
It may be a tattoo king. It may be a cross dresser. It
may be a body piercer.
Whatever the appearance, don’t strike out against

that person unless the office has a policy to follow.
The risk is a suit for lifestyle discrimination.
That’s the latest trend in discrimination claims, says

BRENT BALLOW, a labor and employment attorney
and senior advisor with NMG Advisers Inc., a Nash-
ville business education firm.
Lifestyle discrimination is a catch-all phrase for

people who want to go to work looking more than a
bit bizarre, and it’s being used to cover physical
appearance, body piercings, and tattoos. It’s even
being stretched to include behaviors such as pornogra-
phy addiction.

from transgender to tattoos
To advance claims of lifestyle discrimination,

“plaintiffs are using traditional discrimination princi-
ples,” Ballow says. “And they’ve caught employers by
surprise.”
People with weight issues are suing under the

Americans with Disabilities Act. People with foul
body odor are claiming ADA protection on the

grounds that the odor is due to a medical condition.
There’s also gender discrimination. John Smith

starts coming to work in a dress. The office disci-
plines him for his appearance, and guess what! John
has been diagnosed with gender identity disorder and
is undergoing a sex change, so he sues.
As to whether Smith will win, “it’s a roll of the

dice,” he says. “The courts are just as confused as
employers are. They’re wrangling over whether it’s
protected under Title VII.” In one court, the employer
might win; in another, it could go the other way.
Persons with body piercings and tattoos are also

jumping into the fray, hanging their hats on religious
discrimination. Employee A comes in with a forearm
tattoo, the manager tells A it’s unprofessional and to
keep it covered up, and A says the tattoo has religious
significance and thereby gets protection. And yes,
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this month’s
idea

Need some extra staff? for free?
Florida office uses MA interns
One way to cut staffing costs is to do what a Florida manager

does – take advantage of the medical assistant internship programs
at local colleges.
In her area, MA students are required to do 60 hours of hands-on

work in medical settings over a six-week period, says DOLLY
THOMPSON, office manager for Advanced Kidney Care in Jupiter,
FL. That means “good free labor” from qualified people,
“And any help is welcome,” she says, because her office runs

with “a bare-bones staff.” There are four doctors, two offices, and
only four nurses and three administrative staffers.
The students can do either front-desk or clinical work, but

Thompson assigns them mostly to help out the nursing staff where
they do EKGs, give injections, file lab reports, draw blood, escort
patients to rooms, take vital signs, and also do general paperwork
such as sorting faxes.
As to cost, there’s none, because the work is a required part of

the training. Neither is there any liability to the office, because the
schools carry their own insurance coverage for the internships.
And benefits are significant. Besides eliminating the need to hire

part-time staff, “it’s a nice way to get a feel for a potential hire
before putting that person on the payroll,” Thompson says. She did
just that when she was looking for a new staffer.
The program is also somewhat failsafe. If a student does not per-

form well, the office can call the school and request a replacement.
There are requirements, of course.
The students have to attend classes, so the office has to accept

working hours that aren’t regular day to day.
In addition, the office has to train the newcomers. For the first

few days, the students follow the nurses around and observe what’s
going on. But after that, there’s little need for supervision, because
the students don’t do work such as triage or lab reviews.
Finding students is not difficult. Thompson simply contacted the

schools in her area and asked to be added to their lists of intern
offices. The schools run several MA courses throughout the year and
the office usually gets calls about three times a year. Sometimes sev-
eral students are available at the same time.
If an office doesn’t try to overwork the students and gives good

feedback, she says, it maintains a good reputation with the schools
and can expect frequent calls.

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)
there are religious organizations that promote tattoos,
piercings, and even scarifications.
It doesn’t matter if the religious claim is sincere or

bogus. The courts don’t get into that. They only focus
on whether there is discrimination.

set up an appearance policy – fast!

Set up an appearance policy, Ballow says.
That gives everybody fair notice of what’s accept-

able and what isn’t, and that in turn protects the
office. If it disciplines or terminates and employee for
a violation, it has the policy to rely on.
There are caveats, however.
The policy has to be enforced consistently. If the

manager disciplines one person for having excessive
tattoos but not another, expect a claim to follow.
There also have to be legitimate business reasons

for having an appearance policy in the first place. To
determine if there is, Ballow’s advice is to ask three
questions.
First is whether the employees are seen by a signifi-

cant number of patients. If they have no contact with
the public whatsoever, the policy won’t fly. There’s no
business purpose for looking a certain way.
Second is whether a significant number of patients

care about staff appearance.
And third is whether the office has lost or could

lose a significant number of patients or a significant
amount of revenue because of somebody’s appear-
ance.
Unless there’s a yes answer to those questions, “the

courts are going to say it’s not a big deal,” and the
office loses.
As to what’s significant, that’s not clear cut, so fol-

low common sense. If the office sees 20 patients a day
and one complains, that’s significant, but if there are
hundreds of patient visits and only one complaint,
that’s not significant. It’s remote and isolated.

