
Significant changes are in store for doctors’ Medi-
care payments.
They start with a halt – though only a temporary

one – to the 21.2% pay cut that was scheduled to take
place June 1. And they go on to yet another halt – a
permanent one – to the e-prescribing bonuses.
Two main laws come into play.
The first is the Preservation of Access to Care for

Medicare Beneficiaries and Pension Relief Act.
The other is the 2011 physician payment schedule,

which came out in late June and is still in proposed
form.
And sandwiched in between are e-prescribing and

electronic medical records.
Here’s what it all looks like.

no pay cut now – but later??
First is the the 21.2% pay cut. It has gone away, but

only until November 30.
The new Preservation of Access to Care law, which

was signed at the end of June, not only blocks the cut
for the present but also sets a 2.2% pay raise for doc-
tors. The raise is retroactive to June 1.
That new law only puts a bandaid on the longstand-

ing issue of the SGR, or the sustainable growth rate
formula that Medicare has to follow to determine doc-
tors’ payments each year.
The formula was established in 1997, and ever

since 2003 it has been producing pay cuts for doctors.
Each year Congress has stepped in at the last minute
and saved the day by eliminating the cut and usually
giving doctors a bit of a raise.
This year, however, is the exception. Instead of

eliminating the cut, Congress simply delayed it until
June 1 and then again till November 30
So what happens after November? That’s anybody’s

guess.

and here’s the rub
The whole picture of physician payments is up in

the air, and not looking good. Congress struck down

the 21.2% cut because the heavy drop in payments
would force many physicians out of Medicare, thereby
limiting Medicare patients’ access to care.
But in comes yet another factor – the proposed

physician payment schedule for 2011. It came out just
last month, and it hands doctors a 6.1% pay cut that’s
scheduled to start in January.
Things are getting sticky.
Combine the 6.1% cut with the fact that the halt on

the 21.2% cut is only temporary, and the outlook is
dismal. Come December 1, unless Congress acts
again, the 21.2% cut will be back. And on January 1,
the 6.1% will be added to it, giving offices more than
a 27% reduction in Medicare income for 2011.

a questionable future
While a 27% pay reduction likely won’t stand, the

fact that the remedies are only temporary has led to
(please turn to page 3)
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this month’s
idea

Five good and practical ideas
for making management easier
For more than 22 years, MOM has been writing about managers’

ideas. Here are five especially good ones from out of the past.

• One manager sets a positive theme for each staff meeting and
lists it at the top of the agenda. Then staff spend the last 15 minutes
of the meeting discussing it.
The theme can be anything. At one meeting it was “do you really

know what this person is doing?” Then each staffer explained her
duties to the group.
Sometimes the theme is used to correct a problem without hitting

people over the head. If staff are entering data incorrectly, for exam-
ple, the manager goes over the right way to do the job and at the
same time asks for suggestions to make it easier.
At one meeting, the theme was teamwork and each person had to

write positive comments about one or more other staffers. The com-
ments were made anonymously, and the manager read them aloud.

• Another manager divided her staff into small groups and made
each one responsible for overseeing the costs in a specific area. One
group oversees the medical supplies, another the office supplies,
another the telephone bill, and so on.
The group leader checks the bills that come in, and the members

then disucss it and look for ways to reduce the costs. Having a hand
in the actual operations, staff understand the big picture and work as
professionals, the manager says.

• In one office, a staff committee does whatever it believes will
improve morale and encourage teamwork. Each quarter, it focuses
on an area it wants to change. One problem, for example, was sour
attitudes, so without telling anybody, the group members started
putting chocolates on the desks of staffers who did extra things and
lemon drops on the desks of those who were sour.
Pretty soon, everybody got the message.

• In another office, the doctor attends staff meetings several times
a year and explains one of the medical procedures the office per-
forms. Besides helping the clerical staff learn about the clinical side
of the office, the doctor’s efforts illustrate a sincere interest in the
staff, and a bond has developed as a result.

• Finally, one manager ended the unnecessary complaints by
putting a complaint form outside her door. It asks for the date, a
description of the problem, and a recommended solution.
Forcing staff to put their complaints in writing makes them real-

ize when a problem isn’t worth the manager’s time. And coming up
with a proposed solution makes them realize they can’t just dump an
issue on the manager but have to think it through. �
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(continued from page 1)
speculation that the government is not making a per-
manent fix to doctors’ payments for a reason. And the
reason could be that the current physician pay system
isn’t going to be around much longer.
Different types of payment structures are already

poised to move in. The new health care reform law
has introduced systems that bring far-reaching
changes not just to the amount doctors get paid but to
the way they get paid.
One, for example, is the alternative care organiza-

tion, or ACO. Under that approach, hospitals, physi-
cians, and other providers will jointly take care of
patient groups and get paid according to a formula
that takes into consideration quality goals and cost
reductions. That’s scheduled to begin in 2012.
Another is payment bundling where individual

providers aren’t paid separately for their services but
instead share a single payment for each episode of
care.

