
Quality coding may be voluntary now, but it won’t
be for long. It’s here to stay and will soon be a
requirement – if the office wants to get paid a decent
amount.
Right now, using the codes can generate a bonus

payment for the office. In the near future, however,
not using the codes will likely mean lower payments.
MOM has covered the issue many times, but the

program has so many facets that managers still run
into confusing spots.
So here are questions and answers that will help

clarify the whys and the what-to-dos the new system
involves.
And keep in mind that quality coding is not just a

Medicare thing. Commercial payers too are moving in
that direction.

why ask for extra work?

• Why participate in quality coding?
For three reasons.
First, the quality measures are good clinical guide-

lines that help ensure good patient care.
Second, participation carries the possibility of a sig-

nificant year-end bonus payment.
But most important is the third reason. Quality cod-

ing is here to stay and will soon determine the office’s
Medicare reimbursement amount. And where Medi-
care travels, the commercial payers are never far
behind.
The new system is a way to cut costs, Medicare

says. It allows the government to pay more for good
quality care and less for poor quality care as opposed
to paying across-the-board prices.
But that doesn’t mean quality coding will bring

more money; it means the failure to use the quality
codes will bring less money.
Projections are that in the very near future,

Medicare – and also the commercial payers – will pay
only a very low rate for claims that don’t carry quality
codes. To get the full payment, the office will have to
code the quality.
If the office isn’t prepared to use the codes when

they do become a requirement, it will lose money until
it gets up to speed.
• Is it too late to start participating now?
No. Even though the office has missed a lot of cod-

ing opportunities for this year, it might still be able to
get a bonus. But more, getting the codes up and run-
ning this year will give the office a running start next
year as well as a running start on whatever quality
coding programs the commercial payers pull out.
For that reason, it’s a good idea to get into quality

coding as quickly as possible, bonus or no bonus.

getting the bonus

• Who can get the bonus?
Anybody who bills Medicare. That includes doc-

tors, dentists, chiropractors, physician assistants,
(please turn to page 3)
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this month’s
idea

Best answer to most complaints:
‘What do you want to me to do?’
People problems are what cause every manager the most grief.

And some of the best people solutions come not from management
experts but simply from experience.
Such is the case with SALLY KENYON of three-physician, 10-

staff Suncook Family Health Center in Allenstown, NH. Kenyon has
been been a medical manager since 1986, and during all that time
she has found that the most difficult of people problems is dealing
with the staffer who comes in complaining about what somebody
else is doing, most often that the other person is not performing up
to par and is thereby making the job difficult for everybody else.
The manager might address the issue and solve it completely, she

says, but unless the complainer knows that, there’s going to be fur-
ther complaining of “but you never did anything about it.”

So over the years, her approach has come to be a matter of
putting the issue back in the first staffer’s lap and forcing that per-
son “to become a part of the solution.”
She starts by asking “what have you done to solve this?” and

“have you tried to help this employee?”
Then she shifts the staffer into solution mode with “what do you

want to happen? What do you want me to do?” And she gives a few
choices – “you can go discuss the issue directly with Staffer B or I
can tell B that you complained or I can talk with B and leave your
name out of it or I can even put B on probation.” But she adds to
that: “if you were the one having this problem, what would you want
to happen?”
She tells the staffer it’s not reasonable for her to act until she

knows what that staffer expects her to do.
Sometimes the complainer demands drastic action, even firing,

but most of the time, she says, the response is thoughtful, perhaps
that they talk together with the other person.
Then however the matter is handled, she makes sure the com-

plainer knows the situation has been put right. If she handles the
matter alone, she goes back to that staffer with “we talked last week
about X, and I want you to know that the issue has been handled (or
is in review or whatever).”
Her answer doesn’t go past that, and if there’s a request for

specifics, she again shifts the responsibility to the staffer with “if
someone complained about you, would you want me to tell that per-
son I chewed you out?”

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)
nurse practitioners, clinical nurse specialists, nurse
anesthetists, nurse midwives, clinical social workers,
clinical psychologists, registered dieticians, and nutri-
tion professionals. It also includes physical and occu-
pational therapists and speech-language pathologists.
• What is the bonus amount for 2008?
It’s the same as it was for last year – a maximum of

1.5% of the doctor’s total allowed charges.
The allowed charges are the amount that Medicare

actually pays out, and it includes the deductible and
the coinsurance.
• How will a doctor’s bonus be calculated?
The bonus can be as high as 1.5% of the doctor’s

total Medicare payments for the period.
But Medicare wants to pay according to how many

codes a doctor submits, so it has put a cap on each
person’s bonus using this calculation:

the number of quality claims
the doctor submits

X 3
X the national average payment

for the quality measures
That third number can’t be calculated until after

February 29 when the current reporting period ends.
It’s the amount paid for all the quality-coded claims
divided by the total number of those claims. Thus, if
Medicare pays out $100 million for quality-coded
claims, and if the number of those claims is 1 million,
the national average would be $100.
So suppose Dr. Smith has $500,000 allowed charges

for the period. The bonus could be as high as 1.5% of
that, or $7,500.
But Dr. Smith won’t necessarily get that full

amount. It depends on how many quality coded claims
the doctor sends in.
On the positive side, suppose there are 500 of them.

