
First question: Is the down economy hitting med-
ical offices?
Second question: Can the manager do anything to

protect the revenues?
Answer to both: Yes.

where the numbers are dropping
Health care is usually impervious to hard financial

times because people always need medical care.
But these financial times are different.
Many patients are losing jobs and, as a result, their

health insurance. Others are changing jobs and getting
less coverage – or no coverage at all. Employers are
moving to higher deductibles and greater patient-pay
portions. “And people are simply being conservative”
in all areas, including their medical care.

An expected outcome has been a decrease in elec-
tive procedures such as plastic and LASIK surgeries,
says consultant RAINEY L. THOMPSON of Medical
Management Associates Inc., a full-service medical
office consulting firm in Atlanta.

An unexpected outcome has been a similar decrease
in the number of patients in obstetrics practices,
attributable to the fact that the poor economy is
prompting some people “to defer having families.”

And all specialties are seeing piecemeal revenue
downturns. The number of no-shows is increasing.
People are putting off well visits and follow-up visits.
Many patients are trying to get by with phone calls or
prescription refills as opposed to coming in for evalu-
ations. Copays are harder to collect. So are the
patient-pay portions of the bills.

first, don’t lose the patients
The solution is many faceted, Thompson says, but

the immediate concern is to maintain patient volume.
There are two ways to do so.
First, stay in touch with the no-shows. Don’t let

them go by unacknowledged; call them and resched-
ule.

Do the same for follow-up visits. Set up a re-call

list, and get patients scheduled “so everybody who
needs to be seen is getting seen.” Regardless of the
financial picture, “that’s good policy.”

The second way to maintain volume is to match the
collections to the financial times.

On the positive side, that means being willing to
work with patients more on getting their bills paid.
Recognize that collections will be slower “because it’s
more difficult for patients to pay.” When somebody is
struggling to pay a bill, wait longer before sending the
account to collections.

On the negative side, it means not carrying patients
who aren’t making any effort to pay. Make good-faith-
effort the criteria for keeping patients, she says. If
someone is trying to pay the outstanding amount,

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

Information collected at scheduling
gives a good base for marketing

Good marketing comes from good information tracking.
Such has been the case at the Women’s Health Pavilion, a one-

physician practice in Acme, MI. Since 1990, the office has been gath-
ering all sorts of information at scheduling and using it to focus its
marketing, offer the most attractive services, and structure its sched-
uling to suit the patients.

The tracking is simple, says DIANE NOWAK who is administra-
tor for the practice of her husband, William Nowak, DO. When a new
patient calls for an appointment, the scheduler asks “how did you get
referred to us?” and notes the response on a form.

Sources include the Yellow Pages, the Internet, friends, and refer-
ring physicians. Or, if Dr. Nowak has given a lecture on a particular
topic, that gets mentioned. The same if the office has sent out a press
release or advertised in a newspaper. The scheduler writes down
which press release or ad the patient saw.

With that information, marketing is never a guess, Nowalk says.
The office can see which Yellow Pages ads to renew, which lecture
topics to repeat, and which physicians are sending referrals.

The scheduler also notes the services patients request, and that’s
been helpful in focusing the practice. For example, when a new med-
ical group opened up, the office started marketing the more uncom-
mon services patients often come in for such as stress incontinence
and rectocele treatment. That builds referrals.

Another item on the form is the appointment time requested, and
that’s made it possible to improve the scheduling. The office found
that many women simply wanted the soonest appointment available
and didn’t care if it was with the doctor or the nurse practitioner. So
it started keeping more slots open and mentioned in the Yellow Pages
that it offers same-day appointmentments.

At the end of the month Nowak draws up a report on the informa-
tion, and at the end of the year converts the information to graphs
and pie charts. She keeps all the reports in a notebook so she can
compare each month to the same period in the previous year.

Sometimes the findings are surprising, she says. One newspaper
ad, for example, promoted the new HPV vaccination for teenagers.
The office expected it to bring in teens, but what it found was that it
brought in their mothers as well. Usually a mother brings a daughter
into the practice, Nowak says, but the tracking showed it can be the
other way around.

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)
maintain the relationship; if someone refuses to work
with the office, sever the relationship.

A medical office is, after all, a business.

verify the insurance up front
From there, Thompson outlines several tactics man-

agers need to take – all of them little more than effi-
cient office practices.

They start with getting the insurance verified long
before the day of the appointment – if possible, even
before confirming the appointment. Set a policy that
the office will verify insurance first and then will
schedule and treat patients based on the coverage.

That way, if the patient does not have coverage, the
office can either set up payment arrangements or give
that patient an opportunity to get care elsewhere.

But do the verifying immediately, she says. Don’t
make an appointment and then wait three weeks
before turning the patient away.

While legal opinions vary, most malpractice carriers
say that for nonelective procedures, once the office
makes an appointment, it should keep it. By accepting
the appointment, the office has set the expectation that
it will provide the service, and if the situation is life-
threatening, there’s little room to claim there’s no
obligation to treat that patient.

