
Before raising staff salaries, look at the financial
benefits of bonuses. They are far more cost effective
than base pay increases.

The reason is that “a base salary increase is forev-
er,” says BRAD HILL, principal of Tandehill Human
Capital, a compensation consulting firm in Chicago.
It’s the gift that keeps on giving.

It rewards the employee’s performance during the
previous year and continues that reward from there on
out. The office is locked into it regardless of the
staffer’s future performance.

A bonus, on the other hand, is a one-time reward for
good performance, so if the good performance doesn’t
get repeated the next year, the bonus doesn’t either.

Thus, giving bonuses instead of raises can not only
save the office money but also serve as a constant per-
formance incentive.

pay for the past, not the future

A raise increase is appropriate any time the manag-
er is confident that “as a result of the experience and
growth and learning over the past year,” the staffer
will contribute more in the future.

He gives the example of an employee who gets cer-
tification in some area and increases the scope of per-
formance. There a salary increase is appropriate. It’s a
long-lasting accomplishment, and it warrants a long-
lasting reward.

Not so, however, when there’s no long-term benefit
in sight. Suppose a staffer completes a one-time pro-
ject that improves the collections on a certain number
of bills. It’s a one-time accomplishment. There’s no
assurance the good collections will be repeated next
year; collections may even decrease.

Don’t lock the practice into a forever raise because
of a single good year or a single successful perfor-
mance.

the fiscally irresponsible raise

Giving any type of routine raise is “fiscally irre-
sponsible,” Hill says, because the office is financing

its raises “by not recognizing the high performers the
way it should.”

The goal should be to pay more for good perfor-
mance, and following that theory, “there isn’t room
for even a cost of living increase.”

Pay bonuses instead.
As to how much they should be, his recommenda-

tion is to make them no less than one month’s pay.
“That’s about the lowest level that really captures an
employee’s attention.”

bonuses are cheaper by far

The rule to remember is that “in the long term,
bonuses are dirt cheap, and pay increases are very
expensive,” Hill says. Over a period of 10 years,
every one-dollar base pay increase is as expensive

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

A monthly lottery keeps staff
aware of the office’s productivity

Most staff aren’t aware of the office’s financial picture and the
things that influence it, says THADDEUS OWEN, practice admin-
istrator of two-physician Okemos Allergy Center in Okemos, MI.

But Owen wanted his 17 staffers “to see the economics of the
practice” and understand how individual elements such as no-shows
and the number of new patients affect the bottom line. He wanted
them to see the big picture, not just their individual jobs.

Reading off monthly statistics would be a bore, he says. So to
make the information interesting, he set up a sort of lottery that puts
everybody’s attention on productivity and also serves to build moti-
vation. The winner gets a coupon for two hours off.

At the first staff meeting of the month, Owen brings in the previ-
ous month’s report covering things such as the numbers of allergy
injections, new patients, consults, infections, pulmonary function
tests, and no-shows. He chooses three or four of those items and
asks staff to guess what the numbers were.

Staff write down their answers, “and it works like The Price Is
Right,” he says. The person who is closest without going over wins.

If somebody guesses the exact number, the prize is a double
coupon. And if there’s a tie, he holds a run-off where the co-winners
guess the numbers for another element.

It’s an actual paper coupon, and the winner has to redeem it by
the end of the month. The time off has to be cleared through the
supervisor, so it doesn’t interfere with the work. Most staff, he says,
use it to come in late or leave early.

The lottery “makes the meeting more interesting” and also gener-
ates discussions. If no shows are high, for example, staff talk about
ways to reduce them. Or if the number of injections is down, they
talk about the why of it and what can change the situation.

Seeing the figures forces staff to pay attention to what’s going on.
“They can sense how busy the office is.” They see how one factor
can shift the entire financial picture, and they are aware when that
picture is not so bright.

Along with that, they appreciate the financial pressures the office
faces in overhead costs and have come to understand how productiv-
ity affects the bottom line and influences their salaries.

There’s a morale factor as well. Presenting the numbers in the
form of a lottery, Owen says, is far more positive than starting off
the meeting with “let’s figure out what went wrong last month.”

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)
as a five-dollar dollar bonus. What’s more, because a
bonus is determined by what the office can afford, the
money has already been paid for by the profits real-
ized that year.

The numbers can be surprising.
Suppose a staffer makes $30,000 and gets a 3.5%

raise every year but no bonus. What the doctors pay
out in salary over the next 10 years look like this:

year 1 $30,000
year 2 $31,050
year 3 $32,137
year 4 $33,262
year 5 $34,426
year 6 $35,631
year 7 $36,878
year 8 $38,168
year 9 $39,504
year 10 $40,887

During those 10 years, they have paid the staffer a
total of $351,943.

But look at what happens if the office gives only a
2% raise every year and adds to that a bonus of 7.1%
of the new base salary. At first glance, it seems it
would be paying out a lot more money. The numbers
say otherwise.