more from the proposed rule
Now look at the new 2011 physician payment

schedule.
It is right now in proposed form, which means the

government is accepting comments on it and will take
those comments into consideration before it publishes
the final rule, probably in October.
However, much of what’s in the proposed rule

won’t change or will see only minimal adjustments.
And much of that is health care reform provisions.
Essentially, the reform provisions expand services

to patients. But keep in mind that Medicare operates
on a budget-neutral system, which means there’s only
so much money to work with. Thus, when new
expenses are added in one place, the money has to be
taken from another. And the reform bill admits that to
a great extent, that other place will be doctors’
incomes.
The new provisions for 2011 include these.
• A 10% payment incentive to primary care practi-

tioners for primary care services. That applies to doc-
tors as well as to clinical nurse specialists and physi-
cian assistants.
• A 10% payment incentive to general surgeons for

major surgeries performed in health professional
shortage areas.
• Higher payments for bone density tests.
• Lower payments for imaging procedures. In addi-

tion, doctors who provide CT scans, MRIs, and PET
scans will have to disclose their financial interest in
those services and also give patients a list of other
providers in the area where those patients live – which
could conceivably be out of state. They will also have
to give patients a list of 10 other imaging providers

within a 25-mile radius of the office.
• Coverage for a new annual wellness visit where

physician and patient discuss ways to improve the
patient’s health and to reduce the risk of chronic dis-
ease. The exam will have to include six elements:
medical and family history; a list of the patient’s cur-
rent providers, suppliers, and prescriptions; a record
of height, weight, etc.; detection of cognitive impair-
ment; a general screening schedule for the next five to
10 years as well as screenings needed for the patient’s
risk factors; and health advice and referrals as needed.
The service will be paid as a level 4 office visit.
• Patients do not pay coinsurance or the deductible

for most preventive services, including the wellness
visit.
• There is considerable new emphasis on expanding

the role of nonphysician providers and also paying
them as much as physicians are paid, perhaps paving
the way for a significant change in the types of
providers patients see. For example:
– The new rule gives physician assistants the

authority to order post-hospital extended care services
in skilled nursing facilities.
– It gives certified nurse midwives the same pay-

Yet one more provision:
offices only get 12 months
to file Medicare claims
The 2011 physician payment schedule carries yet

one more provision that offices need to be aware of. It
is a new filing deadline for Medicare claims that
shortens the filing time significantly.
Claims for services provided January 1 of this year

and afterwards have only 12 months to be filed. If
Medicare receives a claim more than a year past the
date of service, it will automatically deny it.
Until now, the filing window has been longer.

Claims for services furnished during the first nine
months of the year could be filed as late as December
31 of the following year. And for services provided
during the last quarter of a year, the deadline was not
until December 31 of the second following year.
No more. The universal limit is 12 months. All fee-

for-service claims have to be submitted within one
year of the date of service.
That applies to services provided January 1 of this

year onward. What about claims for services provided
before that time?
For services provided from Oct. 1, 2009, through

Dec. 31, 2009, the claim has to be in Medicare’s hands
by December 31 of this year.
For any service provided before Oct. 1, 2009, the

old timeline still applies. �
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ment rates as physicians. Currently, midwives are paid
at 65% of the physician amount.
– And it gives the 10% incentive for primary care

services (see above) not just to physicians but also to
nurses and physician assistants.

the axe to the e-prescribing bonus
Along with all that, the proposed rule takes a hit at

the incentive payments for electronic prescribing.
Essentially, it eliminates that bonus for any doctor
who also qualifies for a bonus for using electronic
health records.
The e-prescribing bonuses began last year and will

continue through 2013. They are paid to doctors who
are “successful electronic prescribers.” Conversely,
starting in 2012, doctors who don’t use electronic pre-
scribing will get their Medicare payments reduced.
The electronic health record bonuses are part of the

new HITECH law, or the Health Information
Technology for Economic and Clinical Health Act.
That law promises five years of incentive payments
starting next year to doctors who achieve “meaningful
use” of electronic health records.
But the new proposed regulations say that any doc-

tor who gets the HITECH bonus is excluded from get-
ting the e-prescribing bonus – though that doctor will
still get hit with the penalties for not e-prescribing.
The e-prescribing bonus amount is 2% for 2009 and

2011, 1% for 2011 and 2012, and 0.5% for 2013. For
not e-prescribing, doctors get a 1% pay cut in 2012, a
1.5% cut in 2013, and a 2% cut thereafter.
The HITECH bonus can go as high as $44,000 over

the five-year period.
(For information on e-prescribing, see “Don’t get

left behind on e-prescribing and its bonus,” MOM
February 2009. For information on HITECH, see
“What offices have to do for HITECH – bonuses for
some, pay cuts for others,” MOM June 2010.) �

Three sticky questions
on when and how
to grant FMLA leave
Here are three questions about what the office does

and doesn’t have to allow under the Family and
Medical Leave Act. They are answered by
Morganville, NJ, management consultant JOHN
McNAMARA.
(Note: the FMLA applies only to large offices –

those with 50 or more employees. However, be careful
on the counting. Depending on the business structure

of the practice, the doctors can be considered employ-
ees.)