If the office schedules an appointment and doesn’t
find out until the patient gets there that there are no
benefits, “it’s backed itself into a corner.”

search out the lost charges
Another revenue protector: capture all the charges

on the bill.
Just about all offices miss charges, Thompson says,

and they miss them for not double checking the infor-
mation the doctors supply. All a doctor has to do is
fail to enter one thing “and money escapes.”

Check the hospital surgical log against what the
doctors turn in.

Check the superbills against the other services in
the office, particularly the daily lab log.

Once a week or so, go to the hospital and check the
hospital record against what the doctor brings back to
the office.

Picking up lost charges is perhaps the easiest way
to find lost money, she says – far easier than dealing
with insurance companies.

search out the coding errors
Be careful with the coding.
Search out the errors. Get a qualified coder to

review a sample of the claims that have gone out and

determine if the documentation supports the level of
code.

A good place to start is with the E/M codes. Then
branch out to the other most frequently used codes.
Auditing should be “a constant thing,” she says. Make
the corrections and then audit again in a few months
to see if those corrections are being followed and if
new ones are occurring.

In addition, keep an eye out for the seemingly
mindless mistakes such as not having the 2009 code
updates entered into the system.

Quality coding counts too. Besides the fact that it
can right now bring in bonus money, it’s a sure thing
for the future, and the office has to be ready “to catch
that wave” so it doesn’t lose money to it later.

And stay on top of payers’ coding requirements. Go
to whatever seminars Medicare and the commercial
payers provide.

speed up the billing
Billing speed is also important. Not ony does it

keep the cash flow steady, but it generates better col-
lections because it keeps the unpaid accounts younger
and easier to collect.

Get the claims filed the day after the service.
Correct the rejected claims the day they come in

and get them refiled by the next day.
Post the payments the day they come in and get the

patient portion billed by the next day.

accept blame for some denials
On to the claim denials.
Don’t blame the payers for all of them. They are

just as often the result of the office’s mistakes – key-
ing things in incorrectly, listing the wrong provider, or
entering the wrong demographic data.

Clean claims require quality work at the front end,
Thompson says. And front end means the front desk.
Put a stafferthere “who has been in the business
office” and who knows what goes on there that
impedes the billing.

Beyond that, get regular printouts of the denials and
search for patterns. If a rejection reason occurs more
than twice, bring it to the attention of the business
office, make a correction, and set procedures so it
doesn’t get repeated.

Follow up on all claims within at least 30 days. Just
because the office doesn’t get a claim rejection notice
doesn’t mean all is well. Payers don’t always “yell
and scream to let an office know it has failed.” Some-
times they don’t even send denial notices. They just
don’t send the money.

At 30 days, if the money hasn’t come in, there’s
still time to go after it. What’s more, there’s an oppor-
tunity to correct whatever mistakes are causing the
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nonpayments before they hamper other claims.
Also, she says, never be surprised by an error.
There will always be claims where the physician

didn’t turn in all the charges.
There will always be coding errors.
And there will always be system errors. If one

payer says an electronic transmission didn’t go
through, go back and see if the other claims transmit-
ted on that same date went through. The office could
have missed more than the one claim.

block off the avenues for theft
A revenue-losing area many manager never think

about is the potential for internal theft. While theft
can’t always be prevented, the office can take steps to
deter it as much as possible and identify it as quickly
as possible if it does occur.

Usually, by the time an office detects theft, it’s been
long-term, and a significant amount of money has dis-
appeared, Thompson says. And most commonly, the
culprit is a trusted employee.

There need to be controls at every opportunity point
for taking money out, particularly on payment adjust-
ments, transaction authorizations, and payroll.

There needs to be a separation of responsibilities
for handling both checks and cash.

There needs to be random checking to see that the
services delivered get paid for. Trace a service to its
posting, billing, reimbursement, and to when the reim-
bursement is deposited in the bank.

credential new providers early
Also unappreciated is the need to get new providers

credentialed well in advance of their joining the prac-
tice.

No credentials, no revenue.
Medicare especially takes a long time to issue cre-

dentials, Thompson says. And when a new provider
comes from out of state, state licensing has to be done
as well.

now cut some expenses
Give the most attention to the efficiencies and

money controls, Thompson says. But don’t overlook
the expenses.

Her advice is to print out a general ledger and go
through each category to see where payments can be
reduced.

Start with the large expenses such as the insurance
and make sure the office is getting coverage at the
best price.

Look for opportunities for group purchasing.
Look at excessive inventory. Offices that provide

infusion services, for example, can often make better

purchases by watching prices throughout the year as
opposed to maintaining a hugh inventory of supplies.

If the office has more than one site, centralize the
purchasing for best prices and also to prevent double
ordering.

Evaluate the annual cost of the long-distance carri-
er.

Look at waste in the advertising. For example,
Yellow Page ads are expensive, and the money is bet-
ter spent improving the office’s website. The Internet
is what brings in new patients and referrals, especially
in specialties such as dermatology and pediatrics that
serve “a younger, Internet-enabled population.”

