
As the reimbursements get tighter and the work
hours get longer, the question forefront in the minds
of most physicians is how to increase the revenues.
There are a number of ways to do that, says consul-

tant DAVID E. HUNT, CHBC. It’s simply a matter of
searching out opportunities for billable encounters
that the office can take advantage of without compro-
mising care.
But along with that is the question of whether new

revenue sources will hurt the doctor’s lifestyle. “What
physicians have to sell is their time,” he says, and
many view 30 hours a week with a lower income as
far preferable to a higher income with 50 hours
attached to it.
Hunt is principal of the Doctors’ Management

Services Division of Parrish, Moody & Fikes, CPAs,
in Waco, TX

no Saturday morning cartoons

One of the fastest ways to enhance revenues is to
add Saturday hours.
Not only does that bring in more money, Hunt says,

but it also gives the office a marketing advantage,
because not a lot of physicians keep their offices open
on Saturdays. He finds that many who do are older
physicians who have kept Saturday hours over the
years “out of a work-hard ethic.” Most younger doc-
tors don’t.
Yet Saturday hours are a good way to attract – and

keep – patients.
The three As of physician success are availability,

affability, and ability, and in that order, he explains.
“Patients don’t know how to judge ability, but they
know if the doctor is available and friendly.” And
Saturday availability is attractive.

the drug company trials

Another money generating addition is participation
in clinical trials sponsored by drug companies.
The company pays the expense of the trial and also

gives the doctor some form of compensation. Some-

times it even pays for a nurse to oversee the work.
Managed well, and particularly if a nurse oversees

most of the activity, the participation can be prof-
itable, Hunt says. But don’t get into it without under-
standing the amount of work it will require and how
that work will get done. Poorly managed, it can take
unforeseen amounts of time “and disrupt the rest of
the practice.”

the doctor as director

A doctor can also see additional income by taking
on a directorship at a hospital or skilled nursing facili-
ty. The organization pays for the doctor’s time, often
as much as several thousand dollars a month.
There is a caution, however, Hunt says. Whatever

payment the doctor receives “has to be set at fair mar-
please turn to page 3)
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Letters explain payment policies
and also save the patients money
Most patients don’t know the extent of their insurance coverage.

Neither do they understand how to deal with an insurance company.
And the worst time to try to figure it all out is during an illness,

says LAURAWYNHURST, manager of Eastern Infectious Disease
Associates in East Setauket, NY.
So her office has set up explanatory letters for new patients.
The letters would be good for any office, she says, but they are

essential for hers because the doctors don’t contract with any com-
mercial payers but participate only in Medicare. Thus, the office has
to be “as up-front as possible” about patients’ obligations and what
their out-of-pocket expenses will be.
The letters go to all new patients, and they differ according to

whether a patient is or isn’t coming for follow-up care after hospital
discharge. They are brief – only one page long – so the information
is easy to get through.
Essentially, each letter explains that the office does not partici-

pate in any insurance other than Medicare and then tells the patient
what to do.
It tells the patient to call the carrier and find out the out-of-net-

work benefits and the deductible and copay amounts. It also tells the
patient to find out what the out-of-network authorization require-
ments are and to get the name and phone number of the person the
office should call for authorizations.
Further, it says the office will file the claims as a courtesy to the

patient but only “as long as we have the information on file.” And if
there is trouble getting the payment, “we expect you to assist us
since you have the contract with the insurance.”
Each letter points out that the patient is responsible for the copay-

ment, the deductible, and for any balance that Medicare or the com-
mercial payer doesn’t cover.
And it says payment is expected at the time of the visit but also

that the office will work out a payment plan if necessary.
Spelling out what patients have to do makes office and patients

“partners in the care,” Wynhurst says. The office gives directions
and assistance “so they aren’t left floundering not knowing where to
turn,” but at the same time, they have the obligation “of getting their
insurance information” and finding out what their benefits and
obligations are.
Having that information ensures that nobody winds up with an

unexpected collection call or “a financial surprise.”
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 2)
ket value.” Thus, the doctor must in fact be providing
services to the entity.
Similarly, the facility will doubtless have Medicare

and possibly Medicaid patients, and the arrangement
“cannot look like a way to shuffle money through as
an inducement for patient referrals.”
There is also a time caveat: be careful that the

directorship work doesn’t become excessive. If it
does, the outcome is either more work than the doctor
can handle or an exchange of patient revenues for the
directorship pay, which makes the income a wash.

hospital vs. hospitalist

Look too at the amount of hospital inpatient work
the doctor is doing.
View the hospital visits as house calls, he says. The

question is whether it’s financially worthwhile to
make the trips, and much of the decision rests on the
office’s location “and how difficult it is to get to the
hospital.”
It could be more beneficial to use a hospitalist and

spend the time seeing more patients in the office.

