
The Red Flags Rule has hit the medical profession
by surprise. Its original aim was to safeguard data in
financial institutions – which maintain tons of person-
al data on their customers.
But it soon became obvious that data theft could

take place in a lot of other settings as well, so the rule
was expanded to cover any organization that extends
credit.
Medical offices got caught in that, and to many

minds, it was an unnecessary stretch, says PAM
DIXON, executive director of World Privacy Forum,
a privacy rights group in San Diego.
But think again. “Criminals have arrived in health

care.” Medical offices have a tremendous amount of

personal data, and the repercussions of theft can go far
beyond financial damage. A stolen ID can end in a
patient’s death.
And medical ID theft is prevalent. Current esti-

mates are that more than 250,000 American have
already had their medical information stolen and mis-
used.
Here Dixon clarifies the why of the new law and

explains how far offices have to go in their data pro-
tections.

the big danger: insider access

Most important is to be aware of where the big dan-
ger lies.
In the medical world, most ID theft occurs from the

inside. An employee steals the information for person-

The Red Flags Rule, which comes from the
Federal Trade Commission, requires offices to
set up policies and procedures to prevent ID
theft from occurring.

For an outline of what the office has to do to
comply plus sample policies and procedures to
use, see the April edition of MOM. Note that
the deadline for having the policies and proce-
dures in place has been extended from May 1
to August 1.

al use or gives it to an accomplice. “That’s the bulk of
the crime.”
For that reason, the most important protective mea-

sure offices need to take is to set access controls on
their data. Along with that, Dixon says, there need to
be regular checks of the entry log to see who is using
the data and when.
Recognize too that temporary employees and busi-

ness associates and their subcontractors may also be
working with the data, and they too need oversight.
The safest approach is to appoint one staffer to over-
see the outsiders who access the system and make
sure they don’t misuse the data.
Along with that, do background checks on employ-

ees to make sure the office doesn’t hire and harbor a
data thief.
Surprisingly, the next precaution to take is in direct

contradiction to what many offices are being advised
to do: don’t make copies of patients’ driver’s licenses.
Yes, having driver’s licenses on file gives the office

(please turn to page 3)
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Cover these points in the office’s Red Flags policies
Rule #1: Don’t copy those driver’s licenses!

in this issue

This month’s idea: Michigan office self
audits every claim before it goes out.........2

What to tell staff when layoffs just
might become a reality .............................4

A complete list of the new, deleted, and
revised ICD-9-CM codes for 2010
(These updates take effect
October 1) ..........................................6-9

ICD-9-CM and CPT coding update:
BPH is a diagnosis to expect in just
about every male patient ...........................9

People management: Three people
problems: poor performance, raise
dissatisfaction, and rude patients.............11



this month’s
idea

Michigan office does a self audit
on claims before the bills go out
A small Michigan office has increased its revenues by an estimat-

ed 20% to 25%. And it has done so by auditing each chart before it
gets billed.
The office, Jules L. Reinhardt DO, PC, in Lepeer, MI, has only

two physicians and one biller, and it’s the biller who does the audit-
ing.
The system depends on the doctors’ completing their charts at the

time of the patient visit, explains manager JULIE REINHARDT,
RMC, RMM. As each patient is seen, the doctor documents the
chart and puts it with the encounter form on the biller’s desk. The
biller, who is also a certified coder, then does both the auditing and
billing immediately, usually while the doctor is seeing the next
patient. If she picks up an error, she immediately brings it to the
attention of the doctor who then corrects the chart.
While that pace isn’t 100% steady, it’s steady enough to get the

charts completed and the bills out the day patients are seen. Immedi-
acy is essential, she says, because at that point the doctor still
remembers all that was done during the visit and can answer what-
ever questions the biller has and also make whatever corrections are
needed in the chart. By next day – or next week – those details can
be forgotten.
The biller goes through everything in the notes, from the chief

complaint on down to the care plan. Then she checks the documen-
tation against the codes and vice versa. For one doctor, she also does
the coding.
Little mistakes can happen, Reinhardt says, and they can be

expensive and they can add up. It’s not uncommon, for example, for
a doctor to document some small procedure such as a mole removal
but forget to mark it on the encounter slip. The biller can catch that,
ask the physician if the procedure was actually done, and code it.
Sometimes there is a missing diagnosis code. Sometimes a doctor
fails to sign off on a chart.
The biller also looks for elements that are obviously missing. For

example, a patient might be seen for back pain but in the review of
systems the physician fails to check the musculoskeletal system.
That can throw the code into a lower level than it should be. But the
biller can bring it to the doctor’s attention, get the record corrected,
and code the service at the correct level.
Similarly, a record might show a physical exam for a female

patient but no Pap smear.
The office began the auditing about two years ago, and in the

beginning, she says, the biller followed a checklist of items to watch
for, mostly E/M documentation requirements. Now, however, “she

(continues at right)
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(continued from page 1)
picture IDs to rely on, Dixon says, but it puts the
patients at risk.
Data thieves are sophisticated criminals. They can

easily make new documents out of the office’s
scanned and photocopied documents.
And driver’s license copies are a treasure trove for