Put in educational materials and make it possible
for patients to transmit forms and request appoint-
ments online.

make salary cuts a last resort
Make salaries the last cut. Don’t touch the salaries

until “everything is running as efficiently as possible.”
But if cuts do become necessary, look for palatable

ways to make them. For example, many employees are
willing to give up some benefit such as a pension plan
contribution in exchange for a raise.

Plan ahead too. Don’t give raises midyear without
being sure the office will be able to support them later
on.

But at the same time, accept reality. If the patient
volume drops off permanently, the office will have to
adjust its staffing.

don’t wait till the cash stops
Thompson’s last bit of advice: get a move on.
People tend to wait for the cash flow to slow up

before they start looking for the problems, she says,
but by then, the damage is already done. If a payer
hasn’t been paying or if a provider hasn’t been docu-
menting correctly, the office has likely lost a “dramat-
ic” amount of revenue.

Don’t wait for that to happen. �

by john chase

. . . which leads us to our next category.
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Don’t get left behind
on quality coding; here are
some good info sites

Quality coding marches on.
This year it carries yet another bonus of 2% of the

office’s total Medicare payments.
As for next year, nobody knows if there will be a

bonus, but everybody knows quality coding will be
there. And in the very short future, offices that don’t
code quality will definitely see payment cuts.

There are three points to note.
First, there are now 153 quality measures.
Second, the reporting for this year begins with ser-

vices provided January 1.
And third, there is no need to sign up or register for

quality coding. Just start doing it. It’s even okay to get
started late. The chance of getting a bonus decreases
with time, but at least the office will be off to a good
start for next year.

good information to get
Managers can find a lot of information at

Medicare’s website, which is http://www.cms.hhs.gov
/PQRI/15_MeasuresCodes.asp#TopOfPage.

Go down to the downloads section, and here’s
what’s useful.
• 2009 PQRI quality measures list. This is just a list

of the measures. It doesn’t give the coding require-
ments for them.

Don’t get confused by the numberings. The measure
numbers go up to 186, but there are gaps in the num-
bers because some of the original measures have been
retired. The total for this year is 153.
• 2009 PQRI quality measure specifications manual

and release notes. Two items are included here. One
shows what’s been changed in this year’s measures –
which ones have been deleted, which have new titles,
which have new denominator codes, and so on. The
other shows all the requirements for coding each mea-
sure. It’s quite long, but it’s what the office has to fol-
low to code each measure correctly.
• 2009 PQRI implementaton guide. This download

carries a glossary of terms and also explains how to
use the codes.
• 2009 measures groups specifications manual and

release notes. This tells how to choose the measures
and how to use the codes.
• Getting started with 2009 PQRI reporting of mea-

sures groups. This information is basic and is mostly
for offices that have not already begun quality coding.
• The last two downloads are last year’s quality

measures. Don’t worry about them. �

Get moving with ICD-10;
it’s scheduled to be here
two years from October

ICD-10 is scheduled to hit in October 2011. That’s
not far away.

It’s an enormous change. Start planning for it now.
Here are four areas to be aware of: the timing, the

training, and how the new system will affect the cod-
ing work and the office’s payment.

the when: October 2011
Right now, the government plans to put ICD-10 into

full operation Oct. 1, 2011. Everybody – all providers
and all payers – will have to start using it at that time.
There will be no phase-in period, because the govern-
ment believes that to get payments straight, everybody
will have to go into it at the same time.

For offices and outpatient facilities, the determining
factor will be the date of service. All services provid-
ed October 1 and afterwards will be coded with ICD-
10. For hospitals, it will be the date of discharge.

the training: a lot of it
There will be a lot of training to do. Everybody in

the office who deals with codes – from the superbill to
the final bill – will have to understand ICD-10.

Fortunately, the training may not be tremendously
difficult, because the new system is logical and fol-
lows much the same format as ICD-9-CM.

However, it will take time – a minimum of six
months to become totally proficient with it. Doctors’
offices probably won’t need that much time, because
they use a limited number of codes. But they will still
require a significant amount of education, and most
coding professionals recommend allowing three to six
months for training alone.

Much of the training will be in the form of web-
based courses and audio sessions, and for the most
part, it will come from professional organizations such
as the Chicago-based American Health Information
Management Association.