the overexpense of insurance

As for cutting expenses, “there’s probably not
much” the office can do, because for the most part,
there’s very little waste in medical practices.
Overspending, however, is another story, and one of

the biggest expenses is also one that’s seldom ques-
tioned – the insurance premiums. Often rates have
come down since the policies were purchased, yet the
office is still paying the higher amounts.
Ask the agent if any of the policies can be replaced,

Hunt says. Or shop and around and find other agents.
With the malpractice policy, “revisit the limits.” It
may well be possible to increase the limits and there-
by reduce the premiums, though he cautions not to
make coverage changes without first evaluating them
with the office’s attorney.
Look further at the medical insurance. If the office

has a standard PPO, it may be possible to shift more
of the premium cost over to the employees without
causing any financial hardship. For example, the
office might increase the deductible and marry that to
a health savings account. Employees then pay more on
the deductible end but balance it out with the lower
premiums and the advantage of putting pre-tax money
in the account.

what about a profit center?

A larger practice can add to its revenues by setting
up additional profit centers, such as an endoscopy

suite for a gastroenterology group or nuclear cameras
for a cardiology practice.
The doctors then bill for both the technical and pro-

fessional components of the service, and revenue that
currently goes to the hospital comes back to the
office.

other markets, other sales

It’s also possible to expand the office’s market to
other interest areas.
Depending on the specialty, the office might add

services such as aesthetics or stress management or
spider vein treatment or baratrics. With the increase in
obesity, Hunt says, the latter is becoming a popular
venture. Some vendors will – for a fee, of course –
set up and market a weight loss program.
Similarly, the office can get into sales of products

such as skin products and nutritional supplements.

1 doctor + 1 extender = profit

And when a doctor is extremely busy, the best
option for revenue enhancement can be to bring in a
physician extender.
The ideal extender is a clone who can take on the

work “but doesn’t have to eat or have a place to stay.”
Absent that, however, the solution is a midlevel prac-
titioner. That’s the closest the office can come to hir-
ing another doctor without paying the salary a physi-
cian commands.
And there’s a nonfinancial benefit to the arrange-

ment as well. The midlevel can handle the sore throats
and leave the physician more time “to deal with the
patients who really need attention” such as those with
diabetes, hypertension, COPD, and other chronic con-
ditions.
On average, Hunt says, one busy physician can eas-

ily keep a midlevel practitioner busy and see a profit.
But the more doctors there are, the lower the cost,
often to the point that it becomes a question of

by john chase
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whether the office has enough extenders. �

How to address and cure
the ‘little’ behavior issues
Question: Our office has a problem that’s not easy

to pin down. It is that staff talk about their personal
business within hearing of patients. Some even dis-
cuss their business with patients directly.
How can I address this? It is unprofessional but not

a breach of any rules.
Submitted by: (name withheld by request)
Answer: The most difficult area for any manager to

address is the “soft” behaviors, says management con-
sultant QUINT STUDER of the Studer Group in Gulf
Breeze, FL.
Those are the behaviors that don’t break rules yet

undermine morale and professionalism. The difficulty
comes in how to identify them and how to respond
when somebody doesn’t comply with what, after all,
isn’t a rule.
His solution is to set up a standards-of-behavior

contract that tells what behaviors are expected and
what behaviors the office will not tolerate.

a job for a staff team

Don’t try to set up the contract alone. No manager
can hand out a list of standards and expect a positive
response. Any standards staff are going to follow are
standards they set for themselves.
Appoint a standards team and give it the task of

brainstorming what behaviors should be encouraged
and what behaviors should not be tolerated.
Surprisingly, Studer says, his own experience has

been that staff wind up being “more rigid” than the
manager ever would be. In one client office, for exam-
ple, staff set a standard that no one could walk into
someone else’s work area and start talking. Instead,
everybody had to stand at the door and ask for permis-
sion to come in by saying “is this a good time for you

to talk?’
To help the team identify the elements to cover,

have everybody first fill out a questionnaire asking for
examples of behaviors that are and aren’t acceptable
in categories such as respect, teamwork, commitment
to co-workers, appearance, etiquette, and so on.
There’s good guidance too in the patient satisfac-

tion surveys the office has done. Look for the areas
patents have cited as either outstanding or needing
improvement.

some examples to follow

The team then compiles the behavior standards in
terms of “I will do such-and-such.”
But the caveat is that they have to describe each

standard to a T so everybody knows what to do and
not do. For example, a standard of “I will display a
positive attitude” is too vague. There need to be
specifics such as “I will smile, make eye contact, and
greet everyone by name.”
Studer gives these examples:
Patient relations: I will introduce myself to

patients and tell them my job title / I will address
patients by name / I will maintain eye contact / I will
ask questions such as “how may I be of help to you?”

