
More regulations! This time from the Federal Trade
Commission.
And there’s little time to spend thinking about

them, because they take effect in just a few days – on
May 1.
They are called the Red Flags Rule, and they

require that any business that extends credit have a

written policy outlining how it will detect, prevent,
and mitigate identify theft.
Why in the world does that affect medical offices?
Because the new rule says that extending credit

includes allowing a customer to make several pay-
ments instead of paying in full, and medical offices let
their patients do just that.

a strike out of the blue

For medical offices, the new requirement to a great
extent “has come out of the blue,” says attorney
GERALD (JUD) E. DeLOSS of Gray Plant Mooty in
Minneapolis.
The original intent was to protect the vast amount

of consumer ID data that financial institutions and
credit card companies keep, and the ongoing argument
has been that medical offices simply don’t have that
type of theft risk.
But the FTC squelched that argument just last

month. It said that yes, medical offices as well as hos-
pitals are creditors and therefore have to comply. No
ifs, ands, or buts about it.
So while financial institutions have been aware of

the impending regulations for quite a long time, it’s
only now that the medical profession has definitely
been made a part of the picture.
As to the reasoning for that, the rule applies to

creditors, and the FTC says that any doctor who

makes payment arrangements with patients or allows
patients to make multiple payments is a creditor.
According to the FTC, when an office collects a

copay at the time of service and then later collects the
rest of the fee from the payer and after that from the
patient, that counts.
And even if the office doesn’t do that, the FTC

says, it still falls under the Red Flags requirement if
there is any reasonable risk to patients from identity
theft.

here’s what the office has to do

The upshot is that by May 1 – just a few days away
– offices will have to have written policies and pro-

(please turn to page 3)
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New regulations on patient ID safety start May 1!
Red Flag policies, procedures have to be in place

SEE SAMPLE POLICY INSIDE
Sample policies and procedures that

offices can use to comply with the new Red
Flags Rule appear on pages 4-5 inside.
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this month’s
idea

A 10% discount on the bill if . . .
the payment is up-front and in-full
What’s a good way to increase the revenues?
A Las Vegas surgery practice is seeing a good increase by offer-

ing a 10% discount on the patient-pay portion of the bill – if it’s
paid up front and in full. And the result is “a big-time improvement”
in collections, says DEBBIE SMITH, office manager for six-physi-
cian General Surgery Associates.
The office began its discount program about six months ago. It

was already offering the discount to self-pay patients, so it extended
it to everybody.
And patients liked it. As many as 70% of its patients now pay the

full amount up front, and receivables “are very low.”
Smith’s approach is quite simple. When a surgery is scheduled, a

billing staffer calls the patient to confirm the time and type of
surgery and to give the patient the total cost of the surgery. The
office has always done that.
Now, however, the staffer also mentions the discount with “we

are offering you an opportunity to save money by paying in full up
front.”
The staffer explains that if the surgery is cancelled for any rea-

son, the office will refund the money immediately. And if the
surgery is one that may or may not entail additional procedures, the
staffer tells the patient that the office will discuss the additional fee
at the first postoperative visit and that the 10% discount will apply
there as well.
Smith wrote out a script for the calls, and it includes ways to

respond to various types of comments that patients might make so
the staffer can keep the conversation on track.
Patients like their discounts, she says. There are some who don’t

respond well, but those are for the most part people on fixed
incomes “who aren’t sure how they are going to pay.”
“It takes a little bit more work on the front end,” she says,

because the office has to get verification of the insurance benefits
and find out how much of the deductible has been met. But it’s far
better than waiting until after the surgery to do that “and ending up
with $25-a-month payments.”
Any office can make good use of the idea, Smith says. Just look

at the receivables and see which services are most responsible for
the aging, perhaps well checks or minor procedures or whatever.
Then offer a discount for up-front payment on those services.

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)
cedures in place for protecting their patient ID.
The good news is that it’s not as extensive a job as

it appears, because offices are already meeting most
of the requirements through their HIPAA policies and
procedures.
The bad news is that the need separate written pro-

cedures for the Red Flags Rule, and there are only a
few days left to draw them up.

similar to HIPAA but not the same

While there is great overlap between HIPAA and
the Red Flags Rule, the office does need to have sepa-
rate written policies and procedures for each, DeLoss
says. There are two reasons for that.
First, HIPAA and the Red Flags cover different

things.
HIPAA applies to what’s in the medical record and

protects the patient’s privacy. By contrast, the Red
Flags apply to the patient accounts and protect against
identity theft.
ID theft in a medical office is terribly dangerous, he

notes. It can cause serious financial damage because
the imposter can not only build up bills in a patient’s
name but can also use up that patient’s lifetime insur-
ance coverage. Worse, the thief’s medical information
could end up in the record, “and that could threaten
the person’s life,” because the patient could get
tagged with the imposter’s diagnoses and be given
improper treatment.
The second reason for having separate policies is

that the two laws require different actions.
Specifically, the Red Flags say the office has to

notify the patient, police, payer, or whoever is appro-
priate when a breach occurs. HIPAA doesn’t require
that.
As to the risk the office faces if it doesn’t have a

written Red Flags program, that depends to a great
extent on whether the Red Flags will be enforced only
when complaints occur – as is the case with HIPAA –
or if the FTC will carry out “affirmative investiga-
tions,” which means knocking on doors to see if an
office is in compliance.
And, DeLoss says, all indications are that it will be

the latter. Thus, “the safest route” is to set up a writ-
ten plan.