Suppose the staffer’s salary for the first year is
$30,000. The raise for the second year is 2% of that,
or $600, raising the base salary to $30,600. The bonus
is 7.1% of the $30,600, or $2,173. So in the second
year, the staffer’s pay totals $32,773.

The staffer winds up making essentially the same
amount, but two benefits appear. First, the base salary
stays low. And second, the office is not obligated to
give the bonus, so if the performance doesn’t warrant
it, the pay increases only slightly.

2% base 7.1% total
raise salary bonus pay

year 1 – $30,000 $2,130 $32,130
year 2 $600 $30,600 $2,173 $32,773
year 3 $612 $31,212 $2,216 $33,428
year 4 $624 $31,836 $2,260 $34,097
year 5 $637 $32,473 $2,306 $34,779
year 6 $649 $33,122 $2,352 $35,474
year 7 $662 $33,785 $2,399 $36,184
year 8 $676 $34,461 $2,447 $36,907
year 9 $689 $35,150 $2,496 $37,645
year 10 $703 $35,853 $2,546 $38,398

During those 10 years, the employee gets paid a
total of $351,815

That’s comparable to what the office would have
otherwise paid out. So if someone complains that

everybody at the office down the street got twice the
raise, the manager’s answer can be “yes, but you get
paid as much as they do.”

the appraisal sets the amount

It’s not difficult to change over to a raise-plus-
bonus pay increase system, Hill says. Most employee
appraisal forms already have the categories needed to
make the payment decisions.

To determine the raise, use the score in the section
covering competencies. Improvements there are what
indicate an employee’s long-term growth and benefit
to the practice. If the staffer has taken on new activi-
ties and responsibilities, that counts toward a salary
increase, because that person “is contributing more in
the long term.”

To determine the bonus, use the score for perfor-
mance expectations. That’s a fair basis to use, because
it reflects the staffer’s immediate performance, and
the score will vary from year to year.

He adds that raises and bonuses can be calculated
and paid out at different times during the year. Most
businesses give the raises with the performance evalu-
ations and then pay out the bonuses in February or
March after the financials for the year are completed.

three other salary issues

Hill points to three more salary issues that affect
performance.

• The holiday bonus. Does it have any value?
No, he says. If the doctors want to be paternalistic

and kind to the staff and not recognize individual con-
tributions, a holiday bonus hits the spot.

But if the goal is to reward performance, don’t
expect much return on the investment. With an across-
the-board reward, “people aren’t going to do anything
differently.”

His advice is to eliminate the Christmas bonus and
“save the big bang for the performance bonus.”

• The employee of the month. Is it a good staff
motivator?

Again, the answer is no.
In fact, that type of reward often does more harm

than good, “because any time an organization singles
out one person for a reward, it makes three other peo-
ple angry.”

It can also be unfair. When one person gets recog-
nized and one or two other staffers are close runners-
up but don’t get the recognition, there’s a sense of
unfairness.

And on top of that, it’s easy for a manager to
choose the wrong person for the reward, and that
offends everybody else.

The monthly rewards that work best are the ones
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where the employees determine who the winner is, he
says, though those have a tendency to turn into popu-
larity contests.

Better is to “throw out a challenge and reward
everybody who meets it.” Set levels of productivity
or quality that have to be achieved. Then everybody
knows the standards, and everyone has a chance to
earn the reward.

And to get the best results from the challenge, let
the employees get involved in determining what it will
be.

• Sharing salary information. Should the manager
give individual pay or bonus information to staff?

A third no. It’s not inappropriate to give a range,
perhaps that the average pay increase is 4% “and you
got 2%.” But beyond that, if an employee asks about
salaries, the correct answer is “that’s confidential.”

People get upset about salaries, because they don’t
know all the circumstances that go into determining
them. They might rightfully question why Staffer A,
who is never willing to help the other staff, gets a bet-
ter raise than Staffer B, not realizing that A has some
skill that’s difficult to find in the job market.

“There are times when an employer has to do things
to help the business that may not be internally equi-
table,” he says. That’s a management decision and not
something employees should know about. �

The marketing elements
and the patient pleasers
to include in the web site

A website remains the best value for a medical
office’s marketing dollar. And there are ways to get
full value from that dollar.

Here TAMMY FINCH of Web Tech Services, an
East Peoria, IL, web design company for medical
offices, outlines some points to be aware of.

What’s the advantage of a website?
The most obvious advantage is that it expands the

office’s presence. That’s especially beneficial to a
small office because it gives that office equal presence
with larger practices.

Beyond that, “it makes patients more comfortable
about the office and its services,” because it carries
personal information about the physicians and staff.
Seeing the office on a personal level gives patients “a
sense of trust.”

Isn’t a Yellow Pages listing enough?
No. Many people “don’t even know where the

phone book is anymore,” Finch says. The Internet has

all but replaced it, and medical information is one of
the main topics people search.

Time counts too. People do most of their searching
at night, not during office hours. They get information
about a particular topic and then start looking for
physicians in their areas who provide that service, and
the physicians they find on the Internet are the ones
they call the next day.

