
NPI time is here!
The National Provider Identifiers or NPIs now have

to be on all Medicare claims, whether electronic or
paper.
The office can still use its old legacy numbers if it

wants, but the NPI has to be there. If it’s not, the
claim will be rejected.
The only exception is for the secondary providers.

In that field, it’s still okay to submit the old legacy
numbers. But that exception will end May 23. From
that date onward, if any legacy number appears, the
claim will be rejected.
Since late October, Medicare has been sending

offices warning messages when the NPI doesn’t
appear on claims, and it is now sending reports that
are titled “Provider Identification Code Qualifier
Invalid Value.” Getting a warning message means the
claim doesn’t have an NPI.
But it’s more than just failure to use NPIs that can

cause problems, Medicare says. Offices need to watch
a lot of different corners.

the big issue of getting paid

If the office has been putting the NPIs in the right
place on its claims but is getting the warning mes-
sages, the most likely suspect is the clearinghouse or
billing agent.
Some clearinghouses have been removing the NPIs

before submitting the claims.
That leaves the office out in the cold as far as get-

ting credit for quality coding, because for a claim to
count towards the potential 1.5% bonus, the NPI has
to appear in the primary provider field.
But worse, without the NPIs, the office will be

looking at a lot of denied claims.
Medicare recommends asking the clearinghouse if it

has received notice of problems matching the NPI to
the legacy number.
What if the office is using its NPIs, the clearing-

house is submitting them, but claims are getting
rejected? Do this:
• Check the accuracy of the NPI application. See if

the legacy number submitted on the application is cor-
rect. That’s the number Medicare assigned to the doc-
tor at enrollment.
It could be that the doctor or the practice has been

given several legacy numbers. That’s not uncommon
for a practice that has several locations or for a doctor
who works in more than one location.
• Look at the “other provider identifiers” section of

the application. A doctor who is a member of a group
should have listed his or her own PIN and not the PIN
of the group.
• Double check that the office applied for and

received the right kind of NPI. For example, a sole
proprietor who had an individual PIN should have

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

Dallas staff earn bonus points
for selling the office’s services
To turn staff into revenue-producers, 2-physician, 15-staff Derma-

tology Consultants in Dallas has set up what it terms a Star Program.
It’s been in operation for eight years, and the payoff is outstand-

ing. The first year, one physician’s income went up 20%, and there
has been continued increase ever since.
Administrator JUDY P. COOK began by asking the doctors “what

they wanted to promote.” Their goal was to get more customers for
procedures such as Botox and liposuction, so she set up a way to give
staff points whenever they are responsible for bringing in those types
of appointments.
For the front desk, that means introducing patients to those ser-

vices so that someone who comes in for, say, a lesion removal leaves
with information about liposuction. For a medical assistant, it means
answering questions and imparting “a good feeling” about the office.
When that happens, the staffer writes down the patient’s name and

the type of discussion and gives the information to the supervisor. At
the end of the month, the supervisor sees if the patient has had the
procedure and paid for it, and if so, all the participating staffers get
points. “There’s no credit unless the procedure is done and paid for.”
Cook keeps the points posted on a bulletin board, so staff always

know where they stand. And rewards come two ways.
First are small monthly prizes. Each year Cook sets cash limits for

10 points, 25 points, and so on, and a staff committee “fills in the
blanks” with rewards such as movie tickets and gift cards. Monthly
rewards are essential “to keep everybody’s interest going.”
Second is the annual bonus. For 500 points, a staffer gets $500;

501 to 600 points earns $600, and so on. There is a cap, but it’s high
enough “that not everybody can get there.” Otherwise, people would
reach it and quit working.
“The true beauty” of the program is that it rewards the people who

put forth effort “and not the slackers.” And it’s a win for the office
because it doesn’t pay off until the money is in.
The program is doable for any type and size office, she says. Just

identify what the office wants to achieve and what staff have to do to
make that happen and set point and dollar levels for the rewards.
Many offices “are paying thousands of dollars for Yellow Pages

ads and not using the employees sitting right there,” she says. Yet the
audience most likely to respond to any marketing is the patients who
already know the office and who like the physicians.

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)
applied for an NPI as an individual and not as an orga-
nization.
• Make sure the NPI and the PIN identify the same

person or entity. For example, the “billing provider”
field may show the NPI of a corporation while the
PIN is for an individual physician.
That could be the result of how the PIN assignment

was made in the first place, Medicare says. The carrier
could have combined the enrollments of the doctor
and the corporation into a single enrollment. Or, if a
sole proprietorship uses an IRS Employer Identifica-
tion Number or EIN, the carrier could have enrolled it
by mistake as a corporation.
If the identification is incorrect, either the office or

doctor needs to submit another enrollment application.
And while the enrollment application is being

processed, Medicare says to use the NPI of whichever
one is, in fact, enrolled.
• Check that the doctor’s Medicare enrollment is up

to date. If it isn’t, resubmit an application.
• Check that the Medicare enrollment record shows

the right taxpayer identification number or TIN.
• Medicare also points out that in a group practice,

both the group and the doctor must be enrolled in

Medicare and must have their own individual NPIs.
If the group bills Medicare, it has to use its NPI and

its PIN as the billing or pay-to provider. Then the doc-
tor’s NPI and PIN are used to identify the rendering
provider. By contrast, in a sole proprietorship only the
doctor’s NPI gets used on claims.

