
It’s here. It started July 1, and offices that want to
participate should already be using the codes.
Even so, it’s still not too late to get in on Medicare’s

new quality reporting system.
Just don’t waste any more time.
All that’s necessary is to start submitting the codes

on claims, but keep in mind that when Medicare cal-
culates the office’s bonus amount, it will take into
account all the office’s claims beginning July 1. Thus,
claims that should carry the new codes but don’t can
lower the bonus amount and also reduce the chance of
even getting one.
To help our readers make a double check on their

quality coding procedures, here is a final look at some
of the more confusing points.

the final changes are logical

First are the last-minute changes Medicare has
made to the quality codes. (See the box at left.) Those
are posing more than a bit of confusion.
As to the why of them, Medicare first published the

74 quality measures at the end of April. At that time, a
few of the F codes and G codes had not been estab-
lished, and Medicare said it would publish those later.
It did so on June 20, but along with those few

codes, it made some more extensive changes to the
quality measures for stroke, ESRD, and perioperative
care.
Those changes, however, are logical ones. They

(please turn to page 3)
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Last-minute changes
to the quality measures!
Dear Readers:

It never ends!
Just two weeks before the July 1 start date of quali-

ty coding, Medicare made a few last-minute changes to
some of the quality measures. (See page 3 inside.)

Because of that, you need to update the quality code
supplement included with your June issue of MOM
(the one printed on white paper).

The changes are minimal and affect only stroke,
ESRD, and perioperative care.

To update your supplement, do two things:
• write in the additional codes for stroke and
• make the word changes for ESRD.
The changes to perioperative care do not affect your

supplement at all. There Medicare has added new
denominator codes, but because the list was extensive
to begin with, the MOM supplement does not list them.
Instead it tells you where to find them in the complete
Medicare document, and the new codes appear at those
same locations.

As always, if you have questions about this, just
call us at 404/367-1991.

Susan Crawford, Editor



this month’s
idea

Missouri staff train each other
on solving the day-to-day issues

The best staff training, says a Missouri manager, is the training
staff give one another.

At Primrose OB/GYN in Springfield, staff do just that. They hold
training sessions for one another on a when-needed, what’s-needed,
and who-needs-it basis. The office has four physicians and 25 staff.

“There’s no set routine,” says manager JANET HUGHES. She
simply schedules an inservice whenever she sees a problem in the
workflow – perhaps the billing department isn’t getting correct data
from the front desk or the nurses aren’t identifying labs or someone
is having a hard time understanding a procedure. Sometimes staff
ask for sessions.

Instead of explaining it herself to the people involved, Hughes
lets staff do the job.

She names the people who will attend and appoints two staffers
to be the instructors. Participation is limited to those who need to
know about the topic, usually no more than six, “and fewer if possi-
ble.” Some sessions are even one-on-one.

The two leaders “are completely in charge,” she says, because the
most effective education is “peer-to-peer and department-to-depart-
ment” with the manager “standing out of the way.”

Afterwards, the trainers report back to her on what was covered
and what results were achieved.

The sessions are held in a conference room where the office has
installed a presentation computer screen. The large screen lets
everybody see the why of things, she says. If business office staff
are explaining data collection to front desk people, they can pull up
a billing screen and say “when this is omitted, this is what it caus-
es,” or “this is what helps us.”

Each meeting is strictly limited to 30 minutes. Longer than that,
and people get “overwhelmed” with too much information. There is
usually a session every two weeks, though Hughes points out that if
the office had more time, there could be one every week.

Through the educational approach, Hughes says, staff have come
to view the rough spots of their jobs as topics to discuss and explain
“as opposed to complain about.”

Moreover, the approach has built self esteem, because it illus-
trates the importance of each person’s job. “And it’s broken down
the barriers between departments,” because staff see how every per-
son’s job impacts operations throughout the office.
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)
correct some rough spots in the first code list.
They are outlined in the box at the right, and offices

that code the 13 measures listed there should add them
to their coding lists.

the timeframes

A second area of confusion is the timeframes,
which affect all the measures. This is how to interpret
them, Medicare says:
• Some measures say the service has to be provided

“within 12 months.”
That means report the measure only once during a

12-month period, even though the patient may come
in several times during that time.
• With clinical tests, some measures say to report

“the most recent results” of a test.
That means the doctor has to assess and report on

only the most recent results. The test does not have to
be performed during the reporting period, and the doc-
tor who reports on it doesn’t have to be the one who
performed it.
• Similarly, with chronic care, some measures call

for prescribing medication.
There, the doctor only has to code whether the med-

ication is or isn’t being taken. There’s no need to write
a new prescription each time.

and about those modifiers . . .