ID thieves. Besides having everybody’s identity to
match up with the insurance information, now they
have everything necessary for synthetic ID fraud
where a new identity gets created by combining say,
one person’s name with another’s Social Security
number. The new identity passes muster in a credit
check but doesn’t get picked up by either person’s
credit report.
It’s fine to ask to see a license and to compare the

picture to the person, she says, but don’t copy it.
Doing so simply increases the risk to patients.

the safeguards to set up

As to what policies and procedures offices need to
set up, make them like all the office’s other policies –
simple and practical.
“Use common sense,” she says. Don’t try to be as

secure as a bank or financial institution. No medical
office has the technology for that.
Most offices, particularly small ones, can set up

good protections with minimal effort. “It’s just com-
mon sense.”
The exact items the policies and procedures cover

will depend on the types of ID theft the office is apt to
encounter.
If drug-seeking is common, address ways to identi-

fy and prevent it. The same if the office often sees
fraudulent insurance card use. Offices in retirement
areas need to have strong protections against insider
theft, because Medicare and Medicaid “are a juicy tar-
get” for a professional criminal trying to set up a
billing scam.

what about patient impersonators?

Don’t go overboard on ID theft by individual
patients, Dixon says. There’s no reason to overcheck
personal IDs, because “the patient is not the enemy.”
What’s more, “people aren’t comfortable with air-

port-style security checks in a medical office,”
because most patients are already stressed when they
come in. She recommends training the front desk staff
to ask for an ID in a way that doesn’t create even
more stress. All that needs to be said is “it’s our policy
to ask for a picture ID. We like to compare the photo
to the person.” And “it’s silly to do that when the
office already knows the patient.”
Also, she says, be flexible. There’s no need to set a

policy that service is conditioned on the patient’s pro-
ducing a verifiable ID. If someone comes in paying
cash and wanting anonymity, there’s usually no reason
to withhold care. That sometimes happens, for exam-
ple, when someone wants genetic testing but doesn’t
want to create a record that could later prohibit getting
insurance coverage. “A John Doe isn’t going to steal
anything.”
Look out instead for someone who claims to be a

current patient but can’t produce an ID. Aside from
the office’s getting stuck with no insurance payment,
that means wrong medical information will go into the
victim’s record.
Sometimes that’s done to get drugs. Other times it’s

more expansive – one person gets an insurance card
and loans it to anybody in the family who needs it.

a few more precautions

Other good precautions to include in the policies
are quite simple.
One is not to use the full name when calling

patients to the exam rooms. Just use the last name.
In one office, Dixon says, someone in the waiting

room heard a patient’s full name, called and requested
the record, and then impersonated that patient.
Another precaution is to limit the information on

the sign-in sheet. While most offices already do that
for HIPAA, Dixon’s caution is to be sure the sheet

this month’s idea (continued)
just knows.” And the auditing isn’t an insurmountable
extra job. “It’s just another component” of the billing.
The auditing works both ways. Just as the docu-

mentation is checked for missed coding opportunities,
the codes are checked for documentation.
Consequently, the office has no worries about

audits or reviews from Medicare or other payers.
Everything is checked and completed before the bill
goes out, so when a chart goes back on the shelf,
“there’s nothing more we can do.”
Reinhardt points out that the same-day auditing is

feasible for any size office. “One staffer for every two
physicians would work well.” And while that may
mean an increase in staff, recouping the otherwise lost
revenues would more than cover the salary expense.
Equally important, all the claims are clean. It’s

“rare” that one gets returned, she says, and usually it’s
for a small administrative error such as a missing fifth
digit or a transposed contract number. “Nothing ever
has to go back to the physician.”

If your office has set up a system that makes man-
aging 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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doesn’t ask for the insurance card number. Some still
do, she says.
Don’t ask for a complete name either. Limit the

sign-in information to the last name and the time.
That’s all the office needs to know at that point.
But perhaps the best protection is to let patients see

their own records – on a regular basis.
That’s a new thought for most offices, Dixon says,

yet with few exceptions, all patients have a right to
see their records, and letting them view them during
the visit can identify most inaccuracies from theft.
In addition, make it a policy that the clinicians look

for and question the patient about any record informa-
tion that seems out of place, such as “I see here that
you have epilepsy. Is that correct?” Or if the record
shows multiple expensive drugs, ask about them.

when to call the police

When should the office notify the police of ID
theft?
If it knows for certain that a theft is occurring, per-

haps that several people are using the same insurance
card, it’s appropriate to report that.
But be certain, Dixon notes. Sometimes a supposed

thief is actually the victim.
She gives the example of an office that maintains

biometric ID on patients. Suppose a new patient
comes in with a stolen ID and provides the biometric.
Then later the victim comes in and provides a biomet-
ric that obviously doesn’t match what the office has
on file. The victim looks like the thief.
Treat each situation on its own merits. In small

communities, for example, an impersonation attempt
might be obvious. If so, call the police.
As to whether to call before or after treatment,

that’s the doctor’s call, she says. It’s a medical deci-
sion.
But always file a police report if a hacker enters the

office’s system. That’s a definite break-in.

what does mitigation entail?

