
If the office hasn’t already started quality coding,
it’s not too late to get into the game and possibly see a
bonus.
Medicare has now set a second reporting period,

this one covering only the last six months of the year.
Thus, offices can start coding quality July 1 and still
get a bonus.
The July-start bonus can amount to 1.5% of the

doctor’s Medicare claims for services provided from
July 1 through December 31. By contrast, had the
office begun the coding in January, the bonus could
have been 1.5% of the claims for the entire year.
But better late than never.

this time it’s groups

To get in on the six-month bonus, the doctor can’t
code individual measures but has to report instead on
measures that are included in groups. Those groups
are called – appropriately – measures groups. There
are four of them:
• diabetes mellitus,
• end stage renal disease,
• chronic kidney disease, and
• preventive care.
Each group includes several quality measures, and

the doctor has to report all the measures that apply to
the patient.
As to how many patients have to get coded, there

are two possibilities.
One is that the doctor code at least 15 consecutive

patients who fall into the group. Consecutive means
one right after another.
The other is that the doctor code at least 80% of the

patients in that group.
(The groups and their measures are listed in the box

on page 3.)

whatever are the G codes for?

Note that each of the four groups has a G code after
it. What’s it for?
Use the G code the first time a group is coded. That

tells Medicare the doctor is coding the group and is
starting with that patient. Medicare then begins count-
ing the 15 patients or 80% from there.
So suppose the doctor decides to code quality for

the diabetes mellitus group. Use code G8485 on the
first diabetic patient. That’s all. Just use it once, and
from there on out, Medicare keeps the count.
The office is free to use the G code on each patient,

but there’s no need to do so.
There is a caveat here, however. If the office misses

a patient, the consecutive count is off. What’s more, it
can’t restart the consecutive patient count. The coding
simply goes toward the 80% count.
The G codes apply only to the July 1 - December

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

A signed, handwritten note gets
patients interested in paying up
People are more willing to pay when they are confronted face-to-

face about a bill than when they just get a notice in the mail, says
office manager DENISE BRENNAN of Sandwich Family Practice
in Sandwich, IL.
For that reason, Brennan gives balance due notices to patients as

they come in. And the outcome is some immediate payments and a
lot of faster mail-in payments on the outstanding amounts.
Her system is a simple one. Each afternoon she prints out the

schedule for the next day, and for the patients who have a balance,
she prints out a statement, writes a note on it, and clips it to the
encounter form.
The note says “please stop at check-out for payment.” It’s hand-

written, and Brennan signs it.
The front desk staffer gives the statement to the patient but with-

out having to mention the balance due. All the staffer has to say is
“this is a note from the billing department.” Payment is not men-
tioned again until the patient leaves, and at that point, the check-out
staffer asks “do you want to pay on your balance today?”
The system isn’t foolproof, Brennan says. Patients who come in

on same-day appointments, for example, don’t get the notice.
There’s a miss too when the patient has mailed in a payment that
hasn’t yet reached the office. Also, she says, it’s necessary to make
sure a note doesn’t go to a patient who is on a payment plan.
But overall, the office sees more money. Every day “some

patients stop and pay.” And others say they will mail the payment in.
There’s another benefit as well: the notes make collection calls

easier. When the billing department calls about a bill, there’s no
longer the old excuse of “I was just there last week and nobody said
anything to me about it.”
And on the patient side, the notes provide privacy. Getting the

notice in writing “is more discreet” than having the front desk
staffer mention a past due amount and possibly have the conversa-
tion overheard by other people in the waiting room.
As for the work involved, Brennan adds that with seven physi-

cians and 52 employees, she winds up writing an average of 20
notes a day – a bit laborious. But “seeing the notice in actual writ-
ing” with a signature is far more effective than seeing it just
stamped on the statement. The patient realizes that somebody is per-
sonally following the payment.

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)
31 reporting period. Thus, they cannot be used before
July 1.

here’s an example of what to do

Medicare gives this example:
Suppose the doctor decides to code the first group,

diabetes mellitus.
On July 1, Patient A who has diabetes mellitus

comes in for a visit. The doctor uses code G8485,
which says “I’ve decided to start coding the diabetes
mellitus group, and this is the first patient I’m cod-
ing.”
Along with the G code, the doctor uses whatever

CPT codes apply. For example, if Patient A’s most
recent LDL level was less than 100 mg/dL, code
3048F gets added to the claim.
The doctor does the same for the next 14 diabetic

patients who come in – codes whatever measures in
that group apply.
At the end of the year, Medicare sees if the doctor

coded the measures for 15 consecutive diabetic
patients or, if not, for at least 80% of the diabetic
patients who came in. If either has happened, the doc-
tor gets the bonus.