However, the question readers are asking MOM
about most is how to use the modifiers.
What’s confusing is the fact that the modifiers show

a measure was not done. So what’s the point of using
them?
The answer is that the purpose of the modifiers is to

show that the doctor did, in fact, consider the quality
measure and was ready to provide it, but for some rea-
son it just wasn’t appropriate right then for that partic-
ular patientand here’s why.
Use a modifier whenever it applies. If it should be

used but isn’t, Medicare won’t count that claim as
accurately coded.
While that won’t affect the payment for the claim, it

will affect the bonus calculation, because a doctor has
to achieve an 80% accuracy rate to qualify for the
bonus.
There are four modifiers. They can only be used

with certain measures, and each measure tells which
ones it will allow. Some measures don’t allow them at
all.
The modifiers are these:
• 1P – not done because of a medical reason.

(Perhaps the measure is not indicated because an
organ or limb is absent or because the service has
already been performed. Or the measure may be con-

Surprise! Medicare makes
last minute changes
to the quality measures
Just two weeks before the quality coding start date

of July 1, Medicare put in some last-minute changes.
The good news, though, is that the changes are min-

imal. They apply only to the measures for stroke,
ESRD, and perioperative care.
They are summarized below.
Medicare’s complete quality measure document as

well as the new changes can be found at
www.cms.hhs.gov/PQRI. Click on “Measures/Codes”
on the left side of the page and then scroll down to
“Downloads.”
For the complete document, click on “2007

Physician Quality Reporting Initiative Measure
Specifications.” That document is updated and
includes the changes.
For the changes alone, click on “June 18, 2007,

Technical Corrections Release Notes.”
STROKE

#10 – in the denominator description, change with
an admitting diagnosis of ischemic stroke to with a
diagnosis of ischemic stroke
#31 – add denominator codes 99251-99255

and 99291
#32 – add denominator codes 99251- 99255
#33 – add denominator codes 99251- 99255
#34 – add denominator codes 99251- 99255

and 99291
#35 – add denominator codes 99251- 99255
#36 – add denominator codes 99251-99255

ESRD
#37 – denominator coding instructions have been

changed from ICD-9 codes or G-codes plus CPT
codes to ICD-9 codes and G-codes or CPT codes
#38 – same

PERIOPERATIVE CARE
#20 – ertapenem added to the drug table; also, codes

have been added to the list of surgical procedures for
which prophylactic antibiotics are indicated
#21 – codes added to the list of surgical procedures

for which prophylactic antibiotics are indicated
#22 – same
#30 – ertapenem added to the drug table �
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traindicated because of allergy or the potential for an
adverse drug interaction.)
• 2P – not done because of a patient reason. (Here,

the patient has declined the service for financial,
social, or religious reasons.)
• 3P – not done because of system reasons. (This

means that either the resources to perform the service
aren’t available or the patient’s insurance doesn’t
cover it.)
• 8P – not done, no reason specified. (And this says

the patient was eligible for the service but the record
doesn’t show it was provided and doesn’t explain why
is wasn’t provided.)
The 8P modifier sort of fills in a blank space. It

shows that the claim is coded accurately so it can
count towards the doctor’s 80% accuracy rate. How-
ever, it doesn’t add anything to the bonus amount.

the bonus amount: a mystery

What bonus amount can the office can expect?
It’s impossible to predict, because the calculation

involves national averages that won’t be available
until after the reporting period ends.
The highest possible bonus is 1.5% of the doctor’s

total Medicare charges for the reporting period. But
the hitch is that it can get capped long before it reach-
es that point. The calculation goes like this:

the number of times the doctor
codes quality measures
– multiplied by –

3
– multiplied by –

the average national payment for the quality measures
all divided by

the number of times the measures get reported
(Editor’s note: The last two elements are simplified.

The number of measures that go into the calculation
for the national average are actually quite limited.)
Medicare gives this example:
Dr. Smith has $400,000 in allowed charges during

the reporting period. That means his highest possible
bonus is 1.5% of that, or $6,000.
He codes quality measures 500 times.
During the reporting period, 1 million quality codes

get submitted, and the total allowed charges for them
come to $100 million. That makes the national aver-
age per measure $100.
Dr. Smith’s cap is 500 x 3 x $100 = $150,000.
His $6,000 bonus is less than that, so it doesn’t get

a cap at all. Dr. Smith gets the full amount.
However, the national average per measure is likely

to be far less than $100. Suppose it’s $20. And sup-
pose too that Dr. Smith only reports the quality codes
80 times.
Then his cap is 80 x 3 x $20 = $4,800. That’s all he

gets.
The point to note here is that had Dr. Smith submit-

ted more quality codes, he could have earned a higher
bonus.

