
For the specialty office, marketing can be limited to
courting the referral sources. But for internal medicine
or family practices, the job is not so easy.
Those offices have to market in a number of ways,

says DEBBE CHILDRESS-GARRETT, director of
business development for DoctorsManagement, a
practice management consulting firm in Knoxville,
TN.
Overall, the marketing is a matter of telling people

who the office is, where it’s located, what services it
provides, and what makes it stand out from the com-
petition.

start with a mailing list

Start by deciding who and where the office’s
patients are, and buy a mailing list to reach those peo-
ple, Garrett says. Then send a mailing to those poten-
tial customers.
To find a list, just Google the term, and thousands

of sources appear.
The lists “can get very specific.” It’s possible to tar-

get people in a certain area, of a certain income, peo-
ple who have young children or teenagers – most any-
thing the office wants.
Don’t expect any list to be 100% accurate, but

many are quite good and will reach the audience the
office needs to target.
As to what to send those people, anything that’s

informative is worthwhile.
If the practice adds a new service or buys new diag-

nostic equipment or moves or brings in a new doctor,
send an announcement.
If there’s nothing new to tell about, just send the

office’s brochure. At its simplest, a good brochure is a
tri-fold, but it can get as elaborate as the office wants.
If the expense of the printing and postage is too great,
limit the mailing list to an even more targeted audi-
ence.
And along with mailing the brochure out, give it to

the current patients. Put it out in the reception area
where patients can pick up a copy. Those current
patients are the office’s best source of additional busi-

ness, Garrett says, because “they already trust and like
the office.”
Don’t be stingy with the brochures. “Encourage

patients to take several and give them to their friends.”

now put up a website

Next is a website. Whether start-up or established
practice, “every office needs one.” And the site
address needs to go on everything.
“It’s 24/7 advertising,” Garrett says. People can

find out about the practice at leisure.
Websites have become relatively inexpensive and

easy to operate to the extent that in most cases some-
one in the office can learn how to keep it updated.
Like the brochure, it needs to list the full range of

(please turn to page 3)
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this month’s
idea

New York office ends the calls
by mailing lab reports to patients
Mailing lab results to patients instead of calling with the results

pleases everybody
“The patients love it,” says PATRICIA L. RUSSELL, manager

for George R. Cox, MD, a single-physician primary care practice in
Suffern, NY. They get a clear picture of the results along with all the
numbers, and they have their reports to refer to or to take to other
physicians.
The office loves it too, because mailing takes far less time than

calling. There are no calls unless the test results are critical or the
doctor needs to see the patient immediately or if the office knows
the patient “is a worry wart.”
In the past, Russell says, the office was “inundated with calls

about tests,” and often patients phoned again saying they forgot
what was said the first time or didn’t write something down. Now
the calls are few and usually come only when a patient is anxious or
when a test requires extra lab time.
The office has been mailing the results for almost 10 years. When

a test is ordered, staff tell the patient to expect to get the results in
the mail within a week.
Every morning Russell collects the lab reports that have come in,

attaches them to the patient charts, addresses an envelope for each
one, and puts everything on the doctor’s desk. Before the day is up,
the doctor reviews them and writes a note on what advice to give the
patient, perhaps to continue the medication. If he wants the patient
to come in for a follow-up visit, he notes that as well.
He then sends it all to the front desk staffer who photocopies the

reports and types out the directions for the patient. And if the doctor
wants to see the patient, the staffer goes ahead and sets an appoint-
ment and fills out an appointment card.
Report, notes, and appointment card are mailed out that day to

the patient, and the original goes into the chart.
Even though the office schedules the return appointments,

patients almost always keep them, Russell says. A few call to change
the time, but no-shows are rare.
For the patient, the wait is brief. Results are mailed the afternoon

they come in or the next morning. With 2,000 active patients and 10
to 15 reports a day, “we can’t let them pile up.”
Getting it all done, she says, is a matter of making time to do it.

“It’s just part of the schedule.”
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)
services. It should also include the doctors’ pictures
and credentials. And it’s welcoming to have a group
picture of the staff as well. If there’s turnover, she
says, it’s not difficult to redo the picture.
On both brochure and website, list all the services

and all the attractions the office has to offer, because
different patients are looking for different things.
Some want to “get in and get out fast,” so if the

office has no-wait appointments, say so. Some want a
relationship with their physicians, so emphasize that
the doctors and staff are friendly and want to get to
know their patients.
Don’t count on the doctor’s credentials and diplo-

mas to win the business. “People look more for friend-
liness and a relationship” than they do for intellectual-
ism, because they assume that any doctor knows
everything there is about medicine.