registries – maybe a little easier

Offices also need to be aware that Medicare will
allow them to report quality via clinical quality reg-
istries instead of using the codes required for each
quality measure.
That’s supposed to make life easier, because some

offices are already doing it. They are using registries
such as those operated by the Society of Thoracic
Surgeons and the American Osteopathic Association
as well as registries operated by independent organi-
zations.
With registry reporting, there will have to be 30

consecutive patients, not 15, though those can include
nonMedicare as well as Medicare patients.
For doctors who are already reporting quality that

way, Medicare says, it makes sense to accept the reg-
istry information. Otherwise, those doctors would
have to duplicate their efforts. They would not only
have to submit the information to the registry but
would also have to code quality on the claims
Registries are now applying for the program, and

around the end of August, Medicare will announce
which ones are qualified.

the two reporting periods

In summary:
The current reporting period started January 1 and

The four new groups
of quality codes

These are the four new groups of measures that
doctors can start reporting July 1.

– diabetes mellitus (G8485) –
measure #1 – hemoglobin A1c poor control in

type 1 or 2 diabetes mellitus
measure #2 – low density lipoprotein control in

type 1 or 2 diabetes mellitus
measure #3 – high blood pressure control in

type 1 or 2 diabetes mellitus
measure #117 – dilated eye exam
measure #119 – urine screening for microalbumin

or medical attention for nephropathy

– end stage renal disease (G8488) –
measure #78 – vascular access for patients

undergoing hemodialysis
measure #79 – influenza vaccination in patients

with ESRD
measure #80 – plan of care for ESRD patients

with anemia
measure #81 – plan of care for inadequate

hemodialysis in ESRD patients

– chronic kidney disease (G8487) –
measure #120 – ACE inhibitor or angiotensin

receptor blocker therapy in CKD patients
measure #121 – laboratory testing (calcium,

phosphorus, intact parathyroid hormone
[iPTH], and lipid profile)

measure #122 – blood pressure management
measure #123 – plan of care: elevated hemoglobin

for patients receiving erythropoiesis-
stimulating agents (ESA)

– preventive care (G8486) –
measure #39 – screening or therapy for

osteoporosis for women 65 years and older
measure #48 – assessment of presence or

absence of urinary incontinence in women
65 years and older

measure #110 – influenza vaccination for
patients >50 years old

measure #111 – pneumonia vaccination for
patients 65 years and older

measure #112 – screening mammography
measure #113 – colorectal cancer screening
measure #114 – inquiry regarding tobacco use
measure #115 – advising smokers to quit
measure #128 – weight screen and follow-up �
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runs through December 31. To get the full-year bonus,
the requirements are these:
• If fewer than three measures apply, the doctor

must code each one for at least 80% of the patients
who fall into those categories.
• If three or more measures apply, the doctor must

code at least three of them and cover at least 80% of
the patients to whom they apply.
The new six-month period begins July 1 and runs

through December 31. Here, the doctor codes what are
called measures groups, and the options are these:
• to code 15 consecutive patients within a measures

group or
• to code 80% of eligible patients within a measures

group.

and one more slim possibility

For doctors who have not begun quality coding,
want to get in on it, but don’t want to bother with the
measures groups, there is yet one more bonus possibil-
ity – this one for the full-year bonus.
It’s an outside chance, but it’s possible for it to

work.
In some cases a doctor can still meet the full-year

requirement of coding at least three measures for 80%
of the patients. That can happen with measures that
get reported only once a year, Medicare says. An
example is blood pressure control for diabetes
patients. It’s possible – though not likely – that a doc-
tor could start the coding now and reach the 80%
reporting threshold. �

Beware the EEOC plant
and the litigious applicant
at the job interview
You never know, you know.
Whenever the manager interviews an applicant,

there’s always the possibility “that an EEOC plant is
applying for the job” and is setting the office up for an
employment law complaint.
That’s quite common, especially if there have

already been complaints about the office and the
EEOC has flagged it for violations, says JOHN
McNAMARA of McNamara and Associates, an orga-
nization and management consulting firm in Jackson,
NJ.
And EEOC search-and-destroy missions aside,

complaints are seeing increased popularity, because in
a poor economy, “people get desperate, and that cre-
ates a litigious society.” For that reason, managers

need to put some hiring safety measures in place.
Here are six such measures that warrant close atten-

tion.

leave no room for questions

Don’t start hiring without a job description. There
needs to be “a clear understanding” of the require-
ments for the position so no one can complain about
being bumped discriminatorily when the qualifications
weren’t even met.
The description needs to set out the duties and

responsibilities of the job along with the education,
skills, and experience necessary to do it. And to pro-
tect against claims of ADA violations, list the mental
and physical requirements as well.
Only with all that laid out can the manager “look at

people through an objective lens.” And more, should a
challenge arise, the manager can respond with “we
compared everybody to these job specifications.”