what about working from home?
If an employee on FMLA leave does work from

home, does the work time count as leave?
No. FMLA leave can be taken intermittently, so if

an employee who takes off 20 days agrees to work
two of those days from home, those two days “get
added back to the leave,” McNamara says. That per-
son has taken only 18 days.
To protect the office when someone does work from

home, draw up a written agreement on how the time
will be spent. Spell out what work the staffer can do
and the amount of time the office authorizes to get it
done. Otherwise, an employee could stretch out a one-
day job over four days.
What if a staffer works from home without autho-

rization?
The office does not have to count it as work time

and pay for it. If that happens, his advice is to send a
letter saying the employee is not authorized to work
from home during the leave.

how much bonus?
If the office gives out a bonus, does it have to

include somebody who has been on FMLA leave?
When bonuses are given out equally to all the

employees, yes, the people who have been on FMLA
leave are entitled to them, McNamara says
However, there’s no reason to give those people the

full amount. Give them a prorated amount.
Suppose everybody is getting a $3,000 bonus. Do

the prorating by the day or by the week. If it’s by the
week, just divide the $3,000 by 52 so that in round
numbers, somebody who was on leave for 10 weeks
gets the $3,000 minus $580.
While the office is well within its rights to do that,

for safety, it needs a written policy saying bonuses
will be prorated and outlining the procedure – that
they will be based on the number of days or weeks or
whatever worked. Without that, somebody could get
up in arms about the prorating and claim the payments
are discriminatory.
What about bonuses that are based on productivity?

There the office may not be required to pay the FMLA
leave person anything at all.
McNamara cites the situation where the billing

department gets a bonus for meeting a collections
goal, and all the work is done while the FMLA staffer
is out. There is no reason to include the FMLA person
in the payout. The bonus gets paid to the people who
earned it.
To all that he adds a caution: don’t make any excep-
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tions. For example, it may seem fair to give the full
bonus to a longtime employee who takes FMLA leave.
But don’t do it unless the office does the same for
everybody else who takes leave during the bonus peri-
od. To do otherwise is to invite a discrimination claim.

what about gay couples?
Does the FMLA apply to gay employees just as it

does to other employees?
Yes and no.
The FMLA covers three situations. First is the birth

or adoption of a child. Second is the care of a spouse,
child, or parent. And third is personal health condi-
tions.
The government has just expanded the definition of

children so that FMLA leave is now available to any-
body who acts as a parent. And that includes same-sex
partners, even if the partner has not adopted the child.
By way of explanation, the law itself says a child

can be biological, adopted, foster, a stepchild, a ward,
or the child of someone standing in loco parentis,
which means in the place of the parent. However it
does not explicitly include couples who are not mar-
ried – whether heterosexual or same-sex – so employ-
ers have not been obligated to allow leave to those
persons.
The new policy, which came in last month, makes it

clear that the term in loco parentis means anybody
who is responsible for the child. The relationship does
not matter.
Thus, anybody who has the role of parent is a par-

ent as far as the FMLA is concerned. And that
includes not only a gay partner but also a grandparent
or any other relative or even a nonrelative who has a
parental relationship with the child.
What about the second FMLA situation – caring for

a spouse?
A bill has been introduced into Congress to allow

FMLA leave to care for a same-sex partner, but cur-
rently, that is not allowed because federal law does not
recognize that type of relationship as a marriage. And
the new policy does not address that.
As it stands now, a gay employee’s significant other

is considered a spouse only if the couple is married
and the marriage is recognized as legal in that state,
McNamara says. If the state does not recognize gay
marriage, “there is no legal requirement to grant
FMLA leave.”
As for the third situation – FMLA leave for person-

al health conditions – one question is whether that
applies to someone who is undergoing gender transi-
tion.
Technically, no, McNamara says. A gender transi-

tion is not considered a medically necessary proce-
dure. It’s comparable to getting elective plastic
surgery. “And if it’s not a medical necessity, an

employer has a right to refuse the leave.”
Even so, don’t be too hasty to deny the leave. The

employee can easily argue that the gender transition
procedure is necessary to treat a lifelong mental disor-
der.
Also, he says, from a humanitarian standpoint, if

the employee is a good employee, “why not allow the
leave?” A gender change “is a life-altering proce-
dure.” There’s no reason not to help a good employee
transition through that situation.
He points out that in the current bad economy,

many managers are not granting leave when the need
is debatable. “That’s a horrible way to manage.” Con-
versely, granting leave when a situation is debatable
can put an office in the good light of being fair to its
employees. �

Fire with great caution:
there are lawsuits
just waiting to be filed
Today’s caution: conduct terminations with dignity.
Do it for two reasons.
One is that today’s society is litigious. Anybody

who doesn’t dot the Is and cross the Ts “is vulnerable
to a lawsuit,” says employment defense attorney
MARTHA S. DOTY, counsel with the Los Angeles
office of Alston & Bird,
The other is that “in this economy, people are

scared.” When they get fired, they don’t know when
or if there’s going to be another job. Thus, a claim
looks like a good solution to an uncertain financial
future.
Put together, those two facts have made wrongful

termination suits tremendously attractive, so when

Same-sex partners get
hospital visitation rights
The government has proposed a new rule for hospi-

tals that will allow patients to choose their own visi-
tors during hospital stays.
The rule requires that the visitors the patient choos-

es – including same-sex partners – have the same visi-
tation privileges as do spouses and immediate family
members.
There is currently no specific date when the final

rule will take effect, though it is expected to be in
force by September. It will apply to all patients,
Medicare or not. �
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somebody needs to be fired, the manager needs to get
every detail of the process right.
Here Doty sets out a checklist of points that have to

be considered before giving anybody the axe.

what do the past reviews say?
Don’t fire without checking out what the perfor-

mance reviews say. It’s going to be tough to defend
the firing if the reviews leading up to it show high
marks.
Yet that happens often, because no manager enjoys

handing out criticism and no manager wants to suffer
through a confrontation with a staffer.
Sometimes it’s the current manager who is at fault.

