
Don’t forget those NPIs;
it’s time to abandon
the old legacy numbers
Don’t forget those NPIs.
The march is on to drop all other physician and

office identifiers and move totally to NPIs.
Medicare is now starting to reject claims that

don’t have an NPI or that have an NPI that doesn’t
match up to the old legacy numbers the office
used previously.
If the office is not using NPIs or if it’s getting a

lot of rejected claims due to invalid NPIs, expect
a call from Medicare demanding to know the why
of the issue.
Remember that the final deadline for abandon-

ing the old identifiers entirely and using NPIs
alone is May 28. After that, it’s correct NPIs or no
money.
The NPIs are part of HIPAA’s requirements for

sending electronic claims. Under the HIPAA law,
electronic claims have to follow a universal for-
mat, and part of making them universal is replac-
ing all the many provider identifiers payers have
been requiring with just one. And that one is the
NPI. �

Personnel files are a sticky issue.
On the one hand, they have to be complete enough

to protect the office against employment law claims.
But on the other hand, they have to be sparse enough
to protect the office against even more employment
law claims.
There are no legal requirements on what informa-

tion the office has to keep, but there are plenty of
legal ramifications if it keeps too much, says attorney
SCOTT SHIBAYAMA of Vision Law Corporation in
Roseville, CA, an employment law firm that focuses
on small businesses.
If an employment law claim pops up, that file “is

going to come out at some stage,” and the office could
be forced to hand over information harmful to its own
position.
What’s more, most states give employees the right

to inspect and get copies of their personnel files.
Show them too much, and the manager is handing out
fodder for a legal fight.

just the facts, ma’am

As to what does go into the personnel file, that
starts with everything related to the hiring, Shibayama
says.
It includes the resume, job application, and refer-

ence letters. It also includes the papers signed at hir-
(please turn to page 3)
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this month’s
idea

Spreadsheets track everything
from payers to subscriptions
A Maine manager tracks both the big and the not-so-big elements

of office management on spreadsheets. They show past numbers,
current numbers, credentialing deadlines, and even when subscrip-
tion renewals are coming up, says GLORIA YAWN of Bangor
Surgical Associates in Bangor. And the outcome is that “all the files
are in one place” and “all the information is always there to see.”
The most significant spreadsheet tracks the CPTs. It shows how

many of each procedure the office performs and how much money is
coming from each payer and what the allowables are. Even though
the computer tracks that, she says, the spreadsheet provides an
immediate and ongoing view of how payers compare and also how
each one’s payments change from year to year.
With that information, it’s easy to see where the highest profits

come from and if the office is getting paid properly and if the fees
are set appropriately. It’s also easy to evaluate potential changes.
Currently, for example, the office is looking at the profit potential of
setting up an in-house surgical suite for minor surgeries.
More, when the office considers a new payer contract, it can enter

that payer’s conversion factor and see immediately how the pay-
ments compare to those of the other payers. With all the payers “lay-
ered side by side,” the financial picture is obvious.
Other spreadsheets track computer maintenance and technical

support costs, the office’s legal and accounting fees, and major sup-
plies. Prices can creep up, she says. With the ongoing sheets, the
office knows when to look for a new vendor or when to ask for a
discount.
There’s a sheet too for membership and subscription renewals. It

shows what the office has paid and when and the due date of the
next renewal. Thus, nothing gets paid twice or paid too early.
Yawn keeps print-outs of the sheets in a binder on the doctor’s

desk and replaces pages as they get updated. Also in the binder are
lists of miscellaneous items such as all the insurances the office par-
ticipates in. That serves as a ready reference for the doctor whenever
there’s a questions such as what subscriptions the office currently
has or when memberships or licensings or credentialings need to be
renewed.
For managers looking to move to spreadsheet organization,

Yawn’s advice is to start by asking the physicians what they most
want to track. Her own doctor’s answer was “the dues and creden-
tialing drive me crazy.” Then move from there.

If you have set up a system that makes your job 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. We pay $100 for every idea we write about in this column. �
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(continued from page 1)
ing – the acknowledgement of receipt of the hand-
book, authorizations for tax deductions, insurance pre-
mium agreements, and so on.
Next is information related to the actual employ-

ment.
Most important there is discipline documentation

covering the entire course of the employment. “Keep
all of that,” he says. It includes the write-ups and
warnings plus any documents related to them.
And finally, put in the termination documents.
Obviously, that includes any documentation about

firings or layoffs. But equally as important is the res-
ignation letter when an employee resigns. That will
refute any wrongful termination claim that may later
arise.
And along with that, if the employee is given stan-

dard separation notices such as COBRA information,
those too need to be included, again to refute any
claim of unfair treatment.