a little help, though not much

There is limited help to be had from the NPI
Enumerator, which is the organization that assigns the
NPIs (website https://nppes.cms.hhs.gov, e-mail
CustomerService@NPIenumerator.com, and telephone
800/465-3203).
The Enumerator can help offices apply for their

NPIs and update the information, tell if there are
duplicate applications, and resolve application errors.
But it cannot report problems to Medicare or cor-

rect any mistakes Medicare has made. Neither can it
help with claims processing or provide information on
legacy numbers or on Medicare enrollment. It doesn’t
even have access to that information.
Beyond that, the office will have to call the

Medicare carrier. If the legacy numbers or NPIs are
not being applied correctly, it’s the carrier’s responsi-
bility to make the correction. �

Once again, it’s an 11th hour reprieve, albeit a min-
imal one.
Thanks to last-minute intervention from Congress,

what was scheduled to be a 10.1% Medicare pay cut
for doctors in 2008 has become a 0.5% increase.
But don’t get too excited. That increase only lasts

until June 30. Unless Congress intervenes again
before then, Medicare payments will go down 10.6%
starting July 1.
Under the current law, Medicare has to follow a

payment formula that limits its spending. And as the
number of Medicare patients increases, the money
gets spread thinner and thinner.
As a result, each year brings a bigger pay cut for

doctors. For the past several years, Congress has
stepped in at the last minute and changed the cuts to
small increases. But the formula still stands, and con-
tinued cuts still loom over doctors’ heads.
It’s possible Congress will take up the issue within

the next few months and change the payment calcula-
tions entirely, or at least so there are no more cuts for
the next two years. But that’s no certainty.
There is one certainty, however, and it is pay for

performance. Regardless what Congress does, that’s
how Medicare plans to keep expenses down from here
on out.
Medicare is headed full speed toward value-based

purchasing, or a system where it doesn’t pay willy
nilly for a service but pays instead according to how
well that service is performed.
And what offices are seeing now is only the tip of

the iceberg. Just as additional quality measures were
set up for 2008, more will be set up for 2009. And on
and on.
Hospitals are already seeing it to a greater degree

than offices are, and Medicare is now collecting addi-
tional quality information from hospitals to give to
patients and doctors. On the nonfinancial side,
Medicare says that information will help them make
better health care choices.
Nursing homes too are under the quality micro-

scope.
The government has released a ranking of the coun-

try’s poor-performing nursing homes, again to help
people select nursing homes that provide better ser-
vice. And again to save money.
Right now, it’s focusing on nursing homes that have

a yo-yo history of getting cited for poor quality care,
then improving enough to pass the next survey, and
then failing the next time.
The plan is to fine those institutions, then deny pay-

ment for new admissions, and, if they still don’t
improve, remove them from Medicare and Medicaid
entirely. �

A Medicare pay reprieve but quality codes march on
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Watch the legal sides
of drug testing, hygiene,
and personality profiles
Employment law issues never seem to end.
Here are three that come up only rarely and, per-

haps for that reason, never seem to have clear
answers. They are the legalities of drug testing,
addressing poor hygiene, and the use of personality
tests for job applicants.

what are the risks of drug tests?

When can an employer require drug tests?
Drug testing is dicey because it can bring on

employment law claims, cautions employment law
attorney JENNIFER S. MIRUS, a partner with
Boardman, Suhr, Curry & Field in Madison, WI.
Protection starts with the employee handbook. It

needs to say that employees are subject to drug testing
and that failing a test or refusing to take a test can
result in immediate termination.
Then add strong enforcement. Get a signed consent

to that statement from each employee. That way, no
one can protest when the office requires testing.
And beyond that, when people know a test can be

required at any time, they are less likely to use drugs
in the first place.
As to what testing policy to set out, Mirus’s advice

is to follow “reasonable suspicion testing” where a
test is done only when there is suspicion an employee
is intoxicated or under the influence of drugs.
That eliminates the need to test everybody. But

more, random testing can violate employees’ right to
privacy. It’s appropriate if it’s necessary for safety
such as in jobs where employees work with heavy
equipment. But for a medical office, safety is not
always at issue. There, random testing can raise priva-
cy issues, and some states even prohibit it.
As to what type of behavior constitutes reasonable

suspicion, a good rule is that at least two people must
observe the behavior before a test can be required.
Usually that’s the manager and a physician. If both
agree the behavior is suspicious, the office is free to
proceed. Here’s what to do:
• Document what the behavior is, maybe slurred

speech, dilated pupils, stumbling, or outlandish com-
ments to patients.
• Plan ahead. Arrange with a nearby lab to get test-

ing done on a moment’s notice.
• Set up a procedure for transporting the employee

to the lab, because if that individual is, in fact, intoxi-
cated or under the influence of drugs and gets into an
automobile accident on the way to the lab, the office
faces tremendous third-party liability.
• Then keep quiet about it. Don’t confront the

employee publicly. “Don’t yell out in front of every-
one ‘Let’s go. We’re headed to the lab!’”
Instead, call the employee into a private meeting