Patient service: I will remember that patients are
not an interruption to my work but the reason I am
here / I will find someone else to meet a patient’s
request if I am unable to do so.
Commitment to co-workers: In all communica-

tion, I will treat co-workers respectfully by listening
and avoiding defensiveness / I will discuss issues
directly with co-workers and not go to other people
unless an issue cannot be resolved / I will assist co-
workers and other departments when needed.
General etiquette: I will not discuss office issues

with or in the presence of patients or visitors / I will
speak in an appropriate voice level.
Telephone etiquette: I will screen calls with the

phrase “may I say who’s calling?” / I will use a tone
of voice that is alert and pleasant / I will not use
phrases such as “okay,” “yeah,” and “hold on.”

give it some fanfare

Let the team present the contract at a staff meeting.
Have them explain the work and then hand out the
contract for everybody to read and sign.
Explain too that adherence to the standards will be

part of the yearly evaluations.
It’s also effective to make the enforcement some-

what fun, perhaps assigning one staffer as the “stan-
dards sheriff” to watch for violations and bring them
up anonymously at staff meetings.

reader ques-
tion
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Its name, its purpose, and who’s in on it: It’s the
Physician Quality Reporting Initiative, or PQRI.
It’s an effort to improve the quality of care and at

the same time save money. Or maybe that should be
reversed. Medicare wants to start paying more for
quality and less for services per se.
Right now, it’s a voluntary Medicare program. But

count on it that with money to be saved, commercial
payers will soon be following suit. Some even have
quality programs already in place.

� � �

Why do it if it’s only voluntary? Because quality
coding is here to stay.
It came about by law – from the 2006 Tax Relief

and Health Care Act, which required Medicare to set
up an incentive payment for coding quality.
And it’s fast expanding. Last year there were only

74 quality measures; this year started out with 119
measures; July now brings four new measure groups;
more measures will be added in January.
Speculation is that sooner rather than later, claims

without quality codes will be paid at one level and
claims with quality codes will be paid at another high-
er level. When that happens, offices that aren’t already
coding quality won’t be prepared for it and may lose a
lot of money while they get on track.

� � �

Anything else to watch for here? Yes. Along with
the quality coding, Medicare is strongly pushing elec-
tronic record keeping. Two of this year’s quality mea-
sures are for the use of electronic health records and
electronic prescribing.

� � �

Another encouragement: a bonus: Last year, doc-
tors who coded quality could qualify for a bonus of

1.5% of their total allowed Medicare charges for the
six-month period.
This year, doctors can earn a bonus of 1.5% of their

total allowed charges for the entire year.
And while it’s possible to jump into quality coding

at any time, doctors who did not start quality coding
in January now have a second chance at a bonus. They
can start this month coding four new groups of mea-
sures and get a 1.5% bonus for the second half of this
year’s charges.

� � �

Now it gets confusing – an alternative time and
an alternative way to code quality: Medicare’s sec-
ond chance is a half-year reporting period that runs
from July 1 to the end of the year. That means there
are now two possible reporting periods for this year –
one from January 1 to December 31, and the other
from July 1 to December 31.
There is also a second way to submit the data.
Currently, to get the bonus, a doctor has to code

three measures; or, if only one or two measures apply
to the doctor’s practice, the doctor has to report them
all. The bonus comes if the coding is correct for at
least 80% of patients to whom the measures apply.
The new way to submit the quality data is by coding

groups of measures instead of individual measures.
There are four groups. They are
• diabetes mellitus
• preventive care
• chronic kidney disease
• end stage renal disease
Each group has several quality measures, and the

doctor has to code all that apply to the patient.
To get a bonus, the doctor has to code correctly at

least 15 consecutive patients in the group or 80% of
all the patients who fall into the group.

(continues on the next page)

PQRI and its two reporting times for 2008
– a MOM mini seminar

Quality coding started last July with a six-month reporting period that ended in December. For this
year, there originally was just a single reporting period running from January through December.
Now, however, Medicare has added a sort of mini reporting period running from July through
December.
For doctors who haven’t already starting quality coding, this new mini period is a second chance to

jump into the game and still get a bonus of 1.5% of their total Medicare approved charges. The bonus
will only apply to the charges during the six-month period, but a bonus it is nonetheless.
And perhaps more important, by starting now, the office won’t risk losing money in the scramble to

get on board when – as is highly possible – Medicare and commercial payers alike start basing their
payments on the quality codes.
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Four new G codes: Along with that are four new G
codes to use with the new groups. They are starter
codes. They signal that the doctor has chosen to code
a particular group, and Medicare starts the counting
from that point.
The G codes are the only sort of “registration” a

doctor has to use with quality coding. For individual
measures coding – not the measures groups – all that’s
necessary is to start coding. With the groups, however,
there has to be a G code with the first claim to let
Medicare know the show is on.
There’s nothing wrong with using a G code on each

patient, but it isn’t necessary. Once is enough.
G codes are not necessary for registry reporting.
• G8485 – beginning of the diabetes measures

group
• G8486 – beginning of the preventive care

measures group
• G8487 – beginning of the chronic kidney disease

measures group
• G8488 – beginning of the end stage renal disease

measures group

� � �

New groups and new G codes: Here is a list of the
four measures groups plus their G codes and their
individual measures:

diabetes mellitus – G8485
• measure 1 – hemoglobin A1c poor control in

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

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

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

or medical attention for nephropathy

preventive care – G8486
• measure 39 – screening or therapy for

osteoporosis for women age 65 and older
• measure 48 – assessment of presence or absence

of urinary incontinence in women age 65
and older

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

• measure 111 – pneumonia vaccination for patients
age 65 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 – universal weight screening and

follow-up

chronic kidney disease – G8487
• measure 120 – ACE inhibitor or angiotensin

receptor blocker (ARB) therapy in patients
with CKD

• measure 121 – CKD: laboratory testing (calcium,
phosphorus, intact parathyroid hormone
(iPTH) and lipid profile

