
It’s an easy way to improve collections and at the
same time reduce the collection work.
A lot of offices do it. But a lot don’t. And those that

do don’t always use it to the full extent.
It’s the pre-arranged payment contract, or an agree-

ment from the patient to make scheduled payments via
credit card, debit card, or automatic bank withdrawal.
And in a time when revenues are falling, it’s an option
no office should pass up.
Card payments are assured payments, because it’s

the card company that has to do the collection work,
says TODD FULLER, executive vice-president of
JetPay, a payment processing company headquartered
in Dallas.
And automatic bank withdrawals are almost as

good, because the patient’s thinking is “the only way I
can not pay this bill is to quit seeing the doctor or
close my bank account.” True, the office might meet
with an empty bank account, but if that happens, “it
wouldn’t be getting the money anyway.”
Pre-arranged payments “can have a huge impact on

the bottom line,” Fuller says.
They can drastically reduce the write-offs as well as

the accounts the office sends to collections every
month. And they also reduce the work, because the
office gets its money automatically and so doesn’t
have to mail out bills and call about unpaid balances.
The key to success, he says, is to use them in every

way possible and to present them to patients in a way
that makes them an attractive payment option.

both overdue and future payments

Most commonly, card payment contracts are used
for expensive one-time procedures such as surgeries.
But they can be used more extensively to cover over-
due balances as well as future balances.
For individual procedures, for example, tell the

patient ahead of time that the insurance will cover $X
and that there will be a balance of $Y and arrange the
card payment schedule. If the patient-pay amount is
not certain, give an estimate.
Then when the patient comes in for other unrelated

services, collect the copay as usual. And in the mean-
while, the contract stays in place for whatever amount
is owed on the procedure.
It’s also possible to set a policy that says automatic

payments will kick in when there’s an overdue bal-
ance of X%.
Or it might say the minimum card payment is $Y.
Or it might say that if a patient doesn’t pay any bill

in full, the office automatically moves the overdue
amount to a card with payments not to exceed $Z.
Use the agreements too for patients whose past-due

(please turn to page 3)
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two important items inside
• HITECH is coming fast. It begins in January,

and it requires offices to start moving to EMRs or
get pay cuts. A full explanation is on page 4.

• The updates to ICD-9-CM have just been pub-
lished and are outlined on pages 6- 8. These
changes become effective October 1.



this month’s
idea

A little money here, a little there;
where to find the sleeping savings
When the money’s tight, the manager has to squeeze the nickels –

particularly in a small office where falling revenues are keenly felt.
And a New Jersey manager is doing just that. She has found

appreciable savings on the expenses that come in month after month
but tend to get overlooked in more profitable times.
With two physicians, one nurse practitioner, and only five staff,

the office already runs on a tight budget, says practice manager
SUSAN MUTZ of North Jersey Thoracic Surgical Associates in
Morristown. Even so, she has uncovered money going out the door
in ways nobody realized.
She started with one of the largest general expenses – the tele-

phone. Lowering the bill was simply a matter of asking the provider
to see where the office’s plan could be reduced. That one call pro-
duced a savings of about $75 a month – small, but a savings
nonetheless.
Next was technology. The office buys a set number of IT support

hours each year but has never used the full amount. Reasoning that
“nobody wants to lose a customer,” Mutz called the company and
explained that the office was paying for unused time. The company
immediately lowered the price. The office still gets the same number
of hours, but the rate has gone from $150 to $135.
Next was the malpractice insurance. Asking the agent to reevalu-

ate the policy uncovered two areas of savings.
One was that moving the nurse from the main policy to a separate

policy could save nearly $3,000 a year. The other was that the office
was paying for coverage it didn’t need. The doctors were covered
for general as well as thoracic surgery while the specialty coverage
alone was sufficient – and less expensive.
Beyond that are indirect savings from hiring out individual jobs.

The office uses an outside bookkeeper for the basic financial work.
And for the credentialing, it uses an outsider who is experienced in
that type of work. Both jobs could be done inhouse, she says, “but
how long would it take and at what cost?” Her reasoning: “spend a
little and get someone who’s quick.”
Finally, the office sees at least some savings from shopping at a

warehouse club for the general items such as break room supplies,
tissues, and so on. The savings is admittedly small, Mutz says, but
running a small office “is kind of like running a house.” Every bit
counts.

