
If there’s not already a denial system in place, set
one up.

Denials cut heavily into the finances, not just in
revenue loss but in unnecessary staff time, and the lat-
ter can be significant, says LORI LAUBACH, CPA,
a partner with the health care consulting division of
Moss Adams in Tacoma, WA.

“It costs substantial money to redo a claim.” Some
offices even hire additional staff just to follow up on
the denials.

While it’s not possible to control what the payers
do, it is possible to control the billing procedures, she
says. And it’s worth the effort, because it’s in the
billing that most denials originate.

first, don’t waste the software

The place to start is with the billing software, and
there the rule is simple: make full use of it so claims
don’t “go out the gate” with denial invitations
attached.

Laubach finds that most offices actually have suit-
able systems yet write off “lots of dollars” because
they fail to use the denial edits and controls.

The capabilities every office should be using are
these:

• Reports on the reasons for the denials. The sys-
tem should categorize the denials into the three main
categories of front desk, provider, or other billing
issues.

• Edits that identify basic coding mistakes such as
CPT and ICD-9-CM mismatches.

• The ability to enter the denial codes as payments
are posted. That makes it considerably easier to work
the denials, she says, because it allows the office to
group the claims by denial code. If the system does
not have that capability, she recommends upgrading to
add it.

There is denial management software that goes fur-
ther and culls out claims carrying the common mis-
takes that spark denials. However, she finds it unnec-
essary if the billing system can produce those reports.
And chances are, the current system can do that. “If

it’s possible to get the data in there, it’s possible to
run the reports.”

then ferret out the problems

The job of denial management rests on the obvious
– tracking the reasons for the denials so the office
“can see its own errors” and fix them.

Laubach’s advice is to focus on the top five payers
and top 25 CPT codes.

Identify where each payer’s denials are coming
from “and then go back and see how to change or
adjust things” so the office doesn’t continue to make
the same mistakes.

If the reason is medical necessity for a certain CPT,
(please turn to page 3)
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this month’s
idea

90 minutes of unpaid time off
ends a bookkeeping nightmare

Last month, a Rhode Island manager outlined a time-off policy
that allowed staff to carry five unused sick days to the next year as
personal time, thereby eliminating last-minute sick calls and the
year-end surge of absences.

A Kentucky manager has devised yet another way to control the
time off, though hers is focused on making the paperwork easier.

Keeping track of 45-minute appointments or an hour of personal
leave “is a bookkeeping nightmare,” says SANDY MURPHY,
administrator for five-physician Women’s Care of the Bluegrass in
Frankfort, KY. And it’s especially difficult for a large practice such
as hers, which has 26 staff.

So Murphy combined vacation, sick, and personal leave into a
single pool of paid time off and made it a rule that the time could be
taken only in four-hour increments.

But there was a hitch: nobody wanted to use a full half day of
leave on a short appointment.

The solution was to allow a 90-minute window in the early morn-
ing or late afternoon that staff can take without pay for appoint-
ments. She limited it to the start and finish of the day, “because
everybody is slow getting going in the morning” and because the
late afternoon is usually not the most productive time, making those
hours easiest to cover. The actual time depends on a staffer’s hours,
but for most it’s before 10:30 a.m. or after 3:30 p.m.

There’s no limit to the number of times staff can take the unpaid
90 minutes. However, there are three rules.

One is that the time can only be used for valid absences such as
appointments. One is that the time has to be approved beforehand.
And the third is that the staffer must bring a note from the doctor,
dentist, attorney, school, or whatever explaining the absence.

All that prevents abuse.
Murphy is strict too on monitoring the time. If a staffer’s appoint-

ment runs late and requires an absence of more than 90 minutes, the
time gets counted at the full four hours of PTO. The office “might
give leeway of five minutes,” she says, but that’s rare.

Murphy has found that where staff most appreciate the unpaid
leave is for repeated brief appointments. One staffer, for example,
used it for physical therapy appointments three times a week. Others
use it for school appointments or for taking their children to
appointments.
If your office has set up a system that makes managing easier,

MOM would like to write about it. Contact the Editor, Medical
Office Manager, P.O. Box 52843, Atlanta, GA 30355. Telephone
404/367-1991 and fax 404/367-1995. We pay $100 for every idea we
write about in this column. �
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(continued from page 1)
start sending documentation with that type of claim.

If it’s inaccurate demographic data, make
adjustments in the way staff collect and enter the
information.

If it’s medical information, explain to the physician
that “this is a lazy code. It needs to be more precise.”

In addition, keep a list of the contractual payment
amounts for each payer and compare them to the pay-
ments. That way, the office can file an immediate
appeal when a claim is not paid in full.

Some offices, particularly small ones, “don’t do
that at all.” Others do it but not with total accuracy,
perhaps calculating the Medicare payment amounts
using last year’s conversion factor.

thinking like a payer

It’s also important to be aware of the reasons
denials most often occur, Laubach says. The overall
culprits “are nothing really new” – the little errors of
inaccurate or incomplete demographic information,
diagnosis codes that don’t support the CPT codes, or
billing for services a payer doesn’t cover.