• measure 122 – CKD: blood pressure management
• measure 123 – CKD: plan of care: elevated hemo-

globin for patients receiving erythropoiesis-
stimulating agents (ESA)

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.

� � �

More confusion – registry reporting: Until now,
the quality codes have simply been added to claims.
But Medicare is setting up an additional way for doc-
tors to submit them, and that is through registries
A registry is an organization that essentially will

pick up the doctor’s codes, count them out, and send
the results to Medicare. Some registries such as those
run by specialty societies are already operational.
Others are now applying to Medicare for certification.
Medicare will post a list of approved registries on

its website at http://www.cms.hhs.gov/pqri. The list
will be posted by August 31.
The requirements for registry reporting are a little

different from those for claims reporting.
For the January-December period, a measure has to

be coded either for 30 consecutive patients, Medicare
or nonMedicare, or for 80% of Medicare patients
without regard to whether they are consecutive.
For the July-December period, a measure will have

to be coded either for 15 consecutive patients,
Medicare or nonMedicare, or for 80% of Medicare
patients without regard to whether they are consecu-
tive.
Doctors can submit codes via registries as well as

via claims, and they can get a bonus if they report
either one successfully; however, they can’t get two
bonuses.

� � �

Now nine reporting options: With the new half-
year reporting period and with the possibility of reg-
istry reporting, a doctor now has nine options for
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quality coding – three for reporting via claims, and
the other six for reporting via a registry.
That doesn’t mean anybody needs to change proce-

dures, however. These are just additional options that
are now available.
Here are the nine options:

CLAIMS-BASED REPORTING FOR INDIVIDUAL MEASURES

Jan. 1 – Dec. 31:
• Report three measures; or, if only one or two mea-

sures apply to the doctor’s practice, report them all.
Code at least 80% of patients to whom they apply.

CLAIMS-BASED REPORTING FOR MEASURE GROUPS

July 1 – Dec. 31:
• Code all the applicable measures in each group

for 15 consecutive patients. To start the count, use a G
code on the first patient.

– or –
• Code all the applicable measures in one group for

80% of patients to whom they apply. To start the
count, use a G code on the first patient.

REGISTRY REPORTING FOR INDIVIDUAL MEASURES

Jan. 1 – Dec. 31:
• Code at least three measures for 80% of patients

to whom they apply.

July 1 – Dec. 31:
• Code at least three measures for 80% of patients

to whom they apply.

REGISTRY REPORTING FOR MEASURE GROUPS

Jan. 1 – Dec. 31:
• Code all the applicable measures in one group for

30 consecutive patients. Those can include some
nonMedicare patients, but there have to be Medicare
patients among them. A G code is not required for reg-
istry reporting.

– or –
• Code all the applicable measures in one group for

80% of patients. A G-code is not required for registry
reporting.

July 1 – Dec. 31:
• Code all the applicable measures in one group for

15 consecutive patients. Those can include some
nonMedicare patients, but there have to be Medicare
patients among them. A G code is not required for reg-
istry reporting.

– or –
• Code all the applicable measures in one group for

80% of patients. A G-code is not required for registry
reporting.

A note about consecutive patients: Consecutive
means next in order by date of service.
And when Medicare says consecutive, it means

consecutive. If a patient gets missed, that’s it. The
doctor can’t restart the count. The only option at that
point is to hope to reach an 80% accuracy rating on
the measures group.

� � �

A note about age: Some of the measures apply to
certain age groups such as persons older than 50. The
age is determined by the date of service.
With measures groups, however, the patient can be

at the right age any time during the reporting period.

� � �

When to expect the bonus payments: The bonuses
for 2007 will be paid out in mid to late July, Medicare
says.
The checks will be made out to whoever holds the

tax ID number, or TIN. Thus, a group practice will
likely see a single check. It will then pay the money
out to the doctors however it wants.

� � �

When to expect the feedback reports:Whether or
not a doctor qualifies for a bonus, there will be a feed-
back report showing how that doctor fared in the qual-
ity coding and how the numbers compare to national
averages.
The reports will be sent out in mid to late July and

will be separate from the bonus checks. In addition,
doctors will be able to access their reports online.

