
One of the most frequent questions MOM gets from
readers is how to conduct staff job reviews.

The answer is that there is no one way to do it. The
choice is up to the manager, and during the past 21
years MOM has outlined all sorts of options to choose
from.

Here are some of the best.

how often?

At a minimum, hold formal reviews once a year.
And just about every management consultant recom-
mends more often – at least every six months and
more if possible.

A single annual review is scarcely fair. A manager’s
job performance memory tends to go back no more
than about two months, which means the good and
bad things the staffer did before then get lost in the
forgettery.

What’s more, a staffer often shows improvement
right after a review only to slide back into the old
ways if there’s no reinforcement before year’s end.

The best scenario is regular sub-reviews as often as
every six or eight weeks. Not only does the repetition
make the manager’s remarks and guidance stick, but
the frequency forces manager and staffer to address
issues before they become severe problems. The con-
tinuing discussions also make it possible for the
staffer to come to the annual evaluation with a posi-
tive record to show.

Tell staff the sub-reviews are an opportunity to
grow, to present ideas, and to voice complaints. Then
keep the schedule of the meetings posted so every-
body always has an appointment to work toward.

Each session need last no more than 15 minutes.
For the discussion, fill out a form that lists points such
as these:

• The positive things the staffer is doing, e.g., “had
excellent attendance record – punctual – volunteered
to help out on (date) when we were short-handed – no
errors in record filing.”

• Goals to achieve by the next meeting, e.g., “elimi-
nate lateness – learn to deal with stressful situations

more calmly – reduce posting errors – become a team
player.”

• An appraisal of the goals from the previous meet-
ing. And if any were not completed, add them back
on.

Employees want to stay aware of how they are
doing, and if the manager doesn’t give them measures,
they start making up their own self measures, which
are often unrelated to job performance. A scheduler,
for example, might start tracking the number of
appointments made instead of whether the appoint-
ments are set to maintain a steady patient flow.

numbers or no?

Reviews that don’t include numerical scores are
generally considered most effective, because they

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

Milwaukee staff go past satisfaction
to focus instead on patient loyalty

A Milwaukee manager wanted to take patient satisfaction a step
further to patient loyalty, which she defines as commitment, or
patients becoming “ambassadors” of the practice and telling others
about it.

So when YVONNE M. THOMAS of Pain Management and
Treatment Center found a little booklet on patient loyalty, she devel-
oped a program around it. A very simple program.

At the weekly staff meetings, one staffer chooses a paragraph
from the booklet and reads it aloud. The selection is something the
staffer has found impressive and worth implementing. Then staff
spend a few minutes discussing how they can put that thought to
work in the office.

Afterwards, the passage gets read and discussed again at the
weekly meeting of the doctors and management.

Moving past satisfaction to loyalty, Thomas says, “has sensitized
staff” to the importance of “making patients feel they are coming in
not just as patients but as guests.”

Their goal now is to be accommodating to the point of exceeding
patients’ expectations. “And they take the initiative without any
directive.” One staffer, for example, brought a bouquet of flowers to
a patient whose mother had been diagnosed with a terminal illness.
“Nobody even knew she was bringing them.” It was just a personal
recognition that staffer wanted to make.

The loyalty emphasis is carried further to an ongoing effort to
make the office what Thomas terms “warm and caring.”

One element is sending out patient birthday cards.
Another is a monthly patient appreciation day. The office picks

the day at random and sets up a table in the reception area with
something for the patients. Sometimes it’s refreshments; other times
it’s individual flowers or balloons for patients to carry home. On the
table is a sign saying it’s patient appreciation day.

Thomas, who heads the patient financial services, points out that
the loyalty efforts extend even to the financial counseling, where the
focus now is as much on discussing individual payment problems as
it is on working out payment plans, and it’s to that effort, along with
the overall loyalty efforts, that she attributes a significant improve-
ment in copayments and collections.

(The booklet Thomas’s office uses is The Pocket Guide to Patient
Loyalty by Joe Heuer, www.joespeaks.com.)

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)
force the manager and staffer to discuss everything,
and staff then understand what they are and aren’t
doing right.

If the office wants to have a numerical score to
determine the salary increase, put the ratings in. But
give the most time to the discussion.

Here are two effective no-numbers approaches that
most managers can use successfully.

A DOZEN BROAD CATEGORIES
The first approach is to list about a dozen broad cat-

egories and write a sentence or two about how the
staffer has performed in each area. Make some of the
categories general, such as professional appearance,
overall strengths, and attitude toward co-workers.
Then make the rest specific to the staffer’s job, such
as billing accuracy or scheduling efficiency.

After that, write a sentence or two about where the
staffer needs to improve plus a few general comments
on the overall performance.

At the bottom leave space for the staffer to write in
comments. At the close of the meeting, hand over a
copy of the form and give the staffer until the end of
the day to complete the comments.

That type of review covers it all – the general
things the manager wants to see plus the specific
things required for the job. It also lets the staffer con-
tribute to the discussion, which keeps the review from
becoming an edict from on high.

TWO LITTLE FORMS
The second no-numbers approach is to use two brief

forms – one for the staffer to fill out and one for the
manager to fill out.

