
There’s good marketing – and just about all of it
free – sitting on the Internet.
With a website and e-mail and, yes, even with the

social media of Facebook and YouTube, the office can
reach hundreds of new patients.
And what ensues from there is viral marketing, says

TAMMY FINCH of Web Tech Services Inc., a web
development company in East Peoria, IL. An expec-
tant mother finds good information about childbirth
and tells her friends about it, and before long the
office’s website “gets passed around like a virus.”
What makes it all work? The key is to take advan-

tage of the new Internet options available. Granted,
few medical practices have thought about trying many
of them. But they can put the office ahead of the com-
petition.

videos – from clinical to staff

Website video is perhaps the most effective new
option, Finch says, yet sadly, the medical profession
has not recognized its value. Other professions are

using it, however. They are posting instructional and
informational programs and getting good business
from them. Doctors’ offices can do the same.
Video marketing is not difficult.
At its simplest, all that’s needed is a doctor or a

nurse “sitting at a desk with a webcam.” Or expand
from there and hire a video professional to come in
and do the filming. Or go beyond even that and pro-
duce “a mini commercial.”
The topic can be anything helpful to patients and

potential patients, perhaps how a procedure is done,
its preparation and aftercare, and who is eligible for it.
Then end with “if you have questions, call our office
and we will help you.”
“Seeing it is easier than reading it,” she says.

People don’t want to take the time to read something
(please turn to page 3)
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Dear Readers:

MOM’s annual survey
. . . is enclosed with this issue. Please fill it

out to let us know what’s happening in your
office and how MOM can better serve you.
Your comments help us determine what infor-

mation to research for you.
On the back of the survey, we ask what

you’re doing in your office to make life easier
for you, your staff, or your doctors, and we use
many of your answers for our “This Month’s
Idea” column.
I read every survey personally, and I am look-

ing forward to hearing from you. If you have
questions, you can call me at 404/367-1991.

Susan Crawford, Editor



this month’s
idea

Part-time clerical jobs have hours
to suit a working mother’s schedule
In Elizabeth, NJ, manager CAROLWOLF of Neurological

Associates relies on two part-timers to keep the office always cur-
rent on “the busy work.” And the two part-timers rely on the office
for job flexibility, because they are mothers who want to work but
also want time to be home with their children.
When Wolf came to the practice 30 years ago, she herself had

young children at home. “I know how hard it is,” she says. So she
set the hours of the two positions to suit a working mother.
The part-timers commit to 25 hours a week but can work up to

30. They earn vacation pay and can also get insurance.
They work five or six hours a day, but the schedule is not rigid.

If one of them needs to leave early one day, for example, she can
make up the hours later.
That flexibility is possible because the work they do is not essen-

tial to daily operations but is mostly filing, chart assembly, attaching
lab reports to charts, and pulling files. They are also available for
other jobs such as making copies for record requests and stuffing
envelopes for billing.
The office could have one full-time staffer doing that, Wolf says,

but having two people is better “because they can cover for each
other.” It almost never happens that both are out at the same time.
The staffers can work more than 30 hours when the workload

allows it. When one staffer recently asked for additional hours, Wolf
was able to change her job description temporarily to allow her to
fill in for someone who is out on disability.
Because of the flexibility, the positions are attractive, especially

to mothers who can’t work eight hours a day, she says, and they
invariably get filled by relatives or neighbors of staff. The office has
never advertised the job – somebody has always been there ready to
take it on.
And a side benefit is that “it has developed a lot of loyalty”

among staff. If a new mother wants to take several months off but
still come back to work, “there’s a good possibility” that one of the
part-time positions will be open at that time.
Wolf cites one staffer who did just that – 22 years ago. She came

back to work after six weeks’ maternity leave “and cried all day,” so
she took a year’s leave of absence. She came back after the year was
up, has been with the office ever since, and now is going to take
over as manager when Wolf retires from the position next year.

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)
and don’t always understand it when they do. But a
visual gets the point across.
What’s more, people are looking for medical advice

on the Internet, “and they want to see who’s supplying
it.” If they see a doctor talking about some topic, they
believe what that doctor says.
Video the next seminar the doctor gives and put that

on the site. With it include a notice of “this is Dr. A at
a seminar held on (date). It will run for X minutes.”
That way, people know how long a time to expect.
If the program is long – maybe 40 minutes – break

it into two 20-minute segments so visitors can see one
and come back later to the other.
Or hold a webinar that people can sign up for.
Go past the clinical topics and make another video

about the office itself with the manager as spokesper-
son. Open with “I want to tell you about our practice.”
Then explain office policies or walk around and give a
short tour of the office. Introduce staff along the way.
New patients are often nervous or even scared about
seeing a doctor for the first time, and seeing what to
expect is reassuring.
And for prospective patients, a video is a convinc-

ing invitation. “People want to see what kind of office
they are going to and the people they’re going to meet
there.
Another video possibility is to use prepared pro-

grams that vendors have developed about medical
products. Many companies allow customers to post
them on their websites, and there is no charge for
doing so.
Go full steam with that approach and post a full

page of short videos all from different vendors.
Videos are effective marketing, she says, because

people don’t see them as an effort to make a sale but
as an effort to be helpful.