no opinions, please

More important, however, is what not to put into
the personnel file. Don’t give people information they
don’t ask for, lest the office invite an employment law
claim.
Overall, the rule is don’t put in anything that’s not

factual and objective, Shibayama says. “Don’t put in
any fluff.” Keep that and the office “has just shot
itself in the foot.”
The most obvious thing to leave out is opinions and

comments. Don’t keep those anywhere.
It may be okay to say in private “I’m glad we got

rid of her. She was getting up there in age anyway.”
But once in the file, it’s an invitation to a discrimina-
tion suit.
If there are confidential communications between

the manager and the doctors or if a supervisor keeps
personal notes on an employee, don’t put those in
either. Nothing says management can’t have its own
personnel notes. And nothing says management has to
share those with anybody.

medicine and protection

Neither should the personnel file carry medical
information or information on an employee’s protect-
ed status.
The office can keep that information, “but keep it

apart from the personnel file.”
Medical information is confidential, and except for

information directly related to the job, an employer
“isn’t entitled to know it.”
Keep things such as verification from a physician

that an employee can return to work after an illness or
documentation supporting the need for leave under the

Family and Medical Leave Act or an accommodation
under the Americans with Disabilities Act. But keep
that information in a separate file and preferably in a
locked file cabinet.
The same is true for anything related to an employ-

ee’s being in a protected category such as age or
national origin. Keep it separate and locked so it’s
available only to the people “who have a direct need
to know it.”
In either case, the risk is that the employee will

claim a disciplinary or promotion or layoff action was
influenced by it.
Shibayama also points to a caveat on the files them-

selves, and it is that all files related to employees need
to be kept in a central location so any type of informa-
tion can be found immediately.
Usually, he says, the bigger an employer gets, the

more likely it is to have multiple employee files in
multiple locations. But if an employment claim arises
and the files “are all over the map,” it’s going to be
difficult to find them, and worse, information could be
lost.

time and payroll records

Two more items to leave out of the personnel record
are time sheets and payroll records.
Keep that information in the accounting department

and, as with the medical and protected category infor-
mation, lock it up.
“It’s class action material,” he says. If the employee

– or an attorney – inspects the personnel file and sees
it there by chance, it’s an invitation to a wage and
hour claim for overtime.
Suppose the office hires someone as an independent

contractor while the job description is such that the
individual could be considered hourly. That person
says “I should have been paid overtime,” and the
office then has to answer for all the others who are
similarly situated.

plus the harasser/victim records

Finally, Shibayama says, don’t overload the person-
nel file with information about harassment complaints.
Keep that separate as well.
Don’t put anything at all about complaints in the

victim’s personnel file, because there it can support a
claim of retaliation.
And in the harasser’s personnel file, put only infor-

mation about whatever disciplinary action the office
takes. Keep it vague and don’t identify the victim.
Give only the date the complaint was made and the
action the office took, perhaps “on (date) one of your
co-workers made a complaint against you and after
investigation we found you guilty of harassment and
did X in response.” �
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How to detect a lie,
whether from a staffer,
a patient, or a doctor
Lots of lying goes on in every business, and detect-

ing it is yet another facet of the manager’s job.
Losses to fraud from dishonest employees have

been shown to be as high as $600 billion a year. And
much of that dishonesty starts from day one: estimates
are that as many as 70% of job applications carry
some sort of misrepresentation.
The best way to separate the facts from the fiction

is to know the signs of a lie, says STAN B. WAL-
TERS a/k/a The Lie Guy, a Lexington, KY, behavioral
analyst who heads fraud investigations and also teach-
es businesses and law enforcement agencies how to
spot deception.
People miss 50% of the deception that’s right in

front of them.

shifty eyes don’t always count

The signs aren’t what people commonly believe,
Walters says.
For example, studies show that in as many as 46

countries, people see a glance to the left as an indica-
tion of truth and a glance to the right as a sign of
lying. Yet eye diversion and lack of eye contact don’t
necessarily signal dishonesty at all.
Neither is discomfort a lie sign. To the contrary, it

can be an indication the individual is worried about
making a good impression.
Unreliable too is motionless body language, or the

fact that an individual becomes still when asked a
serious question. More likely, that person has become
still while thinking the question through.
The same for crossed arms. Most people see that

and think “Aha! now he’s hiding something!” when in
fact he’s cold or has just become relaxed enough to
change to a more comfortable position.

the movements and the words

The true signs of lying are found a little in body
language but mostly in verbal expressions, Walters
says.
With body language, they come in response to

stress questions such as have you ever been terminat-
ed? or do you know who took the money? or even did
you take the money?
Watch for these signs:
• During the answer, the person puts her hands over

his eyes or mouth or ears.
• There’s an aggressive movement away from the

other person. The individual may maintain eye con-

tact, but turns his torso or shoulders or head away.
But the true test is in the verbal language. There the

signs to watch for are these:
• A repetitive no answer. When someone says “no,

no, no,” the truth is more likely “yes, yes, yes.”
• Overselling expressions such as trust me, believe

me, why would I lie? or to be totally honest with you.
An oversell on truth is a marker “that the person is
withholding information.”
• Unsolicited self-aggrandizing comments such as