For the specific culprits, look at the denial informa-
tion the payers provide. Medicare as well as the major
payers publish the main reasons for their denials on
their websites. For Medicare, for example, the top 10
denial reasons are these:

• errors in spelling the patient’s name and entering
the patient’s sex and insurance claim number

• missing or incorrect ID number for the physician
group

• missing or incorrect IDs for the individual physi-
cians in a group when several bill on the same claim;
or an individual ID that does not correspond to that of
the group

• incorrect ID for the referring physician; or listing
a referring physician who is not authorized to make
the referral, such as a chiropractor

• missing or invalid ICD-9-CMs
• missing or invalid CPTs
• invalid, inappropriate, and missing modifiers
• missing or invalid place of service code
• filing a claim after the calendar deadline
• a quantity that is missing or doesn’t correspond

to multiple visit dates; billing for multiple units when
the code is not time-based; or for anesthesia claims,
submitting the time in hours instead of minutes.

Along with that, “keep an ear to the ground” about
what payers are auditing, she says.

Many of Medicare’s denials, for example, follow
the areas outlined in the annual workplan of the Office
of Inspector General. (See “Here’s what will spark
Medicare audits in 2007,” November.)

Those get attention because they are costing the

government the most money Briefly, the current list
covers these items:

• incident-to services – lack of documentation
showing direct physician supervision

• duplicate physical therapy claims
• place of service codes for in-office procedures
• medical necessity of cataract and lasik surgeries
• E/M services in the global period
• upcoding group psychiatric therapy to individual

therapy
• medical necessity of sleep testing
• long-distance services for home health and nurs-

ing home patients
• MRIs, PETs, and CT scans done in the office
• documentation for initial physical exams
• cardiography and echocardiography not carrying

modifier 26 to show interpretation only
• medical necessity of physical and occupational

therapy
• medical necessity of mental health services pro-

vided in the office
• medical necessity of wound care.

it all depends on the front desk

For the most part, however, the solution to denial
management is simple: “it all goes back to the front
desk” and training staff to send complete and correct
data to the billing department, Laubach says.

The denial nightmare is the little error. It can be
nothing more than entering the wrong group or indi-
vidual insurance number or a patient name that does-
n’t match exactly the name on the card. Or it can be
lack of eligibility. “Patients don’t stay with one payer
long,” and Medicaid patients tend to move often.

The safest way to get correct information at the
front desk is to scan the cards. Don’t rely solely on the
staff, because their work is varied and stressful to the
point that mistakes are difficult to avoid.

Along with that, get a photo ID of the patient.
“That’s especially necessary with a transient patient
population,” she says, because with ID theft, some
payer contracts put the burden of loss on the physi-
cian.

In specialties such as surgery where the procedures
are few, the office can call and get the information and
check the eligibility “before the patients show up.”

And for expensive procedures, every practice
should find out beforehand what the payer does and
does not cover and tell patients what they will owe,
because few patients understand their coverage.

as little as 3% of the claims

What about hiring a denial management company?
That’s a good choice only if the office does not have
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the staff or system necessary to run the reports and see
where the holdups are, Laubach says.

Also, because a management company charges a
percentage of the collections, that approach usually
does not make an appreciable difference in the bottom
line “unless the accounts receivable are so out of con-
trol that the office cannot manage them.”

For the average practice, the service is not neces-
sary. She cites one client family practice that used a
company when the problem “was a no-brainer to fix,
but the company kept getting that percentage.”

The key to controlling the denials, she says, is “to
get everything right when the claim is dropped.” Some
estimates are that on their first submission, no more
than 10% of claims should be denied. And with good
controls, the office should be able to work toward an
optimum of only 3%. �

Getting those NPIs running
is not an overnight event;
more points to watch

The deadline for having the NPIs up and running is
May 23, and at MOM’s press time, there was no
reprieve or delay in sight. Starting May 23, claims that
don’t carry NPIs will simply be denied.

Offices should right now be using them on all
claims along with the old identifiers. Moving to NPIs
is not an overnight event. From start to finish, the
change takes several weeks.

Points to note:
• The NPI application has to list all the office’s old

identifiers. Apparently, a lot of applications have
come in without the old numbers.

Go back to https://nppes.cms.hhs.gov and make sure
those old numbers are on the application; if they
aren’t, add them. And while there, the government
says, make sure the address and contact information is
correct and up-to-date.

• Give the NPIs out freely. They are no secret. They
have nothing to do with HIPAA’s privacy require-
ments but come instead from the HIPAA transaction
standards.

Give them to payers and also to any providers the
office does business with.

• Only health care providers can get NPIs. That’s
doctors, nurses, group practices, dentists, pharmacists,
hospitals, nursing homes, DME suppliers, clinical
labs, pharmacies, and health maintenance organiza-
tions.

Nonproviders can’t get them. Those include billing

services as well as nonemergency transport companies
and language interpretation services.

• True or false: Because HIPAA’s transaction stan-
dards only apply to electronic claims, an office that
uses 100% paper claims doesn’t need an NPI.

Technically true. But don’t count on it. As a practi-
cal matter, every provider needs an NPI.

Some payers – including Medicare – are requiring
them on paper claims, and projections are that all pay-
ers will require them before long.

What’s more, all doctors and offices need NPIs
because other providers will need them to submit their
own claims. Pharmacies, for example, will need to
them to identify prescribers on claims. Hospitals will
need them to identify admitting and attending physi-
cians. Other offices will need them to identify refer-
ring physicians.