invite people to an open house

From the basic requirements of mailing list,
brochure, and website, the marketing options are
many, and the office can choose what it wants.
One good draw is an open house. Hold one “any

time there’s something new to celebrate,” Garrett
says. And many things are worth celebrating – from
moving into a new office to bringing in a new physi-
cian to offering a new service.
The open house can be theme-based if the office

wants. She cites one North Carolina family practice
that held a barbecue with country music and another
located in an upscale building that served Thai food.
Be financially creative. Someone starting up a

catering business may agree to provide the food at a
discount in exchange for the exposure.
Invitations can be formal or informal to the point of

printing them out inhouse.
As to whom to invite, don’t limit it to current and

potential patients but include civic and community
leaders and even go so far as to invite the governor
and the governor’s spouse. “You never know who
might show up.”
Invite the TV news as well. “If it’s a slow news day,

they may come.”
Take pictures and send them to the local paper.
Have a sign-in book and follow up with a letter to

each person who attends.
And give everybody “something to take away” that

carries the office’s logo.
What attracts people to an open house depends on

the office’s situation, Garrett says. In one client prac-
tice, for example, the attraction was an office opening
in a rural area where there was no physician, so peo-
ple came out of curiosity.
But people will also come to meet a new physician

or see a new building. If there’s entertainment, some

people come for that. Others come for information
about a certain type of health care.
The key is “to know the market,” or just who it is

that the office wants to bring in as patients. Then tai-
lor the open house to those people.
For a family practice, the target may be any age

group or gender within a specific geographic area. For
other offices it may be diabetics or older patients or
women or whatever.
Garrett adds that an open house is good marketing

for an established practice as well as a new one,
because after a while, an office “becomes a fixture”
and people forget about it.
Along with the open house, change the logo, update

the website, create a new brochure – anything new so
there’s something to mail out and something to tell
people about.
And if the office adds another physician or an

extender, tell people about it. Otherwise, “nobody
knows.”

join the Chamber of Commerce

It’s helpful too to be a member of the local
Chamber of Commerce, because the Chamber can
enhance much of the marketing work.
When a new office opens, often a Chamber member

will do a ribbon cutting and also help sponsor the
event, “and that cuts expenses.” What’s more, a pic-
ture of that almost always gets printed.
The Chamber will also put notices on its website of

openings and member business news.

hold seminars; get a rep

Two other good approaches, albeit mostly suited to
specialty practices, are seminars and marketing repre-
sentatives.
A seminar on bariatric surgery or LASIK or cosmet-

ic surgery or any new technique people want to learn
about will bring in customers.
If the doctor is a good speaker, then the doctor can

give the seminar. If not, bring in somebody else to
present the general information and let the doctor
explain the technical aspects.
The caution with seminars, however, is don’t lose

sight of the goal, which is to get people to make
appointments. “Don’t let anybody walk out without
one.”
As to hiring a full- or part-time marketing represen-

tative, Garrett notes that while reps mostly draw in
referrals, the concept can be extended to include inter-
nal medicine and family practices.
Send the rep to health fairs and other community

events. Let the rep attend Chamber of Commerce and
other civic meetings. Have that person pass out
brochures and business cards and newsletters and gifts
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with the office’s name on them. And if the rep is a
good speaker, all the better.
Whatever that person’s talent is, “use it.”

promote the extenders

Some offices have trouble marketing their nurse
practitioners and physician assistants, Garrett says,
because many patients still don’t equate seeing an
extender as having seen the physician.
A good solution is to put everybody’s CV in the

lobby. “That puts everybody on equal ground” and
shows patients that the extenders are, in fact, qualified
medical professionals.

keep a fast and convenient pace

Another marketer: keep a good schedule.
See patients on time and keep flexible hours. Older

patients “expect to wait,” but younger patients don’t.
They have no patience with waiting, they demand
same-day appointments, and if they don’t get what
they want, “they’ll just see somebody else.”
Recognizing today’s attitude, some offices are even

offering next-hour appointments. She cites one prac-
tice with eight locations that advertises that patients
can get into one of the locations within an hour.
To an office that’s consistently backed up on

appointments, her advice is “don’t waste a dime on
marketing” until the staff and physicians get the
schedule on track.

train staff in customer service

And then there’s the foundation of it all – customer
service. Don’t expect anything to bring in even one
patient if the office doesn’t provide it.
Customer service “is the first training” every staffer

should receive. “Don’t let the phone ring or the door
open” until staff are trained in what to say and do.
“It’s no use spending marketing money” if a patient
calls for an appointment and the staffer isn’t courteous
and friendly and helpful.
“People will forgive a doctor for rudeness but they

won’t forgive the staff,” she says. An unfriendly staff
is the number-one complaint patients make about any
office and the number-one reason they switch doctors.

keep track of everything

In the beginning, it’s impossible to know what will
work, and for that reason, the office has to set up a
tracking system.
The tracking can be quite simple and kept on the

computer or just in a notebook.
The one question to ask everybody who comes in is

“how did you hear about us?” Have people mark the

source, whether the Yellow Pages, the website, televi-
sion ads, or whatever the office is using. “Even bill-
boards work in some areas.”
Track that for the first six months on a spreadsheet

and then compare the cost of each approach to the
number of patients it brings in. That gives the office a
“solid feel” of what works, and that in turn makes it
possible to shift the money around to what’s paying
off.
Some things will work well in one office and not at

all in another, Garrett says, so the only way to find out
is to follow the actual numbers. One client practice,
for example, invested heavily in Yellow Pages adver-
tising, but looking at the actual results “they were
shocked” that so few patients came from there. �

Tell who, what, and where;
persevere, have courage
Marketing has four elements that have to be fol-

lowed, says Debbe Childress-Garrett.
First, it has to tell people who the office is and

where it’s located.
Second, it has to tell what services the office pro-

vides. “People don’t know all the services they can
get.” The office needs to spell that out, and keep that
information in the brochure and the website and and
include it with any information that’s sent out.
Third, marketing has to tell why people should

come to the office. Patients choose one practice over
another because the one offers something else or
something better. It stands out from the crowd.
The term for the why is USP, or unique selling

proposition. And it’s defined as that little extra some-
thing that’s attractive enough to cause people to
switch brands.
That something can be the doctors’ credentials, the

insurance the office accepts, a convenient location, a
service nobody else has, longer hours.
The USP “is what marketing has to do and what

most people leave out.”
The fourth element is perseverence. Never quit.

Many offices market until it works and then stop, rea-
soning that once the effort pays off, there’s no need to
do it any more.
“Do something all the time whether the office

needs the business or not,” Garrett says. Don’t wait
until the business thins out. “Fix the roof when the
sun is shining.” To maintain a good patient census, the
office has to keep its name and services in front of
people.
And fifth, don’t be afraid to try something. While

there’s no guarantee anything will work, count on it
that “the office will miss 100% of the shots it never
takes.” �
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the three stages of discipline

No firing should ever be a surprise.
And to make sure it isn’t, every firing should be

preceded with a formal three-step procedure of verbal
warning, written warning, and discipline.
Throughout, the manager must tell the staffer exact-

ly what is wrong, exactly what to do to right the situa-
tion, and exactly how things are progressing.
Fairness demands that the goal be to set the staffer

straight, not to get rid of that person.
And good management demands that the manager

focus on the problem, not on the person. Instead of
“your clipping your nails bothers me” say “your lack
of attention is affecting your performance.”
It also demands that the manager make sure the

staffer knows what needs to be done. The best way to
do that is to ask the staffer to repeat the expectations
or better, to write them down.
Set a certain time to improve, usually 30 to 90 days.
And immediately following each meeting, write out

what’s been said and have the staffer sign the docu-
ment. Besides ensuring understanding, that’s good
legal protection.

how to say ‘you’re fired’

When all fails and it’s time to fire, be direct:
We’ve gone over your work performance and

counseled. Your work needed to improve but it
hasn’t. Effective immediately, your employment
here is terminated.
This is not an easy thing for either of us, but I

have no alternative but to hire someone who
meets our standards.

setting the hour of reckoning

As to the timing, some management experts say the
best time to fire is at 3:00 p.m. Friday.
That gives the employee time to clear out the desk

without having to explain to the other staff what has
happened. It also gives the employee a weekend to

cool down and face Monday ready to find another job.
However, other management experts say to fire

mid-week so the person can start job hunting immedi-
ately and doesn’t have an idle weekend to cook up a
revenge scheme.
Either way, call an hour ahead of time and say “I

need to see you for a few minutes at 3:00 p.m. How
does that fit your schedule?”
If the person asks why, say “we need to talk about

your work performance as well as other things.” If
there’s been appropriate counseling, the employee
well knows what’s up.

but better is to get a resignation

While it’s possible to fire and end it there, the over-
riding concern is that the person will file an employ-
ment law claim. For that reason, the safest approach is
not to fire at all but to offer to let the staffer resign.
The choice is being fired with no severance and no

reference or resigning and getting both severance and
reference. It’s an offer most people can’t refuse.
Use a little psychology. Start with the negative:
We have made a decision to terminate you. You

will get your accrued vacation pay, and that’s it.
Pause for a moment. Then make the offer:
There is an alternative, however. You can

resign. And if you do that, you will get a sever-
ance plus a reference and you can save face in
the office. We appreciate what you have done
well, and we don’t want to harm your future.
Hand over a resignation/release form and tell the

staffer to think overnight about signing it.
The form says that office and staffer end their

employment relationship as of that day and agree to
these terms:
• The amount of severance, vacation pay, or what-

ever the office will pay.
• That the office will give the staffer the forms for

COBRA and will not protest any application for
unemployment compensation.
• That office and staffer release one another from

all claims, actions, and causes of action related to the

Firing with success
– a MOM mini seminar –

This is the third of a three-part series on the people problems. In the last two issues, MOM outlined
ways to ensure good hires and ways to discipline easily and successfully. On these pages the topic is
every manager’s nightmare: firings and layoffs.
This entire series comes from the archives of MOM – which has been covering the people problems

for more than 20 years!
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employment, including claims for wrongful discharge,
breach of duty, breach of contract, tort, and discrimi-
nation.
• That the staffer releases the office from all claims

he or she may have against it.
• And that the staffer understands the agreement

and has had an opportunity to review it with an attor-
ney.
Document the record as “resigned in lieu of termi-

nation” so it’s clear the resignation was not discre-
tionary.
As to the amount of severance to pay, it can be one,

two, or four weeks’ pay for every year of service. Or
pay for the amount of notice the office requires for
resignations. For someone who has been with the
office less than a year, however, severance is usually
not in order.
The severance is admittedly an unnecessary

expense, and when someone truly deserves firing, it
can be a bitter pill for the doctors to swallow. But
think of it as a protective investment; it’s far cheaper
than the attorney’s fees the office will have to pay if
an employment law claim arises.