The staffer’s form asks questions such as
• What self-improvement items have you worked

on during the past X months?
• What self-improvement items do you want to

work on during the next X months?
• How can the office help you improve your

performance?
• What would you like to do to benefit the office?
Here it’s possible to set a goal for a group of staff

or for the entire staff, perhaps to learn a new billing
system.

The manager’s form is even shorter:
• What are this staffer’s strengths?
• What areas need improvement?
Change the questions as needed. For example, if

morale is low, ask how the staffer rates morale and
what that staffer can do to improve it.

Make it clear up front that the self-improvement
items staff propose to take on have to be things that
will benefit the office, perhaps learning a new soft-
ware program or attending a professional meeting and

reporting the information back to the rest of the staff.
When a proposal is fluffy, say so: “you need to do

something more substantial” or “you did that already
– let’s think of something else.” Then help the staffer
come up with an idea.

That group of questions often reveals important
things that would otherwise go unrecognized, and
often they are little things such as “if the fax machine
were closer to my desk, I could get the referrals com-
pleted faster.” Staff may even cite new tasks they
would like to take on.

getting staff participation

Also effective is to get staff to participate in their
own reviews by rating themselves in each review item
a few days before the meeting.

Cover all the responsibilities laid out in the job
description and have them score their own perfor-
mance as, say, unacceptable, has room for improve-
ment, meets expectations, and exceeds expectations.

Then have them rate their behavior in areas such as
I respect other staff or I am courteous and helpful or I
am willing to help out in other departments or I main-
tain a professional appearance or I manage my time
efficiently.

From there the review asks “what were your accom-
plishments during the past X months?” Often a staffer
will have accomplished something the manager is not
aware of, perhaps recognition in a professional organi-
zation.

If the staffer can’t cite any accomplishments, come
up with some to work toward.

The final question is “where do you feel you need
to improve?” and during the meeting set up a written
action plan for making those improvements that
begins “I will . . .”

raise or no raise?

A review may or may not end with a raise. The
choice is the manager’s, and there’s good argument
either way.

On the no-raise side is the theory that the purpose
of a review isn’t money but performance – to show
each staffer what’s good, what’s bad, and what needs
improvement and to show the manager where educa-
tion and training are needed

When a raise is involved, the staffer stays tuned in
to the amount and not to the actual performance
appraisal.

On the yes-raise side is the opinion that a salary
increase is a logical reward for good performance.

Some managers take a middle-of-the-road approach
and combine the two by discussing the performance at
one meeting and the salary at another meeting a week
later. It’s best to hold the raise meeting last, because
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the performance discussion may bring up things the
manager wasn’t aware of that could influence the raise
amount.

show the value of the raise

Regardless when the raise is given, the manager
will create better appreciation for it by giving the
staffer a list of all the items – seen and unseen – that
the office pays for.

Set up a form that shows the current salary, the
raise amount, the new salary, and all the expenses the
office covers such as the Medicare contribution, insur-
ance premiums, continuing education, professional
dues, retirement contributions, and so on.

make the reviews interesting

When the office holds several reviews throughout
the year, vary the format so they don’t become repeti-
tious.

For example, the first review might evaluate what-
ever performance items the manager wants to empha-
size such as accepts criticism, follows directions, is
courteous toward patients, is a team player, or main-
tains a professional appearance.

At the next review, the manager and staffer might
set goals for the next few months.

At the third review, the manager might give exam-
ples of what the staffer has done well recently – per-
haps helped out with a project or stayed late to help a
patient. At the same time, the staffer gives examples
of things done during that time that could be
improved.

a wider job description

It’s also possible to use the review to get staff to
honor the intangibles of behavior that every manager
wants to see.

Just add general points to everybody’s job descrip-
tion and make them part of the evaluation. The points
can be written to suit each staffer’s particular position.

• Teamwork. Spell out what the staffer has to do to
help other staff, perhaps filling in at the front desk or
even keeping the kitchen area clean. List too the per-
sonal traits needed for teamwork such as not criticiz-
ing the other staff.

• Patient service. List what the staffer needs to do
to give the patients top service. Those are things such
as seeing that calls get to the right place or greeting
every patient with a smile or explaining where to get
prescriptions filled.

• Professional standards. This section is for what-
ever the manager wants – items such as maintaining a
professional appearance or keeping personal phone

calls to a minimum or keeping the work station order-
ly.

To ensure those points get honored, make each one
carry the same weight as all the other responsibilities
in the description in determining the raise.

and to get the real lowdown . . .

Because no manager can see the office from every
angle, use the review to uncover hidden problems and
to find out what staff need and want and think.

Do that by giving staff an open-ended questionnaire
every few years. Tell them to write as much as they
want and even attach additional pages if necessary.

Ask questions such as these:
Do you understand your duties?
Is your work space sufficient?
What do you enjoy most? least?
What problems do you have and what solutions

do you suggest for them?
What responsibility changes would you like to

have next year?
How do you want to grow professionally? What

can the office do to help your growth?
What is your overall opinion of the office?
What could you do to improve the office?
What can I do to improve it?
What changes would you like to see?
How is your rapport with your co-workers?
Are you comfortable talking with me?
Are there any questions you would like to ask?

good rules for good reviews

Finally, there are three rules for good reviews.
• Be truthful. If everything is negative, don’t throw

in positive things just to balance it out. And vice
versa.