I’m a good Christian, I’m a good employee, I would
never do anything like that! or I’d put my hand on the
Bible. Like oversell, they are cover-ups.
• Time bridges. The staffer skips to “and all of a

sudden there she was yelling at me” or “out of
nowhere she said this to me.” Something happened in
those blocks of time and that person is hiding it.
• Repeating the question. The question is “have you

been using cocaine?” and the response is “have I been
using cocaine?” That’s a stall tactic. The individual is
cooking up a response – a response that isn’t true.
• Guilt-reduction phrases such as “I was arrested,

but nothing really ever happened.”
• Qualifiers such as basically, hardly ever, essen-

tially, and most of the time.
• Identifying people only as they as in “They told

me it was okay to leave early.”
• Bargaining comments. People use evasion tactics

more than pure deception tactics, Walters says. Instead
of denying something outright, they try to change the
perception of it with comments designed to “diminish
the significance” of the situation. For example, I did-
n’t lie; I was misquoted or I didn’t steal it; I just bor-
rowed it or I really wasn’t fired; I was just asked to
leave.
The same is achieved by trying to look like a vic-

tim, perhaps saying that a performance issue was the
result of a drinking problem that’s since been over-
come or because “my mother passed away.”

but it takes more than one

Be careful, however, Walters warns.
By itself, any single body language or verbal sign is

not necessarily indicative of lying. It’s when they
come in clusters that the danger is obvious.
Watch out if the hands go to the eyes or mouth or

ears while at the same time the head or shoulders turn
away “and a big ‘no, no, no, I’ve never done that!’
comes out.”

how to ask the questions right

Job interviews especially are open season on lying,
Walters says. There, the manager’s task is to ask the

(continues on page 8)
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first, a good advertisement

A good hire starts with a good advertisement. And
good means showing that the office is the sort of place
that is attractive to the type of people it wants to hire.
Do that by listing the good things the practice offers
and the good qualities it requires of its employees.
That’s far more appealing than an ad that just says
“hours are 8:00 a.m. to 5:00 p.m.”
For the office description, use terms such as these:
• a team-oriented environment
• offers lots of appreciation
• a modern, progressive office
And for the applicant description, use these terms:
• meticulous attention to detail
• soft-spoken yet effective
• cheerful and productive under pressure
• exceptional verbal skills
• energetic
• warm and caring personality
next, a weed-out phone interview

Many offices screen applicants by telephone before
inviting anybody to come in for an interview.
All it takes is two questions to weed out the people

who aren’t going to work out, no matter what their
qualifications.
• If you are offered this position, when will you be

available?
If the applicant is currently employed and the

answer is “I can start tomorrow,” stop there. That
highly available person will also leave the office in
the lurch as soon as a better offer comes along.
• What is your salary expectation?
If what the candidate wants is within 15% of what

the office is offering, it’s a possible match. It’s not too
great a leap to offer someone 15% more than the ask-
ing price. Neither is it too great a leap to offer 15%
less than the request. Most people are willing to come
down that much.
However, don’t go beyond 15%. If the expectation

is way too high, say “what we are offering is beneath
your range.” And if it’s way too low, “I don’t think
you are quite ready for this position.”

followed by a further weed-out

Beyond the salary is the question of whether the
candidate will be satisfied with the job and the office.
To get that answered up front, give all the job infor-

mation during the interview. Hand the individual a
written list of
• the job duties
• the dress code
• the hours, along with a statement of “as you

know, a medical office often encounters emergencies
that require us to stay later. We need someone who
understands that and is willing to work with that situa-
tion.”
• when evaluations take place
• health benefits
• holidays, sick days, and vacation days
• the type of person needed in the job, such as “this

position requires an easy-going person who can han-
dle several things at the same time without getting
harried.”

and now for the interview

IS THE RESUME TRUTHFUL?
At the interview, the first question is whether the

resume is pumped up or even deliberately misleading.
Here’s how to find out.
Before the interview, give the candidate a job appli-

cation that asks for a complete history of employment
and education, and leave lots of space for the answers.
Tell the person that every blank has to be filled out.
Then during the interview repeat the questions on

the application and look for inconsistencies with the
resume. Say, for example, “where were you working
in the late 1990s?” or “how long did you stay with
Practice X?”
Also, be aware that the most common way people

Hiring with success
– a MOM mini seminar –

For any manager, the one element that requires the most attention and creates the most problems is
the people.
Here begins a three-part series that covers three segments of the people issue. This month, the focus

is hiring. Next month will outline discipline approaches for the nonperformers. And the third part of the
series will cover the hopefully avoidable issue of firing a staffer.
The entire series comes from the archives of MOM – which go all the way back to 1987!
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falsify resumes is by leaving out the unpleasantries.
So if there are any blanks, ask “why did you leave this
space blank?”