If your office has set up a system that makes managing easier,
MOM would like to write about it. Contact the Editor, Medical
Office Manager, P.O. Box 52843, Atlanta, GA 30355. Telephone
404/367-1991 and fax 404/367-1995. We pay $100 for every idea we
write about in this column. �
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(continued from page 1)
accounts reach some level, maybe $300. Call and say
“you owe this $300, so what we need to do is see what
you can afford to pay and set up a payment arrange-
ment with a credit card or bank account.”
The patient may be able to pay no more than $25 a

month, “but that’s better than zero if the account gets
sent to collections.”
Set as many different types of systems as the office

wants, Fuller says. The ultimate goal is that no patient
leaves without authorizing credit, debit, or bank pay-
ments “and nobody has to play Guido the Mafia man”
and try to collect later.

the art of the presentation

There is an art to getting patients to agree to the
card/withdrawal contracts, and it is to present the
office not as a bill collector but as an ally.
Fuller’s advice is to call or meet with the patient

and begin with the positive: “We’re glad to have you
as a patient.”
Then get to the point: “We need to go over the

financing.”
Present the option as a way of accommodating the

patient: “We want to come up with a payment arrange-
ment you can afford” or “we want to help you set a
payment schedule that doesn’t break your checkbook
every month.”
Ask if an automatic monthly or weekly or whatever

timeframe payment of $X is doable, and if it isn’t, ask
what is. “Patients know what their incomes are and
what they can pay,” he says. They’ll set amounts they
can afford.
Another approach:“We don’t want to burden you, so

anything over $X we’ll can put on your card in small-
er payments. What is a reasonable amount for you?”
Phrase it that way, “and every single time, the per-

son will answer.”
If a patient expresses concern about committing to

regular payments, again emphasize the office’s posi-
tion as an ally. Tell the patient “if you become unem-
ployed or can’t make the full payment one month, just
call me.”
Besides allaying the fear, that approach ensures bet-

ter payment. If some hardship does occur, the patient
isn’t going to dodge payment altogether but will
remember “they told me to call if this happened and
they would work with me.”
With new patients and also with patients the office

hasn’t seen in a long time, present the policy at the
outset and ask them to sign the agreement before they
ever see the doctor.
With current patients, introduce the new policy

when the next appointment is made or when they
come in. Or start with the ones who currently have
unpaid balances and introduce the policy when the

office talks with them about payment.
“It’s amazing,” Fuller says, but when the office

makes something a policy, “patients tend to do it.”

a short little agreement

There is no standard contract to have patients sign.
All the agreement has to cover is the amount the
patient will pay, when the money will be transferred
out of the account, and the card number or the bank
routing and account numbers.
Fuller does caution, however, to get whatever con-

tract the office uses approved by an attorney.
Also, he says, keep patients updated on the transac-

tions. When a card is billed or a bank withdrawal
made, send a notice that “under your contract, you
agreed to pay $X each month, and we have withdrawn
that amount from your account.”

the bottom of the bill stack

Medicine, Fuller says, “is the largest industry that’s
owed money for something already given.” And med-
ical collections are right up there with credit card col-
lections as being the top items that most often appear
on people’s credit reports.
When patients are out of work or are having diffi-

cult financial times, the bills they pay are the ones for
housing, food, a car, and utilities. Those are the essen-
tials, and they’re going to get taken away if they
aren’t paid for.
By contrast, a bill for a medical procedure that’s

already been done “sits at the bottom of the list.” It’s a
done deed. The patient doesn’t have anything to lose.
Thus, the only way to ensure payment is to get the

money when the service is needed but not yet provid-
ed. That’s the time to get either full payment or an
agreement for automatic payments.

(Fuller’s company is a payment processing compa-
ny that also provides software that manages automatic
card billing and encrypts the data.) �

by john chase
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What offices have to do
for HITECH – bonuses for
some, pay cuts for others
It’s part of the stimulus bill, or the American

Recovery and Reinvestment Act, and though it’s not a
provision of the new health care reform law, it’s very
much a part of reform.
Its long name is the Health Information Technology

for Economic and Clinical Health Act, and it goes by
HITECH.
It includes the new breach notification rules. (Those

are explained in the November issue of MOM).
And it also sets up incentive payments that doctors

and hospitals can get for “meaningful use” of elec-
tronic health record technology. Along with that, it
calls for Medicare pay cuts for doctors and hospitals
that don’t get so meaningful.
The government has not yet published final rules

for complying with HITECH’s meaningful use provi-
sions, but it has set out interim rules that likely won’t
change significantly. And managers need to be aware
of what’s going on so they can take advantage of the
incentive payments as well as avoid the pay cuts.

what’s meaningful use?

In a nutshell, meaningful use means the office has
to use its EHR system in a standard way so it can
track its patient information and communicate it to
other providers as well as to the government.
The government says it will use the data to improve

quality of care and efficiency in treatment and, of
course, cut costs.
But it also says that by 2016 it will be using the

data to determine medical decision-making in condi-
tions it considers high priority. The goal, it says, is to
improve health outcomes.
Meaningful use requires that the office’s EHR sys-

tem meet specific standards so that everybody winds
up on the same electronic page.
There are standard formats to use for clinical infor-

mation and prescriptions. And there are documenta-
tion standards where certain terms have to be used to
document things such as clinical problems, proce-
dures, lab tests, medications, and allergies.
Along with that, meaningful use requires that the

office’s system be “qualified” as well as “certified” by
certain organizations, though the government has not
yet identified those organizations.