But just as often it’s a predecessor manager who gave
across-the-board good reviews.
When that’s the case, the office may be safer to suf-

fer on with the staffer for a while longer. For example,
if the staffer is in a protected category or has just
come back from, say, FMLA leave, the good marks
are strong evidence that the real reason for the firing
is discrimination.
But if the reviews have been good and suffering on

is not an option, face the matter head-on, Doty says.
Don’t try to skirt the issue by starting fresh and

then telling the employee that this month’s work was
not up to par. The staffer is going to respond with
“wait a minute. My reviews have been great. But all
of a sudden you start criticizing me.” And then the
office has no option but to start the entire disciplinary
process from scratch and give warnings and go
through the other hoops of firing.
The only solution is to confront the problem head

on and set the record straight, she says. Admit that the
past reviews have not been accurate. Tell the employ-
ee “this is not just about your performance this month.
The truth is we have not been happy for some time
longer than that though it’s not reflected in your prior
performance reviews.”
Legalities aside, unearned good reviews are not fair

to the employee, she says. The individual rocks along
thinking the poor performance is acceptable. Then
when firing becomes a necessity, that person doesn’t
get an opportunity to improve.
There’s no need to cover up poor performance. By

the time the review comes, most managers “have
soured on the employee, and most employees know
it.”

have the warnings been clear?
Any employee deserves a clear warning that the

performance is unacceptable and that termination will
follow if it’s not improved.
People don’t take hints about their performance,

Doty says. “No matter how many times employees are

told they aren’t performing, they always seem to be
shocked when it comes to being terminated.” And
they’re shocked because the manager has not made
the warnings clear.
Don’t try to make the statement any less harsh than

it is. Use the word termination or fired. And don’t say
that failure to improve could or may result in termina-
tion or that there’s a possibility that termination could
follow. Be direct: “if you don’t improve, you will be
terminated” or “you will be fired” or “you will lose
your job.”
For most managers, it’s not easy to get those words

out, but they have to be said. That’s the only way to
make sure the staffer understands that the perfor-
mance won’t be tolerated any longer. Be hesitant or be
subtle, and all that person hears is “I can still hang on
a bit longer.”
Don’t send a mixed message either, and that’s easy

to do with a softening remark such as “you do A, B,
and C really well, but here is the problem.”
Neither is it fair to sandwich the warning between

positive statements about the staffer’s performance.
That may make the warning easier to give, but it also
gives the staffer room to think things aren’t so bad
after all.
“Don’t put any positive remarks into the discus-

sion.” The purpose of the warning is to tell the staffer
the situation is dire; even the smallest positive remark
undermines that message.

is the office being consistent?
Another factor to consider with firing is what disci-

plinary actions the office has taken with other
employees in similar situations.
Suppose the manager fires a staffer for having a co-

worker do the signing in when that person was late. If
the office has let that same violation slide with other
staff, a wrongful termination claim may well appear.
And once again, if the fired employee is in a pro-

tected category, the evidence points even more strong-
ly to discrimination.
If there’s any inconsistency, the office is on thin ice

unless it had a clear business reason for not firing that
first staffer.

what type of person is that staffer?
Besides evaluating the past reviews and warnings

and inconsistencies, and besides taking into consider-
ation whether the staffer falls into a protected catego-
ry or has taken FMLA leave or has been a whistle-
blower or whatever, look at the staffer’s personality.
Is that staffer the type of person who would file an

EEOC claim?
If so, give the firing another think, Doty says.
Make sure the paperwork is in order and that there’s
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a clear written record of unacceptable performance
and fair warnings.
If there’s any doubt, give that person yet one more

chance to improve. Or get a signed release from liabil-
ity in exchange for a severance payment.

what do I need to say?
When it comes to the actual firing, the rule is make

it clear and keep it short.
Be factual and be courteous, but keep the meeting

brief. To make the job easier, script the message, she
says. With written preparation in hand, the manager
tends to stay on course and cover all the right points.
For the short-term employee – short-term meaning

less than a year with the office – and when the
employment is at will, there’s no need to give any rea-
son at all for the termination. Just rely on the at-will
status: “as you know, you are an at-will employee, and
we don’t believe this is working out.”
Don’t give any details about the reasons for the fir-

ing. That only invites a debate about whether the
employee has actually performed well or not, and the
discussion that follows can even lead to misstate-
ments.
If the staffer argues, don’t contradict anything. Say

no more than “we understand your views, but we’ve
made our decision.”
For the long-term employee, the situation is differ-

ent. That person deserves an explanation of what it is
that’s not working out, and it has to be performance-
related. At-will employment or not, no jury is going to
accept the “it’s just not working out” statement as a
reason to terminate a five-year employee.
Highlight the main performance problems, “but

keep it very general,” she says.
Instead or citing 10 matters where there were too

many mistakes, just say “your work has been care-
less” or “you have not paid attention to details.” Or
instead of citing a run-in with a particular patient, say
“your behavior towards patients has been unaccept-
able.”
Don’t get into any lengthy discussion.