IS THE ATTITUDE A FIT?
Just as important as experience and skills on the

resume are a positive attitude and willingness to be a
team player.
To find out, get the person to talk – about personal

goals, about attitudes toward patients and co-workers,
and about previous jobs.
Then just listen, all the while keeping in mind that a

team player will say things such as “I had a wonderful
manager who taught me a lot” and “we all participated
in that” as opposed to taking all the credit in me-me
fashion.
• Tell me about your experience in the medical

field, both good and bad. Look for a continuing posi-
tive turn. “I hated working in a nursing home” is neg-
ative. But positive is “I didn’t like working there, but I
got good experience” or “it made me realize I wanted
to work in an office setting.”
• Tell me about a situation where you helped a

patient. Instead of “I did this wonderful deed,” the
answer should focus on how the patient benefited.
• How did you like the doctors at your last job?

Look for evidence of respect for the doctors, no matter
how unpleasant they were. And if there is a long list
of complaints, count on it that the candidate is a
chronic complainer.
• How did you make a difference to the office?

Everybody should be able to cite something, no matter
how minimal. Anybody who cannot is a job minimal-
ist.
• What types of people annoy you most? If the types

that person hates most – perhaps meticulous people or
people who are very serious – are the types now in the
office, trouble is at hand.
• Do you have any special talents that were never

recognized in you last job? If so, the candidate is like-
ly willing to take on new responsibilities.

AMESSAGE IN THE HANDWRITING
Now look at the handwriting on the resume and

application.
Overall evenness and neatness of the page indicate

someone who is well organized.
Straight margins say the person is organized, care-

ful, and likes to make a good impression.
Look too at the margin width. The left side repre-

sents the past and the right is the future.
Thus, a narrow left margin and wide right one say

the person pays heavy attention to the past and is
afraid to move forward; by contrast, a wide left and

narrow right show a strong, extroverted, high-energy
level person.
And be wary of someone who slants some letters to

the left and others to the right. That can be a signal of
emotional instability.

IS THE PERSONALITY A FIT?
For most medical office positions, people need two

basic personality traits to succeed. First is a sincere
desire to help other people, and second is the ability to
adapt to a constantly changing and often stressful
workday.
To find out if the candidate has those abilities, ask

questions that illustrate these elements.
• A desire to serve people. Ask if the candidate does

volunteer or school or church work. Someone who
enjoys that type of work is interested in service. Ask
too why the person wants to work in a medical office.
The answer should be along the lines of “I want to
help people.”
• The ability to handle stress. Ask “when your work

gets stressful, how do you relieve that?” or “tell me
about a conflict you had with someone and how you
resolved it.”
All good stress handlers have a technique, perhaps

to take a walk during lunch or to think “if this were
my mother, how would I want to see her treated?”
Contrariwise, someone who says “I try not to think
about it” won’t last long at the front desk.
• The ability to meet unexpected problems and solve

them. Ask “have you ever met a challenge and solved
it by yourself?” The answer should be “I saw that X
was important, and I brought it to my supervisor’s
attention” or “I developed a form to use for Y.”
• Flexibility. Ask “when was a time you had to roll

with the punches?” Look for evidence that the individ-
ual was amenable to changing course mid-stream.
• Initiative. Say “tell me about a time you showed

initiative in your job.” The answer should illustrate
something the person did without being asked, per-
haps handling a backed-up schedule by announcing
the problem in the waiting area and telling people they
could reschedule.
Be wary of evidence of any extremes in personality

and work habits, such as unyielding deadline adher-
ence or excessive meticulousness. Any strength at the
extreme will become a weakness.

skirting the illegal questions

What if the manager needs a more complete look at
an area where questions are illegal – age, children,
marital status, and so on?
It’s possible to get the information without asking
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the questions. Here are some illegal questions fol-
lowed by alternative questions that produce much the
same information.
• How old are you? Are you 18 or older?
• What is your citizenship? Are you a U.S. citizen?

or Are you authorized to work in the U.S.?
• Are you married? Do you have children? Do you

have a spouse, child, or family member who is
employed here?
• What religious holidays do you observe? Instead

of even mentioning religion, just say “we give X per-
sonal days.” That avoids any claim that the office does
not respect certain religions.
• Do you have any disabilities? Are you able to per-

form this job with or without reasonable accommoda-
tion? and Is there anything that would prevent you
from performing the duties of this job?

an after-interview visit

After the in-office interviews, ask each of the top
two or three top applicants to spend a few hours or
even a half day in the office to see how the practice
operates and to get to know the other staff – and vice
versa.
Afterwards, ask staff for their opinions. Peers often

see traits a manager misses. What’s more, it’s not
uncommon for a current staffer to know an applicant
personally or from another job.
Then let staff make a hiring recommendation as a

team. After all, they are the ones who will have to
work with and spend their time with the newcomer.