the accuracy rate

One reader had this question: Our doctor says we
only have to report on three measures. Several others
apply to our practice, but the doctor says not to worry
about them. Is that right?
There are two factors to consider here.
One is the number of measures the office is

required to report on.
The other is the number of measures it should

report on so as to get the best bonus.
As to the number of measures required, the rule is

that if three or more apply to the doctor’s practice, the
doctor has to hit an 80% accuracy rate on at least
three of them. If only one or two apply, then the doc-
tor has to hit an 80% accuracy rate on all of them.
As to how many the office should report on, the

answer is all it possibly can.
The reason is the accuracy mark. Suppose six mea-

sures apply but the doctor opts to code only three.
Miss the accuracy mark on one of those, and the doc-
tor is out of the bonus game. However, if the doctor
codes all six, the chances of hitting the 80% mark on
three is quite high.
Another point: pay particular attention to accuracy

with the measures that get coded most often. That’s
because the bonus amount goes higher the more often
the codes are reported.
A doctor who reports on three little-used measures

will obviously wind up with a very low cap on the
bonus. However, a doctor who reports on three mea-
sures over and over again is, like Dr. Smith in the
example above, likely to get the full amount.

don’t forget those NPIs!

For a claim to be counted for a bonus, the doctor’s
NPI has to be in the “rendering provider” field.
That’s because Medicare is calculating the bonus

amounts by individual doctor, and it is using the NPI
as the physician identifier.
However, it will pay the bonus amount to whoever

holds the TIN or Taxpayer Identifying Number.
In some practices, particularly solo practices, the

individual doctor may hold the TIN. However, in
groups, Medicare will make the payment to the group,
which can then distribute the money to the individual
doctors however it wants. �



medical office manager / july 2007 page 5

advance care
planning – #47

asthma
drug therapy – #53
assessment – #64

breast cancer
hormonal therapy – #71
radiation after breast-conserving surgery – #74

CABG
mammary artery use – #43
preoperative beta-blocker – #44

cataracts
assessment of visual function – #15
presurgical measurements – #16
fundus evaluation – #17

chemotherapy
planning – #72

chest pain
ECG for nontraumatic pain – #54

colon cancer
chemotherapy – #73

COPD
spirometry evaluation – #51
bronchodilator therapy – #52

coronary artery disease
oral antiplatelet therapy – #6
beta-blocker therapy – #7

depression
medication – #9

diabetes
hemoglobin – #1
lipoprotein – #2
high blood pressure – #3

ESRD
dialysis dose – #37
hematocrit level – #38

fall risk
screening – #4

GERD
alarm symptom assessment – #60
endoscopy – #61
biopsy – #62
barium swallow – #63

glaucoma
optic nerve evaluation – #12

heart failure
ACE inhibitor, ARB therapy – #5
beta-blocker therapy – #8

imaging for stroke
CT, MRI reports – #10
carotid imaging reports – #11

chronic lymphocytic leukemia
baseline flow cytometry – #70

macular degeneration
AREDS – #13
dilated macular exam – #14

MDS and acute leukemias
baseline cytogenetic testing – #67
iron stores – #68

medication
reconciliation – #46

melanoma
history – #25
skin exam – #26
counseling – #27

multiple myeloma
bisphosphonate treatment – #69

myocardial infarction
aspirin at arrival – #28
beta-blocker at arrival – #29

osteoporosis
communication with physician – #24
screening – #39
fracture management – #40
drug therapy – #41
counseling – #42

(continues on the next page)

Some numbers to make it easier to understand
Here are two charts to make the quality reporting

picture a little clearer.
The first one, which starts on this page, shows the

clinical areas that the quality codes cover and for each

area, the quality measures that apply.
The second chart, which is on page 6, lists the

codes that can get modifiers, and for each of those, the
modifiers that can be used.

quality coding’s clinical areas
plus their measures
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0509F 8P
1005F 8P
1050F 1P, 2P, 3P, 8P
1055F 1P, 8P
1070F 1P, 8P
1071F 1P, 8P
1080F 2P, 8P
1090F 1P, 8P
1091F 8P
1100F 1P, 8P
1101F 1P
1111F 8P
2000F 8P
2010F 8P
2014F 8P
2019F 1P, 2P, 8P
2020F 2P, 8P
2021F 1P, 2P, 8P
2027F 1P, 8P
2029F 1P, 2P, 3P, 8P
3021F 8P
3023F 1P, 2P, 3P, 8P
3025F 8P