If the staffer is doing something wrong, say so and
in no uncertain terms. People need and want to know
how they are doing. And it’s only fair to tell them,
because they deserve a chance to do well in their jobs.

• Don’t make personal criticisms such as “you are
lazy” or “you have a poor attitude.” Phrase criticism
in terms of performance such as “you are not focusing
on the tasks as hand, and as a result you are missing
deadlines.”

• Keep out the “I think” and “in my opinion” pref-
aces. Those show weakness on the part of the manag-
er. The connotation is “this is only my opinion; I
could be wrong, of course.” What’s more, they tell the
staffer that the performance isn’t really bad, it’s just
the manager’s view of it.

Instead of “I think you have done poor work,” say it
in clear terms: “you have done poor work and here’s
what it is.” �
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Feedback reports online!
Doctors who coded quality last year can now get

their feedback reports online by registering through a
rather involved security system called the Individual’s
Authorized Access to the CMS Computer Services.

The tricky part is to register correctly, and correctly
means however the codes were submitted – as an indi-
vidual practitioner or as an organization.

For individual doctors – or doctors who don’t get
paid through a group – do this:

• If the doctor does not have employees, regis-
ter as an individual practitioner.

• If the doctor does have employees, there are
two options. If an employee will be allowed to
access the report, register as an organization. Or,
if the doctor wants to access the report privately,
register as an individual practitioner.

For group members – or doctors who have
assigned their payments to a group – do this:

• Register as an organization. The group can
designate no more than two representatives to
access the report. It then shares the information
with the individual doctors in the practice.
For a step-by-step outline of what to do, go to

http://www.cms.hhs.gov/IACS/04_Provider_
Community.asp. Scroll down to the downloads and
click on “Standard IACS Individual Practitioner New
User Registration Quick Reference Guide.”

And then be prepared to spend a little time . . .

� � �

Quality checks go out
Quality coding bonus checks have gone out to more

than 56,000 doctors, with a total of $36 million.
The average payment to individual doctors is $600,

and the average to groups is $4,700. The biggest
check, which went to a group practice, came to more
than $200,000.

Medicare says it will post the names of all the
bonus winners on its website.

For 2009 and 2010, the bonus amount will go up to
2% of the doctor’s total Medicare charges, up from the
current 1.5% payment for this year and last.

No payment cut after all
Medicare has issued its Part B payment regulations

for 2009, and they have done away with that 10.6%
payment cut that was supposed to start July 1.

Instead, doctors will see an overall 0.5% increase in
their payments from now until the end of the year.

In January, however, an overall 5.4% cut is sched-
uled to take place, though that too may get changed in
Congress at the last minute. That’s what always seems
to happen.

(The new regulations appear in the July 7 Federal
Register. To access them, go to http://www.access.gpo
.gov/su_docs/fedreg/frcont08.html and click on “July
7, 2008.” Scroll down to “Health and Human Services
Department” and click on “Centers for Medicare &
Medicaid Services.”)

� � �

More quality codes coming
The new Part B payment regulations also set out

more quality measures – making a total of 175 mea-
sures that offices can start coding January 1. That’s up
from the current 134 measures.

In addition, there will be nine measures groups:
diabetes mellitus
chronic kidney disease
preventive care
coronary artery bypass graft
coronary artery disease
rheumatoid arthritis
HIV/AIDS
perioperative care
back pain

The reporting requirements will stay the same:
• For individual measures, code three measures for

80% of the patients to whom they apply. If fewer than
three measures apply to the doctor’s practice, code
them all.

• For the measures groups, code 30 consecutive
patients to whom a group applies. Or code 80% of
patients, with a minimum of 30 patients.

• Next year there will again be a July-December
reporting period. The doctor will have to report on
80% of patients, with a minimum of 15 patients.

• And to encourage electronic health records, 17 of
the individual measures will be accepted electronical-
ly. They are

measure #1 – diabetes: hemoglobin A1c
measure #2 – diabetes: LDL–C control
measure #3 – diabetes: high blood pressure
measure #5 – heart failure: ACE or ARB for LVSD
measure #6 – CAD: oral antiplatelet therapy

little bits
of information
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measure #7 – CAD: beta-blocker for prior MI
measure #8 – heart failure: beta-blocker for LVSD
measure #110 – prevention: flu vaccine for patients

≥ 50 years old
measure #111 – preventive care: pneumonia vaccine

for patients ≤ 65 years old
measure #112 – prevention: mammography
measure #113 – prevention: colon cancer screen
measure #117 – diabetes: dilated eye exam
measure #118 – CAD: ACE or ARB for diabetes

and/or LVSD
measure #119 – diabetes: microalbumin screen
measure #124 – HIT: use of EMR
measure #125 – HIT: use of e-prescribing
measure #T135 – CKD: flu vaccine

� � �

E-scripts on the horizon
On the near horizon: electronic prescribing.
Next year and also in 2010, Medicare will give doc-

tors a 2% bonus payment for using it. For the two
years following, the bonus will drop to 1%. In 2013 it
will be only 0.5%.

That’s the bright side of the picture.
On the dark side, starting in 2012, offices that don’t

use e-prescribing will get a pay cut. After that, e-pre-
scribing will be a requirement.