getting the obvious references

Now it’s time for reference checking.
Tell the applicant “we’d like the names of three or

four people you have worked for during the past four
or five years.” Usually, those people will be expecting
a call and willing to talk. The questions to ask:
• What responsibilities did Employee A have?
• How well did A perform them?
• What was the quality of the work?
• How well did A interact with other people?
• What were A’s main strengths?
• If you had to identify a weakness in A’s work,

what would it be?
• Where did the performance need improvement?
• Would you hire A again?
getting the hidden references

While there are legal restrictions on what the office
can say about its own employees, it can ask a refer-
ence whatever it wants, and if something inappropri-

ate gets said, the office has the information and the
former employer has the liability.
Target a reference who is inexperienced in refer-

ence-giving. Call the immediate supervisor instead of
the manager or human resources department. That
supervisor may just be a talker.
Even better, call former co-workers. And they can

be found right on the resume. For example, suppose a
nurse worked the evening shift on the fourth floor of
Hospital X. Call that floor during evening hours and
say “Hello, I’m trying to get some information about a
nurse who works there. Her name is Nurse B. Do you
know her?”
Keep chatting, and good information often comes

out.
Also use careful wording. Nobody is going to

answer a pointed question, but people will usually
answer vague questions. For example, to find out if an
applicant is apt to cause the Worker’s Compensation
rate to go up, ask “did she ever have an accident?” If
yes, “was the accident her fault?”

and now for the salary

The last question is often the most difficult: what
salary to offer.
Salaries vary significantly by national area and by

local area.
The easiest way to find the going rate for a position

in the office’s area is to call several employment agen-
cies, tell them the office is considering doing business
with them, and ask what the going rate is for, say, a
receptionist with X years’ experience. There’s no
obligation to use the agency.
What if the going rates are so high that new hires

can demand greater salaries than the current staff
make?
Either pay the current staff more or offer the new-

comers the lower amount. To pay a stranger more than
what the long-term staffers are making is a sure way
to destroy morale.
A final salary issue, though not one met at hiring:
How should the office pay a staffer who has maxed

out on salary?
Be honest and tell the staffer “you do a good job,

but we can only pay $X for this position.”
Then give a cost-of-living adjustment and add a

bonus. Or give a bonus and no raise at all, perhaps a
flat $500 at midyear and another $500 at the end of
the year.
People who have been in the same job a long time

and like it are usually quite satisfied with that
approach, because the lump sum is a tangible amount
that they can target for savings or for spending on
something special as opposed to seeing a small
increase in each check. �
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(continued from page 4)
questions in such a way as to make the signs of
deception surface. He advises doing this:
• Keep a poker face. A good liar is adept at reading

the other person’s expressions to see if the story is
being believed.
• Start off with everyday conversation and keep

talking until a comfort level is established. Then it’s
easy to see when there’s a change in behavior to a
tough question.
A change won’t necessarily mean there’s deception,

but it will show “there’s some emotional activity”
going on.
• Ask questions that produce stress such as If you

were the supervisor, would you fire somebody who did
what you just did? and If you were assigned a supervi-
sor here, what would you tell that person about the
type of work environment you like?
• To find out if some statement is true, don’t settle

for one response. Keep digging: Oh really? Can you
go into more detail about that? Are you sure?
Suppose the question is Was there any idea that you

came up with that helped you improve your job? and
the response is I came up with several. Ask what they
were. Then ask for details about each one.
It’s also possible to get to the truth by asking the

same question twice, but each time in a different way.
• Once an answer is given, don’t move straight on

to the next question. Instead pause, as if waiting for
more.
A pause catches people off guard. It says the inter-

viewer expects there’s more to the story, so in
response the other person starts to fill in the blanks.
And if the initial answer was bogus, there’s likely to
be some fumbling around.

the truth about liars

Walters adds three more points to be aware of in
understanding the workings of deception.
First, deception “is always done to benefit the

deceiver.” So whenever a statement is questionable,
ask why that person would want or need to be decep-
tive.
The answer will fall into one of the three Hs – to

hide something, to hype something, or to harm some-
thing. He points out that it was into that third category
that the 911 hijackers fell.
Second, look at every job applicant as “somebody

standing at the gate who wants access to the office.”
And access holds “frightening” possibilities, not the
least of which are data destruction and harm to the
practice’s image and reputation.
And third, the biggest losses to fraud and theft don’t

come from mid- to lower-level employees but from
those at the top, starting with the physicians. �

The if, when, and how
of firing staff who fall
into protected situations
Terminations are never totally safe, even when done

by the book.
No matter what the reason for the termination, the

employee can contest it, says GEORGE RAMOS,
managing partner and corporate investigator at
Diversified Risk Management in Los Angeles. “And
when employees contest terminations, they can make
any allegations they want.”
Here are three sticky firing situations and what to

do about them.
One is the employee in a protected category, one is

the employee who has filed a sexual harassment com-
plaint, and the third is the employee who has just
come off leave under the Family and Medical Leave
Act.

they fired me because I’m old!

