
Don’t let quality coding catch the office unawares.
Offices that aren’t already using the quality codes
need to take a hard look at what’s happening.
It isn’t just Medicare that’s interested in rating doc-

tors’ performance. Quality measuring is forefront in
everybody’s mind – payers, employers, consumers,
and the medical profession as well. All those factions
have now joined forces to standardize a physician
quality rating system.
And that system is the basis of pay-for-perfor-

mance.
Doctor rating is not new. What’s new is that it will

now take on a standardized form.
Currently, insurance companies use whatever stan-

dards they want to measure performance, and mostly
those standards focus not on the quality of care but on
money, specifically, the number and cost of tests and
procedures a doctor provides. What’s more, payers’
standards are for the most part not clearly defined,
with the result that neither doctors nor patients are
ever quite sure why a doctor gets rated high or low.
That’s coming to an end.

something for everybody

Enter a new agreement called the Patient Charter
for Physician Performance Measurement, Reporting,
and Tiering Programs.
Essentially, it says payers can set up their own rat-

ing scales, but those scales have to be based on
national standards, some of which have already been
set up by a group called the National Quality Forum.
It also says that physicians will help establish the

payer standards, that the scale a payer uses has to be
clear enough that patients and doctors both will be
able to understand the logic of it, and that doctors
must have a chance to correct their own ratings before
the numbers get published.
The charter was signed April 1 and is being heartily

supported by all the players involved in physician
care: the larger insurance companies, employer and
labor groups, consumer groups, and also many physi-
cian organizations, including the American Medical
Association and specialty societies.
The support comes from the fact that everybody

gets a little something out of it.
The insurance companies are happy about it,

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

New hires get a better job start
when staff help with interviewing
The best path to good hires is peer interviewing. When staff par-

ticipate in the process, “they take ownership in the new people and
help them succeed,” says SUZYARCHER, office manager for
Providence Family Physicians in Robertsdale, AL.
Archer sends her best job candidates to two staff interviews, the

first with clerical staffers and the second with the head nurse and
another clerical person. The interviewers are usually the staffers
who have been with the office longest.
Each of the two meetings lasts about 15 minutes, and the peer

interviewers ask a set of questions that Archer has already asked the
candidate. The repetition is helpful, she says, “because sometimes
staff get different perspectives on the answers.”
There are four questions.
First is “do you plan to be a long-term employee?”
Next, the staffers give scenarios and ask how the applicant would

handle them. Those are things such as how to handle a phone call
from an angry patient, what to do when a nurse complains that a
phone call that staff should have handled was sent to voice mail
instead, and “how do you handle stress when patients are irritable?”
The third question concerns late hours. Staff take turns working

extended hours, so they ask how the candidate feels about being in
the late-night rotation.
And fourth is “describe a difficult situation that happened in a

previous job and tell how you handled it.”
Afterwards, Archer and the peer interviewers discuss the appli-

cant “and compare notes.” To date, there’s been full agreement on
all the hires; however, if someone were to raise an objection about
an applicant, perhaps that a candidate might not fit in well with the
other staff, that concern would get “high consideration” in the deci-
sion. “This is their office too,” she says. There’s no sense in hiring
someone the other staff can’t work with.
The advantages are significant, she says. When staff participate in

the decision to bring somebody on board, they want that person to
do well, “and they really help that person out.” They take a personal
interest in explaining the new job and how to do it. The attitude
becomes one of “we wanted this hire, so we’ll make sure this person
has everything needed to get the job done.”
And more, when staff give their stamp of approval, a new hire is

almost guaranteed to have a personality that fits in with the other
staff.

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)
because they were concerned that the individual states
would soon set their own standards, which conceiv-
ably could require them to follow 50 separate rating
systems. The agreement ensures there will be only one
system.
Employer organizations like it because a unified

national scale will give them an apples-to-apples com-
parison to determine which doctors to include in their
plans.
Consumer groups like it because having national

standards will give patients a clear and valid basis for
choosing a doctor.
And doctors are supporting it because it’s the lesser

of two evils. While they aren’t so anxious to have pay-
ers measure their performance, participating in the
standards development gives them a chance to help set
up the standards. Otherwise, their clinical ratings
would be solely at the mercy of the payers.

what the agreement says

The new agreement sets ground rules on how insur-
ance companies can rate doctors’ performance.
It says that payers can set up whatever rating sys-

tems they want, but those systems will be assessed by
a national independent quality-setting organization.
That organization will develop quality standards and
then review each payer’s rating system to make sure it
is based on those standards.
The payers will hire the organization at their own

expense.
Mostly, the national standards will require that a

rating system show not just a doctor’s cost efficiency
but the quality of the doctor’s care along with it. In a
nutshell, payers will have to rate a doctor on whether
the care is safe, timely, effective, efficient, equitable,
and patient-centered. In addition, each payer’s rating
scale will have to make sense and be easy for patients
to understand.
The agreement also sends a strong message that

doctors’ ratings will be made public. It says that pub-
lic reporting is necessary for patients to choose which
doctors they will use, and that patients need to be able
to choose their physicians on the basis of both quality
and cost.

a nine-month countdown

Insurance companies have a nine-month schedule to
get the standardized quality ratings in order.
They have three months to hire the organization

that will do the evaluating. After that, they have six
months to have the organization audit their rating sys-
tems.
There is no deadline for moving to the quality stan-

dards, though it is possibile they will come into use in
January.
Using the national standards is a voluntary thing.