from $44,000 to pay cuts

Both Medicare and Medicaid have HITECH incen-
tive payment programs, but the doctor has to choose

one or the other. It’s not possible to participate in both
and get two payments. Only one to a customer.
Under Medicare, the top incentive amount a physi-

cian can receive over the five-year period is $44,000,
though doctors who serve Health Professional Short-
age Areas can get 10% more than that, or $48,400.
The payment schedule is laid out so as to encourage

offices to start participating now.
The first year a doctor participates, the payment can

be as much as $18,000. Then each year after that, the
amount goes down to $12,000, $8,000, $4000, and
$2,000. There are five years to participate, so obvi-
ously the sooner the office starts, the more payments
it can collect.
Doctors who don’t participate at all will see their

Medicare payments reduced beginning in 2015.

a poor showing so far

Not many offices are even remotely ready to partic-
ipate. According to the CDC, only 40% of office-
based physicians currently use EHRs.
And the government points out that the incentives

are no more than that – an impetus to get people
going. Offices that don’t already have electronic
records are looking at a significant expense that’s far
more than what’s being paid out.

three stages to nirvana

There are three stages to meaningful use, each one
getting more advanced until nirvana is reached. At
that point, doctors will be able to access all patient
information and the government will be able to set
medical decisions for individual conditions and
improve what it terms “population health outcomes.”
The stages begin in 2011 and run through 2016.

Essentially, Stage I is capturing and sharing the data,
Stage II is advanced clinical processes, and Stage III
is using the system to improve patient outcomes.
To get the first payment, the office has to reach

Stage I, which begins next year. It is the cornerstone
of EHR use.
At Stage I, the system has to meet 25 measures, and

the office has to report them to Medicare (or Medi-
caid) at the end of 2011.
It requires capturing health information in coded

format, tracking key clinical conditions, exchanging
data for care coordination, and being able to report
quality measures and public health information.
Stages II and III are still in the making.
Stage II will have criteria for disease and medica-

tion management, clinical decision-making, patient
access to data, care transitions, quality measures and
research, and communication with public health agen-
cies.
Stage III will focus on medical decision-making for
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conditions the government deems high priority, on
access to comprehensive patient data, and on improv-
ing population health outcomes.

how to get to Stage I

For Stage I, the office’s EHR system has to meet
the 25 criteria listed below. (At the end of each is the
measure required, such as 80% of patients seen or
75% of the prescriptions written during that time.)
For the first year, the doctor has to report for any

continuous 90 days. After that, however, the reporting
period has to cover the entire year.

THE 25 CRITERIA
• use a computerized physician order entry – 80%

of orders
• implement drug-drug, drug-allergy, drug-formula-

ry checks
• maintain an up-to-date problem list of diagnoses –

80% of patients seen during the reporting period
• send at least 75% of prescriptions electronically
• maintain a medication list – 80% of patients
• maintain an active allergy list – 80% of patients
• record demographics on 80 percent of patients
• record blood pressure, BMI, and changes in vital

signs for patients over age 2 and keep a growth chart
for children age 2 to 20 – 80% of patients
• record smoking status for patients age 13 and

older – 80% of patients
• incorporate lab results as structured data – 50% of

tests
• generate lists of patients by specific conditions –

one report for one specific condition.
• report ambulatory quality measures to Medicare
• send reminders to patients for follow-up and pre-

ventive care – 50% of patients age 50 and older
• implement five clinical decision rules that apply

to the specialty or are of high clinical priority
• check insurance eligibility with both public and

private payers – 80% of patients
• submit claims electronically to public and private

payers – 80% of electronic claims
• give electronic copies of health information to

patients who request it – 80% within 48 hours
• give patients timely electronic access to their

health information – 10% of patients
• give patients clinical summaries of their office

visits – 80% of visits.
• be able to exchange clinical information with

providers and other entities – must do one test of this
capacity
• reconcile medications at relevant encounters –

80% of relevant encounters
• provide a summary care record for each referral

and transition of care – 80% of referrals and care tran-
sitions
• be able to submit data to immunization registries

– must do one test of this capacity
• be able to provide syndrome surveillance data to

public health agencies – must do one test of this
capacity
• protect information using certified EHR technolo-

gy – must do security risk analysis �

Coding substance abuse,
both alcohol and drugs
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
In 2008, substance abuse required 1.9 million peo-

ple to get inpatient care, and 96% of them were there
because of five types of abuse: alcohol – 41%; opiates
(the most common being heroin) – 20%; marijuana –
17%; cocaine – 11%; and meth amphetamine – 6%.
Substance abuse is something every office needs to

know how to code, because it’s prevalent and not get-
ting any less so. Estimates are that 13 million people
use illicit drugs and 10% of the population abuses
alcohol. And that doesn’t even count the cigarettes.
The codes are found in the mental disorders chapter

of ICD-9-CM, and they run from 303 to 305.