The Red Flags Rule also requires that the office
mitigate any theft that does occur.
What does that entail?
Again, it will be a case-by-case response, but over-

all, the office needs to help the patient clear up what-
ever billing and payment problems have occurred and
also help straighten out the health file, including lab
and pharmacy information.
The job can be enormous, Dixon warns. She cites

one case where thief and victim were women who
were of the same age, lived in the same city, and had
asthma. It was terribly difficult to identify what parts
of the record applied to which woman.
Along with straightening out the information, the

office should flag the file so further theft doesn’t
occur. When it’s a matter of family members using the
same insurance card, she says, “they often come back
for more.”

the legal risks to be aware of

What penalties can the office face if its data gets
stolen and there are no policies to show?
The Federal Trade Commission, which oversees the

Red Flags Rule, would likely not appear unless the
practice had made “no effort at all” to protect its data.
But the office could well get hit by a civil suit from

the individual patient. It could even face a class action
suit.
With medical ID theft, the victim suffers plenty,

Dixon says. It’s “almost impossible” to end the ripple
effects, because once someone impersonates a patient
and gets care, the thief’s medical information taints
the victim’s record all down the line – from hospital to
office to lab to other providers.
And the fraud may not come to light until the vic-

tim suffers medical consequences from a wrong med-
ication. �

What to tell staff
when layoffs just might
become a reality
The office is drawing in the money reins. Layoffs

might become a necessity.
Staff sense that, and the fallout is anxiety, rumor,

and a loss of both morale and productivity.
Now is the time for good management, says

Jackson, NJ, management consultant JOHN
McNAMARA. And with layoffs a possibility, the key
is “open and honest communication.”

a state-of-the-office address

The place to start is with a state-of-the-office meet-
ing.
People today are worried about losing their jobs.

They want to know how their employers stand finan-
cially, and if the manager doesn’t tell them, they will
assume the worst.
Be positive, but tell the truth, perhaps “We are not

where we were two years ago in terms of profits and
cash flow. We do not have to make any layoffs now,
but to ensure that we don’t later, we have to reduce
expenses.”
Then solicit staff’s participation. Ask for sugges-
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tions: “What recommendations do you have for
decreasing our overhead so we don’t have to go the
route of layoffs?”
Ask too for suggestions to generate revenue: “What

can we do differently to continue to be profitable?
What are your ideas for improving our collections?
bringing in more patients?”
That gives the staff a sense of control. Besides, they

may have ideas the manager hasn’t thought of.

once a month from there on

One meeting is not enough, though.
From there, meet quarterly or even monthly to talk

about what’s going on and to ask for more suggestions
on cutting costs and generating revenue.
Staff need that continued assurance, because the

economy will continue to take its toll and generate
fear. A spouse could be laid off. Or staff may be hav-
ing to do more for less pay.
“It’s extremely important to listen and give every-

body an opportunity to talk,” McNamara says. It’s
good management. If staff know they are being heard,
they are less likely to fall prey to unwarranted fear
and suppositions.
In addition, there may be related problems that need

solving. If a staffer says the extra overtime is making
child care arrangements difficult, it may be possible to
adjust that person’s schedule.
He adds that the meetings will be especially effec-

tive if the doctors attend.

keep the doors wide open

Also essential is a business-as-usual climate.
Carry the open-door policy to the extreme and liter-

ally keep the doors open during meetings.
It’s worrisome to see the manager and doctors go

behind closed doors even in the best of times,
McNamara says. In tough times, it creates paranoia:
“What’s going on? Are we going out of business?”
And in those meetings, talk in normal tones so the

sound of fear doesn’t make it to the hallways.
If there’s going to be an actual gloom-and-doom

meeting, hold it in the early morning or late afternoon
when staff aren’t in the office.
And for meetings during the day that require priva-

cy, explain the why of it before closing the door, per-
haps “I’m going to close the door for this meeting,
because we are working on corporate matters.”
These aren’t normal times, he says, and any hint of

hush-hush “creates suspicion and uncertainty.”

hit the salaries with fairness

If there are salary cuts, they need to be made fairly,
which means from the top down, and staff need to be

told that. Staff also need to be told the criteria for the
cuts.
McNamara recommends making the announcement

in a meeting, saying perhaps “To avoid layoffs, we are
instituting salary freezes. Some will last for six
months and others will continue for a year. The deter-
mining factors are A, B, and C.”
Most employers announce cuts to individual staff

and don’t explain the criteria, he says. But “nothing
stays private.” Count on it that if one staffer gets a
year’s salary freeze and another gets only a six-month
freeze, everybody in the office will hear about it and
will think the manager is unfair.

the paranoid pest

Also be prepared to respond to staffers asking if
their jobs are safe and what’s to happen next.
Listen and be empathetic, but respond with candor:

“You know as much as I do. There are no guarantees,
but I can tell you we are doing everything we can to
help us grow and keep us all employed.”
And if the worry is affecting a staffer’s perfor-

mance, point it out: “Your worrying has become
excessive to the point that it is impacting your ability
to do your job and my ability to do my job.”

