
Enclosed with this issue is an updated chart of the
new quality codes. It replaces the preliminary chart
that was included with last month’s issue.
In the past few weeks, Medicare has made signifi-

cant additions and deletions to the denominator
codes, and the new chart includes those changes.
Please discard the chart from the May issue and

follow the one enclosed here. To eliminate confusion,
it is printed on white paper.

All offices – whether or not they treat Medicare
patients – need to be aware of the ins and outs of qual-
ity coding. It’s where Medicare is and where Medicare
is headed, and where Medicare goes the commercial
payers follow suit.

Here are some questions and answers on quality
coding that offices are asking.

no need to register

• Do doctors have to register for quality coding?
No. Just start using the codes on claims for services

provided July 1.
July 1 is not a deadline, however; it’s possible to

jump into the program any time after that. But with
each day’s delay, the bonus amount tends to go down
because there are fewer claims to code.

the measure of success

• What determines whether the doctor gets a bonus?
Success depends on how many quality measures

apply to the services the doctor provides and whether
the office codes them often enough.

If no more than three measures apply, each measure
has to be coded accurately on at least 80% of the
claims where it can be used.

If four or more apply, the doctor has to choose at
least three of those measures to code and hit the 80%
mark on all of them. But for safety, it’s best to code
more, and preferably all that apply. That increases the
chance of reaching the 80% level on three measures,
because if one measure doesn’t get an 80% grade,

another can take its place. Also, the more the doctor
codes, the better the bonus is likely to be.

entering the $0 charge

• What charge should the codes carry?
The quality codes don’t bring any payment, but the

charge field on the claims can’t be left blank, so put in
a $0 charge for them. If the office’s system won’t
allow that, enter the charge as $0.01. Medicare will
deny the charge, but the claim will get counted in the
analysis for the bonus.

In the meantime, the office should update its system
to accept a $0 charge.

• What if the clearinghouse won’t accept a $0
charge?

The only solution, unfortunately, is to duke it out
(please turn to page 3)
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this month’s
idea

A numberless evaluation form
gives an accurate job appraisal

This month’s idea comes not from a medical manager but from a
law firm manager, and it’s a different way to evaluate staff.

Instead of using a numeric rating, HELEN FICARRA of
Alvarez, Sambol, Winthrop & Manson in Orlando requires narra-
tives, from both the staffer and the attorney supervisor.

“There is no thought put into numbers,” Focarra says. What’s
more, if staff are going to grow and improve, “they need to think
about their performance – what’s working and what’s not working.”

The first part is a self evaluation, and there instead of answering
questions, staff comment on first-person statements.

The items begin with “consider your perception of . . .” and cover
areas such as
• Quality – the accuracy, thoroughness, and neatness of your work

plus the amount of checking or verification that has to be done to it.
• Quantity – the amount of work you perform satisfactorily.
• Job knowledge – your understanding of your job plus your

knowledge of the subject matter, materials, and procedures.
• Versatility – your ability to handle new responsibilities and to

respond well to changes in procedures and situations.
Also covered are initiative, dependability, interpersonal skills

(“how well you assist and get along with your co-workers”), and
attendance. The final element is “What are your strongest points? In
what areas could you improve or continue to grow?”

The longer remarks bring out points that could get lost in an ordi-
nary review, she says. And though there are always a few staffers
who rate themselves as perfect, for the most part, people reflect seri-
ously on the areas that need improvement.

Ficarra gives a copy of the completed form to the attorney who
then fills out a similar form covering “the degree to which” the
staffer is punctual, is available when needed, understands the job,
carries out instructions, prioritizes work, is motivated, is willing to
help others, and so on.

Ficarra then meets with the staffer to discuss both evaluations and
outline ways to make improvements.

Besides giving staff an opportunity to speak for themselves, she
says, the written comments promote a good review dialogue and
even identify issues that neither staffer nor attorney has mentioned.
perhaps that the staffer is handling too many assignments or needs
training in some area.
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)
with the clearinghouse and tell it to update its system.
Medicare has told all clearinghouses to allow the $0
charge for the quality codes.

secondary diagnoses too

• Do the quality measures apply to secondary diag-
noses or just to the primary diagnosis?

They apply to both.
They not only can but have to be used with all the

applicable ICD-9 and CPT codes on the claim. Other-
wise, the claim won’t get counted toward the 80%
success rate.

four negative modifiers

• The only thing the modifiers show is noncompli-
ance. Why are they even necessary?

The modifiers make it possible to show that the
doctor is reporting the measures accurately but didn’t
provide a service for good reason.

They show that the doctor didn’t just overlook the
quality code, and that allows the claim to get counted
toward the bonus calculation.

• What do the modifiers cover?
They show four types of exclusions:
1P – exclusion due to medical reasons. Use this

when the measure is not indicated or is contraindicat-
ed for the patient.

A service might not be indicated, for example, when
there is the absence of an organ or limb or when the
patient has already received the service. Or a service
might be contraindicated because of an allergy or the
potential for an adverse drug interaction.
2P – exclusion due to patient reasons. This says the

patient declined the service for economic, social, or
even religious reasons.
3P – exclusion due to system reasons. Use this

when the resources needed for the service are not
available or when the payer doesn’t cover the service
or when the service can’t be done because of some-
thing in the health care delivery system.
8P – action not performed, reason not specified.