it’s all in the record

What makes or breaks an employment law claim is
the documentation the manager keeps.
It has to explain every performance problem and

tell how it’s handled. That way, the office always has
written proof that every firing is legitimate and that no
action has ever been based on some protected element
such as age or disability.
Document everybody’s record the same way so no

one can say the manager leaned too hard or too little
on one staffer.
Be objective. Tell only what happened. Don’t write

down any opinions.
Be specific. If tardiness is the issue, give the dates

and times. If performance is the issue, outline what
was done incorrectly or inadequately.
Never mention anything related to age, race, gender,

religion, or disability.
And don’t mention any employment right such as

the Americans with Disabilities Act or the Family and
Medical Leave Act or Worker’s Compensation. Say-
ing, for example, that “Staffer A has not done ade-
quate work since returning from FMLA leave” could
be construed as an indication of retaliation for the
leave taking.

get protection right at the start

A good way to keep the documentation in order is to
cover the bases before any trouble ever arises. Some

management professionals recommend having all staff
sign these forms:
• Handbook receipt. I have received the hand-

book, and I agree to comply with the policies and pro-
cedures it covers.
• Job description understanding. I have received

my job description, and the manager has explained my
responsibilities and duties to me.
• Responsibility to ask questions. I undestand

that I am accountable for discussing and clarifying my
responsibilities and duties with the manager.
• Understanding of performance evaluations. I

have discussed the contents of the performance evalu-
ation with the manager.
• Understanding of disciplinary warnings. I have

read the above and have been informed of the action
to be taken as a result of the reprimand I have
received.
• Resignation. I am voluntarily terminating my

employment with Practice A. My last day of work will
be (date). I offer my resignation for the following rea-
sons: A, B, and C.

when it’s okay to fire on the spot

When can a staffer be fired on the spot?
When the office has covered all the bases.
Spell out the causes for immediate dismissal in the

handbook. The biggies are theft, violence, carrying a
weapon to the office, abusing a patient or employee,
sexual harassment, drug abuse, and elements specific
to the office such as breaching patient confidentiality.
With a zero-tolerance drug policy, for example, all

that needs to be said is “you failed your drug test.”
And if a wrongful discharge claim arises, the office-
can say “we have a policy, and we followed it.”
Leave a little room in the policy, however. Say that

the office won’t tolerate those actions, but don’t say
they will always result in immediate termination. Say
instead that they may result in immediate termination.
That gives the manager time to investigate a situa-

tion and perhaps suspend the employee without pay
during the investigation.

good work; lousy person

A question many managers face is what to do about
the staffer whose performance is good but whose per-
sonality is toxic to the point that the other staff suffer.
It can be the bossy staffer, the time-waster, the gos-

sip, the complainer, the negative-attitude person, or
just the grouch.
It’s difficult to fire for any of those reasons without

making it look like a personal attack.
The solution is to treat the behavior as a perfor-
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mance problem. And justly so. Anything that affects
office operations is precisely that, and a poor attitude
affects the patients, the doctors, and the other staff.
Address it specifically: “Five people have told me

you have been rude to them.” Or “it has come to my
attention that you have been rude to patients.”
Then lay out the damage to the office: “People can-

not communicate with you if you are rude, and our
work is being stymied as a result.”
Then lay down the law: “This is the behavior I need

to see: you have to improve your attitude. How do you
think you can do that?”
Then proceed as usual, and if the improvement isn’t

satisfactory, fire.

ousting the obnoxious staffer

Can the office fire a staffer simply because the man-
ager or the doctors don’t like that person?
If the state recognizes employment at will and if

there’s no employment contract, yes. In that situation,
the manager can terminate for no reason at all.
But be aware that the individual may well claim the

firing was done for an illegal reason such as age or
gender discrimination. And if the situation looks at all
fishy, a jury will likely side with the staffer. What’s
more, if the staffer has good performance reviews, the
office hasn’t a leg to stand on.
Safer is to explain what the staffer is doing that neg-

atively affects the office and what needs to be done to
correct it. Then treat it as a discipline issue.

beware constructive discharge

Never try to avoid firing somebody who needs fir-
ing by making the job unpleasant. For example, don’t
give a staffer the silent treatment in hopes it will make
that person leave.
What that can bring on is a claim of constructive

discharge, which is a resignation that looks suspi-
ciously like somebody was forced out. The argument
is “yes, I did resign, but I did it because my employer
made the working conditions too difficult for me to
continue.”
If someone needs to go, take a hard look at the why

of it. Ask “is there a work performance issue here?”
Then address the issue. Don’t ignore it and don’t try
to sidestep it with the silent treatment.