Also, a website carries far more information than a
Yellow Pages ad can, and unlike a directory listing, it
can be kept updated. “There’s no need to wait a whole
year” to make a change.

At the very least, an office needs to put up a page or
two so patients know the doctor is out there and can
find the office.

What information should the site give about the
doctors?

It should give the doctors’ pictures, biographies,
and credentials, but not much more.

Some doctors go overboard and put in their entire
CVs, Finch says, but nobody wants to wade through
that.

Also leave out all but the most basic personal infor-
mation about the physicians. People “see a physician
in a professional manner.” They don’t expect to find
day-to-day information such as where the children go
to school.

What about staff pictures?
While few sites carry them, staff pictures “are

always good.” It’s comforting for patients “to come in
and see a familiar face,” especially at the first visit.
Staff pictures “also show a team atmosphere.”

Include everybody from the receptionist on up, even
if the office has high turnover. “It doesn’t take long to
update them” when people leave.

The style of the pictures depends on the image the
office wants to convey. Formal portraits give a digni-
fied look whereas candid shots show the office as
more personal and approachable.

Of the two, she recommends the candid pictures.
Showing people “in their own elements” doing their
own jobs gives the appearance of a “more relaxed
atmosphere,” and that’s appealing to patients.

But whichever style the office uses, all the pictures
should be the same. Don’t have portraits of some peo-
ple and candid shots of others.

What sort of medical information should it
carry?

To be useful to patients, the site needs to carry
enough medical information to make it a resource.
That doesn’t mean giving medical advice; just give
general clinical information, and put in links to what-
ever other sites the doctor recommends to patients.

She adds that most medical information “is too
technical for the average reader,” so it’s best to write
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everything in lay terms, “just as if the doctor were
talking with that person in the office.” Patients tend to
follow medical advice more closely when they under-
stand it.

Where should the contact information appear?
Be careful there, Finch says. Many sites hide the

contact information.
The office’s address and phone number should

appear on every page, either at the bottom or on the
banner at the top. Also put in a map and driving direc-
tions, or link up with Google Maps so patients can get
directions to the office.

What search words are important?
The main key words are, of course, the medical spe-

cialty terms. But because a medical office’s site tar-
gets local people, the key words also need to include
the cities and counties where the potential patients
live.

What graphic elements should the site include?
As to the look of the site, the first rule is to leave

out the flash as well as any annoying animation.
Don’t put in any slow-loading pages either. When

people can’t see things immediately, they move on to
another site.

Stay away from bold colors, because they don’t
contribute to a professional image. Red, for example,
may be an attention-getter, but it also brings to mind
sales pitches and blood.

Use soft colors such as pastel blues, greens, and
teals, because “they look professional,” are easy to
read, and are soothing to the eye.

Update the site at least every other month so people
will keep coming back to it. Even a change of back-
ground color or a different picture will keep it from
becoming stale.

What contact information should it provide?
Put in all the information from the office brochure,

including the payment policies and the insurances the
doctors accept.

The site can also carry the forms patients have to
fill out, including the medical history and prescription
information. Getting those completed before the visit
saves time for both office and patient. It also ensures
accuracy, because once in the office, patients may for-
get the names of prescriptions, whereas at home they
have access to that information.

But don’t make the site interactive, Finch says.
Allow patients to download the forms and bring them
in, but don’t allow them to submit the information
online. Don’t allow online scheduling either. Don’t
even put in an e-mail connect except for a general
information box that doesn’t carry anybody’s name.

Otherwise, a site visitor may think that by receiving
the forms the doctor has assumed care, and in comes
the risk of a malpractice claim. �

The NPI deadline: Don’t forget that the NPI’s
final, no-excuses deadline is next month – Friday,
May 23.

Starting then, the NPI alone – no legacy numbers
allowed – has to appear in all the primary and sec-
ondary provider fields in all claims.

Averting an NPI disaster: If the office has been
submitting claims with both NPIs and legacy numbers
and the claims are getting paid, it’s time to test some
NPI-only claims, Medicare says.

Send in one or two claims with the NPI and no
legacy number and see if they go through.

If they do, keep going until the legacy numbers
gradually drop off.

If they get rejected, first make sure the NPI applica-
tion information is correct. If that checks out, verify
the Medicare enrollment information.

If there are more rejections after that, call the carri-
er, though Medicare says the carriers’ phone lines will
likely be quite busy, so don’t hold the line.

Oh well.
An NPI application disaster: Medicare says it is

seeing – and rejecting – a lot of claims that should
carry the NPI of an individual physician but are show-
ing the name of a group instead.

The problem is that some providers have mistaken-
ly applied for their NPIs as organizations instead of as
individuals and then put their Social Security numbers
in the field calling for the Employer Identification
Number, or EIN. The group name obviously doesn’t
match the Social Security number, so the claim gets
rejected.

If the office is experiencing claims rejections, see if
the name on the NPI application matches up with the
EIN or Social Security number.