here come the layoffs

If there are layoffs, again announce them openly
and with fairness, McNamara says.
Be secretive, be unfair, and the consequences are

dire. There’s fear among the survivors, and in come
loss of productivity and anger at the doctors and the
manager.
There can also be a sense of guilt among the sur-

vivors, particularly if somebody who is let go is a
close friend or has special circumstances such as
being a single parent.
The outcome is resentment, “and that can paralyze

an organization.” �

by john chase

To fill out Worker’s Compensation forms,
we charge by the ton.
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NEOPLASMS

neuroendocrine tumors
209.31 Merkel cell carcinoma of the face
209.32 Merkel cell carcinoma of the scalp and neck
209.33 Merkel cell carcinoma of the upper limb
209.34 Merkel cell carcinoma of the lower limb
209.35 Merkel cell carcinoma of the trunk
209.36 Merkel cell carcinoma of other sites
209.70 secondary neuroendocrine tumor, unspecified site
209.71 same, of distant lymph nodes
209.72 same, of liver
209.73 same, of bone
209.74 same, of peritoneum
209.75 Merkel cell carcinoma, unknown primary site
209.79 secondary neuroendocrine tumor of other sites

neoplasms of unspecified nature
239.81 neoplasms of unspecified nature, retina and choroid
239.89 neoplasms of unspecified nature, other specified sites

ENDOCRINE, NUTRITIONAL, AND METABOLIC
DISEASES AND IMMUNITY DISORDERS

other metabolic and immunity disorders
274.00 gouty arthropathy, unspecified
274.01 acute gouty arthropathy
274.02 chronic gouty arthropathy without mention of tophus
274.03 same, with tophus (tophi)
277.88 tumor lysis syndrome
279.41 autoimmune lymphoproliferative syndrome
279.49 autoimmune disease, not elsewhere classified

BLOOD AND BLOOD-FORMING ORGANS

285.3 antineoplastic chemotherapy induced anemia

NERVOUS SYSTEM AND SENSE ORGANS

other disorders of the central nervous system
348.81 temporal sclerosis
348.89 other conditions of brain

disorders of the peripheral nervous system
359.71 inclusion body myositis
359.79 other inflammatory and immune myopathies, NEC

disorders of the eye and adnexa
372.06 acute chemical conjunctivitis

DISEASES OF THE CIRCULATORY SYSTEM

diseases of pulmonary circulation
416.2 chronic pulmonary embolism

cerebrovascular disease
438.13 late effects of cerebrovascular disease, dysarthria
438.14 late effects of cerebrovascular disease, fluency

disorder

diseases of veins and lymphatics; other circulatory diseases
453.50 chronic venous embolism and thrombosis of

unspecified deep vessels of lower extremity
453.51 same, of deep vessels of proximal lower extremity
453.52 same, of deep vessels of distal lower extremity
453.6 venous embolism and thrombosis of superficial

vessels of lower extremity
453.71 chronic venous embolism and thrombosis of

superficial veins of upper extremity
453.72 same, of deep veins of upper extremity
453.73 same, of upper extremity, unspecified
453.74 same, of axillary veins
453.75 same, of subclavian veins
453.76 same, of internal jugular veins
453.77 same, of other thoracic veins
453.79 same, of other specified veins
453.81 acute venous embolism and thrombosis of superficial

veins of upper extremity
453.82 same, of deep veins of upper extremity
453.83 same, of upper extremity, unspecified
453.84 same, of axillary veins
453.85 same, of subclavian veins
453.86 same, of internal jugular veins
453.87 same, of other thoracic veins
453.89 same, of other specified veins

DISEASES OF THE DIGESTIVE SYSTEM

other diseases of intestines and peritoneum
569.71 pouchitis
569.79 other complications of intestinal pouch
569.87 vomiting of fecal matter

DISEASES OF THE GENITOURINARY SYSTEM

other disorders of female genital tract
621.34 benign endometrial hyperplasia
621.35 endometrial intraepithelial neoplasia [EIN]

The 2010 updates to the ICD-9-CM codes
Here are the changes to the ICD-9-CM diagnosis codes for 2010. They take effect October 1.
The updates appear in the May 22 issue of the Federal Register. To access them, go to

www.access.gpo.gov/su_docs/fedreg/frcont09.html and click on “May 22, 2009.” Scroll down to
“Centers for Medicare and Medicaid Services” and click on “Proposed Rules.” The codes are listed in
Tables 6A, 6C, and 6E, which appear on pages 24487-24500.
The codes can also be found at Medicare’s website at www.cms.hhs.gov/ICD9ProviderDiagnostic

Codes/07_summarytables.asp#TopOfPage.
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COMPLICATIONS OF PREGNANCY, CHILDBIRTH,
AND THE PUERPERIUM

complications of the puerperium
670.10 puerperal endometritis, unspecified as to episode of

care or not applicable
670.12 same, delivered, with postpartum complication
670.14 same, postpartum condition or complication
670.20 puerperal sepsis, unspecified as to episode of care or

not applicable
670.22 same, delivered, with postpartum complication
670.24 same, postpartum condition or complication
670.30 puerperal septic thrombophlebitis, unspecified as to

episode of care or not applicable
670.32 same, delivered, with postpartum complication
670.34 same, postpartum condition or complication
670.80 other major puerperal infection, unspecified as to

episode of care or not applicable
670.82 same, delivered, with postpartum complication
670.84 same, postpartum condition or complication