Payers that don’t follow them won’t experience any
penalty. But then they likely won’t get much business
either, because many employers are requiring the stan-
dardized ratings from the insurance companies they
choose to do business with. Thus, it seems rather a
done deal for everybody.

a further indication from hospitals

Offices that are still not convinced that quality cod-
ing is more than passing fancy should take a further
look at what hospitals are doing.
Beginning October 1, hospitals will get a 3%

Medicare pay raise – but only if they code quality.
Otherwise, they get only a 1% pay increase.
Medicare says it is continuing its efforts to become

“a prudent purchaser of services,” which essentially
means it’s paying for quality coding.
Hospitals are currently reporting on 30 quality mea-

sures. In October, 43 new measures will be added,
running the total up to 73. Hospitals have to report all
the measures that apply to get the full payment
increase.
Along with that, Medicare is expanding the list of

conditions it won’t pay for if the patient acquires them
during a hospital stay. They include things such as
objects inadvertently left in after surgery, air
embolisms, blood incompatibility, pressure ulcers,
catheter-associated infections, bloodstream infections,
and clostridium difficile. �

How to set a dress code
that suits the office but
doesn’t cross legal lines
Setting rules on what staff can and can’t wear is no

exact science.
Religious issues, cultural issues, medical issues,

and the issue of bad taste all have to be considered,
says employment law attorney ANTHONY J.
ZALLER of Van Vleck, Turner & Zaller in Los
Angeles. Here’s how to address them.

from yarmulkes to nose piercings

In general, an employer can make dress require-
ments whenever there is a business necessity, such as
the need to convey a professional image. However, the
requirements can’t discriminate against anybody’s
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religious or cultural beliefs. For example, in most
work settings it would be unlawful to prohibit a
Jewish man from wearing a yarmulke.
Even so, there’s a limit. There’s no obligation to put

up with something that causes undue hardship for the
office, no matter how steeped in religion or culture it
may be.
Zaller gives the example of a woman wearing a cul-

tural dress that’s too large to fit into the work area or
that blocks the path of people walking by. There’s no
reason to allow that.
Similarly, if patients say they are going to change

doctors because they are offended by the reception-
ist’s nose ring, “that would definitely support” telling
the receptionist “we can’t allow that type of appear-
ance in our office.”

don’t ask for the wrong answer

When a staffer comes in wearing something objec-
tionable, Zeller’s advice is to find out if there’s some
religious or cultural reason for it. But don’t invite a
yes answer by asking “is there a religious reason for
that?” Just ask “why do you have that piercing?” or
tattoo or whatever.
If the staffer cites a valid reason, the manager “will

have a hard time saying no to it.”
But if there’s no reason given, tell the staffer not to

wear it during work hours. If the matter turns into a
claim of discrimination, the office can show that it
discussed the issue “and during the process, the
employee never brought up religion (or whatever), so
we were not discriminating.”
Most of the time, weird clothes, tattoos, and pierc-

ings have no religious or cultural significance at all
but are just odd things an employee wants to wear.

the same applies to race

The same theory applies to race discrimination,
Zaller says.
A no-beard policy, for example, can be said to dis-

criminate against black men, because black men are
prone to pseudofolliculitis barbae, a persistent irrita-
tion caused by shaving.
By contrast, a policy against some style fashionable

for one race is not discrimination. He cites one case
where a black woman claimed a policy against corn-
rows discriminated against both blacks and women.
The court ruled that the ban was not discriminatory
because it applied to everybody equally and was
therefore race and gender neutral.

with hygiene, rule out the ADA

Personal hygiene, on the other hand, can be a
requirement regardless of race or culture or religion.
Any employer has the right to require everybody to
maintain a professional appearance and be clean and
well groomed.
About the only concern there is the situation where

somebody’s bad odor is caused by a medical condi-
tion. When that happens, the Americans with Disabil-
ities Act steps in.
When there’s a hygiene issue, Zaller says, don’t

embarrass the staffer, as doing so “can buy a law
suit.” Address the issue in private, and don’t use
offensive terms such as “you stink” or “you need a
bath.”
And again, don’t invite the ADA in by asking if

there’s a medical reason for the odor. Just say “we’ve
had some complaints from co-workers and patients
that there is an odor about you. Is there anything we
can do to help?”
That gives the staffer an opportunity to cite a med-

ical condition or even depression or some mental dis-
order as causing the problem, and if that is the case,
the office may have to provide an accommodation.
Moreover, asking if the office can help demonstrates
emphathy, and if the employee is experiencing some
personal hardship such as homelessness, that concern
can increase morale for the entire staff.
But if the reason for the poor hygiene is simply that

the staffer is slovenly, the manager is free to say
“come to work clean” and can treat the appearance as
a disciplinary issue.