Here are 10 quality coding points that offices need
to watch. Medicare says they are the areas that are
causing the most common mistakes.
• For the quality measures the office is coding, take

a second look at the diagnosis and E/M codes that
apply and make sure all the claims that carry those
diagnoses and services are getting quality codes.
• Some measures call for clinical values. Make sure

the doctor has access to those values.
• If a measure gets reported only once during the

reporting period, do the reporting as soon as possible
to make sure the claim gets counted.
• If a measure has a time frame, make sure the doc-

tor is aware of it and also that the documentation
shows the measure was done during the required time
frame.
• When a measure requires more than one quality

code, all of those codes have to be used.
• For measure #3 (high blood pressure control in

Types I and II diabetes) be sure to code both the sys-
tolic and diastolic blood pressure.
• There are three measures that don’t require a spe-

cific diagnosis code in the denominator. They are #4
(screening for future fall risk), #46 (medication recon-
ciliation), and #47 (advance care plan).
• When the quality action required isn’t done, be

sure to use the 8P modifier. Otherwise, the claim
won’t get counted.
• Be careful of the demographic requirements.

Some measures apply to only one sex or to certain age
ranges.
• Be careful with the perioperative care measures.

Measure #20 (ordering a prophylactic antibiotic) is
different from #30 (administering the antibiotic).
Medicare also notes that there is no penalty for

making a mistake on a claim. For example, if the
patient was out of the age range for a measure or if a
one-time item gets reported twice, nothing counts
against the office.
The downside, however, is that the claim doesn’t

get applied to the office’s potential year-end bonus.
And there is no going back and correcting the error.
For quality coding, Medicare takes only the first-sub-
mitted claim.

These 10 areas cause the most errors in quality coding



medical office manager / january 2008 page 5

and outline the suspicions. Then transport that person
to the lab without telling anybody what’s happened. If
someone asks why the employee is leaving, just say
“So-and-So had an appointment.”
Also, if the employee is fired, don’t tell anybody

why. If someone asks outright if the person was fired
for being high or inebriated, say “that’s not an issue
we’re going to discuss.”

what’s risky about hygiene?

What are the risks of disciplining someone for
poor hygiene?
Poor hygiene is not an easy situation to deal with,

Mirus admits. It requires sensitivity.
Easiest and safest is to set a policy that employees

must be clean and well groomed and must not use
strong perfumes or colognes.
That’s a reasonable policy to have, because employ-

ees come in contact with patients and also have to
work with one another in close quarters.
With policy in hand, feel free to address the issue,

because it’s a violation of an office requirement and
also because it is disrupting the work. It’s even proper
to send the person home to clean up.
But as with any employment matter, there are legal

concerns.
One is discrimination. That can be claimed if the

hygiene issue is tied to a religious or cultural differ-
ence such as an odor related to cultural cooking.
More serious, however, is the Americans with

Disabilities Act. If the hygiene is at all related to a
health condition, the employee falls squarely under
ADA protection.
For that reason, never ask “are you sick?” or “is

there something wrong with you?” The implication is
that the practice believes a medical condition is caus-
ing the problem, and when the employer perceives
that connection – even if there is in fact no connection
– in walks the ADA.
The same holds true if the employee makes an

unsolicited comment about a medical problem. If the
employee says “I have this gland problem that causes
excessive perspiration,” the ADA is right there.
If that does happen, the safest response is to ask “is

this a temporary or long-term condition?” If it’s tem-
porary, try to put up with it. Don’t start looking for
accommodations unless it’s long-term.
She adds, however, that the office doesn’t have to

take the employee’s word for it that a medical condi-
tion exists. It can require certification from a physi-
cian saying the condition is medically related and out-
lining what accommodations are appropriate.
The final concern is, once again, confidentiality.
If the other staff ask what the office is doing about

the situation, don’t mention health. Don’t say, for
example “you’ll just have to bear with it because it’s a

health issue.” Say instead “we are addressing it. Bear
with us while we work through this.”
Also, be reasonable. If it’s a one-time situation, let

it go. Otherwise, the manager takes on the role of “the
hygiene police.”

when are personality tests okay?

When can the office use personality testing for job
applicants?
Absent any state law to the contrary, personality

tests are quite permissible, says employment law
attorney DANIELA. SCHWARTZ of Espstein,
Becker & Green in Stamford, CT.
But they can fall into the realm of discrimination.

And the two telling questions are why a test is being
used and whether it excludes certain categories of
people.
As for the why, it must be directly related to the

job. Schwartz gives the example of testing communi-
cation skills. That’s logical for people applying for a
receptionist position, but it’s likely not appropriate
for, say, computer programming applicants.
As to whether the test excludes certain categories of

people, the main concern is universality: test one, test
all. Suppose the position calls for someone who is
energetic and adapts well to change. To test a 55-year-
old applicant but not someone 20 years old looks like
age discrimination.
Another concern is that the results don’t screen out

a protected group. If the energy and change adaptabil-
ity questions tend to exclude applicants over age 40,
there could be a discrimination claim to answer. The
same is true if the test “tends to look with disfavor”
on Hispanic applicants.
Switch to another test.
Beyond those two factors, be aware that personality

tests “paint with a wide brush and tend to make gener-
alizations about people,” he says. That can be viewed
as stereotyping and invite yet more discrimination
claims.
The overriding concern is that the test “be applied

fairly and consistently to everyone.” Be definitive
about it. Know exactly why the office is using the test,
exactly what it is going to accomplish, and exactly
how it will be used.