CONGENITAL ANOMALIES

756.72 omphalocele
756.73 gastroschisis

CERTAIN CONDITIONS ORIGINATING IN THE
PERINATAL PERIOD

other conditions originating in the perinatal period
768.70 hypoxic-ischemic encephalopathy, unspecified
768.71 mild hypoxic-ischemic encephalopathy
768.72 moderate hypoxic-ischemic encephalopathy
768.73 severe hypoxic-ischemic encephalopathy
779.31 feeding problems in newborn
779.32 bilious vomiting in newborn
779.33 other vomiting in newborn
779.34 failure to thrive in newborn

SYMPTOMS, SIGNS, ILL-DEFINED CONDITIONS

symptoms
784.42 dysphonia
784.43 hypernasality
784.44 hyponasality
784.51 dysarthria
784.59 other speech disturbance
787.04 bilious emesis
789.7 colic

nonspecific abnormal findings
793.82 inconclusive mammogram

ill-defined and unknown causes of morbidity and mortality
799.21 nervousness
799.22 irritability
799.23 impulsiveness
799.24 emotional lability
799.25 demoralization and apathy
799.29 other signs and symptoms involving emotional state
799.82 apparent life-threatening event in infant

INJURY AND POISONING

fractures
813.46 torus fracture of ulna (alone)
813.47 same, of radius and ulna

dislocation
832.2 nursemaid's elbow

poisoning by drugs, medicinal and biological substances
969.00 poisoning by antidepressant, unspecified
969.01 poisoning by monoamine oxidase inhibitors
969.02 poisoning by selective serotonin and norepinephrine

reuptake inhibitors
969.03 poisoning by selective serotonin reuptake inhibitors
969.04 poisoning by tetracyclic antidepressants
969.05 poisoning by tricyclic antidepressants
969.09 poisoning by other antidepressants
969.70 poisoning by psychostimulant, unspecified
969.71 poisoning by caffeine
969.72 poisoning by amphetamines
969.73 poisoning by methylphenidate
969.79 poisoning by other psychostimulants

other and unspecified effects of external causes
995.24 failed moderate sedation during procedure

NEW V CODES

persons with potential health hazards related to personal
and family history

V10.90 personal history of unspecified type of malignant
neoplasm

V10.91 personal history of malignant neuroendocrine tumor
V15.52 personal history of traumatic brain injury
V15.80 personal history of failed moderate sedation
V15.83 personal history of underimmunization status

persons encountering health services in circumstances related
to reproduction and development

V20.31 health supervision for newborn under 8 days
V20.32 same, 8 to 28 days old
V26.42 encounter for fertility preservation counseling
V26.82 encounter for fertility preservation procedure

persons encountering health services for specific procedures
and aftercare

V53.50 fitting and adjustment of intestinal appliance and
device

V53.51 same, gastric lap band
V53.59 same, other gastrointestinal appliance and device

persons encountering health services in other circumstances
V60.81 foster care (status)
V60.89 other specified housing or economic circumstances
V61.07 family disruption due to death of family member
V61.08 same, due to extended absence of family member
V61.23 counseling for parent-biological child problem
V61.24 counseling for parent-adopted child problem
V61.25 counseling for parent (guardian)-foster child problem
V61.42 substance abuse in family

(CONTINUES ON THE NEXT PAGE)
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(NEW V CODES, CONTINUED)

persons without reported diagnosis encountered during
examination and investigation of individuals and populations

V72.60 laboratory examination, unspecified
V72.61 antibody response examination
V72.62 laboratory examination ordered as part of a routine

general medical examination
V72.63 pre-procedural laboratory examination
V72.69 other laboratory examination
V80.01 special screening for traumatic brain injury
V80.09 special screening for other neurological conditions

other specified personal exposures and history presenting
hazards to health

V87.32 contact with and (suspected) exposure to algae bloom
V87.43 personal history of estrogen therapy

V87.44 personal history of inhaled steroid therapy
V87.45 personal history of systemic steroid therapy
V87.46 personal history of immunosuppressive therapy

NEW E CODES

(There are also many additions to the E codes. Those
codes show external causes of injuries such as drowning,
falls, motor vehicle accidents, suicide, poisoning, homi-
cide, hurricanes, and terrorism. They are optional, and
many offices do not use them.

For offices that do use them, however, there are 170
new E codes plus six deleted E codes. They do not appear
in the Federal Register but can be found on the Medicare
web site listed above with the other updates.)

– deleted codes –

NEOPLASMS

239.8 neoplasm of unspecified nature of other specified sites

ENDOCRINE, NUTRITIONAL DISEASES

274.0 gouty arthropathy
279.4 autoimmune disease, not elsewhere classified

NERVOUS SYSTEM AND SENSE ORGANS

348.8 other conditions of brain

CIRCULATORY SYSTEM

453.8 other venous embolism and thrombosis

PERINATAL PERIOD

768.7 hypoxic-ischemic encephalopathy (HIE)
779.3 feeding problems in newborn

SYMPTOMS, SIGNS, ILL-DEFINED CONDITIONS

784.5 other speech disturbance
799.2 nervousness

INJURY AND POISONING

969.0 poisoning by antidepressants
969.7 poisoning by psychostimulants

V CODES

V10.9 unspecified personal history of malignant neoplasm
V53.5 fitting and adjustment of other intestinal appliance
V60.8 other specified housing or economic circumstances
V72.6 laboratory examination
V80.0 special screening for neurological conditions