how to make the layoff cuts

With layoffs, the main precaution is to make them
for legitimate business reasons. Otherwise, there’s risk
of a claim of wrongful discharge.
When layoffs become necessary, the safest approach

is to group people by position, perhaps clerical and
clinical staff, or in a large office, front desk staff,
records staff, clinical staff, or whatever.
For each group set a 100-point selection formula for

making the cuts, perhaps 30 points for the quality of
work and 10 points for each year of service, and
another 10 points each for ratings in past reviews,
comments on past reviews, absence of performance
issues, punctuality, continuing education, or whatever
the office wants.
The scale makes it fair. And more, it ensures the

office keeps the best performers.
It’s also good protection against claims of discrimi-

nation.
Give those people some sort of severance. Then

break the news by saying “Your job is being eliminat-
ed because of a reduction in staff. BUT . . . (and here
shift over to the positive) we have put together a sev-
erance package that consists of the following.”
Don’t tell about the point system as that will only

prompt everybody ask what the scores were. Bring
that out only if a claim arises.

laying off by the dollars

It’s also possible to lay people off starting with
those making the highest salaries. That’s a reasonable
approach if the reason for the layoffs is finance.
However, the risk is claims of age discrimination,

because the people who make the higher salaries are
usually the ones with longevity and experience, and
those people are older.
To avoid that, be candid and admit that the layoffs

are based on financial reasons.

the cornerstone: the job review

A final rule: don’t fire anybody without first evalu-
ating the job reviews. The greatest offense a fired
employee can pose is a good review. With that, it’s
easy to make a claim that the firing was discriminato-
ry.
It’s human nature to soften a poor performance pic-

ture during a review. But it’s also a legal risk.
If somebody is rude to the other staff, don’t say

“you do good work, but you need to be more polite.”
Be clear: “You lack interpersonal skills, and if you
want to keep your job, you must do A, B, and C.”
To support a firing, reviews need to cover the

responsibilities as well as the hard-to-address issues
such as attendance, punctuality, cooperation with the
doctors and other staff, dependability, whether the
staffer does a sufficient amount of work, initiative,
motivation, willingness to take on additional work as
needed, and the simple ability to do the job. �
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Moving to EMRs?
Here’s how one manager
organized the changeover
Looking at electronic medical records and dreading

the changeover?
A Maine manager began the process last December,

went live May 1, and credits the success to organiza-
tion and continuing education.
The practice, Ellsworth Internal Medicine in

Ellsworth, ME, has five physicians, two physician
assistants, and 14 staff.

it started with the nonbelievers

Manager TAMMY C. DICKEY began by setting
up a team to lead the transition.
It was made up of herself plus one physician, one

front office staffer, and one nurse. And she made a
point of picking “the people who were least open-
minded” about moving to EMRs, reasoning that “if
you can get them on board, it makes the process go
much smoother.” What’s more, she says, nonbelievers
tend to play devil’s advocate and identify the issues
that need to be addressed.
The practice is owned by a hospital and has the

advantage of the hospital’s technology team, so the
first meeting was a demonstration of the system
“which set a good tone for everybody.”
The team’s first job was to identify the individual

tasks people do and understand how those jobs would
be done electronically and how the tasks would
change once the system was set up.
In all they identified about 30 tasks – things such as

getting lab results to patients, sending messages to the
physicians, refilling prescriptions, charting, checking
patients in and out, and wait-listing appointments.
Then in March and April, the team met with each

department to explain the changes.

making time for learning

Whole-office education began two months before
the system went live. During that time, each person
spent a half day with the hospital technology represen-
tatives learning the system. Everyone was also free to
practice on it.
The go-live date was May 1 – chosen because it

was a Tuesday. “On a Monday, people are too busy
after the weekend.”
For the first two weeks, the office cut the physi-

cians’ schedules in half. In the third week, it cut the
schedules by 40%, the next by 30%, tapering on
down. That admittedly created a financial burden,
Dickey says, but for the investment to pay off, an

office “can’t just put the system in and walk away.”
During the first week, the office held a conference

at the end of each day to discuss problems. That was a
time for people to say “I didn’t understand this,” and
the instructor had a screen projectecd on the wall and
explained how it all worked
On that first Tuesday, the conference lasted three

hours. By Friday, it was down to 10 minutes.

the immediate good results

While the changeover was time consuming and
often confusing, Dickey says, the office saw rewards
almost immediately.
There is no chart searching.
There’s no handwriting to decipher.
Prescription refills go directly from the doctors

without having to take a trip through the front desk.
And for her as manager, one of the most valuable

aspects is that “a name is attached to everything,”
which makes it obvious “who started something and
didn’t finish it.” For example, if Patient A has been in
the pending appointments file for a month, the system
shows which staffer made the original entry and hasn’t
called that patient.
Similarly, she now produces productivity reports

showing what tasks have and have not been completed
and who did or didn’t complete them.

but not without difficulties

But along with the good is the downside, and
Dickey’s advice is to be prepared for complaints.
The doctors don’t like the fact that that instead of

being able to thumb through a chart, they now have to
scroll from one screen to the next to find what they
want.
Also, many providers are slow with the keyboard-

ing and have difficulty entering the documentation.
And people get used to the system at their own

speed, which can necessitate accommodations. While
one physician now uses the system exclusively, anoth-
er still has to have the charts printed out.
She points out too that issues crop up unexpectedly.