Larger software vendors may also provide it if they
are servicing clients in countries such as Canada,
France, Germany, Great Britain, Italy, and Japan
where ICD-10 has already replaced ICD-9.

the I-9 and I-10 differences
The new system is not a giant leap away from the

current system. Mostly, the ICD-10 codes have more
digits than ICD-9-CM and, as a result, a lot more

(continues on page 8)
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quality coding
The questions offices are asking about quality coding – October
A quick reference to MOM’s PQRI articles – October
How to get PQRI feedback – August
Quality coding and its two reporting periods; a complete

explanation (a MOM mini seminar) – July
There’s still time to code quality and get a bonus; a new

reporting period begins July 1 – June
Quality coding gets new impetus from commercial payers; new

rules on how they must evaluate doctors’ services – May
A PQRI primer: quality coding from start to finish (how it

works, how to choose the office’s measures, how to use
the codes and modifiers, office procedures to follow, and
how the bonus amount is calculated) – March

Don’t get lost, confused, or left behind with quality coding:
more Q and A for managers – February

These 10 areas are causing the most errors in offices’ quality
coding – January

electronic prescribing
Electronic prescribing starts January 1; right now it carries a 2%

bonus, later it will be a requirement – November

Medicare/Medicaid
An outline of the Obama and McCain health plans (a MOM

mini seminar) – September
Tamper-proof prescription pads for Medicaid have to be in use

by October 1 – April

people management
Two common hassles: the doctor everybody hates and the

feuding staffers – August

professional development
To win the doctors’ respect, give solutions, own up to

mistakes, be candid, and don’t get emotional – December
To get a good raise, show the doctors a work plan and give top

service – December
Women in busines: how to communicate freely and with

confidence yet not act like a man– September
The ability to persuade either staff or doctors is a matter of

hitting three hot spots – July
Four rules for making e-mail messages clear and fast – April
A manager’s success rests on the ability to use time well – April

ICD-10
The push to ICD-10 is on, and HIPAA stuff comes with it (a

giant changeover, not cheap and not easy) – September
Look at the current software contract to see if it covers the

changeover to ICD-10 – September

patient satisfaction
Milwaukee staff focus each meeting on ways to build patient

loyalty – August
How to handle irrational patient complaints, from the minor to

the abusive – January

employment law
Good-sense firing can protect against EEOC claims – October
Beware contracts lurking in the office handbook – October
Retaliation: nothing new, but it carries elements managers tend

to forget – September
Military families now get an extra 14 weeks of special FMLA

leave – September
Don’t overlook the items a jury looks for in an employment law

claim – July
Beware the EEOC plant and the litigious applicant at the job

interview – June
Watch the wording in the vacation policy; the office can wind

up having to pay people for time not earned – February
Drug use and alcoholism: the legal steps to take and the ADA

points to watch out for – February
The legal aspects of drug testing, hygiene, and personality

profiles – January

marketing
Georgia manager involves staff in the marketing and gets good

ideas and good teamwork – October
The marketing elements and patient pleasers that need to go on

the website – April
Dallas staff earn points for selling office services – January

finance
Use the poor economy to negotiate a better office lease: here’s

how to save money – December
Four ways today’s economy can hit the office hard plus three

ways to counteract it – November
Michigan office increases the revenues by adding bill paying to

its website – November

Index to medical office manager – 2008
These are the articles MOM carried during the past year. They are listed chronologically

by topic and are a good reference for locating past information.
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Some large and small ways to bring in more money – July
New York manager sends patients letters explaining the

payment policies and showing how to save money – July
Illinois manager gives patients a signed, handwritten note on

their balances when they come in – June
A complete overview of the pros and cons of concierge

medicine (a MOM mini seminar) – June
How to evaluate and improve the billing office; it’s not luck

that brings in the money – March

office management
Raleigh, NC, manager moves the scheduling to a separate room

and calms the hubbub at the front desk – December
How to keep the office in business-as-usual shape after any

disaster – October
The #1 risk spot for office violence is terminations; here’s how

to dodge the blows – May
How to make the office space increase productivity and create

revenue – April
Seattle manager uses before and after photos to introduce office

changes – March

salaries
Before giving raises, look hard at bonuses instead; the pay stays

the same, but the office saves money – April

identity theft
That patient database can travel the globe and wreak havoc at

every turn – August
What to tell patients when the office’s data is stolen – August

staff management
No staff loyalty? low morale? poor productivity? six things can

change all that – December
Beware: not done right, an employee-of-the-year award can

create a disaster – November
Macon, GA, manager sets aside two hours a day for staff and

keeps interruptions in check – September
A staff review system that covers it all: self, peers, and the

office’s management – September
How to conduct staff reviews that improve performance and

benefit both office and manager – August
How to address the little behavior issues that don’t break the

rules but harm professionalism – July
What makes staff a professional team? attitude – June
Alabama manager finds that new hires get a better start when

staff help with the interviewing – May
How to set a dress code that suits a professional office but

doesn’t cross legal lines – May
Michigan manager holds a monthly lottery to keep staff aware

of productivity – April

How to introduce a change and get staff to like it – April
How to deal with the nightmare staffers who cause big problems

yet don’t break any rules – March
A New Hampshire manager’s response to staff complaints is

‘what do you want me to do?’ – February
Five easy ways to make the office miserable for staff – February
Start staff’s year by focusing on professional growth – January