Use this if the service isn’t done and there’s no reason
shown.

NPIs and TINs

• Does the doctor have to have an NPI to get the
bonus?

Yes. Medicare will calculate the bonus amounts by
individual physician, and it will use the NPIs to iden-
tify the doctors.

The payment will then be made to the person or

entity holding the taxpayer identification number, or
TIN.

A caution, however: the claim form doesn’t call for
the TIN because the Medicare carriers have those
numbers in their files. Check with the carrier to make
sure it has the right TIN for each doctor. If the NPI
and TIN don’t match up, a doctor’s claims may not get
counted at all.

• If several doctors in the practice use the quality
codes, will each doctor get an individual bonus pay-
ment?

Sort of. Medicare will calculate the amount each
doctor has earned but will send just one check to the
entity that holds the TIN.

The check will show how much each doctor gets,
and the office can then pay out the money however it
wants.

looking down the road a bit

• What will happen from here?
This is the start of things to come – and very soon.

Medicare says quality coding is its first step toward
becoming “an active purchaser of high-value health
care,” and the growth pattern is obvious.

The new quality system, which has 74 measures,
replaces the voluntary reporting doctors did last year
when there were only 16 measures. In addition,
Medicare has now added the bonus payments.

More quality measures will be added for next year,
and those will be published by August 15 in the
Federal Register. (MOM will carry those measures
and codes as soon as they are available.)

Medicare says “this is the direction” it’s taking, and
it advises offices that the immediate future will bring
higher bonuses as well as payment based totally on
performance.

And one more thing: Medicare also says to expect
“public reporting of results.”

Quality coding is here to stay. �

by john chase

Oh yes, Dr. Smith, she knows all about quality
coding and will explain it to you now.
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The art of collecting:
it’s mostly a matter
of eloquent wording

There’s an art to collecting overdue bills. A very
delicate art.

The objective “is not just to collect the money” but
to maintain the patient as a customer.

Thus, the job calls for assertion, but never aggres-
sion. It calls for using the right words and phrasing
them just so. It also calls for eloquence, or choosing
the words that generate payment, says TIM
PAULSEN of T. R. Paulsen & Associates, a Toronto-
based company that provides accounts receivable
training across North America. Paulson is also founder
of the International Center for Professional Collec-
tions, an on-line training course for certified profes-
sional collectors.

Here’s how to get the money and keep the patient.

brevity is the source of money

Collection work usually starts with a letter, and the
art there, Paulsen says, is brevity:

• Limit the letter to one page.
• Limit the paragraphs to two sentences.
• Limit the sentences to 22 words.
• Limit the words to three syllables.
Follow that guide, and the message will be concise,

direct, and powerful.
Don’t start any sentence with I, we, or our, unless

the we or our also includes the patient. Patients don’t
care about the office; they care about themselves.

Instead of “our records indicate” or “I am writing
this letter to tell you that” or “it has come to my atten-
tion,” put it in second person: “your account is past
due.”

Instead of “we need for you to pay your bill now,”
say “you need to pay your bill now.”

Then give a second-person reason why the patient
needs to pay up – “so we can continue to treat you.”

Also, he says, don’t specify a payment time with
any word that ends in -ly such as immediately or
quickly or promptly. That’s open to interpretation; to
the patient, immediately may mean next month.

Instead, give a date and a time: “your account needs
to be paid no later than noon July 1.” The precise
deadline says the office is going to “sit there and wait
for that payment.”

not a good-buddy call

When the letter fails, there’s an art to the phone call
that follows.

It starts with the opener: don’t address the patient

by first name, Paulsen says, because right now caller
and patient “aren’t pals or buddies.”

There’s a psychological reason too: “nice guys get
paid last.” It’s the relative or friend who stays on the
bottom of the list, and people do it because they like
that person and think the debt doesn’t matter. Business
debts get paid sooner.

Make it clear that the call “is strictly about busi-
ness.” Instead of “Hello, John,” make it “Hello, Mr.
Smith.”

He notes, however, that if the person on the other
end of the call isn’t the one who actually owes the
money but is instead the one who gets it paid, then by
all means, get on a first-name basis. If it’s the head of
accounts payable, for example, being on the good side
can get the payment in the process.

ask for it outright

As to what to say, just ask for the money.
“That seems obvious,” but people don’t do that.

Instead, they give polite references such as “Mr.
Smith, there seems to be an outstanding amount, and
we’d like you to take care of it” or “there is a $900
balance on your account, and I was wondering if you
would look into that for me.”

What that says is “pay us when it’s convenient for
you.”

Say it outright: “Mr. Smith, will you mail us a
check today for $900?”

Use will, not can, he says. Can says “do you have
to ability to pay?” By contrast, will assumes the
patient has the money and all that’s needed is to write
the check.

go for the most, not the minimum

Always ask for the full amount, and never settle for
the least the patient can pay. Offices do that unwit-
tingly, Paulsen says.

Office: Will you send us a check for $900?
Patient: I can’t pay the whole amount.
Office: How much can you pay? or worse: can you

pay half? or worst of all: well if you can’t pay the full
amount, can you at least send us a token amount?

The request is getting very close to zero. What’s the
patient going to pay? The token amount, of course.

