
Get ready to take down the Red Flags!
The Red Flags Rule, which would have required

offices to set up written policies and procedures to
identify ID theft, was scheduled to take effect
November 1. But at the 11th hour, the Federal Trade
Commission delayed enforcement until June of next
year.
It gets better.
Smaller medical offices are off the hook entirely –

or at least it sure looks that way. On October 20, the

U. S. House of Representatives approved an amend-
ment to the Red Flags rule that excludes health care,
accounting, and legal practices that have 20 or fewer
employees. (Count carefully, however. Depending on
the office’s legal set-up, the doctors may be consid-
ered employees.)
It gets better still.
On the day before Halloween, a U.S. District Court

ruled that the FTC can’t impose the regulations on law
firms. The American Bar Association pressed for that,
and speculation is that a like decision will soon be
made for medical practices.

all health care people are covered
The new 20-employee amendment specifies that the

exclusion covers all health care professionals. Those
include physicians, dentists, podiatrists, chiropractors,
physical therapists, occupational therapists, marriage

and family therapists, optometrists, speech therapists,
language therapists, hearing therapists, and even vet-
erinarians.
It also says that other small businesses may get

exempted as well. Those are businesses that fall into
one of three categories: they know their customers or
clients individually, they only perform services at
their customers’ homes, or the business type generally
doesn’t experience ID theft. Those businesses don’t
get the exemption automatically, however. They have
to apply for it.

looking like a sure thing
At MOM’s press time, the amendment was still

awaiting action from the Senate. However, the exemp-
(please turn to page 3)

t h e n ew s l e t t e r f o r p hy s i c i a n o f f i c e a dm i n i s t r a t o r s

medical office manager ™

volume XXIII, number 11 november 2009

Offices may get to wave goodbye to those Red Flags!
a delay plus a cut-off for small offices

in this issue
This month’s idea: A 90-day orientation
gives education plus team membership .....2

More ID regulations: breach notification
rules for protected health information .......3

Get ready to allow extra time off for
H1N1, and watch out for OSHA! ..............5

Three ways to fire, each with caveats and
safety nets to follow .................................6

Whether manager or physician, a lady’s
dress indicates her professionalism ...........8

Reader question: Does Medicare Advantage
have to pay the PQRI bonuses? .................9

ICD-9-CM and CPT coding update:
How to code CAD, CABG, and
angioplasty procedures ...........................10

A half dozen good ways to get the best
revenue from the billing procedures ........11

But hold off on the celebrating;
another ID rule has stepped in
Just as the Red Flags Rule bows out, another

ID protection measure takes center stage.
It is an addition to HIPAA. It’s called the

Breach Notification Rule, and it requires offices
to notify patients when their protected health
information is breached.
This one applies to all offices – large and

small – and it’s already in effect.
See page 3.



this month’s
idea

A 90-day orientation gives staff
education plus team membership
No matter what the job, the relationship with a new employee “is

made or broken in the first 90 days,” says DEBI L. GROVES. It’s
during those first three months that people come to like or dislike a
new job. And the more somebody understands up front, “the
stronger the relationship.”
Groves is director of administration not at a medical practice but

at the Bryan Cave law firm in Irvine, CA.
To point new staffers in the right direction, she has set up a 2 1/2-

day “welcome orientation” that provides a full understanding of the
job, the office, and the people.
As soon as the offer is made, she directs the staffer to the office’s

extranet, which contains the handbook plus all the employment
forms that have to be filled out. That way, the staffer doesn’t have to
spend the first day on paperwork but gets immediately to the job.
On that first day, Groves spends an hour or more explaining the

office’s history and what the job is all about. Then she sends the
newcomer to two days of meetings with the heads of all the depart-
ments. They explain what they do and the procedures everybody fol-
lows in their departments, and the new staffer learns everything
from how to make copies to how the billing works to the basics of
the computer system.
Then to help the new hire learn the fine details of the job and also

adjust to the office socially, there’s a mentor assignment. The men-
tor is a good performer who has experience in the position, and that
staffer covers whatever might have been missed in the orientation
and also serves as the turn-to person for questions and advice.
In addition to being the daily contact person, the mentor takes the

newcomer to lunch once a month during those first 90 days, and
does so on the office’s tab. At the lunch meetings, the two talk about
the job, and the mentor gives suggestions on how to achieve top per-
formance and also how to make the work easier.
Later, to help the new hire become part of the team, there’s a one-

time lunch with all the staff in the department.
At the end of the three months, there’s a meeting with the depart-

ment heads. They ask for the staffer’s opinion on the orientation –
and also for recommendations on changes that would benefit new-
comers in the future. And what the office finds, Groves says, is that
the new staffers “say the same things over and over” – that the ori-
entiation gives them all the information they need to start the job
and also shows that the practice cares about its employees.