Medicare says e-prescribing will generate a $156
million savings by preventing adverse drug events
caused by drug interactions or by lack of information
about patients’ medication history. Right now, it sees
about 530,000 of those each year.

E-prescribing is also expected to eliminate many of
the injuries caused by drug errors. Currently, those run
as high as 1.5 million a year.

And beyond that, e-scripts will identify duplicate

prescriptions for controlled substances. �
That patient database
can travel the globe and
wreak havoc at every turn

The office’s patient database is a gold mine for ID
theft. It’s everything a thief needs and all in one place
– name, address, telephone number, date of birth,
Social Security number, and driver’s license.

Plus, there’s a bonus: the medical insurance num-
bers. Those take on surprising value once they leave
the office.

Here are the whys of ID theft, the protections to
take, and what to do if the information is stolen or
compromised. They are outlined by two experts.

First is attorney NORBERT F. KUGELE, a spe-
cialist in health privacy law at Warner, Norcross &
Judd in Grand Rapids, MI.

Second is LINDA FOLEY, founder of the Identity
Theft Resource Center in San Diego, a nonprofit orga-
nization that provides education and consulting ser-
vices on identify theft as well as victim support.

a quick way to make a buck

As to the why of it all, the big attraction is obvious-
ly money, Kugele says. ID theft “is the cheapest and
easiest way for a criminal to make a quick buck.”
Depending on who’s buying, the payoff is a few cents
on up to a few dollars per record.

Often the thief who gathers the data is just the first
person in a long line. From there it can go to one or
more brokers who resell it at a profit, and people all
along the line put it to mischief.

As for how it’s used, the sky is the limit.
The thieves may set up new credit card accounts. Or

they may make fast use of the card with multiple pur-
chases of high-dollar items. Or if they have complete
information about the victim, they can go to another
town and open up bank accounts and take out loans
and mortgages.

Foley points out that with a patient’s Social Secur-
ity number plus the name and address and date of
birth – all of which are usually in a medical office’s
database – a thief can get a fake birth certificate or
driver’s license.

From there, it’s on to a job interview with a fake
Social Security number and freedom from child sup-
port payments, which are attached to the number.

Often the information even ends up in other coun-
tries where people use it to get bogus passports and
come into the U.S. as real citizens.

The uses go on and on, she says. “ID theft is a
crime that feeds other crimes,” even drugs and gun

by john chase

Our new coder. He was formerly a cryptologist
with the CIA.
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running. In fact, there are very few large crimes that
don’t have ID theft somewhere in them, because it
helps keep the criminals from being tracked.

And a medical office is one-stop shopping: it’s the
place with the most complete information plus a large
number of files.

the stolen insurance ID

The crime scene gets even wider when insurance ID
numbers are stolen. Their uses are myriad.

A bogus new patient can come in for treatment,
make the copay, and leave. The bill then goes to the
real patient who rightfully refuses to pay, and the

office is left holding the bag.
An insurance ID can also get used by someone who

actually has insurance but doesn’t want the carrier or
the employer to know about a medical condition. It’s
illegal for an employer to refuse to hire someone
because of a medical condition, Foley says, but it’s
done, particularly by small business owners who can’t
afford the higher premiums that can result when an
employee has a large number of claims.

On the criminal front, the insurance ID can make it
possible to get multiple narcotic prescriptions,
whether to use or sell.

It can even be used by criminals who need health
care but are trying to evade the police. She cites a

Question: Recently the backup tape for our patient
database was taken out of our hard drive. In addition,
all the paper was taken out of the shredding bins. The
same thing happened to the office next door.

We need to notify our patients that their identity
may be compromised. What should we tell them?

We keep the data in a locked room, but the cleaning
company has access to it.

Submitted by CINDY STRANBERG, office man-
ager, Pediatric Clinic, Langview, Washington.

Answer: Notifying patients of compromised per-
sonal information covers three areas, says NORBERT
F. KUGELE, a health privacy law attorney with
Warner, Norcross & Judd in Grand Rapids, MI. One is
HIPAA, one is the payer contracts, and one is state
law.

With HIPAA, there is no requirement that the office
notify the patients of the theft.

However, HIPAA does require that the office “miti-
gate the harm,” which means that notifying the
patients is necessary, because the information could be
used to their detriment.

That’s as far as HIPAA goes. From there on, it’s the
patients’ responsibility to take whatever protective
actions they believe are necessary. For example, they
probably should notify their insurance companies of
the theft so the payers can issue new ID numbers and
prevent unauthorized use of the coverage.

The second concern is the payer contracts. Review
them to see if any require that the office notify the
payer when a theft occurs.

The third area is the most far-reaching, and that is
state law.

Most states have what are called surety breach noti-
fication laws that require a business to notify individ-
uals when their personal information is compromised.
Usually there is a fine for not doing so.

The state’s notification law spells out who has to be

notified and what the notifying letter has to say. The
requirements differ from state to state, but in general
it’s a matter of telling what type of information has
been compromised “so people can at least appreciate
the risk” they are facing.

A few states also require that notification be given
to the state attorney general’s office.