Don’t focus on the minimum; focus on the maxi-
mum:

Patient: I can’t pay the full $900.
Office: How close can you get to it?
Keep the focus on the high end, and the patient will

agree to pay more.
Paulson likens it to a garage sale where the cus-

tomer says “how much?” and the seller says “well, I
(please turn to page 8)
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INFECTIOUS AND PARASITIC DISEASES
other bacterial diseases
040.41 infant botulism
040.42 wound botulism

viral diseases accompanied by exanthem
058.10 roseola infantum, unspecified
058.11 roseola infantum due to human herpes virus 6
058.12 roseola infantum due to human herpes virus 7
058.21 human herpes virus 6 encephalitis
058.29 other human herpes virus encephalitis
058.81 human herpes virus 6 infection
058.82 human herpes virus 7 infection
058.89 other human herpes virus infection

other diseases due to viruses and chlamydiae
079.83 parvovirus B19

NEOPLASMS
malignant neoplasm of lymphatic and hematopoietic tissue
200.30 marginal zone lymphoma, unspecified site, extranodal

and solid organ sites
200.31 marginal zone lymphoma, lymph nodes of head, face,

and neck
200.32 marginal zone lymphoma, intrathoracic lymph nodes
200.33 marginal zone lymphoma, intra-abdominal lymph

nodes
200.34 marginal zone lymphoma, lymph nodes of axilla and

upper limb
200.35 marginal zone lymphoma, lymph nodes of inguinal

region and lower limb
200.36 marginal zone lymphoma, intrapelvic lymph nodes
200.37 marginal zone lymphoma, spleen
200.38 marginal zone lymphoma, lymph nodes of multiple

sites
200.40 mantle cell lymphoma, unspecified site, extranodal

and solid organ sites
200.41 mantle cell lymphoma, lymph nodes of head, face, and

neck
200.42 mantle cell lymphoma, intrathoracic lymph nodes
200.43 mantle cell lymphoma, intra-abdominal lymph nodes
200.44 mantle cell lymphoma, lymph nodes of axilla and

upper limb
200.45 mantle cell lymphoma, lymph nodes of inguinal region

and lower limb
200.46 mantle cell lymphoma, intrapelvic lymph nodes
200.47 mantle cell lymphoma, spleen

200.48 mantle cell lymphoma, lymph nodes of multiple sites
200.50 primary central nervous system lymphoma,

unspecified site, extranodal and solid organ sites
200.51 primary central nervous system lymphoma, lymph

nodes of head, face, and neck
200.52 primary central nervous system lymphoma,

intrathoracic lymph nodes
200.53 primary central nervous system lymphoma,

intra-abdominal lymph nodes
200.54 primary central nervous system lymphoma, lymph

nodes of axilla and upper limb
200.55 primary central nervous system lymphoma, lymph

nodes of inguinal region and lower limb
200.56 primary central nervous system lymphoma, intrapelvic

lymph nodes
200.57 primary central nervous system lymphoma, spleen
200.58 primary central nervous system lymphoma, lymph

nodes of multiple sites
200.60 anaplastic large cell lymphoma, unspecified site,

extranodal and solid organ sites
200.61 anaplastic large cell lymphoma, lymph nodes of head,

face, and neck
200.62 anaplastic large cell lymphoma, intrathoracic lymph

nodes
200.63 anaplastic large cell lymphoma, intra-abdominal

lymph nodes
200.64 anaplastic large cell lymphoma, lymph nodes of axilla

and upper limb
200.65 anaplastic large cell lymphoma, lymph nodes of

inguinal region and lower limb
200.66 anaplastic large cell lymphoma, intrapelvic lymph

nodes
200.67 anaplastic large cell lymphoma, spleen
200.68 anaplastic large cell lymphoma, lymph nodes of

multiple sites
200.70 large cell lymphoma, unspecified site, extranodal and

solid organ sites
200.71 large cell lymphoma, lymph nodes of head, face, and

neck
200.72 large cell lymphoma, intrathoracic lymph nodes
200.73 large cell lymphoma, intra-abdominal lymph nodes
200.74 large cell lymphoma, lymph nodes of axilla and upper

limb
200.75 large cell lymphoma, lymph nodes of inguinal region

and lower limb
200.76 large cell lymphoma, intrapelvic lymph nodes
200.77 large cell lymphoma, spleen

(continues on the next page)

The 2008 updates to the ICD-9-CM codes
Here are the changes to the ICD-9-CM diagnosis codes for 2008. They take effect October 1.
The updates appear in the May 3 issue of the Federal Register. To access them, go to

www.access.gpo.gov/su_docs/fedreg/frcont07.html and click on “May 3, 2007.” Scroll down to
“Centers for Medicare and Medicaid Services” and click on “Medicare.”

The codes are listed in Tables 6A, 6C, and 6E, which appear on pages 24977-24984.