Assuming the national payment average is $100, the
cap calculation is

500 X 3 X 100 = $150,000
That’s higher than the $7,500, so Dr. Smith gets the

full bonus.
But on the negative side, suppose Dr. Smith submits

only 10 quality coded claims. The numbers go down:
10 X 3 X $100 = $3,000

The most Dr. Smith can get is $3,000.
• What exactly does the office have to code to be

eligible for a bonus?
The numbers to remember are 3 and 80%.
The 3 applies to the number of quality measures the

doctor has to code.
If fewer than three of the quality measures apply to

the doctor’s practice, the doctor has to report on each
one.
If more than three apply, at least three of them have

to be coded, though the doctor can – and for payment
sake should – code as many as possible.
The 80% is the coding accuracy the doctor has to

achieve.
If the doctor is coding three or fewer measures,

each one has to be coded correctly at least 80% of the
time. And there’s no exception. If two are coded 100%
correctly and the third only hits the 79% mark, there’s
no bonus to be had.
If the doctor is coding more than three measures,

there has to be an 80% accuracy rate on at least three
of them.
That’s why it’s a good idea to code all the measures

that apply. It increases the chance of hitting an 80%
score on at least three of them.
It’s also worth noting that when a doctor reports on

only one or two measures, Medicare will evaluate all
of the doctor’s claims to make sure no other measures
applied to the services. And if other measures could
have been coded but weren’t, the doctor won’t qualify
for a bonus.
• How will the bonus money be paid?
Medicare will calculate the amount by NPI, which

means it’s the individual doctor who earns the money.
However, the bonus gets paid to whoever holds the
TIN or Taxpayer Identifying Number.
In a solo practice, therefore, the check will be made

out to the doctor. But in a group practice, it will be
made out to the group, and the group will then dole
the money out to the doctors however it wants.

getting the claims counted

• Can a doctor submit quality codes for three
measures that are all in different clinical areas?
Yes. The measures don’t have to be in a single clini-

cal area.
• Do adjusted claims count toward the quality

reporting? For example, if the office appeals a
denied claim and later gets payment, is that claim
then part of the office’s quality count?
Yes, but only if the appeal is granted and the claim

paid during the reporting period. Last year, the service
period was July 1 to December 31; this year it’s
January 1 through December 31.
However, offices have an additional two months to

report their claims. For 2007, claims will be accepted
through February 29.
• If Dr. B is a locum tenens for Dr. A, will Dr. B’s

services count towards Dr. A’s quality reporting?
Yes. The locum tenens is substituting for or stand-

ing in the shoes of the other doctor and is billing
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under that doctor’s NPI, so it makes sense that any
quality codes the locum tenens submits will count
toward Dr. A’s bonus.
• What if the quality codes are included on the

claim sent to the primary payer but then stripped
off before the claim is forwarded to Medicare?
Too bad. For Medicare to include a claim in the

count, the quality codes have to be there.
Medicare reported recently that some clearinghous-

es were routinely stripping off the quality codes
before submitting the claims. Offices need to double
check with their clearinghouses that such is not hap-
pening, because without the codes, the claims don’t
get counted – no matter how diligent the office has
been.
• What if a claim is made under a group NPI?

Does the individual doctor get credit for the quality
coding?
When a group’s NPI is used on a claim, the doctor’s

individual NPI has to be placed on each line item.
Again, remember that Medicare will calculate the

bonus amounts by individual doctor, and it is using
the NPIs as the physician identifiers.
On the other hand, when a claim carries only the

doctor’s NPI, there’s no need to repeat it on the line
items.
• Does each quality code have to point to a diag-

nosis code?
Yes. Use the diagnosis pointer field. Otherwise, the

claim will be rejected.

getting to the 80% accuracy rate

• If a quality code carries a modifier that doesn’t
apply, does the doctor get credit for the reporting?
No. Medicare won’t make allowances for mistakes.

The quality codes have to be accurate and have to
carry valid modifiers. Otherwise, they don’t get count-
ed toward the bonus.
• Will a quality code count if it isn’t listed on a

line adjacent to the correct CPT code?
Yes. Medicare will match the quality codes to the

CPT codes. It doesn’t matter what line the CPT codes
are on.
• If Medicare is the secondary payer, should the

quality codes be included on the claim that goes to
the primary payer?
Not unless that payer says to do so. Just put the

quality codes on the Medicare claim.
• Once a claim has been submitted without qual-

ity codes, can the office go back and add the codes
to it?
No. It’s a one-shot deal. �

Take a second look
at the NPI applications;
some of them have errors
Take yet another look at the office’s NPIs and how

they are being used on the claims.
Right now, the old legacy numbers can still appear

in the primary provider fields, but they have to be
accompanied by the NPIs. The primary fields are the
billing, pay-to, and rendering physician fields.
The secondary provider fields can still carry lega-

cies without NPIs.
But come May 23, it’s NPIs and nothing else. Put

in a legacy identifier anywhere, and the claim will be
rejected.
While the NPIs are required for both commercial

payers as well as Medicare, it’s Medicare that is pro-
viding the most information on them, and it has both
good and bad news.
It says that more than 90% of its claims now carry