They appear to be inescapable.
• The NPIs replace all other physician identifiers

now used by payers. So what about the group
Employer Identification Number or EIN? the Social
Security number? the Drug Enforcement Administra-
tion or DEA number?

The NPIs are all about getting paid. The EIN, the
Social Security number, and DEA number have noth-
ing to do with getting paid. The EIN identifies the
group as a taxpayer. The Social Security number iden-
tifies an individual as a taxpayer. And the DEA num-
ber identifies a provider as a prescriber of drugs.

Those numbers will go on being used just as they
are now. And they in no way can be used in lieu of the
NPI.

• Medicare says to use both the new NPIs and the
old identifier numbers on claims until May 23. Most
other payers say the same.

That gives everybody time to match up the old and
new numbers.

• The NPIs are required for applying for Medicare
enrollment and also for making changes in the
Medicare enrollment information.

• There is only one delay being granted for NPI
use, and it is one offices will not often encounter.
Small health plans – or payers with less than $5 mil-
lion in premium income a year – have until May 23 of
next year to get moved over to NPIs.

• For all kinds of government information – more
than most offices need, in fact – go to www.cms.hhs
.gov/NationalProvIdentStand. Click on “Educational
Resources” in the box at the left. Then scroll down to
the section that says “Related Links Inside CMS” and
click on “Frequently Asked Questions.” To find the
latest FAQs, click on the arrows next to “Date
Updated.”

And to apply for an NPI, call 800/465-3203 or go to
https://nppes.cms.hhs.gov. �
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• Firstgov.gov.
Bookmark this site.
The federal government calls it the “official web

portal,” which means it’s the gateway to just about
every possible government item there is, both federal
and state.

Go here to bid on seized property – watches, jewel-
ry, cars, and land – as well as medical equipment.

Enter “Medicare” in the search box, then click on
“glossary definitions,” and there’s a link at the left to
“provider information,” which puts all the Medicare
information in one place.

Or enter “CMS forms” in the search box, and
bridges to all of them appear.

There are tax and Social Security forms to print out.
There’s employment law information.
And there are links on the home page for getting a

passport, renewing a driver’s license, and filing taxes
electronically.
Firstgov.gov is a mammoth site but surprisingly

easy to navigate, and it carries just about all the gov-
ernment information a manager could need.

• 2006 Physician Retention Survey. Conducted by
the American Medical Group Association in
Alexandria, VA, and Cejka Search, a physician
search organization in St. Louis.

This is a new national survey that shows consider-
able changes in the face of the physician population.

One area is sex.
In 2005, the same survey showed women making up

28% of physicians employed in groups; in 2006, they
accounted for 35%. And while male physicians age 42
and order still dominate the profession, that’s likely
not to last long as women now account for half of the
medical school graduating classes.

Another area of change is the reason for physician
turnover.

The survey found that the top reason doctors leave
is poor cultural fit (51%) and along with that, a need
to find a better community.

Family came in second, with doctors relocating to
be closer to their own or their spouses’ families (42%)
and also because of a spouse’s job relocation.

Lower on the list at 32% was money. And last was
moves made because the work schedule was not suit-
able or because call was excessive (17%).

A third change is being seen in the importance of

options for part-time and flexible working hours. The
number of both male and female physicians who
reported working part-time increased from 13% in
2005 to 20% in 2006.

The overall turnover rate for physicians last year
was 6.7%, and oddly enough, the rate for male physi-
cians increased while the rate for female physicians
decreased from 2005.

The conclusion to be drawn, the survey developers
say, is that evaluating the cultural fit and family situa-
tion of physician recruits and giving new physicians
time to have a life are equally important as offering a
good salary. Without those, expect turnover. �

First day on the job,
show that new staffer
how to be successful

Don’t lose the investment of a new hire to a lack-
adaisical orientation.

“Set the stage for success,” says KARLA
DOBBECK, PHR, of Human Resource Techniques,
an Algonquin, IL, human resource consulting firm.
Lay out what the office expects of that person. The
more clearly that’s communicated, the more likely that
person is to be successful.

Orientation should assimilate newcomers into the
office. What’s more, “it should make people feel wel-
come so they stick around.” By contrast, leave a new
employee alone in a new job “and the relationship
falls apart very quickly.”

The orientation itself can last “anywhere from two
hours to two weeks,” she says. That’s up to the office.
But at a minimum, it needs to cover these elements.

a long list of review items

Set up a checklist of items to go over. Go over them
even if they are already in a manual or handbook,
Dobbeck says. If they are important enough to be in
print, they are important enough to talk about.

Also, if the new hire is later terminated for some
violation, the office can show that the staffer had full
knowledge of what was expected.

The money and benefits. Outline the salary, insur-
ance, and retirement benefits. Explain how bonuses
are given. Outline other nonfinancial benefits such as
employee assistance or educational programs.

The practice and its policies. Tell about the
office’s history and mission statement. Also, Dobbeck
says, give the new employee a written outline of the
corporate structure and the chain of command and

literature
review
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explain where to go with what type of problem.
Include here too the code of conduct, dress code,

policies on ethics and confidentiality, and the policies
on harassment and drug use.