– codes with revised descriptions –

INFECTIOUS AND PARASITIC DISEASES

008.65 enteritis due to calicivirus

NEOPLASMS

041.3 Klebsiella pneumoniae
041.86 Helicobacter pylori [H. pylori]

DISEASES OF THE CIRCULATORY SYSTEM

453.2 embolism and thrombosis of inferior vena cava
453.40 acute venous embolism and thrombosis of unspecified

deep vessels of lower extremity
453.41 same, of deep vessels of proximal lower extremity
453.42 same, of deep vessels of distal lower extremity

DISEASES OF THE DIGESTIVE SYSTEM

572.2 hepatic encephalopathy

DISEASES OF THE GENITORUINARY SYSTEM

584.5 acute kidney failure with lesion of tubular necrosis
584.6 same, with lesion of renal cortical necrosis
584.7 same, with lesion of medullary [papillary] necrosis
584.8 same, with other specified pathological lesion
584.9 same, unspecified

COMPLICATIONS OF PREGNANCY, CHILDBIRTH,
AND THE PUERPERIUM

639.3 kidney failure following abortion and ectopic and
molar pregnancies
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669.30 acute kidney failure following labor and delivery,
unspecified as to episode of care or not applicable

669.32 same, delivered, with mention of postpartum
complication

669.34 same, postpartum condition or complication
670.00 major puerperal infection, unspecified, unspecified as

to episode of care or not applicable
670.02 same, delivered, with mention of postpartum

complication
670.04 same, postpartum condition or complication

CONGENITAL ANOMALIES

757.6 specified congenital anomalies of breast

CERTAIN CONDITIONS ORIGINATING IN THE
PERINATAL PERIOD

772.0 fetal blood loss affecting newborn
776.9 unspecified hematological disorder specific to

newborn

SYMPTOMS, SIGNS, ILL-DEFINED CONDITIONS

784.40 voice and resonance disorder, unspecified
784.49 other voice and resonance disorders
793.0 nonspecific (abnormal) findings on radiological and

other examination of skull and head

793.1 same, lung field
793.2 same, other intrathoracic organs
793.3 same, biliary tract
793.4 same, gastrointestinal tract
793.5 same, genitourinary organs
793.6 same, abdominal area, including retroperitoneum
793.7 same, musculoskeletal system
793.89 other (abnormal) findings on radiological examination

of breast
793.99 other nonspecific (abnormal) findings on radiological

and other examination of body structure

INJURY AND POISONING

813.45 torus fracture of radius (alone)
996.43 broken prosthetic joint implant

V CODES

V15.06 allergy to insects and arachnids
V15.84 personal history of contact with and (suspected)

exposure to asbestos
V15.85 same, potentially hazardous body fluids
V15.86 same, lead
V57.3 care involving speech-language therapy
V61.29 other parent-child problems
V65.11 pediatric pre-birth visit for expectant parent(s) �

BPH: a diagnosis to expect
in almost all male patients
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
Benign prostatic hypertrophy, or BPH, is as com-

mon as gray hair.
It is prostate enlargement, and just about all men

eventually experience it.
The prostate gland is about the size of a walnut. It’s

located in front of the rectum and just below the blad-
der at the beginning of the urethra, and it surrounds
the urethra.
Its main function is to squeeze seminal fluid into

the urethra as sperm moves down it during sexual cli-
max. Besides moving the sperm along, that fluid neu-
tralizes the acids present in the vaginal canal. Without
the neutralization, the sperm would be killed on con-
tact.
The prostate goes through two periods of growth.

The first occurs in puberty, when the gland doubles in

size. The second begins at about age 25 and continues
slowly from there on, and it’s the continued growth
that causes BPH. The problem is that as the gland
expands, the tissue that encapsulates it doesn’t, so the
prostate presses onto the urethra and narrows it.
As a result, urine is retained, and that irritates the

bladder to the point that it starts to contract unneces-
sarily. The outcome can be symptoms such as hesitant
or interrupted urination, a weak urine stream, drib-
bling after urination, and frequent urination, especial-
ly at night.
All that can begin as early as age 40, but usually it

occurs when a man is in his 60s. By age 70 or 80,
about 90% of men have experienced some of those
symptoms.
With the prostate, size really doesn’t matter. A

greatly enlarged gland can cause very little obstruc-
tion whereas a very small gland can cause extreme
problems.
Neither is there much rhyme or reason to the onset

of symptoms. Sometimes the very first symptom a
man experiences is acute urinary retention, or the
complete inability to urinate.

how to code the condition

Only 20% of the time are the symptoms the result
of prostate cancer. But that doesn’t mean they can be
ignored. Continued urinary retention and strain on the
bladder can lead to urinary tract infections, bladder