YouTube – a route back to the site

There’s no reason not to take advantage of YouTube
as well and post the videos there.
Don’t eschew YouTube as fruitless marketing,

Finch says. It can lead a lot of people back to the
office’s website. Just include the office’s name, loca-
tion, and contact information plus a link to the site.
“Statistics show that more than 70% of people on

the Internet look at videos.” And YouTube has become
popular to the extent that it’s no longer seen as just a
play spot. Posting a video there will not cheapen the
office’s image. If a video is professional, it’s seen as
such.

more patients from social media

And there are the social media outlets. They’re
usable and they’re effective, Finch says. But how in

the world do they fit in with medical marketing?
Admittedly, few if any physicians currently use

social networks for marketing, she notes. And admit-
tedly, some networks such as MySpace are not appro-
priate for business marketing.
But don’t dismiss the idea of using a network such

as Facebook. “It’s another practical way to reach peo-
ple and drive traffic back to the website.” Post what-
ever appears in the patient information section of the
site and then put in a link to the site itself.
Internet use has broadened to the point that a

Facebook presence is taken seriously. And it’s a well
traveled route. It currently has 350 million users, and,
according to the company, 50% of those users log on
every day, so the traffic is tremendous.
YouTube too has become an accepted social media.

While it started out as a search engine for videos, peo-
ple are now using it for social contacts as well as to
draw visitors to their websites.
Until recently, social media has not been suitable

for businesses, she says. But today it’s getting busi-
nesses built quickly. It’s a fast way to get a name
before the public.

e-mail marketing

There’s more marketing value in e-mail.
One of its most effective uses is to e-mail a month-

ly newsletter to patients. A newsletter is good market-
ing, Finch says. Not only do people read it, “but they
think the office is giving them information” as
opposed to trying to make a sale.
Use e-mail too for short surveys. Ask patients if

they would be interested in a workshop on some par-
ticular topic. Or ask about whatever changes the office
may be contemplating. If it’s considering moving to a
new location, for example, ask if patients would use
that location or if they would prefer having two loca-
tions.
For her own business, Finch did an e-mail survey to

find out if her clients wanted electronic billing. Most
said yes, so now she saves money by not having to
mail the bills.
Besides the information it provides, a survey gives

the office interaction with its patients. And interaction
keeps people aware of the practice and gives them a
sense of being connected with it.

a few basic rules

Finch adds that there are a few rules for making
Internet marketing work. And unfortunately, they are
the very things that often get pushed to the wayside.
• Set a plan. And stick to it.
Decide which media the office will use, and decide

what information to place on each.
Then appoint people to post information on each
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outlet. That way, someone is held accountable for
posting information on the social media and writing
the newsletter, and so on, and the job doesn’t get
neglected.
Then set a time for when things will get posted.

With the social media, she says, once a week is the
minimum. With a newsletter, however, once a month
is the maximum because people tend to delete infor-
mation that comes to them as often as weekly.
Without a plan and a strict schedule, the office will

wind up “throwing things out there” with no organiza-
tion. The site produces nothing, and soon the office
abandons it.
• Decide who is going to do the work.
The office can do the design and posting itself or it

can hire it out to a website design or Internet market-
ing company.
If it opts for the latter, besides designing and devel-

oping the site, the individual should find out what
type of information the office wants to post and then
continuously locate news and professional articles to
post.
• Include patient interaction.
There needs to be something that allows visitors to

interact with the office, perhaps sign up for a newslet-
ter or fill out a survey.
There needs to be a video they can watch.
There needs to be readable information about some

of the procedures the office provides.
• Use the right key words.
Give the office’s location – the city and county

where it’s located – in the key words. People look for
doctors in their area, and that’s how they search.
• Make the site personable.
Patients want to know what the office looks like

and who works there. A site that shows little more
than the location and “here’s where to call for an
appointment” doesn’t give them what they are looking
for.
“People want to see and know what to expect.”
In addition to the pictures and bios of the physi-

cians, put in pictures of the manager and the staff
along with a little bit of information about each such
as where they went to school or what their interests
are.
A patient who sees “here’s our billing person” and

“here’s our nurse” feels at home there before ever
making an appointment.
She adds that when a new staffer comes in, it’s just

a matter of minutes to change the information.
• Make the site interactive.
Give visitors something to do. Include the forms

patients have to fill out to complete before coming in.
Include a place to sign up for the office’s e-mail
newsletter. And put in an e-mail address for nonclini-
cal questions. �

Enter GINA – a new law
that puts protection
on genetic information
There’s yet another new law to come into the

realms of the Equal Employment Opportunity Com-
mission.
It’s called the Genetic Information Nondiscrimina-

tion Act, or GINA, and it prohibits employers and
health insurance companies from discriminating
against people with genetic conditions.

GINA and hiring and firing

As for employers, GINA only covers offices with
15 or more employees. Be careful with the counting,
though. Depending on the practice’s legal organiza-
tion, the doctors may be employees.
Under GINA, offices can’t take genetic information

into consideration when making decisions about hir-
ing, firing, layoffs, or promotions. And the reason,
says the EEOC, is that “genetic information doesn’t
tell the employer anything about someone’s current
ability to work.”
Along with that, GINA prohibits harassment

because of somebody’s genetic information.
Violations are subject to the same penalties that

apply to general job discrimination. The employee can
be reinstated in the job and can get whatever promo-
tions or back pay apply. There are also money dam-
ages.
Many states already have similar laws, and some go

farther than GINA does. When that’s the case, the
office has to follow state law. Otherwise, it’s GINA
that prevails.