check out the test provider

Then go further and perform some due diligence on
the test provider company to see what steps it takes to
ensure its tests are not discriminatory.
Ask the provider “to demonstrate that the tests are

fair.” And be prepared to explain that should someone
object to the test.
Ask for employer references. Then ask if the com-

(please turn to page 8)
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ideas from other managers

Oregon offices uses a short form at the front desk that makes a
big difference in collections – December

For New York office, mailing lab reports to patients ends a lot
of calling – November

Virginia manager uses contests to build teamwork – October
Maine manager uses spreadsheets for everything from payers to

subscriptions – September
Miami manager gets good referrals by visiting other offices

with chocolate in hand – August
Missouri staff train each other in the day-to-day tasks – July
Orlando manager gets accurate job appraisals with a numberless

evaluation form – June
How a Tennessee manager set up a local managers’ group – May
Cleveland manager with 33 years’ experience explains her best

tactics for interviewing job applicants, motivating without
money, solving conflicts, satisfying patients, and managing
the doctors – March

Kentucky manager gives staff unlimited windows of 90 unpaid
minutes, but with restrictions – March

Rhode Island office ends last-minute absences by turning
unused sick days into next year’s personal days – February

How an Illinois manager created a ‘family’ atmosphere in the
office – February

Ohio staff spend one day a month at each other’s jobs – January

quality coding

Plan to code quality measures or plan to lose money; it’s a
payment system that’s here to stay – December

Beware the potential disasters from the clearinghouses – August
More Q&A on quality coding – August
Where quality coding is going next year – August
Clearing up the questions on quality codes; it’s still not too late

to start using them – July
Surprise! Medicare makes last-minute changes to the quality

measures – July
Making it easier to understand: what measures apply to what

clinical areas and what modifiers apply to what codes – July
Last-minute Q&A on quality coding – June
A consolidated outline of the quality codes (a MOM special

supplement) – June
Get the codes in the system and on the claims now – May
It’s here! Pay for performances takes off running – April
Medicare’s new bonus: the magic numbers are 3 measures and

80% codes – April

billing and collections

The art of collecting is a mostly matter of knowing what words
to use – June

How to lower denials to less than 3% of the claims – March
Is it feasable or worthwhile to bill for no-shows? – January

Medicare

Medicare’s payments for 2008 look grim: the payment changes
by code and by specialty – December

Medicare forecasts a 9.9% pay cut for next year – August
Medicare ups the numbers, but payments still go down – January

professional development

Managing a meeting: How to field tough questions from both
doctors and staff – December

Cluttered desk = cluttered mind; how to get organized – October
How to spot a lie, whether from a staffer, a patient, or even a

doctor – September
Here’s how to show the doctors the true value of their hard-

working manager – September
To be a top manager, know the fine points of grammar and

writing – August
A manager’s job depends on weathering the tight spots (how to

respond to criticism from the doctors, what to do when two
doctors want immediate service, how to make recommenda
tions to the doctors, and how to respond when one doctor
criticizes another – April

How to win the vote when starting a new job – January
Don’t lose career potential for not knowing and practicing

professional etiquette – January

salaries

New survey shows managers’ annual salaries reach an average
of $69,312 – April

employment law

Don’t let the personnel files invite legal troubles; what to put in
and what to leave out – September

Employment law: the discrimination and handbook risks
that most offices overlook (a MOM mini seminar) – July

Some surprising things can jeopardize at-will employment, from
probationary employment periods to job advertisements to
how the manager fires – May

Index to medical office manager – 2007
These are the articles MOM carried during the past year. They are listed chronologically

by topic and will serve as a good reference for locating past information.
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Don’t fire anybody without getting a yes answer to these seven
questions – April

The types of mental illness that get ADA protection, how not to
stir them up, and when the office is free to fire someone for
emotional instability – March

marketing

Good marketing is more than getting good referrals; how to
send out a continuous message – November

The five rules of marketing: who, where, why, perseverance,
and courage – November

A cheap business card bespeaks a cheap office – August
Practical ways to bring in new referrals and keep the current

referrals coming in – February

record management

Moving to EMRs? Here’s how one manager organized the
changeover – November

Amendments to the medical record and how malpractice claims
and HIPAA affect them – November

Making the records functional: what folders to use, what
information to put on the outside, how to organize the
inside, when to purge, and efficient storage – February

finance

The manager’s #1 job is to show the doctors good numbers;
here’s how to keep an ongoing track of the office’s income
and outgo – October

staff management

Firing with success – the third of a three-part series on the
people problems (a MOM mini seminar) – November

Disciplining with success – the second of a three-part series
on the people problems (a MOM mini seminar) – October

Hiring with success – the first of a three-part series on the
people problems (a MOM mini seminar) – September

How to turn any staff into a professional staff (a MOM mini
seminar) – August

How to delegate work and set the staffer up for success – July
Respect for and from staff makes or breaks a manager’s efforts

at success – May
Practical ways to create a professional front desk – April
Start the first day on the job: show that new staffer how to be

successful – March
How to handle staff complaints about a doctor – February

ID theft

Staff and patient ID theft poses a risk to the office, but HIPAA
compliance is a pretty good defense – January