For example, her office found that when the nurses
called in prescriptions, their names appeared instead
of the doctors’ names.
It also found there was no way to verify that the

doctors had received messages and acted on them.
And there continue to be little items of convenience

such as making it possible to enter passwords in low-
ercase instead of having them case sensitive.
To address issues, the team continues to meet once

a month. And what Dickey has found is that the
changeover is a work in progress. New items continue
to be addressed, she says, and old items will always
need tweaking. �
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Patients and doctors lose;
insurance companies win
As it stands now, the 2008 Medicare money score is
• patients: a 3.1% loss
• doctors: a 9.9% loss
• insurance companies: a 6.4% gain
For patients, next year’s standard monthly premium

for Medicare Part B will be $96.40. That’s an increase
of $2.90 or 3.1% from the current premium.
That increase is to a great extent being funded by a

much larger decrease in physicians’ Medicare pay-
ments. Unless Congress intervenes – and it may do so
– doctors will get a 9.9% across-the-board pay cut
next year.
But behind the scenes and contributing heavily to

both the increase to patients and the cut to doctors is a
toothsome raise for the private insurance companies
that provide Medicare Advantage. Those plans are
projected to see a payment increase of 6.4% next year.
And the American Medical Association brings out

an interesting point: only 20% of Medicare patients
patricipate in private insurance, but all of them are
forced to foot the bill.
Compared to previous premium hikes, this year’s

patient increase is low. In fact, Medicare says it’s the
smallest percentage increase since 2001. But the total
increase since 2001 has been significant. Patients’
payments have almost doubled since then and have
have gone up five times faster than Social Security
income.
The actual amount patients pay depends on their

income. In 2008, those with incomes greater than
$82,000 (individual tax return) or $164,000 (joint
return) will pay considerably more.

� � �

Tamper-proof requirement
gets delayed until April 1
The deadline for using tamper-resistant pads for

written Medicaid prescriptions has been extended to
April 1. Originally, it was set for October 1 of this
year.
The move will be done in two phases.
The first begins April 1. At that time, prescriptions

must have at least one of three characteristics of tam-
per-proof paper.
The second starts October 1, and at that time pre-

scriptions must have all three characteristics
The three characteristics are
• Neither the form nor the completed prescription

can be copied.
• The form can’t be counterfeited.
• And what’s written on the form cannot be erased

or modified. Writing in ink does not satisfy this char-
acteristic, because ink can be both erased and modi-
fied. And for the same reason, neither does printing a
prescription on a computer make it tamper-proof.
Some states already enforce laws that meet those

three requirements. They are California, Florida,
Indiana, Kentucky, Maine, New Jersey, New York,
Texas, and Wyoming.
Tamper-proof pads are available from many ven-

dors, but states are free to set out a list of approved
vendors. �

Prolonged service codes,
modifier 21, and standby

BY THERESE M JORWIC, MPH, RHIA, CCS, CCS-P
Last month’s column on documentation came from

a reader’s question. And this month’s column does the
same.
The question is whether it is permissible to use a

prolonged services code when an office visit takes
extra time because the patient is deaf or because the
doctor has to talk through a translator. It was submit-
ted by CHRISTINE SPINKS, manager of Suffolk
Surgical Associates in Bayshore, NY.
In short, the answer is yes. And here’s the why of it

plus a look at the proper use of modifier 21 and the
standby codes.

first, prolonged services

Codes 99354-99359 cover prolonged physician ser-
vices. They can be used when the extra time is the
result of something not typically included in the actual

little bits
of information

ICD-9-CM and CPT
coding update
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service, and that includes elements such as talking
through an interpreter.
The prolonged service codes are add-ons, which

means they cannot be used alone but have to accompa-
ny codes for other services, including E/M services.
There are six of them, and they show the amount of

time spent, whether the service is face-to-face, and
whether the setting is inpatient or outpatient.
The timing can get confusing.
For face-to-face outpatient services, for example,

the codes are 99354 and 99355. The first code is for
the first hour, and the second is for each additional 30
minutes. But the first hour doesn’t mean the doctor
has to be there a full 60 minutes; instead, the code
kicks in after the 30-minute mark is passed. Similarly,
code 99355 starts to apply at the extra 15-minute
mark.
Thus, code 99354 covers 30 to 74 minutes, and

code 99355 covers the next 15 to 29 minutes. Then
code 99355 gets added for each 30-minute increment
beyond that.
What if the final increment is less than 30 minutes?