HIPAA
HIPAA clarifies what offices can and cannot say to a patient’s

family and friends – October
A chart of HIPAA’s rules on discussing patient care with other

people – October
Two HIPAA brochures worth getting – June

NPIs
The NPIs are a done deed, but here are seven areas that still

cause confusion – June
Take a second look at the NPI applications; a lot of them have

errors – February
Put the NPIs on claims or don’t get paid – January

making good hires
Three ways to hire staff who can and will do the job – December

The whys and why nots of doing background checks on job
applicants – December

ICD-9-CM and CPT coding
Here are the topics from MOM’s monthly column ‘ICD-9-CM

and CPT Coding Update’ plus other coding articles:
CPT’s 2009 updates starting with the E/M codes – December
Coding cervical cancer and Pap tests – November
A complete list of the new, deleted, and revised CPT codes

for 2009 – November
ICD-9-CM’s updates from skin to V codes – October
More new ICD-9s plus related V codes – September
An explanation of the ICD-9-CM updates – August
38 additional ICD-9-CM codes take effect October 1 – August
Diabetes is fast becoming an all too prevalent code – July
Coding HIV from testing to manifestations – June
A complete list of the new, deleted, and revised ICD-9-CM

codes for 2009 – May
How to use the E/M modifiers during the gobal period – May
Today’s digestive disease coding focuses on GERD – April
Burn codes depend on site, degree, and body surface – March
CPT gives a strong hint to start using the Category II or quality

measure codes – February
The 2008 CPT updates from anesthesia to surgery – January �
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(continued from page 5)
codes with a lot more detail. Specifically, the differ-
ences are these:

ICD-9-CM
• has three to five digits
• the first digit can be a letter or a number
• the other digits are always numbers (e.g., 496 –

chronic airway obstruction, 511.9 – unspecified pleur-
al effusion, and V02.61 – hepatitis B carrier)

ICD-10-CM
• has three to seven digits
• the first digit is always a letter
• the next two digits are always numbers, but the

rest can be letters or numbers (e.g., A66 – yaws,
A69.21 – meningitis due to Lyme disease, S52.131a –
displaced fracture of neck of right radius)

lots of codes, lots of detail
ICD-10 carries far more codes than does ICD-9-

CM. In 2008, ICD-9 had 13,677 codes while ICD-10
had 68,064.

That does a lot of good things.
Clinically, it makes it possible to evaluate in detail

the outcomes of new technologies. It also allows pub-
lic health officials to respond quickly to new diseases
as well as to new repercussions from diseases such as
anthrax, SARS, and monkeypox.

Paymentwise, the large number of codes makes it
possible for the payment to reflect the full extent and
difficulty of a procedure.

In addition, offices will probably be able to get
their claims filed faster, because there will be less
need to attach explanatory notes.

a definition for everything
Here’s a comparison of the clinical information the

two systems can provide for pressure ulcers.
To show the location of the ulcer, ICD-9-CM has

just nine codes (707.00 – 707.09). Those codes show
only broad locations and don’t give any information
on the stage or depth of the ulcer.

By contrast, ICD-10 has 125 codes for pressure
ulcers, and they show not only the exact location but
also the stage.

Here are a few examples:
L89131 – pressure ulcer, right lower back, stage I
L89132 – same, stage II
L89133 – same, stage III
L89134 – same, stage IV
L89139 – same, unspecified stage
L89141 – pressure ulcer, left lower back, stage I
L89142 – same, stage II
L89143 – same, stage III
L89144 – same, stage IV

L89149 – same, unspecified stage
L89151 – pressure ulcer, sacral region, stage I
L89152 – pressure ulcer, sacral region, stage II

what about payment?
ICD-10 is not expected to affect offices’ payments.
Payers will continue to pay according to their exist-

ing contracts. They will simply update their contracts
to ICD-10 just as they currently update them to meet
the annual ICD-9-CM updates. There will be no need
to renegotiate new contracts.

As to the office’s superbill, changing to I-10 will
simply involve replacing the old codes with new ones.

AHIMA has posted two sample converted superbills
at http://www.ahima.org/icd10/understand.asp. Scroll
down just a little way on that page to the second head-
ing, which is “Examples.” �

To get better performance,
lay out expectations, meet
often, lower the boom

Getting improvement in staff performance is an
ongoing three-part job. And January is a good time to
start it.

The beginning is to tell each staffer precisely what
the office expects of that person.

The middle is to meet with each staffer briefly from
time to time to make sure performance stays on track.

And the end is an annual review that goes in one of
three directions depending on how good or bad the
performance has been, says consultant and attorney
BOB MURPHY, RN, of The Studer Group, a health
care consulting firm in Gulf Breeze, FL.

Then next year the whole process starts all over
again.

here’s what we expect you to do
Start by laying out the performance expectations.
Few employers do that, Murphy says. They never

really tell people what they need to do to succeed.
Follow the job description and explain what the

expectations are for each item. A good way to identify
the expectations is to look at what the top staffers in
that position have done in the past.

As much as possible, make the expectations objec-
tive so they can be measured. The more measurable
they are, the more the manager can show the staffer
how to change the behavior.