The facility. This includes the parking, security,
building access, emergency evacuation, and how to
report hazards or accidents.

Work time. Review the working hours and the time
allowed for lunch and breaks. Explain the attendance
requirements and what to do about late arrivals and
how to call in sick. Go over the time allowed for vaca-
tion, holidays, and bereavement, and tell how to
request time off.

The job. Review the job description, and along
with the requirements, explain how the job affects the
rest of the office, Dobbeck says. New employees need
to see the big picture of how their jobs fit into patient
care and the practice’s operations.

At the same time, tell what professional publica-
tions the individual should read, what seminars are
available, and what professional organizations to join.

Performance. Tell how performance appraisals are
conducted and when they take place, and explain the
discipline procedures.

A mentor. The first day is also the time to give the
new employee whatever how-to manuals are needed
such as computer or billing manuals. Along with that,
Dobbeck says, assign a peer mentor to help the new
person learn the job.

office, people, phone numbers

Next is a tour of the office plus introductions.
Show where everything is located – copier, first aid

kit, lavatories, break areas, and so on.
With each introduction, explain the purpose of the

new employee’s position and how it will affect the
other individual. Conversely, tell the newcomer about
the other persons’ jobs.

Afterwards, give the new employee an inhouse
directory of phone numbers and e-mail addresses. And
along with that, make sure the new staffer knows how
to reach the manager. She recommends giving the cell
number and e-mail address and telling that person to
call even after hours.

goals for the first week

Then immediately set short-term goals for learning
the job, perhaps to master a software by a certain
time, and schedule a date to review the progress.

That first week is the best time to set goals,
Dobbeck says, because at that point the job has a new-
car smell. “Capitalize on the fact that new employees
are excited about their jobs.”

To keep momentum going, meet with the employee

at least once during the next four weeks to review the
progress. During those meetings, ask questions such
as

What did you learn last week? What will you focus
on next week?
Are you meeting your goals? What areas are giving

you trouble?
What do you want to do better? How can we help

you? Do you need more training?
Have you learned the software system? What have

you done to learn X skill? Y skill?
Have you read the publications we recommended?

signed up for the seminars? joined the organizations?
Those meetings are critical to success, because they

show the office is serious about the staffer’s progress.
Equally as important, they show quickly if a new

hire doesn’t suit the job, which besides avoiding the
grief of firing someone later, can save money.

Most states don’t provide unemployment compensa-
tion if someone is let go within 30 days of being
hired, she explains. So if the office can find out early
that there’s not a match and can end the relationship
before the 30 days is up, “it can save a lot of unem-
ployment dollars.” �

Coding a common visit:
wounds and infections
BY THERESE M JORWIC, MPH, RHIA, CCS, CCS-P

A common reason patients seek medical care is skin
infections resulting from wounds.

Here’s a look at both the diagnosis and procedure
codes for wound infections and treatment.

cellulitis takes center stage

Perhaps the most common of wound infections is
cellulitis.

Cellulitis is an acute diffuse infection of both the
skin and the soft tissue. It begins suddenly with red-
ness, swelling, pain, and sometimes heat in the infect-
ed area. It occurs from a break in the skin such as a
laceration or an ulcer. But size doesn’t matter. The

ICD-9-CM and CPT
coding update
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break can be so small it can’t even be detected.
The diagnosis codes for cellulitis are in the 681

(cellulitis of the finger and toe) and 682 (other celluli-
tis) categories. But note that to use those codes, the
record has to show clear documentation of cellulitis,
because it’s a specific type of infection.

There are other things that can be coded along with
the cellulitis.

One is the causative organism if it’s known. That’s
usually either streptococcus or staphylococcus, with
streptococcus being the more common.

The other is the wound itself.
Which gets coded first?
It depends on which is the principal reason for the

visit. If it’s to treat the wound, code that first; if it’s to
treat the cellulitis, code that first.

For example, suppose a patient comes in with an
open wound on the foot. There is an embedded piece
of metal, and cellulitis is beginning to develop. The
doctor finds that the causative agent is streptococcus,
treats the wound, and prescribes antibiotics.

Code the wound first, because the main reason for
the visit is to treat it. The code is 892.1 for an open
complicated wound of the foot. There are four ele-
ments that make a wound complicated: delayed heal-
ing, delayed treatment, foreign body, and infection. In
this case, both a foreign body and infection are pre-
sent.

The second code is 682.7 for cellulitis of the foot.
And the third is 041.0x for the streptococcus, with

the fifth digit showing the type of strep infection.
On the other hand, suppose the patient comes in

with cellulitis and only a trivial wound, perhaps a
small cut that doesn’t require treatment or even a
wound as tiny as a spider bite.

The wound care is minimal or nonexistent, so code
the cellulitis first and then add a code for an open
complicated wound, this time the complication being
the infection.

other elements to code as well

Other factors can be present that also need codes.
One is MRSA, or methicillin-resistant staphylococ-

cus aureus, which is a strain of staph infection that has
developed resistance to all types of penicillin. It has
been much in the news and most often occurs in hos-
pitals.

The code is V09.0 (infection with microorganisms
resistant to penicillins), and it gets added to the staph
infection code.

Another factor that can be present is gangrene,
which is a necrosis, or wasting of the skin tissue.
There can be cellulitis present with the gangrene, but
because the cellulitis produces the gangrene, only the
gangrene code (785.4) gets used.