alcohol abuse

The codes start with alcohol, and there are two
types of abuse – dependent and nondependent.
ALCOHOL DEPENDENCE – 303: A patient is

considered alcoholic or alcohol dependent when the
addiction is both physical and psychological. There
are social or legal problems as a result of the alcohol,
and stopping the drinking causes withdrawal symp-
toms.
The code is 303, and it has two fourth digits.
The first (303.0x) says the alcoholic patient is cur-

rently drunk. The other (303.9x) says there is no cur-
rent drunkenness but the patient is either a chronic
alcoholic or has dipsomania, or periodic uncontrol-

(continues on page 9)

ICD-9-CM and CPT
coding update
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NEOPLASMS

neoplasms of uncertain behavior
237.73 Schwannomatosis
237.78 other neurofibromatosis

ENDOCRINE, NUTRITIONAL, AND METABOLIC
DISEASES AND IMMUNITY DISORDERS

other metabolic and immunity disorders
275.01 hereditary hemochromatosis
275.02 hemochromatosis due to repeated red blood cell

transfusions
275.03 other hemochromatosis
275.09 other disorders of iron metabolism
276.61 transfusion-associated circulatory overload
276.69 other fluid overload
278.03 obesity hypoventilation syndrome

BLOOD AND BLOOD-FORMING ORGANS

diseases of the blood and blood-forming organs
287.41 post-transfusion purpura
287.49 other secondary thrombocytopenia

DISEASES OF THE CIRCULATORY SYSTEM

diseases of arteries, arterioles, and capillaries
447.70 aortic ectasia, unspecified site
447.71 thoracic aortic ectasia
447.72 abdominal aortic ectasia
447.73 thoracoabdominal aortic ectasia

DISEASES OF THE DIGESTIVE SYSTEM

other diseases of intestines and peritoneum
560.32 fecal impaction

DISEASES OF THE MUSCULOSKELETAL SYSTEM
AND CONNECTIVE TISSUE

dorsopathies
724.03 spinal stenosis, lumbar region, with neurogenic

claudication

CONGENITAL ANOMALIES

752.31 agenesis of uterus
752.32 hypoplasia of uterus
752.33 unicornuate uterus
752.34 bicornuate uterus
752.35 septate uterus
752.36 arcuate uterus
752.39 other anomalies of uterus
752.43 cervical agenesis
752.44 cervical duplication
752.45 vaginal agenesis
752.46 transverse vaginal septum
752.47 longitudinal vaginal septum

SYMPTOMS, SIGNS,
AND ILL-DEFINED CONDITIONS

symptoms
780.33 post traumatic seizures
780.66 febrile nonhemolytic transfusion reaction
784.92 jaw pain
786.30 hemoptysis, unspecified
786.31 acute idiopathic pulmonary hemorrhage in infants

[AIPHI]
786.39 other hemoptysis
787.60 full incontinence of feces
787.61 incomplete defecation
787.62 fecal smearing
787.63 fecal urgency

ill-defined and unknown causes of morbidity and mortality
799.50 unspecified signs and symptoms involving cognition
799.51 attention or concentration deficit
799.52 cognitive communication deficit
799.53 visuospatial deficit
799.54 psychomotor deficit
799.55 frontal lobe and executive function deficit
799.59 other signs and symptoms involving cognition

The 2011 updates to the ICD-9-CM codes
Here are the changes to the ICD-9-CM diagnosis codes for 2011. They take effect October 1.
The updates appear in the May 4 issue of the Federal Register. To access them, go to

www.access.gpo.gov/su_docs/fedreg/frcont09.html and click on “May 4, 2010.” Scroll down to
“Centers for Medicare and Medicaid Services” and click on “Proposed Rules.” The codes are listed in
Tables 6A, 6C, and 6E, which appear on pages 24207-24211.
The codes can also be found at Medicare’s website at www.cms.hhs.gov/ICD9ProviderDiagnostic

Codes/07_summarytables.asp#TopOfPage.

new codes
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INJURY AND POISONING

poisoning by drugs, medicinal and biological substances
970.81 poisoning by cocaine
970.89 poisoning by other central nervous system stimulants

complications of surgical and medical care, not elsewhere
classified

999.60 ABO incompatibility reaction, unspecified
999.61 ABO incompatibility with hemolytic transfusion

reaction not specified as acute or delayed
999.62 ABO incompatibility with acute hemolytic transfusion

reaction
999.63 ABO incompatibility with delayed hemolytic

transfusion reaction
999.69 other ABO incompatibility reaction
999.70 Rh incompatibility reaction, unspecified
999.71 Rh incompatibility with hemolytic transfusion

reaction not specified as acute or delayed
999.72 Rh incompatibility with acute hemolytic transfusion

reaction
999.73 Rh incompatibility with delayed hemolytic

transfusion reaction
999.74 other Rh incompatibility reaction
999.75 non-ABO incompatibility reaction, unspecified
999.76 non-ABO incompatibility with hemolytic transfusion

reaction not specified as acute or delayed
999.77 non-ABO incompatibility with acute hemolytic

transfusion reaction
999.78 non-ABO incompatibility with delayed hemolytic

transfusion reaction
999.79 other non-ABO incompatibility reaction
999.80 transfusion reaction, unspecified
999.83 hemolytic transfusion reaction, incompatibility