NPIs in the primary provider fields.
That’s good. What’s not good is that only a very

few claims are being submitted with NPIs only. And
until the office submits NIP-only claims, it won’t
know if its claims will get paid after May 23.
Try out NPI-only claims immediately, for commer-

cial and Medicare claims. Start with just a few and see
if they make if through. If they do, the office is safe;
if they get rejected, all is not lost. There’s still time to
get the numbers straightened out before May 23.
Be aware, though, that the straightening-out

process may take time. With Medicare, for example, it
may require changing the enrollment information. And
if things aren’t in order by May 23, the office will see
serious cash-flow problems, because all its claims will
be denied until the issue is resolved.
Test with a purpose.
The safest and most efficient approach is to send in

only a few claims with the NPI all by itself. If those
go through okay, start increasing the number of NPI-
onlies until the office no longer uses any of its old
payer-specific identifiers.
Don’t wait until May to switch to the NPI-only

claims. There could be mistakes, or payers may not
have the office’s NPIs correctly identified. And if
that’s the case, the claims won’t get paid.

the mistakes to watch for

In addition, double check the office’s NPI applica-
tions. Medicare reports finding these errors – all of
which will hold up the claims.
• Errors in the Employer Identification Number, or

EIN. An organization has to give its EIN or Taxpayer
Identification number (TIN) on the application. A sub-
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part of an organizations has to give the name and TIN
of its parent organization.
• Incomplete Identifiers. Make sure the legacy

identifier includes the suffix to the OSCAR/certifica-
tion number. Without the full number, Medicare can’t
match the doctor to the NPI.
• Invalid or incomplete data in the “Other Pro-

vider Identifiers” section. Some offices haven’t put
their Medicare legacy numbers in this section. Some
have given the legacy numbers but didn’t list
Medicare as the type of provider. And some have
given provider numbers that don’t belong the person
applying for the NPI.
• Too many legacy numbers. The application can

capture up to 20 “Other Provider Identification
Numbers.” That’s enough for most offices, but not all.
Offices that have more than 20 can only ask their
Medicare contractors what to do.
• Legacy numbers that don’t belong to the person

applying for the NPI. At “Other Provider Identifi-
cation Numbers,” be sure the OSCAR/ Certification
Number, Provider Identification Number (PIN),
Unique Physician Identification Number (UPIN), and
National Supplier Clearinghouse (NSC) number are
the ones linked to the NPI.
A doctor should include his or her own UPIN and

PIN, not the PIN of the group or clinic.
A group should include its own PIN, not the PINs

or UPINs of any of its providers.

who needs an NPI?

Any provider or organization that submits electron-
ic claims has to have an NPI.
But that doesn’t really leave anybody off the hook,

because NPIs are needed for other things as well, such
as identifying doctors in patient referrals, pharmacy
billings, and hospital and lab billings.
The NPI replaces all other provider identifiers,

both Medicare and commercial. It is a national identi-
fier that will stay with the doctor for life. �

February is a good time
to look at performance
as well as management
“People like to start fresh at the beginning of a

week, a month, or a year.” By contrast, a midweek,
midmonth, or even midyear change generally gets
only a lukewarm response and “half-hearted enthusi-
asm.”
Take advantage of the first few months of the year

two ways, says Orlando leadership management con-
sultant MONICA L. WOFFORD, who trains middle
managers in leadership skills.
One is to get staff restarted on the right track with a

review of their performance expectations.
The other is to get the manager’s own management

style on track with a review of how information is
being dispersed, how recognition is being given, and
whether the office door is open or just slightly ajar.

put the expectations in writing

Start with staff.
“Reannounce their performance expectations,”

Wofford says. At the beginning of a year people are
receptive to “the start- fresh principle.” They don’t
resent being reminded of what’s expected of them, and
they are open to making changes.
Put the expectations in writing so there’s no ques-

tion of what each person needs to do to succeed. And
be thorough. If the front desk staffer is to answer the
phone by the third ring, write down what that staffer is
supposed to do when the phone is ringing and a
patient is standing at the desk asking questions.
She notes, however, that this is a time to restate and

refine, not increase the expectations. To do so is “a
morale killer.” When employees know they’re going
to get more work dumped on them at the beginning of
every year, they have no hesitation to use their
Christmas vacation time looking for other jobs.
Be realistic. For someone who is performing well

under a heavy workload, the expectations can even be
lowered a bit.

