-V85.4) for adults, and this
year there are new BMI codes (V85.51-V85.54) for
pediatric patients. (See “As the populace expands, so
do the obesity codes,” October 2005.)
People tend to think of the BMI codes as applying

only to overweight, but they show underweight as
well. For example, code V85.0 shows an adult BMI of
less than 19, which is underweight, and V85.51 shows
a pediatric BMI of less than the 5th percentile for age.
So if the record gives the BMI calculation for a

patient with an eating disorder, code it. The BMI code
can track the patient’s progress and show whether the
weight is moving toward a normal range.
Therese M. Jorwic, MPH, RHIA, CCS, is assistant

professor of health information management at the
University of Illinois at Chicago and senior consultant
for MC Strategies in Atlanta. �



page 10 medical office manager / november 2006

A most unusual way
to show the doctors
the potential for theft!
In any medical office, there’s tremendous risk of

money loss to both error and theft.
Ohio manager LINDA L. BEAN proved that to her

practice in ways most managers wouldn’t try. Bean,
however, was in the unique position of having been a
personal friend of the owner physician for nearly 30
years. She came to the practice after retiring as a med-
ical manager elsewhere and started out having to solve
not only $450,000 in outstanding claims but theft
issues as well.
What Bean focused on was setting up a strong sys-

tem of checks and balances to prevent money loss
from any cause.
The office is Dermatology Laser Surgery Center, a

two-physician, 23-staff practice in Centerville, OH.

convenience = more money

The first place Bean turned was to the obvious. Lost
copays.
“The office was barely collecting them,” she says,

mainly because it wasn’t making payment convenient.
It didn’t take credit cards. What’s more, so little

cash was kept at the check-out desk that staff fre-
quently ran out of change and had to tell cash-paying
patients that the office would send a bill. Nobody
objected, she says. It’s not uncommon for a patient “to
pull out a $100 bill” hoping for just that response.
Simply by asking for copays, adding credit cards,

and keeping sufficient cash at the front desk, the
office increased its copay income from $800 to $2,000
a month.

putting a name on the mistakes

From there, Bean addressed the claim rejections.
There were many for no other reason than incorrect
demographic information.
The culprit was the fact that no one was personally

responsible for the accuracy of the data. The front-
desk staff were getting patients’ demographic informa-
tion, yet many times the doctor finished seeing a
patient before the information could be verified, leav-
ing the office with inaccurate demographics.
Bean created an incentive for accuracy. The person

who registers the patient is now responsible for post-
ing the charges for that patient. That way, if the infor-
mation is incorrect, the office sees immediately who
entered it.
The result is “very few rejections” for incorrect

demographics. By contrast, with several people enter-

ing the information anonymously, errors tend to
become a matter of “it’s not my problem.”

Monday, Wednesday, Friday only

Bean reduced rejections further simply by sending
out claims at the times they are most likely to get
paid.
The office sends out claims only on Mondays,

Wednesdays, and Fridays, the purpose being to have
them always with the insurance company staff no later
than Thursday.
“Friday is worst day to get a claim into an insurance

company,” she says. Insurance staff “have quotas to
fill,” and if they haven’t met their quotas by Friday,
human nature comes into play. They rush to complete
as many claims as possible, and the easiest way to
complete a claim is to reject it.
For that same reason, Bean set another rule. The

office “never sends a lot of claims in one envelope.”
The risk, she explains, is that an insurance staffer will
get the envelope late in the day and, in an effort to fin-
ish the day off, reject some of the claims.

numbering the fee slips

From there, Bean turned to safeguards against
embezzlement.
One was numbered fee slips. The office made that

move only after it discovered that a front-desk staffer
who was at the desk alone much of the time was pock-
eting cash. Many patients pay part by check and part
in cash, Bean explains. So if a patient paid, say, $50
by check and $100 in cash, the staffer wrote the
receipt for the full $150, redid the fee slip to show
only $50, and kept the $100.
The office found out only when one patient asked

for a year-end printout of the charges, and the printout
didn’t match her receipts. All told, the office estimat-
ed about $10,000 had been stolen. The weak spot was
the fee slips. They were not numbered.
Along with getting numbered forms, Bean set a rule

that each day’s fee slips have to match up with the
sign-in sheet. Then if a patient has signed in and
there’s no fee slip, “where did the money go?”
As a further precaution, two people have to do the

match-up. One reads out the fee slips and the other
checks them off on the sign-in ledger. Then both sign
that the ledger is correct.
And to eliminate risk even further, the reader is

always a different person.

I can steal $2,000 a month!

The credit cards also needed protection, Bean says,
and to illustrate the necessity of protection, she told
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the doctor “I can steal $2,000 a month from you, and
you’ll never know it.”
The doctor asked how, and she said “all I need to do

is swipe my card and give myself a credit.”
“Many doctors don’t check that,” she says. Yet the

prevention is simple. Bean is the only person who has
the code required to process a credit. “If only one per-
son knows the code,” she says, the office knows

where to come if a refund is inappropriate.
For the same reason, Bean is the only person who

can delete a payment transaction out of the office’s
system. That means if staff make a mistake they have
to come to her to delete it, but it also means no one
can delete an entry and pocket the money.
The rule is that “nobody gets into the till but the

person responsible for it,” she says. And it’s a critical

Embezzlement is almost too easy in a medical
office, mainly because the doctors are focused on
patients and not on the financial operations, cautions
M. THOMAS COLLINS, CPA, of I-65 North, a legal
consulting firm in Brentwood, TN.
The signs are obvious and the tricks are old. But

they are worth noting.