Still another factor: cellulitis that results from a

postoperative wound or from an IV needle penetra-
tion.

Suppose, for example, that a patient undergoes a
hemicolectomy and five days later develops staph cel-
lulitis. First code the postoperative infection, which is
998.59. Then code cellulitis of the trunk at 682.2. And
then code the staph at 041.10 (unspecified staph).

Another factor that can occur with cellulitis: necro-
tizing fasciitis, sometimes termed a “flesh-eating”
infection. It’s an infection of the fascia, which is the
connective tissue surrounding the muscles and bones.
The code is 728.86.

If fasciitis is accompanied by gangrene, code both
plus the causative organism if it’s known.

And then there can be ulcers. The codes run from
707.0x (with the fifth digit showing the site) to 707.9.

When ulcers are decubitis, or pressure sores such as
bed sores, they are coded at 707.0x.

When they occur on the lower limbs and are not
decubitis, the code is 707.1x. The latter are often
caused by diabetes, and when that’s the case, code the
diabetes first.

treatment: the medicine section

Now for the CPT codes for wound care. Those
appear in both the medicine section and the surgical
section.

Treatments coded in the medicine section are those
done without anesthesia, and the codes come under
the heading of “active wound care management.”

The first two are 97597-97598 for debridement, or
the removal of devitalized or necrotic tissue. They are
for selective debridement such as that done with water
jet or scissors. The first is for 20 square centimeters or
less and the second for an area larger than that. The
measure is based on the total surface treated, so if
more than one wound is debrided, the two areas get
added together.

Next is code 97602 for nonselective debridement,
which is often done with wet or moist dressings. It’s
termed nonselective because specific tissue is not
taken out; instead, the enzymes under the dressing
cause the tissue to slough off.

Last are 97605 and 97606 for NPWT, or negative
pressure wound therapy, the first for 50 square cen-
timeters or less and the second for more than that.
With NPWT, a wound vacuum draws out the dead tis-
sue and thereby reduces the swelling and improves the
oxygen supply.

treatment: the surgery section

For surgical debridement of wounds, the codes start
with 11004 to 11008. The codes depend on the
anatomical site.

With these codes, the surgical debridement involves



page 8 medical office manager / march 2007

not just the skin but also the muscle and fascia, and it
is done for severe necrotising soft tissue infections.
For example, code 11004 shows debridement of the
external genitalia and perineum as can be necessary
for treatment of Fournier’s gangrene.

Note that 11008 is an add-on code for the removal
of prosthetic material or mesh in the abdominal wall,
and it’s used only with the three codes that precede it
(11004-11006).

The other codes for surgical debridement are
11040-11044, with each showing an advancing depth
of the debridement. Note that it’s not the depth of the
wound that determines the code but the depth of the
tissue removed.

For example, if the surgeon removes dead skin in
the superficial layer under the epidermis but leaves
the underlying dermis intact, the code is 11040. If the
full thickness of the skin is removed, the code is
11041. Code 11042 shows removal of the skin and
subcutaneous tissue; 11043 shows removal down to
the muscle; and 11044 indicates removal clear down
to the bone.
Therese M. Jorwic, MPH, RHIA, CCS-P, is assistant

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

Matters of the mind
and when and how
they get ADA protection

While most managers understand the Americans
with Disability Act as it pertains to physical disabili-
ties, there remains plenty of doubt on what to do about
mental and emotional disabilities.

Here are the answers to some sticky problems.

emotions, but not sex

What mental and emotional problems are and aren’t
covered?

The ADA applies to offices with more than 15
employees. It prevents discrimination based on some-
body’s disability.

As to what’s considered a mental or emotional dis-
ability, the rule is the same as with physical disabili-
ties, explains SUZANNE KITCHEN of the Job
Accommodation Network in Morgantown, WV. The
organization, which is part of the U.S. Office of
Disability Employment Policy, provides free consult-
ing on accommodating disabled employees.

If the condition limits a major life activity, it’s a

disability. A major activity is one that’s centrally
important to living, such as eating, sleeping, and
walking – as well as concentrating and coping with
anxiety and depression.

Thus, the ADA protects problems such as anxiety,
bipolar disorder, personality disorder, panic disorder,
obsessive-compulsive disorder, clinical depression,
and post-traumatic stress disorder.

However, Kitchen says, each problem has to be
evaluated on its own merits. Someone who can’t get
out of bed because of depression has a a bona fide
limited life activity; somebody who has a bad day
because of depression doesn’t.

As to what emotional conditions are not ADA-pro-
tected, generally those are sexual issues such as trans-
vestitism, transexualism, pedophilia, exhibitionism,
voyeurism, and gender identity problems that aren’t
the result of a physical impairment.

Neither is homosexuality or bisexuality considered
a disability.

And neither is there ADA protection for behaviors
such as compulsive gambling, kleptomania, pyroma-
nia, and disorders resulting from current illegal drug
use. A staffer who steals money can’t claim kleptoma-
nia and get protection.

There is one exception, however. The ADA covers
alcoholism regardless of whether it limits a major life
activity, though that doesn’t mean there’s protection
for someone “who drives the company car while
drunk.”