what to put in the ad

Make the job advertisement equally clear.
Give the job title, the salary, the hours, and the hier-

archy, or the reporting ladder. Explain any specific
conditions such as that the position allows telecom-
muting or requires travel.
And along with that, the ad also needs to include an

equal employment opportunity statement, McNamara
warns. Say that the office is an equal opportunity
employer and doesn’t discriminate based on color,
gender, national origin, and so on.
Most employers don’t put in the statement. A look

at any want-ad page shows that. Yet it’s a good safety
measure to have, because even if a supervisor is dis-
criminatory in hiring, the manager can show that the
office has had and maintains a policy against unfair
hiring.

the watch-tapping candidate

Interview time is also important, McNamara says.
Everybody has to get the same amount. Otherwise, a
protected-category applicant who gets shortchanged
on the conversation and attention can claim discrimi-
nation.
Go for equal time even if one candidate comes in

with the perfect credentials and there’s no need to fin-
ish the rest of the interviews. Once the office commits
to an interview, it has to give that person a fair chance
at the job.
He cautions that when interviews are scheduled

back-to-back, a disparity of time is easily noticed by
the candidates sitting in the waiting room.
A similar equalizer: draw up a list of questions to

ask every applicant. Besides making an apples-to-



medical office manager / june 2008 page 5

apples comparison possible, it ensures that every can-
didate gets the same opportunity for personal presen-
tation.

keep the paper clean

Don’t write on the resume.
An applicant has the right to get the resume back,

and when there are notes on it, the individual may
well search the comments for evidence of discrimina-
tion or even claim the resume was altered.
Write the notes on a separate piece of paper. But

even then be careful. Notes can be subpoenaed if a
discrimination claim is filed, “and the last thing the
office wants is notes that show discrimination” or that
defame the individual.
Make every comment factual. If an applicant gives

some outlandish response to a question, don’t write
down an opinion such as “what an idiot!” or “gave a
stupid response to the question.” Be precise and say
instead “the response was not satisfactory” or “the
applicant did not answer the question but talked about
X instead.”

keep a log of what goes on

Another EEOC safety element: keep a log of all the
people whom the manager interviews face-to-face.
That’s a requirement for employers that contract

with government agencies, but the EEOC advises all
employers to follow it because it can eliminate “any
appearance of discrimination.” With a log of every-
body spoken to, the office can show that it followed
equal hiring practices, that it interviewed a diverse
population of candidates, and that it rejected people
only for valid reasons.
Each entry begins with the name, race, and gender

of the applicant, and McNamara points out that race
and gender can only be best-guess, because an
employer can’t ask outright what those are.
It tells how the applicant learned about the job

opening – via ad, agency, referral, or whatever.
It tells the final selection status, or whether the

application gets hired, is rejected, or is held for future
consideration.
And if the person is rejected, it shows the reason. In

his own work, he uses these as reasons for rejections,
all of which have been validated by the EEOC:
• career expectations in unrelated field
• anti-smoking/tobacco concerns
• unrealistic salary expectations
• unwilling to travel
• unwilling to relocate
• unstable work history
• poor communication skills
• poor application preparation

• nonbusiness-like appearance
• declined the job offer
• hired better qualified applicant
• falsified application
• applicant withdrew from consideration
The easiest no-hire reason to cite is that the office

hired a better qualified applicant, he says, but don’t
use it lightly. If that’s the reason given, the manager
“had better be able to prove that the other person had
better qualifications.”

in a word: no

Finally, there’s the safety net of a clear rejection
notice.
Many employers never get back to the no-hires,

McNamara says. Some even avoid calls from those
applicants. And the danger there is emotion. Being
held in suspense can anger an applicant right into a
discrimination claim.
Tell the people interviewed when they can expect to

hear back from the office and then put the rejections
in writing. That way there’s no risk of confrontation
and no question about what no-hire reason the manag-
er gave.
Make the notices “short, sweet, and to the point,”

saying little more than “we have interviewed a number
of persons for this position and have decided to
choose another candidate. We wish you luck in your
job search.”
If the office wants to consider someone for future

positions, leave the door open but again without giv-
ing any specifics: “Your qualifications do not meet
those required for the job. However, we will keep
your application on file for X months in case another
position opens up.”
“Don’t get baited into a discussion” about the rea-

sons for a rejection. If an applicant asks point-blank
for a reason, cite whatever reason is listed in the
applicant log. That’s a valid rejection point. �

by john chase

After three months’ training, the senior physician
finally learns how to use the EMR system.
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The concept is a simple one.
Concierge or direct or retainer medicine is a system

whereby patients pay more for health care and get
more – in terms of the doctor’s time and attention and
also in terms of health services their insurance doesn’t
cover.