ICD-9-CM and CPT
coding update
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stones, incontinence, and permanent damage to both
the bladder and the kidneys.
The diagnosis codes for prostate disorders appear in

the chapter on diseases of the genitourinary system
and range from 600 to 602.
The 600 codes are for hyperplasia, or size increase.
BPH is coded at 600.0x, with the fifth digit show-

ing the presence or absence of urinary obstruction and
other lower urinary tract symptoms, or LUTS.
When symptoms are present, they have to be coded

separately, and right after code 600.01 is a list of pos-
sible symptoms with their codes. Incomplete bladder
emptying, for example, is code 788.21; nocturia, or
the need to get up during the night frequently to uri-
nate, is code 788.43; and weak urinary stream is code
788.62.
Next is code 600.1x for nodular prostate, or a

prostate that is hard or firm. The fifth digit shows
whether there is or isn’t urinary obstruction.
After that is code 600.2x for benign localized

hyperplasia. With that condition, just a part of the
prostate is enlarged as opposed to the entire gland,
and usually a polyp or nodule is responsible for the
enlargement.
The fifth digit tells whether there is urinary

obstruction or LUTS. And once again, if there are
symptoms, they have to be coded, so following code
600.21 is the same list of symptoms that appears after
600.01.
Next is code 600.3 for prostate cysts.
And the last hyperplasia code is 600.9x. That shows

unspecified hyperplasia, which means the enlargement
is not stated as benign.

how to code the treatment

As for treatment, there are several drugs that shrink
or at least stop the growth of the prostate without
surgery.
There are also alpha blockers that relax the muscle

around the urethra, thus freeing up the urine flow. One
well know alpha blocker because of television adver-
tising is Flomax. Alpha blockers have their dark side,
however. They and also over-the-counter cold reme-
dies carry the risk of floppy iris syndrome, which can
appear following cataract surgery.
When drugs aren’t enough, there are various proce-

dures to turn to.
One is transurethral destruction of tissue. That can

be done by microwave thermotherapy (CPT code
53850) or radiofrequency thermotherapy (code
53852).
With the microwave thermotherapy, a microwave

antenna is sent into the prostate via a catheter in the
urethra. The microwave heats the targeted tissue to
111º F.
With radiofrequency thermotherapy, which is also

known as transurethral needle ablation or TUNA, a
low radio frequency is run into the prostate through
two needles, again to burn away tissue.
Either way, only specific prostate tissue is

destroyed, not the entire gland.
The destruction doesn’t cure BPH, but it can

improve urine flow and it doesn’t cause erectile dys-
function or incontinence. The relief can last for up to
15 years, and only 15% of patients need follow-up
surgery.
More common – and also more serious – is

transurethral resection or removal of the prostate, or
TURP (code 52630). There a resectoscope is inserted
into the penis and a built-in wire loop then uses elec-
trical current to cut out portions of the prostate until
the entire gland is removed. The portions are carried
into the bladder and then flushed out.
Transurethral prostate removal is less traumatic

than open surgical removal and entails a shorter
recovery time. The most common side effect is retro-
grade or backward ejaculation where semen flows
back into the bladder instead of out.
Open surgical removal (code 55840) is usually done

when the gland is greatly enlarged or when the blad-
der is damaged.
The removal can also be perineal (55801) where the

incision is made between the scrotum and the anus, or
it can be laparoscopic (code 55866).
Another option is laser removal. That can be done

via coagulation (52647) where the laser coagulates or
seals off the tissue, via vaporization (52648) where
the laser vaporizes the tissue, or by enucleation
(52649) where the laser simply removes the prostate
without cutting into it.
The newest procedure – so new that it does not yet

have a code – is robotic-assisted prostatectomy where
a robot-controlled video camera and two robotic arms
are passed through incisions in the lower abdomen.
The surgeon operates the arms from a console. To
code the procedure, use 55899 (unlisted procedure,
male genital system).
There is also radiation treatment, and two codes are

needed for that.
One is code 55875 for the placement of needles or

catheters into the prostate to transmit the radiation
elements.
The other is 77776-77788 for the application of the

radioelement.
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. �

Next month: A review of the new, deleted, and
revised diagnosis codes plus an explanation of how
to apply the changes.
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Three people problems:
performance, raises,
and rude patients
Here are three common people-management prob-

lems and their solutions. The first two deal with man-
aging staff; the third deals with managing patients.
They are outlined by management consultant

RHONDA SAVAGE, DDS, CEO of Linda Miles &
Associates, a Seattle practice management firm for
dental practices.

#1. lousy performance

People problem #1. How to address poor perfor-
mance in such a way that the outcome is improve-
ment, not firing.
The obvious answer, Savage says, is to meet with

the staffer, explain the problem, and tell how to cor-
rect it. But not so obvious is that fact that how the
manager goes about doing that will significantly affect
the staffer’s response.
Start the meeting out on the right foot by giving

consideration to the staffer’s position. Don’t scare that
person by scheduling the meeting for later. Approach
the staffer and ask to meet right then: We need to talk.
Is this a good time for you?
Getting hit first thing in the morning with “come

see me in my office at 3:00 p.m. to discuss your per-
formance” is enough to ruin anybody’s day. What’s
more, as the hours pass, the staffer gets defensive and
starts drumming up arguments to justify the perfor-
mance. Added to that, productivity is shot. That staffer
is too worried about the meeting to do much work.
If the office is busy and a later time has to be set,

don’t let that person think the worst, she says.
Show some mercy and in a positive way tell what

the meeting is going to cover, perhaps I’d like for us
to meet at 3:00 p.m. to talk about some things we need
to work on changing. Now the staffer at least doesn’t
have to dread getting fired.
The manager’s tone of voice is important as well.
Sound like a coach, which means sounding positive,

she says. No matter how bad the performance has
been, don’t let a tone of criticism or anger creep in.
The staffer will hear it and will go into the meeting
ready to fight, not improve the performance.