A clearinghouse disaster: Some clearinghouses are
still stripping the NPIs and other information off the
Medicare claims they send in.

If the office is experiencing that, notify the carrier.
The carrier will then resolve the issue with the clear-
inghouse.

Patience.

� � �

Those tamper-proof prescription pads: Written
prescriptions for Medicaid patients now have to be
made out on paper with at least one tamper-resistant

little bits
of information
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feature. That requirement became effective April 1.
And beginning October 1, Medicaid prescriptions
have to be on paper that meets all three of the fea-
tures.

The federal government has set out three basic
characteristics of tamper-resistant prescription pads.
It’s up to the individual state to define the features
that meet those characteristics. The basic characteris-
tics are these:

• The completed or blank prescription form cannot
be copied.

• What the doctor writes can’t be erased or modi-
fied.

• The form can’t be counterfeited.
Go to the state Medicaid website for information on

what prescription pads are available.

� � �

Who’s coding quality: Last year, 99,000 providers
submitted quality codes. That’s about 16% of the doc-
tors, physician assistants, nurse practitioners, and
other Medicare providers who were eligible to do so.

About half of them are expected to get a bonus,
though not all will get the full 1.5% payment.

The greatest number of quality codes submitted
were in the specialties of anesthesiology, ophthalmol-
ogy, and emergency medicine. �

How to tell staff
about a change and
get them to like it

The office rolls out a new billing software. It’s the
best thing since sliced bread. It will make the work
easier and bring in more money.

So why are all the billing staff grumpy about it?
Because unless a change is introduced appropriate-

ly, “people will fight, fuss, resist, and balk at it even if
it benefits them,” says leadership consultant GARY
BRADT, PsyD, of Bradt Leadership Inc. in Summer-
field, NC.

Getting a change accepted “is part of the art of
leadership.”

wow! are you lucky!

Introduce the change with a what’s-in-it-for-me
talk, or an explanation of how people will benefit
from it personally.

Few managers do that, Bradt says. “They emphasize
the logic of the change” but ignore the psychology of
making it attractive. They tell how the change will

help the office but not how it will help staff.
To say a new billing software “is going to help us

get the bills out faster” does nothing for the staff.
What they want to hear is “this is how it will help
you.”

A good introduction: “Our current billing system
isn’t working for you. It’s too cumbersome. You’re
having to chase people down to correct mistakes. It’s a
time waster, and its affecting the bonuses we’re able
to give you.”

What staffer wouldn’t welcome the new software?
After the glossy introduction, be truthful about the

downside. Any employee knows that when change
comes, problems come with it. Say otherwise and the
administrator “loses credibility for being a Pollyanna
about it.”

Anyone can accept “I know it will be difficult for
you to learn the new software, but it will be a new
skill for you and, in the long run, will make your job
easier.”

we want to know what you think

Then comes the task of getting staff to accept the
change, and that’s done by involving them in the deci-
sions surrounding it. “That doesn’t mean turning the
decision making over to them,” Bradt says, but it does
mean getting their opinions and suggestions.

The trick there, however, is to get them to talk posi-
tively and not spend the discussion time complaining.
The best way to do that is to give them a few options
to choose from. For example, if the office is consider-
ing three softwares, ask them which one they think is
best.

Make it clear that the final decision rests with the
managers and the doctors, but also make it clear that
what they say is important: “we may not pick the one
you choose, but I do want to know what you think.”

Don’t argue about what anybody says. If somebody
brings up a controversial point, say “tell me more
about that.” Otherwise, it looks as though the office
has already made up its mind and doesn’t really want
staff’s suggestions.

the unveiling ceremony

Announcing the final decision is also part of the
management art, Bradt says.

A good announcement follows this format:
• Here’s the software we have has chosen.
• This is why we have chosen it.
• Here is the plan for rolling it out.
• Here’s the gain.
• Here’s the pain.
• I’m counting on you to make this work.
Then explain how their recommendations influ-

enced the final decision. “One of the worst things a
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manager can do is to ask for input and then just ignore
it.”

Where the office followed their opinions, give them
the credit: “because you pointed this out, we chose X
instead of Y.”

And if the choice went the other way: “I understand
your concerns about Y, but we decided to go with it
for this reason.”

yes-saying the naysayers

Invariably, there will be the negative few who
won’t want to see the change no matter how great it is.

Figure out who they are likely to be and bring them
into the decision-making process before the announce-
ment is ever made. If they have a role from the start,
they are less likely to object.

And if they are people the other staff look up to,
they’re likely to sway the others to acceptance, so ask
outright for their help: “I need you to support this,
because the other staff look to you for guidance.”

And to the manager who doesn’t want to take the
time to do that, Bradt’s response is to compare that to
having them “sitting in the back of the room with their
arms crossed” breeding obstinance.