but the sex show is another matter

And then there’s the issue of the hot dresser in the
tawdry clothes. Can the office address it?
It can and it should, because besides the fact that

ultra sexy clothes are detrimental to the office’s
image, if they bring on an inappropriate comment to
that staffer, enter the sexual harassment claim.
It’s best to have someone of the same sex as the

staffer do the talking. Zaller says. Keep the conversa-
(please turn to page 10)

by john chase
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INFECTIOUS AND PARASITIC DISEASES

poliomyelitis and other diseases of central nervous system
046.11 variant Creutzfeldt-Jakob disease
046.19 other and unspecified Creutzfeldt-Jakob disease
046.71 Gerstmann-Sträussler-Scheinker syndrome
046.72 fatal familial insomnia
046.79 other prion disease of central nervous system

viral diseases accompanied by exanthem
051.01 cowpox
051.02 vaccinia not from vaccination

other human herpes virus
059.00 orthopoxvirus infection, unspecified
059.01 monkeypox
059.09 other orthopoxvirus infections
059.10 parapoxvirus infection, unspecified
059.11 bovine stomatitis
059.12 sealpox
059.19 other parapoxvirus infections
059.21 tanapox
059.22 Yaba monkey tumor virus
059.29 yatapoxvirus infection, unspecified
059.8 other poxvirus infections
059.9 poxvirus infections, unspecified

other diseases due to viruses and chlamydiae
078.12 plantar wart

other infectious and parasitic diseases
136.21 specific infection due to acanthamoeba
136.29 other specific infections by free-living amoebae

NEOPLASMS

malignant neoplasm of other and unspecified sites
199.2 malignant neoplasm associated with transplant organ

malignant neoplasm of lymphatic and hematopoietic tissue
203.02 multiple myeloma, in relapse
203.12 plasma cell leukemia, in relapse
203.82 other immunoproliferative neoplasms, in relapse
204.02 acute lymphoid leukemia, in relapse
204.12 chronic lymphoid leukemia, in relapse
204.22 subacute lymphoid leukemia, in relapse
204.82 other lymphoid leukemia, in relapse
204.92 unspecified lymphoid leukemia, in relapse

205.02 acute myeloid leukemia, in relapse
205.12 chronic myeloid leukemia, in relapse
205.22 subacute myeloid leukemia, in relapse
205.32 myeloid sarcoma, in relapse
205.82 other myeloid leukemia, in relapse
205.92 unspecified myeloid leukemia, in relapse
206.02 acute monocytic leukemia, in relapse
206.12 chronic monocytic leukemia, in relapse
206.22 subacute monocytic leukemia, in relapse
206.82 other monocytic leukemia, in relapse
206.92 unspecified monocytic leukemia, in relapse
207.02 acute erythremia and erythroleukemia, in relapse
207.12 chronic erythremia, in relapse
207.22 megakaryocytic leukemia, in relapse
207.82 other specified leukemia, in relapse
208.02 acute leukemia of unspecified cell type, in relapse
208.12 chronic leukemia of unspecified cell type, in relapse
208.22 subacute leukemia of unspecified cell type, in relapse
208.82 other leukemia of unspecified cell type, in relapse
208.92 unspecified leukemia, in relapse
209.00 malignant carcinoid tumor, small intestine
209.01 malignant carcinoid tumor, duodenum
209.02 malignant carcinoid tumor, jejunum
209.03 malignant carcinoid tumor, ileum
209.10 malignant carcinoid tumor, large intestine
209.11 malignant carcinoid tumor, appendix
209.12 malignant carcinoid tumor, cecum
209.13 malignant carcinoid tumor, ascending colon
209.14 malignant carcinoid tumor, transverse colon
209.15 malignant carcinoid tumor, descending colon
209.16 malignant carcinoid tumor, sigmoid colon
209.17 malignant carcinoid tumor, rectum
209.20 malignant carcinoid tumor, unknown primary site
209.21 malignant carcinoid tumor, bronchus and lung
209.22 malignant carcinoid tumor, thymus
209.23 malignant carcinoid tumor, stomach
209.24 malignant carcinoid tumor, kidney
209.25 malignant carcinoid tumor, foregut, NOS
209.26 malignant carcinoid tumor, midgut, NOS
209.27 malignant carcinoid tumor, hindgut, NOS
209.29 malignant carcinoid tumor, other sites
209.30 malignant neuroendocrine carcinoma, any site
209.40 benign carcinoid tumor, small intestine
209.41 benign carcinoid tumor, duodenum
209.42 benign carcinoid tumor, jejunum
209.43 benign carcinoid tumor, ileum

(continues on the next page)

The 2009 updates to the ICD-9-CM codes
Here are the changes to the ICD-9-CM diagnosis codes for 2009. They take effect October 1.
The updates appear in the April 30 issue of the Federal Register. To access them, go to

www.access.gpo.gov/su_docs/fedreg/frcont08.html and click on “April 30, 2008.” Scroll down to
“Centers for Medicare and Medicaid Services” and click on “Proposed Rules.”
The codes are listed in Tables 6A, 6C, and 6E, which appear on pages 23839-23850.