In that case, it doesn’t get coded at all. It’s just con-
sidered part of the service. The same if the time is,
say, 70 minutes. Those extra 10 minutes don’t get a
separate code.
The prolonged service codes can be used only once

a day, and the time need not be continuous. The doctor
can leave the patient, take on another task, and come
back. All the minutes then get added together.

PROLONGED SERVICES
FACE-TO-FACE – OFFICE OR OUTPATIENT

less than 30 minutes not coded separately
30-74 minutes 99354
75-104 minutes 99354 and 99355
105-134 minutes 99354, 99355, and 99355

The prolonged service codes apply only to nontypi-
cal services, not to the actual E/M service such as the
history and physical or the medical decision making.
All that is part of the E/M code.
What counts is the time spent on things beyond

what is typically required. Interpreting for a deaf
patient, for example, is not typical.
When the extra time does not involve face-to-face

care, the codes are 99358 and 99359, again with
99358 covering the first hour and 99359 covering each
additional 30 minutes.
That type of care includes services such as review-

ing records and tests, communicating with the family,

or providing translator services to a family member.
Talking with the patient is face to face; talking with

somebody else is not.

next, modifier 21

What if the prolonged care applies to the actual
E/M service?
For that, modifier 21 applies. But be careful.

Modifier 21 can be used only with the highest level
E/M services, such as 99205 or 99215 for new and
established outpatient visits. It says the care goes
beyond what is typically provided at the highest level
of E/M service.
So suppose the code is 99215 (established patient,

level 5) and the doctor provides a higher level of ser-
vice and spends additional time with the patient. Add
modifier 21. But for the other levels of established
patient care (99211-99214), modifier 21 cannot be
used. For them, any extra time just has to go uncoded.
Obviously, whenever either the prolonged service

codes or modifier 21 are used, there needs to be clear
documentation of the extra time and how it’s spent.

and finally, standby services

Another type of prolonged service is the physician
standby service. That’s coded as 99360.
With 99360, there is no face-to-face encounter. The

physician is simply ready to provide care if necessary.
And the standing by has be to done at the request of
another physician.
But again, be careful. The doctor must be immedi-

ately available for care. That means the doctor cannot
be providing care to another patient during the wait.
There doesn’t have to be any direct contact with the

patient. In fact, the doctor may never even see the
patient. It’s just a matter of being ready to care for
that patient immediately as opposed to “I’m taking
care of this other patient, but call if you need me.”
As to time, there has to be a full 30 minutes of

standing by for the code to apply. Less than 30 min-
utes doesn’t get coded. The code then gets repeated
for every additional full 30-minute increment.
What if the doctor waits on standby for an hour and

then provides some service for the patient?
Then the standby code doesn’t get used. Instead, the

actual service gets coded, and the wait time is consid-
ered part of it. So if a neonatologist is standing by
during a high-risk delivery but is not needed after the
baby is born, just the standing by gets coded. But if
the doctor treats the baby, the wait time doesn’t get
coded but the treatment does.
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. �

next month in MOM

a complete and easy to follow
list of the new, deleted, and revised

CPT codes for 2008
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Record amendments
with malpractice claims
and HIPAA requirements
While everybody knows there are rules to be fol-

lowed in amending a medical record, not everybody is
aware of
a. exactly how a record can be amended,
b. how – and if – a record can be amended after a

malpractice claim is filed, and
c. how HIPAA’s privacy rule affects amendments.
So here for MOM’s readers is an explanation of all

three. It is provided by health care consultant MARY
D. BRANDT, RHIA, CHE, CHPS, of Brandt &
Associates in Bellaire, TX.

how to make the change

First is how to amend the record.
The overriding rule is that the old information

remains and the new information gets added to it –
clearly. Nothing should be removed from a record
except gross inaccuracies such as a lab report filed in
wrong chart.
If something is inaccurate, draw one line through it

but leave it legible. Then write in the correction, date
and initial the entry, and write error beside it to show
the reason for the change.
If something needs to added, dictate it or write it in,

but again, date it, sign it, and identify it: “This is an
addendum to the entry of (date). The following infor-
mation should have been included . . . ”
The same applies to electronic records, Brandt says.
If something is erroneous and should not be used

for patient care, move it to a separate part of the
record or to a confidential section, but keep it. Then
document the correction.
And if something has been omitted, put it in and

identify it as an addendum or late entry.
“Never go back and squeeze something in to make

it look like it’s been there all along.” Every entry has
to be clear so that anybody who picks up the record
can see what has been changed or added and when.

changes and malpractice claims

Next is the question of what, if anything, can be
done to the record after a malpractice claim arises.
There’s no need to copy the record immediately and

send it off as is, Brandt says. It’s appropriate to review
the documentation and add whatever information is
necessary so that what the plaintiff’s attorney gets is
complete and accurate.
But again, make it clear what’s being added and

when. An addition might say, for example, “this

record is incomplete and should include the following
information . . .”
The office can also organize the record before mak-

ing the copy.
And it’s possible to add an addendum or late entry

even after the record has been sent to the attorney. But
be aware that adding things at that late date can look
like the office is trying to cover something up or
explain away an error, so see that the record is com-
plete and accurate before it goes out.