Don’t say, for example, “you need to be timely in
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making appointment reminder calls to patients.” What
does timely mean? Say instead “you have to complete
X% of the calls within a certain time period.” That’s
countable.

Look at it from the staffer’s standpoint, he says.
Shows good stewardship gives nothing to go by.
There’s no way to determine whether this year’s stew-
ardship is better or worse than last year’s.

The same is true for communicates effectively with
patients. What’s the standard for being effective?

He cites one of his own reviews when the boss said
he wasn’t visible enough in the department and need-
ed to visit it more. He asked “how visible is visible
enough?” and the answer was “I don’t know.”

With an objective measuring system, both manager
and staffer can see the improvement – or lack of it.

here’s how you can improve
Now for the progress meetings.
Hold them often, even weekly if possible, and make

them about 10 minutes of “conversation and not con-
frontation.” Just ask things such as are you able to
meet your expectations? do you have all the tools you
need? do you need any training?

Then once a quarter, meet more formally with the
staffer and look at the level of success.

For example, if an expectation is to collect 80% of
the copays at the patient visit, count the number being
collected. If it’s not 80% decide what changes the
staffer needs to make to get on track.

That ongoing communication ensures there are no
surprises at the end of the year. It also takes the anxi-
ety out of the annual review for both staffer and man-
ager, because three fourths of the review has already
been done.

great job – OK job – get cracking
At the annual review, take one of three approaches

depending on the staffer’s performance level.
First is for the high performers, or the top 30% of

staff in both performance and attitude. The goal is to
keep those people on board, so focus “on making them
feel good about what they have done and what they
will be doing the next year,” Murphy says.

Praise the work. And along with that, talk about the
office’s plans for the next year. Making them privy to
a little inside information shows them they are part of
the organization and that they contribute to the
office’s success.

Then ask a flattering question: “what can we do for
you so that you never want to leave?” Surprisingly, he
says, the answer will likely not be more money. Most
people want things that will help them grow in their
jobs such as more training and responsibility.

The second review approach is for the middle per-

formers, and those will make up about 60% of the
staff.

Don’t talk about the office’s direction, and don’t
ask what will keep them around. They haven’t earned
that. What they have earned is a positive “support-
coach-support” conversation:
support: “These are the positive things you have

done.”
coaching: “Now here are a few areas where I

think you can do better.”
support: “Let’s review again the things you are

doing well.”
The third approach is for the low performers, and

it’s an unpleasant one, Murphy says.
Tell them what parts of their performance have been

unacceptable and how that performance is harming the
office and the other staff.

Explain what they have to do to improve, and lay
out what’s going to happen – firing – if they don’t
shape up.

Then set a time limit for improvement. Those peo-
ple “are sucking the life out of the office every day,”
he says. Set a deadline for improvement so the office
doesn’t have to put up with them and their poor per-
formance for yet another year. �

The 2009 CPT updates
from anesthesia to surgery
BY THERESE M JORWIC, MPH, RHIA, CCS, CCS-P
Last month’s column covered the 2009 updates to

the E/M codes. Now we continue to anesthesia,
surgery, radiology, and pathology and laboratory.

Next month we will finish up with the new codes in
the medicine section plus the new performance mea-
sures.

anesthesia – just two new codes
Anesthesia has just two new codes.
First is anesthesia done to open and evacuate a

hematoma, or blood tumor in the brain (00211). That’s
usually an urgent procedure, and the anesthesia is dif-

ICD-9-CM and CPT
coding update
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ferent from that used in a planned craniotomy for, say,
the removal of a brain tumor.

Second is anesthesia for a coronary artery bypass
graft where a pump is used to supply oxygen to the
patient (00567). That’s more complex than the CABG
alone and so requires different anesthesia.

There is also a revision to code 00562 that now
makes it possible to distinguish the use of an oxygena-
tor on children younger than one year.

surgery – getting more specific

Integumentary system. The first new item to note is
a revision to the codes for skin tag removal (11200,
11201, and 11922). They now say that the removal
includes the entire skin tag “or part thereof.”

Code 11200 covers up to 15 lesions, and 11201 cov-
ers each additional 10 lesions or part thereof.

There is also a revision to the wound repair codes.
An intermediate repair (12031-12057) is now called
just that – intermediate – instead of an intermediate
and layered closure. That doesn’t change the meaning
at all. It just makes the code definition parallel those
for simple and complex repairs.

Musculoskeletal system. There are seven new codes
here, starting with 20696 for the application of a mul-
tiplane external fixation device to repair of a fracture
or deformity. The fixation is computer-assisted and so
allows for simultaneous corrections in several planes,
as for a fracture that runs both across and down the
bone.

Code 20697 is for the removal and replacement of a
strut. That’s a one-strut code, so if there are two struts,
use it twice.

New code 22856 is for total arthroplasty of a cervi-
cal disc. That’s done to correct nerve compression in
the spine. An entire vertebral disc is removed, and an
artificial disc is inserted in its place.