pass the information along

For the manager, the January concern needs to be
management style, Wofford says.
Start with a hard look at the completeness of the

communication that’s sent to staff. In most offices,
communication is little more than sketchy, and what
crops up is the rumor mill that extends well into the
world outside the office.
Staff see a major payer contract lost or a closed-

door physicians’ meeting and start speculating on

by john chase

I long for the old Y2K days.
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what’s going on, and soon the word is out that the
office is in trouble.
Some offices try to prevent that with a policy that

employees aren’t allowed to talk about office busi-
ness. But the fact is that people always talk, and the
no-talk policy only encourages them to talk more
because it gives the impression there’s something to
talk about.
Make a resolve not just to communicate but to over-

communicate when changes occur, particularly nega-
tive ones. Step into the employees’ shoes “and think
about the questions they could have and proactively
address them.”
If revenues are down, they’re going to wonder why

and if the trend will continue and “will I still have my
job?” Leave them to guess and they will fill in the
blanks with the most dismal explanations possible.
By contrast, there’s little repercussion to “our rev-

enues are down, and the reason is that we are no
longer participating in XYZ plan. I want you to know
that no one’s job will be affected.”
When the outlook is not so good or when it’s inap-

propriate to give out full information, at least go so far
as “I can’t give you all the details, but based on what
we know now, your jobs will not be affected.”
And when the news is truly bad, be truthful: “We

might be faced with layoffs. But I will keep you
informed. And if you hear things that worry you,
come to me with questions.”

make the reward fit the staffer

Another aspect of management style worth a first-
of-the-year-look is how the manager doles out praise
and recognition.
Few managers realize that “the vast majority of

people are not motivated by money.” Better is to
match the recognition to preferences of the individuals
who get it.
People are different, Wofford says. What’s thrilling

to Staffer A can be uninspiring and even embarrassing
for Staffer B.
That’s because there are two personality types – the

tangible and the intangible. The tangibles like tro-
phies, parties, and public recognition. The intangibles
“can be mortified” with accolades. They prefer private
and personal recognition such as a dinner certificate.
As to which employees are which, look at the work

stations.
Somebody who has blue ribbons and buttons and

attendance certificates displayed likes the public
recognition.
Somebody who doesn’t display personal things

wants privacy. Ask that person “did you keep that cer-
tificate you received for X?” and the answer will be
“oh no. I didn’t see any reason to keep it.”
Another way to find out who’s who is to say “tell

me about a recognition that meant a lot to you.”
Someone who cites a public acknowledgement has

a tangible personality; the intangible person will
answer along the lines of “my boss said she appreciat-
ed my help with a project, and that meant a lot to me.”

an open door, an open office

The last area to look at is the open-door policy.
If it’s going to work, it has to be complete, Wofford

says. “It’s one thing to leave the door open, but it’s
quite another to be approachable.”
Many managers tell staff to feel free to walk into

their offices any time only to give both verbal and
nonverbal brush-off cues when staff do so.
A true open door means that when a staffer walks

in, the manager stops working, faces the staffer, clasps
the hands, and says “how can I help you?” And if the
matter is serious, tell the receptionist to hold all but
the emergency calls.
To a staffer, that’s inspiring. It says the boss’s full

attention is on the matter at hand and that the staffer’s
concerns are being taken seriously.
And surprisingly, it will end a lot of the useless

interruptions, because people soon learn that the man-
ager expects every interruption to be a serious one. �

Employment law caution:
watch the wording
in the vacation policy
Any office can run into trouble with vacation and

time off allowances.
And the trouble can only be the office’s own fault,

because as far as federal law goes, employers are not
required to give vacation time or pay for holidays.
On the human resources side, however, paid time

off is a necessity, says JOHN McNAMARA of
McNamara and Associates, an organization and man-
agement consulting office in Jackson, NJ.
The standard is two weeks during the first five

years and three weeks after that. But every employer
can grant as little or as much as it wants and put in
whatever restrictions it wants.
The caution, however, is to set it all out in a policy

and follow that policy to the letter.
Here are some elements to cover closely.

how to ask for time off

Just as there are no restrictions on granting vaca-
tion, so there are none on setting requirements for
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vacation requests. The office can put in whatever
terms it wants.
Some companies require as much as a month’s

notice. Others go so far as to say requests have to be
in by the end of January.
It’s also possible to set time frames for when vaca-

tions can and can’t be taken. For example, if the office
is traditionally busy during September, it can say that
nobody can take vacation time then. Or it can set out
specific times when vacations can be taken.
But whatever the requirements are, McNamara says,

apply them consistently. “Live and die by the policy.”
If it calls for two weeks’ notice, enforce it, even if it
means an employee is inconvenienced for not making
a request on time.
He points out that senior people in an organization

often ignore the time-off rules and do as they please,
reasoning that because they are principles or doctors
they can create their own policies.
Don’t let a rebel physician relax the rules for his or

her reports. If somebody else who has to follow the
rules complains, the office is open to a challenge of
unfair employment practices.
And if the complainer is in a protected category,

here comes the discrimination claim.

accruing vacation time

The office can also allow people to carry over as
much or as little vacation time from year to year as it
wants. McNamara’s advice, however, is not to allow
carryover at all. Have either a use-it-or-lose-it policy
or make some provision to pay for unused time at the
end of each year.
The problem with carryover is that the unused time

can become a management monster. A longtime
employee holding eight weeks’ accrued vacation can
demand – and get – the full two months off during a
single year.

paying for unused vacation

What about paying for unused vacation time?
Again, there’s no requirement to do so, but watch

the policy. If it says people get paid for it, the office
has to pay up, even if someone resigns or is fired.
Many employers make arbitrary decisions when

people leave, maybe not paying it to a staffer who
quits without notice or is fired. But if the policy says
the vacation pay is due, the office has to pay it. It
makes no difference if or why the employee leaves.