here’s what to say in the policy

The policy itself can be as detailed as the manager
wants it to be.
Essentially it should say that the office wants to

project a professional image to patients and visitors
and that everybody is expected to present a clean,
neat, and tasteful appearance and to dress according to
the requirements of the position and accepted social
standards.
Say too that if appearance is inappropriate, the

office can ask someone to leave work and return prop-
erly dressed or groomed and that the employee will
not be paid for the time taken.
Also say that the office may make reasonable

accommodations for someone with a disability.
Then lay out some guidelines such as these:
• Offensive body odor and poor personal hygiene

are not acceptable.
• Mustaches and beards must be clean and trimmed.
• Jewelry cannot restrict work or be excessive.
• Tattoos and other body art must be covered.
• Perfume and aftershave must be used moderately.
Also tell what the office will absolutely not allow,

for example:
• tank tops and shorts
• excessive makeup
• unnaturally colored hair and extreme hairstyles

such as spiked hair
• facial jewelry such as eyebrow rings, nose rings,

lip rings, and tongue studs
• multiple ear piercings, or more than one ring in

each ear
• torso piercing jewelry, including jewelry that is

visible under clothing.

putting it into action
Now comes the question of what to do when some-

body violates the policy, perhaps coming in with a tat-
too showing.
All that needs to be said to that staffer is “You are

aware of the policy you signed, and you are in viola-
tion of this part of it. You must go home and cover up
that tattoo or we will have to terminate you pursuant
to the policy.”
No one can construe that as being personal or dis-

criminatory. It’s even-handed enforcement of a policy.
What if the staffer claims the tattoo has religious

significance or that the body odor stems from a med-
ical condition? At that point, the manager has to
decide if the office can provide a reasonable accom-
modation.
However, if there is no such claim, go ahead and

follow whatever disciplinary action the policy calls
for. The doctors cannot be charged with discrimina-
tion unless they have knowledge that there is discrimi-
nation, and the staffer has given no notice that dis-
crimination is at issue.
Cases can be strange. Ballow cites one where an

employee was fired for visiting adult chat rooms and
then sued the employer for discrimination “claiming
he was an internet addict” and so had ADA protection.
What does the office do in a situation like that?

“Try to take it seriously” and go through the motions
of looking for an accommodation and then decide the
obvious – that there is no accommodation that can be
provided for that problem. In the case of porn addic-
tion, the telling factor might be that any accommoda-
tion would violate the policy against sexual harass-
ment. �
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Split from the standard
and solve staff issues
by asking questions
Not everything learned in manager school works.
And one of those items is the traditional method of

solving the traditional management problems.
Managers are trained “to attack problems from the

logical side” and take the approach of “here’s what’s
wrong, here’s what you have to do to improve, here’s
what’s going to happen if you don’t.”
What they aren’t trained to do is listen, says speak-

er and corporate trainer SHARI FRISINGER of
Cornerstone Strategies in Friendswood, TX.
To get results that last, a manager needs to uncover

the reason for the problem and get the staffer to come
up with the solution. And that’s done by asking ques-
tions and listening to the answers.
Here are three ways to put that into practice.

Q & A on poor performance
The questioning and the listening are most needed

with poor performance, Frisinger says, and the best
format is what she terms “performance discussions,”
or discussions that start with questions about the why
of the poor performance and end with listening to
what the staffer is going to do to improve it.
Suppose Staffer A has come in late three days in a

row, is missing deadlines, and is making mistakes.
Start by asking what the problem is, but don’t

expect to get the real reason right off the bat. The
answer will likely be no more than “I was having a
bad day” or “I haven’t had much sleep this week.”
The standard response: “You know our rules. Get to

bed earlier.”
“That misses the boat,” she says. Keep probing.

Ask “why is that?” The answer may reveal something
that needs to be addressed such as that the staffer isn’t
sleeping because of conflict with another staffer or
even with a doctor. Or the staffer could be caring for a
sick parent and is embarrassed to ask for time off.
Whatever it is, once a plausible reason is identified,

get that person to come up with a solution by posing
yet more questions. Ask “what would help you here?”
or “if you were in my place, what would you do?”
Offer assistance, but again with a question: “How

can I help you?” And then get the staffer to plan for
long-term improvement by saying “let’s talk about
what you can do to keep this from happening again.”
Once the plan is set, sum it up: “Let’s review what

you’re going to do to solve this problem.”
All that forces the staffer to engage in the problem

solving and come up with the answers.
Wind up the discussion by outlining the office’s

expectations, and end with “I know you can do it.”
Finally, she says, show a little empathy for the situ-

ation by adding “feel free to come back if you have
anything else to talk about.”
Now the staffer has been set on the right path and

knows the manager has an honest interest in the prob-
lems and wants that person to succeed.