It began in the mid 1990s, and while the number
of doctors following it is small – an estimated 500 to
700 – it’s growing. “Not growing like Topsy,” says
Hilgers, but doctors are continuing to move in that
direction.
Hilgers is chair elect of the American Bar Associa-

tion’s health law section and also a member of the
board of directors of the Society of Innovative Medi-
cal Practice Design, an organization representing
physicians engaged in concierge medicine.

just what the doctor orders

Concierge medicine takes on many formats, and it’s
the doctor who determines what it will look like.
In its “purest” form, the physician opts out of

Medicare and accepts no insurance whatsoever but
instead charges each patient a monthly retainer. The
retainer is the doctor’s main source of revenue, and it
covers most of the care provided, though there are
usually additional charges for services such as x-rays
and lab work.
Patients keep whatever insurance they have, partic-

ularly that for specialty and hospital care, and they
submit their own insurance claims. But the doctor
steps out of billing and insurance entirely.
From there, the format can vary to meet individual

preference.
For example, a physician might take a smaller

retainer but accept insurance and bill the payers. How-
ever, Hilgers notes, many commercial payers don’t
allow doctors who charge retainers to be members of
their panels.
As for Medicare, some doctors stay in it, but most

opt out “because of the potential criminal charges that
can be brought” if Medicare determines the doctor is

charging for care it already covers. “And most doctors
are not willing to take that risk.”
Those who do continue with Medicare have to be

quite clear on what services the retainer covers and
also quite certain those services don’t get Medicare
coverage. An office might include, say, annual physi-
cal exams, but those have to be distinguished from
Medicare’s initial physical.
Even so, the jury is still out on the safety of that.

Congress has not made any decision on whether a
retainer violates Medicare requirements.
Concierge medicine can take whatever form the

doctor chooses. A primary care physician, for exam-
ple, might decide to eschew insurance and have a fee-
for-service practice with no retainer at all and along
with that offer patients some enticement such as same-
day appointments and certain free services.
It’s the doctor’s choice.

more attention to fewer patients

When a doctor moves to concierge medicine, the
patient population is by necessity considerably
reduced, often to no more than 700, and those patients
sign an agreement to pay the retainer in exchange for
whatever the doctor offers.
With fewer people making appointments, “the doc-

tor can return to the old style of practicing medicine,”
Hilgers says.
The wait can be eliminated, and there’s more time

to spend with each patient. What’s more, the office
can offer services most traditional practices can’t –
things such as same-day appointments, more complete
physical exams, house calls, preventive care, and e-
mail consultations.
Some doctors include oversight of specialist care

where they visit the specialist with the patient, inter-
pret the findings, and coordinate the care so the
patient gets continued medical guidance.
Along with that, many doctors provide 24/7 person-

al availability via cell phone, though most find the
demand for after-hours attention minimal because of

a new kind of medicine: concierge
– a MOM mini seminar –

As offices are forced to see more patients just to maintain the revenues, as payer requirements
expand, and as the time available for individual patient care decreases, some doctors are seeing
concierge medicine as a viable alternative.
Here health law attorney DAVID W. HILGERS of Brown McCarroll in Austin, TX, outlines the

what and why of concierge medicine, how the system works, and the benefits and drawbacks an
office can expect to see from it.
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the increased attention patients get in the office.
It’s a tremendous change in professional lifestyle,

and one most doctors “feel satisfied with” because it
allows them to practice medicine “the way doctors
like to practice.” Most who move to concierge medi-
cine, he says, don’t want to return to the world of
managed care.

the finances of it

With fewer patients and little or no billing to be
done, the office’s staffing needs drop and so do the
expenses. Thus, while the gross revenues decrease, the
bottom line is usually about the same as what the doc-
tor experienced previously and sometimes better.
The amount of the retainer fee, which is the major

source of revenue, depends on patient census and
location. “A doctor in Los Angeles who treats the
stars” might be able to charge $10,000 a year whereas
a doctor in the Midwest who takes insurance could
make a reasonable profit charging far less than that.
But no doctor can expect to make “an enormous

amount of money out of this,” Hilgers says. Most just
maintain their previous incomes – which could well
be seen as profit if those previous incomes were dip-
ping.

mostly solo, mostly primary care

Not all doctors fit into the concierge medicine
mold.
The system is best suited for solo practitioners or,

at most, very small groups. Doctors who can take
advantage of it are in primary care and specialties
such as pediatrics or pain management where a large
number of patients receive ongoing care. It’s not for a
specialty such as surgery or orthopedics where
patients come and go.
A pediatrician, for example, might do well with it

“because parents really want immediate appoint-
ments” as well as personal attention and may be will-
ing and able to pay for it. The doctor might also real-
ize better income, because pediatrics is not a highly
paid specialty.
When is a good time to move to concierging?
It’s a good option when a doctor “has a bustling

practice” and a good relationship with the patients,
Hilgers says.
By contrast, it’s a bad option when a young doctor

is just starting out, because there’s no patient base to
pull from. Some physicians right out of medical
school have been successful with it, “but it takes a
while for the practice to get going.”
The doctor’s personality is a factor as well.
Success requires an entrepreneurial spirit, or some-

body who likes to market and develop the practice and
is willing to take chances. It’s not for somebody who
demands the safety net of employment.

legal issues to think about

On the legal side, the biggest concern is double
billing for Medicare “because the doctor can go to jail
for that.”
There’s also the concern of patient abandonment.