Drug addiction can also fall under the ADA, though
the protection applies only to recovering addicts, not
to people currently using illegal drugs. “The ADA
isn’t a law to use for criminal things.”

don’t use the wrong words

Does the theory of perceived disabilities apply to
emotional problems?

Yes, and it’s an area to be wary of, says CYNTHIA
MATTHEWS DALEY of Daley, Koster & LaVallee,
an Atlanta employment law defense firm.

A perceived disability is in the eye of the beholder.
It may or may not exist. All that’s necessary is that the
office regard someone as having a disability.

Under the ADA, once that happens, the employee is
automatically covered, even if no disability exists and
even if the employee hasn’t asked to be covered.

With emotional problems, perceived disability is an
easy bridge to ADA protection, she says.

Put somebody on administrative leave and at the
same time say the office is afraid that person is ready
to snap because of family problems, and the staffer
has just established a perceived disability.

The same thing happens if the manager moves a
front-desk staffer to another area and explains it’s
“because we don’t think you can handle the stress at
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the front desk.” The same again to tell an upset staffer
to “go home and relax. You’re having a nervous
breakdown.”

Now that person can claim a disability.

asking for trouble

How else can the office create a disability?
By asking questions that will trigger notice of one.
Daley gives the example of asking an upset staffer

“is there anything going on in your personal life that
you want to talk about?” The answer could well reveal
a disability – depression, for example – and if it does,
the office is now on ADA notice.

Show compassion, but don’t ask for trouble. Say
instead “do you need a few minutes of privacy?” or
“why don’t I get you a soft drink and give you some
time to pull yourself together?”

Also, she says, no matter how bizarre the behavior,
treat it as a performance problem. Don’t give any
impression the office thinks there’s an emotional dis-
ability behind it. That’s tantamount to saying there is
one, and then the office has to provide a reasonable
accommodation.

not a free no-discipline pass

What if the manager finds out about a disability
while in the midst of disciplining a staffer?

If the employee argues that the behavior was caused
by an emotional disability, the office does not have to
stop the discipline, Daley says. The ADA doesn’t
require that. It’s not a way out.

Suppose a staffer is repeatedly late for work, gets
fired, and comes back with “I have depression and
that’s what made me late every day.” Where does the
office stand now?

The office can stand firm. “It does not have to
rescind the disciplinary action.” The employee should
have revealed the problem at the first warning.”

Some employees use that as a weapon, she notes.
Don’t fall for it. Revealing a disability “doesn’t wipe
the slate clean.”

And again, be careful not to indicate concern that
there is a disability behind the behavior. Don’t say, for
example, “I know you’ve had depression, but we can’t
allow the lateness.” Stick to the performance: “you’ve
been late. This is our policy. You must follow it.”

What if a patient or vendor insinuates that a staffer
has an emotional disability or even makes a comment
such as “that person on the front desk is nuts.”

Ignore the wording and say “tell me what has hap-
pened.” Then take action based on what happened.
Don’t mention the possibility of an emotional cause.

The EEOC clearly says that an employer does not
have to withhold discipline because of a disability. All

it requires is that the employer be fair and not impose
more discipline on one person because of a disability.

a threat to the office?

What if an emotionally disabled employee poses a
danger to others or threatens suicide? Can the office
fire that person?

Yes. However, the firing “has to be based on some-
thing real, not on something speculative or remote,”
Kitchen says.

For example, the manager can’t consider somebody
with bipolar disorder a threat unless there is behavior
to indicate real danger, perhaps yelling at a co-worker
or punching a wall or kicking a desk.

Absent the actual behavior, the office has to consid-
er if a reasonable accommodation can allow that per-
son to stay in the job. Some examples:

• A leave of absence to deal with the emotional
problem or time off to attend counseling sessions.

• A modified work schedule, perhaps coming in
later and leaving later or allowing longer breaks.

• Adjusting the management approach. If a staffer
has an inordinate fear of confrontation, for example,
the manager might give the performance evaluation
via e-mail before discussing it in person.

• Transferring the employee to another position,
though if the new position carries a lower salary,
that’s all the office has to pay. It doesn’t have to keep
paying the previous higher salary.

• Modifying the work setting, perhaps moving the
employee to a quiet workstation or to an area where
there is natural light.

The one accommodation that is not required, how-
ever, is changing the supervisor.

no privacy on medical conditions

Can the office ask for medical documentation of a
mental or emotional disability?

Yes it can, Daley says. It can require written proof
of any disability, including mental issues.
What’s more, it can require that the employee see an
independent physician for verification, though that has
to be done at the employer’s expense.

Don’t let anybody point to HIPAA and claim an
employer has no right to demand medical information,
she says. HIPAA’s privacy requirements do not over-
ride the ADA’s requirements.

The medical documentation does not have to dis-
close the exact disorder, but it does have to explain
how the disability affects the employee and what limi-
tations that person has.
(Offices can contact the Job Accommodation

Network at 800/526-7234 and through its website at
www.jan.wvu.edu.) �
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A voice of experience
on ways to manage staff,
patients, and physicians

Experience is schooling enough to provide the best
management education available.