NPIs

Move now to the NPIs – but watch these points! – October
Don’t forget those NPIs; it’s time to abandon the old legacy

numbers – September
Beware NPI application errors – August
Getting the NPIs running is not an overnight event: some areas

where caution is needed – March
Know the danger of not having NPIs – February

hiring and firing

Denver manager outlines the pros and cons of moving to a
professional employment organization, or PEO – October

Five personality traits to weed out at hiring, from the accolades
thief to the power player – May

The legalities of giving and getting job references – March
With interviews, don’t focus on what applicants CAN do but

what they WILL do – February

office management

Violence in the office: know how to stave it off as well as how
to meet it head on – June

ICD-9-CM and CPT coding

Here are the topics from MOM’s monthly column ‘ICD-9-CM
and CPT Coding Update’ plus other coding articles:

CPT 2008 brings one modifier change plus several new E/M
codes – December

A complete list of the CPT updates for 2008 – December
Coding prolonged services and standby services and when to

use modifier 21 – November
What makes record documentation complete? – October
The category 338 codes identify the type and severity of pain

– September
Medicare clarifies the coding requirements for dialysis when

ESRD is present – September
How to code chronic kidney disease – August
Two ICD-9-CM latecomers plus four new deletions – July
An outline and explanation of the second half of the 2008

updates to ICD-9-CM – July
An outline and explanation of the first half of the 2008 updates

to ICD-9-CM – June
A complete list of the ICD-9-CM updates for 2008 – June
Coding breast cancer and its treatments – May
Autism codes are often needed for secondary diagnoses – April
Coding wounds and infections – March
How to code COPD and its forms – February
When a consult visit turns into a regular visit – February
An outline and explanation of CPT’s 2007 updates – January�
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(continued from page 5)
pany has received any complaints about the tests or
had discrimination suits filed against it. Ask too how
the company validates its test results and what it does
to improve its testing.
If the company can’t give references “or isn’t open

about how it conducts the testing,” look elsewhere.

a few more precautions

Mirus adds that the ADA also comes into play with
personality tests because it’s illegal to ask about an
applicant’s medical condition, including psychiatric
conditions and disabilities.
Don’t put psychological labels in the documenta-

tion. Document only how the answers affect the job.
Instead of “this shows she is too withdrawn,” say “she
does not like to solve problems independently.” Or if
the test shows someone is up and down emotionally,
don’t say “he seems manic” but that he is inconsistent
in his approach to teamwork or whatever.
Make sure too that the questions don’t reveal infor-

mation about someone’s moral or religious position.
It’s okay to ask about honesty, but it’s not okay for the
question to cross over to religious beliefs. �

The 2008 CPT updates
from anesthesia to surgery
BY THERESE M JORWIC, MPH, RHIA, CCS, CCS-P
Last month, we covered CPT’s 2008 changes to

E/M codes. Here we continue with the updates to
anesthesia and surgery, finishing next month with
radiology, pathology and laboratory, medicine, and the
Category II and III codes.

ANESTHESIA – Anesthesia has only two new
codes, both for radiology procedures. They are 01935
and 01936 for cover image-guided spinal procedures.
The first is for diagnostic procedures and the sec-

ond for therapeutic procedures.

SURGERY – INTEGUMENTARY SYSTEM – The
surgery section updates start with revisions plus new

guidelines in the integumentary system.
Code 11008, which covers the removal of prosthetic

materials from the abdominal wall, has been revised to
include the removal of mesh. Until now, it was only
possible to code debridement of necrotising fasciitis.
However, mesh is often used in treatment for chronic
wound infections as well as for hernia repairs, so the
code has been expanded to include it.
Also note the new guides for the excision of both

benign and malignant lesions (11400-11471 and
11600-11646). They say not to code the incision when
the closure involves the transfer of adjacent tissue.
Instead, code the tissue transfer (14000-14300).

MUSCULOSKELETAL SYSTEM – Here 68 frac-
ture repair codes have been revised so that external
fixation can be coded separately. Instead of “with or
without internal or external fixation,” they now
include only internal fixation, if performed.
The new codes start with 20555 for needle or

catheter placement for radioelement application, usu-
ally done to treat soft tissue sarcoma. Note, however,
that it does not apply for placement into certain areas
including the prostate, breast, and bronchus.
Next are codes 20985-20987 for surgical naviga-

tion. Those used to be Category III codes but now
have become full-fledged CPT codes. They are divid-
ed according to whether and when images are taken,
and each gets used just once regardless of the number
of imaging modalities used.
Code 21073 shows manipulation of the temporo-

mandibular joint, a/k/a the TMJ. Here the manipula-
tion is for treatment, not diagnosis, and it requires
anesthesia.
Following that are three newcomers (22206-22208)

for three-column osteotomy of the spine where a por-
tion of the vertebra is cut and removed to allow for
realignment. Cutting through all the columns allows
for greater realignment.
The procedure is usually done in the thoracic or

lumbar areas to repair complex deformities such as
scoliosis. Code 22206 is for the thoracic area, one seg-
ment; 22207 is for the lumbar area; and 22208 is an
add-on code for each additional vertebral segment.
Next are codes 24357-24359 for tenotomy, or ten-