Q & A on gossip
The question approach works equally well with

gossip.
Suppose there’s a divorce in the air and Staffer

Gossip is telling everybody that Staffer Divorce’s
shortcomings are what caused the split.
Ask for the reason for the gossip: “Why are you

saying these things about Staffer Divorce?”
Then ask questions to turn the tables: “How would

it make you feel if you were getting a divorce and
someone said that about you?”
Ask more questions to show the harm the gossip is

causing: “How do you think Staffer Divorce feels
knowing everybody is talking about her and is avoid-
ing her because of what you’re saying?”
Make Staffer Gossip feel bad enough to want to

make things right. That’s often enough to stop the
issue right there. If not, go to the stop-it-or-else dis-
cussion. But do that only if the first approach doesn’t
work.

more Q & A on personal issues
Questioning can also solve sensitive issues such as

a staffer’s coming to work unkempt or even needing a
bath, Frisinger says. IT can keep the matter from
becoming deeply embarrassing for the staffer and, if
religion or nationality is involved, it can greatly
reduce the risk of discrimination.
Begin with a question of compassion. Instead of

“why do you smell bad?” ask “is everything okay?
You don’t look yourself.”
That may open a dialogue about problems the

staffer has. If so, listen and be sympathetic: “I’m sorry
to hear that. Is there anything we can do to help you?”
On the other hand, the staffer may say “no, every-

thing is fine.” And that may well happen, because in
sensitive situations, “people want to give a quick sur-
face answer and leave.”
If so, address the hygiene issue directly, but choose

the words with care. Don’t say “people have been
complaining that you have an odor.” Take ownership
of the complaint by phrasing it as “I have noticed an
odor about you.” If the staffer gasps and says “has
anyone else noticed?” just say “I don’t know if any-
one else has noticed, but I have.”
Or, if dress is the issue, phrase it as “I’ve noticed

you look a little ragged” or “it’s not appropriate to
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wear a button-front blouse that looks too small.”
If the appearance is truly unacceptable, let the

staffer solve the problem immediately. If it’s early in
the morning, say “why don’t you take a couple of
hours to go home and get freshened up. You’ll feel a
lot better.” Or if it’s afternoon, “why don’t you take
the rest of the day off and get freshened up.” �

Do any restrictions apply
to charging for no-shows?

Question: Can offices charge a no-show fee to
Medicare patients? And if so, what restrictions apply?

Submitted by DEBRA HOUSLEY, office manager
for Richard E. Sumner, MD, St. Petersburg, Fl.

Answer: Medicare says it’s okay to impose a
missed-appointment charge. There are two restrictions
on doing so, but they are somewhat obvious.
First, the office can’t impose the charge on its

Medicare patients unless is does the same for its
nonMedicare patients.
And second, the charge has to be calculated the

same for all patients, though the office is free to set
the amount however it wants.
Obviously, a no-show charge can’t be billed to

Medicare because no service has been given. Medi-
care terms it a missed business opportunity and leaves
it up to the office to bill for it or not. Don’t put it on
the claim.
As for commercial payers, it’s possible – though

not likely – that some contracts forbid such a charge,
says JEFFREY R. CAMPBELL, an attorney with the
health care law firm of Wachler & Associates in Royal
Oak, MI. If that’s the case, the charge would violate
the contract, but that type of provision would be rare.
There’s good financial reason to charge for no-

shows. Estimates are that they account for as many as
5% to 7% of doctor appointments, with the numbers
even higher for new patients, self-pay patients, and
Medicare patients. Turn that into dollars lost, and the
price is significant.
To reduce that loss, just about all offices send out

appointment reminders. Some overbook in an effort to

make up for potential no-shows. And now a growing
number are charging a penalty fee.

a clear policy for the patients
If the office opts to charge, it needs to have a poli-

cy, Campbell says. It also needs to tell patients about
it and make sure they understand it.
The policy can be whatever the office wants, per-

haps that patients have to cancel appointments by a
certain time. It can set a penalty at some flat amount
such as $20 or at a percentage of the fee for the ser-
vice missed.
Along with that, it can have a provision that

patients who are late for appointments by, say, 30
minutes or more have to pay a fee – though if the
patients’ wait time is usually that long or longer, that’s
obviously unreasonable.
Whatever the terms, it’s a good idea to have

patients sign the policy, he says. That’s not a require-
ment, but it’s a good safeguard, because with a signa-
ture, no one can argue “I never knew about this.”
Make it part of the office’s financial policy and

give it to new patients and also to current patients,
perhaps as they come in. The policy should also be
displayed “conspicuously” in the office.
Build in some flexibility, Campbell says. “There’s

no need for the doctor to look like a demon.” The real
purpose of the charge “is to set a behavior pattern for
patients,” not to collect penalties.
Include a provision that the office will waive the

fee for emergencies or for unforeseen circumstances,
and plan to allow a few free misses before imposing
the penalty on a patient.

yes, it’s a collectible debt
As for billing, the charge can be included in the

patient’s regular bill, though it needs to be clearly set
out so the patient is aware of what it is.
The fee is a collectible debt and can be treated like

any other bill, and patients need to know that,
Campbell says. Include a statement of “we have a
right to collect this debt.” He adds, however, that col-
lection is probably a moot issue, because the effort
itself usually costs as much as if not more than what
the office can bring in.
As an alternative, many offices now get up-front

deposits from patients. The check is cashed or the
credit card run through only if the patient doesn’t
show up; otherwise, it’s applied to the bill.
That approach “is becoming more common and

acceptable,” particularly for services that require a
significant amount of the doctor’s time. And depend-
ing on the amount of money an office is losing to no-
shows, “it could be necessary to modify patient
behavior.” �

reader
question



page 6 medical office manager / august 2009

– the insurance –
Health Insurance Exchange
The core of the reform is a Health Insurance