If your office has 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)
tion looks like a certainty. In the House, it was consid-
ered noncontroversial legislation and passed with 400
ayes and 0 nays.
All three groups that get the exemption – physi-

cians, aaccountants, and attorneys – have been argu-
ing since the rule was created that they are not credi-
tors and so should not have to follow the Red Flags
requirements. The government, however, has held fast
to its position that they are. What’s more, the govern-
ment has contended that the Red Flags requirements
don’t create any burden for them. And it has said that
the Red Flags guidelines are necessary for medical
offices because they will reduce medical ID theft.
But the contention has been that the intent of the

Red Flags Rule is to prevent ID theft from creditors,
and while doctors, accountants, and attorneys do
extend credit – at least under the strict definition of
the term – they do not provide loans. �

� � �

More ID regulations:
breach notification rules
for protected health data
A little bit more has been added to HIPAA.
New regulations now require offices – and hospitals

and every other entity covered by HIPAA – to notify
patients as well as the government when individual
protected health information, or PHI, is breached.
The notification requirements depend on how bad

the breach is.
If the office can locate all the patients affected, it

tells them about it individually. If as many as 10
patients cannot be found, it has to put a notice on its
website or place an announcement in the media. If
more than 500 patients are involved, it has to post a
notice in a major media outlet and also tell the
Department of Health and Human Services about it.
And large or small, all breaches have to be reported

to the government at the end of each year.
The office is responsible for its business associates

as well. If a breach happens there, the associate has to
tell the office about it and then it’s the office’s respon-
sibility to notify the patients.
So now there’s HIPAA to keep patient information

safe and the Breach Notification Rule to tell them
when their information has been accessed.

and this one is already in effect
The new breach notification requirement became

effective September 23.
However, the government says it will not impose

sanctions for failure to provide the required notifica-
tions until after February 22. When it finds a violation
during these first few months, it will simply help the
office get into compliance with the notification
requirements.

what’s a breach?

Now for the particulars, starting with what consti-
tutes a breach.
There are three elements that have to be present.
First, there must be an unauthorized acquisition,

access, use, or disclosure of protected health informa-
tion.
Second, the breach has to be severe enough to

endanger the security or privacy of the information.
And third, the breach must pose a significant risk of

harm to the patient. The harm can be to the patient’s
finances or reputation.

three exceptions to that

There are three situations that are excluded from
the definition of breach, however.
The first is the situation where somebody who

works in or for the office but isn’t authorized to
access the data accesses it accidentally or even access-
es it but uses it properly.
That might happen, for example, if a nurse acciden-

tally e-mails protected information to a billing staffer
who, in turn, notifies the nurse and deletes the e-mail.
That’s not considered a breach, because no risk is
posed to any patient.
By contrast, suppose that same information goes

not to the biller but to the receptionist who then tries
to find out about a friend’s medical problem. That’s a
breach.
The second exemption is the situation where some-

body in the office accidentally discloses PHI to some-
body else in the office and the trail stops there. The
information isn’t misused or passed along to anybody
else and no risk is posed to any patients, so that isn’t
considered a breach.
The third exemption occurs when information gets

disclosed to an unauthorized person but it’s obvious
that the individual could not have retained or used it.
For example, suppose a payer sends out a batch of
EOBs to the wrong individuals and the Post Office
returns them unopened as undeliverable. No unautho-
rized person could have seen or used that information,
so there’s no breach.
On the other hand, if those EOBs don’t get

returned, there probably is a breach.
Even though those situations are exempted, that

doesn’t mean the office can ignore them. If they are
challenged, it will be up to the office to prove there
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wasn’t a breach and that a notification wasn’t neces-
sary. For that reason, the office needs to document
those instances and include explanations of why they
don’t constitute breaches.

only unsecured data counts
The new requirement only applies to the office’s

unsecured information. So what is secured informa-
tion?
Secured means the information can’t be used, read,

or deciphered by anybody not authorized to access it.
There are only two ways to make it such – encryption
and destruction.
Encryption means the data has been translated into

a form that’s meaningless without using some sort of
key. And the key has to be kept separate from the data
– either on a separate device or at a separate location.
Destruction means just what it says. Hard copies

such as paper and film have been shredded or
destroyed so they can’t be reconstructed, and electron-
ic copies have been cleared or purged.
Government guidelines say information is properly

encrypted or destroyed when the office follows the
encryption and destruction measures approved by the
National Institute of Standards and Technology. (The
guidelines are found in the April 27 issue of the Fed-
eral Register. To access them, go to www.hhs.gov/ocr
/privacy/hipaa/understanding/coveredentities/federalr
egisterbreachrfi.pdf.

when to do the notifying
So when does the office have to notify patients of

security breaches? Only when three factors are pre-
sent.
First, there has to be an actual breach.
Second, the data must have been unsecured. That

means it wasn’t encrypted or destroyed and thus could
be used or read or deciphered by somebody not autho-
rized to access it.
Third, the breach compromises the security of the

data. There’s a significant risk that the leak will harm
the patient financially or damage the patient’s reputa-
tion.
The government points out that whether or not a

risk is significant has to be determined on a case-by-
case basis.
For example, if the information goes to another

medical office, that office is also bound by HIPAA
privacy rules, so there’s not much risk of harm to the
patient.
Or if the person or entity that gets the data gives the

office written assurance that it won’t use the informa-
tion or will destroy it, the risk is not significant.
Or suppose a laptop is stolen and immediately

recovered and a computer analysis show the informa-

tion was not opened. There’s no significant risk.
Or the information itself may not pose risk. The

government gives the example of hospital information
that includes only the patient’s name and admission
date. That information would likely not pose any risk
of harm. But if that same data shows what services the
patient received or carries the patient’s Social Security
number, there could be significant risk.