To find the state’s requirements, go to the National
Conference of State Legislatures website at http://
www.ncsl.org/programs/lis/cip/priv/breachlaws.htm.

Another source is the website of the State Attorney
General, because that office enforces the state security
breach laws.

can the office get sued?

As to whether patients can sue the office, the
answer is probably not, Kugele says.

HIPAA doesn’t give a cause of action; the most
anybody can do for a HIPAA violation is file a com-
plaint.

What’s more, there’s no cause of action under civil
law unless a patient suffers damage and unless that
damage was caused by the office’s negligence in pro-
tecting the data. And even then, a suit would be
unlikely because the patient would have to trace the
information loss back to the office, which would be
difficult.

On a larger scale, however, HIPAA fines are not out
of the question. A large Seattle health system was
recently ordered to pay $100,000 for failing to follow
data safeguard procedures. The health system had left
backups and laptops sitting out unattended, and as a
result, information on more than 386,000 patients dis-
appeared.

Kugele adds that when a theft does occur, the office
should file a police report. Besides helping track down
the lost data, the report “shows the office is taking
steps to figure out what happened.” �

What to tell patients when the office’s ID info is stolen
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recent situation where a convicted child molester used
a stolen insurance number because he didn’t want to
reveal his real identify and have to register as a sex
offender.

But perhaps the greatest danger, Kugele says, is that
the real patient’s health information can be compro-
mised. Impersonator A goes to the emergency room
with Patient B’s insurance identification, and A’s
blood type and allergies and health information get
entered into the medical record. Later, B comes in for
emergency care and the hospital makes treatment
decisions based on those inaccuracies.

computers: not easy to safeguard

As for safeguarding the office’s data, “it’s not pos-
sible to prevent everything from happening,” Krugele
says, but the office does have to take steps to prevent
what is “reasonably foreseeable.”

With the computers, the only real solution is to
encrypt the data “so even if the equipment is stolen,
nobody can read the information on it.”

By contrast, Foley says, “password protection is
flimsy.” If the entire system has a single password, all
a thief has to do is take the hard drive out and put it in
another computer “and see the whole thing.”

Safer, though admittedly more difficult and still not
foolproof, is to password each file and allow access on
a need-to-know basis so that a nurse, for example,
wouldn’t have access to the billing information.

Another safety measure is to use locked file cabi-
nets instead of locked file rooms. That way, the janito-
rial service can clean the area but can’t get to the files.

don’t hire just anybody

Beyond that, the office needs to do criminal and
financial background checks on new hires, Kugele
says, because the data is subject to insider theft.

If the office uses a staffing or janitorial service, ask
what background checks it does on the people it sends
over, and if the answer is none, get another service.

Foley adds that the job of office cleaning is neither
glamorous nor high-paying, and a cleaner could be
quite willing to steal data or turn over the trash to
somebody for an extra $100 a week. Or the cleaner
could use the information personally. Or that same
cleaner could head up a group that sells or uses the
information.

get out the Kodak

Another protection against fraudulent insurance ID
use, Foley says, is to begin each new medical record
with a physical description of the patient, including
height, weight, and distinguishing marks. “Even bet-
ter, take a picture of that person.”

Then if somebody else comes in with that patient’s
insurance ID, it’s easy to see that the tall figure stand-
ing there is not the short patient described in the
record.

shred the evidence well

Also important is to shred the trash, Kugele says,
and not with just any shredder.

Strip shredders, which tear the paper into spaghetti
strings, leave the paper easy to put back together,
especially if the strips are wide, and some are as wide
as 1/2 inch. What’s more, the strips tend to pile up
together, so the sorting isn’t that difficult.

On the other hand, cross-cut shredders cut the paper
both vertically and horizontally and produce confetti.

While that too can be pasted back together again,
the job is more difficult.

Foley adds that while pasting shredded paper back
together may seem an impossible job, it’s not. The
work can be farmed out. “And to a meth addict who’s
up all night and hyper anyway,” it’s not such a bad
job. �

A look at ICD-9’s new codes
from infections to nerves

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

ICD-9-CM is ever expanding. In May, MOM ran a
list of the new and deleted codes for 2009. Now a few
more have been added, and they too take effect
October 1. They are listed at the right.

Here’s a look at all the newcomers from infectious
diseases to the nervous system.

new codes in infectious diseases

In this chapter are new and revised codes for certain
types of staphylococcus aureus septicemia, a common
human colonizing bacteria that causes skin infections
as well as severe invasive infections. The codes now
distinguish methicillin-resistant staph (MRSA) from

ICD-9-CM and CPT
coding update



medical office manager / august 2008 page 9

methicillin-susceptible staph (MSSA), which does
respond to antibiotics.

MRSA emerged in the 1990s and is resistant to all
currently available antibiotics. Though it’s pre-
ventable with hygiene protocols, it accounts for most
staph infections in hospitals. The separate code makes
it possible to track the occurrence of MRSA and hope-
fully improve prevention.

New is code 038.12 for MRSA. And along with
that, code 038.11 has been revised to show MSSA.
Similarly, new code 041.12 is for MRSA, unspecified
site, and revised code 041.11 covers MSSA, unspeci-
fied site.

Related to those are two staph code changes in res-
piratory diseases. New is code 482.42 for methicillin-
resistant pneumonia, and 483.41 has been revised to
show that the infection is methicillin-susceptible.