Exchange, which is a sort of store where individuals
and businesses can buy insurance plans that the gov-
ernment puts up for purchase.
The Exchange will carry both private and public or

government-run plans, and all of them will have to
meet certain minimum requirements that the govern-
ment sets on what they can charge and what coverage
they must provide.

a phasing out of private insurance plans
Private policies now in force can – but don’t have

to – join the Exchange. However, after five years, they
will have to meet the minimum requirements to com-
ply with the bill’s many provisions.
And in five years, private plans will be a dying

breed, because as soon as the health reform bill takes
effect, the government will not allow any new plans to
come into existence except those that are offered
through and governed by the Exchange.

minimum requirements for plans in the Exchange
There are a lot of these.
One is that everybody has to be able to get coverage

from every plan. Nobody can be excluded because of
health status or because of a pre-existing condition.
Another is that everybody has to be able to renew.

The only basis for canceling somebody is nonpayment
of premiums.
Another requirement is that the provider network

has to be large enough to supply sufficient care for the
people in the plan.
And still another is that there can’t be any annual or

lifetime limits on the benefits.

a list of essential benefits
Along with all that, each plan has to offer what the

government terms an essential benefits package. A

plan can offer more, of course, but the minimum pack-
age includes hospitalization, outpatient services,
physician and other provider services, prescription
drugs, rehab, mental health care, substance abuse
treatment, preventive care, and maternity care. It also
includes well-baby and well-child care plus dentistry,
vision care, and hearing care for anybody under 21
The government can increase the list as time goes

by, and a concern here is that every type of service
provider will be lobbying to get included, with the
outcome that people will eventually have to pay for a
load of services they neither want nor need.

abortion
The bill does not say that abortion is covered, but

neither does it say it isn’t. Thus, there is a lot of argu-
ment that because there is no language specifically
excluding it, the bill could be interpreted to mean
abortion is an essential benefit or could even be listed
as such later on.
Currently, the Hyde Amendment of 1976, which

came in response to the Roe v. Wade decision, bars the
use of federal funds to pay for abortions. However,
that amendment is not failsafe, because it has to be re-
approved every year, and there is concern it may not
get approval at some point and so die. There is also
concern that the language of the new bill could be
interpreted so as to get around that amendment.

four levels of coverage
Plans within the Exchange can offer four levels of

coverage. They are basic, enhanced, premium, and
premium-plus. A basic plan offers the essential bene-
fits, though the bill does not say how much of those
benefits the plan covers; an enhanced plan covers 85%
of the benefits; a premium plan covers 95% of the
benefits; and a premium-plus plan offers additional
benefits such as dentistry and vision care.
Private payers who participate in the Exchange are

only required to offer a basic plan, but they can go up
from there. The government’s plans will offer basic,

The new health care reform
– a MOM mini seminar

What’s in health care reform?
At MOM’s press time, health care was still reforming itself, and indications were that the reforma-

tion would continue for some time before anything gets passed.
However, here is a brief look at the main reform bill, which is the 1,018-page H.R. 3200 that the

Democrats have brought to the House. Its title is America’s Affordable Health Choices Act of 2009.
What’s covered here are the parts of greatest interest to medical practices. Keep in mind that there

are many, many more provisions. And keep in mind too that all of this is still being hashed out and
has not yet been made into law.
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enhanced, and premium coverage, and maybe premi-
um-plus coverage as well, though that’s not decided
yet.

everybody gets insurance
People who don’t have “acceptable coverage,” or

coverage that meets the government’s minimum
requirements, will automatically be enrolled in one of
the Exchange plans.
In addition, Medicaid-eligible people will be auto-

matically enrolled in Medicaid, though they will have
the option of going to an Exchange plan instead.
That way, the government ensures that everybody

has at least the basic coverage.
Once enrolled in a plan, whether by choice or by

government assignment, people wll pay their plans
directly.
And there is an enforcement provision: if they don’t

keep up their coverage, they will have to pay a tax.

– the governance –
a new Health Choices Administration
There will be an independent agency called the

Health Choices Administration that will govern the
Exchange. It will be headed by a Commissioner who
will be appointed by the President
The Administration will set the standards plans

have to follow and will be able to audit plans, fine
them, and close them down.