When there’s a switch to concierge medicine, the doc-
tor has to make sure patients currently undergoing
treatment are able to continue that treatment.
Marketing is another cautionary area. With con-

cierge medicine, patients enter into a contract with the
physician, and that contrast “has to say exactly what
benefits the doctor provides.” If that’s not clearly
spelled out, the physician could be sued for consumer
fraud or breach of contract.
Other issues stand in the shadows.
One is whether patients can use health savings

accounts to pay the retainer amount. There’s no clear
answer on that.
Another is how the insurance industry will eventu-

ally respond to concierge medicine. And again, the
picture is not clear. Payers could come to work against
it, viewing it as competition. Or they could favor it as
a cost cutter, because they don’t have to pay for the
care their concierge insureds get.

responding to the pros and cons

Offices need to be aware too that there is criticism
of concierge medicine, Hilgers says, but there is “an
up side and a down side” to that picture.
One criticism is the public health aspect of it. Con-

cierge medicine is admittedly “not something that can
work for the entire country.” If all physicians were to
reduce their patient populations, there would not be
enough doctors to go around.
Countering that is the fact that most physicians who

embrace it are doing so to provide the type of medi-
cine they see as best for their patients. And what’s in
the best interest of individual patients “may not be in
the best interest of public health policy.”
Another criticism is that concierge physicians “are

shirking their duties” as providers of care.
But the other side of the picture, he says, is the fact

that most physicians go into medicine to help people
only to find themselves pushed to larger practices just
to maintain revenues and forced to deal with more and
more oversight on quality, record keeping, and so on.
Deciding between that and a practice that provides “a
reasonable life,” the same income, fewer patients, and
the opportunity to give those patients full attention “is
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looking to a universal EMR
A hint of what’s to come. Not a complete online

medical record yet, but getting very close to becoming
one.
Medicare has started a voluntary project that allows

patients to set up personal health records for informa-
tion about their medical conditions, hospitalizations,
doctor visits, and medications.
It’s being tested in South Carolina and will run for

12 months.
Patients have to register for it, and once they do,

information from their hospital and physician claims
gets entered into the PHR automatically. Anything
else they have to enter themselves. That includes
information about their prescription drugs as well as
their over-the-counter drugs and even vitamins. They
can also enter information about their non-Medicare
visits.
Through the site, patients can get a summary of

their medical visits by date.
They can also access lists of current and previous

conditions, procedures, immunizations, medications,
and medication allergies.
And there are links to health education websites.
Unlike the medical record, which is controlled by

the physician, the PHR is controlled by the patient.
And the patient can allow or refuse access to anybody
– including the physician.
Registration is done online at www.myphrsc.com.
It’s shades of what’s to come – or what the govern-

ment would like to come. President Bush earlier set a
goal of making interconnected EMRs standard proce-
dure for offices by 2014. Yet EMRs are still not popu-
lar with medical offices, mainly because of the cost.
The government reports that to date just 14% of doc-
tors have electronic systems, and many of those are
only basic.

� � �

two good HIPAA brochures
The office could find useful two brief brochures

(two pages each) on HIPAA that are written for
patients.
They can be found at www.hhs.gov/ocr/hipaa and

they can be downloaded in English as well as in seven
other languages: Chinese, Korean, Polish, Russian,

Spanish, Tagalog (or Filipino), and Vietnamese.
The brochures are
• Privacy and Your Health Information and
• Your Health Information Privacy Rights.
The first explains what information gets HIPAA

protection; the second tells what rights patients have
in accessing their medical records.
The brochures would be useful to give to patients

who are questioning or contesting the office’s HIPAA
practices.
A caution, however: read them through before giv-

ing them out. They are quite basic and a bit oversim-
plified to the point that they could raise more ques-
tions than they answer. For example, the second
brochure states “you can ask to see and get a copy of
your medical record” but does not explain that while
patients can get as many free looks at their records as
they want, when somebody wants a paper copy, the
office can charge a copying fee.
Even so, these are worth keeping on hand.

� � �

29 new quality codes
Medicare has added 29 new Category II codes to be

used in quality reporting. They apply only to services
provided April 1 and after.
Essentially, they cover back pain and mammo-

grams.
For a complete list of the codes, go to http://www

.cms.hhs.gov/MLNMattersArticles/downloads
/MM5980.pdf.