3028F 1P, 2P, 3P, 8P
3046F 8P
3048F 8P
3073F 1P, 8P
3095F 1P, 2P, 3P, 8P
3096F 1P, 2P, 3P, 8P
3100F 1P, 8P
3110F 8P
3120F 1P, 2P, 8P
3130F 1P, 2P, 3P, 8P
3132F 1P, 2P, 3P, 8P
3142F 1P
3150F 1P, 8P
3155F 1P, 2P, 3P, 8P
3160F 3P, 8P
3170F 1P, 2P, 3P, 8P
3200F 8P
3210F 1P, 8P
4005F 1P, 2P, 3P, 8P
4006F 1P, 2P, 3P, 8P
4007F 1P, 8P
4009F 1P, 2P, 3P, 8P
4011F 1P, 2P, 3P, 8P
4015F 2P, 8P

perioperative care
timing of prophylactic antibiotics,

ordering physician – #20
cephalosoporin selection – #21
discontinuation of antibiotics,

noncardiac procedures – #22
VTE prophylaxis – #23
timing of prophylactic antibiotics,

attending physician – #30
discontinuation of antibiotics,
cardiac procedures – #45

pharyngitis
testing in children – #66

community-acquired pneumonia
vital signs – #56
oxygen saturation assessment – #57
mental state assessment – #58
empiric antibiotics – #59

diabetic retinopathy
macular edema, severity level determined – #18
communication with physician who is

managing the diabetes – #19
stroke and stroke rehab
DVT prophylaxis – #31
antiplatelets at discharge – #32
anticoagulant therapy at discharge – #33
t-PA consideration – #34
dysphagia screening – #35
rehab consideration – #36

syncope
ECG – #55

upper respiratory infection
treatment for children – #65

urinary incontinence, women 65 and older
assessment – #48
characterization – #49
plan of care – #50

the quality modifiers
and their codes

And here is a list of the quality codes that allow
modifiers. To the right of each are the modifiers that

can be used with that particular code. The quality
codes have only the four modifiers 1P, 2P, 3P, and 8P.

4019F 1P, 8P
4025F 1P, 2P, 3P, 8P
4041F 1P, 8P
4043F 1P, 8P
4044F 1P, 8P
4045F 1P, 2P, 3P, 8P
4047F 1P, 8P
4048F 8P
4049F 1P, 8P
4070F 1P, 2P, 8P
4073F 1P, 2P, 8P
4075F 1P, 2P, 8P
4077F 8P
4079F 8P
4084F 1P, 2P, 8P
4100F 1P, 2P, 8P
4110F 1P, 8P
4115F 1P, 8P
4124F 1P
5005F 1P, 2P, 3P, 8P
5010F 1P, 2P, 8P
5015F 1P, 2P, 8P
6010F 1P, 8P �
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– discrimination –

shunning somebody out the door

Is it harassment to shun or be rude to a staffer in
an effort to get that person to resign?
Not by itself. But if the shunning or rudeness is tar-

geted against someone in a protected class such as age
or race, it is indeed harassment, Mirus says.
Suppose Dr. A successfully shuns a 55-year-old

staffer to the point that the staffer quits, and the office
then hires a 20-year-old to take the job. Look out for
an age discrimination claim.
Or suppose the manager is constantly rude to

Staffer B who has already taken FMLA leave for preg-
nancy and plans to take more. Staffer B says “enough
of this!” and quits, and the manager replaces her with
a single woman with no children.
Any time an employer refers to someone’s protected

class status, no matter how obliquely, the door opens
to a discrimination claim. Tell an older employee “we
need some new blood who can learn the computer sys-
tems faster” or “you’ve lost a step as you’ve gotten
older,” and the office is in trouble.
The same is true for disabilities.
Suppose the office is abrasive to someone to the

point that the employee quits and at the news one of
the doctors is heard to say “Finally! I’m glad So-and-
So is gone. I think that guy had mental problems.”
So-and-So may have had no mental problems at all

– until now. The doctor’s comment has just evidenced
that the office perceives there’s a mental disability,
and that automatically gives So-and-So ADA protec-
tion.
‘the jerk defense’

What about the senior doctor who is rude to just
about everybody? Does that pose a harassment
issue?
It’s not uncommon for the top physicians in a prac-

tice “to feel they’ve earned the right to push their way

around the office and treat people any way they
want.”
But the behavior isn’t discriminatory, Mirus says,

because of what’s termed “the jerk defense”: if the
doctor “is a jerk to everyone,” no one can claim dis-
crimination. About the worst that can be said is that
the doctor “is just a very tough boss to work for.”
The only caution is to be watchful that the rudeness

doesn’t get focused on someone in a protected catego-
ry. If that does happen, the best solution is to separate
the doctor from that person.
Beyond that, the manager can only make sure any

staffer assigned to that doctor is thick-skinned. To find
that out, ask at the hiring

How do you deal with criticism? What do you
do if your work is bluntly critiqued? Do you take
it personally?
Or present some scenario that has actually hap-

pened with that doctor such as
Let’s say a doctor threw your work on the desk

and shouted “this isn’t what I wanted! This is terri-
ble!” How would you deal with that?
But even then be careful.
Don’t limit the questions to women or people in

protected categories. Ask every candidate the same
questions. Otherwise, it could be construed that the
doctor is only rude to selective types of people, and
then the office has a discrimination risk.