how to do the notifying
When a breach does occur, the office has to notify

the patients who are affected so they can take steps to
protect themselves. It also has to notify the govern-
ment.
Notifying the patients. The office has to notify

each patient, and it has to move fast. The notice has to
be given no later than 60 calendar days after the office
discovers the breach. And the discovery date is the
first day the office finds out about it – or should have
found out about it.
It can send the notice by mail or e-mail. If the

patient is deceased, the notice has to go to the next of
kin or to the patient’s representative.
What the notice has to say. The notice has to

include five things:
• A description of what happened, the date it

occurred, and the date the office discovered it.
• What information is involved, e.g., name, Social

Security number, date of birth, address, diagnosis, and
so on. The notice only has to tell what specific infor-
mation is involved. Don’t tell what database was
breached, and don’t include any list of the sensitive
information itself.
• The protective steps the patient needs to take. For

example, the office might tell the patient how to con-
tact credit bureaus and how to find credit monitoring
services.
• A description of what the office is doing to miti-

gate harm and protect against further breaches, per-
haps that it has filed a police report and is penalizing
the employee responsible for the breach.
• The contact information for questions such as a

telephone number, e-mail address, web address, or
mailing address the patient can use.
Substitute notices.What if the office doesn’t have

a patient’s address?
If there are fewer than 10 patients, it can notify

them by telephone. It can also leave a message for a
patient to contact the office.
If there are 10 or more patients who cannot be

located, the office has to post a “conspicuous” notice
on the home page of its website or in a major print or
broadcast media in the areas where those patients like-
ly live.
In a large city, that might be a metropolitan newspa-
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per; in a rural area, it might be a small local newspa-
per. Either way, the notice has to stay up for 90 days
and has to provide a toll-free number patients can call
to find out if their information is included in the
breach.
Notifying the media. If the breach affects more

than 500 residents in a city or state, the office not only
has to post the notice for 90 days but also has to noti-
fy the major media outlets serving that city or state.
That might happen, for example, if there’s a theft of a
laptop that contains unsecured PHI for more than 500
patients.
Again, the office has only 60 calendar days to get

send the media the same information it includes in the
posted notice.
Notifying HHS. The office has to keep a log of all

breaches, no matter how small, and submit the log to
HHS at the end of the year.
When a breach affects more than 500 people, the

office has to notify HHS within 60 days. For breaches
that affect fewer than 500 people, the office can notify
HHS at the end of the year.
Thus, the procedure is to keep a log of all breaches

and submit it each year to HHS. For 2009, the log
only has to cover the breaches that occur from
September 23 through the end of the year.
The year-end notice has to be submitted to HHS by

March 1. And it has to be submitted electronically.
(The electronic submission form can be found at
http://transparency.cit.nih.gov/breach/index.cfm.)
Notification by a Business Associate. The office’s

business associates have to notify the office of any
breaches on their end. They have to do that within 60
days of finding out about the breach, and the office
then has to notify the patients.
Delay Required by Law Enforcement. Law

enforcement officials can delay any notification. That
would happen only rarely, perhaps when law enforce-
ment determines that a notice would hamper a crimi-
nal investigation or would pose some risk to national
security. �

Get ready to allow
extra time off for H1N1,
and watch out for OSHA!
Novel influenza A, H1N1, 2009 H1N1, or just plain

swine flu – by any name it’s the new flu.
Be prepared for it to affect the office’s operations,

says attorney MEGAN ANDERSON, a principal with
Gray Plant Mooty in Minneapolis.
Some predictions are that employee absenteeism

could get as high as 40% this winter. Thus, managers
need to plan for allowing extra time off for people
who get the flu, for keeping the office going should
absenteeism get high – and for staying in line with
new FMLA and OSHA issues H1N1 has created.

get a bit lenient with the time off

The severity path H1N1 will take is a mystery, but
even if the virus proves not to be especially severe,
the Centers for Disease Control and Prevention in
Atlanta warns that H1N1 combined with seasonal flu
will double the number of people who are out sick.
And if severity does increase, hospitalizations will

make many of those absences long ones.
People at risk of flu complications may also require

long absences. Besides young children, those are
pregnant women, people with chronic lung disease
such as asthma, and people with heart disease, dia-
betes, and immunosuppressive disorders.
The government therefore recommends setting up a

pandemic plan that, among other things, allows people
to follow public health recommendations on staying
home. It should also allow parents time off to care for
sick children and to respond to school and childcare
center closings.
And on the far end, the plan can even include

what’s termed “social distancing,” or allowing well
people to work from home when there is a severe out-
break so as to minimize the spread of the virus.
Whatever route the office takes, don’t be a stickler

for the current time-off rules, Anderson says. There
needs to be an incentive to get people to stay home,
and the main incentive is that they can take the neces-
sary time off without harming their job status.
Be generous, she says. It’s not a bad idea to give

people two or three extra days of sick leave if they
have used up their other sick leave and get the flu.