move fast to the wind-up
End the meeting by moving to something more

pleasant.
Introduce the going-forward details – insurance

continuation and collecting the key, cell phone, secu-
rity card, laptop, and so on.
And for safety, deactivate the staffer’s passwords

and turn off access to the office’s system before the
meeting ever starts.
Have the paycheck ready to hand over, and include

in it all the accrued vacation and sick pay.
Some states require that the paycheck be given at

termination, but even when that’s not the case, it’s
best to give it at that time so there’s no argument later
that the person was not paid promptly and accurately.

three last points
Doty adds three more items to the list.
• There should be two people on the management

side at the meeting. Then the manager has a witness.
• Get a signed, dated, and witnessed statement that

the staffer acknowledges being terminated. And if the
staffer refuses to sign the statement, the manager-
should make a note of that on the statement and sign
it.
That statement certifies both the date of the firing

and the fact that the employee recognizes having been
fired.
• Don’t bring it up, but be prepared for the staffer

to say “can I resign instead of being fired?”
Resigning means the staffer can look for another

job without having to admit to being fired. But it also
means the staffer can’t collect unemployment com-
pensation, and some employees aren’t aware of that.
The office may see the firing as the appropriate

route and not allow the resignation. Or it may opt to
help the staffer out and allow it, though it’s only fair
to explain that resigning eliminates the unemployment
payments.
The decision is up to the manager. �

ICD-9’s updates for 2011
bring a few surprise codes
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
Here is a look at the 2011 updates to the ICD-9-CM

codes from neoplasms to symptoms.
Next month we’ll cover the remainder of the

updates, which include injury and poisonings, the 54
new V codes, and a single new E code.
There is a point to note in these updates.
The government published the updates May 4 in the

Federal Register, and those updates appear in the June
issue of MOM. Since then, however, a few more new
codes have been added, and one code number has

ICD-9-CM and CPT
coding update
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been changed. Those last-minute revisions are all
explained here.

NEOPLASMS
The updates start with neoplasms where there are

two new codes, both for neurofibromatosis.
Neurofibromatosis is a genetic disorder where

tumors grow along the nerves and can appear any-
where on or in the body. Perhaps the best known
example was seen in the Elephant Man, Joseph
Merrick, who died in London Hospital in 1890.
Until now, there have been codes for only two

forms of the disease, types 1 and 2. But recently a
third form, schwannomatosis, was recognized, so the
first code (237.73) covers that. The distinguishing fea-
ture of schwannomatosis is that vestibular tumors do
not develop and thus the patient’s hearing is not
affected.
The second new code (237.79) is for other forms of

the disease, and it’s the one that got its number
changed. It was originally published as 237.78.

ENDOCRINE AND METABOLIC DISEASES
The updates here start with hemochromatosis,

which is an iron overload where the body absorbs and
stores too much iron. It can cause the skin to look
gray or bronze, and it can also cause organ failure.
New code 275.01 is for hereditary hemochromato-

sis, which is one of the most common genetic disor-
ders in the U.S. and affects mostly caucasians of
northern European descent.
Code 275.02 is for hemochromatosis due to repeat-

ed transfusions of red blood cells. Code 275.03 is for
other types of hemochromatosis. And 275.09 is for
other iron metabolism disorders.
Next comes TACO, or transfusion-associated circu-

latory overload (276.61). This is an overload of fluid
following a transfusion. The patient cannot process
the fluid, usually because of cardiac or pulmonary
problems, and goes into acute respiratory distress.
Babies and elderly persons are at increased risk for

the disorder, even with only small transfusions.
New code 276.69 is for other types of fluid over-

load.
And the last code here is 278.03 for obesity

hypoventilation syndrome. It’s also known as
Pickwickian syndrome, named after the fat red-faced
character Joe of Charles Dickens’s The Pickwick
Papers. It’s a condition where severe obesity prevents
the patient from breathing rapidly enough or deeply
enough to maintain a proper oxygen level. It also
causes sleep apnea.

BLOOD AND BLOOD-FORMING ORGANS
There are two newcomers here.
Code 287.41 covers post-transfusion purpura, or

PTP. That’s a sudden and severe thrombocytopenia,

which is a decline in the platelets, or the clotting cells
in the blood. It most commonly occurs from five to 12
days after a transfusion and is potentially fatal.
Following that is code 287.49 for other thrombocy-

topenia not due to transfusions.