– new diagnosis codes –
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200.78 large cell lymphoma, lymph nodes of multiple sites
202.70 peripheral T cell lymphoma, unspecified site,

extranodal and solid organ sites
202.71 peripheral T cell lymphoma, lymph nodes of head,

face, and neck
202.72 peripheral T cell lymphoma, intrathoracic lymph

nodes
202.73 peripheral T cell lymphoma, intra-abdominal lymph

nodes
202.74 peripheral T cell lymphoma, lymph nodes of axilla

and upper limb
202.75 peripheral T cell lymphoma, lymph nodes of inguinal

region and lower limb
202.76 peripheral T cell lymphoma, intrapelvic lymph nodes
202.77 peripheral T cell lymphoma, spleen
202.78 peripheral T cell lymphoma, lymph nodes of multiple

sites
carcinoma in situ
233.30 carcinoma in situ, unspecified female genital organ
233.31 carcinoma in situ, vagina
233.32 carcinoma in situ, vulva
233.39 carcinoma in situ, other female genital organ

ENDOCRINE, NUTRITIONAL AND METABOLIC
DISEASES, AND IMMUNITY DISORDERS

diseases of other endocrine glands
255.41 glucocorticoid deficiency
255.42 mineralocorticoid deficiency
258.01 multiple endocrine neoplasia [MEN] type I
258.02 multiple endocrine neoplasia [MEN] type IIA
258.03 multiple endocrine neoplasia [MEN] type IIB

DISEASES OF THE BLOOD
AND BLOOD-FORMING ORGANS

284.81 red cell aplasia (acquired) (adult) (with thymoma)
284.89 other specified aplastic anemias
288.66 bandemia

MENTAL DISORDERS
neurotic, personality, and other nonpsychotic mental disorders
315.34 speech and language developmental delay due to

hearing loss

NERVOUS SYSTEM AND SENSE ORGANS
hereditary, degenerative diseases of the central nervous system
331.5 idiopathic normal pressure hydrocephalus (INPH)
disorders of the peripheral nervous system
359.21 myotonic muscular dystrophy
359.22 myotonia, congenital
359.23 myotonic chondrodystrophy
359.24 drug-induced myotonia
359.29 other specified myotonic disorder
disorders of the eye and adnexa
364.81 floppy iris syndrome
364.89 other disorders of iris and ciliary body

diseases of the ear and mastoid process
388.45 acquired auditory processing disorder
389.05 conductive hearing loss, unilateral
389.06 conductive hearing loss, bilateral
389.13 neural hearing loss, unilateral
389.17 sensory hearing loss, unilateral
389.20 mixed hearing loss, unspecified
389.21 mixed hearing loss, unilateral
389.22 mixed hearing loss, bilateral

DISEASES OF THE CIRCULATORY SYSTEM
ischemic heart disease
414.2 chronic total occlusion of coronary artery
diseases of pulmonary circulation
415.12 septic pulmonary embolism
other forms of heart disease
423.3 cardiac tamponade
diseases of arteries, arterioles, and capillaries
440.4 chronic total occlusion of artery of the extremities
449 septic arterial embolism

DISEASES OF THE RESPIRATORY SYSTEM
pneumonia and influenza
488 influenza due to identified avian influenza virus

DISEASES OF THE DIGESTIVE SYSTEM
diseases of oral cavity, salivary glands, and jaws
525.71 osseointegration failure of dental implant
525.72 postosseointegration biological failure, dental implant
525.73 postosseointegration mechanical failure, dental implant
525.79 other endosseous dental implant failure
other diseases of intestines and peritoneum
569.43 anal sphincter tear (healed) (old)

DISEASES OF THE GENITOURINARY SYSTEM
other disorders of female genital tract
624.01 vulvar intraepithelial neoplasia I (VIN I)
624.02 vulvar intraepithelial neoplasia II (VIN II)
624.09 other dystrophy of vulva
629.82 acquired absence of both uterus and cervix
629.83 acquired absence of uterus, with remaining cervical

stump
629.84 acquired absence of cervix with remaining uterus

COMPLICATIONS OF PREGNANCY, CHILDBIRTH,
AND THE PUERPERIUM

complications occurring mainly in labor and delivery
664.60 anal sphincter tear complicating delivery, not

associated with third-degree perineal laceration,
unspecified as to episode of care or not applicable

664.61 anal sphincter tear complicating delivery, not associ-
ated with third-degree perineal laceration, delivered,
with or without mention of antepartum condition

664.64 anal sphincter tear complicating delivery, not
associated with third-degree perineal laceration,
postpartum condition or complication
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DISEASES OF THE MUSCULOSKELETAL SYSTEM
AND CONNECTIVE TISSUE

osteopathies, chondropathies, acquired deformities
733.45 aseptic necrosis of bone, jaw

SYMPTOMS, SIGNS, AND ILL-DEFINED CONDITIONS
symptoms
787.20 dysphagia, unspecified
787.21 dysphagia, oral phase
787.22 dysphagia, oropharyngeal phase
787.23 dysphagia, pharyngeal phase
787.24 dysphagia, pharyngoesophageal phase
787.29 other dysphagia
789.51 malignant ascites
789.59 other ascites

V CODES
potential health hazards related to personal and family history
V12.53 personal history of sudden cardiac arrest
V12.54 personal history of transient ischemic attack (TIA)

and cerebral infarction without residual deficits
V13.22 personal history of cervical dysplasia
V16.52 family history of malignant neoplasm, bladder
V17.40 family history of cardiovascular diseases,unspecified
V17.41 family history of sudden cardiac death (SCD)
V17.49 family history of other cardiovascular diseases
V18.11 family history of multiple endocrine neoplasia (MEN)

syndrome
V18.19 family history, other endocrine and metabolic diseases

health servicess related to reproduction and development
V25.04 counseling and instruction in natural family planning

to avoid pregnancy
V26.41 procreative counseling and advice using natural family

planning
V26.49 other procreative management, counseling and advice
V26.81 encounter for assisted reproductive fertility procedure

cycle
V26.89 other specified procreative management

persons with a condition influencing their health status
V49.85 dual sensory impairment

persons encountering health services in other circumstances
V68.01 disability examination
V68.09 other issue of medical certificates

persons without reported diagnosis encountered during
examination and investigation of individuals and populations