– new diagnosis codes –
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209.50 benign carcinoid tumor, large intestine
209.51 benign carcinoid tumor, appendix
209.52 benign carcinoid tumor, cecum
209.53 benign carcinoid tumor, ascending colon
209.54 benign carcinoid tumor, transverse colon
209.55 benign carcinoid tumor, descending colon
209.56 benign carcinoid tumor, sigmoid colon
209.57 benign carcinoid tumor, rectum
209.60 benign carcinoid tumor, unknown primary site
209.61 benign carcinoid tumor, bronchus and lung
209.62 benign carcinoid tumor, thymus
209.63 benign carcinoid tumor, stomach
209.64 benign carcinoid tumor, kidney
209.65 benign carcinoid tumor, foregut, NOS
209.66 benign carcinoid tumor, midgut, NOS
209.67 benign carcinoid tumor, hindgut, NOS
209.69 benign carcinoid tumor, other sites

neoplasms of uncertain behavior
238.77 post-transplant lymphoproliferative disorder (PTLD)

ENDOCRINE, NUTRITIONAL AND METABOLIC
DISEASES, AND IMMUNITY DISORDERS

disorders of other endocrine glands
249.00 secondary diabetes mellitus without complication
249.01 same, uncontrolled
249.10 secondary diabetes mellitus with ketoacidosis
249.11 same, uncontrolled
249.20 secondary diabetes mellitus with hyperosmolarity
249.21 same, uncontrolled
249.30 secondary diabetes mellitus with other coma
249.31 same, uncontrolled
249.40 secondary diabetes mellitus, renal manifestations
249.41 same, uncontrolled
249.50 secondary diabetes mellitus, ophthalmic manifestations
249.51 same, uncontrolled
249.60 secondary diabetes mellitus, neurologic manifestations
249.61 same uncontrolled
249.70 secondary diabetes mellitus, circulatory disorders
249.71 same, uncontrolled
249.80 secondary diabetes mellitus, other manifestations
249.81 same, uncontrolled
249.90 secondary diabetes mellitus, unspecified complication
249.91 same, uncontrolled
259.50 androgen insensitivity, unspecified
259.51 androgen insensitivity syndrome
259.52 partial androgen insensitivity

other metabolic and immunity disorders
275.5 hungry bone syndrome
279.50 graft-versus-host disease, unspecified
279.51 acute graft-versus-host disease
279.52 chronic graft-versus-host disease
279.53 acute or chronic graft-versus-host disease

DISEASES OF THE BLOOD
AND BLOOD-FORMING ORGANS

289.84 heparin-induced thrombocytopenia (HIT)

NERVOUS SYSTEM
AND SENSE ORGANS

hereditary and degenerative diseases of central nervous system
337.00 idiopathic peripheral autonomic neuropathy
337.01 carotid sinus syndrome
337.09 other idiopathic peripheral autonomic neuropathy

pain
339.00 cluster headache syndrome, unspecified
339.01 episodic cluster headache
339.02 chronic cluster headache
339.03 episodic paroxysmal hemicrania
339.04 chronic paroxysmal hemicrania
339.05 short-lasting unilateral neuralgiform headache
339.09 other trigeminal autonomic cephalgias
339.10 tension type headache, unspecified
339.11 episodic tension type headache
339.12 chronic tension type headache
339.20 post-traumatic headache, unspecified
339.21 acute post-traumatic headache
339.22 chronic post-traumatic headache
339.3 drug induced headache, NOS
339.41 hemicrania continua
339.42 new daily persistent headache
339.43 primary thunderclap headache
339.44 other complicated headache syndrome
339.81 hypnic headache
339.82 headache associated with sexual activity
339.83 primary cough headache
339.84 primary exertional headache
339.85 primary stabbing headache
339.89 other headache syndromes

other disorders of the central nervous system
346.02 migraine with aura
346.03 same, with intractable migraine
346.12 migraine without aura
346.13 same, with intractable migraine
346.22 variants of migraine, NEC
346.23 same, with intractable migraine
346.30 hemiplegic migraine
346.31 same, with intractable migraine
346.32 same, with status migrainosus
346.33 same, with intractable migraine, status migrainosus
346.40 menstrual migraine
346.41 same, with intractable migraine
346.42 same, with status migrainosus
346.43 same, with intractable migraine, status migrainosus
346.50 persistent migraine aura
346.51 same, with intractable migraine
346.52 same, with status migrainosus
346.53 same, with intractable migraine, status migrainosus
346.60 same, with cerebral infarction
346.61 same, with intractable migraine
346.62 same, with status migrainosus
346.63 same, with intractable migraine, status migrainosus
346.70 chronic migraine without aura
346.71 same, with intractable migraine
346.72 same, with status migrainosus
346.73 same, with intractable migraine, status migrainosus
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346.82 other forms of migraine
346.83 same, with intractable migraine, status migrainosus

disorders of the eye and adnexa
362.20 retinopathy of prematurity, unspecified
362.22 retinopathy of prematurity, stage 0
362.23 retinopathy of prematurity, stage 1
362.24 retinopathy of prematurity, stage 2
362.25 retinopathy of prematurity, stage 3
362.26 retinopathy of prematurity, stage 4
362.27 retinopathy of prematurity, stage 5
364.82 plateau iris syndrome
372.34 pingueculitis

DISEASES OF THE CIRCULATORY SYSTEM

ischemic heart disease
414.3 coronary atherosclerosis due to lipid rich plaque

DISEASES OF THE RESPIRATORY SYSTEM

other diseases of respiratory system
511.81 malignant pleural effusion
511.89 other specified effusion, except tuberculous