He adds that no matter how successful the introduc-
tion, there will be the few who never get on board.
Ignore them. And if they get too vocal, don’t mince
words. Tell them “you either have to accept this or
look for another job.” �

Four rules for getting
e-mail messages across
clearly and quickly

“People have not come to grips with the fact that
they have to get control of e-mail.”

That means knowing how to organize and compose
and send e-mails so as to eliminate unnecessary send-
ings and respondings as well as confusion in the mes-
sages, says writing consultant JULIE MILLER, PhD,
of Business Writing that Counts! in Woodinville, WA.

She gives four rules for managers to follow.

1. don’t assume too much

Because e-mails are composed quickly, an e-mailer
often assumes the recipient will understand the mes-
sage without any explanation.

With business communications, Miller says, forego
the brevity and explain what’s said. She gives the
example of a message from a manager to a doctor that

says “Just wanted to let you know that everything is
okay with your bank.” That can only leave the doctor
wondering what was wrong to begin with, and is the
bank contemplating some action against the office?

Take the time to write a complete message: “I
received a call from Kim regarding the staff training,
and I wanted you to know that the bank has said it’s
okay to use their conference room. ”

Those few extra words could keep the doctor “from
jumping off the deck.”

2. get to the point fast

Even with complete messages, however, the e-mail
still has to get to the point fast, because the recipient
will likely not read it carefully and may not even read
it through.

“Put the most important information at the begin-
ning,” Miller says.

Suppose a physician asks the manager for an opin-
ion on a potential software vendor.

Instead of saying in the first sentence that the ven-
dor’s credit rating is falling and the company may
soon be out of business, the manager starts off cover-
ing the advantages of the software and saves the opin-
ion for last – that the vendor is a poor choice.

In a letter, that last paragraph will get read; in an e-
mail, it won’t. Instead, the doctor may well read the
first few sentences and say “okay, let’s go with this
software.”

3. tell the reader what to expect

Electronic communications are so plentiful and the
messages so often useless that anybody’s first
response to a message is that it can be read, deleted,
and forgotten.

For that reason, make the point of it clear, for
example, “I will call you Monday afternoon to see if
you have any questions about this proposal.”

Or explain what the reader is supposed to do, per-
haps “please print out this proposal and read it in
preparation for our conference call Monday.”

In addition, format the message so the readers who
are scanners and skimmers will pick up all the infor-
mation. Put the salient parts in bold letters or italics.
Bullet the points. And for ease of understanding, put
extra space between the paragraphs.

4. make the subject line tell all

And then there’s the subject line.
Make it clear enough that the reader immediately

understands what the message is about. And for fast
reading, make it no longer than 10 words.

The subject line should also give as much informa-
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tion as possible, and one way to do that, Miller says,
is with Internet slang.

One slang term is EOM, which stands for end of
message. Use that when the subject line is actually the
message as in “staff meeting at 3:00 p.m. today
(EOM).” It says that’s it; there’s no need to open the
message itself.

Another useful slang term is NRN for no response
necessary. That says not only that a response isn’t
necessary but that the sender would prefer not to get
one.

Write a subject line of “staff meeting at 3:00 p.m.
today (EOM) (NRN)” and everybody gets the mes-
sage, everybody knows there’s no need to respond,
and the manager doesn’t have to open a dozen e-mails
from people saying they will be there.

Also, Miller says, write the subhead to sidestep the
spam filters. Leave out punctuation marks, especially
exclamation points and question marks, because those
can send a message to the junk file. Filters also pick
out salesy words such as free, hurry, and immediate,
because those mostly appear in junk messages with
titles such “free offer” and “hurry, this deal won’t last
long” and “your immediate attention needed.” �

Today’s digestive codes
focus heavily on GERD
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
Digestive diseases are diseases that have anything

to do with the process of digestion. And that covers a
lot of territory, because the digestive system is made
up of several hollow organs that join a long twisting
tube from the mouth to the anus.

Here’s a look at one area of the system where a
great number of those diseases is occurring today –
the esophagus.

the problem starts with reflux

The esophagus moves food and liquids into the
stomach via contractions in the muscular lining. The
contractions are automatic and most of the time
there’s no awareness they are going on. But eat some-

thing too large or too hot or too cold, and the move-
ment is very apparent and very uncomfortable.

The muscles at the upper and lower ends are called
sphincters, and they open and close the esophagus as
food passes through.

At the top end, the sphincter relaxes with each
swallow and then closes quickly to keep the food from
going back into the throat. That’s why it’s possible to
swallow lying down or even upside down without
choking.

On the lower end, burping or belching causes essen-
tially the same activity. The sphincter relaxes, and gas
or swallowed air is allowed back into the esophagus.
It’s at the lower end that the problems occur, the big
one being reflux.

Reflux is a normal occurrence. In the process of
burping, small amounts of food of liquid come up
with the air, and the esophagus quickly squeezes it
back into the stomach.

But sometimes that doesn’t happen, and the reflux
doesn’t subside.