three requirements to follow

As to how to set the policies and procedures,
DeLoss summarizes it as a matter of three steps.

1. Identify the accounts where theft could occur.
Those are the patient accounts and billing records.

The medical record, he says, “is not part of that.”
Then identify the indications or the Red Flags that

indicate ID theft activity could be happening in those
accounts. For a medical office, those include
• A notice from a credit reporting agency that iden-

tity theft may have occurred or that there is a credit
freeze.
• Suspicious documents such as an insurance card

or general identification papers that look altered or
forged or that don’t match the patient’s appearance;
ID information that isn’t consistent with the informa-
tion the patient gives or with information the office
has on file.
• Suspicious personal ID information such as a

questionable address change or a Social Security num-
ber that is inconsistent with the date of birth.
The FTC also says to be watchful of an address that

is a mail drop or a prison. The same for a phone num-
ber that rings to a pager or answering service.
• Unusual activity in an account such as a large

number of address changes or a mailing address that
doesn’t work or a complaint from a patient that state-
ments aren’t being received.
• A notice from the patient or from the police that

theft has occurred.
(Editor’s note: The FTC has set out guidelines list-

ing 26 examples of Red Flags to watch for. The ones
that apply to medical offices are those listed above.
For the complete list, go to http://www.gvo3.com
/archive1/26_Red_Flag_Rule_Indicators.pdf.)

2. Decide what to do to make sure the office recog-
nizes those Red Flags.
Those are things such as verifying patients’ ID at

intake and verifying address changes. There’s no need
for overkill, however. If the office knows the patient,
verification is probably not necessary.
The surest approach is to keep a photo ID such as a

copy of the driver’s licence on file for all patients.
Then when there’s concern that someone is trying to
assume a patient’s identity, ask for ID and match it to
what’s on file.

3. Decide how the office will respond to the Red
Flags and thereby prevent ID theft or at least miti-
gate it if it occurs.
That includes things such as monitoring the

account, notifying the patient or the payer or law
enforcement, not opening a questionable account, or
not taking collection activity on the account.
Along with that, staff have to be trained in what to

look for and how to respond.

and one final thing

There’s also a requirement that may or may not
apply to the office, DeLoss says.
If the office uses credit reports, it has to have poli-

(continues on page 5)
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Red Flags Rule
– sample policies and procedures –

Here is a sample policies and procedures program offices can follow for compliance with the new
Red Flags Rule. It is provided by PATRICIA A. TRITES of Healthcare Compliance Resources, a
consulting and education firm in Sherman, TX.

Red Flags Rule
– policies and procedures –

(Federal Trade Commission –16 CFR § 681.2)

The Board of Directors (or name and title of indi-
vidual) approved this program on (date).
(Name of office) will make reasonable efforts to

identify, prevent, and mitigate identity theft.

� policies �

definitions
• Covered accounts: patient billings and patient

payment plans
• Identity theft: fraud committed using the ID

information of another person.
• Red Flag: an indication of identity theft

objectives
• to identify the Red Flags associated with our

covered accounts
• to institute policies and procedures to detect

Red Flags
• to identify steps we will take to prevent and

mitigate ID theft
• to maintain regular updates and administrative

oversight of the policy

identifying red flags
Red Flags fall within four categories:
• suspicious documents
• suspicious personal ID information
• suspicious or unusual use of an account
• alerts from patients, law enforcement, and others

detecting red flags
We will take these steps to verify personal identity:
• new patients:

– require full name, date of birth, address,
government-issued ID, insurance card
(add whatever other ID verifications
the office wants to require here)

– verify ID information with insurance
company’s information

• existing patients:
– verify validity of requests for changes of
address

– verify a requestor’s ID before giving out any
personal information

preventing and mitigating ID theft
To prevent and mitigate ID theft, staff will follow

the procedures listed below.

policy administration
(Name of person) is responsible for developing,

implementing, administering, and updating the policy,
for training staff, and for ensuring compliance.

service provider arrangements
We will require, by contract, that any service

providers who access our covered accounts have ID
protection policies and procedures in place.
This can be done via our standard HIPAA Business

Associate Agreement.

policy updating
We will periodically review the effectiveness of this

policy and will update it as necessary.