� � �

doctor + hospital = 1 payment
Medicare is testing yet another new payment

method, this time a single global payment for hospital
care. The one payment will cover both hospital and
physician services for the entire episode of care, and
doctor and hospital will divvy it up however they
choose.
The test is yet one more stepping stone toward its

goal of value-based purchasing, Medicare says, and
the focus is more on doctors than on hospitals.
Right now, doctors are paid for the individual ser-

vices they provide. But the global coverage would put
an end to that. Their services and the hospital’s ser-
vices would be bundled together and given just a sin-
gle payment.
The project will cover hip and knee replacements

and coronary artery bypass grafts. Doctors who partic-
ipate will submit their claims as usual. Medicare will
then process them as “no pay” claims and include
them in the single payment.
Getting paid that way, the government says, will

little bits
of information
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force hospitals and physicians to coordinate their care
and procedures so patients are treated as efficiently as
possible.
The global package will include all the preadmis-

sion hospital testing, all the Part B services provided
in the hospital, and all the post-discharge services. �

NPIs now a done deed,
but here are seven areas
that are still confusing
And now it’s final.
The National Provider Identifier or NPI has to

appear on all claims.
That means everybody – both Medicare and com-

mercial claims.
It means electronic and paper claims.
It means all fields in the claim where a provider

identifier is required.
And it means no old identification numbers. For

Medicare – and likely for other payers as well – if an
old legacy number appears in any of the provider
fields, the claim will be rejected.
Medicare says that as of the end of May, more than

90% of offices were using the NPIs correctly. How-
ever, here are seven areas that still pose problems.

1. What about getting NPs for secondary
providers?
Mostly, those are ordering, referring, attending,

operating, and supervising providers. If one of them
hasn’t given the office its NPI, it’s up to the office to
find out what it is.
Either contact the provider directly or look it up in

the NPI Registry at https://nppes.cms.hhs.gov/NPPES
/Welcome.do and scroll down to “Search the NPI
Registry.”
If that doesn’t work, Medicare says to use the

office’s own NPI in the secondary provider field.
Something has to appear there or the claim will be
rejected.
The service facility location loop, however, can be

left blank.
Medicare reports that there have been a number of

rejections because of legacy numbers appearing in the
secondary provider field.

2. What is a sole proprietor and sole proprietor-
ship?
A sole proprietor is the single owner of a practice.

The practice itself is set up as a sole proprietorship –
not as a corporation, LLC, PA, PC, or partnership.
The doctor owns all the assets of the practice and is

solely liable for its debts. There may or may not be
employees.
The doctor and the sole proprietorship are a single

entity. There is no legal difference between the two.
And for that reason, the office’s taxpayer identifica-
tion number, or TIN, is the doctor’s Social Security
number.
It gets confusing, however, when there are employ-

ees, because often the IRS assigns an Employee
Identification Number, or EIN, to use on the W-2
forms so as to keep the doctor’s Social Security num-
ber private. And payers are required to allow the EIN
in the TIN field instead of the Social Security number.
However, that doesn’t change the fact that the

office’s TIN is still the doctor’s Social Security num-
ber.
When applying for the NPI, a sole proprietor has to

give the Social Security number, even if there is an
EIN.
Another point to watch: a sole proprietor or propri-

etorship get just one NPI even if the office has more
than one location.
3. Does a group practice need a separate NPI?
A group practice has to have its own NPI and so

does each member of the group.
The group applies for its NPI as a Type 2 entity; the

members apply as Type 1 entities, or individuals.
If the group has several locations, each is consid-

ered a subpart and also needs its own NPI – but only if
that location sends out bills.
4. What type of NPI does an incorporated doctor

need?
An incorporated individual is the sole owner of a

corporation. An example is a doctor who owns a group
practice that is a corporation and is an employee of
that corporation.
In that situation, the doctor has to apply for the NPI

as a Type 1 entity, or an individual. The practice then
gets an NPI as a Type 2 entity, or an organization.
And on the claims, the practice is the billing

provider and the doctor (or any other employee) is the
rendering provider.
5. What if the office has too many NPIs?
Some doctors have applied for – and received – dif-

ferent NPIs for Medicare, Medicaid, and even for
individual payers.
That’s a violation. The purpose of the NPI is to

make it possible for every provider to have just one
identifier.
If the office has several NPIs, it needs to decide

which one it wants to keep and deactivate the others.
It should also notify all its plans what it is doing.
6. What if a payer makes bogus requirements?
Some plans have told offices to get extra NPIs.

Others have said they won’t pay any claims unless the
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providers apply for their NPIs as individuals or orga-
nizations to match the way they are enrolled in the
payers’ plans.
If that has happened, the office should notify the

plan in writing that its request is not consistent with
the NPI application instructions.
If the plan is adamant, document the conversations

and correspondence and tell the plan that the office
will file a complaint with Medicare.