V72.12 encounter for hearing conservation and treatment
V73.81 special screening examination, human papillomavirus

(HPV)

genetics
V84.81 genetic susceptibility to multiple endocrine neoplasia

(MEN)
V84.89 genetic susceptibility to other disease

– codes with revised descriptions –

– deleted codes –
NEOPLASMS

233.3 carcinoma in situ, other and unspecified female genital
organs

ENDOCRINE, NUTRITIONAL AND METABOLIC
DISEASES, AND IMMUNITY

255.4 corticoadrenal insufficiency
258.0 polyglandular activity in multiple endocrine

adenomatosis
DISEASES OF THE BLOOD

AND BLOOD-FORMING ORGANS
284.8 other specified aplastic anemias

NERVOUS SYSTEM AND SENSE ORGANS
359.2 myotonic disorders
364.8 other disorders of iris and ciliary body
389.2 mixed conductive and sensorineural hearing loss

DISEASES OF THE GENITOURINARY SYSTEM
624.0 dystrophy of vulva
SYMPTOMS, SIGNS, AND ILL-DEFINED CONDITIONS

787.2 dysphagia
789.5 ascites

V CODES
V17.4 family history of other cardiovascular diseases
V18.1 family history of other endocrine and metabolic

diseases
V26.4 procreative management, general counseling and

advice
V26.8 other specified procreative management
V68.0 issue of medical certificates
V84.8 genetic susceptibility to other disease

INFECTIOUS AND PARASITIC DISEASES
005.1 botulism food poisoning

NERVOUS SYSTEM AND SENSE ORGANS
359.3 periodic paralysis
389.14 central hearing loss
389.18 sensorineural hearing loss, bilateral
389.7 deaf, nonspeaking, not elsewhere classifiable �
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(continued from page 4)
was asking $20, but I may take less.” The result is
obvious, he says. “Who’s going to pay the full $20?”

excuses don’t pay the bill

Then there are the I-can’t-pay-becauses to deal
with, and for those, Paulsen’s advice is don’t accept
any excuse as final. Press on with follow-up ques-
tions.

If the excuse is that the check is in the mail, nail it
down:
• When was that mailed? Why was it mailed so

late?
If the patient insists it was paid and the office

should have received it by now:
• What’s the check number? the amount? What bills

did it cover? Did you include copies of the bills?
• What address did you send it to? Was it sent to

anyone’s attention?
Or, in the case of a business debt, if the excuse is

that the person who pays the bills is sick or on vaca-
tion, nail that down too:
• How long has he been out? When will he be back?
• Who is responsible for paying the bills when he’s

out? Should we speak to someone else?
If the answer is “I didn’t receive the invoice,” get

generous:
• What is your fax number? I’ll send you a copy

right now.
Other responses that can pin down a payment:
• This invoice should have been paid quite some

time ago. Is there any reason for the delay?
• Do you have all the details you need to make the

payment?
• Is there something else we should do to ensure

our bills get to you?

get off the patsy list

The patient agrees to pay. The conversation ends.
Don’t hang up yet.
Go a bit further with: “I know you’ll get the check

out to us today, but could you tell me why you could-
n’t pay us by the first of the month?”

That puts the patient on the spot, and that’s just
what it’s supposed to do, Paulsen says.

“Everybody has a patsy list” of people who don’t
get paid on time. And the ones who don’t get paid are
the ones who aren’t asking for it enough.

The uncomfortable question makes sure the office
doesn’t get on that list.

What the patient hears in no uncertain terms is that
the office is looking hard at the account and expects to
get paid on time. �

Violence in the office:
be prepared to stave it off
as well as meet it head on

With unexpected violence a continuing and seem-
ingly growing problem, every manager needs to know
what to do when it happens.

Here are measures to take. They come from speak-
er, clinical psychologist, and violence prevention con-
sultant NANCY D. O’REILLY, PsyD, of Springfield,
MO.

The measures are first preventive and then protec-
tive.

an anytime, anywhere pop-up

Be aware that violence can appear in any type of
situation, from two staffers arguing to a patient getting
angry with the physician over a prescription refill,
O’Reilly says.

Here are some elements a manager needs to be
ready to put into action.

• Whenever there’s concern that an employee or
patient will get angry, don’t set a one-on-one meeting.
Have at least one other person present. And if there’s
concern the individual will become violent as well as
angry, make one of those other persons a security offi-
cer.

The presence of the other person says the office is
on the ready. It’s aware of the potential for violence
and is prepared to deal with it. What’s more, it has a
witness there to testify to whatever does happen.

• Clear the path to the door. Besides allowing the
manager to make a hasty exit, it gives the staffer or
patient a way out.

Never block an angry person’s exit, she cautions.
Anyone who is emotionally charged up and ready to
bolt needs an easy path out. Facing a blocked door, an
angry person feels trapped, and that can lead to vio-
lence.