unspecified
999.84 acute hemolytic transfusion reaction, incompatibilty

unspecified
999.85 delayed hemolytic transfusion reaction,

incompatibility unspecified

PLUS 54 NEW V CODES

persons with potential health hazards related to personal
and family history

V11.4 personal history of combat and operational stress
reaction

V13.23 personal history of vaginal dysplasia
V13.24 personal history of vulvar dysplasia
V13.62 personal history of other (corrected) congenital

malformations of genitourinary system
V13.63 personal history of (corrected) congenital

malformations of nervous system
V13.64 personal history of (corrected) congenital

malformations of eye, ear, face and neck
V13.65 personal history of (corrected) congenital

malformations of heart and circulatory system
V13.66 personal history of (corrected) congenital

malformations of respiratory system

V13.67 personal history of (corrected) congenital
malformations of digestive system

V13.68 personal history of (corrected) congenital
malformations of integument, limbs, and
musculoskeletal system

V15.53 personal history of retained foreign body fully
removed

persons encountering health services in circumstances related
to reproduction and development

V25.11 encounter for insertion of intrauterine contraceptive
device

V25.12 encounter for removal of intrauterine contraceptive
device

V25.13 encounter for removal and reinsertion of intrauterine
contraceptive device

persons with a condition influencing their health status
V49.86 do-not-resuscitate status

persons encountering health services in other circumstances
V62.85 homicidal ideation

Body Mass index 85
V85.41 Body Mass Index 40.0-44.9, adult
V85.42 Body Mass Index 45.0-49.9, adult
V85.43 Body Mass Index 50.0-59.9, adult
V85.44 Body Mass Index 60.0-69.9, adult
V85.45 Body Mass Index 70 and over, adult

acquired absence of other organs and tissue
V88.11 acquired total absence of pancreas
V88.12 acquired partial absence of pancreas

retained foreign bodies
V90.01 retained depleted uranium fragments
V90.09 other retained radioactive fragments
V90.10 retained metal fragments, unspecified
V90.11 retained magnetic metal fragments
V90.12 retained nonmagnetic metal fragments
V90.2 retained plastic fragments
V90.31 retained animal quills or spines
V90.32 retained tooth
V90.33 retained wood fragments
V90.39 other retained organic fragments
V90.81 retained glass fragments
V90.83 retained stone or crystalline fragments
V90.89 other specified retained foreign body
V90.9 retained foreign body, unspecified material

multiple gestation placenta status
V91.00 twin gestation, unspecified number of placenta,

unspecified number of amniotic sacs
V91.01 twin gestation, monochorionic/monoamniotic (one

placenta, one amniotic sac)
V91.02 twin gestation, monochorionic/diamniotic (one

placenta, two amniotic sacs)
V91.03 twin gestation, dichorionic/diamniotic (two placentae,

two amniotic sacs)
V91.09 twin gestation, unable to determine number of

placenta and number of amniotic sacs

continues on the next page �
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V91.10 triplet gestation, unspecified number of placenta and
unspecified number of amniotic sacs

V91.11 triplet gestation, with two or more monochorionic
fetuses

V91.12 triplet gestation, with two or more monoamniotic
fetuses

V91.19 triplet gestation, unable to determine number of
placenta and number of amniotic sacs

V91.20 quadruplet gestation, unspecified number of placenta
and unspecified number of amniotic sacs

V91.21 quadruplet gestation, with two or more monochorionic
fetuses

V91.22 quadruplet gestation, with two or more monoamniotic
fetuses

V91.29 quadruplet gestation, unable to determine number of
placenta and number of amniotic sacs

V91.90 other specified multiple gestation, unspecified number
of placenta and unspecified number of amniotic sacs

V91.91 other specified multiple gestation, with two or more
monochorionic fetuses

V91.92 other specified multiple gestation, with two or more
monoamniotic fetuses

V91.99 other specified multiple gestation, unable to determine
number of placenta and number of amniotic sacs

AND JUST ONE NEW E CODE

(The E codes are optional. They show external causes of
injuries such as drowning, falls, motor vehicle accidents,
suicide, poisoning, homicide, hurricanes, and terrorism.
There is only one new E-code this year.)

E000.2 volunteer activity 87.46

deleted codes
ENDOCRINE, NUTRITIONAL AND METABOLIC
DISEASES, AND IMMUNITY DISORDERS

275.0 disorders of iron metabolism
276.6 fluid overload

DISEASES OF THE BLOOD
AND BLOOD-FORMING ORGANS

287.4 secondary thrombocytopenia

CONGENITAL ANOMALIES

752.3 other anomalies of uterus

SYMPTOMS, SIGNS,
AND ILL-DEFINED CONDITIONS

786.3 hemoptysis
787.6 incontinence of feces

INJURY AND POISONING

970.8 poisoning by other specified central nervous system
stimulants

999.6 ABO incompatibility reaction
999.7 Rh incompatibility reaction

V CODES
V25.1 encounter for insertion of intrauterine contraceptive

device
V85.4 Body Mass Index 40 and over, adult

codes with revised descriptions
DISEASES OF THE GENITOURINARY SYSTEM

629.81 recurrent pregnancy loss without current pregnancy

COMPLICATIONS OF PREGNANCY, CHILDBIRTH,
AND THE PUERPERIUM

646.30 recurrent pregnancy loss, unspecified as to episode
of care or not applicable