– what patients have to pay –
premium amounts
The premiums for all the plans will be set by com-

munity rating, which means everybody pays just about
the same regardless of health condition.
There can be a little difference to reflect age, but

there are restrictions even on that – an older person
can’t pay any more than twice what a younger person
pays.
The community rating is another point of con-

tention, the argument being that it forces healthy peo-
ple to cover the lion’s share of the costs of the not-so-
healthy.

patient-pay limits
There will be a limit on patients’ premiums and

copayments. An individual can’t pay more than
$5,000 a year, and for a family the limit is $10,000.
Also, there can’t be any copayment for preventive

services or for well-baby and well-child care
To discourage unnecessary use of services, the

patient-pay amount will be more copayment than pre-
mium.

affordability credits
People with low incomes can get credits or dis-

counts on both their premiums and their copayments.

illegal aliens
For the affordability credits, there is a specific

exclusion of “individuals who are not lawfully present
in the United States.”
But that’s the only exclusion.
As to whether illegals get coverage in general, the

bill does not say they do, but neither is there any lan-
guage saying they don’t. Thus, some people argue that
illegals could come under the coverage.

– what employers have to pay –
Employers have to provide individual and family

coverage and also pay for most of it. They can use
plans that are part of the Exchange or not, though
again, in five years all plans will be Exchange plans.
For full-time employees the employer has to pay

these amounts:
• for individuals – 72.5% of the premium of the

cheapest qualified plan the employer offers, and
• for families – 65% of the premium of the cheap-

est qualified plan offered.
For part-time employees, the amount will depend

on the number of hours they work.
Employers cannot reduce salaries to cover the pre-

mium payments.

– taxes –
To fund the Exchange, the bill sets up a Health

Insurance Exchange Trust Fund, and it will get its
money from these new taxes:
• A tax on people with high incomes. The amount

will be based on adjusted gross income and basically
will be this:

– 1% of any income over $350,000 and
up to $500,000,

– 1.5% of any income over $500,000 and
up to $1 million, and

– 5.4% of any income over $1 million.
• Taxes on employers who don’t provide acceptable

coverage. The amount will be a percentage of the
employer’s annual payroll as follows:

– annual payroll less than $250,000 = 0%
– $250,000 to $300,000 = 2%
– $300,000 to $350,000 = 4%
– $350,00-$400,000 = 6%
– more than $400,000 = 8%

• Taxes on people who don’t have acceptable cov-
erage, or coverage that meets the Exchange’s mini-
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mum requirements. The amount can run as high as the
average national premium.
• An excise tax on plans that don’t provide accept-

able coverage.

– payment to physicians –
the start-out payments
The public plans, or the plans the government sets

up in the Exchange, will pay Medicare rates. And to
encourage doctors to participate, they will pay 105%
of the Medicare rates for the first three years.

another type of assignment
Just as doctors now can choose to accept Medicare

assignment, they will be able to accept the govern-
ment payment or not. Those who do will be known as
preferred physicians; those who don’t will be nonpre-
ferred physicians, and, as with Medicare, there will be
a cap on how much extra they can charge.
Nonphysician health care providers won’t have a

choice. To participate in the government plans, they
will have to accept the payment rates.

more for primary care services
There will be a 5% bonus payment for primary care

practitioners, or practitioners who specialize in family
medicine, internal medicine, pediatrics, geriatrics, and
OB/GYN.
It will be given only to practitioners whose charges

are at least 50% for E/M services.

a variety of rates
Initially, there will be two service categories, one

for E/M and preventive services and the other for
everything else. And by 2011 there will be several cat-
egories.
Currently, Medicare uses just one conversion factor,

which means payment changes apply pretty much the
same to all services. With the Exchange plans, howev-
er, each service category will have its own conversion
factor, which means rates can go up or down in one
category without affecting the others.
What’s more, each category will have a target

growth rate, which means the government can cap
payments for specific types of services.
In setting its rates, the government will identify

what it terms “misvalued” services, or services that
are being provided too often or are usually provided
with other services or that get billed several times for
single treatments. Apparently, payment for those ser-
vices will be bundled with other payments.

a geographic rating as well
The government will use peer pressure to reduce

utilization of services. In counties that fall into the

lowest fifth percentile of utilization, doctors will get a
5% payment bonus.

limits on physician investments
There will be stringent disclosure requirements for

physicians who have ownership or investment in hos-
pitals. The arrangement must be disclosed to patients
and also must be included in advertising.
In addition, the government will limit the amount of

hospital ownership or investment doctors can have
and, to discourage it entirely, will prohibit expansion
of hospitals that do have doctor investment. They will
not be allowed to set up off-site facilities but can
expand only on the main campus and only if the popu-
lations they serve increase or if they have a higher
than average occupancy. In addition, those hospitals
will not be allowed to give their investor doctors pre-
ferred terms on office space.