appealing the discipline

Does a staffer have the right to appeal a discipli-
nary action?
Not unless there’s a state law that gives an appeal

right or the office gives the right in its handbook. And
some handbooks do allow a certain amount of time to
appeal disciplinary actions.
However, be aware of a little-recognized danger:

the person handing out the discipline can inadvertent-
ly give the employee an appeal right.
How does that happen?
Easily. Suppose the manager fires a staffer for poor

Discrimination risks; handbook risks
– a MOM mini seminar –

Unanticipated employment law claims can appear in the best run office. Here, two attorneys outline
risky areas that warrant attention.
First, employment law defense attorney JENNIFER MIRUS of the Boardman Law Firm in Madison,

WI, explains some little recognized discrimination claim risks.
And second, RON CHAPMAN JR., a labor and employment law defense attorney with Ogletree

Deakins in Dallas, cites some oft omitted employee handbook provisions.
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performance. The staffer asks for another chance, and
the manager says “Don’t ask me! Go talk to Dr. A
about it.”
A dangerous comment, Mirus says. “It suggests

there’s a place to appeal the decision,” and now
everybody has the right to an appeal.
The doctors also need to understand that discipline

decisions are final, because a fired staffer might go to
one of the doctors and be given a second chance.

stepping into the lion’s den

How can the manager put an end to a doctor’s
rude behavior toward a staffer?
It’s not easy for a manager to step in when a doctor

is obviously trying to get someone to quit, Mirus says,
but it’s part of the job of running a practice.
The most painless way to go about it is to eschew

the accusations and instead broach the topic in terms
of helping the doctor deal with the performance. Say
perhaps

I’ve noticed some difficult situations between you
and Staffer A. Is there an issue with the perfor-
mance that I can help you with?
If the response is “I wish Staffer A would quit,”

come back with
Why? Is the performance not up to par? Is there

insubordination or a problem getting along with the
patients?
Chances are the doctor has a legitimate concern that

can and should be addressed head-on, she says. And
while rudeness may well get that person to quit,
addressing the issue directly is a far safer solution.

a friend in the discipline business

Do staff have the right to bring representation into
a disciplinary meeting?
Not unless the handbook gives them that right.
On the flip side, however, the office “should always

have a witness” in disciplinary meetings, though the
purpose there “is to reduce the he-said/she-said ele-
ment.”

two doctors, two disciplines

Can inconsistent discipline be deemed discrimina-
tory as when some doctors are more lenient than oth-
ers?
Inconsistency may cause morale issues, but it’s not

illegal. Dr. A is free to require staff to be in their desks
working by 8:45 a.m. even though Dr. B’s staff can
start at their leisure.
But be watchful of the makeup of the staff under

each doctor’s supervision. If A commands a staff of
over-50 people while B’s staffers “are all 20-some-
things,” the office could be prime for an age discrimi-
nation claim.
Moralewise and legalwise, the safest route is to get

the entire office on the same page, she says. But if
that’s not possible, give the staff who work harder
higher salaries or bonuses or some type of reward for
meeting the more demanding workload.

– the handbook –

mandatory retaliation reporting

What should the handbook say about retaliation?
It has become extremely easy to claim retaliation,

Chapman says. Under a recent Supreme Court ruling,
retaliation doesn’t have to be demotion or firing; all
that’s needed is that the employee felt “compelled to
quit.”
It can be a management action such as moving the

employee from an office to a cubicle. But it doesn’t
even have to be management doing the retaliating.
He gives the example of a woman complaining of

sexual harassment. The employer investigates and
warns everyone, and then other employees are angry
and do things such as hide her files, sabotage her
work, or refuse to pass along phone messages. “If it’s
bad enough and long-term enough, that could be retal-
iation.”
To avoid that risk, the handbook should make it

mandatory to report retaliation. Don’t just say
employees can or should report harassment and retali-
ation; say they must report it.
Without that requirement, the office can argue “if

the retaliation was so bad, why didn’t you let us know
about it?” But it’s still a gray area. With the provision,
however, the manager has an immediate answer: “you
didn’t follow the handbook.”
In addition, he says, name at least two but no more

than three persons to whom employees can go with
complaints.
Three ensures a path for everybody’s personal pref-

erences. More than three poses the risk that one of
them might not take a complaint seriously and fail to
tell the manager about it.

directions for ADA requests

What should the handbook say about the
Americans with Disabilities Act?
Many handbooks just say that the employer com-

plies with the ADA. But that’s not enough.
The office needs to show not just that it complies
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“but that it is more than willing to grant accommoda-
tions” and doesn’t hold animosity toward anyone who
makes a request.
To do that, the handbook should tell how to request

an accommodation. Then if someone doesn’t request
an accommodation and claims an ADA violation, the
office can again say “you didn’t follow the hand-
book.”