DISEASES OF THE DIGESTIVE SYSTEM

other diseases of intestines and peritoneum
569.44 dysplasia of anus

other diseases of digestive system
571.42 autoimmune hepatitis

DISEASES OF THE GENITOURINARY SYSTEM

other diseases of urinary system
599.70 hematuria, unspecified
599.71 gross hematuria
599.72 microscopic hematuria

disorders of breast
611.81 ptosis of breast
611.82 hypoplasia of breast
611.83 capsular contracture of breast implant
611.89 other specified disorders of breast
612.0 deformity of reconstructed breast
612.1 disproportion of reconstructed breast

other disorders of female genital tract
625.70 vulvodynia, unspecified
625.71 vulvar vestibulitis
625.79 other vulvodynia

COMPLICATIONS OF PREGNANCY, CHILDBIRTH,
AND THE PUERPERIUM

complications mainly related to pregnancy
649.70 cervical shortening
649.71 same, delivered
649.73 same, antepartum condition or complication

complications of the puerperium
678.00 fetal hematologic conditions
678.01 same, delivered
678.03 same, antepartum condition or complication
678.10 fetal conjoined twins
678.11 same, delivered
678.13 same, antepartum condition or complication
679.00 maternal complications from in utero procedure
679.01 same, delivered
679.02 same, delivered, with postpartum complication
679.03 same, antepartum condition or complication
679.04 same, postpartum condition or complication
679.10 fetal complications from in utero procedures
679.11 same, delivered
679.12 same, delivered, with postpartum complication
679.13 same, antepartum condition or complication
679.14 same, postpartum condition or complication

DISEASES OF THE SKIN
AND SUBCUTANEOUS TISSUE

other inflammatory conditions of skin and subcutaneous tissue
695.10 erythema multiforme, unspecified
695.11 erythema multiforme minor
695.12 erythema multiforme major
695.13 Stevens-Johnson syndrome
695.14 same, toxic epidermal necrolysis overlap syndrome
695.15 toxic epidermal necrolysis
695.19 other erythema multiforme
695.50 exfoliation due to erythema, <10% of body surface
695.51 same, 10%-19% of body surface
695.52 same, 20%-29% of body surface
695.53 same, 30%-39% of body surface
695.54 same, 40%-49% of body surface
695.55 same, 50%-59% of body surface
695.56 same, 60%-69% of body surface
695.57 same, 70%-79% of body surface
695.58 same, 80%-89% of body surface
695.59 same, 90% or more of body surface

other diseases of skin and subcutaneous tissue
707.20 pressure ulcer, unspecified stage
707.21 same, stage I
707.22 same, stage II
707.23 same, stage III
707.24 same, stage IV

DISEASES OF THE MUSCULOSKELETAL SYSTEM
AND CONNECTIVE TISSUE

rheumatism, excluding the back
729.90 disorders of soft tissue, unspecified
729.91 post-traumatic seroma
729.92 nontraumatic hematoma of soft tissue
729.99 other disorders of soft tissue

(continues on the next page)
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CERTAIN CONDITIONS ORIGINATING
IN THE PERINATAL PERIOD

maternal causes of perinatal morbidity and mortality
760.61 newborn affected by amniocentesis
760.62 newborn affected by other in utero procedure
760.63 newborn affected by other surgery during pregnancy
760.64 newborn affected by previous surgery
777.50 necrotizing enterocolitis in newborn, unspecified
777.51 stage I necrotizing enterocolitis in newborn
777.52 stage II necrotizing enterocolitis in newborn
777.53 stage III necrotizing enterocolitis in newborn

SYMPTOMS, SIGNS,
AND ILL-DEFINED CONDITIONS

symptoms
780.72 functional quadriplegia
788.91 functional urinary incontinence
788.99 other symptoms involving urinary system

nonspecific abnormal findings
795.07 satisfactory cervical smear, no transformation zone
795.10 abnormal glandular Papanicolaou smear of vagina
795.11 Pap smear of vagina, ASC-US
795.12 Pap smear of vagina, ASC-H
795.13 Pap smear of vagina, LGSIL
795.14 Pap smear of vagina, HGSIL
795.15 vaginal high risk HPV DNA test positive
795.16 Pap smear of vagina, evidence of malignancy
795.18 unsatisfactory vaginal cytology smear
795.19 other abnormal Pap smear of vagina and vaginal HPV
796.70 abnormal glandular Pap smear of anus
796.71 Pap smear of anus, ASC-US
796.72 Pap smear of anus, ASC-H
796.73 Pap smear of anus, LGSIL
796.74 Pap smear of anus, HGSIL
796.75 anal high risk HPV DNA test positive
796.76 Pap smear of anus, evidence of malignancy
796.77 satisfactory anal smear, no transformation zone
796.78 unsatisfactory anal cytology smear
796.79 other abnormal Pap smear of anus and anal HPV

INJURY AND POISONING

conditions of surgical and medical care, NEC
997.31 ventilator associated pneumonia
997.39 other respiratory complications
998.30 disruption of wound, unspecified
998.33 disruption of traumatic wound repair
999.81 extravasation of vesicant chemotherapy
999.82 extravasation of other vesicant agent
999.88 other infusion reaction
999.89 other transfusion reaction

NEW V CODES

persons with need for isolation, other potential health hazards,
and prophylactic measures