watch the eligibility times too

Another element that warrants attention is when
staff become entitled to vacation.
It’s not uncommon for a policy to say that people

become entitled to a certain number of days at the
start of each year.
Yet with that statement, an employee can work one

day of a new year, resign, and be entitled to all the
vacation. And if the policy says the office pays for
unused vacation time, it has to pay that person for it.
Tthe outcome is that office gets nothing out of the
employee but the employee “gets a lot out of the
office.”
Safer is to say that employees are entitled to the

vacation time after a certain number of months or
after the first quarter. That won’t solve the problem
entirely, but it will prevent someone’s cashing out
with a day-one resignation.
Add a similar provision for new employees. Say

that they are entitled to vacation “upon completion of
the first year of work.” With that wording, somebody
who begins in, say, February can’t quit the next
January and claim to be entitled to the next year’s
vacation pay, because that person hasn’t yet completed
a year of work.

holidays for a diverse workforce

A growing issue as the workforce diversifies are
requests for religious and cultural holidays.
The office has to be 100% fair with what it grants,

McNamara says. To do otherwise is to risk a claim of
discrimination.
Don’t get lenient at Christmas and let people take

time off without the required notice and then stick to
the notice requirements when someone wants to
observe a religious holiday at some other time. The
office “can absolutely run into a problem with that,”
because it’s not fair.
One way to avoid the issue is to have a paid time

off policy instead of naming individual holidays. That
way, anybody who wants to observe a religious holi-
day has to go through the same hoops to get the time
off.

what to put in a vacation policy

To keep the office safe from paying out too much,
being inconvenienced, and getting sued, McNamara
recommends including these points in the vacation
policy.
• Say that the vacation time is given “for each year

of completed service.”
• Say that time-off requests have to be approved

and tell how many days ahead of time requests have to
be made.
• Say that vacation time must be taken within the

year that it’s accrued.
• Say that unused time cannot be carried over from

one year to the next.
• If the office wants people to take time off – and
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many employers do – set up a use-it-or-lose it policy
and say that the office will not pay for unused time.
• If the office doesn’t care whether people take the

time or not, say that it will pay for unused accrued
time.
Also, he says, explain the vacation and holiday

policies at the job interview and again during the ori-
entation.
Time off is a serious issue for employees. Getting

hit with an unexpected policy can make an employee
feel misled, and the employee relationship starts out
on a negative note. �

CPT gives a strong hint
about using Category IIs!

BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
Our last two columns have covered the 2008 CPT

updates for the E/M, anesthesia, and surgery codes.
Here now are the remainder of the updates covering

radiology, pathology and laboratory, medicine, and the
Category II and Category III codes.

category II codes

Even though the Category II codes are located
toward the back of the CPT book, it’s important to
start with them, because they fall much in line with
Medicare’s quality measures.
What these codes do is collect quality data – things

such as taking a history of new or changing moles
(1050F) or documenting that a patient’s hydration sta-
tus is normal (2030F) or recommending osteoporosis
testing after a patient suffers a fracture (5015F).
Coding those items eliminates the need to go back

and review the chart to see if they have been done.
The codes are optional. But with Medicare saying

bluntly that quality measures will very soon determine
its payments, and with some commercial payers
already following suit, it’s wise to start using them.
They will get the office in line for whatever require-
ments come out of Medicare’s current quality coding.
The section has 102 new codes, which is the great-

est amount of expansion seen in any area.
The easiest way to determine which ones apply to

the office is to look at Appendix H in the back of the
CPT book. There, they are arranged by clinical condi-
tion such as COPD, diabetes, and perioperative care.
Note too that there is a new modifier that applies

only to the Category II codes. It is modifier 8P. Medi-
care’s quality coding also uses that modifier. It says
the service was considered but not done.

radiology

In radiology, the changes start with 24 revisions to
show that computed tomographic scans include non-
contrast imaging. For example, code 73206 now says
“computed tomographic angiography, upper extremity,
with contrast material, including noncontrast images.”

Diagnostic imaging. As for new codes, there are
eight of them, all applying to cardiac magnetic reso-
nance, or CMR imaging (75557-75564).
They reflect the new technology that has been

developed since the CMR codes were introduced in
1993. Today, instead of showing only the anatomy of
the heart, the imaging can evaluate heart function by
showing both static and moving images. It can also
show the flow and velocity of the blood.
The new codes indicate imaging with and without

contrast and with and without stress imaging.

pathology and laboratory

In this section are 11 new codes.
Panels. Here the only newcomer is 80047 for a

basic metabolic panel that includes ionized calcium.
Chemistry. And here are three new codes.
First is 82610 for cystatic C, which is used to

assess renal function and kidney response in kidney
disease patients.
Second is 83993 for fecal calprotectin, which

detects inflammation throughout the intestinal tract
and thereby helps evaluate treatment for inflammatory
bowel disease.
And third is 84704 for free beta chain chorionic

gonadotropin, or hCG, a test done in the first trimester
of pregnancy to detect Down Syndrome (also known
as trisomy 21) and Edwards Syndrome (also called tri-
somy 81). The latter is a neural tube defect that is usu-
ally fatal either before or shortly after birth.