646.31 recurrent pregnancy loss, delivered, with or without
mention of antepartum condition

646.33 recurrent pregnancy loss, antepartum condition or
complication

DISEASES OF THE MULCULOSKELETAL SYSTEM

724.02 spinal stenosis, lumbar region, without neurogenic
claudication

SYMPTOMS, SIGNS,
AND ILL-DEFINED CONDITIONS

781.8 neurologic neglect syndrome

V CODES

V13.61 personal history of (corrected) hypospadias
V13.69 personal history of other (corrected) congenital

malformations
V26.35 encounter for testing of male partner of female with

recurrent pregnancy loss

E CODES

E017.0 roller coaster riding �
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(continued from page 5)
lable cravings for alcohol followed by nondrinking
periods.
There are also fifth digits to show the pattern of the

alcohol use:
0 – unspecified
1 – continuous. The heavy drinking can be daily or

confined to weekends and days off from work.
2 – episodic. This applies to the binge drinker who

has periods of heavy drinking followed by relatively
long periods of sobriety. The binges can be as short as
one night or as long as several months.
3 – in remission. The patient has either stopped

drinking entirely or is currently decreasing the amount
in an effort to stop.
And if any alcohol-caused problem such as cirrho-

sis, gastritis, hepatitis, or epilepsy is present, code that
as well.
NONDEPENDENCE –305.0: Here the patient

isn’t dependent on alcohol and doesn’t have strong
cravings for it but abuses it beyond what’s considered
normal.
The patient drinks excessively and may have hang-

overs. The patient can also be currently drunk.
Once again, there are fifth digits to show the type

of abuse – unspecified, continuous, episodic, or in
remission.
And a note about coding alcoholism: the condition

carries some social stigma, so the coding has to be
accurate. Whether the patient is dependent or not has
to be specifically documented in the record. If it’s not
there, ask the doctor. The coder can’t deduce that; it’s
the physician’s call.

drug abuse

The drug abuse codes are also divided by depen-
dence and nondependence.
DRUG DEPENDENCE – 304: There are many

codes here with fourth digits to show the type of drug.
The fourth digits run from 0 to 9 and cover everything
from opioids to sedatives to hallucinogens to drug
combinations.
Again, fifth digits show whether the dependence is

unspecified, continuous, episodic, or in remission.
NONDEPENDENT ABUSE – 305: Nondependent

drug abuse is coded at 305.
The fourth digits show the substance, and they

include tobacco, cannabis, cocaine, and even laxa-
tives.
Again, the same fifth digits apply.

related psychotic problems

There are also codes for the psychotic conditions
that come of alcohol and drug abuse, and they are the

291 and 292 codes, respectively.
ALCOHOL-INDUCED – 291: With alcohol, the

mental disorders are identified by fourth digits and
include things such as delirium tremens, amnesia, bel-
ligerence, and delusions.
At 291.8x, there are fifth digits as well to show

other disorders such as withdrawal, sleep disorders,
on down to sexual dysfunction.
DRUG-INDUCED – 292: The drug-induced disor-

ders follow a similar pattern. Code 292.1x shows psy-
chotic disorders with delusions and hallucinations.
Code 292.2 shows drug intoxication. And code 292.8x
shows other disorders such as delirium, dementia,
amnesia, moodiness, sleep disorders, and so on.
The last code is 292.9 for unspecified disorders.

what to code first

Which code comes first?
If the patient is admitted to the hospital for alcohol

or drug withdrawal, code that first. It’s the principal
diagnosis, or the reason for the admission. Then add
the code for dependence.
What if the patient comes in because of an alcohol-

generated condition such as cirrhosis? Code the cir-
rhosis first (571.2) and then the alcohol dependence.
What if the patient is treated for a condition that’s

not caused by the alcoholism but is aggravated by it?
Code the condition first and then the alcoholism.
What if the patient is seen for something totally

unrelated to alcohol or drugs but the physician notes
the dependence? Code the condition first and then the
dependence.