One manager who has an enormous amount of that
type of schooling is GERRI T. BOTOS of three-
physician, 30-staff Orthopedic Associates of Northern
Ohio in Cleveland. Botos has been with the practice
for 33 years and during that time has had first-hand
experience in every job, from receptionist to x-ray
technician to transcriptionist to assisting with minor
surgeries. She’s also served as billing manager, even
“when the insurance forms had to be typed out.”

Her management education, she says, has come
“from trial and error more than from somebody saying
‘this is the way it should be.’” And what she has found
is that the overriding element of good management is
“to be honest and up-front,” and when something
comes up that the manager can’t handle “to say so and
get training to move on.”

Here Botos tells some specifics that experience has
taught her in the areas of managing the staff, satisfy-
ing the patients, and dealing with the doctors.

hiring: a new type of candidate

Hiring is an area that has changed significantly
over the years, because “younger people today don’t
come with good work ethics.” Thus, Botos now focus-
es not so much on a candidate’s skills as on finding
out how that individual is likely to perform.

The best information comes from references, she
says, but it’s not easy to get because employers are
afraid of defamation suits. (For the legalities of refer-
ence giving, see the story at right.)

She has found, however, that it’s possible to get
around the reticence by talking conversationally and
asking questions “in a nice way” so as not to sound
“prodding.”

“The key is to get them talking.” Once a conversa-
tion gets underway, people usually start telling things
about a former employee.

To keep the conversation moving, she responds to
each answer with another question: What kind of
duties did that job carry? Oh, I didn’t realize that.
How did she do when she answered the phone? Gee,
that interesting. Would you hire her back?

Also, “listen to hesitations in the voice,” especially
when asking about rehiring the applicant.

Along with the reference information, she looks at
appearance and how job applicants present them-
selves.

And instead of asking about skills, she asks for evi-

dence of work attitude with situation questions of
“how would you handle X?”

Instinct is also a reliable guide: “the first impres-
sion is usually right.” If it’s that the applicant will do
well in the job, that’s what happens; if it’s “I’m not so
sure,” something is not right.

She adds that when there’s a questionable feeling
plus no reference information, the office is safer “to
go on to the next person.”

motivating: more than money

For staff motivation, Botos has found that money is
not always the answer. While a bonus or a salary
increase is appreciated, “it seems to be forgotten
quickly.” The staffer soon thinks “I got my pay
increase; so what’s next?”

What staff remember longest is “something fun.”
And what’s fun doesn’t have to involve significant
cost.

She gets good results from movie tickets and
restaurant certificates. But better results come from a
combination of fun and money in the form of bills – a
$50 bill or even a $100 bill. Staff remember it because
it’s not what they expect from an employer, and they
like it because it’s a windfall with no taxes to pay.

The ultimate reward is an extra paid day off.
Botos gives the rewards to recognize work on

major projects such as changing to a new computer
system or helping with an office move or putting in
extra hours or for reaching collection goals. People
like to hear “thank you for going the extra mile.”

solving conflicts simply

Another common issue: staff conflicts. And there,
Botos has found the best solution to be twofold: listen
with equal interest to both parties, and then tell them
to work it out between themselves. Only if that does-
n’t work does she bring in both parties and have them
talk about it.

“It’s always better if people can resolve their own
problems,” she says, because then the resolution suits
them both.

She points out that the conflicts are often so petty
that a manager’s immediate inclination is to say “get
over it,” but it’s important to give each matter serious
attention, “because to them it’s a big thing.”

avoid discipline with honesty

With staff discipline, it’s honesty about what a
staffer is doing wrong that determines success, Botos
says. Beating around the bush and soft-pedaling the
remarks don’t work.

Her advice is be direct and tell the staffer what the
problem is. A lot of discipline can be avoided simply



medical office manager / march 2007 page 11

To tell or not to tell. There is liability on both sides.
In giving references, the office faces the Catch 22

risk of being sued for revealing information or being
sued for withholding it and allowing harm to occur.

And in getting references, the office risks overlook-
ing important information and hiring someone who
proves to be a danger to the other staff or to patients.

Here SHAY ZEEMER HABLE, an employment
law attorney with Powell Goldstein in Atlanta, gives
some usable advice on both ends of the issue.

the risks for giving and getting

On the giving end, the main risk is a claim of
defamation: “they said something false about me and
hurt my reputation and made it impossible for me to
get another job.”

Less likely but equally as possible is an EEOC
claim of retaliation: “I got a bad reference because I
claimed discrimination in the past and they’re trying
to get me back.”

The latter risk doesn’t mean the office can’t termi-
nate someone during that time or can’t give a poor ref-
erence to someone who has complained of discrimina-
tion, Hable says. “Just be very aware of the risk.”

As a general rule, the risk of a retaliation claim is
greatest for about a year after a discrimination com-
plaint. A claim can arise after that, but “there’s a big
difference between alleging retaliation a month after
an event and two years later.”

On the getting end of references, the problem is that
because employers fear claims of defamation and
retaliation, nobody gets much of a reference.

Many employers will only confirm the type of
work, title, and dates of employment. Some won’t
even verify that the person is rehirable.

The danger is that the office will wind up with the
wrong hire. It could be somebody “who is violent or
who steals or who harasses the other employees,” she
says, “though the biggest worry is the nonlegal issue”
of simply hiring a poor performer.

rules for the giving part

As for the solution, start with the giving side, or
what to say when somebody calls for a reference and
the former employee was guilty of a serious misdoing.