Immunology. For immunology, new are 86356 for
mononuclear cell antigen testing that is quantitative
and 86486 for unlisted antigens in skin tests.

Microbiology. Here newcomer 87500 covers test-
ing for vancomycin-resistant enterococcus, which can
be present in wound infections, urinary tract infec-
tions, meningitis, and other diseases.
And newcomer 87809 covers direct optical obser-

ICD-9-CM and CPT
coding update
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vation to detect conjunctivitis, or pink eye. Because
there’s no wait for the test results, treatment can being
immediately, a great benefit with pink eye because the
disease is extremely contagious.

Surgical pathology. Code 88380 has been revised
and code 88381 added. Both cover microdissection of
a surgical sample, and with the revisions, the first now
shows laser microdissection and the other shows man-
ual microdissection.

Reproductive medicine. Codes 89320 and 89321
have been revised to show basic semen analysis and
analysis for sperm presence and motility. And along
with those, code 89322 has been added to show the
analysis plus a meticulous microscopic exam.
The other new code here is 89331, which is for

sperm evaluation in retrograde ejaculations.

medicine

Modifier 51. The medicine section has 119 revi-
sions, most of which are for modifier 51 exemptions.
Modifier 51 indicates multiple procedures, and this
year, CPT has named a number of codes that can no
longer use it. Instead, many of those codes have
become add-ons.
What that does is ensure that each procedure gets

coded separately, thus producing more precise coding.
Immune globulins. The new codes start with

90284, which covers the immune globulin product for
subcutaneous infusions. Immune globulins are solu-
tions obtained from human blood plasma. They con-
tain antibodies against infections such as chickenpox,
hepatitis B, tetanus, and rabies and so are used to pro-
vide temporary protection against those diseases.

Vaccines, toxoids. There are three new vaccine
codes (90661-99663) for new influenza vaccines. In
the code book, they are marked with a lightning bolt,
which means they are awaiting FDA approval.
The first is a vaccine free of both preservatives and

antibiotics, the second is preservative-free but has
enhanced antigen content, and the third is a pandemic
vaccine, which means it can protect against a number
of viruses.

Hydration therapy. In this area are four new codes
(90769-90771 and 90776), but there’s no need to
worry about them, because they don’t apply to doc-
tors. Only facilities such as hospitals and outpatient
centers can use them.

Noninvasive vascular studies. In this area is just
the one new code 93982, which covers an implanted
wireless pressure sensor, or IWPS. That type of sensor
is implanted in an aneurysmal sac, and its purpose is
to monitor the pressure after an aneurysm and
endovascular repair.
The actual placement of the sensor is coded at

34806, which is new in the surgery section. This new

code is for the monitoring only, and that’s usually
done at six-month intervals. It includes analysis, inter-
pretation, and a report.

Neurology. In neurology are three new codes
(95980-95982) for the electronic analysis of implanted
neurostimulator pulse generators. The generators are
often used with patients who have gastroparesis, a
condition where the stomach does not move nutrients
along. The implant stimulates the motion.
The first code is for the programming and analysis

of the generator during the surgery, and the others are
for subsequent analyses with and without reprogram-
ming.

Central nervous system. For central nervous sys-
tem testing, codes 96101 and 96118 have been revised
to show that a physician or psychologist is administer-
ing the test.
The one new code here is 96125 for standardized

cognitive tests. Those are often done after stroke or
head trauma to assess damage to the cognitive func-
tion.

Nonphysician services. There are four new codes
here (98966-98969), and they are for telephone and
online assessments done by nonphysicians. Those
same services done by physicians are covered in the
E/M codes.
The requirements here are strict. The service must

be requested by the patient and not by another
provider, the patient must be established, and there
cannot be related care scheduled for within the next
24 hours or at the next available appointment. Neither
can the call be related to any service provided within
the past seven days.
The first three codes are for telephone assessments,

and they show the amount of time spent – five to 10
minutes, up to 20 minutes, and up to 30 minutes. The
fourth code is for on-line assessments and manage-
ment.
Each code includes the communication with the

patient plus prescription ordering and management.
Other services. There is one new code here, and it

is a converted Category III code. It is 99174, and it
covers ocular photoscreening for a wide variety of
ocular disorders, including cataracts and myopia.

Medication therapy. Finally there is a new section
with three codes for medication therapy management
(99605-99607). But again, these are not for doctors.
They are used instead by pharmacists, and the service
is done at the patient’s request.

category III codes

The Category II updates are covered at the begin-
ning of this column. Those codes are optional.
The Category III codes, however, are not optional.