FMLA leave could apply here
There are legal aspects to consider as well, Ander-

son says. One is the Family and Medical Leave Act,
and the other is OSHA.
FMLA applies to offices with 50 or more employ-

by john chase

Here it is: warning code 02 – explosion imminent.
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ees and allows people to take up to 12 weeks of
unpaid leave for serious health conditions.
Generally, a serious health condition is one that

requires hospital admission or a longer period of care,
and flu has never been put into that category. But
depending on the severity it assumes, “there’s a good
chance it will be this winter,” which means offices
may need to allow FMLA leave for it.
And possibly upping the absentee roles further still,

many states allow public health authorities to quaran-
tine people during a health crisis. Some states have
even set up new quarantine laws to respond to swine
flu.

OSHA may step in as well
Tied closely to that is the Occupational Safety and

Health Administration.
OSHA requires employers to keep “a reasonably

safe workplace,” which means that when there’s a
known risk, they have to take reasonable steps to keep
their employees safe from it.
Right now, one of those measures is keeping flu

victims from coming to work. In a pandemic – and the
World Health Organization has declared H1N1 a pan-
demic – employers can be found guilty of OSHA vio-
lations if they let people come in sick and spread the
virus around to everybody else.
Thus, allowing extra sick days for flu may actually

come under the auspices of OSHA, Anderson says.
Fortifying that, the CDC has outlined steps employ-

ers need to take to reduce transmission. Mostly, that
means telling people to go home if they have the flu
and stay there at least 24 hours after the fever is gone
without the use of a fever-reducing medicine.
The CDC notes, however, that there’s no reason to

stay home just because somebody there has the flu.
Employees who are well but have ill family members
can come to work as usual.
Beyond allowing absences, the CDC recommends

cleaning the office’s common surfaces with a house-
hold disinfectant. Those are surfaces such as tele-
phones, computer equipment, and the counters in the
kitchen and lavatories. Along with that, tell staff not
to use anybody else’s phone, desk, or equipment with-
out cleaning it first with disinfectant.

what to put in the pandemic plan
As to what to include in the pandemic plan, Ander-

son’s recommendation is to outline the CDC’s preven-
tion recommendations on when to come to work and
when to stay home, list the H1N1 symptoms, and
explain what people need to do to prevent the spread
of the disease. (See below for a government website
that contains all that information.)
Say that flu victims must follow the CDC’s guide-

lines, and include a statement that the office reserves
the right to require employees to stay home until it
determines it is safe for them to return to work.
Tell what sick leave is currently allowed. And if the

office wants to do so, grant extra paid sick days for
flu – but require a doctor’s certificate verifying an
H1N1 diagnosis for anybody who takes advantage of
the extra time.
The plan should also encourage people to get vacci-

nations for both seasonal and swine flu, Anderson
says. The office can provide the vaccinations, though
it cannot, of course, require anybody to be vaccinated.
The government recommends further that the office

appoint a “go-to” flu person.
That person will keep the office updated on flu

information issued by the CDC and the state health
department.
The job will also include seeing that the govern-

ment’s recommended prevention measures are carried
out. And the go-to person will be the one people con-
tact when they have the flu and who determines when
extra sick days are appropriate.

(The federal government has set up a website for flu
information at www.flu.gov. It covers all flu topics
and also has a self evaluation of symptoms that goes
through a series of questions to determine if someone
has the swine flu or some other type of virus or infec-
tion.) �

Three ways to fire,
each one with caveats
and safety nets to follow
Firing takes knowledge of the law. It takes a sense

of fairness. And it takes caution.
There are three types of firings, says management

consultant JOHN McNAMARA of Jackson, NJ. One
is performance-based. One is cause-related, or based
on behavioral violations. And one is the on-the-spot
termination, which is reserved for actions so egre-
gious that there’s no other option.
Each requires attention to its own details. And over-

all, there are details to follow with all firings to keep
the office safe from EEOC claims.

the good-bye for performance
The performance-based termination is the most

common.
It comes from failure to meet the office’s work

expectations. But it’s a safe separation only after the
staffer has been given an opportunity plus whatever
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training and resources are needed to improve the per-
formance.
There’s good reason to make that effort, McNamara

says.
From a financial standpoint, it costs more to recruit,

hire, and train a newcomer than it does to keep a cur-
rent staffer on board.
And from a legal standpoint, having a procedure for

improving poor performance ensures that everybody
gets treated the same and nobody has room to claim
discrimination.
As to the procedure to follow, he recommends a

performance management process that starts by
putting the staffer on a “get-well plan.”
From there, it’s the basics. Explain where the per-

formance is falling short, offer whatever training is
needed, and set a date to evaluate the progress.
If things don’t get better, get formal with a verbal

warning. And if there’s still no improvement, go to a
written warning. That gives the staffer the full picture:
• Here’s what’s expected of you.
• Here’s where you are falling short.
• Here’s what you need to do to improve.
• Here’s how we are going to help you improve.
• Here’s your get-well date for improving.
• Failure to improve within that time will result in

termination.
Be sure to use the word within, he says. Then if a

few weeks go by with no progress, there’s no obliga-
tion to hang on until the deadline. The manager can
safely tell the staffer farewell. What’s more, it keeps
people from continuing on with the same sorry perfor-
mance only to make a last-minute turnaround and say
“okay, I’ve improved. I get to keep my job.”
Don’t skip any steps. The main arguments that win

wrongful termination claims are that the employer
didn’t give satisfactory notice about the performance,
didn’t set realistic objectives, and didn’t provide ade-
quate training. Unless the office can show it did all
those things, “its odds of winning are slim to none.”