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. �

Managers’ salaries reach
a new high of $66,701
plus $11,422 in benefits
Total annual compensation for office managers has

reached a new high – a national average of $78,123.
That’s a salary average of $66,701 plus an average of
$11,422 in benefits.
The numbers come from of a new survey of office

managers conducted by the Professional Association
of Health Care Office Management, or PAHCOM, a
national professional association for medical man-
agers. The survey includes offices in all areas of the
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country and shows the averages by Northeast, South-
east, Midwest, and West. Here are the results.

their salaries

By region, there’s an odd trend. Salaries are highest
in the lowest-numbered zip codes and get lower as the
zips get higher. The averages are these, and they
include all specialties:
NORTHEAST (zip codes 00000-21999) $72,465
(CT, DC, DE, MA, MD, ME, NH, NJ, NY, PA, PR,
RI, and VT)
SOUTHEAST (zip codes 22000-42799) $66,656
(AL, FL, GA, KY, MS, NC, SC, TN, VA, and WV)
MIDWEST (zip codes 42800-74999) $65,289
(AR, IA, IL, IN, KS, LA, MI, MN, MO, MT, ND,
NE, OH, OK, SD, and WI)
WEST (zip codes 75000-99999) $63,604
(AK, AZ, CA, CO, HI, ID, NM, NV, OR, TX, UT,
WA, and WY)

NATIONAL AVERAGE SALARY = $66,701

CMM certification

There is a significant salary boost for managers
who have Certified Medical Manager or CMM cre-
dentialing, which is a professional certification
offered through PAHCOM.
Those with the CMM certification show an average

salary of $69,637, while those without it average
$64,696 – an annual difference of $4,941.

their benefits

The benefits and the percentages of managers
receiving them are these:
insurance coverage: health – 91%; life – 54%;

disability – 41%
average value = $5,178

financial benefits: retirement plan – 72%; profit
sharing – 47%

average value = $3,930
education benefits (seminars and conferences)

average value = $1,536
professional memberships

average value = $507
professional subscriptions

average value = $271

AVERAGE TOTAL BENEFITS = $11,422

Other benefits include dental and vision coverage,
cell phones, gasoline and car allowances, parking, and
memberships in discount organizations such as Sam’s

Club and Costco. And sadly, a few managers said they
do not get any benefits at all.

their duties

What are managers doing every day?
Almost all of them are responsible for the hiring

and firing. Other jobs, however, vary considerably.
Here are the duties the job can entail and the per-

centages of managers who do them.
hiring and firing 93.8%
setting office policies 92.6%
holding staff meetings 92.2%
evaluating staff 92.0%
payroll 80.8%
compliance officer 77.1%
accounts payable 75.1%
maintenance contracts 74.2%
preparing the budget 64.3%
ordering supplies 61.9%
managed care contracts 58.8%
accounts receivable 54.4%
billing and collections 38.4%
coding 37.1%
secretarial duties 35.3%
directing patient flow 35.1%
medical assisting 12.4%
surgery scheduling 8.3%
transcription 5.6%
lab and x-ray work 3.3%

their job titles

What do doctors call their managers?
The most prevalent title is now

practice administrator 49.3%
Close to that is the traditional title of

office manager 43.9%
And a few carry the title of

business manager 6.8%
The specialties that most often use the title of prac-

tice administrator are cardiology, multispecialty
groups, OB/GYN, orthopedics, and surgery.
Those where the title is more often that of office

manager are dermatology, family and general practice,
pediatrics, and internal medicine.

their education

Managers are getting steadily more educated. When
PAHCOM was founded 22 years ago, more than 60%
of its members had not gone beyond high school, says
executive director RICHARD BLANCHETTE.
No more. Most managers now have college experi-

ence.
Specifically, 9.3% have master’s degrees, 24.7%
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have bachelor’s degrees, 16.3% have associate’s
degrees, 34.8% have college but no degree, and 4.9%
have technical school degrees. Only 10.1% have not
gone beyond high school.

and longevity is the word

The trademark of the profession is longevity.
average time as a manager 17.9 years
average time with the same practice 9.85 years

Anecdotally, the numbers are even more impres-
sive. Some managers have been in the field of medical
management for as long as 40 years. And some have
been with their same practices for as long as 30 years.

(PAHCOM is a national professional association
for medical managers. It was begun in 1988 and is
headquartered in Lady Lake, FL. It has some 3,000
members with local chapters throughout the country.

It offers the Certified Medical Manager or CMM
certification, which requires passing an extensive
exam in 18 areas of physician practice administration.

For information, go to www.pahcom.com.) �

Negative nightmares:
from the angry staffer
to the one who just sulks
Got some pain-in-the-neck negative employees?
Anybody can be a pain occasionally. There’s little

to be done about that. But what the manager can and
should do something about are the constant pains, or
the staffers who show a pattern of negative behavior.
There’s an art to dealing with those people, says

ELIZABETH BERNEY, PhD, of Berney Associates,
a Rockville, MD, training and organization develop-
ment firm.
Here she sets out a template that applies to all types

of negative people. She also outlines the approach to
take with five of the most common types of negatives.