Following that is code 22861 for an adjustment or
repair of the new disc.

And following that is 22864 for the removal of the
new disc, which can become necessary if infection
sets in. When that happens, usually the disc is
replaced with just a spacer.

Until now, disc arthroplasty had category III codes
(0090T, 0093T, and 0096T), but now it has full-
fledged CPT codes.

Next are 27027 for a decompression fasciotomy in
the pelvic area and 27057 for a fasciotomy with
debridement of the dead muscle tissue.

A fasciotomy is a cut made into the fascia, or the
tough tissue around a muscle. It’s done to relieve pres-
sure within the muscle, and it becomes necessary
when there is a swelling severe enough to cut off the
blood supply and destroy the tissue.

Often the swelling is caused by a trauma such as a

buttocks contusion resulting from a motorcycle acci-
dent. But it can just as easily occur when a bedridden
patient stays in one position for a long period of time.

Cardiovascular system. The first two new codes
here show specific locations of bypass grafts using
veins. Code 35535 is for hepatorenal grafts, and code
35570 is for tibial or peroneal grafts. Until now, it has
not been possible to show those two locations.

The other three new codes (35632-35634) are for
bypass grafts with material other than a vein, and they
too are specific as to which vein the graft goes into –
ilio-celiac, ilio-mesenteric, or iliorenal.

Digestive system. The newcomers start with two
procedures for sleep apnea. The first is the suspension
of the tongue base (41512), and the other is the abla-
tion of the tongue base (41530). Both are outpatient
procedures, and what they do is keep the tongue from
dropping into the back of the mouth during sleep and
blocking the airway.

With a suspension, the base of the tongue is sutured
to the jaw bone; with an ablation, excess tissue at the
tongue’s base is destroyed with radiofrequency. If the
tongue is excessively large, the destruction sometimes
has to be done more than once.

Next comes an add-on code (43273) for endoscopic
cannulation of the Papilla of Vater, which is part of
the biliary system. With the cannula, which is a sort of
tube, the doctor can see directly into the bile or pan-
creatic ducts. The code includes moderate sedation.

After that comes 43279 for laparoscopic esophago-
myotomy. This is a treatment for achalasia, which is a
motility disorder where the nerves in the esophagus
degenerate and food doesn’t move down into the
stomach. With the esophagomyotomy, the esophagus
muscle is opened and part of upper stomach is
wrapped around the lower esophagus so that what
goes down stays down.

Next is 46930 for the destruction of internal hemor-
rhoids by thermal energy. This is not a new procedure
but just a new code to replace 46934 and 46936,
which have been deleted.

The rest of the new codes here (49652-49657) are
for laparoscopic repair of hernias, and they show the
location of the hernia and whether it is reducible or
strangulated. A reducible hernia is an outpouching that
can be pushed back into place. When a hernia
becomes strangulated or incarcerated, however, the
blood flow is cut off and gangrene can set in.

Male genital system. There is only one new code
here (55706), and it for transperineal needle biopsies
of the prostate gland.

These are biopsies that collect tissue samples
through a small incision in the perineum. They are
done when there is a tumor, and they show the level of
aggressiveness or the stage of the cancer. Previously,
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they were listed as a category III code (0137T) but
now have regular CPT status.

Nervous system. There is a decade of new codes
here, starting with four codes (61796-61799) for treat-
ment of brain lesions. Specifically, they are for stereo-
tactic radiosurgery, which is a single high dose of
radiation that hits a precise spot. The first two are for
simple lesions, and the other two are for complex
lesions.

After those comes another code (61800) for the
application of the head frame that is used with the
radiosurgery.

Next is 62267 for diagnostic percutaneous aspira-
tion within the nucleus pulposus of an intervertebral
disc – which all boils down to an evaluation of the
fluid in a herniated disc. It is used for diagnosis.

Along with that, code 62287 has been revised to
show the same done for therapeutic purposes.

New code 63620 is for yet more stereotactic radio-
surgery, this time for spinal lesions. It covers just the
first lesion. Code 63621 covers each additional lesion,
but it has a restriction. It can’t be used more than
twice during the entire course of treatment, no matter
how many lesions are treated.

The ninth new code (64455) is for the injection of
anesthesia into the plantar common digital nerve in
the foot. It is done to treat Morton’s neuroma, which
is an enlargement of the nerve.

And related to that is 64632, which is for the
destruction of the plantar common digital nerve by
injection of a neurolytic agent.

Those last two codes are mutually exclusive. It’s
anesthesia into the nerve or destruction of the nerve,
not both.

Eye and ocular adnexa. The new surgery codes end
with two newcomers for endothelial keratoplasty,
which is a replacement of the cornea. The first
(65756) is for the surgery itself, and the second
(65757) is for the backbench preparation of the
corneal implant.