Get out of the way and let that person go.
• The physical signs of aggression are clinched

fists, a tight jaw, and a hard stare. If those appear, or if
the person shows any sign of physical anger, respond
in much the say way a parent deals with a child having
a temper tantrum. “Don’t let it continue.”

Most effective is to say “you’re being aggressive. I
want you to stop that right now. I’ll give you 10 sec-
onds to calm down.”

Then stop talking.
In most cases, the silence takes the wind out of the

sails. It’s impossible to drum up a confrontation when
the other person isn’t participating.

• Don’t diagnose or label the behavior. Don’t say,
for example, “you seem unstable” or you are obvious-
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ly having emotional problems.” That can heighten the
anger. What’s more, if that other person is an employ-
ee, the office has just invited an ADA claim for mental
disability.

Whatever the behavior – show of temper, intimida-
tion, shouting – refer to it “as a job performance
issue,” because that’s exactly what it is.

If the staffer says “you think I’m crazy,” answer
with “no, this is a matter that is affecting your job.
You must change your behavior immediately.”

• Don’t be generous with the second chances.
If it’s a long-time staffer who has never been a

problem but who now has a show of temper, it’s not
inappropriate to give a warning. But that’s only if the
behavior is limited to temper.

Go no further than that, she says. Any outburst,
however minimal, is actually one too many.

She notes that many employers give too many
chances because people have become friends and
managers don’t want to come down hard on the people
they have known in that capacity. But in an office
“people can’t be buddies.” The business has to come
first.

a few questions for applicants

Also look for signs of potential violence in the hir-
ing process, O’Reilly says.

One clue is a job history that’s erratic or shows a
number of short periods of employment. A spotty
record can indicate an inability to get along with other
people. Don’t hesitate to ask about behavior:
• Have you ever been fired or let go from a job?
• Have you ever become angry or upset at work?
Watch the body language. If the posture takes on a

forward-leaning aggressive stance or if the voice starts
to raise, that person is exhibiting a strong potential for
violent behavior.

that policy again

Behind it all, there needs to be a zero-tolerance pol-
icy on violence, O’Reilly adds.

It needs to say that anybody who threatens the safe-
ty or security of the office will be terminated immedi-
ately and removed from the site. Then give examples
such as shouting, arm waving, cursing, or threatening
messages. Say too that subtle forms of aggressive
behavior such as hand gestures and angry body lan-
guage won’t be tolerated.

Besides letting people know what’s expected, the
policy is a good defense should someone claim
wrongful termination for behavior that could be con-
sidered borderline. Fire somebody for aggression no
more evident than making intimidating eye contact,
she says, “and the office had better have a policy for-
bidding it.” �

The new ICD-9-CM updates,
but only the first half

BY THERESE M JORWIC, MPH, RHIA, CCS, CCS-P
ICD-9-CM’s updates for 2008 can be found on

pages 5-7 of this issue. They take effect October 1 for
all payers.

Here are the first half of them. The rest will be cov-
ered next month. Also, a few additional codes will be
published later this summer, and MOM will carry
them as soon as they are available.

infectious and parasitic diseases

bacterial diseases
The updates begin with two codes for botulism that

isn’t caused by contaminated food.
First is infant botulism (040.41), which causes con-

stipation and lethargy. That occurs when the baby
ingests botulism spores, and though the source often
can’t be determined, the most common one is honey.

The other is wound botulism (040.42), which is
usually the result of deep puncture wounds and trau-
matic injuries as well as of abscesses resulting from
illegal drug injections.
viral diseases accompanied by exanthem

Exanthem is red, raised skin eruptions such as are
found with chickenpox and measles.

The new codes here apply to herpes. They are for
roseola (056.10, 056.11, and 056.12) and herpes
encephalitis (058.21 and 058.29), which can result
from the virus.

For herpes with neither roseola nor encephalitis,
there are new codes 058.81, 058.82, and 058.89.
other diseases due to viruses

New code 079.83 is for parvovirus B19, which is
the only parvovirus that infects humans. Many times it
causes exanthem, and when it does, it gets coded as
057.0, which covers fifth disease, a mild rash disease
most often seen in children.

neoplasms

malignant neoplasm – lymphatic, hematopoietic tissue
There is a large number of new neoplasm codes in

the 200 category, which covers Non-Hodgkin’s lym-

ICD-9-CM and CPT
coding update
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phomas. The Hodgkin’s lymphomas are found in the
201 category. Both are cancers of the lymphatic or
immune system, but the main difference is that the
Hodgkin’s lymphomas carry Reed-Sternberg cells
while the Non-Hodgkin’s lymphomas don’t.

The code updates show new types of lymphomas
that have been identified, and they are organized as

• 200.3x – marginal zone lymphoma
• 200.4x – mantle cell lymphoma
• 200.5x – primary central nervous system lym-

phoma
• 200.6x – anaplastic large cell lymphoma
• 200.7x – large cell lymphoma.
And for each one, the fifth digit shows the site:
• 0 – unspecified, extranodal, and solid organ sites
• 1 – head, face, and neck
• 2 – intrathoracic lymph nodes
• 3 – intra-abdominal lymph nodes
• 4 – axilla and upper limb
• 5 – inguinal region and lower limb
• 6 – intrapelvic lymph nodes
• 7 – spleen
• 8 – multiple sites
Following those are new codes in the 202.7x cate-

gory for peripheral T cell lymphomas, again with the
fifth digit showing the site.
carcinoma in situ

Until now, carcinoma in situ in the female genital
organs has only been specifically coded for the cervix.
But the condition can occur in the vagina and vulva as
well, so the “other” code has been expanded to show
that. The new codes are 233.30 (unspecified organ),
233.31 (vagina), 233.32 (vulva), and 233.39 (other
organ).