They were introduced in 2002, and they cover emerg-



page 10 medical office manager / february 2008

ing technologies and procedures. Many of the proce-
dures are awaiting FDA approval.
Category III is a sort of coding limbo where the

codes remain until they become full-fledged CPT
codes. That can happen, for example, when a proce-
dure gets FDA approval or is used enough to warrant
there being a CPT code for it.
Procedures stay in Category III for a maximum of

five years, and if they haven’t been granted CPT sta-
tus by then, they are usually dropped. This year there
are 13 new codes and 11 deleted ones. Most of the
deleted codes have been moved to full CPT Category I
status.

plus two new modifiers

Finally, there are two new modifiers.
The first is modifier 8P.
It can be used only with the Category II codes. It’s

just like modifier 8P that is currently being used for
quality coding – it says that the performance measure
was not done for an unspecified reason. But it is used
with the Category II codes instead of with the quality
codes.
The other is modifier 92.
It is for alternative lab platform testing, and it

applies only to HIV tests (86701-86703).
It shows that the test is done with an instrument

that can be carried to the patient and that includes a
single-use, disposable analytical chamber.
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. �

Five easy ways
to create an office where
staff are miserable
Managing a medical practice is different from man-

aging most other businesses. The difference is that in
a medical practice, staff report to the manager but
work for and with the physicians.
Yet the doctors have little or no training in leader-

ship and human relations. What’s more, many times
the position of manager comes from internal promo-
tions, says QUINT STUDER of the Studer Group, a
Gulf Breeze, FL, health care consulting and coaching
company that focuses on patient and employee satis-
faction.
He cites five areas of management failure that come

as a result of that setup and that offices need to be

wary of. Three of them are errors managers make; the
other two rest with the doctors.

‘if it were up to me . . . ‘

For managers, a major and also all too common
failure is not taking ownership of bad news, Studer
says.
Everybody likes to pass out good news, but when

the news is not so good, many a manager passes the
buck to the doctors.
When the annual bonuses are good, for example,

the manager enjoys giving out those checks. But sup-
pose this year the revenues are down and so are the
bonuses. Staff are furious, and they bring their con-
cern to the manager. They say they’ve worked hard
and it’s not fair to cut back on the bonus.
A typical and also wimpy response is “well, if it

were up to me, you would have received more. But it
was the doctors’ decision. They’re the ones you need
to talk to.”
By deflecting the blame, the manager has just told

staff “I don’t support the doctors,” and that does two
unfortunate things.
One, it makes staff suspicious of and dissatisfied

with the doctors.
And two, it makes the manager look powerless,

spineless, and unwilling to accept responsibility.
Support the practice and be a part of the authority,

he says. Respond instead with “Every year we look at
our revenues and performance, and this year that was
the decision we came up with. I support this decision.
I am sorry you’re disappointed, but we made the best
decision.”
To staff, that answer puts the manager on a level

with the doctors. It forces them to respect the manag-
er’s judgment.
And besides that, he says, passing along bad news

is part of the manager’s job.

‘let me ask the boss’

The other failure that undermines a manager’s
strength is passing the buck.
If a staffer asks for new equipment or time off and

it’s not clear whether the doctors will approve it, the
weakest possible answer is “let me ask the doctors.”
What that really says is “I have to ask the boss,”

and that robs the manager of respect and weakens the
authority. It tells staff that their manager “has resigned
as a leader and is now only the communication liai-
son.” Staff are better off going to the doctors instead
of to the manager.
The same is true when the manager doesn’t know

the answer to a question.
Never respond with “Gee, I don’t know. Let me run

this by the doctors.” That’s an admission that the doc-
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tors have all the information and the manager has
none.
Say instead, “let me see what I can do” or “let me

do some research and get back with you on that.” But
don’t say that the research is actually a matter of ask-
ing the doctors. Yes, the doctors have the information.
But staff don’t need to know that.

inherent, relentless negativity

The third area of manager mismanagement comes
from what Studer terms “relentless negativity.”
It’s not uncommon to find it in medical offices, he

says, because physicians – just like attorneys and
accountants – have to be on the lookout for what’s
wrong in both their work and the work of other pro-
fessionals. “They are experts in identifying problems.”
But the downside is that the negativity tends to

expand to the point that the doctors don’t hesitate to
cite shortcomings in everybody’s performance. The
attitude rubs off on the manager, and soon staff are
wincing every time they see the manager coming,
because they expect criticism.
It’s the manager’s job to “harvest the positive.”

Pass out compliments, Studer says. Psychologically,
“it takes three compliments for every criticism to
make someone feel better.”
Also be aware that the number one reason people

quit their jobs “is because their bosses don’t care
about them.”
His advice is to make a habit of talking with staff

and asking how they are doing and saying “tell me
what’s going well today” and mentioning positive
things they have done.
Even ask “are there any of your co-workers I should

compliment today?” And if so, ask why.

‘don’t tell her I said this, but . . . ’

On the physician side, the first management error is
not taking responsibility for criticism of a staffer’s
performance.
Physicians avoid office conflict like the plague,

Studer says
Consequently, when a staffer’s performance is inad-

equate, they ask the manager to address the problem.
And making the situation worse, they usually want to
stay out of the fray and so request anonymity with
“please don’t tell Staffer A I said anything to you
about this!”
His advice is to doctors is to own up to it. The

employee knows it’s the doctor who isn’t pleased with
the performance and now wonders why that doctor
isn’t addressing the problem in person and “doesn’t
Dr. A like me?”
A far better outcome will result if the physician

addresses the issue personally, he says. Ask the man-

ager for advice on what to say or for assistance in say-
ing it, but accept responsibility for handling the issue.