At its least severe stage, the reflux is heartburn.
What happens there is that acid backs up into the
esophagus and causes pain as well as burning in the
chest or throat. Heartburn can be caused by a number
of things, including pregnancy, certain foods, alcohol,
and even medications.

from heartburn to GERD

As heartburn worsens, it becomes more frequent,
and when it starts happening more than two times a
week, there could well be gastroesophageal reflux, or
GERD.

GERD is one of the most common digestive condi-
tions in the country today. About 60 million Ameri-
cans have it.

With GERD, the muscles at the bottom of the
esophagus don’t close tightly enough, so the contents
of the stomach continuously back up into the esopha-
gus and cause irritation. The result can be hoarseness
as well as chronic cough.

Drugs can often relieve the symptoms, though
sometimes surgery is necessary. Improvement can also
come from lifestyle changes – eating smaller meals,
staying away from spices and alcohol, losing weight,
and wearing loose-fitting clothes. No girdles with
GERD!

GERD to Barrett’s esophagus

As GERD worsens, it can cause Barrett’s esopha-
gus, which is a precancerous condition of the lining of
the esophagus.

People with Barrett’s esophagus are 30 to 125 times
more likely to develop adenocarcinoma, or cancer of
the esophagus. Even so, the progression of Barrett’s to

ICD-9-CM and CPT
coding update
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cancer is small, affecting only about 1% of patients.
Barrett’s can’t be diagnosed from symptoms or

blood tests or physical exam but only by endoscopy
and biopsy of the esophagus.

Adenocarcinoma is increasing rapidly, especially in
white men, possibly because of the increase in GERD
and obesity. Unfortunately, it’s often diagnosed so late
that it’s not curable. The only treatment is surgery
where most of the esophagus is removed and the
remaining portion attached to the stomach. However,
many patients are elderly, and for them, the condition
is often not operable.

coding heartburn and esophagitis

Digestive disorders are coded in Chapter 9 of ICD-
9-CM where disorders of the esophagus are found in
the 530 category (diseases of the esophagus, stomach,
and duodenum).

Surprisingly, however, heartburn, which is where
many of the esophagus disorders begin, isn’t coded
here at all but in the symptoms chapter. If all the
patient has is heartburn, the code is 787.1

It’s when the heartburn starts happening more than
twice a week that the condition starts to move over to
the 530 category. A general rule of thumb is that at
three times a week, the doctor will do further testing
and possibly make a diagnosis of GERD. However,
the record has to say specifically that the condition is
now GERD. Just because it’s happening that often
doesn’t make it such.

The codes for the reflux-related conditions begin
with 530.1x for esophagitis, which is an irritation or
swelling of the lining of the esophagus.

The fifth digit shows the type of esophagitis.
Code 530.10 says the esophagitis is unspecified.

There the condition could be caused by infection, bac-
teria, a fungus, a virus, by GERD, by medications, by
excessive vomiting, or even a hernia, but the record
doesn’t identify the cause.

More specifically, code 530.11 says the condition is
reflux esophagitis, which is caused by the reflux of
acid.

Along down the worsening line, acute esophagitis is
coded at 530.12. And code 530.19 is for all other
types.

coding GERD and Barrett’s

GERD has its own code, which is 530.81
Sometimes the GERD code stands alone, and some-

times it get used with other codes, the reason being
that 530.81 carries a note saying that it excludes
reflux esophagitis.

Thus, when the patient has GERD plus reflux
esophagitis, use only the GERD code.

But when the patient has GERD plus esophagitis

caused by something other than reflux, code both the
conditions – 530.81 for the GERD and 530.1x for the
esophagitis.

And when the GERD becomes Barrett’s esophagus,
the code is 530.85. That code first appeared in 2003.
Until then, the condition was simply coded as ulcers
of the esophagus.

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. �

A manager’s success is
measured by the ability
to manage time well

Successful managers – and employees – are the
ones who can manage their time.

They prioritize their work so the most important
things are always the things being done, says organi-
zation and time management specialist CAROL
HALSEY of Business Organization Solutions in
Wilsonville, OR.

Prioritizing isn’t easy, because in a medical office
“things happen when they happen and can’t be
planned for.” Yet there are ways to take control of
time – not 100% control, but enough to get the job
done well. Here are eight of them.

speed up the slow times

Identify the slow times during the day. Those are
the times when generally the manager “isn’t under
pressure to talk to patients or physicians.”

Then plan to use those times for other things. But
not just any other things. “The absolute key” is to pri-
oritize. Ask “what is the most important thing I need
to be doing right at this moment?”

The answer will change from one day to the next,
but over all, the important things do get done “and
there’s no time lost on insignificant things or on
things that can be delegated to others.”

learn how to delegate

Delegation is another time controller.
“The manager should not be doing any task that can

be done by a staffer,” Halsey says. The manager’s job
is to do the things nobody else can do. For everything
else, “that’s why the office has staff.”

To get full value of delegation, however, the man-
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ager has to do it right. There are four elements to
cover.