– cost-cutting efforts –
payment incentives
The government will use “innovative” and “mod-

ernized” payment methods “to encourage the use of
services that promote health and value,” or wellness
and disease prevention services. That means it will
pay the most for preventive services and reduce other
payments. The reductions will come in a number of
ways, including these:
• Reduce payments for ambulatory surgical centers.
• Reduce payments for imaging services.
• Set requirements on ordering bone mass measure-

ment testing.
• Cut payments to cancer hospitals so they are no

higher than payments to other hospitals that provide
cancer treatment.
• Cut payments to hospitals that have too many

readmissions.
• Bundle payments, including physician and hospi-

tals payments, for post acute care services such as
nursing home care, rehab, and home health.
• Bundle payments for acute care.
• Pay doctors less for hospital care that results in

readmissions.
• Set readmission rates for post-acute care

providers such as nursing homes. This may later be
applied to doctors as well.
Along with that, the government will set up

Accountability Care Organizations, or groups of
providers who will test different payment incentives
designed to reduce the growth of expenses. The
groups will get incentive payments if they keep costs
below a target level, and they will lose money if they
miss the target.
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– how it all affects patient care –
advance care planning for people over age 65
Every five years, Medicare patients will be required

to have an advance care planning consultation with a
practitioner. The consult can result in drawing up
written advance care orders.
Additional consults will be done when patients are

diagnosed with chronic or life-limiting diseases or ter-
minal conditions, when they experience life-threaten-
ing injuries, and when they are admitted to hospice
care or to skilled nursing facilities.
The consults will cover living wills, durable power

of attorney, health care proxy, and hospice and pallia-
tive care. They will also cover limiting treatment
when the patient experiences serious cardiac or pul-
monary problems, limiting transfer to a hospital at
death, limiting the use of antibiotics, and limiting the
artificial administration of nutrition and hydration.
Estimates are that 25% of all Medicare’s money

goes to care given during the final year of life, so a
tremendous amount of money could be saved by cur-
tailing that care, particularly by encouraging patients
to substitute hospice care for hospital care.

restricting care to older patients
There are concerns that the advance care planning

will lead to limiting care for Medicare patients.
One concern is that a seriously ill or depressed

patient might agree or be strong-armed into agreeing
to refuse care without realizing the gravity of the deci-
sion.
Another more far-reaching concern is that the gov-

ernment will expand this provision by setting stan-
dards for allowing or denying care for older patients.
Supporting that fear is language in the bill that by

2011 there will be quality measures for both advanced
care planning and also for conservative end-of-life-
care. Morover, there is language that as part of the
advanced care planning, the practitioner must explain
“the continuum of end-of-life services and supports
available.” According to some groups, that language is
an indication that only certain end-of-life services will
be allowed.

medical homes
The government is testing a medical home approach

to care, which is a gatekeeper program much like an
HMO where a practitioner, who may or may not be a
physician, serves as a primary care provider and
decides what specialty services patients get. The home
provides the specialty care, and patients agree to get
all their care from it.
The goal is to save money by eliminating duplicate

diagnostic testing along with preventable hospitaliza-

tions, readmissions, and ER visits.
The medical homes will be paid a monthly fee for

each patient and so will have an incentive to save
money by not providing the specialty services. The
argument, however, is that in an effort to see better
profits, homes will err on the side of disallowing tests
and services.

comparative effectiveness research
This is a tremendous bone of contention, because

opponents see it as the gateway to health care
rationing, particularly for elderly patients.
A new Center for Comparative Effectiveness

Research will study the effectiveness and appropriate-
ness of medical services and procedures and will
decide how diseases should most effectively be pre-
vented, diagnosed, treated, and managed. The study
will set protocols for medical and surgical procedures
and also for the use of drugs and medical devices.
The big issue here is what type of protocols the

center will set and whether those protocols will have
teeth enough to restrict the care a doctor can provide.
To determine the effectiveness of a treatment for an

individual patient, the research uses a formula that
divides the cost of the treatment by the number of
quality-adjusted life years, or QALYs, that the patient
would likely see from it. The concern is twofold: that
math would determine who gets what treatment and
that older patients, because of their age, won’t be able
to meet most of the numbers cuts.
An interesting point is that comparative research is

already underway. The stimulus bill approved earlier
this year created the Federal Coordinating Council for
Comparative Effectiveness Research and allocated
$1.1 billion to it to coordinate federal studies on com-
parative effectiveness. Related to that, the stimulus
bill carries a provision that the government will
require doctors to use electronic records and will
review the data in them to see if doctors are providing
cost-effective and appropriate treatment.

implementation of best practices
Buttressing the comparative effectiveness research

will be a new Center for Quality Improvement, which
will set out best practices, or procedures for providing
the most effective services at the lowest price.
High on the list are best practices to prevent health

care-associated infections, surgical-site infections,
wrong-site surgeries, and foreign bodies remaining
after surgeries. The Center will also set best practices
for labor and delivery care. And it will set protocols
for patient flow in emergency rooms.
The concern here is that the government is on the

road to laying out what treatments and services doc-
tors should and can provide. �
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More on the new I-9 codes
and don’t forget swine flu!
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
Last month we covered the ICD-9-CM updates

from neoplasms on down through the circulatory sys-
tem. Here are the updates from the digestive system
through the symptoms chapter, and next month we go
from there to the end.

– digestive system –

New here are codes for pouchitis (569.71) and
other complications of an intestinal pouch (569.79).
Pouchitis is a nonspecific inflammation of an inter-

nal ileoanal pouch. A pouch is created after part of the
colon is removed for treatment of conditions such as
ulcerative colitis. It eliminates the need for a perma-
nent iliostomy and at the same time allows the patient
to remain continent.
The most common pouch complication is inflam-

mation, and it can cause symptoms such as diarrhea,
urgency, and abdominal pain. The condition is usually
treated with antibiotics.
The other new code here is 569.87 for vomiting of

fecal matter, and it is discussed below with the
updates to the signs and symptoms chapter.