an unintentional cold shoulder

Finally, Studer says, doctors need to realize that bad
feelings often come from the fact that in a larger prac-
tice, staff-physician relationships can be quite limited.
Staff often think a lot of the physicians they work

for but don’t know much about the others in the prac-
tice. Often they evey get the cold shoulder from those
others, however unintentional, because the doctors
don’t know them personally and so don’t acknowledge
them personally.
Sometimes it’s simply because the staffer is work-

ing and the doctor thinks “Staffer A looks busy so I
won’t interrupt to say hello right now.” The behavior
isn’t wrong, he says, but it appears wrong.
The only way to change that situation is to be hon-

est about the fault. Tell staff “if I don’t say hello to
you sometimes, it’s not because I’m ignoring you but
because I don’t want to interrupt you.”
Otherwise, staff see it as arrogance. The doctor is

too good to speak them. �

Drug use and alcoholism:
the legal steps to take,
the ADA points to watch

MOM’s readers have posed three questions related
to drug and alcohol use in patients. Both are answered
here by attorney LOUIS LEICHTER of Austin, TX.
Leichter’s firm specializes in representing licensed
professionals, particularly those with addiction issues,
before licensing boards and agencies.

prescriptions for sale

The first question regards a situation a New York
office encountered. A patient had been prescribed pain
medication, and the doctor suspected the man was not
taking the medication but was selling it. The doctor
tested the patient and found no trace of the drug.
The office dismissed the patient but wanted to

know if it should notify the police.
Leichter’s response is no. Besides the fact that it’s

questionable whether the doctor is even obligated to
do so, it could be argued that the notification is a vio-
lation of HIPAA privacy.
However, he says, “clearly, the doctor should dis-

charge the patient” for failure to follow medical
advice. Document that in the record along with the



reason for the dismissal. Document too any conversa-
tion the doctor has with the patient on the subject.
Also report the matter to patient’s pharmacy so it

can alert other physicians who may be being duped by
the same ploy.
And beyond that, take a look at the record to see if

the prescriptions were clinically indicated and if the
documentation supports that. The risk there is that the
doctor has been fooled and the patient didn’t really
have the pain. If that’s the case, and if it’s a long-
standing patient, “odds are the doctor has been fooled
for some time,” he says, and that in itself could cause
problems.
He cites a worst-case scenario where a physician

was convicted of Medicare fraud for refilling prescrip-
tions that were not medically indicated. The patients
were selling the drugs.
If medical necessity is in question, he says, there’s

little the doctor can do except call an attorney – and
hope for the best.

patients and recreational drugs

The second question is what to do when a patient is
found to be using illegal drugs, perhaps cocaine.
The main consideration is patient care, Leichter

says. So whether the drug use is recreational or habit-
ual, the doctor should counsel that patient about the
health risks involved, recommend whatever counsel-
ing or treatment is appropriate, or refer the patient to
another professional who can help.
“But there’s no reason to stop treating the patient

because of the drug use.” Like any other patient, the

drug user needs and has a right to receive medical
care.

the limits of the ADA

The third question is how the Americans with
Disabilities Act applies to employees who abuse drugs
or alcohol. While most managers are aware that the
ADA provides protection to those employees, it’s dif-
ficult to pinpoint where the protection starts and ends.
“The ADA is shadowy and difficult,” Leichter says.

It applies quite clearly in some situations. For exam-
ple, suppose there’s widespread publicity about a
physician who is arrested for drunk driving and found
to be an alcoholic. The physician gets treatment and
several years later applies for hospital privileges and
is turned down because of the earlier alcohol abuse.
The doctor can rightly claim ADA protection.
In most situations, however, the picture is many

faceted.
If the office finds someone is abusing drugs or

alcohol, it can suspend that person and say “get treat-
ment immediately or you are fired.” And if the
employee does get treatment, the ADA applies.
Or suppose the employee tells the office he or she

is getting treatment for alcohol or is drug abuse. The
ADA applies again. That employee’s job is safe,
“because it’s a legally protected reason.”
But there’s a limit, he says. All anybody gets “is

one chance, one bite at the apple.” If that employee
returns and falls into further abuse, the office is free to
fire.
Neither does ADA protection extend “to any behav-

ior that’s the result of the addiction.” If the employee
steals drugs or money or prescription pads, the office
can fire. Addiction is no excuse.
Another limiting point: when someone comes back

to work after getting treatment, the office can – and
should – require the employee to participate in a mon-
itoring or screening program. “And the office can
require that person to pay for it.”
“Any prudent employer” should do that, he says.

because “once an employer has knowledge, it is
liable.” If that employee later returns to alcohol or
drug abuse and harms a patient or another employee
as a result, the office can be deemed responsible.
As to how long the screening should continue, his

advice is to ask the treatment center or treating physi-
cian for a recommendation, though in most cases the
necessary length of time “is two to five years.”

Leichter adds that for the ADA protection to take
effect, the person has to be in a treatment program.
“And AA is not treatment.” Treatment means a pro-

gram that has a medical director and provides a treat-
ment plan. While most programs recommend AA, he
says, “AA is recovery.” By contrast, detoxification “is
a medical issue.” �
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