now for that meeting

Start the meeting with the goal in mind, Savage
says. And that goal is not to berate the employee; it’s
to change poor performance to good performance. Go

in angry or start off with a litany of criticisms, and
any chance of encouraging improvement will be lost.
The best success, therefore, will come from following
the standard coaching agenda.
Present the facts: Staffer A, what I’ve been hearing

is that your telephone manner with patients is not up
to the level of patient service we expect.
Next, present the evidence: In fact, several patients

have complained. On May 1, Patient A said that . . .
Or tell what the manager has seen: When I heard

you on the phone, I had a feeling that the patient
would have sensed antagonism.
Then ask if Staffer A needs help: Is there any train-

ing we can provide to help you improve your phone
etiquette? Or go the other way around and suggest
training.
From there, set some improvement goals: We need

to work through this. I want you to be a valuable
employee in this office, so I’d like to talk with you
about how I can help you do a better job. Give sexam-
ples of the changes that are needed. It may be the
staffer needs to show more enthusiasm on the phone
or check the accuracy of certain work or get training
in some skill. But whatever it is, be specific and write
it down, she says. “People need to know what they
need to change.”
At the same time, build that person up: I have confi-

dence that you can improve.
End the meeting by setting a time frame for making

the improvement and scheduling a follow-up meeting
at the end of that time: I’d like to see your phone eti-
quette improve by the end of this week. So let’s sit
down together again next Monday to discuss your
progress.
Schedule the follow-up sooner rather than later, she

says. Doing so shows the importance of making the
improvement. Along with that, it lets the manager
give immediate reinforcement of whatever good
efforts the staffer makes. That’s essential to helping
someone make a positive change, she says. “verybody
appreciates immediate recognition.
What if there is no improvement?
Sadly, the only option is a formal corrective review.

That’s when the manager lays the cards on the table:
This is what I need you to do. I have put you on a trial
period. If you don’t change, you will no longer be
employed here.

#2. not much raise

People problem #2. How to tell staff that raises
will be slim to none.
It’s not easy to make the announcement that raises

will be minimal or even nonexistent, particularly
when staff have met performance expectations and
have earned the extra pay.
Savage’s advice is to start out with the truth: We

people management



simply don’t have the money to give you the same
raises you got last year.
Then give staff some hope for the future. Give them

an opportunity to help change the gloomy picture. Ask
Do you have any suggestions on how we can decrease
our overhead and improve our profitability? That
shifts the emotional attention from fear to inspiration,
because staff have just been given ownership in the
office’s success.
And they may well have some viable ideas for

improving profitability. After all, they are the ones
who see first-hand where the inefficiences and over-
expenses are.
Also, she says, “employees – especially women –

need to feel they belong to a closely knit team,” and
working together to solve a problem creates a sense of
belonging.

some instant gratification

Whew! The announcement is made, the meeting is
over, and the manager has survived.
But the hurdle doesn’t end there. If there’s no finan-

cial reward, will staff fall down on the job?
Not necessarily, Savage says. Surprisingly, praise

can work just as well as money in keeping up enthusi-
asm and good performance.
The key is to praise specific things as opposed to

overall performance. That’s what makes it sincere,
and that’s what makes it effective.
A general compliment of “good job!” doesn’t do the

trick, because it’s meaningless and could even be mis-
construed as sarcasm.
Tell what that good job was: Good job on that

report! I love the way you wrote it. You were accurate
and detail oriented. For example, in the second para-
graph . . .
That’s a sincere compliment, because it shows that

the manager evaluated what the staffer did and has
found specific good things about it.
Moreover, the staffer knows exactly what the man-

ager sees as good work and so can repeat that type of
work in the future.
Even so, don’t neglect the material side of praise

altogether. Small gifts of appreciation go a long way
to solidify the verbal praise.
She recommends asking staff what types of rewards

they would enjoy. The answers may be surprising.
They may want everybody to share in a pizza party or
they may think something as small as a candy bar is a
good reward.

#3. the patient from hell

People problem #3. How to handle patients who
are rude or abusive to staff.
The customer may always be right, but that doesn’t

give anybody the right to be abusive.
Employees “don’t get paid enough” to take abuse

from patients, Savage says.
Her advice is to tell staff how best to handle specif-

ic situations. For example, they should know ahead of
time that if a patient gets rude on the telephone, the
correct response is something akin to I’m sorry, I can’t
speak with you right now. Our (scheduler/manager/
whoever) will call you back. They should also know
what to do from there, perhaps hang up before the
angry patient can say anything more.
By the time the call back is made, the patient’s tone

of voice will have changed, she says.
At the call back, begin the conversation by address-

ing the point of the patient’s anger and expressing
regret – not for any mistake the office has made but
for the fact that the situation has upset the patient.
Then make it clear that the office respects its staff

and won’t tolerate mistreatment: I know you treat me
with professional respect. Well, I consider my staff to
be an extension of myself, and you must treat them the
same way you treat me or this relationship isn’t going
to work out.
When the office respects it staff, she says, the

patients will do the same. �
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