a signed okay to search

What should the handbook say about employees’
right to privacy?
Today the concern is not so much whether an

employee had a right to privacy but whether that per-
son had “an expectation of privacy.” What a court
wants is proof the employer didn’t give that expecta-
tion.
Put in a provision that no employee has any expec-

tation of privacy and that the office has the right to
search everything related to its business – e-mails,
desks, and even employees’ cars.
Then to make it iron-clad, add a statement to that

effect above the signature line at the end of the hand-
book. It should say that the employee authorizes the
office to conduct searches.
With that signed, the office has written consent to

search whatever it wants.

overtime mistakes protection

What overtime violation protection should the
handbook carry?
There are two provisions that need to be spelled

out.
The first concerns docking a salaried employee’s

pay for hours not worked, Chapman says. That’s a
major stumbling block, because deductions cannot be
made on salaried employees.
There is a safe harbor provision for that type of

error, however, and it needs to be laid out in the hand-
book. Under that provision, an employer is safe from
penalty as long as it has a policy saying employees
should make it aware of questioned deductions and
that the office will correct them.
Put that policy in the handbook, and the office is

safe.
The second provision needs to cover unauthorized

overtime for hourly employees. The handbook needs a
provision that “hourly employees cannot work over-
time without the express permission of the supervi-
sor.” Or put simply, that “working off the clock is pro-
hibited.”
Without that in writing, an hourly “thumb twiddler”

might work an extra 10 hours a week without giving

the manager notice of it and come back later with a
claim for the overtime pay plus damages.

how to respond to violence

What should the handbook say about violence?
The problem with violence is that most handbooks

don’t cover it at all. Yet there is always risk that an
unhappy patient or employee will become angry to the
point of violence.
Staff need to know how to respond, and the hand-

book should tell them what to do.
Set out a protocol for everything the office might

encounter – what to do when a patient gets belligerent,
how to respond to telephone threats, how to request a
security escort after hours, and so on.
There should also be a statement that people must

report threats immediately.
Follow the airport rule of “no jokes about work-

place violence,” he says. No longer can an employer
“laugh off” the blustery visitor or employee. Those are
the very people “who come in and start shooting the
place up.”

three sections, all personalized

What’s a good outline for the handbook to follow?
Break it into three sections.
First is general information about the practice – its

history, the physician profiles, an organization chart,
the phone extensions, and so on.
Second is the rules, or what people can and can’t

do. That includes the employment law elements such
as the ADA, FMLA, harassment, overtime, and so on.
But it also includes things such as attendance, Internet
use, confidentiality, dress code, on down to “keeping
the desk neat and tidy.” And Chapman recommends
adding a policy on using cell phones, tape recording
conversations, and taking pictures. “Camera phones
have changed the world of employment for sure.”
The third section is the benefits plus the vacation

and sick leave policies. Many handbooks are not clear
on what time is paid and not paid, and that can leave
overtime open to interpretation.
He adds that while an off-the-shelf handbook can be

a useful guide to follow, don’t accept it per se. It often
has policies the office doesn’t want to follow, “and the
worst thing an employer can do is have a policy and
not follow it.”
He gives the example of a three-day no-show policy

whereby an employee is terminated after three days of
not calling in. The office may want to allow leniency
in emergency situations, but unless the policy covers
that, the next person who doesn’t get leniency can
claim discrimination. �
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The last of I-9’s updates,
including new E codes

BY THERESE M JORWIC, MPH, RHIA, CCS, CCS-P
Last month’s column covered the first half of the

2008 updates to ICD-9-CM from infectious and para-
sitic diseases on to the sense organs.
Here now are the rest of the updates.

CIRCULATORY SYSTEM
For ischemic heart disease new is code 414.2 for

chronic total occlusion of a coronary artery, or a com-
plete blockage of an artery for an extended time.
Collateral blood flow wards off myocardial infarction,
but the risk of infarction remains because the flow
doesn’t increase with activity.
Surgical correction is difficult as the guide wire has

to be passed through a total occlusion as opposed to a
partial obstruction.
Skip down now to diseases of the arteries where

there is a similar code for chronic total occlusion of an
artery to the extremities (440.4). The occlusion causes
leg pain during exercise, and as it worsens, there is
pain even during rest.
Back in the circulatory system, the next new code is

415.12 for septic pulmonary embolism. That type of
obstruction develops from localized infections such as
cellulitis or dental infections. It travels to the heart
and lungs where it lodges in the small vessels, often
causing abscesses and necrotising pneumonia.
Skip down again to new code 449 for septic arterial

embolism, an obstruction often brought on by a heart
infection or lung abscess. It can travel to the brain and
even to the fingers.
With both 415.12 and 449, code the infection first.
Last is 423.3 for cardiac tamponade, or fluid in the

pericardium. The fluid puts pressure on the heart and
makes it difficult to fill the ventricles. Output decreas-
es, and symptoms are similar to those of heart failure.
The cause can be infection or neoplasm or trauma or
surgery complications, so again, code the cause first.