First, tell exactly what needs to be done and what
the end result should look like. The staffer has to have
a clear and complete understanding of what the man-
ager wants.

Second, tell how to turn in the work. Should the
staffer e-mail an answer? call? write a report?

Third, set a deadline. Besides making sure the work
gets done on time, that lets the staffer fit the job into
the other work instead of dropping everything now.

And fourth, follow up. Make a note of what’s been
delegated, who’s doing it, and when it’s due, and in
the interim, check to see that the job is going along at
a pace that will get it done on time.

keep a to-do list

There’s also the daily to-do list.
“At the end of each day, list the top four things for

the next day,” Halsey says. Don’t go beyond four,
because so many things come up in a medical practice
that it’s useless to try to do more. “But four things can
almost always get done.”

At that rate, 20 major things will be accomplished
by the end of the week. And long term, all the major
things will always get done.

hold the telephone at bay

Don’t jump to answer the phone. Every call is first
priority for the person calling, but not necessarily for
the person being called.

Let it go to voice mail and then later in the day lis-
ten to all the messages and respond.

People don’t resent voice mail, Halsey says. “They
don’t expect to get connected the first time, and if
they do, they feel lucky.”

Having the single response time “usually guarantees
that calls get returned the same day. And nobody can
be expected to do more than that,” she says. More-
over, “courtesy says it’s good enough even to call
back and say ‘I’ll get back with you later on that.’”

Do the same with the e-mail. “People are slaves to
it” all throughout the day. Spend 30 minutes or so in
the morning and another 30 minutes later in the day
doing nothing but e-mail.

use the ultimate signal

“If there’s a door, use it.”
When the work gets exceptionally heavy, “it’s a real

plus to take even a half hour of quiet time, not answer
the phone, and just concentrate on the priorities.” An
amazing amount of work can be accomplished.

Even the briefest interruption is a time killer,
Halsey says. Besides the time it eats up, it forces the

manager to take on an entirely new train of thought.
Then getting back to the work takes several minutes of
figuring out where the job left off and what the next
step was going to be.

be a bit less social

There’s more time to be saved – and for some peo-
ple, a lot of it – by being less social.

There’s no need to be rude. When somebody comes
in for no other purpose than to chat, just say “I’m real-
ly busy with something. But can we talk at lunch?”

After a while, people get the message and stop com-
ing in unnecessarily.

chase down the papers

Now for the heap of papers on the desk.
“Every piece of paper needs to have a home,” and

it’s for lack of a home that things pile up.
The solution is twofold, Halsey says.
First, keep the files close at hand so that anything

can be put in or taken out in less than 10 seconds. If it
takes more time than that, the file system won’t get
used because it’s inconvenient.

And second, organize the papers that need to stay in
view.

Set up a folder for each ongoing project so there’s
always a place to put notes or letters or other pieces of
information that come in.

Set up an accordion file for the things that require
action “but not necessarily today.” What’s due
Tuesday can go in Monday’s slot. That keeps every-
thing active “but off the desk.”

Then make a stand-up file with several sections,
maybe one for projects, another for things to be filed,
and so on. Put it on a corner of the desk or on a cre-
denza where the tabs can be seen, and use it to clean
up the big pile of papers gradually. While looking for
something in the heap, pull out a few of the other

by john chase
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items and put them in the stand-up file. And as new
papers come in, put them there instead of on the desk.

accept the sad truth

Finally, accept the fact that there will never be
enough time to get everything done, Halsey says.

All a manager can do is “pick out little pockets of
time” to do the most important things first. The inci-
dentals can then be done later “or maybe can be put
aside long enough that they don’t get done at all.”

Without an ongoing time use system, it’s not possi-
ble to fulfill the job responsibilities effectively. Things
get done poorly. Other things get forgotten, and in the
business world “there’s no excuse for forgetting.” The
manager’s career will fail.

She adds, however, that getting organized is much
like quitting smoking. People have to make up their
minds to do it. �

How to use office space
to increase productivity
and create more revenue

A medical office should be designed solely to make
it easy for the doctor to get from patient to patient as
quickly as possible.

The doctor has to move “from CPT code to CPT
code,” says RICHARD C. HAINES, president of
Medical Design International, a medical space plan-
ning, architectural, and productivity consulting firm in
Norcross, GA. “Everything else is overhead” and has
to support that.

How well is the office achieving that?
Here are some – though surely not all – areas the

manager needs to take a look at.

moving the clinical space around

A lot of productivity is lost in the clinical areas,
Haines says. It’s not uncommon to see nurses “without
adequate space to do their jobs.” As a result, they
move to wherever they can find a desk and in doing so
wind up unavailable to the physicians. “And then the
physicians’ productivity gets hammered.”

Ironically, “everybody has a job description, but not
the doctors.” So when a nurse isn’t immediately avail-
able, the doctor winds up filling in and doing things
such as getting equipment or taking histories, none of
which is billable.