the good-bye for cause
A cause-related termination is not for unacceptable

performance but for unacceptable behaviors.
On the less serious side, those are repeated policy

violations such as tardiness, poor attendance, or miss-
ing work without permission. More serious are things
such as insubordination, drug or alcohol use at work,
conviction of a crime, and using the office’s property
or Internet access to run a business.
Progressive discipline for cause-related factors can

include the get-well session, verbal warning, written
warning, suspension, and termination. But “what peo-
ple get fuzzy about” is that when the frequency or
severity of the action is extreme, it’s not necessary to

follow all those steps. The office can start with a writ-
ten warning and go directly to suspension or termina-
tion.
And if it’s extremely severe, the office can fire on

the spot.

the on-the-spotter
The third type of firing – the on-the-spot termina-

tion – doesn’t require any preface.
It comes from the inexcusable – things such as

theft, substance abuse, violence, harassment, posses-
sion of weapons, gross insubordination, or anything
that is “in conflict with the office’s interest.” The lat-
ter includes things such as the failure to respond
appropriately to a call that results in harm to a patient
or the loss of a patiient.
In fact, McNamara says, when it’s severe enough,

just about any cause-related issue can justify an on-
the-spot termination.
On the other hand, a performance-related issue, no

matter how severe, doesn’t support an immediate
good-bye. Anybody deserves a chance to improve
and avoid getting fired.

what about at-will employment?
Doesn’t an at-will employment policy give the

manager the right to terminate anybody on the spot
and for no reason?
Yes. When there’s an at-will policy, both employer

and employee are free to end the relationship at any
time without notice and without reason.
But don’t rely too heavily on that, he says. To stay

on the safe side, terminate only with a reason and
explain that reason to the employee. To do otherwise
is an invitation to a challenge. And if that staffer is in
a protected category such as race or age, that’s where
the challenge will come from.

make it short; make it respectful
Regardless of the type of termination, keep the con-

versation short, McNamara says. And bring in at least
one witness, “because nobody knows what allegations
that person might make later.”
Give the reason for the termination and its effective

date and make sure the staffer understands both. If
there was a noncompete agreement or a patient confi-
dentiality agreement, point out that the individual is
required to honor it. Then outline whatever benefits
apply such as COBRA or unused vacation pay.
It’s also possible to get a signed release from liabil-

ity, usually in exchange for extra compensation, he
says. But be aware that terminated employees have 30
days to decide whether to sign the release and another
seven days to rescind it after they do sign. And people
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age 40 and over can take up to 45 days to sign.
On the nonlegal side, respect the fact that the fired

employee may have questions. Respect too the
employee’s dignity. Keep the termination private and
give the staffer the option of cleaning out the desk
immediately or coming back after hours when no one
is around.
If the termination is done “in a respectful way”

where there is an open dialogue and a true effort to let
the staffer save face, there’s less chance that staffer
will walk away angry.
Even so, don’t get carried away with altruism. If

there’s concern the staffer could become violent or
cause damage, call law enforcement beforehand and
have someone on site and ready to escort that person
out of the building.

document the whole show
Documentation of every detail is essential to safe

firing, McNamara says.
Document when the get-well session takes place

and what training is provided, perhaps “on (date) I
conducted training with Staffer A in the following
areas . . . .” But don’t end there. Add “I then gave
Staffer A the opportunity to demonstrate to me that
she understood the techniques.”
Document how the meeting ended: “Staffer A strug-

gled but didn’t understand. I will therefore follow up
in a week to assess the progress and give additional
training.”
Document what’s said in the verbal warning, and

when the written warning is given, have the staffer
sign it. If the staffer refuses to sign, make a note of
that.
With everything written out, the office has full

proof that the firing was conducted appropriately.

and be brutally fair
The final safety factor is fairness.
Most often that’s violated when an employer gives

special treatment to a staffer who has skills nobody
else in the office has or who has charge of tasks
nobody else knows how to do.
Don’t bend the policies out of fear of losing some-

body’s special skills, McNamara says. Nobody is
indispensable. “What’s the office going to do if that
person gets hit by a bus?”
And the legal danger is significant. To make

allowances for one person but not another opens the
door to a discrimination claim, “and it’s not going to
buy the office any grace in court.”
Similarly, if the office disciplines one staffer for

something, it has to treat everybody else the same
way. Otherwise, the manager can expect staff to
respond to discipline with remarks such as “Why are

you firing me? You let Staffer B get away with that all
the time.”
If that does happen, he says, don’t get into a con-

versation. Just say “this is about you, not about Staffer
B, and you do not have any knowledge of how I’m
addressing B’s issues nor should you.” But at the
same time, be prepared to show later – to the EEOC –
why B’s transgressions didn’t warrant the same treat-
ment.
There’s one more reason not to tolerate bad behav-

ior. When the office finally fires that person, the
response is going to be “you allowed me to do things
this way for the last five years.” And now the office is
in line for a wrongful termination claim. �

Manager or physician,
a lady’s dress indicates
her professionalism
Whether office manager or physician, a profession-

al woman has to be ultra professional in her appear-
ance.
That’s because business advancement requires cred-

ibility, and in the male-dominated business environ-
ment, credibility is more difficult for a woman to win
than it is for a man.
One of the first indications of credibility – or lack

of it – is dress, says SONYA BARNES, AICI, presi-
dent of Harris & Barnes Image Consulting Interna-
tional, a Charlotte, NC, professional development
company that provides image and communication
training.
While the business world in general is becoming

steadily more casual, women need to hold back. The
term may be business casual, but the key word is
business.

too small, too big, too much
To evaluate her business appearance, a woman

needs to ask herself “am I intentionally creating a pro-
fessional image?”
The answer needs to be a definite yes.
Do a self appraisal and start with the fit.
Look in the mirror and ask “are my clothes too

tight?” If there arises a question of “does this make
my back side look too big?” or “is this too tight
around the bust?” then yes, the skirt is too small and
the blouse is too tight.
Then go in the other direction and ask “am I getting

lost in my clothes?” If it fits like a sack, it’s too big.
“Any doubt either way means don’t wear it.” Too
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tight says cheap; too big says dowdy.
From fit, look at the skin exposure. “The more lay-

ers of clothing, the higher the credibility,” Barnes
says. Conversely, as the layers get fewer, credibility
and authority go down.
The most obvious exposure issue is cleavage.

“Everything sends a message whether people realize it
or not, and cleavage does not equate to business.”
But exposure goes beyond cleavage. Professional-

ism demands that women cover most of the arm as
well as most of the foot, which means longer sleeves
and closed-toe shoes.
After fit and skin exposure, evaluate the general

appearance.
As for makeup, there should be “just enough to

enhance the natural features,” which comes down to a
neutral blush, mascara, and a lipstick that’s not “in
stark contrast” to the complexion. Bright colors dis-
tract from professionalism.
As for perfume, too much will hamper a woman’s

career. Use no more than a hint of fragrance – one
short spray or one slight dab behind the neck and
another on the wrist. “That’s it.” Besides being a dis-
traction, too much can irritate people’s allergies.
As for hair, tone it down. Use a color that isn’t

bright and a style that isn’t puffy. If it’s long, keep it
behind the ears. One of the least professional styles is
hair that’s long and curly. “It creates the illusion of
little girls,” and the woman’s credibility is scarcely
enhanced.
Look at any woman in power, she says. Her hair is

invariably plain and well groomed, and if she has
longer hair, “she pulls it back behind her ears.”

just right for the office
In the office, a lady should look professional but

also approachable, Barnes says.
A dress is appropriate. So is a skirt suit or pant suit.

And so is a skirt and blouse, though the blouse needs
to be “a finished garment” as opposed to a tank top or
t-shirt or a blouse with spaghetti straps. With a suit,
it’s okay to take the jacket off during the day, but put
it on for meetings or to greet visitors.
With a suit, the jacket should be the most expensive

item because it serves as “the coat of arms.” It’s what
makes the outfit. It can be any medium or dark color
and it can carry a design such as a pinstripe. It should
not be frilly, and for very formal business occasions it
should not be a light pastel. “That makes people think
of summer or lunch with friends,” not of the woman’s
professionalism.
She adds, however, that geographic region makes a

difference. In Northeastern cities such as New York,
professional women tend to wear only very dark col-
ors whereas in areas such as California or Florida,
lighter colors are appropriate. �

Does Medicare Advantage
have to pay PQRI bonuses?
Question: Are Medicare Advantage payers required

to pay the PQRI and e-prescribing bonuses doctors are
entitled to? One of our MA payers says it does not
have to pay those bonuses because there is nothing in
our contract that says it has to.
Submitted by GLORIA GARBER, administrator,

Omaha Vascular Specialists, Omaha, NE.
Answer: Unfortunately, the payer is right.
If a Medicare Advantage plan has a contract with

the office, the payments are whatever the contract sets
out. And that may or may not include payment for the
two bonuses, explains a spokesperson for the Centers
for Medicare and Medicaid Services.
The contract is between the plan and the office, and

Medicare doesn’t get involved.
On the other hand, an MA payer that doesn’t have a

contract with the office has to pay no less than what
Medicare pays, so in that situation, yes, the office gets
the bonuses.
There are two main types of MA arrangements.
One is the coordinated care plans. Those include

HMOs, PPOs, and point-of-service or triple option
programs.
Those always have networks and thus have con-

tracts with their network providers. The payments are
determined by the contracts and may or may not
include the bonus payments.
However, for the out-of-network providers – and

those offices don’t have contracts – the copay plus the
payment has to be at least as much as the Medicare
payment, and that includes paying the PQRI and e-
prescribing bonuses.
The other type of MA plan is the private fee-for-

service of PFFS plans. Most of those don’t have net-
works and so don’t have contracts with anybody.
They therefore have to pay as much as Medicare does,
and again, that includes the PQRI and e-prescribing
bonuses.
By 2011, however, most PFFS plans will be

required to set up provider networks, and at that point
they will be offering contracts. When that happens,
take a look at the contract to see if it says the payer
will pay the same as Medicare. If so, the office will
get the bonus payments. If not, it won’t. �

reader
question
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How to code CAD, CABG,
and angioplasty procedures