V07.51 prophylactic use of SERMs
V07.52 prophylactic use of aromatase inhibitors
V07.59 prophylactic use of other agents affecting estrogen

persons with potential health hazards related to personal and
family history

V13.51 personal history, pathologic fracture
V13.52 personal history, stress fracture
V13.59 personal history, other musculoskeletal disorders
V15.21 personal history, in utero procedure during pregnancy
V15.22 personal history, in utero procedure while a fetus
V15.29 personal history, surgery to other organs
V15.51 personal history, traumatic fracture
V15.59 personal history, other injury

persons encountering health services in circumstances related
to reproduction and development

V23.85 pregnancy following assisted reproductive technology
V23.86 pregnancy, in utero procedure in previous pregnancy
V28.81 encounter for fetal anatomic survey
V28.82 encounter for screening for risk of pre-term labor
V28.89 other specified antenatal screening

persons with a condition influencing their health status
V45.11 renal dialysis status
V45.12 noncompliance with renal dialysis
V45.87 transplanted organ removal status
V46.3 wheelchair dependence

persons encountering health services for specific procedures
and aftercare

V51.0 encounter for reconstruction following mastectomy
V51.8 other aftercare involving plastic surgery

new V code categories
V87.01 contact with and (suspected) exposure to arsenic
V87.09 same, other hazardous metals
V87.11 same, aromatic amines
V87.12 same, benzene
V87.19 same, other hazardous aromatic compounds
V87.2 same, other potentially hazardous chemicals
V87.31 same, mold
V87.39 same, other potentially hazardous substances
V87.41 personal history of antineoplastic chemotherapy
V87.42 personal history of monoclonal drug therapy
V87.49 personal history of other drug therapy
V88.01 acquired absence of both cervix and uterus
V88.02 acquired absence of uterus, cervical stump remaining
V88.03 acquired absence of cervix, uterus remaining
V89.01 suspected amniotic cavity problem not found
V89.02 suspected placental problem not found
V89.03 suspected fetal anomaly not found
V89.04 suspected fetal growth problem not found
V89.05 suspected cervical shortening not found
V89.09 other suspected maternal and fetal condition not found
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NERVOUS SYSTEM AND SENSE ORGANS
346.00 migraine with aura
346.01 migraine with aura
346.10 migraine without aura
346.11 migraine without aura
346.20 variants of migraine
346.21 variants of migraine
346.80 other forms of migraine
346.81 other forms of migraine
386.00 Ménière’s disease, unspecified
386.01 active Ménière’s disease, cochleovestibular
386.02 active Ménière’s disease, cochlear
386.03 active Ménière’s disease, vestibular
386.04 inactive Ménière’s disease

DISEASES OF THE SKIN AND SUBCUTANEOUS TISSUE
707.00-707.07 and 707.09 pressure ulcers

CONDITIONS ORIGINATING IN PERINATAL PERIOD
776.9 unspecified hematological disorder in newborn

SYMPTOMS, SIGNS, AND ILL-DEFINED CONDITIONS
795.08 unsatisfactory cervical cytology smear

INJURY AND POISONING
998.31 disruption of internal operation (surgical)

V CODES
V28.3 screening for malformation using ultrasonics
V45.71 acquired absence of breast and nipple �

NEOPLASMS

203.00 multiple myeloma
203.10 plasma cell leukemia
203.80 other immunoproliferative neoplasms
204.00 acute lymphoid leukemia
204.10 chronic lymphoid leukemia
204.20 subacute lymphoid leukemia
204.80 other lymphoid leukemia
204.90 unspecified lymphoid leukemia
205.00 acute myeloid leukemia
205.10 chronic myeloid leukemia
205.20 subacute myeloid leukemia
205.30 myeloid sarcoma
205.80 other myeloid leukemia
205.90 unspecified myeloid leukemia
206.00 acute monocytic leukemia
206.10 chronic monocytic leukemia
206.20 subacute monocytic leukemia
206.80 other monocytic leukemia
206.90 unspecified monocytic leukemia
207.00 acute erythremia and erythroleukemia
207.10 chronic erythremia
207.20 megakaryocytic leukemia
207.80 other specified leukemia
208.00 acute leukemia of unspecified cell type
208.10 chronic leukemia of unspecified cell type
208.20 subacute leukemia of unspecified cell type
208.80 other leukemia of unspecified cell type
208.90 unspecified leukemia

– codes with revised descriptions –

INFECTIOUS AND PARASITIC DISEASES

046.1 Jakob-Creutzfeldt disease
051.0 cowpox
136.2 specific infections by free-living amoebae

ENDOCRINE, NUTRITIONAL DISEASES

259.5 androgen insensitivity syndrome

NERVOUS SYSTEM AND SENSE ORGANS

337.0 idiopathic peripheral autonomic neuropathy

DISEASES OF THE RESPIRATORY SYSTEM

511.8 other forms of pleural effusion, except tuberculous

DISEASES OF THE GENITOURINARY SYSTEM

599.7 hematuria
611.8 other specified disorders of breast

DISEASES OF THE SKIN AND SUBCUTANEOUS TISSUE

695.1 erythema multiforme

DISEASES OF THE MUSCULOSKELETAL SYSTEM

729.9 other and unspecified disorders of soft tissue

CONDITIONS IN PERINATAL PERIOD

760.6 surgical operation on mother
777.5 necrotizing enterocolitis in fetus or newborn