When can the manager fire somebody in a protected
category, and how is the firing safely done?
When somebody is protected by race or gender or

age, “the bar is raised much higher” for protecting
against a discrimination claim.
To start, make sure the reason for the termination is

a clearly established violation that is set out in the
employee handbook. If the matter is contested, the
office will have to demonstrate exactly what policy
was violated.
In addition, make sure there has been a progressive

disciplinary process that included a verbal warning, a
written warning, and possibly a suspension.
And afterwards, take care how that person is

replaced.
Advertise the position broadly so the notice reaches

people who are, like the fired staffer, in protected cat-
egories.
There’s no need to take that to the extreme, howev-

er. If the employee was disabled, for example, it’s not
necessary to advertise in publications written specifi-
cally for the disabled. Going that far can even look
like the office is trying to cover up its guilt.
Also look at how the office has recruited new hires

in the past “and be consistent” with that.
In addition, his advice is to interview at least five

candidates for the job. That negates any claim that the
manager orchestrated the termination to bring in
somebody waiting in the wings, especially if the new
hire has some relationship with the office or is a
friend of one of the doctors.
Important too is that at least two persons be

involved in making the hiring decision and that at
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least one of them was not involved in the termination.
If there remains concern that the fired staffer will

raise issues, bring in an employee investigation con-
sultant or employment law defense attorney to investi-
gate the firing and search for any evidence of discrim-
ination, he says. A report from an outsider can serve
as strong proof that the office was not guilty of dis-
crimination.
The underlying concern: keep in mind how the

practice is going to look to outsiders if the firing is
contested.

I’ve been sexually harrassed!

Is it possible to fire someone who has filed a sexual
harassment complaint?
The danger there is that the firing will be seen as

retaliation for filing the complaint. And knowing that,
it’s not uncommon for an on-the-fence employee to
see the writing on the wall and quickly make a false
accusation of harassment thinking the risk of a com-
plaint will stave off the firing.
If there’s suspicion of that, Ramos recommends

calling the employee’s bluff.
When the staffer cries harassment, proceed as usual.

Explain the office’s procedure for handling complaints
and say too that it will not tolerate retaliation.
But then throw in the clincher. Say “if you were

sexually harassed, you can protect yourself outside the
office by filing a complaint with the local authorities
and seeking a restraining order.”
And then outline the ramifications of filing a false

police report – that it’s a crime to do so and that the
accused can sue the employee personally for defama-
tion of character and slander.
Then ask “are you prepared to go through that if it

happens?”
If the complaint is false, the employee will usually

withdraw it right there. ”
And once again, Ramos says, if the office does fire

the employee, make sure the accused is not involved
in the termination.

they fired me for taking leave!

What about firing a staffer who has taken leave
under the Family and Medical Leave Act?
Fire away, but follow the book. Use progressive

discipline and make sure the termination is based on a
violation of a written policy.
And throughout, don’t mention the leave. For exam-

ple, if the termination reason is that the staffer is
behind in the work, don’t cite the leave as causing it.
Also be fair. If the staffer missed some training

while on leave, give the same training and the same
learning period that everybody else got. Otherwise,
the claim can be that the doctors set the staffer up to
fail because they resented the FMLA leave.
Ramos notes that there’s an added concern when

somebody has taken a leave of more than a year,
FMLA or otherwise. And it is that after a year, the
slate gets wiped clean. So if the employee had been
given a final warning about tardiness before the leave
started, the discipline procedure can’t continue on
from that point. “It has to start at square one again.”
If the leave was for less than a year, however, it’s

safe to pick up where the office left off. �

The 338 codes identify
type and severity of pain

BY THERESE M JORWIC, MPH, RHIA, CCS, CCS-P
Pain is a condition offices encounter often, and this

year ICD-9-CM added some specific codes to classify
it.
They are in the 338 category and come under the

simple heading of “pain.” What they do is identify the
different forms of pain and pain syndromes.

first is central pain syndrome

First is a code for central pain syndrome (338.0),
which is constant pain caused by damage to the cen-

ICD-9-CM and CPT
coding update

by john chase
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tral nervous system. It can be the result of many
things – multiple sclerosis, tumors, epilepsy, Parkin-
son’s disease, or other ailments.
Because of the wide variety of causes, the pain can

vary significantly from patient to patient.
It can affect a large portion of the body or be

restricted to a single area such as the hands or the feet.
It can vary in intensity from moderate to severe and

can worsen with temperature change or touch or
movement or even emotion.
And it can take many forms from a burning sensa-

tion to a feeling of pins and needles to aching to brief
bursts of sharp pain.
With central pain syndrome, pain medications can

provide some reduction of the pain but not complete
relief.

next is acute pain

Next is a code for acute pain (338.1x).
Here the fifth digit tells why the pain happened,

with the causes being trauma (338.11), post-thoracoto-
my pain, which usually is the result of the chest being
opened for heart surgery (338.12), acute postoperative
pain (338.18), and the “other” catch-all (338.19).