RESPIRATORY SYSTEM
Only one newcomer here, and it’s 488 for one of

today’s serious concerns – avian flu.
Some isolated cases of the bird flu have beeng seen

in humans, but it is not clear if human-to-human trans-
mission has occurred.

DIGESTIVE SYSTEM AND PREGNANCY
Updates in the digestive system start with four new

codes for failed dental implants (525.7x).
Implants are artificial tooth roots that hold replace-

ment teeth and bridges. In most cases, they are
endosteal, or inserted into the jaw bone. However, if
the patient has minimal bone structure, they are often
subperiosteal, or placed on top of the jaw.
The other new digestive code is 569.43 for an anal

sphincter tear that has already healed and that is not
associated with childbirth. With sphincter tears, also
code any associated fecal incontinence.
Now skip down to the pregnancy chapter where

there are three codes for sphincter tears complicating
childbirth. They are 664.60, 664.61, and 664.64 with
the fifth digits showing unspecified episode of care,
antepartum delivered, and postpartum.
Until now, there has been only one code for sphinc-

ter tears associated with delivery, and it was for tears
involved with perianal laceration. Yet tears can occur
on their own without any other damage, and the new
codes make it possible to code that situation.

GENITOURINARY SYSTEM
It’s here that the three codes for acquired absence of

uterus and cervix have been removed. They are

Two ICD-9 latecomers and
four deletions for 2008
ICD-9’s annual updates appear every spring. They

are part of the proposed regulations for hospital pay-
ments, which means they are subject to change. Rarely
are changes made to them, but this year there have
been.
Two codes have been added:
• 999.31 – infection due to a central venous catheter
• 999.39 – infection following other infusion, injec-

tion, transfusion, or vaccination
And four codes have been taken out:
• 629.82 – acquired absence of uterus and cervix
• 629.83 – acquired absence of uterus, with remain-

ing cervical stump
• 629.84 – acquired absence of cervix with remain-

ing uterus
• V17.40 -- family history of cardiovascular disease
Offices that have already entered the original list of

codes into their systems should make those two addi-
tions and four deletions.
(A list of the original updates appears in the June

issue of MOM.) �

ICD-9-CM and CPT
coding update
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692.82, 692.83, and 692.84. However, they will likely
be considered for next year’s codes.
Also new in this section are codes for vulvar

intraepithelial neoplasia, or VIN (624.01, 624.02,
624.09). They were covered in last month’s column.

MUSCULOSKELETAL SYSTEM
Just one newcomer here, and it is 733.45 for aseptic

necrosis of the jaw.
The condition is a noninfectious rotting of the bone,

and it has been in the news lately because of its possi-
ble connection to bisphosphonates, such as Fosamax,
which are used to treat osteoporosis.

SYMPTOMS AND SIGNS
Six new codes here for dysphagia, or difficulty

swallowing, were covered last month with the codes
for speech and language.
From there are new codes for ascites (789.51 and

789.59), which is fluid accumulation in the abdominal
cavity. Those have been given fifth digits to distin-
guish between malignant ascites and other ascites.
Until now, malignant ascites could only be coded as

metastasis (197.6). But it can be also be the result of a
primary ovarian malignancy, and new code 789.51
makes it possible to code the ovarian malignancy
(183.0) and then show that the ascites (789.51) is a
part of that.

INJURYAND POISONING
Next are the two last-minute additions.
First is 999.31 for blood stream infections resulting

from a central venous catheter. Intravenous catheters
are used extensively, especially in intensive care, and
they put the patient at risk for systemic infection.
Second is 999.39 for blood stream infections fol-

lowing infusions, injections, and vaccinations.

V CODES
The V code updates start with personal history.

V12.53 is for history of sudden cardiac arrest. (And
on down is V17.41 for family history of sudden car-
diac death.)
V12.54 is for history of transient ischemic attack

and stroke without residual deficits.
And V13.22 is for history of cervical dysplasia, a

necessary code because the dysplasia requires follow-
up testing, and the code explains the reason for it.
Then comes family history.
V16.52 is for history of bladder cancer, and after

that are new codes for history of cardiac disease.
It’s here that the fourth last-minute deletion men-

tioned on the previous page occurs.
Code V17.40 (family history of cardiovascular dis-

eases, unspecified) has been called back, most likely

because V17.49 says the same thing – history of other
cardiovascular diseases.
The history codes for multiple endocrine neoplasia,

or MEN, were covered last month.
For reproduction counseling, there are five new V

codes. They cover natural planning both to avoid
pregnancy and to get pregnant (V25.04, V26.41, and
V26.49), invitro fertilization (V26.81), and other
types of procreative management (V26.89).
Following that are V68.01 for an employee exam to

determine disability and V68.09 for other types of
medical certificates, which can even include certifi-
cates for cause of death.
(Codes V49.85, V72.12, V84.81, and V84.89 were

explained last month.)
That leaves just one last new V code for screening

for human papillomavirus, which often causes cervical
cancer. A PAP smear detects the cancer but not the
HPV, so the individual test is necessary.