GINA and coverage and premiums

As for insurance companies, the new law applies to
health insurance only. It does not apply to life, dis-
ability, or long-term care insurance.
Payers cannot deny health care coverage to a

healthy person or charge that person higher premiums
because of genetic information.
They can, however, get and use genetic test results

in making payment determinations.
And obviously, GINA does not apply at all when

someone already has manifestation of a genetic dis-
ease or disorder.

what is genetic information?

Genetic information is information that comes from
tests, whether the tests are done for the individual or
for a family member. It includes family history as well
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as tests on an unborn child of the individual or family
member.
And the term family reaches a long way out – to

fourth-degree relations.

a few small exceptions

For the most part, GINA does not let an employer
get genetic information at all. However, the EEOC
does allow six exceptions, albeit narrow ones.
• Inadvertent acquisition. This is “the water cooler

exception.” Mostly it occurs when a manager over-
hears someone talking about a family situation.
• Wellness programs. It’s okay to request genetic

information needed for health services the office pro-
vides such as a wellness program. But the employee
has to give it voluntarily.
• FMLA leave.When an employee wants time off to

care for a family member who has a genetic condition,
the office can require the genetic information before it
gives FMLA certification.
• Public documents. There’s no violation if the

employer runs across genetic information in, say, a
newspaper, but it can’t do a search of public docu-
ments to find genetic information.
• Toxic substance monitoring. An employer can get

the information when it’s needed to monitor the
effects of toxic substances in the workplace. But that
applies only if the monitoring is required by law or if
the program is voluntary.
• DNA testing. An employer that does DNA testing

for law enforcement can get genetic information but
can only use it to detect sample contamination.

confidentiality steps in too

GINA also requires confidentiality.
The office can’t disclose any genetic information it

has, whether it’s about employees or job applicants.
The information has to be kept in a separate med-

ical file, though it can be kept in the same file with
information about an employee’s disability.

another poster to put up

GINA adds one more poster to put up, but only if
the office has 15 or more employees. It is a supple-
ment to the “EEO Is the Law” poster, and it can be
downloaded at http://www.eeoc.gov/employers/upload
/eeoc_gina_supplement.pdf or at http://www1.eeoc
.gov/employers/poster.cfm.
(To identify all the posters that apply to the office,

go to the Department of Labor site at http://www.dol
.gov/elaws/posters.htm. The site asks questions about
the office’s size and employees and then directs the
user to the posters that are necessary.) �

What can employees see
in their personnel files?
Office manager MARY THULANDER of Lund-

holm Surgical Group in Rockford, IL, has asked what
information in the personnel file an employee is enti-
tled to see. She also poses the question of whether an
employee who has been fired is entitled to see the dis-
ciplinary documentation in the file.
The answer is surprising.
State laws vary, but under federal law, an employer

“is not legally compelled to give a staffer anything,”
says management consultant STEVE COHEN,
Ed.D., CMC. Cohen is president of Labor
Management Advisory Group in Kansas City, MO,
and also a member of MOM’s editorial advisory
board.
His advice is “don’t make it easy” for an employee

who has been terminated and don’t give too quick an
answer, because the matter may cool down. Tell the
staffer to put the request in writing and say that the
office will consider it. Then wait and see if the
employee follows up on the request. If so, then say the
office has decided not to release the record.
If the matter goes to court or to the EEOC, the

office will likely have to open its file. But absent that,
it does not have to disclose what’s in that record.
Cohen adds, however, that even if state law does

require the office to show the staffer the file, if the
manager has done everything right – which means two
verbal warnings and one written warning plus good
documentation – there’s nothing to worry about.
If the staffer files an EEOC complaint, the EEOC

will see the complete documentation and tell the
employee “you don’t have a case.”

a way to avoid it from the start

But managers beware. It’s possible to undermine
the office’s right to keep its records closed. It depends

people management

Over and over, managers tell MOM that
while their own work is difficult, the real
crux of the job is managing the staff.
Here are the solutions to three manage-

ment questions that arise often. The issues
are totally unrelated, but any of them can
cast a shadow over a manager’s day.
They are what to let staff see in their per-

sonnel files, how to give more effective job
reviews, and how to deal with nightmare
personalities.
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on the format of the written warning.
If the warning is in the form of a letter or memo to

the staffer – and often it is – “the staffer has a legal
and logical right to it.” After all, it’s a letter directed
to that person.
That’s easily avoided. Instead of a “Dear Staffer”

letter, simply write a memo to the personnel file. Give
it a title such as “Staffer A’s written warning for per-
formance,” and write it all in third person – what hap-
pened, the dates, what the staffer has been told to do
to improve, and so on.
“Most people don’t think of that,” he says. But it’s

an easy solution. The office has full documentation,
but because it’s written to the file, the memo is the
exclusive property of the practice, “and no one except
a court” can require the office to produce it.
To strengthen the office’s privacy even further, set a

policy that the personnel file is not the property of the
employee but is instead the office’s property. It might
say, for example, “All confidential records, including
employee-related records, are the property of the
office and will not be shared with anyone unless there
is a legal compulsory reason to do so.
Then the only way anybody can access the record is

via subpoena or other legal requirement.