ADDED CODE FOR MENTAL HEALTH
Another change that has come about since the code

updates were published is the addition of codes in the
mental health area for developmental speech or lan-
guage disorders.
New code 315.35 shows childhood onset fluency

disorder, which is stuttering.
That change distinguishes childhood onset from

adult onset. In an adult, stuttering usually occurs
because of brain lesion or disease, and it is coded at
438.14 (fluency disorder due to stroke).
Related to that is new code 784.52 for fluency dis-

orders in conditions classified elsewhere. An example
is stuttering resulting from Parkinson’s disease.
Other types of stuttering in adults that come about

because of trauma or disease are coded at 307.0.
Thus, the causes of stuttering are now more clearly

identified as applying to children, stroke, and illness
such as Parkinson’s disease.
By contrast, stuttering due to trauma, as might hap-

pen when the patient has witnessed, say, a family mur-
der, is coded at 307.0.

CIRCULATORY SYSTEM
The new codes here are 447.70-447.73, and they

cover ectasia, which is a fluke dilation of the aorta.
It’s important to code it, because about 20% of

patients who have that condition later experience
abdominal aortic aneurism.
Code 447.70 shows an unspecified site, 447.71

shows the thoracic aorta, 447.72 shows the abdominal
aorta, and 447.73 shows the thoracoabdominal aorta.

AVIAN FLU
Yet more newcomers that have appeared since the

original updates were published cover influenza:
– 488.01 – influenza due to avian influenza virus

with pneumnonia
– 488.02 – same, with other respiratory manifesta-

tions
– 488.09 – same, with other manifestations
– 488.11 – H1N1 with pneumonia
– 488.12 – same, with other respiratory manifesta-

tions
– 488.19 – same, with other manifestations
With those changes, the codes for avian and H1N1

flu now mirror the 487 codes for regular flu.

DIGESTIVE SYSTEM
There is just one new code here, and it is 560.32 for

fecal impaction. But related to that are four new codes
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that appear in the symptoms chapter. They are 787.60-
787.63, and all have to do not with impaction but with
fecal incontinence due to conditions of the rectum and
anal sphincter.
The fifth digits make them more specific so that

they cover full incontinence, incomplete defecation,
smearing, and urgency.

MUSCULOSKELETAL SYSTEM
Again, just one new code. It is 724.03 for lumbar

spinal stenois with claudication.
Stenosis is a narrowing of the spinal canal, and

until now, there has been no way to distinguish it with
and without the claudication. The claudication is pain
and cramping in the legs and buttocks that affect
walking. The symptoms worsen during standing, so
the patient often compensates by sitting down or by
leaning into an object such as a shopping cart.
Patients who have claudication are more apt to have

surgery, so the distinction is important.

CONGENITALANOMALIES
The new codes here are for mullerian anomalies, or

anomalies of the female reproductive tract that occur
in utero. The conditions are often asymptomatic and
not identified until the woman has difficulty getting
pregnant or experiences spontaneous abortion or
preterm labor.
They start with seven codes for anomalies of the

uterus:
First is 752.31 for agenesis or absence of the uterus.
Next is 752.32 for hypoplasia, or underdevelopment

of the uterus.
Code 752.33 shows an unicornuate uterus, which is

connected to only one fallopian tube.
Code 752.34 is for a bicornuate uterus, or one that

has protrusions at the top of either side.
Code 752.35 is for a septate uterus where a band of

tissue called a septum runs down the middle of the
uterus.
Code 752.36 is for an arcuate uterus where the fun-

dus dips into the uterine cavity.
And 752.39 is for other uterine anomalies.
Following those are two codes for anomalies of the

cervix. Code 752.43 is for cervical agenesis, and code
752.44 is for cervical duplication where two cervices
develop.
The last three codes are for malformations of the

vagina. The first is 752.45 for agenesis. Next is
752.46 for transverse vaginal septum, where a hori-
zontal wall of fibrous tissue blocks the vagina. And
last is 752.47 for longitudinal vaginal septum where
there is a double vagina.

SYMPTOMS AND SIGNS
The new symptoms codes start with 780.33 for post

traumatic seizures, which are seizures following head

injury. Note that the code covers seizures only. It does
not include post traumatic epilepsy.
After that is code 780.66 for febrile nonhemolytic

transfusion reaction, which is fever, chills, and rigors
that occur within four hours of a transfusion. They are
caused by a reaction to the antibodies in the trans-
fused blood.
The next code speaks for itself. If is 784.92 for jaw

pain.
Next is 786.30 for hemoptysis, or coughing up of

blood. That’s followed by 786.31 for pulmonary hem-
orrhage in infants with no apparent cause. And 786.39
is for other hemoptysis.
From there are the four incontinence codes that are

discussed above with the digestive system updates.
Last are seven codes for cognitive deficiencies, and

while that type of deficiency can be the result of
either injury or neurological conditions, the codes are
related to traumatic brain injury.
The first (799.50) is another code that has appeared

since the original updates, and it is for symptoms
involving cognition. The others cover deficits in atten-
tion, communication, visuospatial skills, psychomotor
skills, frontal lobe function, and other functions.