� procedures �

These are the Red Flags we have identified fol-
lowed by how we will respond when they occur:

ID information appears to be
altered or forged

Before proceeding further, require additional
documentation to verify identity.

ID information conflicts with other
information, such as several people

using one insurance card
Before proceeding further, require additional

documentation to verify identity.
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Social Security number or insurance number
is the same as that of another person

Before proceeding further, require additional
documentation to verify identity.

Patient has an insurance number but no card
or other documentation of insurance

Before proceeding further, require additional
documentation to verify identity;

contact payer if necessary.

Medical record shows treatment that is
inconsistent with the medical history or the

physical exam
(blood type, age, race, physical description)

Investigate, interview others as appropriate, review
file for errors, terminate patient if appropriate.

Patient complains of receiving a bill or EOB for
another person, for a service not received, or from

a provider the patient did not see
Investigate the complaint, interview others as

appropriate, suspend collection activity
until identity is resolved.

Patient complains that inaccurate information
has been added to a credit report

by the office or a payer
Investigate the complaint, interview others as
appropriate, suspend collection activity until
identity is resolved, notify law enforcement

if appropriate.

Patient complains of receiving an inappropriate
collection notice

Investigate the complaint, interview others as
appropriate, suspend collection activity until
identity is resolved, notify law enforcement

if appropriate.

Patient or payer says coverage for a service is
denied because benefits have been depleted or
because a lifetime cap has been reached

Investigate the complaint, interview others as
appropriate, contact the payer, notify law

enforcement if appropriate

Mail sent to a current patient is repeatedly
returned as undeliverable

Use skip-tracing to find the current mailing
address, tell patient information

has been updated.

Office is notified by patient or law enforcement
that a fraudulent account has been opened

Investigate the account, contact payer if necessary,
notify law enforcement if appropriate.

Patient provides ID information generally
associated with fraud such as an address or

phone number that already appears
on a fraudulent account

Investigate, interview others as appropriate, suspend
collection activity until identity is resolved,

notify law enforcement if appropriate.

(continued from page 3)
cies and procedures to verify that a report is, in fact,
the report that applies to the individual. In most cases,
that can be done by matching the Social Security
number or checking the address.
The purpose is to prevent situations where John

Smith Sr.’s credit report gets used for John Smith Jr.
or John Smith III.

a photo gallery of patients

The protections the office has to have in place for
HIPAA and the Red Flags Rule have a lot of overlap.
In fact, offices can view the Red Flags as “an exten-
sion of HIPAA,” says PATI TRITES, president of
Healthcare Compliance Resources, a consulting and
education firm in Sherman, TX.
It won’t require much change in what the office

does, because most of the safety procedures it calls
for are already in place.
However, she says, there is one thing every office

needs to do, and that is to put a picture ID of each

patient in the record. Either make a copy of the dri-
ver’s licence or take a photo of the patient.
From there, “it’s common sense.” If the office is

told someone’s ID is being misused, put a flag on the
record as a reminder to staff to double check the iden-
tity when the patient comes in. Verify address
changes. If an insurance card looks copied or forged,
check the identity. If the system shows two patients
using the same insurance number, check it out. If
statements are returned as undeliverable but the
patient keeps coming in, check the address. And if the
patient says the address is correct, step back and ask
“what’s going on here?”

writing the policies and procedures

As for setting up the office’s policies and proce-
dures, there’s no single format to follow, Trites says.
What the office does “has to be appropriate for the
office.”
Neither are there any specific rules on what the

office has to do when an indication of ID theft



page 6 medical office manager / april 2009

appears. “Just check into it and get it right.”
Again, for the most part it’s common sense, such as

asking for a copy of a utility bill when there’s ques-
tion about the validity of a patient’s address.
She adds, however, that the office should always be

nonconfrontational when it questions a patient’s ID
imformation. And the way to do that, she says, is to
say that the office is asking for the information for the
patient’s own protection: “we are making sure some-
body else isn’t using your ID.”

one more requirement

The office’s plan has to be approved and also over-
seen by the office’s board of directors, or, if the office
doesn’t have a board of directors, by a doctor or by
the manager.
That person is responsible for setting up the pro-

gram, reviewing it, and approving changes to it.
And at least once a year, that person has to write up

a report on any significant incidents that have
occurred and how the office responded and whether
changes should be made. �

How to end the conflicts
between staff, with staff,
and (gasp!) with a doctor
One of the most unpleasant – if not dreaded – facets

of management is dealing with conflicts.
In a medical office, they come in one of three

forms, says SHARI L. FRISINGER of CornerStone
Strategies, a conflict resolution and communication
firm in Houston.
They are conflicts between staffers, between staffer

and manager, and between doctor and manager. And
each gets handled in a different way.