– genitourinary system –
This chapter has two newcomers for endometrial

hyperplasia, which is an overgrowth of the endometri-
um, or the lining of the uterus. This is different from
endometriosis, which is a condition where the
endometrial cells grow outside the uterus, most often
on the fallopian tubes and ovaries.
The two codes distinguish between benign and

what can be a precancerous condition. Code 621.34 is
for benign endometrial hyperplasia, and code 621.35
is for endometrial intraepithelial neoplasia.

– pregnancy, birth, puerperium –
There are new codes for complications of the puer-

perium, or the first six weeks after birth, and they are
all in the 670 category.
They begin with endometritis, which is an infection

of the lining of the uterus and the most common cause
of fever during the puerperium. Codes 670.10, 670.12,
and 670.14 indicate endometritis unspecified as to
episode of care, delivered with a postpartum compli-
cation, and as a postpartum condition or complication.
New too is 670.2x for sepsis during the puerperi-

um, again with the fifth digit showing the episode of
care.
Then come the 670.3x codes for puerperal septic

thrombophlebitis, once again with fifth digits to show
the episode of care. That condition is an inflammation
or infection of the veins, and it can expand to septic
shock.
Finally there are the 670.8x codes for other major

puerperial infections such as pelvic cellulitis and peri-
tonitis.

– congenital anomalies –
There are two new codes here for congenital anom-

alies in infants – 756.72 for omphalocele and 756.73
for gastroschisis.
An omphalocele is a defect in the abdominal wall

that allows the intestines to move outside the
abdomen, though they remain contained in a mem-
brane sac. It is caused by a defect in the abdominal
muscles.
Gastroschisis is similar. The abdominal wall fails

to close completely, and the intestines and sometimes
other organs develop outside it. This is a more serious
condition, because the organs are not enclosed in a sac
and so lack the protection of the membrane.

– perinatal period –
Next come conditions of the perinatal period, or the

period around birth. It begins at 22 weeks of gestation
and continues through 28 days after birth.
First are unspecified, mild, moderate, and severe

hypoxic-ischemic encephalopathy, a condition where
the blood flow to the brain is insufficient (768.7x).
The new codes distinguish the levels of severity.
Following those are 779.3x codes for feeding prob-

lems in newborns, and again, these apply only to con-
ditions that originate in the first 28 days of life.
Code 779.31 is for slow feeding; 779.32 is for bil-

ious vomiting, or vomiting of bile; 779.33 is for other
vomiting; and 779.34 is for failure to thrive, or the sit-
uation where the child is getting the correct nutrition
but is not growing.

– symptoms and signs –
The updates in this chapter start with 784.xx for

dysphonia (hoarse or weak voice), hypernasality
(excessive air emission through the nose during
speech, which is caused by failure of the palate to

ICD-9-CM and CPT
coding update
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close), hyponasality (total lack of nasal air emission
and nasal resonance), dysarthria (slurred speech), and
other speech disturbance.
The two latter codes do not apply when those con-

ditions are the result of stroke. If stroke is the cause,
use codes 438.14 and 438.14 in the chapter on dis-
eases of the circulatory system.
New too are expanded codes for vomiting. While

vomiting can be nonspecific and can accompany many
conditions, it can also indicate significant problems.
Code 787.04 shows bilious vomiting. And along with
that is a new code in the digestive chapter for vomit-
ing of fecal matter (569.87).
The last new symptom code (789.7) is for a condi-

tion in infants that has been driving parents to distrac-
tion for centuries – colic, or fussing and screaming for
no apparent reason, though it’s most often attributed
to abdominal pain. Colic usually occurs in infants
three to 12 weeks old.
Then come nonspecific abnormal findings with

new code 793.82 for inconclusive mammograms.
That’s used when there is nothing abnormal in the
mammogram findings but retesting is necessary to get
a better view and confirm that there is no malignancy.
Often that’s necessary when the breast tissue is dense.
Following that are seven newcomers for ill-defined

and unknown causes of morbidity and mortality, and
they are an expansion of the codes for nervousness.
They cover nervousness (799.21), irritability (799.22),
impulsiveness (799.23), emotional lability or emo-
tions that are constantly changing (799.24), and
demoralization and apathy or hopelessness (799.25).
Following those is 799.82 for other signs and

symptoms of emotional state.
The last code here is 799.82 for an apparent life-

threatening event in an infant, a frightening thing to
see, because the infant appears to be dying. The child
stops breathing and may turn blue, choke, gag, or lose
muscle tone. The condition is also knows aborted crib
death or near-miss SIDS.
Sometimes the cause is reflux or a seizure or respi-

ratory problems, but about half the time, no cause can
be identified, and the child simply recovers.