don release to repair tennis elbow. Code 24358
includes debridement of the soft tissue or bone and is
often an open procedure. Code 24359 goes further and
includes tendon repair or reattachment.
Three more codes (27267-27269) are for treatment

of fractures in the proximal end of the femur, or thigh
bone. That’s the top of the bone where it attaches to
the hip. The first two are for closed treatment, and the
other shows open treatment and includes internal fixa-
tion if a fixation device is used.
Next is 27416 for osteochondral autograft of the

knee to repair cartilage injury. The graft comes from

ICD-9-CM and CPT
coding update
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the patient, and here the procedure is open as opposed
to laparoscopic. The code gets used only once no mat-
ter how many grafts are done.
New code 27726 is for the repair of the fibula, or

shin bone, following an ineffective healing of a frac-
ture.
And then come codes 27767-27769 for treatment of

fractures of the posterior malleolus. The first two are
for closed treatment with and without manipulation,
and the other is for open treatment, including internal
fixation if that is done.
Then comes another autograft procedure at 28446.

It’s for open osteochondral autografts of bone and car-
tilage done to repair large defects in the talus, which
is the bone that connects the foot to the leg.
Further on, new code 29828 shows shoulder

arthroscopy, specifically for repairing dislocations or
tendonitis of the biceps. It includes a partial synovec-
tomy, or fluid removal, plus limited debridement.
And finally, there are new codes for arthroscopy of

the subtalar joint, which is the joint between the talus
and the heel. They are 29904-29907, and they are
divided according to the procedure. The first includes
the removal of loose or foreign bodies, the second
includes synovectomy, the third includes debridement,
and the last one includes subtalar arthrodesis.

RESPIRATORY SYSTEM – In the respiratory area
are five new codes, but all are just renumberings to
make things more sensible as well as more computer
readable.
New codes 32421 and 32422 have been relocated to

the more appropriate heading of “Removal.” They
cover thoracentesis, or removal or fluid or air from the
pleural space. The first is for puncture only, and the
second is for puncture plus the insertion of a tube.
Similarly, 32550 and 32551 have been relocated to

the more logical heading of “Introduction.” The first
is for the insertion of an indwelling catheter, and the
second is for thoracostomy, or the insertion of a tube
to create of an opening in the chest for draining fluid,
blood, or air from the chest cavity.
The last new code here is 32560 for chemical pleu-

rodesis, and it has been moved to the heading of
“Destruction.” Chemical pleurodesis is the removal of
air in the chest cavity by means of chemicals as
opposed to drainage.

CARDIOVASCULAR SYSTEM – The new cardio-
vascular surgery codes begin with 33257-33259 for
maze procedures, which involve the destruction and
reconstruction of tissue of the atrium.
They are done as part of other cardiovascular surg-

eries, so the codes are add-ons, and they show limited
and extensive procedures as well as whether or not the
procedure includes a cardiopulmonary bypass.
Next is code 33864, which is for ascending aorta

grafts. That’s a new procedure where the vessel is
reconstructed but the aortic valve is salvaged.
For abdominal aortic aneurysms, new code 34806

shows the placement of a wireless sensor outside the
graft to calibrate tension and thus make it possible to
evaluate the status of the repair.
Related to that are codes in the medicine section for

the monitoring at six-month intervals.
Next is 35523 for a bypass graft in the upper arm to

route blood around a blocked area. It applies to grafts
in the brachial-ulnar and brachial-radial vessels.
After that are codes 36591-36593. The first is for

collecting a blood specimen from an implanted device,
and it’s just a renumbering. The second, however is
new. It shows the collection of a specimen from a cen-
tral or peripheral venous catheter. The third, also a
renumbering, is for declotting the device via drugs.

DIGESTIVE SYSTEM – The new digestive system
codes begin with 41019 for needle or catheter place-
ment into the head or neck region for radioelement
application. That’s usually done after the removal of
mouth or tongue tissue because of cancer.
Next are 49203-49205 for debulking, or removing

tumors that develop after a primary organ has been
removed, such as a tumor that appears after an abdom-
inal resection for cancer in the peritoneum. The codes
depend on the size of the largest tumor taken out.
Codes 49440-49442 are for percutaneous insertion

of tubes under moderate sedation plus guidance, con-
trast, image documentation, and report. The first
shows gastrostomy tube, the second duodenostomy or
jejunostomy tube, and the third colonic tube.
Then comes 49446 for the conversion of a gastros-

tomy tube to a gastro-jejunostomy tube. There, a tube
into the stomach is replaced by one into the jejunum,
usually for drainage or enteral nutrition. For tube
replacements, the codes are 49450-49452, again
depending on the type of tube.
Following close, 49460 shows the manual removal

of an obstruction from any of those tubes. And 49465
covers contrast injections for their radiologic evalua-
tion.