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

Coronary artery disease, or CAD, is rampant in the
U.S.
The most recent statistics show that in 2006 as

many as 16.8 million people had some form of it. Add
to that the all people who have high blood pressure,
and the number soars to 80 million.
CAD is caused by atherosclerosis, which is the nar-

rowing of the coronary arteries due to a build-up of fat
and plaque. As the build-up increases, the arteries
harden, and the outcome can be angina pectoris or
heart attack, or both.
This year 1.26 million people will have either a

new or recurrent coronary attack.
What’s the main culprit? The dreaded cigarette, of

course! Smokers are twice as likely as nonsmokers to
have heart attacks. What’s more, they are more likely
to die of heart attacks than are nonsmokers.
Another culprit is high cholesterol, specifically, a

total level greater than 200, a good cholesterol level
under 40, or a bad cholesterol level over 160.
Other culprits are high blood pressure, a sedentary

lifestyle, a fatty diet, obesity, diabetes, and a high
level of stress or anger.

a lot of different symptoms
As for CAD’s symptoms, the most severe is

myocardial infarction, or heart attack.
Less severe is angina, or chest pain, which often

gets mistaken for heartburn or indigestion. Along with
the chest pain, there can be pain in the jaw, neck,
throat, arms, or back.
There can be shortness of breath. Or there can be

heart palpitations.
Diagnosing CAD is usually done via angiogram,

catheterization, stress test, or echocardiogram.

two treatment procedures
If the CAD is bad enough to be treated, there are

two main procedures.
One is a coronary artery bypass graft, or CABG.

The other is angioplasty, or percutaneous coronary

intervention, where a catheter is inserted into the
blocked artery and widens it.

BYPASS GRAFT
With a bypass graft, a blood vessel is redirected to

bypass the blockage. The end is grafted to the artery,
and the blood flow to the heart is restored.
The vessel used depends on location and size of the

blockage.
Sometimes it’s taken from another area of the body.

Often that’s the saphenous vein from the leg. It’s also
possible to use other leg veins such as the femoro-
popliteal vein. And a newer approach is to use either
the radial or ulnar artery from the arm.
Most often, however, the internal mammary or tho-

racic arteries in the chest are used. These don’t have
to be removed but can be kept intact and just moved
over to the graft site.

ANGIOPLASTY
CABG is the gold standard for treating CAD, but

angioplasty, which is nonsurgical, is often used
instead.
Angioplasty is done via cardiac catheterization

where a catheter opens the blocked artery. In most
cases, the catheter has a small balloon at the tip. The
balloon is inflated and stretches the artery open.
Once the blocked area is open, a stent may or may

not placed at the site to act as a scaffold and keep the
artery open. The stent may also be drug-eluting, which
means it is coated with a drug to help the vessel stay
open and thereby reduce the risk of restenosis, or
reblockage.
The angioplasty can also include an atherectomy,

where the catheter shaves off or lasers the plaque and
removes it.

the CPT codes for bypass grafts
The codes for the bypass grafts are found in the

surgery section of CPT, and they are based on which
vessels are used.
First are codes 33510-33516. Those apply only to

veins – no arteries are involved here – and they show
the number of grafts involved, from one to six or
more.
If the saphenous vein is used, the code includes the

harvesting. That’s because the saphenous vein is
located close to the skin surface and is not difficult to
reach. However, if an upper extremity vein is used,
the harvesting is difficult enough to warrant an addi-
tional code, and that is code 35500 (harvest of upper
extremity vein).
The same applies to the femoropopliteal vein. The

harvesting warrants a separate code (35572).
Next are codes 33517-33530 for grafts that involve

both veins and arteries. All of those code have a + in

ICD-9-CM and CPT
coding update
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front of them, which shows they are add-on codes and
thus need another code to lean on. The lean-on codes
that apply come from the next section, which covers
arterial grafting. They are 33533-33536, and the
guides to the section tell when to use an additional
code for harvesting the vein.

the CPT codes for angioplasty

The angioplasty codes are found not in the surgery
section but in the medicine section.
They start with 92982 for balloon angioplasty, sin-

gle vessel. For each additional vessel, use code 92984.
So if the procedure involves, say, three vessels, the
codes would be 92982, 92984, and 92984 again.
When a stent is placed in the artery, the code is

92980 for a single vessel and 92981 for each addition-
al vessel. There, the angioplasty is considered part of
the stenting and doesn’t get coded separately. How-
ever, if thrombectomy or brachytherapy or intravascu-
lar ultrasound are performed, those do get coded
(92973, 92974, and 92978-92979). Those are add-on
codes.
For atherectomy, the codes are 92995 for the single

vessel and 92996 for each additional vessel.