With a cornea transplant, the full thickness of the
cornea is replaced. With endothelial keratoplasty,
however, only the innermost layer is replaced.

radiology
Radiation oncology. The first three new codes

(77785–77787) are for radionuclide brachytherapy, or
therapy where the radiation source is close to the site.
(Brachy- means short or close whereas tele- means far
away.) The radiation source is placed directly into the
cancerous area.

Brachytherapy for cancer treatment has been around
since 1910, but over the years it has been made faster
and, of course, safer.

The final new code here is 78808 for the injection

procedure for localizing a radioactive drug using a
probe.

There has been a code for the probe, but until now
there has not been a code to show the injection itself.

Pathology and laboratory. Briefly, the new codes
are these:
• 83876 – MPO – identifies patients at risk for

myocardial infarction
• 83951 – DCP – tests for liver cancer in patients

with chronic liver disease
• 85397 – coagulation and fibrinolysis – tests to see

if the blood coagulates appropriately
• 87905 – infectious agent enzymatic activity other

than a virus – tests for bacterial infection in the vagina
• 88720, 88740, and 88741 – transcutaneous testing

for toxic substances
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. �

Whether love or lust,
get the wooer and wooee
to sign an agreement

Every time somebody falls in love (or whatever)
with somebody else in the office, there arises the pos-
sibility of a sexual harassment claim.

The issue isn’t the happy hookup but the eventual
breakup, says human resources consultant TERRI
OLSEN SPREEN, president of HR Prescriptions in
Fullerton, CA. The jiltee wants to take revenge against
the jilter and so either cries harassment or becomes
the harasser.

The office can’t stop the romancing, but it can
guard against an EEOC claim. The solution is an
antiromance policy and a romantic relationship agree-
ment between the two lovers.

the no-love policy
The antiromance policy that lays out two require-

ments.
First, doctors and managers are discouraged from

getting into romantic or sexual relationships with non-
management employees or with any employees who
work under their direct supervision.

And second, when romance or sex is unavoidable,
the two have to disclose it to the practice and sign a
consensual relationship agreement.

Put in a little reasoning too. Say that the office isn’t



trying to interfere with people’s personal lives but is
trying to keep their personal lives from harming its
business and employees.

the no-harassment agreement
It’s unlikely any two lovers will announce a rela-

tionship, at least not in its budding stages. Thus, when
there’s hint of a fling, it’s the manager’s job to con-
front the two.

Meet with each separately and ask “is there a
romantic relationship between you and Person A?”

If the answer is yes, ask if the relationship is volun-
tary, consensual, and welcome, and if there’s any
expression of concern, consider it an harassment situa-
tion.

But if the relationship is indeed a happy one, hand
over a copy of the harassment policy and tell the indi-
vidual to let the office know if the relationship causes
problems or becomes difficult to end.

At the same time, point out that the affair cannot
affect job performance.

And then have both individuals sign a consensual
relationship agreement. It says five things:
• Yes, there is a relationship.
• The relationship is voluntary, consensual, and

welcome.
• The employee has been given a copy of the

office’s harassment policy.
• The employee will tell the manager if the relation-

ship becomes problematic.
• And the employee has been warned that the rela-

tionship cannot affect job performance or the working
relationship with the romantic partner.

the lovers’ denial
What if there is good evidence of a relationship but

the two deny it and refuse to sign the agreement?
Ask them to sign a statement saying just that – that

they were asked if there was a relationship, denied it,
were given a copy of the harassment policy, and were
told to advise the office if the suspected relationship
turns into any form of harassment.

The office can’t require a signature on either docu-
ment, Spreen says, but it can ask for it. And if they
refuse, document the refusal. That shows the office
did everything it could to prevent harassment.

when romance gets dicey
Sometimes the passion is serious enough to warrant

termination. That can be the case when
• either of the parties is married,
• one is a supervisor and the other a subordinate

and both deny the relationship yet there’s certain evi-
dence to the contrary, or
• the two paramours are engaging in sexual acts on

the premises.
Even so, be careful. Don’t fire either one without

consulting an employment law attorney lest the indi-
vidual circumstances not support termination.

the worst of all possible affairs
Now for worst-case scenario: a physician has been

doing half the loving and now is accused of harass-
ment.

The situation is intensely difficult. The practice can
get sued if it doesn’t respond appropriately, and
appropriately may mean dismissing the physician.

The manager’s only option is to proceed as usual,
Spreen says. Tell the doctor what the employee has
said and explain the legal obligation to respond to the
complaint: “Employee A tells me she is uncomfortable
with your behavior toward her. I have a legal obliga-
tion as manager of this practice to address that.”

Take serious steps to protect the employee’s rights,
even to the point of hiring a private investigator to
validate the claim if the doctor denies it. If the office
doesn’t address the situation, that employee can sue
everybody in management, including the manager.

If the practice refuses to address the issue properly,
she says, both manager and employee have a right to
take the matter to the EEOC, and the manager should
tell the employee about that right.

Then for personal safety, document it all. If the
practice gets sued, that’s proof the manager wasn’t
part of the wrongdoing. �
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