URINARY SYSTEM – There are seven new codes
here.
They start with 50385 and 50386 for snare-and-cap-

ture removal of a uretal stent via a transurethral
approach. The first is for the removal and replace-
ment, and the second is for the removal only.
Next is 50593 for unilateral destruction of a renal

tumor by cryotherapy, or freezing. If the procedure is
done on both kidneys, use modifier 50. That’s another
Category III code that has been moved up to full CPT
status.
Newcomers 51100-51002 for aspiration of the blad-

der are simply relocations. They used to fall under
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“Incision” but now are listed under “Removal.” The
distinction is whether the ablation is done by needle or
catheter and whether or not a suprapubic catheter is
inserted.
Last is 52649 for laser destruction of the prostate

with morcellation. There, a high-power laser source
shatters the tissue and the pieces go into the bladder
where they are removed.

REPRODUCTIVE SYSTEM – The only new code
here is 55920 for the placement of a needle or catheter
into the genitalia – except the prostate – for the appli-
cation of radioelements.

FEMALE GENITAL SYSTEM – Two new codes
here show the repair of paravaginal defects such as
prolapses after childbirth. They are 57285 and 57423,
the first for vaginal approach and the other for laparo-
scopic repairs. In addition, code 57284 has been
revised to show repairs done with an open abdominal
approach.
All that makes it possible to code repairs three ways

– 57284 for open approach, 57285 for vaginal
approach, and 57423 for laparoscopic approach.
Then come 58570-58573 for laparoscopic total hys-

terectomies. Until now, there has been no way to code
a total laparoscopic hysterectomy.

ENDOCRINE SYSTEM – The only new code here
is 60300 for aspiration or injection of a thyroid cyst.
And that is just a relocation to the heading of “Re-
moval,” which makes sense.

EYE AND OCULAR ADNEXA – In this last area
are new codes 67041-67043 for vitrectomy, or the
removal of the vitreous gel in the eye, often done in
repairing macular holes and also in treating diabetic
macularedema.
They distinguish vitrectomies with the removal of

the preretinal membrane, the internal retinal mem-
brane, or the subretinal membrane, the latter being a
complex and time-consuming procedure.
Code 67113 shows repair of a complex retinal

detachment. It includes vitrectomy and an incision
into the retina to remove the neovascular membrane.
Code 67229 is for treating progressive retinopathy

in preterm infants, or babies with less than 37 weeks’
gestation, from birth to one year of age. The new code
was necessary because the procedure is more difficult
when done for an infant than for an adult.
And finally comes code 68816 for dilation of the

tear duct with a balloon catheter. As with a heart
catheterization, the balloon clears the obstruction.
Therese M. Jorwic, MPH, RHIA, CCS, CCS-P, is

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

Start off staff’s year
by putting the focus
on professional growth
A good way to start off a year is with a professional

development plan for each staffer.
And call it such, says RICHARD LEPSINGER,

president of OnPoint Consulting in New York.
It’s not a vehicle for recognizing shortcomings in a

staffer’s performance that have to be improved. In-
stead, it’s a discussion of capabilities, strengths, and
weaknesses and how to grow during the coming year.
It points the staffer down the road to professional suc-
cess.

begin with the performance

The plan itself needs to include both performance
goals and developmental goals.
The performance goals are specific things someone

has to do such as upgrading the IT system or setting
up a record storage system.
The development goals are the things the staffer has

to do to achieve it all, such as learning how to use the
full capabilities of the IT system or studying the types
of document storage systems.

a cascade of progression

Start with the performance goals.
Set them so the office gets value from them as well

as the staffer. To do that, make each person’s goals
part of a single picture where everything points back
to achieving what the office wants to achieve.
It’s a matter of the office’s goals cascading down to

the manager’s goals and on down further to each
staffer’s goals.
Suppose the office wants to increase revenues.
For the manager, that might mean seeing that the

bills get out faster and increasing operating profitabil-
ity.
For a billing staffer, it might come down to getting

the coding done faster. Or for a front desk staffer, get-
ting full patient information at check-in. Or for an IT
person, training other staff in using the system more
efficiently so it’s easier to get claims entered.

getting the gears moving

From there go to the development goals.
The focus now is on improving each staffer’s pro-

fessional capabilities, Lipsinger says, so the manager
has to get each person thinking about growth and
identifying the areas where development can be made.
Ask questions such as Where do you see yourself
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headed in the next five years? What are your aspira-
tions? What would you like to be doing then that you
aren’t doing now?
An answer might be as far-reaching as “I’d like to

be the manager of the new office we’re opening next
year” or as simple as “I want to learn how to get along
better with my co-workers.”
But don’t be surprised to get a response of “I don’t

know.” That’s okay. “Some people don’t know. They
haven’t ever thought about it.”
Give it time. It may take two or even three conver-

sations to agree on specific goals.

strong here, weak there

Once the staffer identifies some aspirations, put
them in writing and set out a plan of attack with “let’s
talk about what you need to do to get there.”
Identify the individual’s strengths that will make

success possible. If the goal is to manage the new
office, for example, ask “what strengths do you have
that will make it possible for you to do that?” Maybe
the staffer has experience in drawing up budgets or
dealing with vendors or managing a section of the
office.
Do the same for the weaknesses. Maybe the staffer

doesn’t know much about employment law or doesn’t
like to handle conflicts.
The development plan then focuses on the weak-

nesses. Explain that “these are the things you need to
do to achieve what you want.”
For the aspiring manager, they might be to attend a

human resources seminar or take a college class in
management or read some specific book on employee
communication or take over a few of the manager’s
jobs.
From there, the path is as expected.
Set a due date for achieving each item and along

with it, dates for following up on the progress.
Follow up at least quarterly lest the goals get

pushed aside and not get done till the last minute or
not get done at all.