Also for staph are three new V codes – V02.53

shows the patient is a carrier of MSSA, V02.54 shows
a carrier of MRSA, and V12.04 shows personal histo-
ry of MRSA. Again, the distinction is necessary for
preventing staph infection, because patients carrying
MRSA can pass it on in the hospital.

From there the updates move on to five newcomers
for prion diseases, or diseases that damage the brain.
They progress rapidly and are almost always fatal.

New are 046.11 and 046.19 for Creutzfeldt-Jakob
disease, or CJD, a degenerative neurological disorder
that causes dementia, personality changes, hallucina-
tions, muscle spasms, and loss of facial expression.

New also are 046.71 for Gerstmann-Straussler-
Scheinker syndrome, which causes dementia; 046.72
for fatal familial insomnia, which results in the com-
plete inability to sleep and leads to dementia; and
046.79 for other prion diseases of the central nervous
system.

MUSCULOSKELETAL SYSTEM
osteopathies, chondropathies, acquired deformities
733.96 stress fracture of femoral neck
733.97 stress fracture of shaft of femur
733.98 stress fracture of pelvis

SIGNS AND SYMPTOMS
symptoms
780.60 fever, unspecified
780.61 fever with conditions classified elsewhere
780.62 postprocedural fever
780.63 postvaccination fever
780.64 chills without fever
780.65 hypothermia, not environment-associated

INJURY AND POISONING
complications of surgical and medical care
998.33 disruption of traumatic injury wound repair

V CODES
persons with potential hazards, communicable diseases
V02.53 carrier of MSSA
V02.54 carrier of MRSA
persons with potential hazards, personal and family history
V12.04 personal history of MRSA
persons with a condition influencing their health status
V45.88 status post administration of tPA
persons encountering health services in other circumstances
V61.01 family disruption, military deployment
V61.02 family disruption, return from military deployment
V61.03 family disruption, divorce
V61.04 family disruption, parent-child estrangement
V61.05 family disruption, child in welfare custody
V61.06 family disruption, child in foster care
V61.09 other family disruption
V62.21 personal current military deployment status
V62.22 personal history of return from military deployment
V62.29 other occupational circumstances, maladjustment �

This summer, ICD-9-CM has added the following
38 new codes to those published earlier in the spring.
(The first list, which is lengthy, appears in the May
issue of MOM.)

Like the others, these codes become effective
October 1.

INFECTIOUS AND PARASITIC DISEASES
other bacterial diseases
038.12 MRSA
041.12 MRSA, unspecified site
other human herpesvirus
059.20 Yatapoxvirus

NERVOUS SYSTEM AND SENSE ORGANS
other disorders of the central nervous system
346.92 migraine, unspecified
346.93 migraine, unspecified
349.31 puncture of dura during procedure
349.39 other dural tear

RESPIRATORY SYSTEM
pneumonia and influenza
482.42 methicillin-resistant pneumonia due to staph

DIGESTIVE SYSTEM
diseases of esophagus, stomach, and duodenum
530.13 eosinophilic esophagitis
535.70 eosinophilic gastritis, no hemorrhage
535.71 eosinophilic gastritis, with hemorrhage
noninfectious enteritis and colitis
558.41 eosinophilic gastroenteritis
558.42 eosinophilic colitis

SKIN AND SUBCUTANEOUS TISSUE
other diseases of skin and subcutaneous tissue
707.25 pressure ulcer, unstageable

38 additional ICD-9-CM codes take effect October 1
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Following those are 14 new codes for pox viruses,
which are viral diseases with rashes. Pox diseases are
rarely seen in the U.S., but with international travel,
they are more likely to occur here. The codes will
make it possible for public health officials to track
them.

First is 051.01 for cowpox. Next is 051.02 for a
virus not caused by a live vaccine. And following
those is the new category of 059 for other pox viruses,
with fourth digits showing the type of pox – monkey-
pox, sealpox, Yaba monkey tumor virus, and so on.

Under “other viral diseases” comes new code
078.12 for plantar warts. The plantars used to be
grouped with the other viral warts, including those
related to sexually-transmitted diseases, but he CDC
requested a special code for the latter, so the plantar
warts have been given their own code. Unspecified
viral warts are coded at 078.10, and candyloma is
coded at 078.11 and 078.19.

The last changes in infectious diseases are new
codes 136.21 and 136.29, which cover infections
caused by acanthamoeba. Another code is then needed
to specify the actual infection, and a common one is
keratitis, a potentially blinding infection of the cornea
that causes pain, redness, and blurred vision.

Keratitis often accompanies the use of contact lens-
es, particularly when people wear lenses in hot tubs or
showers or while swimming. A high occurrence of it
recently caused the recall of certain contact lens
cleaning solutions.

new codes for neoplasms

In the neoplasms chapter, the updates begin with
new code 199.2 for malignant neoplasms occuring
with transplanted organs. Transplants and neoplasms
are related, because the drugs used to prevent trans-
plant rejection leave the patient susceptible to other
problems, including malignancies. What’s more, the
transplant itself can carry undetected malignant cells.