Related to that are three new codes in the chapter
for Diseases of the Genitourinary System. They are
624.01 and 624.02 for vulvar intraepithelial neoplasia
I and II (VIN I and VIN II) plus 624.09 for other dys-
trophy of the vulva.

With VIN, the tissue is dysplastic and could
become malignant but hasn’t reached the level of car-
cinoma in situ.

endocrine, metabolic disorders

diseases of other endocrine glands
Here are two new codes for glucocorticoid defi-

ciency (255.41) and mineral deficiency (255.42).
The adrenal cortex, which is located in the adrenal

gland, produces cortisol and aldosterone. A decrease
in the cortisol results in a glucosteriod deficiency.
The glucocorticoids inhibit inflammation and also
affect metabolism, and a deficiency causes loss of
appetite, hypotension, weight loss, anemia, and even
coma and death.

Mineralocorticoid deficiency, on the other hand,

results in hyponatremia or low sodium level, weak-
ness, and cardiac arrhythmia.

Also in this section are codes for multiple
endocrine neoplasia, or MEN, types I, IIA, and IIB
(258.01-258.03).

With MEN, there is overactivity and enlargement
of the endocrine glands along with malignant tumors
in those glands. It is almost always inherited.

Type I is known as Wermer’s syndrome, and it
affects mostly the parathyroid glands, often causing
kidney stones and peptic ulcers. Type IIA is Sipple’s
syndrome, and there the thyroid is affected, often
severely raising the blood pressure. And Type IIB is
similar but has mucosal neuromas. Types IIA and IIB
are both associated with thyroid cancer.

Related to those are four new V codes. Because
most forms of MEN are inherited, family members are
often tested for the disorder. The first are V18.11 for
family history of MEN and V18.19 for a family histo-
ry of other endocrine and metabolic diseases. The oth-
ers are V84.81 for genetic susceptibility to MEN and
V84.89 for genetic susceptibility to other diseases.

diseases of the blood

New in this chapter are codes for acquired red cell
aplasia and other aplastic anemias (284.81 and
284.89), which are the insufficient production of red
blood cells. There is already a code for congenital red
cell aplasia, but until now there has not been one for
the acquired condition.

Also new is a code for bandemia (288.66). Bands
are immature white blood cells, and they are often
released into the blood when there is a bacterial infec-
tion. With bandemia, there is no diagnosis of infec-
tion, but the presence of the cells indicates a strong
possibility that infection is present.

nervous system, sense organs

hereditary degenerative diseases, nervous system
The only new code here is for idiopathic normal

pressure hydrocephalus, or INPH (331.5). That condi-
tion often occurs in older people, and it has three dis-
tinct symptoms: impaired gait, dementia, and inconti-
nence with urinary urgency. It’s caused by a disruption
of the cerebral spinal fluid circulation, and is quite
treatable with a surgical shunt that diverts the fluid.

While many disorders of aging carry those symp-
toms individually, only INPH carries all three, so the
definitive diagnosis is necessary to support the need
for the surgery.
disorders of the peripheral nervous system

The codes here are for myotonia, or the inability to
relax the muscles.

They begin with 259.21 for myotonic muscular
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dystrophy. That is the second most common type of
muscular dystrophy, and it usually appears before age
five. The disease can involve the cardiac muscles as
well as the muscles that control breathing and swal-
lowing, and the earlier it begins, the more severe it
usually is.

Next is 259.22 for congenital myotonia, which is
the inability to relax the muscles after a voluntary
contraction. It creates muscle stiffness, particularly in
the legs. But unlike muscular dystrophy, it doesn’t
cause muscle wasting and is not a progressive condi-
tion.

Following that is 359.23 for myotonic chondrodys-
trophy, a rare congenital disease that causes muscle
stiffness as well as general hypertrophy or overgrowth
of the muscles. It often accompanies dwarfism.

New code 359.24 is for drug-induced myotonia,
and 359.29 is the catch-all of other myotonic disor-
ders.
disorders of the eye and adnexa

Here the codes are 364.81 and 364.89 for floppy
iris syndrome and other iris disorders.

Floppy iris is an issue with cataract surgery
because it can be caused by alphablockers, and a lot of
cataract patients take that medication for prostate
hypertrophy.

During cataract surgery, the iris has to be dilated,
but the alphablockers tend to keep it from remaining
dilated. Consequently, it’s liable to flap or billow, and
the unexpected movement can result in injury.

The problem was not identified until 2004, and it’s
most associated with the drug Flomax.
diseases of the ear and mastoid process

The new codes here start with acquired auditory
processing disorder (388.45) and clarify different
types of hearing loss.

Last year brought new codes for bilateral, unilater-
al, and asymmetrical hearing loss due to neural prob-
lems, and this year brings codes for conductive hear-
ing loss where the sound is not conducted from the
nerve to the ear drum. They are 389.05 and 389.06 for
unilateral and bilateral loss.