staffer v. staffer

Staffer/staffer conflict becomes apparent a number
of ways. One side comes in complaining about the
other. Or one says something in a meeting and the
other argues.
No manager wants to get into the middle of that,

Frisinger says. But if it’s allowed to go on, the other
staff can get irritated with it or even drawn into it, and
productivity gets wasted.
The approach: talk with each staffer individually

and get both sides of the story. Then bring the two
together to hash it out. But do the hashing somewhere
other than in the manager’s office, because in that

venue, the issue takes on formality. Don’t give it that
much status.
Tell what effect their war is having on the office,

perhaps that the other staff don’t like working around
the friction or even that a patient has commented on
their rudeness to one another.
Then proclaim neutrality: “I’ve heard your stories,

and I assume the truth is somewhere in the middle.
Don’t look to me to take sides. I’m counting on both
of you to see this issue from the other person’s point
of view and work it out.”
Turn to one staffer and say “tell your version of

what happened.” The answer might run along the lines
of “I asked her if she had seen my report, and she just
ignored me.”
Then ask “how did that make you feel?”
It’s not the facts that cause conflicts but the emo-

tions they bring out, she says. If the answer is “it
made me feel stupid and unimportant,” that’s the
cause of the conflict.
Now turn to the other side and repeat the same two

questions using the very same words and the very
same tone as before. Don’t say “what do you have to
say about that?” or “why did you act that way?”
That’s accusatory and gives the first staffer the win-
ning seat.
Suppose the answer is “I was in the middle of a

phone call. I couldn’t talk, and she was very rude.”
Follow again with “how did that make you feel?”
Sometimes that’s enough for the two to see the light

and apologize and go on their way. But sometimes
not. The two may keep talking. Let them. If the con-
versation is fruitful and they are explaining the situa-
tion to one another, say “tell me more.”
If the conversation heats up, cool it down by asking

about a fact such as “what time of day did this hap-
pen?” or “what was the report about?”
The goal is to get them to say “I understand.” At

that point, there may still be a conflict, “but now it’s
rational and logical.”
What if no solution appears? Ask each side “what is

the one thing you want to come out of this?” or “what
do you want from Staffer B?”
If one says “I want an apology,” ask the other if

that’s possible: “do you acknowledge that perhaps you
could have handled this better?”
What if there’s no relief in sight? Stop the meeting

and tell them to think about the issue and come back
in an hour to continue the discussion.
And once the issue is settled, send the two away

with praise of “thank you both for being open minded
and working through this.”

staffer v. manager

Staffer/manager conflict usually crops up when a
staffer gets miffed about something the manager did,



medical office manager / april 2009 page 7

didn’t do, said, or didn’t say. And rarely is there con-
frontation. The staffer simply detaches in little ways
such as not saying hello in the mornings – and the hint
is dropped!
Break the ice, but not with a sledgehammer of “do

you have a problem with me?” or “what’s wrong with
you?” The answer will invariably be “there’s no prob-
lem.”
Approach it instead with an invitation to dialogue:

“I sense there is a rift between us.” (A rift says it’s

something that’s easily mended.) “Help me under-
stand what’s going on.”
Whatever the answer, acknowledge the personal

feelings, however unjustified they are: “I can see how
you could feel that way” or “I had no idea you
thought I was angry with you.” That’s no admission of
guilt. It just acknowledges the staffer’s feelings.
Then explain the behavior: “this is my perspective

of what happened.”
And then apologize – not for having done anything

Five manager comments that can create conflict
Without realizing it, a manager can create conflict.

It comes from the way staff’s interruptions, questions,
and suggestions get handled, says SHARI L.
FRISINGER of CornerStone Strategies in Houston.
Here are five automatic and all too common bad
responses.

I DON’T HAVE TIME FOR THAT NOW
A staffer comes in with a question, the manager is

in the middle of work, and the response is “not now”
or “can’t you take care of that yourself?”
That’s a hard put-down. The staffer is hurt, the

open-door policy looks like a sham, and when the
manager hands out the next compliment, that staffer is
going to think “why should I believe you?”
When there’s no time for an interruption, make an

appointment to talk: “can you give me 10 minutes to
finish what I’m doing? Then I can talk with you and
not be thinking about this.”
Nobody is offended. The delay forces the staffer to

think about the problem and possibly realize it’s not
so serious after all. And if there’s emotion tied to it,
those few minutes are time enough for the staffer to
cool down and think logically about what’s going on.

YOU’RE WRONG ABOUT THAT
Don’t debate. Not everybody likes it. What the

manager sees as a healthy discussion staff often see as
disagreement, rudeness, and confrontation.
Staffer A: “I think I should format this report in X

manner.” Well you are wrong. Why do you want to do
it that way? That’s the worst way to format the report.
Keep it just as it is.
The staffer leaves feeling devalued, “and motiva-

tion is crushed,” Frisinger says.
Express an opinion with a qualifier: Please don’t

take this as confrontational or negative, but why do
you think that way is better?
Then listen to what that staffer says. The idea could

be a good one, but if it isn’t feasible, say so with
diplomacy: I appreciate your suggestion, but let me
tell you why we follow this procedure.