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. �

To improve performance,
drop the criticism and
focus on education
When performance is not up to par, it’s up to the

manager to explain what needs to be improved and
show the staffer how to make the improvements.
Otherwise, “the manager is just as responsible for

the lack of performance as the staffer is,” says MONI-
CAWOFFORD, a management trainer, consultant,
and coach in Orlando, FL.
Surprisingly, the way to approach the staffer is not

with constructive criticism. Constructive or not, criti-
cism is criticism. It hurts self esteem, it breaks down
confidence, and it calls out the staffer’s defenses.
Frame the conversation instead as performance

feedback. Now the manager is a leader, not a criticiz-
er, and of the two, the leader gets the better results.
Here she lays out the process step by step.

• Calm down.
Don’t address the problem while emotions are still

attached to it. Don’t get angry and tell the staffer
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“come into my office!” and chew the staffer out.
All that does is build up the defense walls. And log-

ically so. There’s nothing for the staffer to hear but an
attack of criticism. There’s no education being
offered, so how can the staffer be expected to
improve?
It may take as long as a full day to calm down, but

take the time, she says.
Never talk “from an emotional place.” The words

may not be said, but the anger and criticism are
nonetheless there in the tone of voice, the nonverbal
expressions, and, most likely, in the unwillingness to
listen to whatever the staffer has to say.

• Meet with the staffer in quiet privacy.
Send an e-mail or call or whatever, but in a nega-

tive situation, never ask a staffer to meet when others
are within earshot.
Doing so worsens the situation and makes a solu-

tion less likely, because now the staffer is not only on
the defensive but also humiliated.

• And meet in a neutral place.
In the manager’s office, the staffer can easily view

the meeting as “a power play” and an effort to intimi-
date.
And the employee’s office isn’t any better, because

the manager walks in “standing over” the staffer, who
is seated, and the meeting starts on the same note.
Go to a neutral setting such as a conference room or

an unused office. There, both sides can be more calm
and more controlled, allowing the meeting to be more
productive.

• Get to the point at the outset.
While starting out with small talk may help the

employee relax, it can be too relaxing, and then the
meeting starts to look not so serious after all and the
staffer begins to think there’s really no need to worry
about the performance.
By contrast, any employee’s ears are going to prick

up when the meeting begins with “I’ve brought you

here so we can talk about your performance on setting
telephone appointments for Doctor A. There are some
points of it that are not acceptable, and I would like to
talk with you about them so we can resolve them.”

• The positive part goes first.
From there, Wofford recommends taking what she

terms the what-I-like-best-and-next-time approach.
The what-I-like-best part is the positive things the

staffer has done. The next-time part is the launching
pad for the expectations, for example, “What I like
best about the way you set those appointments is X.
Next time I’d like you to use an appointment chart
and fill in A, B, and C.”
Hearing that, the staffer knows the manager has

recognized and appreciates the good performance.
The staffer also understands what’s been done correct-
ly and therefore needs to be continued. Otherwise, the
staffer may think the entire process is being done
wrong and get rid of the good parts along with the
bad.

• Explain how to make the improvements.
Don’t just tell the staffer what to do; tell the staffer

how to do it.
The what is only half the equation: “next time I

want you to do a better job of setting up those
appointments.” If there’s going to be improvement,
the staffer has to know the how of setting the appoint-
ments correctly.
Tell what to do – maybe allow more time for each

appointment or give the doctor the charts along with
the schedule.
Or go further and tell how another staffer has done

the scheduling successfully, maybe by using a special
calendar.
Or even ask the staffer to meet with that other per-

son and hear about the process first-hand.

• Listen to the staffer’s side of the story.
Don’t just say “you have to do it this way.” Things

may have changed, and the manager’s way may no
longer be the most efficient way. It may not even
work at all. She compares it to telling somebody to
get to the airport one hour ahead of flight time. That
used to work, but it doesn’t now.
Give the staffer a chance to explain why the job

was done the way it was. And to make it clear that the
manager is sincerely interested in what the staffer has
to say, don’t phrase it as “why did you do that?” Say
instead “help me understand your reasoning in coming
to that decision.”
Says Wofford, “there’s no reason to do it your way

unless your way gets better results.”

• Listen to the sound of things.
Tone of voice can say more than words.
It’s one thing to say “help me understand your rea-

soning here” and end with a question mark sound; it’s

by john chase

Here are the manuals for our new EMR system.
We’re going paperless!
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another to say the same thing and end with an excla-
mation point sound.
It’s the same question, but the tone is what deter-

mines whether it’s met with defiance and rejection or
with a sincere effort to discuss the problem.

• Get the staffer’s agreement on what needs to
be done.
Wofford gives this example: “So we’ve decided that

you’ll review Staffer So-and-So’s scheduling chart
and set one up for Doctor A. Do you agree that is
something you need to do?”
Getting an affirmation increases the chance the

staffer will make those changes, she says. “People
don’t argue with their own data.”
When people say “yes, I agree, and I am willing to

do it,” they are far more likely to do it than if they are
just sitting there nodding and smiling. Moreover, the
question ensures the employee understands what’s
expected and also that the manager understands what
the employee is going to do. The answer might be
“yes, I will do that, but I can’t do it until Thursday
because . . .” Or the staffer may have a question about
how to set up the chart.