Related to that is new code 238.77 for post-trans-
plant lymphoproliferative disorder, or PTLD. That
condition, which can occur after a transplant, is the
uncontrolled proliferation of B-cell lymphocytes. It
can cause tumors and bowel obstructions and can even
progress to nonHodgkins lymphoma.

Related too are four new codes in the chapter on
endocrine disorders. They cover graft-versus-host dis-
ease, a complication that can occur with bone marrow
transplants and also – though rarely – from blood
transfusions. They are 279.50-279.53, and they show
whether the disease is unspecified, acute, chronic, or
both acute and chronic.

When a transplant complication occurs, code the
underlying cause first. The code is 996.8x (complica-
tions of transplanted organ), with the fifth digit identi-
fying the organ.

Beyond transplants, the new codes focus on
leukemia in relapse (203.02 through 208.92). A
relapse following remission is often more severe than
the primary occurrence and therefore requires aggres-
sive intervention. The new fifth digit of 2 shows that
the leukemia is indeed a relapse, and that makes it
possible to show the entire spectrum of the disease: if
the leukemia is primary and has never been in remis-
sion, the fifth digit is 0; if it’s currently in remission,
the fifth digit is 1; and if it has been in remission but
is now relapsed, the fifth digit is 2.

Next come 43 new codes in the 209 range, which is
a new category for neuroendocrine tumors, both
benign and malignant. That type of tumor comes from
the endocrine cells, or cells in the glands, and it is
biologically different from the other types.

The fifth digit shows the actual site. For example,
code 209.00 shows a malignant carcinoid tumor of the
small intestine, code 209.01 shows the same for the
duodenum, and so on.

Carcinoid tumors are often associated with multiple
endocrine neoplasia syndrome, or MENS (codes
258.01–258.03), and when that’s the case, the MENS
gets coded first.

new codes in the endocrine system

In the endocrine chapter are a large number of new
codes for secondary diabetes, which is diabetes caused
by something such as cystic fibrosis or a neoplasm.
They are in the 249 category. The fourth digit shows
the complication, and the fifth digit shows whether the
diabetes is controlled or uncontrolled.

Also new in the endocrine chapter are three codes
covering androgen insensitivity, a chromosome disor-
der where the individual’s sexual differentiation is
blurred. The codes are 259.50-259.52.

Androgen insensitivity is the most common cause
of male pseudohermaphroditism. The condition varies
to the point that a man can look totally female or have
ambiguous genitalia, so the American Academy of
Pediatrics asked for the addition of these codes to dif-
ferentiate among complete, incomplete, and unspeci-
fied androgen insensitivity.

Also new in this chapter is code 275.5 for hungry
bone syndrome, a calcium deficiency in the bone.

new blood disorders codes

The chapter on blood diseases has just one new
code. It is 289.84 for heparin-induced thrombocytope-
nia, or HIT, a relatively common but life threatening
condition that comes from the use of the blood thinner
heparin.

Some 3% to 5% of patients taking heparin have a
devastating reaction to it that causes an abrupt fall in
the platelet count, and the outcome can be limb ampu-



medical office manager / august 2008 page 11

tation and even death.
In the past, the condition was coded only as non-

specified thrombocytopenia, but the new codes make
it possible to show that the condition is a result of the
heparin.

and new nervous system codes

The new codes here start with three for peripheral
autonomic neuropathy, which is damage to the nerves
that regulate blood pressure, heart rate, and other body
functions.

There is now a specific code (337.01) for carotid
sinus syndrome, which is pressure on the carotid sinus
that produces brachycardia and syncope, or heart rate
decreases or increases that cause the patient to faint.

New code 337.00 is for idiopathic neuropathy, or
neuropathy of unknown cause, and new code 337.09 is
for other neuropathy.

This chapter also has a number of new codes for
headaches, and they follow the International Classifi-
cation of Headache Disorders, which is published by
the International Headache Society. New is category
339 for nonmigraine headaches, and it includes a wide
variety of headaches such as cluster, tension, post-
traumatic, cough, and stabbing headaches.

In addition, migraine headaches, which fall into the
346 category, have been given new fourth and fifth
digits to show the presence of intractable, or sustained
migraine as well as the presence of status migrain-
osus, or a migraine lasting more than 72 hours.

Also new are codes 349.31 for accidental puncture
of the dura during surgery and 349.39 for other dural
tears. In the past, those were coded at 998.2, a general
code for accidental puncture or laceration during a
procedure.

Dural injuries are somewhat common during
surgery, and the puncture or tear causes the spinal flu-
ids to leak out. The result is headaches. To avoid the
headaches, the patient must lie prone for 24 hours.

Last in the nervous system are new codes for disor-
ders of the eye. They start with retinopathy of prema-
turity, or ROP (362.20 through 362.27), a condition
where an infant’s retina has not matured. ROP is the
leading cause of blindness in children.

There are fifth digits to identify the stages or sever-
ity of the ROP.

Following those is code 364.82 for plateau iris syn-
drome, a postoperative condition where the position of
the iris is altered. It increases the risk of glaucoma.

And finally, there is new code 372.34 for pingue-
culitis, which is a raised area on the white of the eye,
often caused by sunlight damage. The raised areas are
usually asymptomatic, but they can become inflamed
and create problems with the cornea.