what the write-up should look like

There are also related issues with personnel files
that managers need to be aware of, Cohen says.
One is what the warning memo should look like.
His advice is to limit it to one page “and keep it

simple.” All that’s needed is four paragraphs.
The first paragraph tells what the staffer did wrong

– perhaps she lied or used foul language or has repeat-
edly come late to work.
The second gives the office’s expectations and poli-

cies – that it does not tolerate lying or foul language
or that it requires that every employee be at work by a
certain time.
The third outlines the plan for corrective action. It

needs to carry a time frame, perhaps that the behavior
has to be corrected immediately or within a certain
number of days. It also has to give the consequences:
“If Staffer A cannot meet this corrective action, fur-
ther disciplinary action up to and including termina-
tion may result.”
Be sure to use the word termination, he says.

Otherwise, a fired staffer can claim “I didn’t know I
could lose my job over this.”
The last paragraph is encouragement, and it’s

optional. If there’s good reason to believe the staffer
will succeed in making a turnaround, say so. If not,
just don’t say anything.
The office needs all the information in writing, he

says. It’s the proof that the staffer was given a fair
warning and was aware of the consequences. Without

all that, “the EEOC is going to say the manager got
mad and kicked the staffer out.”

presenting it to the staffer

Another issue is how to present to warning memo to
the staffer.
Read it out loud, ask the staffer if she understands

it, discuss it, and then ask her to acknowledge the con-
versation by signing the warning.
If the staffer hesitates, explain that signing does not

signal agreement: “I’m not asking you to agree with
it, just to acknowledge that you have seen it and that
we had this conversation.”
What if the staffer still refuses to sign? Bring in

another person to act as a witness, ask the staffer
again to sign, and then ask the witness to sign a state-
ment acknowledging that the staffer saw the memo
and said she would not sign it.
Does the staffer get a copy? “If she’s smart, she’ll

ask for one,” Cohen says.
The office has no obligation to give it to her – even

if she has signed the document – but there’s no reason
not to do so. If the discipline process has been con-
ducted correctly, there’s nothing in the memo that can
be used against the office. To the contrary, it’s the
office’s defense against a wrongful termination claim.

the staffer’s rebuttal

Another issue: what if the staffer disagrees with
what the memo says and wants to write a rebuttal for
the file. Is the office required to allow that?
Yes. But again, there’s no reason not to. Whether

the letter is in the file or not, if the staffer goes to the
EEOC, count on it that a copy of the rebuttal will be
going along with her.

beware after-the-fact actions

And one more: can the manager add things to the
file or take things out of it once a staffer has asked for
a copy of it?
Be careful at that point, Cohen says. Once a request

is made, the fact that a claim is brewing “is a natural
conclusion. Now there is the presumption that there is
a case,” and to destroy or alter an item is to tamper
with the evidence.
There’s nothing wrong with adding a memo about a

verbal warning that has not been documented, perhaps
“I spoke with Staffer A during the first week of July
and told her A, B, and C.” Under the law, a verbal
warning “is not considered discipline,” so there’s no
requirement to document it and no problem with doc-
umenting it after the fact.
But it’s too late to write a warning memo and put it
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in the file. The written warning is the evidence in the
case, and it can’t be fabricated.
And it goes without saying that the office should

never to try to change a document. If the other side
has a copy and what the office provides is different,
“the office’s credibility is just shot.” It has tampered
with the facts, and it loses. Whenever two documents
are different, “somebody is going down.
About the only thing the manager can do if the

written warning isn’t in the file is get a witness, per-
haps a doctor, to document having seen the manager
give the warning or having planned the warning with
the manager or whatever. But that’s not much defense,
“because it looks like the office is padding the file.”
A final issue: suppose a new manager comes in,

goes through an employee file, and finds something
potentially damaging – perhaps a reference to age or
race that could support a discrimination claim.
Can the manager destroy that item?
Yes. That’s not the same as destroying an item that

is currently subject to be subpoenaed, Cohen says.
There’s no obligation to keep it.

Make performance reviews
cure-alls and motivators
Managers don’t necessarily like them. Neither do

staff. But performance reviews are the key not just to
improve performance but to motivating the entire
office, says JOAN LLOYD, a Milwaukee manage-
ment and leadership development consultant.
Here are five rules for making a review pleasant,

fair, and successful

cover all the months equally

Rule #1: Cover the entire review period, not just the
most recent weeks.
The best way to do that, Lloyd says, is to keep an

ongoing log of each staffer’s ups and downs. Put in
anything that could affect a review such as compli-
ments or complaints from the doctors and patients,
examples of specific contributions or specific short-
comings, and personal observations.
Then before the review, ask the staffer to do a self-

assessment. Employees invariably cite good perfor-
mance the manager has forgotten about.
Also, she says, don’t spend the entire review time

talking about “one or two snafus,” which unfortunate-
ly, “are the things that usually stick in the manager’s
mind.” When they are discussed to the point that they
overshadow the good elements of performance, the

staffer leaves thinking “I worked hard all year and all
I get is a rehash of those two things.”