SYMPTOMS, SIGNS, ILL-DEFINED CONDITIONS

788.9 other symptoms involving urinary system
795.1 nonspecific abnormal Pap smear of other site

INJURY AND POISONING

997.3 respiratory complications
999.8 other transfusion reaction

V CODES

V13.5 personal history of other musculoskeletal disorders
V15.2 personal history of surgery to other major organs
V15.5 personal history of injury
V28.8 encounter for other specified antenatal screening
V45.1 renal dialysis status
V51 aftercare involving the use of plastic surgery

– deleted codes –
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(continued from page 4)
tion “as professional as possible,” and discuss the
staffer’s general appearance without getting into
specifics about the clothes. Just say “as you know, we
have an image we want to communicate to our
patients. We want to maintain the highest level of pro-
fessionalism, and to do that, we take appearance and
dress seriously, and we enforce our dress policy.”
If the staffer asks for specifics, give them. And, he

notes, that’s why the counseling needs to be done by
someone of the same sex: it eliminates the possibility
of a claim of sexual harassment.
Then read or explain the policy and come directly

to the point: “we want you to dress professionally and
convey the image our patients expect.”
Emphasize the importance of the staffer’s job and

why it’s essential for someone in that position to make
a good impression on the patients.
As to what the dress code should say, he recom-

mends a general policy such as Our office maintains a
professional image, and to ensure that image, we
require that all our employees dress professionally
and be clean and well groomed. �

How to use modifiers
during the global period
BY THERESE M JORWIC, MPH, RHIA, CCS, CCS-P

The CPT modifiers give us a way to say “pay me
more or pay me less; this procedure has something
different about it.”
There are 32 of them, and they are listed and

defined in Appendix A of the CPT codebook.
Here’s a look at four of them that, left out, cause a

lot of denied claims. True, those claims can be resub-
mitted with the modifiers and get paid, but why not
get them right the first time?

what exactly does global mean?

The global period is the span of time that a surgical
procedure covers, and each surgery code has a number
of global days assigned to it. Those are either 0, 10, or

90 days. Surgeries with either a 0- or 10-day global
period are considered minor; those with a 90-day peri-
od are considered major.
Covered during the global time are these items:
• the preoperative visits the day before or the day of

the surgery,
• the surgery itself,
• the postoperative care, and
• care for all the complications that arise during the

global time. However, there are limits here. For exam-
ple, complications that require additional trips to the
operating room are not part of the global package.
During the global period, there’s just one payment

for all those elements. So to show that something falls
outside the package and warrants separate payment,
there has to be a modifier attached.
(To find the global period for any surgery, go to

http://www.cms.hhs.gov/PFSlookup/02_PFSSearch.as
p#TopOfPage. “Physician fee schedule search”
appears. Click on “payment policy indicators” and
“next.” On the following page, click on “default
fields” and “next.” And on the next page, enter the
code number and click on “submit.” The global period
is shown in the horizontal chart that appears on the
final page.)

modifier 24 – same doctor, postop

The first modifier for the global period is modifier
24.
It shows an unrelated E/M service done by the same

physician during the postoperative period. It gets used
when the patient comes in during that time with an
issue completely unrelated to the surgery.
For example, suppose the patient has a planned sec-

ond injection that is part of a knee procedure still in
the global period. During the visit, the patient tells the
doctor about severe back pain, and the doctor exam-
ines the patient and prescribes treatment. Attach modi-
fier 24 to the E/M code
As with all the modifiers, the key is documentation.

Here, it has to show that the patient’s new issue is in
no way connected to the surgery.

modifier 25 – same doctor, same day

Modifier 25 shows a separate E/M service by the
same physician on the same day as the procedure.
The service can be work above and beyond the

other service, it can be work that surpasses the pre-
and postoperative care for the procedure, or it can be a
service for a completely different condition.
Here again, the documentation is key. It must show

that the service is medically necessary.
Most of the time, the second service calls for a dif-

ferent diagnosis code. However, a different diagnosis
is not necessary for modifier 25 to apply, because the

ICD-9-CM and CPT
coding update
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E/M service may well be related to the original symp-
tom or condition.

modifier 57 – decision for surgery

Modifier 57 shows that the decision for surgery was
made during the course of the E/M service.
It gets used when the surgery decision is made the

day before or the day of a major surgery – or a surgery
that has a 90-day global period.
It says, “yes, we know this was done during the

global period, but we can still get paid for this.”

three questions to ask

Thus, there are three questions to keep in mind with
modifiers and global periods.
• Was the E/M service done by the same physician

within the follow-up period of the surgery? And is the
service unrelated to the surgery?
Use modifier 24.
• Was the E/M service done on the same day and by

the same physician? Was it above and beyond the
other service provided or beyond the usual pre- or
postoperative care for that service?
Use modifier 25.
• Did the E/M service result in the decision to do

the surgery on that day or the next day?
Use modifier 57.