New too are codes 389.13 for unilateral neural
hearing loss and 389.17 for unilateral sensory hearing
loss. And for mixed hearing loss, new are 389.20
(unspecified), 389.21 (unilateral), and 389.22 (bilater-
al).

If there is a speech delay due to hearing loss, go
back to the mental disorders chapter. There, the new
code is 315.34 for speech and language developmental
delay due to hearing loss.

Oddly enough, all the speech and language delay
codes are located in the mental disorders chapter even
though they are not mental conditions. As a result,
those disorders often get limited insurance coverage.

Related to the hearing and speech codes are new-

comers for dysphagia, or swallowing problems, and
they appear in the Symptoms, Signs, and Ill-Defined
Conditions chapter. Hearing, speech, and swallowing
involve many of the same nerves.

Dysphagia is coded at 787.2x, with the fifth digit
showing the different areas of the swallowing process
from the mouth (787.21) on down to the esophagus
(787.24).

Along with that is a V code (V49.85) for dual sen-
sory impairment, or deaf-blindness, and it applies
whether the condition was present from birth or was
caused later by injury or illness.
Therese M. Jorwic, MPH, RHIA, CCS, CCS-P, is

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

How is business value set
when a doctor retires?
Question: How does a practice determine the buy-

out price when a physician retires?
Besides determing the value of the doctor’s share of

the business and the value of the accounts receivable
and equipment, what other factors need to be
addressed?

Submitted by: (name withheld by request)
Answer: Whether it’s due to retirement, disability,

death, or just moving away, a doctor’s departure
“opens a can or worms,” cautions consultant DAVID
E. HUNT, CHBC, who heads the Doctors’
Management Services Division of Parrish, Moody &
Fikes, CPAs, in Waco, TX

The controlling issue is whether the practice has a
buy-sell agreement. If so, that’s what the physicians
have to follow.

Absent that, however, the usual approach is to
determine a price for three things: the furniture and
equipment, the accounts receivable, and the intangible
element of the good will the departing doctor has
brought to the practice and is leaving to the purchas-
ing physicians.

The first two are relatively easy; it’s the good will

reader
question



that’s the sticking point and the reason every practice
needs a buy-sell agreement.

chipping off at the equipment

For the furniture and equipment, a common
approach is to have a vendor come in and evaluate it,
Hunt says. “And if it’s very old, it goes at garage sale
prices.”

Another approach is for the physicians to agree
ahead of time to an ongoing depreciation schedule for
all the office tangibles.

The doctors might decide, for example, that every-
thing still being used gets depreciated each year by
1/15 of the original cost. After 15 years, the value
remains at the bottom figure, and when the item is no
longer used, it’s simply discarded and not counted at
all.

Some offices calculate it at 1/10 or 1/12, he says,
but his opinion is that 10 or 12 years depreciates
things too quickly.

the true value of the A/Rs

For the accounts receivable, the fair value is the
amount that can actually be collected.

Quite often, receivables are quoted at face value
with no allowance made for the payer write-offs and
the office’s history of denials and no-pays, Hunt
notes. However, the fair value is the amount the office
can actually expect to see after payer adjustment.

Receivables with a face value of $500,000

might have an actual value of no more than $350,000.
Sometimes instead of putting a value on the receiv-

ables, the remaining doctors simply collect them and
give the money to the retiring doctor as it comes in.

The drawback there, however, is that because the
practice won’t see any benefit from those receivables,
it has no incentive to collect them.

the snag: the good will

Good will is not so easy to calculate, because it’s an
intangible.

Mostly, it’s “an income opportunity.” And it can
carry quite a high price tag, because Dr. Senior, who
was the risk taker in the beginning, is now offering
Drs. Junior a going business with an assured steady
income.

Generally, the value is determined by looking at the
additional income the remaining doctors will come
into and projecting it forward for several years. It may
be that Drs. Junior will take on Dr. Senior’s patients.
Or they may be able to replace Dr. Senior with an
employee physician at a fixed salary and still see a
profit.

But whatever the situation, the greater the amount
they will see from Dr. Senior’s retirement, the more
they pay for the good will.

In most cases, Hunt says, offices need to get a busi-
ness appraiser to evaluate the income potential of the
buyout and from there determine the market value of
the Dr. Senior’s share of the business.

But he cautions that there’s absolutely no rule of
thumb to apply, because the monetary value varies
tremendously according to the location of the practice,
the specialty, the patient census, and the managed care
mix.

get a buy-sell agreement!

What all that points to, Hunt says, is that if the
practice doesn’t have a buy-sell agreement, it needs to
draw one up long before anybody thinks about leav-
ing. Ideally, every practice should hammer out the
terms “before someone stands to lose and another
stands to gain.” But it’s not too late to do so even
when one physician is already thinking about retire-
ment.

Otherwise, Dr. Senior could be “standing there in a
Hawaiian shirt and hat wanting to leave,” and the oth-
ers start to think “we’re the ones who have to stay
here and work. Dr. Senior has a retirement package.
Why should we have to pay more?”

Even a solo practitioner needs to have a plan for
selling or maintaining the practice in case of emer-
gency, he says. If the doctor is disabled by a stroke,
for example, the value of the practice starts to decay
immediately, “and then it’s a distress sale.” �
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