leave out the personal terms

Rule #2: Don’t use demeaning personal labels such
as lazy, rude, inconsiderate, or slow. Limit the com-
ments to the performance and what affect it has had,
and let the facts speak for themselves.
It’s personal to say “It was inconsiderate of you not

to include So-and-So in that meeting.” It’s factual to
say “When you didn’t include So-and-So in the meet-
ing, it kept her out of the decision making process.
Then you came to her for help at the last minute, and
it was too late for her to do anything.”

say and write the same thing

Rule #3: Match what’s said to what’s written.
It’s easy to be “conflict adverse” and put the criti-

cism in writing while keeping the conversation “nice
and happy.” But it’s spineless, and staff know it.
The opposite is also true. Don’t talk about a serious

performance problem and not mention it in the written
review. Besides being misleading, if the office later
fires that staffer and gets sued for wrongful termina-
tion, the staffer wins.

more than 15 minutes, please

Rule #4: Spend enough time with the staffer to have
a worthwhile discussion.
Most managers don’t like giving reviews and so

limit them to 15 minutes. But to the staffer, it’s an
insult. It says the entire year’s work is worth no more
than a drop of the manager’s time.
A good review should last at least 45 minutes,

Lloyd says. Besides addressing the negative points,
use the time “to lavish praise on employees and let
them know how much they are appreciated.”
She recommends following this outline:
• Goals. Review the ones just completed and set

new ones.
• The job description. Evaluate the performances

in every duty and responsibility.
• Core values. Evaluate the staffer’s soft skills

such as the ability to communicate, be a team player,
and take criticism.

• Career development. Discuss the strengths and
weaknesses and what the staffer can do to enhance
and improve them.
• A summary. “I think you’ve had a good year and

have done well on A, B, and C. And I’d like you to
focus on these improvements.”
• The staffer’s comments.Wrap up by asking for

an opinion of all that’s been said. The staffer may

people management
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want to point out some positives that weren’t men-
tioned. There might even be questions on how to make
the improvements.

match the money to the merit

Rule #5: Make the money match the performance.
Don’t give across-the-board raises. “That’s not fair

to the good people, and it doesn’t tell the others to
step it up.”
Even worse, don’t try to justify an across-the-board

raise by giving everybody the same performance rat-
ing “and ranting and raving about how good every-
body is.” That rewards mediocrity, and the manager
can expect next year’s performance to dip because
there’s no incentive to do more than the minimum.
Says Lloyd, “the star performers will leave as soon

as the recession is over.”

Surviving seven types
of nightmare personalities
They may do good work, but their obnoxious per-

sonalities spawn resentment and negativity.
Don’t hesitate to strike hard at negative staffers,

says BLAINE M. LOOMER, a Florence, KY, man-
agement consultant and the author of a new book
Corporate Bullsh*t: A Survival Guide. Let them carry
on, and the office can get more unpleasant every day –
for both the manager and the other staff.
Here he lists the seven most aggravating personality

types and what to do about them.

THE TATTLETALE
This is the squealer and the gossip monger.
Tattletales get by because the people on the receiv-

ing end of the gossip usually protect their anonymity.
The biggest enemy of a tattletale is “full disclo-

sure,” Loomer says. When Staffer Tattletale comes in
with gossip about Staffer A, say “let’s bring Staffer A
in here to discuss this situation” or “let’s get everyone
together and get to the bottom of this.”
They’ll back off and they won’t come back. The

last thing they want to do is confront their victims.

THE NETWORKER
Networkers spend most of their time talking.
They tell everybody how hard they work, and when

they work they may do a good job. But the bulk of
their time is spent talking.
The solution is to be blunt: “You have your job to

do. Quit running around the office shooting the breeze
with everybody.”

THE POLITICIAN
This staffer thinks getting ahead comes not from

good work but from sucking up to the manager.
Politicians are easy to spot, Loomer says. “They’re

the ones popping in on the boss every five minutes to
declare their worth.” Anybody wants recognition, but
the constant interruptions are time wasters.
The only solution is to be direct: “You don’t need to

come in here three times a day. If you like, set a time
to give me a summary of what’s happening or send me
an e-mail.”
If that doesn’t do it, spell it out: “I’m paying you to

do a job. You don’t need my approval. If you have
problems, come talk to me. But it doesn’t do you or
me any good for you to spend your time in my office
when you should be doing your work.”

THE TASKMASTER
Taskmasters take on projects, delegate the work to

other people, and then soak up the credit.
And they aren’t subtle about it either. They’ll look

the manager straight in the eye and claim to have done
the entire project.
Suspect a taskmaster? Do a little snooping. Find out

who wrote the documents. Or look at the e-mails to
see who was doing what. Then call the taskmaster to
task with “I see So-and-So helped with this project.
Can you fill me in on what she was doing?” That says
the manager knows full well what’s going on.
And if the behavior continues, spare no words. Tell

the taskmaster “You need to do these things yourself.
If you need more resources, I’ll provide them. But
don’t have everybody else doing your work.”