The nurses need to stay in one space where they can

be constantly “near and available to the physicians.”
There are many elements that make that happen, but

one of the most useful is to keep the charts at the nurs-
es’ station and not at the front desk. That way, the
nurses don’t have to keep walking to the front desk to
pick them up.

There’s no need to keep the charts up front at check
in, he says. The practice management system can print
the charge slips at the nurses’ station.

In addition, the front desk staff can copy the insur-
ance cards and then merge the copies with the charts
during or right after the visits. In one office, staff
copied the card at the front desk and told patients to
give the copy to the physician when they went into the
exam room.

counting the footsteps

The amount of walking staff do is another produc-
tivity factor, because when people are walking, they
aren’t getting anything done.

Haines gives the example of a large practice where
the farthest exam room was 285 feet from the waiting
room. “It took a nurse five minutes to get a patient
back to that exam room.”

Multiply that five minutes by 40 patients, “and
that’s 200 minutes a day the nurse spent walking and
getting nothing done.”

When staff are forced to spend a lot of time moving
around the office, the culprit is almost always a poor
communication system, he says. There needs to be a
system for letting the nurse know who has checked in
or telling the nurse when the physicians needs equip-
ment.

It’s a waste of the anybody’s time to carry a mes-
sage to someone.

eliminating the distractions

Look further at the distractions the space can create.
The main one is unnecessary patient interaction with
the doctor.

The doctor’s private working area “needs to be at
the end of the patient flow sequence,” Haines says.

Patients shouldn’t be going through that area to get
to any other area such as the lab or checkout. When
patient and physician leave the exam room, each
should go in a different direction so the doctor can bid
the patient adieu and go directly to the work station.

Haines cites one client office where the physician
saw 40 patients a day “and ended each day dog tired.”
The problem was that to get from the second exam
room to the third, the doctor has to walk past the
checkout counter, which meant the frustration of hav-
ing otherwise avoidable conversations with staff and
patients.

By moving the exam room to prevent that interac-



tion, the doctor was able to see 70 patients a day with-
out being tired.

the patient travel route

The path patients travel also affects productivity.
People try to leave the office the same way they came
in, and that can cause confusion as well as unneces-
sary staff time directing people.

It’s the same as visiting a mall, Haines says. People
retrace their steps when they leave even though that’s
not the straightest route, because that’s the path they
remember.

To avoid the slow-down, the halls have to be wide
enough “to support two-way circulation.”

The checkout space has to be located where it does
not interfere with the people coming in.

And the route to the checkout desk has to be obvi-
ous to the patient leaving the exam room.

One way to do that is to make the checkout desk
“dramatic.” Neon lighting will do the trick, but absent
that, patients will notice the desk if it’s open and if
people can be seen sitting there. Or make it stand out
with “a different aesthetic” in the lighting or colors or
by putting the practice logo on the wall behind it.

When it’s obvious where to go, patients don’t have
to interrupt staff to ask for directions.

the wrong use of space

Misuse of space can cause yet more loss of produc-
tivity.

Haines gives the example of medical equipment

that’s located in the wrong place. For example, if a
diagnostic item is put in the exam room but a staffer
and not the physician does the testing, “the physician
loses the use of that space,” and again, the patient
flow slows down.

how large should the office be?

Along with the use of the space, the manager needs
to review the adequacy of the office’s overall size.

“The truest way” to determine what’s necessary is
to makes a list of all the different functions within the
office and allocate space to each one. For example, if
there are two people checking patients in, that’s one
space; if two more are checking patients out, that’s
another. There’s also the business department, doc-
tors’ offices, lab, exam rooms, x-ray, and so on.

And there’s the waiting room, with the size there
depending on how many physicians are seeing
patients during the busiest times. A five-physician
office, for example, might have only three doctors
present most of the time but four at others, and it’s the
latter that needs to be planned for.

To determine the number of waiting room seats an
individual physician needs, multiply the number of
patients the doctor sees per hour “by the tag-along
factor,” or patient plus the number of people who
come along for company. In a family practice, each
visit usually accounts for 1.5 people; for a pediatric
practice, it’s 2 or 2.5.

Subtract the number of exam rooms, and that’s how
many people are left in the waiting room each hour
and how many chairs need to be there for that doctor.

But that’s an ideal number, he cautions. It means
the doctor “has to show up on time and start unloading
the waiting room on time.”

In one office, the doctor claimed he simply had to
run an hour late. But seeing how many additional
waiting room seats that required and seeing the addi-
tional rent that space required, his response was
“maybe I’d better run on time.”

is this space necessary?

And then there’s the space that’s not wasted but just
isn’t necessary. That’s mostly the doctors’ offices.
In some specialties such as obstetrics, the doctors do
use their offices for consults, but in others such as
pediatrics they don’t. There, the offices are often not
necessary at all. Instead, the doctors can use a stand or
a station located in a private alcove.

Again, he gives an example from a client practice
where he located the physician offices on the second
floor away from the patient area. The doctors later
asked why the offices were there because they didn’t
even get to the second floor anymore. “That was part
of the agenda.”
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