� � �

Where to find the measures: The codes for all the
measures can be found at www.cms.hhs.gov/pqri.
Click on the “measures/codes” tab at the left. Then go
to the “downloads” and click on “2008 PQRI Quality
Measure Specifications 12/31/07.”

� � �

A parting thought: Don’t think Medicare stands
alone in paying for quality. Insurance companies,
employers, and consumer groups have entered into a
new agreement called the Patient Charter for
Physician Performance, Measurement, Reporting, and
Tiering Programs.
It sets standards for physician ratings scales and

says payers can use those scales to determine how
much individual doctors get paid. Employers will use
the scales to decide which doctors to include in their
plans.
The American Medical Association and also spe-

cialty societies have signed the agreement, and the
standards could come into play as early as Janaury. �
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Enforcement also has to be serious, however.
When there’s a violation, the manager needs to dis-

cuss it with the staffer and show the signed contract.
In addition, violations that are serious or are blatantly
repeated should be treated like any other disciplinary
matters with termination a possibility.
The advantages of all that are significant. Having

(please turn to page 8)
(continued from page 4)
specific standards for staff to follow makes it possible
for the manager “to make the soft stuff hard.”
In addition, the contract ensures that discipline will

be consistent. Everybody is held to exactly the same
standards. It’s not a matter of “having to do this in one
department but not in another.”
To keep it forefront in staff’s mind, give everybody

a copy to keep.
In addition, give a copy to anybody who applies for

a job and explain it with “our employees developed
these standards of behavior, and we follow them.” Do
that even before a candidate gets the application form.

Also, he says, review the standards at the end of each
year “and tighten them up” so they always address
whatever elements the office wants to emphasize.
�

Diabetes is fast becoming
an all too prevalent code
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
Today, any office is likely to encounter diabetes.
New estimates from the Centers for Disease

Control show it to be a rapidly growing condition. In
2007, some 24 million Americans were diagnosed
with it. During that same year, almost 25% of people
age 60 and older were diabetic. What’s more, the CDC

estimates that as many as 57 million Americans are
pre-diabetic, or at increased risk for the disease.

a matter of blood sugar

Diabetes is marked by high levels of blood glucose,
with the culprit being either defective insulin produc-
tion or defective insulin action, and sometimes both.
There are two main types.
Type 1 diabetes. First is type 1, which accounts for

only 5% to 10% of cases.
It can occur at any age, but it usually strikes chil-

dren and young adults and usually requires insulin.
For those reasons, it was previously called juvenile
onset or insulin-dependent diabetes. However, the
proper name is now simply type 1 diabetes, because it
does not always occur in early life nor does it always
carry insulin dependency.
With type 1, the beta cells in the pancreas don’t

function. Those are the cells that create insulin, and
it’s insulin that regulates the level of glucose in the
blood. Without its own insulin, the body must con-
stantly get a supply of insulin by injection or pump.
The risk factors are genetics, environmental issues,

and autoimmune conditions.
Type 2 diabetes. Type 2 used to be called adult

onset or noninsulin dependent, but again, the proper
name is now simply type 2 diabetes. It accounts for
most of the other 90% to 95% of diagnosed cases.
It usually begins with insulin resistance, where the

cells don’t use the insulin properly. The body gradual-
ly needs more and more insulin until it reaches the
point that the pancreas can’t produce enough.
The risk factors are obesity, a family history of dia-

betes, a history of gestational diabetes, a sedentary
lifestyle, and ethnic background.
The disease most often hits people over age 60. It’s

rare in children and adolescents, though it’s becoming
more frequent in that age group, quite likely because
of the rise in childhood obesity.

Gestational diabetes. Another form of the disease
is gestational diabetes, or diabetes that occurs during
pregnancy. As a baby develops, there is increased
demand for insulin, but with this type of diabetes, the
mother’s pancreas cannot produce it.
The disease occurs most frequently in native Amer-

icans, native Alaskans, blacks, and Hispanics – in that
order – and in women who are obese or who have a
family history of diabetes. And women who get gesta-
tional diabetes have a 40% to 60% chance of getting
diabetes within the next 10 years.
The treatment can be diet modification, medication,

or even insulin.
Prediabetes. There is also prediabetes, where the

glucose is high but not high enough to be classified as
diabetes. It’s most commonly diagnosed by a blood

ICD-9-CM and CPT
coding update
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sugar level of 100 to 125 after fasting overnight. That
level is higher than normal but not high enough to
classify the patient as diabetic.
Progression to full diabetes is not inevitable here,

but patients are at risk of getting the disease and also
of heart disease and stroke.