the ICD-9-CM codes for CAD

The ICD-9-CM codes for atherosclerosis are found
in the circulatory system chapter at 414.0x.
The fifth digit tells where the atherosclerosis is

located.
Code 414.00 is unspecified. Use it when the docu-

mentation does not show whether the vessel is native
(an artery that hasn’t been used for grafting) or one
that has been grafted.
Code 414.01 says the plaque build-up is in a native

coronary artery. Generally, if the patient has no histo-
ry of grafting, use this code.
After bypass surgery, it’s possible for atherosclero-

sis to reform in the graft itself. That often happens, for
example, when a patient continues to smoke. If the
atherosclerosis appears at a graft site, there are three
possible codes.
Code 414.05 shows unspecified types of grafts. Use

this code when the record says the occlusion is at the
site of a graft but doesn’t identify the type of graft.
Codes 414.02, 414.03, and 404.04 get more specific

and show the type of the graft.
Code 414.02 shows that an autologous vein was

used in the graft, perhaps the saphenous vein. Code
414.03 shows the graft was done with a nonautolo-
gous vein, or one taken from another person. And
code 414.04 shows that an artery such as the internal
mammary artery was used.
The two codes following that are relatively new,

and they cover CAD that occurs in a transplanted
heart.
Code 414.06 says the occlusion is located in a

native artery of the transplanted heart, and 414.07
says it’s located in a vein or artery in the transplanted
heart that has already been grafted.

Therese M. Jorwic, MPH, RHIA, CCS, CCS-P, is
assistant professor of health information management
at the University of Illinois at Chicago and senior
consultant for MC Strategies in Atlanta. �

A half dozen good ways
to get the best revenue
from the billing procedures
Sometimes it’s the simplest measures that bring in

the best results.
Such can be the case with billing procedures. A

Michigan office has found that the best revenues come
from some very easy checks.
To a great extent, they are a matter of making full

use of the office’s system and keeping staff educated
on the payers’ requirements, says CAROLWALLER,
controller of operations for Silver Pine Family Physi-
cians, a 10-physicians, 60-staff practice in Sterling
Heights, MI.
Here are six that Waller’s office follows.

1. tracking the encounter forms
One is a simple matter of using the system to moni-

tor the patient visits and thereby ensure that every
visit either gets billed or carries an explanation of why
it wasn’t billed.
When a patient makes an appointment, the office

sets up the encounter form, and if that form isn’t com-
pleted by the end of its appointment day, the system
flags it.
When a patient is not seen, staff use internal codes

to explain why – perhaps that the schedule was
backed up and the patient lopted to reschedule.
“The system follows that patient through,” Waller

says. Every appointment gets accounted for, so no
visit can be left unbilled.

2. naming billing specialists
The office has improved its billing accuracy by

naming a specialist to each area.
Waller divided the work into categories and

assigned individual staffers to be the experts in those
areas. For example, there are two staffer specialists in



patient collections, and they are the ones who make
the calls and who know when to send accounts to an
agency. Similarly, there’s a specialist in Worker’s
Compensation who knows exactly what needs to be
done to get those claims paid “the first time around.”
“The best thing about having the specialists,”

Waller says, is that the office doesn’t miss any of the
details on the different types of claims. “And that
right there lets any office be successful.”

3. a clean-claim campaign
There is a “clean claim campaign,” which is an

ongoing program to eliminate the small mistakes that
get made all down the line and delay payment.
Throughout the month, the billing staff note the rea-

sons claims are being held up and write them on a
board. Then at the end of the month, all the staff
review them and figure out solutions.
There might be errors in the data the front desk is

entering. Or maybe there’s something new such as a
payer merger that’s causing a lot of patients to come
in with old insurance cards.
Whatever it is, staff “talk as a team” and come up

with a solution that suits all the departments. Says
Waller, “it’s a far better way to identify problems than
just pointing fingers.”

4. school on Monday morning
And then there’s a weekly study hall.
The first hour of every Monday is “news and infor-

mation time” when staff do nothing but read the
claims information the payers have posted online dur-
ing the week.
In the past, Waller says, that information came

through the mail, and staff passed it around and
signed off on it. With routing, it was not uncommon
for a busy staffer to initial an item without reading it,
but the study hour “forces staff to read everything.”
At their weekly meetings, they decide what parts of

the information need to be passed on to the doctors,
and at the end of the month, they put those elements
in powerpoint format and present them to Waller and
the physicians.
The presentations take on different formats. A

recent one, for example, was a “you-be-the-coder”
quiz where staff gave the doctors difficult coding situ-
ations such as what to do when a patient comes for
treatment of a sinus infection and then asks to have a
mole removed at the same time.
With everybody involved, she says, all that infor-

mation gets shared. “Nobody hoards it.”

5. spreading the education
Staff also share their professional education with

one another.
It’s not possible to send everybody to every semi-

nar, Waller says, so whoever goes to a workshop or
class types up a summary of what was covered and
explains it to everybody else.
And the staffer gets a $25 gift card as a reward.

6. Silver Pine University
Finally, during the fall, the office holds what it

terms “Silver Pine University.”
There are classes two days a month – one on

Monday and one on Saturday – where the department
managers explain how best to use all the office’s sys-
tems such as the practice management system and the
electronic medical record system.
“People do things differently,” Waller says, and

often they don’t realize that “a double click here or
there” is all that’s needed to get something done more
efficiently or more accurately. The classes ensure that
everybody does things the same best way.
Attendance is voluntary, but to encourage it, the

office gives out raffle tickets at each class for a
Christmas drawing that carries a $250 prize. �
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