Reveal it or not?
“There’s no yes-or-no answer,” but as a general

rule, where there has been conduct of the sort “that
could place another employer at risk,” the office needs
to tell that other employer about it.

If the office has witnessed dangerous behavior such

as harassment, violence, or harm to a patient, pass it
along. “It’s appropriate to provide the details.”

On the other hand, some behavior falls into a gray
area where “the office may decide not to tell about it
because of the legal risk.” Hable gives the example of
suspected theft. Without a conviction, the employee
could claim innocence and sue for defamation.

But before giving out derogatory information,
“think hard about the evidence.”

If it’s certain evidence, such as witnesses to or
videos of a staffer abusing a patient, the office is “bet-
ter off telling future employers” about it lest it happen
again and the other employer claim the office had a
duty to give a warning.

The same is true if the evidence is not certain but
“strong enough” that the office believes it’s not in
danger of being accused of making a false statement.

She gives the example of a complaint of sexual
harassment that was investigated and found to be true
but where no claim was ever filed. There’s sufficient
evidence from the investigation to support giving that
information to another employer.

She cautions, however, that revealing negative
information “is a big decision” and not one the man-
ager should make alone. Discuss the matter with the
physicians and if there remains doubt, let the office’s
attorney make the decision.

rules for the getting part

On the getting side, the only way to protect the
office from bad hires is to perform due diligence, or
research sufficient to cull out the applicants who could
cause harm to other staff or to patients.

Because most employers won’t give out adequate
information, the safest approach is to do background
checks on job applicants.

While that may seem like overkill, Hable says, it’s
important in a medical practice “because of the risk of
harm to the patients.” Some states even require it for
certain health care settings such as nursing homes.

A background check includes a criminal report and
a credit check. There are vendors who provide the ser-
vice, and she recommends hiring one as opposed to
doing the checking in-house, because a service is
aware of what regulations apply and what disclosures
and forms have to be given to the applicant.

And along with the background checks, apply com-
mon sense, she says. In most cases, getting a complete
reference is not a legal issue at all but a matter of
knowing and talking informally with the managers
and staff in other offices where the applicants have
worked. �

Stay safe in giving and getting employee references



by telling people “when they aren’t doing well.”
Tell a staffer “the way you are doing this isn’t

working,” and most of the time the issue ends there.
The manager “doesn’t have to worry about disci-
pline.”

If it doesn’t improve after two or three times, then
it’s a matter of ”you have until such-and-such a time
to correct this.”

Be kind and be polite, she says, “but be direct or it
doesn’t get fixed.”

keeping the patients satisfied

With patient satisfaction, Botos has found that what
patients want most starts at the beginning: “They want
the receptionist to look them in the eye and greet
them.”

Beyond that, they want appointments at times that
suit them.

They want shorter wait times.
They want the office to take care of the paperwork

of “getting their bills processed and paid by their
insurance companies so they don’t have to call the
payers themselves.”

And they want to know what’s going on. “It’s the
unknown that makes them get upset.” If the wait is
long and the office tells them “the wait will be X more
minutes, and I can reschedule you if you want,” many
patients are willing to sit it out because they know
what to expect.

The same is true with the billing process. They
need to understand the office’s procedures from the
beginning, she says. The most negative response an

office can get from a patient is “I didn’t know this was
going to happen.”

She adds that on the clinical side, patients want the
doctor’s full attention. “It makes a difference to them
that all their questions get answered.” And that goes
back to physician management – showing the doctors
literature on what works and on the malpractice
claims that result from not taking enough time with a
patient.

managing the doctors

With the doctors, Botos says, her experience is that
money speaks volumes.

When she tells the doctors about the need for a
change, she couches it in terms of revenues. If the
coding is incorrect or if there’s a procedure that’s not
being followed, she explains it as “this is costing you
$X a day” or “this is creating an expense to you of
$Y” or “this cost you $Z because we had to spend an
hour correcting it.”

Put it in financial terms, “and they listen more.”
In addition, “learn their individual personalities.”

She cites an incident when a new physician yelled at
her to the point that she thought he would be angry
from there on out. But a few hours later, the anger was
gone entirely. “It was like it never happened.” She
realized that to work with him successfully, she “had
to let him vent and then later he would calm down and
talk.”

She has also found that the key to effecting a
change is “getting the doctors to buy into it” before
trying to implement it. And buy-in is mostly achieved
by explaining the whole picture.

She gives the example of getting approval for a
new system with electronic medical record capacity.
The doctors didn’t want EMRs, so she focused on cost
of storage and the amount of paper that has to be kept
– and how they could save money by keeping every-
thing on the system.

Also persuasive are examples of what will happen
if a change is not made. When documentation became
linked to payment, she explained the risk of money
losses and audit risks if they didn’t improve their doc-
umentation.

She adds that as a new manager, dealing with the
physicians was “hardest to learn.”

One thing she found helpful was a personal devel-
opment course on effective ways to present ideas and
how to say “you can’t do it this way.”

She also found that best results come from “being
direct” and standing up for opinions and ideas.

And more, she found that because physicians don’t
always have time to listen and don’t always listen
when they do have time, it’s best to present ideas and
proposals on paper and say “let’s talk about this in
the next meeting.” �
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