Reaching and maintaining a healthy weight and
increasing activity can reduce the chances of develop-
ing diabetes it by as much as 58%. And in adults over
60, by as much as 71%.

the issue of insulin

Diabetes treatment mostly focuses on controlling
the insulin production and use and thereby staving off
the complications. And those complications can be
serious – blindness, kidney damage, cardiovascular
disease, stroke, and amputation of the lower limbs.
Type 2 can sometimes be controlled by diet and

exercise and also by losing weight. Many patients also
take medication for cholesterol and blood pressure.
And sometime insulin is given.
With type 1, however, insulin is almost always

required.
Because there are variations in both types, the fact

that the patient is or isn’t taking insulin does not
determine the type of diabetes.

now for the coding

The 250.xx codes. The diabetes codes fall into the
250 range, and the codes have fourth as well as fifth
digits.
The fourth digit tells whether there is a complica-

tion and, if so, what type of complication it is.
The primary complications, which are conditions

that have to be dealt with immediately, are comas, and
they are identified by fourth digits 1 (ketoacidosis), 2
(hyperosmolarity), and 3 (other coma). The other
fourth digits (4 though 9) show renal problems, eye
problems, neurologic disorders, peripheral circulatory
disorders, and the catch-all categories of other and
unspecified complications.
The fifth digits then tell whether the diabetes is

type 1 or 2 and whether it is uncontrolled. Those are 0
(type 2 or unspecified, not uncontrolled), 1 (type 1,
not uncontrolled), 2 (type 2 or unspecified, uncon-
trolled) and 3 (type 1, uncontrolled).
Note that it’s not just the use of insulin that makes

diabetes type 1 and uncontrolled. That’s the doctor’s
call. It can’t be coded as type 1 uncontrolled unless
the documentation says that’s what it is.

V code. Code V58.67 shows current long-term
insulin use. Use that only if the insulin is routine, not
if it is being given temporarily to bring the blood
sugar under control.

The sequencing.What if the patient is being treat-
ed for a complication of the diabetes?
Code the diabetes and fourth digit first and then

code the specific diabetic complication.
For example, suppose the patient comes in for

treatment of a diabetic cataract. The first code is
250.5x (diabetes with ophthalmic manifestation).
Then comes the code for the diabetic cataract, which
is 366.41.
It seems that should be the other way around,

because after all, the cataract is what the patient is
being treated for. But not so. Look in the ICD-9-CM
Index under “diabetes with cataract.” It shows code
250.0 first and then code 366.41 in italics. Italicized
codes can never come first.
Suppose the patient has more than one complica-

tion, maybe the diabetic cataract plus a kidney prob-
lem. That calls for yet another code for the renal man-
ifestation – 250.4x. Then add the code for the kidney
problem, which is 583.81.
As to which diabetes code goes first, that depends

on why the patient came in for treatment. If it was for
the cataract, the 250.5x goes first; if it was for the kid-
ney problem, the 250.4x goes first.

the issue of pregnancy

Another coding issue that can arise with diabetes is
pregnancy, which always gets coded first.
The codes are found in the chapter on complica-

tions of pregnancy.
Suppose there is gestational diabetes, which occurs

during the pregnancy and resolves when the pregnan-
cy ends. The code is 648.8x (gestational diabetes).
On the other hand, suppose the diabetes occurred

before the patient became pregnant. The code is 648.0
(diabetes mellitus). Before she became pregnant, the
first listed code would have been 250.xx, but once she
becomes pregnant, the first listed code is 648.0x. And
then because code 648.0 simply says diabetes melli-
tus, add the other information about the type and com-
plication.
And there’s more. If the patient is taking insulin –

and not just temporarily – add code V58.67.

secondary diabetes

Finally, there is the issue of secondary diabetes.
For a long time, medical professionals have wanted

a separate code for that, because diabetes can be
caused by something other than a bad pancreas, per-
haps by cystic fibrosis or Cushing’s syndrome or
malignant neoplasms or late effects of poisonings or
even by some medications such as steriods.
Starting October 1 is a new category of 249.xx for

secondary diabetes mellitus. It will mirror the current
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250.xx category in that there will be the same fourth
digits for complications and fifth digits to show
whether the diabetes is controlled or uncontrolled.

an important note to remember

Now for a one-question quiz:
True or false? Insulin use determines the type of

diabetes.
False. Type 2 diabetes might require insulin at

some point to regulate the glucose. And there can be
short periods when type 1 doesn’t require it.

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. �
Don’t overlook the items
a jury will be looking for
in an employment claim
The biggest single reason employment litigation is

lost or an employer is forced to settle a meritless
claim is lack of documentation, says employment
defense attorney KEITH HARRISON of Crowell &
Moring in Washington, D.C.
With personnel issues, documentation cannot be

compromised. Its most obvious purpose is proof of
what has transpired in a job dispute. But equally
important, it’s a memory jogger, he says.
A complaint never appears until after the fact, often

a long time after the fact, and the documentation is a
solid record of what everybody has by now all but for-
gotten. Or what nobody even knows. There could have
been turnover, and the current manager may not have
been working in the office when it took place.
With an employment law dispute, a clear paper trail

is the most effective defense an office can provide.

‘get along or get out!’