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. �

Know business etiquette;
it can make or break
a manager’s career
With competition for jobs and business and patients

fierce, every little edge counts. And one of those
edges is business etiquette, says LOU KENNEDY, a
professional development trainer and speaker in Fair
Oaks Ranch, TX.
That’s because etiquette is the touchstone people

use to evaluate one another in business. It can deter-
mine whether contracts and deals are made and how
the manager is viewed by business associates as well
as by the physicians.
Here is a handful of rules to remember.

THE FIRST IMPRESSION
A first impression is made in just 10 seconds,

Kennedy says. It’s 55% visual, or how the individual
looks and stands and moves; it’s 37% aural, or what
the voice sounds like; and it’s only 7% word content.
Walk with spirit. A person’s energy is judged by the

walk, so approach people “with a look of ‘I’m ready
to meet you.’”
Make eye contact even before the introduction is

made. Don’t look away.
Offer a firm handshake. And, she notes, a man

should not soften his handshake for a lady. “Women
look at that as wimpy.” Some even deem it a sign that
the man doesn’t consider the woman a professional
equal.
Shake the hand only two or three times. People

view more than that as a power gesture.
Don’t use a two-handed shake. It’s a bit too friend-

ly, and if a man does it to a woman, once again there’s
a sense that’s it’s demeaning. Kennedy points out,
however, in some Hispanic cultures a two-handed
shake is both acceptable and expected for business
people.
A final point to be aware of: during flu season or

when someone has a cold, many people prefer not to
shake hands at all.

THE SMALL TALK
“Most people are not very comfortable with it,”

Kennedy says, “yet polite conversation builds rela-
tionships.”
If there’s no one making an introduction, start off

with a self-introduction of “Hello, I’m Person A” fol-
lowed by a tag line such as “I’m the manager of XYZ
Practice.” That’s a good conversation springboard.
To keep it going, just ask questions about the other

person that start with the magic six: who, what, when,
where, why, and how: where did you go on your vaca-
tion? when did you go? what did you do there? who

Don’t forget swine flu!
Reminder: there is now a specific code for

H1N1 virus, or swine flu.
It is 488.1 – influenza due to H1N1 virus.
Bird flu is now coded as 488.0.
Those new codes will take effect October 1

along with all the other ICD-9-CM updates.



went with you? why did you decide to go there?
People are willing to answer questions about them-

selves, because it’s flattering to be asked. And when
somebody opens up and tells about a vacation, there’s
a connection.
What if the responses are short? Take the hint and

move on. When a conversation runs along the lines of
how was your weekend? fine – what did you do? noth-
ing, that person obviously doesn’t want to talk.

BUSINESS CARDS
Keep the cards in a pocket so there’s no need to go

searching through a wallet or purse to find one and
also so there’s no risk of handing over a card that’s
bent or worn.
A business card, she says, has to be clean and cur-

rent, because it’s a visual impression of both the man-
ager and the doctor.

SPEAKERPHONES
Speakerphone etiquette focuses mostly on clarity.
Don’t put anybody on speaker without asking for

that person’s permission to do so.
Then if permission is given, introduce everybody in

the room, for example, “I also have in the room with
me Dr. A.” Then Dr. A should say “Hello, Managed
Care Plan Representative. I’m Dr. A. I’m here to par-
ticipate in the discussion.” All the people there should
do the same so the caller can identify their voices and
keep up with the conversation.
For further clarity, the participants should identify

themselves again before speaking, for example, “Dr. A
here. My thought on this is . . . ”
Don’t ruffle papers or tap a pen on the desk. On a

speakerphone, “all noises are amplified.”
And don’t be so rude as to carry on side talk that

doesn’t include the caller. If it’s necessary, give a
courtesy warning: “Excuse me, Managed Care Plan
Representative. I’m going to ask Dr. A a question.”

TECHNOLOGY ETIQUETTE
There’s etiquette to technology too, and Kennedy

cites three rules.
First, keep it private. Don’t sit in a meeting looking

at a Blackberry or sending text messages. Pay atten-
tion to what’s going on.
Second, keep it cool. Don’t get into flaming, or

sending angry e-messages.
And third, edit it. Any written message is a reflec-

tion of the manager as well as the practice.

VOICE MAIL
Voice mail has its etiquette too.
Start the message by saying who’s calling. And if

the name isn’t as obvious as Smith or Jones, spell it.
Give the phone number plus a time when the call

can be returned, and if it’s an out-of-state call, note
the time zone difference.
End by repeating the phone number. That way, if

the person didn’t get it the first time, there’s no need
to replay the entire message. And, Kennedy adds,
there’s no chance the person will think “I don’t want
to have to listen to all that again” and just hang up.

SPACE INVASION
Don’t be a “space invader,” or somebody who steps

into other people’s personal comfort zones.
A comfortable conversation distance is an arm’s

length. Or, when shaking hands, two half-bent elbows.
Get any closer than that, and people aren’t comfort-
able.

DRESS UP INSTEAD OF DOWN
In any business setting, dress professionally.
“Business casual has been taken to the outer limits

of appropriateness,” particularly during the summer
months, but it’s not appropriate to take advantage of
it.
A professional has to follow the standard corporate

dress code. �
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