responding to the subpoena

Another malpractice issue is what action to take
once a record is subpoenaed.
At that point, sequester the record. Put it in a locked

file “to make sure nobody makes inappropriate
changes to it or takes anything out.” Having it locked
up also ensures the office knows where it is and can
get to it.
Also at issue is what parts of the record to release.
In most cases the office sends only the parts of the

record it has created. It’s not necessary to send copies
of records from other physicians “unless the office has
incorporated them into its own record and relied on
them as part of the care.”
Neither is it necessary to include administrative

records or documents the physician and attorney have
prepared in anticipation of a suit.
As to stray items in the record, that’s a judgment

call, Brandt says. If the information is typically part of
the record, send it; if it’s notes that are not part of the
formal record, there’s no obligation to send it.
A general rule of safety: don’t keep things in the

record that the patient should not have access to or
that the office doesn’t want to produce in court.
Mostly those are things such as derogatory remarks

about the patient or information about getting paid or
anything that’s opinionated or inflammatory. “If it’s
not part of the care, don’t put it in.”

what HIPAA has to say

Finally, there’s the issue of HIPAA, and there the
concern is patient-requested amendments to the
record. While HIPAA does not require the office to
make those changes, it does set out requirements for
handling the requests.
• Under HIPAA, patients have the right to request

amendments to both their medical records and their
billing records. And they can do so for as long as the
office maintains the record. If the office keeps a
record for 40 years, the patient can request amend-
ments at any time during those 40 years.
• The office can require that amendment requests

be in writing, though before it can do so, that provi-



sion has to be in the privacy notice the patient signs.
Brandt recommends doing that, because oral requests
can be difficult to follow.
• Once a request is made, HIPAA gives the office

60 days to notify the patient in writing whether it will
or won’t make the addendum. And if the state sets out
a shorter response time, the office has to follow that.
• If the office accepts a request, enter the change

and ask the patient if there is anyone who got a copy
of the original entry who should be notified of it.
The record must then include the original request,

the office’s acceptance letter, the names of the people
or places where the patient wants the addendum sent,
and a list of where it actually is sent.
• If the office denies a request, give the patient a

written denial and the reason for it. In most cases, the
reason is simply that “the entry in question is already
complete and accurate.”
The denial also has to say that the patient can sub-

mit a written disagreement and can require that it be
included with all disclosures.
If the patient does submit a disagreement statement,

the office can write a rebuttal, though it has to give
the patient a copy. And all the documentation, from
original request to final rebuttal, has to be included
with future disclosures that include the disputed por-
tion of the record.
Brandt points out that most of the time, patients

simply want to correct demographic information, per-
haps a birth date. And obviously the office will make
the correction.
But other times “they just don’t like what the record

says.” There may be an objection to an entry saying

the patient is obese or to an entry about a psychiatric
condition. But if what’s in the record “is an accurate
description” of the condition, there’s no obligation to
make any amendment. And whether the entry is accu-
rate is the doctor’s decision.
• If the information in question applies to a part of

the record the office did not create and if the origina-
tor is available, there’s no obligation to make the
change. That can happen when the information came
from another physician who is still in practice. In that
situation, deny the request and refer the patient back
to that doctor. However, if the originator has died or is
not available, the office must consider the request.
• What if the patient sends “a four-page handwrit-

ten request” that’s simply not understandable?
Reply with “Thank you for your request, but we

cannot tell what specific portions of the record you
want to amend. Please clarify.”
If there’s no clarification, just put the letter into the

record “and let the reader figure it out,” Brandt says.
But be sure to put in the original letter “so the record
contains the actual statement and not the doctor’s
interpretation of it.”
• As for making the amendment, that can be done

by either the doctor or the patient. And again, it’s the
doctor’s call.
If the patient makes the change, it’s a matter of

allowing that person to add information “to correct
what the patient believes is incomplete or incorrect.”
Like the doctor, the patient can never remove any
information from the record.
Most often, the addition is a letter saying “I dis-

agree with this entry. It should say X and not Y.” �
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a serious concern

Dear Readers:
Recently a broadcast e-mail was sent out

advertising a November audio conference on
OSHA compliance for front desk staff. The return
address showed that it came from Medical Office
Manager.
If you received that e-mail, I want you to know

it did not come from us. We do not send e-mail
advertisements. Neither do we release your names
or addresses or any information at all about our
readers to anyone. And MOM has no affiliation
whatsoever with the company that sent the e-mail
or with any other company or organization.
If ever you have a question about Medical

Office Manager, or if you receive something car-
rying our name that you question, always feel free
to call me at 404/367-1991.

Susan Crawford, Editor

www.ardmorepublishing.com