PLUS SOME E CODES
But wait! There are also new E codes.
First is E928.6, which shows environmental expo-

sure to harmful algae such as red tide.
The others are E933.6 and E933.7 which show use

of bisphosphonates, both oral and intravenous.
Those get used with 733.45 for aseptic necrosis of

the jaw bone. They show that the necrosis could be
related to the bisphosphonate.
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 to delegate work
and set the staffer up
for success on the task
Don’t expect staff to take on assignments and do

the work satisfactorily without significant training.
But the payoff is worth the effort. Besides reducing

the busy work, it’s only with delegation that the man-
ager can excel in operating the practice, says speaker
and productivity trainer CHRISTI YOUD of Organ-
ize Enterprise in American Fork, UT.

first, put it all in writing

The first rule of good delegation is to put the
instructions in writing.
It may be easier as well as faster to give only verbal

instructions, but putting them in writing forces the



manager to think through what needs to be done so no
detail gets overlooked.
“Staff aren’t mind readers,” Youd says. “They can

only work with what they’ve been given.”
Shortcut the instructions, and the job suffers or has

to be redone, and if there’s a time crunch, the manager
may have to step in and take over. Perhaps worse, the
staffer “has been set up for failure” and now resents
having been given the assignment in the first place.
With a written guide to follow, however, the staffer

is more apt to do the job right the first time.
Break the instructions into five parts.
• First, give the desired result, or what the product

should be and what it should look like – a one-page
chart showing X, a spreadsheet of Y, or whatever.
• Second, explain the steps the staffer has to take to

achieve that result – average these numbers, summa-
rize this report.
• Third, list resources the staffer can turn to, such

as contact people, phone numbers, and Internet
resources.
• Then give a completion date. And build in a cush-

ion; set the deadline earlier than necessary.
Make sure the staffer’s experience matches the job,

she adds. If it’s something that has to be done quickly,
assign it to someone who has experience in that area.
But if there’s time for a learning curve, assign it to a
novice.
• Finally, set interim times for the staffer to give

progress reports.
Continued reporting keeps the staffer accountable

for the work, she says. It’s when people don’t see their

accountability that they drop the ball.
Make the times specific such as “I need to you give

me an update by noon every Friday.” Citing a time
makes the reporting just as important as the job itself.
With all that in writing, the staffer knows what to

do, how to do it, and when to get it done. Compare
that to the standard “I need you to do this for me.”

follow up, but don’t nag

The second rule is to follow up on the job.
That doesn’t mean constantly reminding the staffer

about it. Do that, and people “get conditioned to wait
for the reminders” and don’t do anything until they
get a prod.
Instead, “give the employee the full opportunity to

come in for the progress reports.” That trains people
to take responsibility for their work.
What if the staffer doesn’t report at the assigned

time? Go in immediately with no minced words: “I am
very disappointed that you did not report to me as you
agreed. You can do better than that.”
Conversely, if the staffer does meet the deadline,

give a compliment.
Either way, following up keeps responsibility and

accountability squarely on the staffer’s shoulders.
A good delegator “constantly reinforces account-

ability,” Youd says. Every manager’s big complaint is
“I tell people to do things, and they don’t do them.”
But the sole reason they don’t do them is lack of fol-
low-up. Besides the fact that people forget, with no
follow-up, they think the job itself has been forgotten.

explaining the peculiarities

Along with the assignment directions, the staffer
needs to know how to meet the manager’s personal
expectations.
“Everybody has idiosyncrasies,” she says, and if the

staffer is going to accommodate those of the manager,
they need to be clear. Lay them out. For example:
• Should the staffer give the progress reports in per-

son? by phone? e-mail? in a formal document?
• How much detail should the progress reports

include?
• When is a good time and when is a bad time to

ask questions? Should the staffer make an appoint-
ment or is it okay to walk in with questions?
• Is there someone else the staffer should ask about

X or Y?
• Does a 2:00 p.m. deadline mean any time before

that or right on the hour?
Knowing what the job entails, knowing the manager

is going to follow up on it, and knowing what the
manager expects, the staffer has the greatest opportu-
nity to get the job done right. �
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