JUST DO IT THIS WAY
Don’t solve staff’s problems. Show them how to

come up with their own solutions.
Continuously solving problems tells people they

aren’t smart enough to do the solving themselves. And
worse, they become less and less reliant on their own
ability and so come back to the manager with all their
other problems.
Teach them with why and what-if questions.
Staffer A: “I don’t think I can get this project fin-

ished on time.” Why don’t you think so?
Staffer A: “I don’t have time to make 10 phone

calls.” What if you only made seven instead of 10?
Staffer A: “I don’t think that’s enough.” Why not?
Those questions force staff to think through their

problems. And after a while, they start doing it on
their own.

THAT’S A WASTE OF TIME
Acknowledge suggestions, even if they aren’t good

ones.
If a staffer says “I’ve come up with a great way to

do X,” don’t answer with a demoralizing “okay, get to
the point” or “I don’t care how you do it. Just get the
job done by Wednesday.”
The staffer is proud of having come up with the

idea, Frisinger says. Talk about it and show a genuine
interest with comments such as “tell me more” and
“that’s great.”
And if the decision goes against the staffer’s idea,

end with a compliment of “I’m proud of you” or “you
gave that a lot of thought.”

TOO BAD FOR YOU
Take the same conversation-encouraging approach

when a staffer comes in with a problem.
Staffer A: “I am really frustrated because I can’t

come up with a solution to this problem.” I’m sorry to
hear that. Is there something I can do to help you?
The problem will get solved no matter what the

response, Frisinger says. But that little bit of interest
makes the staffer feel valued. �
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wrong but because it made the staffer feel bad: “I’m
sorry that what I did made you feel that way.”
End by thanking the staffer for “working through

the rift.”
Quit right there. Unless the conflict reappears,

don’t bring it up again.
Frisinger adds that to a great extent, the success of

any meeting with a staffer that could be confrontation-
al depends on the manager’s body language. It has to
indicate that the manager is willing to hear and con-
sider what the staffer has to say and is open to sugges-
tions.
Don’t cross the arms or the legs.
Don’t sit across a table from the staffer, because the

table serves as a barrier. Instead, sit side by side and
face the staffer “with not a lot of body under the
table.”
Leave only enough space between the chairs so that

either person could reach over and touch the other’s
knee, she says. And if the staffer wants to move a lit-
tle closer, okay. “That’s far enough for comfort” but
close enough to put manager and staffer on the same
level, and the table serves as a security to both.
Make eye contact, but don’t stare.
And if the words don’t come readily, admit it with

“please give me a minute. Let me think how I want to
say this.”

doctor v. manager

Doctor/manager conflict is another story entirely.
Stay away from the emotions, stay away from being
understanding, and stick to the facts.
Doctors deal with facts and statistics, not emotions,

Frisinger says. They don’t want to hear a jellied
“when you did X, it hurt my feelings.”
Neither do they appreciate signs of weakness such

as downcast eyes.
And neither do they want to hear somebody beat

around the bush and waste their time.
“Talk in bullet points” and hit the soft spot: how the

situation is hampering the manager’s ability to do the

job and thereby affecting the office’s bottom line, for
example, “when you are gruff and preoccupied, I can’t
ask you about office issues, and those issues don’t get
addressed as quickly as they should.”
From there, ask for a solution. But don’t put the

blame on the doctor with “what can you do about
this?” Shoulder the blame with “what can I do?” or
“how should I communicate with you if this happens
again?” That’s managing the boss.
The conversation will probably end right there. The

doctor will either explain what to do or say “okay I
was being a jerk. Next time just tell me it’s impor-
tant.”
Once again, the proper ending is “thank you for

working through this with me.” �

The coding for epilepsy
and seizure disorders
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
George Washington’s daughter had it. Abbott of

Abbott and Costello had it. So did Pope Pius IX,
Vladimir Lenin, and Fyodor Dostoyevsky. And possi-
bly, so did Socrates, Julius Caesar, Napoleon I,
Alexander the Great, and Joan of Arc.
After stroke, epilepsy is the most common serious

neurological condition. Some 125,000 cases are diag-
nosed each year, most often in children and in people
over age 65.
It is a brain disorder that can be caused by anything

from trauma to abnormal brain development to an
imbalance of neurotransmitters to the brain’s simply
being wired incorrectly. The neurons give off abnor-
mal signals, and in response, the patient can have
strange sensations, strange emotions, and strange
behaviors. There can also be muscle spasms, convul-
sions, and loss of consciousness.
Usually the seizures do not cause brain damage and

often they disappear, but patients are many times left
with behavior and emotional problems from being
teased about and embarrassed by the disease.
For about 80% of patients, the seizures can be con-

trolled by medication. In addition, some children see
significant relief by following a ketogenic diet, or a