7. How can the office correct an NPI?
What if the office has an NPI that is either incorrect

or unnecessary?
It can’t change the application, so it has to deacti-

vate the NPI. Then it needs to report the deactivation
to the plans it is enrolled with and also to any other
providers it is associated with.
A warning, however: don’t deactivate an NPI until

the office is sure there are no outstanding claims car-
rying that identifier. Otherwise, those claims can’t get
processed and won’t get paid. �

Coding HIV from testing
to its manifestations

BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P

HIV or human immunodeficiency virus is a type of
retrovirus that attacks and destroys a particular type of
white blood cell called the CD4 cell. That cell’s main
role is to fight disease and infection. The HIV thereby
weakens the immune system and over time can culmi-
nate in AIDS, or acquired immune deficiency syn-
drome, which is characterized by opportunistic infec-
tions, malignancies, and other conditions.
In this country, AIDS was first seen in the late

1970s and early 1980s among homosexual men in Los
Angeles and New York. Those patients had an unusual
lung infection called pneumocystis carinii as well as
the rare skin condition Kaposi’s sarcoma, and accom-
panying those problems was a severe reduction of the
CD4 cells.
By 1983, the HIV virus had been identified as the

agent causing AIDS.
The Centers for Disease Control estimates that

1,185,000 people in the US now have HIV, though
more than a quarter of them don’t know it. That’s
because people can have the virus and be asympto-
matic for as long as 10 years. And therein lies one of
the greatest dangers of HIV, because all during that
time, an infected person can transmit the virus.
The HIV virus is found in the body fluids, includ-

ing genital secretions, and is most often spread via
sexual contact and needle sharing. It can also be
spread to an infant via the placenta, by the birth
process in general, and via breast milk. Transfusions
used to be a source of infection, but today’s controls
on the blood supply have made that unlikely.

the testing

HIV diagnosis can come as early as three months
after exposure.
The first test is usually a blood test for HIV anti-

bodies called the ELISA. If that’s positive, a second
test called the ELISA/Western blot is done on the
same blood sample to confirm the diagnosis.
There is also a preliminary test called the Rapid

EIA, which can be done on blood as well as on spu-
tum. Results can be available within 20 minutes.
Beyond those is the PCR viral load test, which

measures the amount of virus production and thereby
identifies the progression of the disease.
A CD4 test can then determine the effectiveness of

the treatment. It shows how far the CD4 count has
gone up or down, with the higher the count the more
effective the treatment.

the CPT codes

The CPT codes for HIV are not many.
For the testing, there are four:
• 86701 and 86703 for the initial ELISA test,
• 86689 for the Western blot test, and
• 87390 for the EIA test.
For the general treatment, the E/M codes apply.

the ICD-9-CM codes

With the ICD-9-CM codes, it’s important to note
that HIV creates a significant break from tradition in
hospital coding. While other inpatient conditions get
coded when they are only suspected, such is not the
case with HIV. It gets coded only when the diagnosis
is confirmed.
And it’s the physician’s documentation that deter-

mines whether the HIV is confirmed. A positive test
alone is not enough; the documentation has to say
specifically that the patient has HIV.
The reason is a good one. Once HIV infection

occurs, it’s only a matter of time before the patient
develops AIDS. There are also many biases against

ICD-9-CM and CPT
coding update
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HIV infection that could lead to discrimination. Thus,
ICD-9-CM is careful not to pin either the AIDS prog-
nosis or the potential discrimination on a patient who
does not have the disease.

coding the test results

When the test is inconclusive or when there is no
documented diagnosis, the code is 795.71 (inconclu-
sive HIV test). That would be used, for example when
the first test is positive and the follow-up test is nega-
tive. It might also be used when the test is negative
but there hasn’t been enough time since exposure for
the virus to be 100% detectable.
Along with 795.71, code the HIV exposure, which

is code V01.79. That can show the reason for the test-
ing.
What if the test is positive and the virus document-

ed but the patient has no symptoms? There the code is
V08 (asymptomatic HIV).

now the symptoms appear

Once the patient develops HIV-related symptoms,
the code becomes 042 (HIV disease). That code says
the HIV is no longer symptomless but now has some
manifestation of the infection.
Following that, there need to be more codes to

show what those manifestations are, perhaps thrush or
Kaposi’s sarcoma.
Once code 042 appears, V08 never gets used again,

because when the disease progresses beyond that
stage, there’s no going back to being symptomless.
Code 042 stays with the patient from there on out.