As to what performance issues need to be docu-
mented, it’s not just infractions of what’s spelled out
in the job description, Harrison says.
Managers fail to realize the breadth of what is con-

sidered performance. It goes beyond “meeting the
numbers” of whether a secretary makes too many typ-
ing errors. It covers everything from showing up to
work on time to treating co-workers with respect to
courtesy toward supervisors.
“Those are all expectations about job performance,”

yet they are the very elements managers fail to docu-
ment.
He gives the not unusual example of “a high-main-

tenance employee” who doesn’t get along with the

others and stirs up disputes that the manager has to
spend time straightening out. The manager finally
says, “look, you have to get along with people, and if
you can’t do that, you can’t work here.”
Document that just as carefully as the failure to

meet the typing requirements.
Performance is a broad concept, and not all of it can

be spelled out precisely in a job description, he says.
Whenever a staffer does something that is a problem
to the employer, write out what has happened and
what’s been said and what warnings have been given.

make it brief but write it now

Timing is also essential, Harrison says. The docu-
mentation needs to be done when the event occurs.
Many managers think the annual evaluations are

documentation enough to keep the office safe from
wrongful termination claims. They aren’t.
The evaluation often comes long after a perfor-

mance issue took place, and by then the manager has
forgotten about it and so doesn’t mention it in the
review or mentions it only sketchily.
What’s more, managers tend to be “less than hon-

est” with performance evaluations and don’t always
cover the seriousness of whatever inadequate behavior
a staffer has displayed.
Document things when they happen, he says.
There doesn’t always have to be a formal meeting

about the issue. In many situations, the manager can
simply send the staffer a letter or an e-mail outlining
the problem, telling what the expectations are for
improvement, and explaining the consequences of not
meeting them, for example: You were late for work
today (the performance problem). You are supposed to
be at your desk no later than 9:00 am (the expecta-
tion). If you are late again, you will be subject to dis-
ciplinary action, up to and including termination (the
consequences).
That does it all. It explains what’s not right, warns

the staffer about the consequences, and gives the
staffer “a chance to fix the problem.”

a big fat employee file

Put great detail in the employee’s file, however.
Besides including copies of the written warnings

the manager has given, write a narrative of what hap-
pened, who witnessed it, and what the manager did to
address the problem. The document can include infor-
mation that was not given to the employee such as the
names of other people involved.
An example: On June 10, Staffer A was rude on the

phone to a patient who was inquiring about test
results. Staffer B witnessed the rude behavior. And the
patient called me the next day to complain about it.
Staffer A was given an e-mail warning and was told
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that if it happens again, the outcome will be termina-
tion.
Many managers don’t want to take the time to do

that, thinking the narrative has to be lengthy and wor-
ried they might omit something. But Harrison’s advice
is to write it as best as possible and don’t be overly
concerned about not including everything. “Better to
have something that’s not detailed than to have noth-
ing at all.”
Also, he says, the document doesn’t need to be a

formal one. “It can be handwritten notes or a typed
memo – just something to show what happened.”

‘you did X, we warned, good-bye’

Any termination for cause “should not come as a
surprise,” and the documentation in the file should be
complete enough to show that it didn’t, Harrison says.
It should be extensive to the point that the termina-

tion letter practically writes itself.
All that letter needs to do is outline briefly what’s

transpired and bid the staffer adieu, for example: On
(dates), you failed to show up to work on time, and on
(date), we warned you that if you were tardy again,
you would be terminated. As a result of your failure to
meet our performance expectations, your termination
is effective on (date).
Those few sentences are protection enough for the

office. They identify the performance failure and show
that the employee was warned there would be termina-
tion if the issue was continued.

why do it all in an at-will state?

A question many managers have is why go through
the disciplinary steps and keep all the documentation
in states that recognize at-will employment. In those
states, an employer has the right to terminate at any
time without giving either notice or reason.
While that may be the law, Harrison says, in any

type of employment litigation whether for discrimina-
tion or harassment or termination, “the jury is going to
be using the golden rule,” which is that employers
ought to be fair to their employees.
A jury wants to know the employer dealt fairly with

the employee, and it will measure fairness by the
warnings given. The documentation is proof that the
warnings were fair and that the staffer had an opportu-
nity to improve the performance and save the job.

the job keeps going

The need for documentation doesn’t end when the
employment does, however. The office needs yet more
of it with the job references it provides.
Reference giving is dicey.
The safest approach to a request, Harrison says, is

the name-rank-serial-number response where the
office gives no more than the employee’s name, posi-
tion, and dates of employment. “That’s the best way to
avoid litigation.”
But in professional areas such as the medical field,