chronic or persistent pain

After that are codes for chronic or persistent pain
(338.2x).
And as with acute pain, the fifth digit explains its

cause – trauma (338.21), post-thoracotomy pain
(338.22), other chronic postoperative pain (338.28),
and other (338.29).

neoplasm-related pain

Next is code 338.3 for pain related to cancer, and
that one code applies whether the pain is acute or
chronic or both.
For that code to apply, the record must show that

the pain is due to the cancer.

and chronic pain syndrome

The final pain code is 338.4 for chronic pain syn-
drome, sometimes called complex regional pain syn-
drome.
Chronic pain syndrome is continuous and intense,

and it is far out of proportion to the injury that has
caused it. Often it occurs in the arm, hand, leg, or
foot.
It worsens or gets no better as time goes on, and it

can cause swelling as well as a change in the color
and temperature of the skin.
The cause of chronic pain syndrome is not known,

though it is thought to be a malfunction of the sympa-

thetic nervous system or even an immune response,
the latter of which would explain the swelling and
redness.
There’s no cure; the treatment is simply to relieve it

via drugs, physical therapy, nerve blocks, and spinal
cord stimulation.

how to use the pain codes

With the 338 pain codes, the rule is that they can
only be the first-listed code in two situations. One is
when the patient presents with pain and the doctor has
not confirmed a definitive diagnosis. The other is
when the patient is being seen specifically for pain
control or pain management, whether or not there is a
definitive diagnosis.
So suppose a patient is seen because of pain but it

has not been established what the pain is from. The
pain is the first-listed diagnosis.
Or suppose a patient comes in for a cortisone injec-

tion for chronic pain due to arthritis. The first-listed
code is for the chronic pain and the second is for the
arthritis.
In that situation, it’s also possible to use an addi-

tional code to show that the pain is in a specific site.
For example, suppose the patient comes in for man-
agement of neck pain that is the result of trauma. The
first code is acute pain due to trauma (338.11) and the
second shows the site (723.1 – cervicalgia, or pain in
the neck). Or, if the pain becomes chronic, the first
code is 338.21 and the second is 723.1 to show that it
is neck pain.
But again, if the encounter is for something other

than pain management, and if a related definitive

A Medicare clarification
on coding ESRD dialysis
Last month’s column on kidney disease stated

that the codes for dialysis with end-stage renal
disease are 90918-90921 for services given for a
full month and 90923-90925 for dialysis given per
day.
While CPT’s guidelines call for those codes,

Medicare’s guidelines call for G codes instead.
For example, for a patient age 20 or older, the

codes are G0319 for one physician visit per
month, G0318 for two to three visits per month,
and G0317 for four or more visits per month.
Payment for the G codes is approximately equal

to that for the CPT codes.
Thanks to KATHY PRENTICE, RN, of the

office of Charles Prentice, MD, in Inverness, FL,
for noting that distinction. �
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diagnosis has not been established, code the site-spe-
cific pain first and follow that with the appropriate
code from the 338 category.

postoperative pain

The codes for postoperative pain follow a similar
pattern.
If the pain is not associated with a specific compli-

cation of surgery, just use 338.18 or 338.28, depend-
ing on whether it is acute or chronic. And if the type
of pain is not specified, code it as acute.
However, if the pain is the result of a specific com-

plication of the surgery, code the complication first
and then code the pain.
For example, suppose the pain comes from an inter-

nal joint prosthesis. The first code is 996.77 (other
complications of internal prosthetic device, due to
internal joint prosthesis) and the second code is for
the pain, either 338.18 for acute or 338.28 for chronic
pain.
But again, if the reason the patient is coming in is

for treatment of the pain, it’s the pain that gets the
first code.
To find the code for a specific surgery complica-

tion, look in the Index under “pain.” In this case, go
down to pain “due to,” and under that is pain due to
implants (996.0-996.5). At that point, a note says to
see “complications.”
At “complications” go down to “due to device or

implant” and from there to “joint implant.” The code
is 996.77.
Right above that at 996.7 is a note saying to use an

additional code to identify the complication, and the
complication is pain.

no magic definition

One point of confusion here is how to define acute
and chronic pain.
Unfortunately, there’s no magic definition to rely

on. Instead, it’s the physician’s call.
For example, postoperative pain is normal, so for it

to be coded as acute, the record has to state that it’s
greater than what’s normally associated with the
surgery.
The same with chronic pain. While two days’ dura-

tion obviously doesn’t make a pain chronic, there’s no
rule on how long pain has to continue before it
becomes chronic. It’s the doctor’s call.
Therese M. Jorwic, MPH, RHIA, CCS, is assistant

professor of health information management at the
University of Illinois at Chicago and senior consultant
for MC Strategies in Atlanta.
Readers are welcome to request topics for this col-

umn by contacting Medical Office Manager at
404/367-1991. �

Here’s how to show
the doctors the true value
of their manager’s work
A question that stymies many managers is how to

show their worth to the doctors.
In a nutshell, three things are needed, says attorney

AUSTIN G. ANDERSON of Austin Anderson
Consulting, a professional practice consulting firm in
Ann Arbor, MI.
First, get a job description.
Second, keep a log of accomplishments in each cat-

egory outlined in the description.
And third, make a presentation at review time to

illustrate that the doctors’ investment is “money well
spent.”

what? no job description?