THE FUNERAL DIRECTOR
The funeral director works best in crisis mode and

so waits to the last minute to get things done. Then
each task “becomes the end of the world” and doesn’t
get finished on time.
Pad the schedule. Assign early deadlines. If some-

thing has to be done by Thursday, tell the funeral
director to finish it by Monday and count on its get-
ting finished midweek.

THE ROOSTER
Roosters “sit on the fence and crow about them-

selves,” but when it comes to making decisions, they
stay on the fence. They’re afraid of making a wrong
decision and winding up in a political disaster.
But they’re quick to criticize other people’s deci-

sions and quick to point out their own lack of involve-
ment: “I didn’t make that decision. So-and-So did.”
Roosters aren’t born that way. “They’ve been

people management
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chased up the fence by wolves.” They’ve seen other
people berated for mistakes and fear the same.
No manager can cure them. But it is possible to

lessen their fear of taking chances. “Don’t be a wolf
and jump down people’s throats when they make bad
decisions.” Take the approach of “okay, we’ll fix it”
and move on.

THE FLIRT
The most dangerous of all is the office flirt.
Flirts start innocently enough with an e-mail or an

invitation to a networking site. Then come suggestions
of being interested in more.
“Don’t get involved,” Loomer says. Nothing good

can come of it. “People have lost their families and
their jobs over affairs with people they worked with.”
Don’t accept social invitations from a suspected

flirt. If there’s an office function, “mingle with the
crowd” and don’t wind up alone with that person.
If the flirting persists, be direct: “I manage this

office. Your behavior is counterproductive and is
spawning rumors. It has to stop. If it doesn’t, I will
have to take further action.”
And don’t suffer alone. Tell the managing physician

or human resources director what’s happening. Also
document what the flirt says and the responses given
to evidence a sincere effort to end the problem. �

Explaining CPT’s updates,
starting with surgeries
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
This column starts a review of the new CPT codes.
Here’s look at the surgery codes. Next month, it’s

onward to the new radiology, path and lab, and medi-
cine codes plus the new category II and III codes.

Integumentary system: The new codes
start with two additions to the integumentary system.
They are 14301 and 14302, and they are for adjacent
tissue transfers where a flap of healthy skin is trans-
ferred to an adjacent wound or lesion.
The first code is for covering defects that are 30 to

60 square centimeters, and the second is for each
additional 30 square centimeters. They apply to trans-
fers to any area of the body
A note here says that these codes apply only when

the surgeon performs the procedure.

Musculoskeletal system: All but one of
the new codes here are for tumor excisions, and they
distinguish the excisions by tumor type and also by
the size of the excision.
As to type, a subcutaneous tumor is one located

below the skin but above the deep fascia, which is the
fibrous connective tissue between muscle and skin. A
fascial or subfascial tumor goes deeper and is located
within or below the deep fascia but does not involve
the bone. And the deepest is a bone tumor, which, of
course, involves the bone.
As to the excision, a radical resection is the

removal of the tumor along with a wide margin of
normal tissue around it. Radical resections are mostly
done for malignant tumors and for benign tumors that
are especially aggressive. Most subcutaneous tumors
are benign and don’t require a surgery that extensive.
Note too that there are a good many resequenced

codes in this area.
Those are codes that are out of numeric order, and

they are marked with the new icon #. Resequencing
has become necessary because many codes are num-
bered one right after the other, leaving no space for
anything between them. So CPT has started squeezing
in new codes where they should be but – out of neces-

ICD-9-CM and CPT
coding update

A1 is the steak sauce;
AI is the new modifier!
Last month, MOM covered Medicare’s new

rule that the consult codes will no longer carry
payment. Instead, doctors must use the initial
visit codes.
That rule also brings in a new modifier to

show which physician has charge of the patient’s
care. The modifier is AI (with a capital i).
However, we printed it as A1 (with the numeral
1).
The letter-versus-numeral issue has caused a

lot of confusion, and the reason appears to be that
some of Medicare’s information about the new
modifier is printed in a sans serif font, or one that
does not have embellishment on the ends of the
letters.

This is a sans serif font. (The modifier is
AI.)
This is a serif font. (The modifier is AI.)
So what looks like the number 1 is sometimes

a letter. The new modifier is AI. �
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sity – giving them numbers that are out of sequence.
The new codes in the musculoskeletal system start

with 21011 through 21016 for the removal of tumors
of the face or scalp.
Codes 21011 and 21012 show subcutaneous tumors

less than 2 cm and 2 cm or more. Codes 21013 and
21014 show subfascial tumor excisions, again less
than 2 cm and 2 cm or more. And code 21016 is for
radical resection of a tumor 2 cm or larger.
And so the pattern continues.
Codes 21552 through 21558 cover tumors of the

neck and anterior thorax, starting with subcutaneous 3
cm or more, then with subfascial 5 cm or more, and
then radical resection 5 cm or more. And codes 21552
and 21554 carry the # mark, which is the flag for rese-
quencing. It says Look out! These codes are out of
numerical order. And indeed they are.
The neck or anterior thorax codes run 21555 –

#21552 – 21556 – #21554, and the two out-of-order
codes are there to add detail about the tumor size.
The pattern moves right along with more #s to

watch out for, and the codes are these:
back and flank (21931 through 21936)
abdominal wall (22901-22905)
shoulder area (#23071, #23073, 23078)
upper arm or elbow (#24071, #24073, 24079)
forearm or wrist (#25071, #25073, 25078)
hand or finger (#26111, #26113, 26118)
pelvis and hip (#27043, #27045, #27059)
thigh or knee (#27337, #27339, 27364)
leg or ankle (27616, #27632, #27634
foot or toe (#28039, #28041, 28047)

The last newcomer here is code 29581 for the appli-
cation of a multi-layer venous wound pressure dress-
ing placed below the knee. That is a strapping used to
treat venous leg ulcers, and it puts pressure on two to
four layers. For example, there may be a circular
strapping of the toes, another strapping of the heel,
and so on. This code does not apply to an Unna boot,
which involves just one layer of compression.