we three thieves

Who are the embezzlers? Invariably they fall into
three categories.
One is the employee “who never takes a vacation

and is never out sick.” More times than not, the per-
fect-attendance employee is sticking around to keep a
cover on some ongoing dishonest activity.
Second is the staffer who never wants help. That

too is to keep the cover on. If another person gets into
the work, the discrepancies will be unveiled.
And third is the employee who mysteriously comes

into money. Absent the death of a rich uncle, the
money has likely come from the doctors’ pockets.

phantoms in the checkbook

What types of embezzlement are most common?
Aside from insurance fraud, professional offices

most often encounter two situations.
First is the phantom vendor. Somebody opens a

bank account in the name of a phony vendor for office
supplies, cleaning services, copier paper – “there is a
host of possibilities.” All the employee has to do is
print out invoices, write the checks, hand them to the
check-signing doctor along with the legitimate invoic-
es, and the deal is done.
The scam can be a snap, Collins says. It’s not

unusual for a doctor to sign a check made out to an
unfamiliar vendor, because with clinical work always
waiting, “there isn’t time to question anything.”
The ploy is even easier when the office uses auto-

mated check signing. Whoever is in charge of the
signing has the ability to send any check through.
The other scam occurs in large practices. It’s the

phantom employee on the payroll.
The employee can be fictitious. Or it can be a sig-

nificant other, in which case there’s a valid Social
Security number. Sometimes a current employee keeps
a former employee’s name on the payroll and the two
split the paycheck.
That scheme is easy when offices have heavy

turnover or use temporary help, because the bogus
name gets lost in the payroll shuffle.
If the payroll checks are signed, the signer likely

doesn’t know all the people getting paid. And if the
office has direct deposit, “there’s not even a check-
signing function” to get around. True, it’s possible to
review the list of people getting deposits, but how
many offices question the list?

don’t get hit with the blame!

Managers need to be on the lookout for embezzle-
ment, because when money is missing, that’s where
the fingers will point, Collins warns.
And perhaps for good reason. In most cases, the

culprit is the person who has the title of administrator
or office manager. He adds, though, that it’s usually
not the person who begins as a secretary and works up
to a management role. Instead, it’s the person who is
hired into management from the outside.
Keeping that in mind, it’s especially important for

managers to be aware of how embezzlement can occur
and to let the doctors know that those areas are pro-
tected.
Question anything on the financial statements that’s

different from the previous month or from the budget
or even different from what the manager expected to
see.
Verify the vendors. Google the companies to see if

they exist. Or call the phone numbers. Also, he says,
the manager should visit all the vendors periodically.
Set a policy that all employees have to take vaca-

tion days.
Make sure that whoever signs the checks sees the

invoices at the same time.
Compare the list of people getting automatic

deposits to the names on the bank statements.
And screen new employees. Oddly enough, it’s not

unknown for someone fired for embezzlement in one
position to be hired back for another position. �

Don’t lose sight of the same old embezzlement tricks



rule for refunds and transaction deletions, because
those are the areas that create the greatest theft poten-
tial.

a number for every receipt

Another safeguard came at the recommendation of a
staffer.
The office was using a standard office-supply

receipt book, and the staffer pointed out that anybody
could get a book just like it, give a patient a receipt
out of the second book, keep the money, and nobody
would be the wiser.
The office now has a log book with numbered

receipts. Each of the three office locations has its own
book, and before anybody can get another one, the old
book has to be turned in.

I can resell your cosmetics!

Then Bean surprised the doctor even more.
The office sells over-the-counter cosmetics, “and

the doctor’s not big on keeping inventory.”
So she told him “I can steal $2,000 worth of prod-

ucts from you and you’ll never know it.”
To prove the point, each day she picked up one of

the most expensive products and put it under her desk.
After she’d collected “a big huge pile” of cosmetics,
she asked the doctor how sales were going. He said
sales were going fine, because the office was replen-
ishing a lot of products.
Then she showed him the cornered stash, and his

question was what anybody would do with it all. Her

answer was “take them to a flea market and sell them
for half price.”

I can rob your bank!

The doctor’s greatest financial shock, however,
came when Bean told him “I can steal as much as
$200,000 using your name and your bank and you’ll
pay all the taxes on it and never know it.”
And she did!
She opened an account at the office’s bank with the

office’s same name, tax ID number, and address, only
with “Laser” spelled as “Lazer.”
In one month, she deposited $80,000 in checks into

that account.
At the end of the month, the financial statements

showed a drop in receivables, and the doctor thought
it was because he had taken vacation during that time.
Then she showed him the other account.
The bank never questioned that second account, she

says. Had she opened an account at another bank,
there would have been yet less chance of detection,
even with the office name spelled correctly.

but I was going to pay it back . . .

What Bean proved to the doctor is that the only
good protection against both loss and theft is detailed
checks and balances, and they have to go all down the
money line.
In her office, for example, any cash that comes in

has to have a receipt, and the cash receipt book has to
balance out. If a patient doesn’t want a receipt, it still
has to be made out and the staffer is required to leave
it in the book. Failure to make out a receipt is a fire-
able offense.
She has also separated the job of opening the mail.

The insurance person never opens it “because checks
are attached to the EOBs.” Instead, a staffer “who has
nothing to do with the checks” opens the mail, gives
the EOBs to the insurance staffer and the checks to
accounting.
More still, Bean assigns all the passwords instead

of letting staff choose their own, and she is the only
person who can change them.
Without that safeguard, she says, an unhappy exit-

ing employee could do tremendous damage on the
way out. All that’s needed is to set up a new password
with a payer and the office can’t use that station to
access the payer.
Besides protecting the office, she says, checks and

balances protect the employees. They ensure that peo-
ple are never set up for theft by being tempted unnec-
essarily. She points out that it’s not uncommon for an
otherwise honest person to meet financial difficulty,
see an opportunity to get money, and justify taking it
by planning to pay it back. �
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