A job description is a necessity, Anderson says. Yet
many managers don’t have one because “nobody has
ever thought through the position” and set out what
the doctors expect from the job.
Often the doctors “don’t know how much the man-

ager is doing” and heap on more and more work until
the manager is overwhelmed.
The first step to getting appreciated, therefore, is to

draw up a well defined job description. Present it to
the doctors and get them to agree on the provisions.
It’s impossible to succeed in the job “if nobody knows
what the manager is doing” or is expected to do.
What’s more, a written description is the only way

to put a measure on the performance.

a long list of responsibilities

What the job description covers will depend on how
much authority and responsibility the doctors allow
the manager to have, Anderson says. But generally the
responsibilities fall into these areas.
• Personnel. The manager is usually the one who

manages staff, sets salaries, carries out discipline, and
evaluates performance. Along with that are the jobs of
recruiting, hiring, and training.
There’s also the expectation that the manager adjust

staff duties and assignments to ensure greatest produc-
tivity.
• Finance. This can include developing and manag-

ing the budget, overseeing the billing, tracking the
accounts receivable, managing the collection work,
and handling the banking.
• The physicians. Jobs here can entail credentialing

as well as recruitment of new physicians.
• Tracking the continuing education requirements.
• The facility. Managing the physical area, main-



taining a relationship with the landlord, and dealing
with building management issues.
• Risk management and disaster planning.
• Equipment and supplies. Selection, purchasing,

and maintenance of supplies as well as getting the best
prices.
• Maintaining the practice’s business records.
• Overseeing the insurance policies, including the

malpractice coverage, along with evaluating the prices
and switching carriers when it’s appropriate to do so.
• Selection and maintenance of the communication

technology from telephones on up.
• Maintaining the office manual, recommending

new policies, and ensuring that policies are followed.
• Long-range planning for the practice.
The job description should also tell how and to

whom the manager reports and, in a large practice,
what executive positions are held, such as membership
in the practice’s management committee.

now track the accomplishments

Now for the appreciation part.
Anderson recommends keeping an accomplishments

notebook with tabbed sections for each of the areas
outlined in the job description. Then throughout the
year, write down what’s done under each heading.
Write down every accomplishment as it happens,

and along with that, record any time savings or bot-
tom-line improvement that results. That’s what the
doctors want to see.
Under insurance, for example, the notation might be

that the manager switched carriers for one policy and
saved the office $X as a result.
Or under finance, it might say the manager set up a

procedure for getting the bills out faster, thus speeding
up the cash flow or increasing the revenues.

and now for the review

At review time, go through the notebook and write
up an accomplishments report to present to the part-
ners.
Start with an introduction explaining what’s to

come, perhaps “here are my professional accomplish-
ments for the past 12 months. This has been a good
year for our office, and I believe I have contributed to
its success in the following areas.”
Then list the accomplishments in each category.

Wherever possible “show the dollar sign” so the doc-
tors can see clearly how the manager has contributed
to the profitability. In addition, highlight any time
savings that has allowed the office to see more
patients.
Draw out year-to-year comparisons, perhaps that

the office has reduced turnover from 10 employees in
2005 to five in 2006 and only one in 2007, and along
with that show the dollar savings each year from not
having to hire and train new employees.
Quantify the time savings as well. If some proce-

dure eliminated the doctor’s having to deal with
administrative issues, give an estimate of the number
of hours saved, again accompanied by their dollar
value.
To show that being the manager has allowed the

doctors to become more profitable is a star in the
crown.
Tell about successes in recruiting and training and

in maximizing productivity. If staff have been cross
trained and the office has been able to run full speed
fulltime as a result, quantify it and lay it out.
Don’t look at the report as “a self-serving or boast-

ing document,” Anderson says. See it instead as “an
opportunity to demonstrate the contribution the man-
ager has made.”
It’s a factual account of what’s been done, and “it’s

quite appropriate” to present it at the annual review.
“It’s an opportunity to have the floor and let everyone
know what accomplishments have been made.”
Look at it from the doctors’ viewpoint, he says.

Their concern is “we’re paying this person $X in
salary and benefits. Now how can we justify that?”
Keep the notebooks and the reports for all the years

at the office, he says. That makes it possible to
respond to the doctors’ inquiries on how things have
changed over the term of employment.
It’s a feat to be able to show that over the past five

years the manager has cut personnel costs by $X and
office equipment costs by $Y and so on. �
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