one template for all the sour folks

The template works no matter what the personality
type or how sour the person, Berney says.
First, meet with the staffer and identify the unac-

ceptable behavior. And do it from first-hand experi-
ence. Observe the employee and get the evidence of
what’s going on. Then give examples of the behavior
such as “I saw on (date) that you did X in a meeting”
or “you have not answered my last three e-mails.”
Next, create a bridge for communication, and do

that by giving the staffer the benefit of the doubt: “I
don’t know if you have even been aware of it.” Listen
with empathy to find out “what was happening with
that person” when the behavior occurred.
Next, explain the impact of the behavior. Only by

knowing that can the staffer understand the need to
change it.
The impact may be on another staffer: “When you

said X, you made Staffer A feel her work was unim-
portant.” Or it may be a boomerang back on the
staffer: “The impact appears to be that people are talk-
ing to you less often.”
Whatever it is, end with “I’m wondering if that’s

what you want to happen.”
Now be a coach. Help the staffer develop ways to

end the negative behavior and succeed in the job.
To open the coaching, explain that “people have a

tendency to do the exact opposite of what they need to
do to get whatever responses they want.”
Then present some positive alternatives. Show how

to give opinions more gently. Or talk about ways to
show displeasure without offending other people. Or
explain how to express dissatisfaction in a way that
produces good results.
Finally, tell the staffer “this is what I need from

you” and explain what to do: “When you get con-
cerned about something, you need to tell me about it
rather than have a sulking face.”
End with a plan for follow-up: “Let’s check back in

two weeks and see how it’s going.”

five types of disagreeables

While the template applies to all negative people,
the initial approach depends on the type of negative
person the manager is dealing with.
Berney lists the five most common categories and

gives an introductory script for each one.

THE NAYSAYER
This staffer points out the negative of everything.

Propose a plan and the naysayer says “that won’t
work” or tells what bad things will come of it.
The manager’s approach: Ask for the negative

particulars: Tell us exactly why this might not work.
Then ask for some positives: I understand why you

think it won’t work. Can you give me several reasons
why it might work?
And then ask for solutions: Give me three ways to

get over the obstacles you have just described.

THE THREATENER
This staffer controls things by threatening to quit.

Most often the “I quit” intention is voiced to the other
staff, but sometimes the manager gets to hear it too.
The manager’s approach: Don’t give the threat

credence, Berney says. That gives that staffer unwar-



ranted power. Confront the individual: If you have
concerns, let’s talk about them and maybe find a solu-
tion. But threatening to leave doesn’t work. If you
need to leave, then you need to leave.
The manager hasn’t taken the bait, and the threat

has just lost its effectiveness.

THE POUTER
Pouting is passive-aggressive behavior. It’s a subtle

form of complaining, and it’s hard to confront because
the pouter hasn’t actually done anything wrong.
The pouter’s weapon is silence. He takes out his

anger by withdrawing. He refuses to talk. He doesn’t
return calls or e-mails, and when asked about them
says “oh, I guess I never got that e-mail” or “I’ve been
busy. Sorry.”
Pouters want people to feel sorry for them. At the

same time, they know nobody is going to give them
any sympathy if they complain outright, “so they do it
passive aggressively.”
The manager’s approach: I’ve noticed that every

day this week you’ve ignored me when I‘ve said good
morning. And you haven’t returned any of my e-mails

about X. Are you aware of those behaviors? What are
you hoping to achieve?

THE RAGER
Ragers have to control situations, so when they

can’t get their way, they throw a little fit.
The manager’s approach: Calm the person down:

I understand you are upset. I’d like to talk with you
and hopefully help. Why don’t you come back in an
hour when you are calmer and we can discuss it?
Listening is what cures rage, she says. Ragers’ big

fear is that other people aren’t listening to them, so
they rage to get the attention.

THE CRITICIZER
Criticizers cite everybody’s deficiencies and don’t

care if they hurt people’s feelings. They appear arro-
gant, but mostly they are insecure. In fact, they feel
like victims themselves.
The manager’s approach: I saw you tell Staffer A

she did a bad job on X. What was your goal there?
Invariably, the criticizer will cite an actual and

sometimes noble reason such as “I wanted to let her
know she did a poor job so she can improve.”
Counter with: What was her reaction? The criticiz-

er has to admit to the truth, perhaps that Staffer A was
hurt and the criticism didn’t achieve the noble goal.

a few general management points

Berney notes three elements to keep in mind when
addressing negative staffers.
• There is a difference between challenging behav-

ior and challenging people.
A one-time exhibit of negative behavior doesn’t

classify someone as challenging. It’s when the behav-
ior becomes a pattern that the staffer earns that title.
• Don’t automatically dismiss negative comments.

“Sometimes a difficult person is voicing an important
issue nobody else has the courage to address.”
If somebody threatens to quit, find out why. It could

be that the other staff actually feel the same way and
for the same reasons.
• Before attacking any staffer’s behavior, ask “do I

act that way myself sometimes?”
There could be what’s termed projective identifica-

tion, which means recognizing – and resenting – one’s
own shortcomings in others. “The people who drive us
crazy the most are the ones who have the same traits
we have,” she says.
It’s easy to overreact when a staffer is projecting

the same personal quality the manager has and doesn’t
like. A manager who fought hard to get up the ladder,
for example, may well resent a new employee who
comes in with a similar fighting spirit.
Before getting angry about any behavior, ask “does

this person have the same qualities I have?” �
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