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. �

Two common problems:
the doctor everybody hates
and the feuding staffers

Here are two common albeit unrelated problems
that enter into the workday of any manager.

They are
• the disagreeable doctor, and
• the two staffers who can’t get along.
FRANCIE DALTON of Dalton Alliances, a man-

agement consulting firm in Columbia, MD, tells how
to solve them.

#1: the doctor everybody hates

What can the manager do when a doctor cannot get
along with staff or is constantly rude toward them or
demands too much of them?

Whenever poor behavior is continued and harmful
to the practice, it needs to be addressed. And unfortu-
nately, Dalton says, it’s the manager who has to get
things rolling.

The most effective approach is to send a memo to
the head physician describing what’s going on.

Why a memo instead of just telling the managing
physician about it in person? “Because it’s impossible
to hit instant replay on a verbal briefing.” By contrast,
“writing is repeatable.”

Craft the memo with care. It has to be strictly factu-
al. It also has to give recommendations.

And it has to portray the manager as the strong pro-
fessional the doctors need to run the practice, which
means don’t cite petty examples of what the doctor
has done and don’t whine about the situation.
Instead, set a theme of concern for the office.

Dalton lays out this outline:
The reason: Give the reason for the memo, and

make it practice-centered: “As manager, I have a fidu-
ciary responsibility to let you know when we are at
risk of losing staff or when productivity is suffering.”
The problem: Tell what’s happening – that staff are

complaining about Doctor A’s behavior toward them.
The details: Describe what that behavior is, but

state it factually and without injecting opinions such
as “this can’t be tolerated.” If there’s been demeaning
talk, for example, just quote what the doctor said.
The undesirable effects: Describe the negative

impact the behavior is having on the office: “The
behavior I’ve described has the following conse-
quences.” Then give examples, perhaps that “absen-
teeism has increased 10% over the past six months” or



“turnover had doubled in the last year” or “I am hav-
ing to spend every week unruffling feathers.”

The biggest concern here is that the managing
physician won’t believe the situation is as bad as the
manager says it is. Thus, Dalton’s advice is to use
numbers wherever possible. The memo will carry
weight if the behavior is linked “to some kind of met-
ric such as the frequency of the doctor’s meltdowns or
the number of people who have complained.”
A few options. Don’t just dump the problem and be

done with it. Give some suggestions on what can be
done.

A good way to introduce them is with “as you are
aware, several options are available.” Then go into the
them as deeply as the manager’s relationship with the
physician permits. They might be things such as
requiring that the doctor get management training or
reassigning some of the staff. Or if the behavior is
causing the office to lose money, suggest cutting the
doctor’s salary or bonus until the situation is resolved.
The benefits to be had. Explain the benefits the

office will see if the situation is resolved.
There could be a time benefit: “Eliminating this sit-

uation could free up at least X hours of staff time per
week, and that time could be dedicated to A, B, and
C.”

Or there could be avoidance of legal trouble: “Two
staffers have mentioned the possibility of bringing lit-
igation on the grounds of hostile work environment,
and while such a claim would be frivolous, we could
wind up having to settle it to avoid the nuisance of
dealing with it.

A follow-up offer: End with an offer to follow up:
“please keep me advised of your next steps. I’m avail-
able to discuss this further if you wish.”
#2: the feuding staffers

How can the manager end an ongoing dispute
between two staffers?

When two employees go at it with one another, the
manager’s goal is not to settle the squabble but to get
the office back on track.

Dalton outlines three ways to do that, each one
depending on who those employees are.

The first option is to take a tough, direct approach.
That’s best done with experienced staffers, because
they’ve been around long enough to know that what
they are doing doesn’t have to be tolerated.

Meet with the two and start out with “whatever you
feel toward each other is irrelevant. During your time
in this office, your behavior and your performance are
being rented, and the rent we pay you is your salary.
We have a rental contract. And guess what! You can
be evicted. We are not paying you to behave like
teenagers or be high maintenance.”

Keep the hard line going: “Show me where in your
job description it says you get to suck up the office’s
time with your behavior. You’re getting paid to do X
and behave professionally.”

Explain how the feud is affecting the office: “the
performance of three people is being eroded, so it’s
not just your feud.”

End with “if you don’t settle this, I will consider it
a disciplinary issue, and the consequences can include
termination.”

The second approach is softer and more positive
and for that reason is usually best for younger staffers
who haven’t been around long enough “to handle the
in-your-face approach.”

Instead of meeting with the two together, meet with
them separately and lay out the issue in a way that
shows personal concern and also calls for discussion:
“I sense that you’re not comfortable with Staffer A.
Things between you aren’t the way you want them to
be, are they?”

The response will be a description of what that
other person is doing.

Let the staffer vent. Then appeal to the sense of
pride: “Come on, Staffer B. Don’t let A get the better
of you. Rise above it. I know you want to have a suc-
cessful career here, and continuing with this kind of
conflict will keep you from doing that.”

The third solution is the shame approach, and it
works best when the feuding parties are higher up the
ladder, perhaps supervisors.

Show them the harm they are doing to themselves:
“Your behavior isn’t professional. It erodes esteem in
the office’s leadership. It’s adolescent. And it is a joke
among staff. It absolutely will not be tolerated.”
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