ICD-9-CM and CPT
coding update

by john chase

I think we resolved that conflict nicely, don’t you?
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diet rich in fats and low in carbohydrates.
There is surgical treatment where stem cells or fetal

pig neurons are transplanted into the brain. And there
are vagus nerve stimulators as well as devices that can
predict seizures up to three minutes before they begin.
But for those for whom medication and treatment

are not effective, the condition is termed intractable
epilepsy, and it affects about two million Americans.
At its worst, epilepsy can be severe to the point of

status epilepticus where seizures last for 30 minutes
or more. And it can result in SUDEP, or sudden unex-
pected death in epilepsy, which is death that does not
occur during a seizure and for which no medical cause
can be determined.

coding epilepsy and seizures

The epilepsy codes are found in the chapter for dis-
eases of the nervous system and sense organs. They
are in the 345 category, which covers epilepsy and
recurrent seizures.
Those codes get used under two circumstances. One

is when epilepsy is actually diagnosed through MRIs
and brain scans. The other is when the doctor docu-
ments two or more seizures and states that the patient
has seizure disorder or recurrent seizures. The term
epilepsy does not have to be used.
That second provision became effective in 2006.

Before then, the epilepsy codes could not be used
unless the term epilepsy appeared. Most likely, that
was to allow people to avoid the stigma associated
with it – perhaps a hang-on to the ancient notion that
seizures are caused by demon attacks.
Now, however, both epilepsy and recurrent seizures

are coded in the 345 category.
The codes carry fourth digits to show the different

types of seizures, and some also have a fifth digit of 0
or 1 to show whether there is mention of intractable
epilepsy. For example, 345.0x and 345.1x indicate
nonconvulsive and convulsive epilepsy respectively,
with the fifth digit showing whether it’s intractable.
Then come codes 345.2 and 345.3 for petit and

grand mal seizures. With petit mal seizures, the
patient usually stares off into space and may not have
an actual convulsion. By contrast, a grand mal seizure
is convulsive.
The remaining codes run from 345.4x to 345.9x and

cover epilepsy with partial seizures, infantile spasms,
epilepsy with continuous muscle contractions, and, of
course, other and unspecified epilepsy.

now to the symptoms chapter

What if there is only one seizure and no diagnosis
of epilepsy?
Seizure by itself does not mean the patient has

epilepsy, so one undiagnosed seizure, no matter how

severe, is not enough to support the use of the epilep-
sy codes.
Go instead to the symptoms chapter. The code is

780.3x for convulsions.
For seizure alone, the code is 780.39.
For febrile seizures, or those accompanied by high

fever, the codes are 780.31 for simple febrile convul-
sions and 780.32 for convulsions that last more than
15 minutes. There can be several complex convulsions
during a 24-hour period, but if the physician says they
are not epilepsy, they are coded here instead of in the
epilepsy section.

drug reactions and poisonings

What about seizures caused by drug reaction or poi-
sonings? Those get coded as poisonings.
For example, suppose a child suffers a seizure from

taking benzine. Go to the Table of Drugs and Chem-
icals and code benzine poisoning.
Then code the seizure with a code from the symp-

toms chapter.
And along with that, there can be an E code to

show the poisoning was accidental.
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. �

A bad annual review
can be made a lot worse
– or a lot better!
Everybody is human. Everybody can get into situa-

tions that are less than successful. Everybody can
meet with a bad job review.
But the ship can be turned around, says THERESA

ROSE, a Sarasota, FL, professional development con-
sultant and speaker.
It takes a positive response to the doctors, a posi-

tive emotional attitude, and an ongoing effort to
improve in the areas that matter to the doctors.
And it can be done. There’s no reason to let the

doctors think they need to be looking for a new man-
ager.

meet negative with positive

No matter how bad, how unfair, or how incorrect
the review and no matter how low the raise, the same
rule applies: be positive.
A negative or defensive response says the manager
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thinks what was done was right. It tells the doctors
“the behavior isn’t going to change.”
It also shows that the manager is likely “a disgrun-

tled short-timer” who’s going to look for another job.
Don’t throw blame for the bad performance on a

staffer, another doctor, the software, whatever. Using
anything other than first person shows refusal to take
responsibility, and the doctors don’t want a manager
who can’t take ownership of problems.
Don’t use can’t and don’t as in I can’t get my job

done because or I don’t know how to correct this
problem. That achieves nothing and shows the manag-
er as both incompetent and “a perpetual malcontent.”
Give positive responses such as I understand your

concerns and I am committed to making the changes
you request. Statements like that tell the doctors the
the manager can accept criticism, wants to improve,
“and isn’t going to cut and run.”

can you give me an example?