Respiratory system: The first new code
here is 31626 for bronchoscopy with the placement of
a marker to use as a point of reference for imaging
with surgery or radiation.
Then comes 31627, which is an add-on code for

bronchoscopy with image-guided navigation. A note
there tells which codes it can be used with.
Next is 32552 for the removal of a pleural catheter

with cuff. Pleural catheters are used for draining
pleural effusion, which is an accumulation of fluid
that often occurs as result of cancer. Sometimes the
effusion subsides, and until now there has been no
way to show the removal of the catheter.
Following that is 32553 for placing an interstitial

device in the thoracic cavity for radiation guidance.
And the last two codes (32561 and 32562) are for

the instillation of a fibrinolysis agent to break up
pleural effusion.
The agent is an irritant that causes the membranes

to stick together. With no pleural space, the effusion is
eliminated.
Code 32561 is for the initial instillation, and 32562

is for instilling more agent on a subsequent day. The
agent can be added several times each day but the pro-
cedure can be coded only once a day.

Cardiovascular system: The new codes
here begin with 33782 and 33783 for aortic root
translocation.
The procedure is done on babies to treat a congeni-

tal anomaly where the heart is turned around back-
wards and the great vessels are transposed. It is a high
risk procedure for a rare condition and so is not often
done, and then only in specialized facilities.
Following those are codes 33981-33983 for the

replacement of ventricular assist devices. VADs are
used to help the heart pump blood after heart attack or
surgery. They are also used for patients with chronic
heart failure who are awaiting heart transplants.
Until now, there have been codes only for the VAD

insertion and removal and not for the replacement,
which is sometimes necessary, especially when there
is a mechanical failure.
Next are 36147 and 36148 for the introduction of a

dialysis shunt, the first for the actual introduction and
the second for each additional access. The codes carry
a description of what the procedure entails.
The last new cardiovascular code is 37761 for sub-

fascial ligation of perforator veins in the legs. Those
veins join the superficial venous system to the deep
veins, and when their valves malfunction, the result
can be reflux, varicose veins, pain, and chronic infec-
tion.

Digestive system: New codes 43281 and
43282 are for the repair of esophageal hernias via fun-
doplasty, which is done to treat reflux disease. The
first involves the implantation of mesh, and the sec-
ond doesn’t.
With that procedure, the fundus of the stomach is

folded around the lower end of the esophagus. That
reinforces the sphincter muscle and prevents reflux
from the stomach.
Next is 43775 for laparoscopic sleeve gastrectomy,

which is a bariatric procedure where about 75% of the
stomach is removed, giving the stomach the shape of a
sleeve. That’s usually the first step taken before more
complicated bariatric procedures are done.
Next are 45171 and 45172 for the removal of rectal

tumors. The first involves removal of only part of the
surrounding muscle, and the second involves removal
of the full thickness of the muscle.
New code 46707 is for the repair of an anorectal
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fistula with a plug made from the mucosa of the small
intestine of a pig.
And 49411 is for placement of an interstitial device

in the abdomen or pelvis for radiation guidance.

Urinary system: The new codes begin with
51727 through 51729, all of which are for cystometro-
grams, which evaluate bladder and sphincter behavior.
The first is for studies of urethral pressure, the second
for voiding pressure, and the third for both.
The cystometrogram involves placing a catheter

with sensors into the bladder, filling the bladder with
saline solution, and then recording both the urine
pressure and the sensations the patient describes such
as fullness, urgency, or pain.
After that is 53855 for the insertion of a temporary

prostatic urethral stent to maintain urine flow. That
procedure is mostly done for patients who have had
prostate hypertrophy or cancer. The temporary stent is
different from the permanent stent, and the latter is
coded at 52282. Generally, the temporary stent
remains in place no longer than 30 days.

Female genital system: There is just one
code here. It is 57426, and it covers the revision of a
prosthetic vaginal graft via laparoscopy.
The graft, which is often a mesh, is used to hold a

prolapsed vagina in place.
With a prolapse, the uterus, rectum, bladder, ure-

thra, small bowel, or the vagina itself fall out of their
normal positions and sometimes even through the
vaginal opening. The result is sexual dysfunction as
well as difficulty with urination and defecation.
There have been codes for open and vaginal grafts,

and this new code shows the laparoscopic approach.