It won’t always be the first-listed code – if the patient
suffers, say, a trauma, the trauma will be coded first –
but it has to appear, because the HIV affects the treat-
ment.
That’s much like pregnancy, which is always listed

because it affects the treatment. There is a difference,
however. The pregnancy always gets coded first,
whereas the HIV gets coded first or later depending on
the reason for the encounter.
Now combine the two. Suppose the patient is preg-

nant and also has HIV infection.
Code the pregnancy first. Then code 647.6x (other

infectious viral diseases complicating pregnancy).
Then code the HIV – either V08 (HIV positive but
asymptomatic) or 042 (actual HIV illness).

coding the HIV test results

What about the patient who simply comes in to be
tested for HIV?
The diagnosis code is V73.89 (screen for other

viral diseases).
If the patient is in a high-risk population, perhaps

is homosexual or an IV drug abuser, add V69.8 (other
problems related to lifestyle).
And if there is counseling, add V65.44 (HIV coun-

seling).
Now what about the patient who comes in to find

out about the test results?
If the test is negative, the only code is V65.44 for

the HIV counseling
If it’s positive and the patient is asymptomatic, the

code is V08.
And if it’s positive and the patient has symptoms of

HIV infection, the code is 042. Then add codes for
whatever the symptoms are, and if there is counseling,
add code V65.44.
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. �

What makes a staff
a team of professionals?
the key is attitude
How can the manager turn staff into professionals?
Focus on attitude, says CYNTHIA R. GROSSO,

founder of the Charleston School of Protocol and
Etiquette in Charleston, SC, and a speaker on corpo-
rate etiquette and professional success.
People think professionalism is action. It’s not. “It’s

an attitude.” And mostly it’s an attitude of self respect.
She cautions, however, that developing a profes-

sional attitude has to be something staff want to
achieve, “not something they have to do.” Otherwise,
they won’t put forth the effort. And what makes it
attractive is the what’s-in-it-for-me, or the personal
value it carries, which essentially is the fact that self
respect generates returned respect from the people
who see it.
Grosso cites several factors that take staff to the

professional level – all of them amazingly simple.
But don’t stop with these, she says. Let staff devel-

op other elements to add to their professional picture.
And don’t expect to create professionalism is a day.

The manager has to “remind staff again and again”
that their attitude is what makes them professionals
and that being professionals is what brings them per-
sonal satisfaction.

a greeting begets a greeting

The most important factor of professionalism is also
the most often overlooked: a personal greeting. And



part of that greeting is to introduce oneself.
Patients’ biggest complaint is not the wait but the

fact that they aren’t greeted when they come in,
Grosso says. A greeting “is a form of respect” for the
patient and at the same time “a form of self respect”
for the staffer, because greeting someone opens the
door to being greeted back.
If the phone is ringing and it’s not possible to speak

to someone immediately, double the greeting when the
call ends. Stand up “and make a big point” of giving a
personal hello.
Greetings are important within the office as well,

she says. Too often staff get so focused on their jobs
“that they miss the people.”
The personal benefit of this element of profession-

alism: people who greet others warmly and with
respect get the same in return.

a smile creates a following

Another important albeit small element of profes-
sionalism is smiling – at patients, at co-workers, and
at the doctors.
Professionally, it promotes patient satisfaction.
For the staffer, there are several good outcomes.
One is the fact that a smile makes the smiler feel

better, because the action of moving the muscles to
form a smile “sends positive reactors to the brain.”
Another is that a smile indicates self confidence,

and people tend to respect and follow other people
who are confident, Grosso says. A smile “is the most

positive thing anybody can do to influence others.”
The overall personal benefit: smiling makes an indi-

vidual somebody other people want to be with.

a WOW! office = a WOW! staff

Yet another small element that leads to profession-
alism is what Grosso terms “the WOW! factor.” It’s
the one-more-thing approach of giving more than peo-
ple expect.
She cites a local tire store that always gives an extra

something with a tire purchase, such as “we noticed
your wipers were worn, so we replaced them free” or
“your washer fluid was low, so we replaced it free.”
There’s a bottle of water on the console when the

customer leaves, and there’s a flower on the seat for
female customers.
Her advice is to ask staff to come up with ways to

make patients leave thinking “WOW! that was nice.”
The medical profession is competitive to the point that
those patients have lots of choices, and they will
choose the practice that offers that one more thing.
The personal benefit: patients view the staff as

WOW! people.

sticks and stones

Still more professionalism can be achieved by end-
ing the negative remarks.
The benefit to the office is obvious. A positive atti-

tude creates a pleasant environment.
The personal benefit is that plus more.
A staffer who gossips or speaks ill of peers or

patients is personally destructive, Grosso explains.
The negative talk undermines self thought, self confi-
dence, and self esteem. And the people having to lis-
ten to it feel that way about the person doing the talk-
ing
There’s irony too in that the person being talked

about doesn’t hear what’s said and so goes on with no
negative effect at all.

the ultimate is etiquette

Finally, professionalism is manners and etiquette,
and again, attitude makes the difference, Grosso says.
Holding a door for another person “isn’t an action

but an attitude.” The same is true of letting the door
slam on that other person. It’s a demonstration of atti-
tude, and people who have that type of attitude “live
their whole lives like that.” They have homes and
marriages and jobs that are as negative – and as
unprofessional – as they are.
The personal benefit: manners and etiquette toward

other people generate manners and etiquette toward
the staffer who gives them. �
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