“business just doesn’t work that way.” If a new nurse
comes in, the office needs a referral. And conversely,
clinical employees who leave on good terms want –
and deserve – referrals.
That’s where the documentation comes in.
Go the extra miles on a reference, but don’t do so

until the former employee signs a statement releasing
the office from liability for anything covered in the
conversation. He gives this example: I authorize
(office) to speak with prospective employers about my
performance, and I release (office) from liability
based on the reference given. �
The manager’s ability to
persuade is a matter
of hitting three hot spots
A manager may be able to do every task the office

presents, but without the ability to lead people, that
manager will never be a success.
Managing people is a matter of “knowing how to

get them to do what you want them to do,” says
WENDY LIPTON-DIBNER of Professional Impact
Inc., a Wilton, CT, consulting and training firm for
corporations and medical practices.
It’s understanding what motivates them and making

it possible for them to do whatever is being requested.
She divides it into three parts: desire, resources, and
permission. People have to have all three “or they
won’t take action.”

the three-part job

First is the desire. To be willing to do something or
make a change, people have to want some element the
action will produce, “or there’s no reason to do it.”
Some want money, some want recognition, some

want self satisfaction. But whatever it is, the more of
it they get, they more eager they are to do what’s
being requested. The manager’s job is to recognize
what the desire is and show how complying with the
request will produce that desire.
The resources are second. The manager has to pro-

vide the tools needed to do the job. And resources
aren’t always things or money. They are just as often
intangibles such as knowledge, training, and time.
Third is permission, and “that’s the hardest piece,”

Lipton-Dibner says. It’s the psychology of getting
staff to realize that they are free to do the job and be
successful. Permission is “I know what I’m doing, and
I can do this” versus “I will never be good at this. I’m



just an eight-year-old dumb kid in this body.”

putting it all to work now

Suppose the manager’s goal is to get staff to devel-
op and maintain a positive, professional attitude
toward the patients. The breakdown is this:
• The desire. This is the personal benefit staff will

derive from being positive with the patients. To find
out what it is, ask “if you woke up tomorrow and
magically found you had a great relationship with
every patient, what benefit would you see from that?”
The answers may be that their workdays would be

more pleasant or that they would be able to get to
know the patients better or even “I guess Patient A
wouldn’t be so unpleasant to deal with.”
“It works every time,” Lipton-Dibner says. That’s

not telling staff to improve their attitude but showing
them how they will benefit personally if they do.
From there, define exactly what a positive attitude

entails – things such as really listening to patients and
not just writing things on charts, making eye contact,
and speaking in a friendly voice.
Spell it out because staff don’t necessarily know

what the manager wants, she says. Tell any staffer “I
want to see a more positive attitude,” and the response
will undoubtedly be “but I have a good attitude.”
• The resources. Now find out what it will take for

staff to get to the level of positive attitude. Ask them.

Say “what do you need to be able to build and main-
tain a positive attitude toward our patients?”
They will likely ask for nonmaterial resources such

as more time to devote to patient conversations, a
place to talk privately with patients, or even a change
in how the computers are placed in the exam rooms so
they don’t have to talk with their backs to the patients.
• The permission. How will staff give themselves

permission to display that attitude? Again, ask, though
this time from the negative side: “what would keep
you from being willing to do this?”
The answer may be “oh, not a thing!” but keep

probing with “is there anything about this that’s scary
for you? Is there anything that will make you uncom-
fortable?”
A young female staffer may say it’s intimidating to

do when an older male patient is loud and angry about
having to wait. Or a staffer who is a single mother
may not be comfortable facing a wealthy, domineering
woman.
Talk those things out, she says. Address the need

for self esteem and why it’s often difficult to achieve
and how staff can become confident in their jobs.

what about the physicians?

For the physicians, the desire-resources-permission
theory applies again, Lipton-Dibner says.
Suppose the manager wants the physicians to start

coding quality. Begin with the same question: “If you
woke up and found you had a perfect practice, what
would it look like? What would it get for you?”
The doctors will talk about things that have nothing

to do with coding, but whatever they are, show how
quality coding will help achieve those desires.
Identify the resources: “what do you need from me

to be able to do the quality coding?” The answer may
be to put a reminder note on each chart or whatever.
After that is the permission, and Lipton-Dibner

points out that the doctors may well be rebellious
toward the coding because they are angry about hav-
ing to deal with the paperwork of getting paid. If so,
show strength. It takes “a powerful manager” to say it,
but the best response in that situation is “are you let-
ting your anger about payer requirements get in the
way of letting us make money for you?”

but watch out for the turn-offs

Once the three elements are accomplished, don’t
undermine the effort.
The great incentive killer is the obvious one of not

being a role model. If the manager is rude or short
toward the patients, don’t expect staff to be positive
toward them. And if the manager belittles the need for
quality coding, don’t expect the doctors to take much
interest in it.

medical office manager
subscription form

I’d like to subscribe to Medical Office Manager.
Please send me the next 12 issues

for $259.
(Make checks payable to Medical Office Manager.)

_____ payment is enclosed _____ please bill me

Medical Office Manager
P.O. Box 52843
Atlanta, GA 30355

telephone 404/367-1991 • fax 404/367-1995
www.ardmorepublishing.com

name___________________________________________
title ____________________________________________
office name ____________________________________
number of physicians _______
address_________________________________________
city ________________ state _______ zip code ______