Nervous system: The last of the new
surgery codes are in the nervous system beginning
with 63661-63664 for the removal and revision of
spinal neurostimulator electrodes.
A neurostimulator is a device that’s placed into the

abdomen near the vagina, and it has leads to deliver
mild electric signals, usually to help chronic back or
leg pain. The tingling sensation it produces tends to
mask the pain.
Next are codes 64490-64495 for the injection of a

diagnostic or therapeutic agent into a facet joint. The
first three apply to the cervical or thoracic joints, and
the others apply to the lumbar or sacral joints.
The facet joints link the vertebra and interlock like

hinges. The injection is a long-lasting local anesthetic
that reduces and even eliminates pain in the spine.
The procedure is often done to treat osteoporosis.
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. �

How a lady overcomes
the gender difficulties
in a male-dominated world
Like it or not, the medical profession is still a male-

dominated business. And that leaves women – both
physicians and managers – in a difficult environment
where their role is not yet fully defined.
Here are some male-female situations that can

determine a woman’s success or failure. They are ana-
lyzed by communications consultant ROXANNE
RIVERA of Syntactics Communication Skills in
Albuquerque, NM. Rivera is also author of the book
There’s No Crying in Business, which outlines how
women can succeed in the businesses world of men –
without abandoning femininity.

know when to say no

Women tend to say yes to any request, says Rivera,
who admits to being as guilty of it as anybody.
Men, however, “have the ability to say no without

feeling guilty about it,” and they earn credibility by
doing so.
She gives the scenario where Physician Male asks

Manager Female to take on a project. She’s too busy
to take it on, but fearing loss of standing, she does.
She’s going to lose either way. If she doesn’t com-

plete the work on time, the doctor is going to think
she’s incompetent. If she does, the doctor will come to
see her as somebody to dump work on. (“I’ll give this
to Manager Female. She’ll take on anything.”)
By contrast, suppose she says “I’m in the midst of

XYZ right now, but I’ll be able to do that next week.”
The doctor not only understands but perceives her
time as valuable. She’s just gained new respect.

know how to give instructions

Many women think they have to be tough to suc-
ceed and so “bark orders” trying to sound like a man.
While a man may be able to get away with the bark-

ing, a woman can’t, Rivera says. People accept a
man’s saying “get this done by the end of the day,”
but they expect a lady to use a kinder tone and phrase
it as a question: “can you please get this done for me
by the end of the day?”
The approach is not manipulative. It’s just polite.

know how men listen

Men and women give different physical responses
when they listen.
A woman nods and makes agreeable remarks. But a

man can sit there unmoving and “completely stone-



faced,” and to a woman, that’s an indication he’s not
listening. But he probably is. “Men just don’t listen in
the same way women do.”
If there’s concern the man truly isn’t listening, ask

“do you need me to clarify anything?”

know when to stand and be heard

Women generally don’t assert themselves in male-
dominated meetings, and when they do speak up, their
voices get drowned out by the men’s voices.
It’s easy to get heard without being loud. Stand up

when speaking. Or ask open-ended questions about
the topic and then participate in the discussion.
And just as important is knowing when to nod in

silent agreement. Use intuition. If the senior physician
presents a recommendation, don’t jump in with alter-
natives. All that’s wanted is a nod of approval.

know when to say ‘help!’

Many women don’t ask a man for help because they
fear being seen as incompetent. Such is not the case.
Asking for help shows the woman isn’t hampered

by her ego and is willing to learn. Moreover, it’s flat-
tering to the man. “People liked to be consulted.” It
gives them a sense of value.
When a woman expresses thanks for and takes

advantage of a man’s instructions or advice, he is
eager to help her out in other situations. But what
Rivera finds is that “a lot of women are not successful
because they walk around with a chip on their shoul-
ders and don’t want to take that advice.”

know when to keep it private

In a male-dominated environment, it’s not uncom-
mon for a woman to try to show her authority by pub-
licly ripping into a male subordinate. It doesn’t work.
A man can shout at or make demands of another

man in public and nobody cares. But for a woman to
do it is embarrassing to the man. It’s the same as
being rejected on the dance floor in front of all the
guys, Rivera says. “And women who do that wonder
why men can’t stand them.”
Be tactful. Don’t say “Bob, you did a horrible job

on that” without first asking politely “Bob, may I have
a word with you in private?”

know how to share the limelight

Yes, when there’s a team effort, the women often
see their accomplishments go ignored and the men
take all the credit.
But don’t try to grab the praise. Far better is to

show modesty and let the credit go to everybody
equally.
Focus instead of doing things where credit can’t be

shared, Rivera says. Get published or sit on a board.
With individual credit to enjoy, it’s easier “to share
the limelight behind the scenes” in group situations.

know how to put the tears in a box

The most dangerous emotion for a woman is invol-
untary. It’s tears. “Women cry when they are angry or
overwhelmed,” Rivera says. “It’s a natural tendency.”
But natural or not, it can undermine a career.
Tears make a man uncomfortable. And in the office,

he thinks “does she have the ability to take this on?”
Learn to compartmentalize. When tears approach,

visualize putting the issue in a box and think “I’ll
come back and focus on this later.”
When someone is rude or unkind, don’t get angry or

overwhelmed. Just say politely “your mother would
not want to hear you talking to a lady that way.”
Or say “excuse me, but I have to go to my office for

a minute.” Then seek out a quiet spot and stay there
till the emotions subside. A few minutes’ absence is
far preferable to crying in public. �
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