What if the doctors’ criticism is unclear?
Ask for an explanation, but again, be positive.

Instead of “I don’t understand what you’re telling
me,” exercise diplomacy: “can you give me an exam-
ple to help me understand this more?”
What if the criticism is flat wrong?
Pull out yet more diplomacy. Instead of “I don’t

agree with you,” show a readiness to make whatever
changes the doctors want: “I understand your con-
cerns about objectives not being met. I feel I did meet
them. But I will make sure that you see clearly what I
am doing to meet them.”

stiffen the upper lip

During the meeting, maintain a strong position. Be
grounded, calm, and look the doctors in the eyes with
openness so they sense their message is being
absorbed.
What about taking notes? Many people do so think-

ing its indicates the comments are being taken seri-
ously.
Her advice, however, is to take notes only after ask-

ing permission to do so. And then do so judiciously.
Focus instead on listening, making eye contact, and

interacting with the doctors.
Excessive notetaking is an avoidance tactic. It’s a

way to keep from making eye contact and thereby a
way to stave off confrontation.

leave with a tone of success

When the meeting ends, thank the doctors for the
time and feedback – and for their candor.
Then ask permission to meet with them regularly to

discuss the progress in the areas they have cited for

improvement: “would it be possible for us to meet
every three months to review my progress in these
areas?”
The goal, she says, “is to leave that meeting show-

ing a commitment to the long-term success of the
job.”

chart out an improvement course

Now it’s time to fall back and regroup.
Most people get a bad review and it all goes down-

hill from there. They think they have to justify their
existence. They assume they will get fired. They get
depressed. They slack off. And their personal choices
get worse and worse.
Don’t take that attitude, Rose says. Instead, map

out a positive route and move forward. Make an effort
“to show improvement in the way the doctors want”
and assume the best.
Start post-review life by drawing up a notebook

with a page for each area the doctors have cited as
needing improvement, and in it keep a log of what’s
done in those areas.
Suppose the doctors have said the billing turn-

around needs to be shortened. Write down the steps
taken to shorten it and then document the results.
Then at the follow-up meetings, discuss those

actions and their good results.
And keep going. End each meeting with a request

for further guidance: “Is there anything else that I can
do better for you?”
That question will catapult the manager’s image in

the doctors’ eyes. It tells them they have a manager
who is not just following their orders but is deter-
mined to go beyond that and making improvements.
Don’t settle for “moving up to a level of medioc-

rity,” she says. “The goal should be to move past that
and get in line for the next career jump.”

big results from little things

Now to take those improvements to another level
altogether.
Go beyond the improvement points in the notebook

and identify areas of personal professionalism that
weren’t brought up in the review. Draw up a list of
questions about them, and each week do “a self
check-in.”
The questions are the did-Is, such as these:
Did I keep my desk clean last week? get to work on

time every day? limit my personal calls? meet with
people when possible instead of e-mailing them?
smile at staff? take on tasks without being asked?
dress appropriately? go the extra mile to help a
patient? learn something new about my profession
that will help me be a better manager?
Look at each item with the attitude of “I’m going to
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choose to do this.” That makes it a choice, not an
obligation.
Don’t share the results with anyone, she says. The

personal check-in is a private matter. “It’s about tak-
ing ownership of success and embracing a better work
ethic in a private way.”
But “those small things have a tremendous impact”

on performance. Gradually they start influencing the
list of improvements the doctors have asked for, and
the doctors will notice it.
The continued improvement will not only repair the

damage of the poor review but will make the manager
rise to stardom.
The doctors will see their manager as “present and

accountable and joyful and there for the duration.” �

Quality coding, e-scripting
extended to audiologists:
here’s the complete list
Quality reporting has been extended a little to

include audiologists. Thus, the complete list of who
can code quality and (possibly) get a bonus is this:
physicians:

• Doctor of Medicine
• Doctor of Osteopathy
• Doctor of Podiatric Medicine
• Doctor of Optometry
• Doctor of Oral Surgery
• Doctor of Dental Medicine
• Doctor of Chiropractic

practitioners:
• physician assistants
• nurse practitioners
• clinical nurse specialists
• certified registered nurse anesthetists (and

anesthesiologist assistants)
• certified nurse midwives
• clinical social workers
• clinical psychologists
• registered dieticians
• nutrition professionals
• audiologists

therapists:
• physical therapists
• occupational therapists
• qualified speech-language therapists

As for e-prescribing, the same list applies, though
e-prescribing also requires state authorization to pre-
scribe. In addition, prescribing must fall within the
professional’s scope of practice. �

Today’s triumverate:
fast billing, a tight payroll,
and flexible payment plans
Enclosed with the February issue of MOM was our

annual reader survey. And one of the things our read-
ers requested most was information on what other
managers are doing to survive the economy and what
types of payment plans they are setting up.
So here is one manager’s approach.
She is PENNY MURPHY of five-physician

Pediatric Care Corner in West Bloomfield Township,
MI.