a few final rules

Lipsinger points to a few rules on goal develop-
ment.
First, keep the aspirations to an achievable level. If

the office has no intention of hiring someone from
within to manage the new office, make that clear.
Otherwise, the staffer is just being set up for disap-
pointment.
Second, put the goals in writing and limit the num-

ber to no more than two or three in a year’s time
frame.
Third, don’t make promises or give any guarantees

such as “if you achieve these goals, you’ll get the job

at the new office.” Instead, make it clear that there are
no guarantees but that achieving the goals will at least
put the staffer in the best position for moving up the
ladder.
And fourth, be open to changing the goals as the

staffer goes forward. Some may prove too difficult;
others may be too easy. �

How should the office
handle irrational patients?
Question: Our office has a patient who uses abu-

sive language to the physician and the staff. We can
ignore what she says, but other people have warned us
she could do actual harm such as slashing someone’s
tires.
What is the best way to handle this type of patient?

For our own safety, should we address the situation
directly or let it go? Also, at what point does this type
of behavior support dismissing the patient?

Submitted by JAMI BABCOCK, office manager,
Richard Milazzo, MD, Dunkirk, NY.

Answer: For the most part, any sort of friction
with a patient is best solved with communication, says
attorney and health care consultant PETER KEO-
HANE, a senior partner of The CMC Group in
Atlanta. He gives three examples.

complaints about outcome

Most serious is a complaint about a medical out-
come even though the standard of care has been met.
Keeping in mind that it’s “lack of good communi-

cation” that most often generates malpractice suits,
the response should be to explain clearly what has
happened and what is happening now.
What’s said depends on whether it’s the patient or

the family making the complaint.
For the patient saying the progress is not what was

expected or the outcome was a disappointment, “it’s a
matter of comforting that person” and being positive,
Keohane says.
Patients view their physicians as experts and will

reader
question



accept an explanation that things are going as they
should or that getting better is a timely process or that
while there is still pain in the leg, the movement has
improved considerably.
Relatives, however, “have a different perspective,”

because usually they were not there when the physi-
cian told the patient of possible outcomes and so tend
to get emotional when something negative occurs.
For them, the response needs to be an explanation

of the entire picture – what the patient was told, what
happened, and why.
Crying malpractice “is often a knee-jerk reaction,”

and communication to a great extent prevents it.
Also, he says, be aware that people sue for reasons

other than money. Sometimes they sue “to find out the
truth.” They think that putting the doctor under oath
will uncover the facts of what happened. Again, com-
munication avoids that.
What about apologizing for a bad outcome?
Not a bad idea, he says. Studies show that when a

doctor apologizes, the legal outcome is better than
when the doctor says nothing. However, apologizing
depends on the doctor-patient relationship. The more
close it is, the more an apology is appropriate.

complaints about the service

Next is the complaint about the office’s service,
perhaps that the wait was too long or that the patient
didn’t get a quick call back.
“Don’t lose sight of the fact that a medical practice

is a business,” Keohane says, “and that business now
has an unhappy customer.” Thus. the complaint needs

to be treated as an issue of “bad customer service.”
The response depends on the seriousness of the sit-

uation.
On the lighter end, “there are some patients who

will complain that the door is painted the wrong
color,” and for them the only answer is “I’m sorry, but
there’s just nothing we can do about that.”
On the mid-level, if the issue can be solved on the

spot, solve it.
But when there is a truly egregious matter, his

advice is to ask the patient to write out what has hap-
pened. A good approach is “Thank you for bringing
this to my attention. I am sorry for it, and I will look
into it. But to make sure I have the facts straight, I
need you to write down what happened.”
Writing things out forces people to think things

through. The patient may even decide the issue is not
significant enough to pursue.
However, if the patient does carry through, the

office now has a paper trail to rely on. If the matter
winds up in court, there’s solid evidence of what
occurred written at the time of occurrence, and that
can refute what somebody remembers two years later.
Once the issue is in writing, resolve it and then tell

the patient what has been done.

the irrational complaint

Finally there is the question posed at the beginning:
what to do when a patient is abusive and could pose a
risk to the office.
The physician is the one who should address the

patient, Keohane says, because it’s the physician who
has the closest relationship with the patient and the
one who is most likely to get a positive response. Be
blunt: “Your behavior is inappropriate and unaccept-
able. You are abusive to my staff, and I cannot tolerate
that. If this continues, you will have to find another
physician.”
If the behavior is dangerous or if it continues, dis-

miss the patient.
Then make a judgment of whether the patient is of

a mind to harm a staff member or do physical damage
to the office. If so, there is eminent harm and the
office needs protection. Call the police. “That is why
the police are there.”
At that point, leave it up to the police. If they

believe the individual might return, they will likely
recommend a restraining order. Otherwise, the inci-
dent may end there.
Err on the side of caution, Keohane says. As a busi-

ness owner, the doctor is responsible for the safety of
the employees. If the police are called and that patient
later harms a staffer, the doctor can say “I called the
most appropriate protection for my staff.” On the
other hand, if the police are not called, the doctor’s
judgment comes into question. �
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