• Don’t assume anybody is passionate about
every task.
The task may be part of the job description, but

people are human, and they aren’t passionate about
everything they have to do.
If it’s an unpleasant part of the job, acknowledge

that and give the staffer credit for doing it: “I can
understand this isn’t one of your favorite jobs, and I
appreciate your taking time to get it right.” Or “here’s
a way to make it less draining.”
That’s appreciated, Wofford says. It makes the

staffer feel valued and respected and more willing to
do what the manager asks. �

Yes, the office has to pay
for translators
for nonEnglish patients
Is the office required to provide translators for

patient who do not speak English?
Yes.
And the same applies to deaf patients.
For patients with limited English proficiency, or

LEP, the obligation comes under Title VI of the Civil
Rights Act. The obligation to provide communication
for patients who are hearing impaired comes under the
Americans with Disabilities Act.
Violate either, and the office can be charged with

discrimination, says ELIZABETH A. ZUREK, a
health care attorney in Oak Park, IL.
The damages run as high as the damages for any

other type of discrimination claim, and along with that
are the legal fees.
And don’t look to the malpractice insurance for

help. That policy covers accidents, not breaches of the
law.
Here Zurek explains the individual points of both

requirements that managers need to be aware of.

it’s the patient’s call
Can the patient use a family member or friend as

the interpreter?
Yes, but the office can’t require it. In fact, it can’t

even recommend it.
Asking the patient if a family member will be the

interpreter seems the logical thing to do, Zurek says,
“but it’s a dangerous area to get into” because it can
be seen as an effort to coerce the patient into using
that person.
Instead, the office is required to tell the patient that

it can provide an interpreter “free and with no hur-
dles” and let the patient take it from there. Only if the
patient then declines the offer and requests a relative
or friend is it appropriate to use that person. And to
keep the office safe if that happens, document the fact
that the office offered and that it was the patient who
brought up the possibility of using someone else.
Don’t even say “we can provide you with a free

interpreter or you can use a family member,” Zurek
cautions. Let the patient bring that up.
The logic of it is that the family member or friend

could be biased, particularly when the patient is a
child and the mother doesn’t speak English. Or priva-
cy could be at issue as when a young woman comes in
for birth control counseling and doesn’t want a parent
to be the interpreter.

the same as age, race, and gender\
Why is it discrimination to do otherwise?
Discrimination is discrimination, Zurek explains. It

makes no difference whether the cause is a hearing
impairment or national origin or age or gender or race.
Take out the term translation and substitute old or

female or black, she says. “Our office can’t see you
because you speak French” is the same as saying “we
can’t see you because you are black.” Or “we don’t
treat French patients” is the same as “we don’t treat
black patients.”
What if the office tells the patient that no one there

speaks French but the office down the street has a
native French physician?
The Department of Justice sees that as no different

from “we don’t have any black physicians here but the



other office does.” It can be construed as an effort to
coerce the patient to go elsewhere.

obscure languages count too
What if the patient speaks an obscure language and

there is no translator available?
That doesn’t change the picture, Zurek says. The

office has to be resourceful and find a translator.
She points out that telephone language lines such as
the one AT&T provides often cover just about all lan-
guages.

cost is no argument
Who has to pay for the translator?
The office does.
The cost of an interpreter can be heavy with per-

haps a two-hour minimum plus travel expenses, and
most states do not provide reimbursement. Neither
does Medicare.
Yet the government does not consider cost a hard-

ship even if the office has to pay more for the inter-

preter than it makes for the service – or even if it
winds up providing life-long treatment to a patient
with, say, diabetes, and losing money at every visit.
“There’s no sympathy for the cost,” she says.
The government looks at providing the translation

services as simply part of the cost of doing business,
not unlike supplying tissues or having a wheelchair
available to patients.
The office can possibly reduce the cost by using a

telephone translator service, which may run $6 to $10
a minute. There are also volunteer services available.
But regardless of the cost, “it’s cheaper to spend a

little on an interpreter than thousands on defending a
discrimination claim.”

using an inhouse translator
Can the office use a staffer to translate?
Yes, and in areas where a large number of patients

speak Spanish, for example, many offices hire
Spanish-speaking clinical staff for that reason. It’s
also possible to train a Spanish-speaking nonclinical
staffer in medical language and use that person as the
translator.
However, the translating has to be part of the job.

It’s not suitable to use a staffer at the front desk who
has only a smattering of the language.

but not always the patient’s choice
What if the patient demands that the office use a

particular translator?
That’s not uncommon with deaf patients, because

they often come to rely on individual interpreters,
Zurek says. However, the office’s only requirement is
to provide a qualified interpreter, and if it has a quali-
fied person available on staff or through an agency, it
can tell the patient “no, we have a qualified interpreter
available.”
The same applies with telephone translators. If the

service is sufficient, the office can require the patient
to use it. “There’s no obligation to provide the best.”
The office only has to provide what’s necessary for
the individual situation.

don’t make the patient wait
What if the office doesn’t find out about the need for

an interpreter until the patient shows up for the
appointment?
If the situation is not an emergency, it’s permissible

to tell the patient that the office will have to arrange
for the translator and reschedule the appointment.
But even that may not be appropriate, she warns. In

a metropolitan area where an interpreter is immediate-
ly available, it not necessarily reasonable to ask the
patient to wait for another appointment. �
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