MOM interviewed Murphy because she approaches
management from all corners. She is a nurse, has a
bachelor’s degree in business, and holds a master’s
degree in human resources.
A decade ago, she says, a manager didn’t have to

micromanage. But in the current economy, everything
warrants scrutiny, and “the biggies” are the billing,
the payroll, and payment plans.

more money from a billing service

Murphy’s office uses a billing service, and it select-
ed the company because it offers the services the
economy calls for.
One is that it gives the office full-time access to all

the billing activities.
In the past, the office got only month-end reports,

but with money tight, she says, it needs continuing
access to the billing activity so it can keep tabs on
how fast claims are going out.
Her company’s agreement is that claims will get

filed within 24 hours of the patient visit, and to make
it possible to access the activity, the company’s sys-
tem is linked to the office’s scheduling. When a claim
is submitted, a line is automatically drawn through the
patient’s name on the schedule.
Thus, all Murphy has to do is look at the schedule

to see which visits have not been billed. And if a
claim hasn’t been sent, she can call the company rep-
resentative and resolve the issue right there – not at
the end of the month. On average, she makes about
three calls a week, which translates to a significant
amount of money that would otherwise be held up.
Another necessary service is that the company

monitor the contractual payment amounts.
When payments for a service fall even a dollar

short, she says, that can represent a tremendous loss
of revenue. And tracking down those dollars is labor-
intensive to the point that it’s cheaper to pay a per-
centage to the billing company than it is to pay a
staffer to do the work.

Another necessity is that the company show the



percentage of charges that’s being paid so she can
catch shortfalls when they occur. With her office’s
payers, for example, she expects to see about 70% of
charges, and when the numbers go below that, she
calls the billing company.

a lower payroll with part-timers

After the billing, the biggest concern is also the
biggest expense – payroll.
To keep it to a minimum, Murphy hires mostly part-

time staffers. In fact, of the office’s 17 staff, just five
are full-time.
Then to contain even the part-time payroll, most of

the part-timers are cross trained to do both front-desk
and medical assistant work. That way, when more
help is needed in one area, she can move in a staffer
from the other area and not have to bring in an addi-
tional person.
Using part-timers cuts the payroll significantly,

Murphy says. There are no benefits to pay, there’s no
overtime, and the office can operate with a minimum
number of staff hours.
And beyond the savings, an as-needed schedule

weeds out the “unstellar” staff. The good performers
get the most hours, so the others “usually look for
other jobs.”
Murphy adds, however, that managing part-timers

requires no less work than managing full-time staff,
and sometimes more. They have to be held account-
able for their work just as any fulltime staffer is. And
because they are not present every day, failings have

to be addressed immediately as opposed to being held
for a formal review.
At hiring, she makes it clear that the staffer will be

called in only when needed. She also explains that
there’s no guarantee of full-time work and that when a
full-time position does become available, the good
performers will be the ones who are considered for it.
In addition, she says, part-time employees are not

unlike full-timers in that they need occasional
rewards. For those who have been at the office several
years and have given good performance, she some-
times gives a few days of paid vacation. But that’s
done on a case-by-case basis, and she tells the staffer
not to discuss it with the others.

no two payment plans alike

And then there are those payment plans.
The current economy requires that they be extreme-

ly flexible, Murphy says, because layoffs are forcing
many patients to drop their payments.
In her office, she gets success by incorporating sev-

eral elements in the payment planning.
One is personal contact, because people respond to

“a face” far better than to a letter. She also finds that
the response is better when patients speak to the man-
ager as opposed to being sent to a billing staffer.
Another is the assurance of “we can work this out”

and “if you work with us, your account will not go to
collections.”
Another is flexibility. When there’s a job loss, pay-

ments have to be decreased and extended. Or if there’s
no insurance, there need to be discounts.
Still another is a we-want-to-help-you attitude. Her

office, for example, tells parents where they can get
services such as free vaccines for their children.
But mostly, she says, a financial plan needs patient

participation. Instead of setting the amount herself,
she asks what the person can pay. And that amount
gets paid, “because people are committed to what they
say they can do.”
She tells the patient to set a realistic amount, phras-

ing it as “we would rather have you say you can pay
$20 a month and pay it than promise $100 and not pay
it.” A $100 commitment looks good, she says, “but
somebody who has three little kids may be embar-
rassed” to admit there’s not that much in the monthly
budget and so pays nothing. And from the office’s
standpoint, a small regular payment “is far better than
getting nothing from collections.”
Finally, she says, to survive the economy, the office

has to keep its patients, so she emphasizes to parents
that they cannot let financial problems keep their chil-
dren from getting care.
“Patients seem relieved” to hear that, she says.

Moreover, “in three months, that person could have a
phenomenal job with good insurance.” �
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