modifier 59 – closely related

Related to those – but not applying to a global peri-
od – is modifier 59. It’s added to the procedure code,
not to the E/M code.
Modifier 59 shows that one provider has done two

distinct procedures for a patient on the same day. The
second procedure might be done on a different body
site or organ, or it might apply to a separate lesion or
require a separate incision.
For example, the doctor might repair a superficial

wound on the arm and then debride a burn on the leg
or even on the same arm. Even if both are the result of
the same injury, they are separate procedures.
Modifier 59 is important, because coding two dif-

ferent procedures on the same day puts up a red flag
to the payer.
A final note: when there are two physicians in the

same specialty and in the same group, Medicare con-
siders them one physician. So regardless whether one
or the other does the second procedure, use modifier
59.
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. �

The #1 spot for violence
is terminations; here’s
how to dodge the blows
Violence can come from any situation, but the one

place the manager needs to anticipate it is with termi-
nations.
Getting fired is a profoundly emotional experience,

says GEORGE RAMOS, managing partner for
Diversified Risk Management, a Los Angeles risk
management consulting firm that also conducts corpo-
rate investigations. And because emotions run high,
it’s not uncommon for an employee who’s being ter-
minated to turn violent.
The danger is twofold. Not only is there the risk of

immediate peril to the manager and everybody else in
the office, but if the employee harms someone else,
the office can be held liable.

who’s likely to turn ballistic?

As to who might become violent at a termination,
Ramos says, the most obvious is the long-time
employee who has a mortgage, a car payment, and
children’s expenses to cover. That person has a lot to
lose and also knows it will be difficult to find another
comparable job, much less a job making the same
amount of money.
By comparison, a younger employee just starting

out has little to lose and can usually find another job
without much difficulty.
Violence-prone too is the person fired for serious

misconduct such as theft or sexual harassment. Again,
it won’t be easy to find another job, because now
there’s a blot on the record.
Be wary also of anybody who has already exhibited

argumentative or aggressive behavior in the office.
A termination is naturally going to set that person
off.”
But the risk is not limited to those types, he says. A

termination is a crushing blow, and “even people who
are otherwise quiet and reserved can turn out to be
very nasty and loud.”

don’t ask for trouble

The riskiest dismissal is the on-the-spot good-bye,
Ramos says.
Firing is a shock even when the office follows pro-

gressive discipline and gives the employee an oppor-
tunity to see the handwriting on the wall. An unex-
pected firing or layoff is far more shocking and pro-
duces even stronger emotions.
True, at-will employment allows an employer to

dismiss any employee without reason and without



notice, but why blindside somebody and take the
chance of sparking violence?

call the cops and get ready to run

Whenever there is concern that an employee will
become violent, recognize that the first goal is to
escape safely, Ramos says. And along with that, take
precautions.
He makes these recommendations:
• Alert the building security to the possibility of a

problem. Or call the police.
Say “we’re going to terminate an employee today.

We don’t anticipate any problems, but if there are, we
may need some assistance.” There’s no requirement to
give the employee’s name.
The police are usually accommodating and will

often station an officer nearby to respond should the
office call.
• Set up an alarm system. It can be as sophisticated

as a panic button under the desk. But it can also be as
simple as arranging for a doctor or a staffer to call or
knock on the door at some point to verify that all is
well.
• Sit behind a desk or place some other type of bar-

rier between manager and staffer. Sitting next to an
employee during a termination is an invitation to get-
ting hit.

• Clear the office, and especially the desk top, of
any items that could be used as weapons or could

cause injury. Those include scissors, letter openers,
and even paper weights.
• Have another person in the room. Besides serving

as a witness should the employee claim unfair
employment practices, that second person is a deter-
rent to violence. One against one doesn’t look daunt-
ing; one against two does.
• Come directly to the point and be brief. The meet-

ing shouldn’t last more than three to five minutes. Say
“on this date we gave you a verbal warning for X
behavior, on this date we gave you a written warning,
and on this date we gave you a final warning. The
behavior has not changed, so we have no choice but to
terminate your employment here.”
And to ward off claims of discrimination, make it

clear that the individual isn’t being singled out: “we
don’t like to do this, but unfortunately we have to treat
all employees the same.”
• Don’t get into any discussion about the why of the

termination or the possibility of rescinding it. All that
needs to be said is “this is the office’s decision. Thank
you and have a good day.”
If the staffer starts to debate the legitimacy of the

termination, put the responsibility for the decision on
somebody else: “I hate having to do this, but I am fol-
lowing the directions from the executive committee.”
If the staffer still wants to argue, say “if you have

comments, put them in writing and mail them to us so
we can address them fully.” That gives the employee
time to calm down and think clearly about what has
led to the termination.
And if the employee says anything vulgar or inap-

propriate, say “I’m asking you to leave the premises
now.”
• Be ready to run. If the staffer becomes verbally

combative or lunges or throws something, run into an
open area where there are a lot of people. When there
are witnesses, people “are less likely to attack” and
more likely to flee.

ward off violence with a policy

A lot of trouble can be avoided at the start with a
policy against any display of potential violence in the
office, Ramos says. The policy needs to say that the
office will not tolerate shouting or intimidation or
“any verbal or written or physical threat that would
cause other persons to believe their lives or safety are
in danger.”
With that as support, the manager can fire any

employee who shows preliminary signs of violent
behavior.
And if an employee does become violent and hurts

someone, the policy will serve as legal protection,
because it will show the office took measures to pre-
vent unacceptable behavior. �
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