
The government has now issued final rules on how
offices can achieve “meaningful use” of their elec-
tronic records – and get a bonus.

The process begins in January, and offices that meet
the new requirements can get up to $44,000 in incen-
tive payments.

It’s worth the effort. Electronic records are not a
requirement – for now. But they will become a
requirement for all health care providers, and that
time will come sooner rather than later. Starting in
2015, offices that don’t have electronic records run-
ning at full speed will see their Medicare payments
cut.

From there it’s only a matter of time until electronic
health records, or EHRs, are a requirement for all

offices. And the concept is not a new one. As early as
2003, George W. Bush called for the elimination of
paper records within a decade.

What’s happening with the move to EHRs is con-
fusing. Here’s an outline of it.

HITECH and three stages
The legislative push for EHRs comes from a new

law called HITECH, or the Health Information
Technology for Economic and Clinical Health Act. It’s
part of the stimulus bill, and essentially it requires
doctors and hospitals to use electronic records.

To move everybody along to a standard EHR for-
mat, the government has set out a five-year timetable
that offices have to follow. There are three stages to
the journey, starting in January and running through
2015. After that time, every office has to be using
electronic records or lose money.

The new final rule on meaningful use lays out the
requirements for Stage 1. The government hasn’t com-

pleted the requirements for Stages 2 and 3.
In June, MOM outlined what the government origi-

nally proposed for Stage 1. (See “What offices have to
do for HITECH – bonuses for some, pay cuts for oth-
ers.”) The final rule, however, came out July 28 and
makes some changes.

The main difference is that the proposed rule said
offices had to meet 25 objectives to get the incentive
payments while the final rule has lightened that a bit.
It has divided the objectives into two sets or groups.

One is the core set. It has 15 objectives, and offices
have to meet all of them.

The other is the menu set, which contains 10 objec-
tives. Offices only have to meet five of those, and
they can choose which ones to do. The other five will
still have to be met, but for now they can be delayed
until Stage 2 comes along.

There’s another bit of leeway in the fact that if it’s
(please turn to page 3)
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this month’s
idea

Arizona office calls on its patients
to help fix the SGR pay cut issue

Without getting into any politics, an Arizona practice is working
to get Congress to fix the big issue of the sustainable growth rate or
SGR formula that determines doctors’ Medicare payments.

The practice is Arizona Pulmonary Specialists, a large group with
29 physicians and offices in both Phoenix and Scottsdale, and it’s
taking advantage of its size to get the message across, says VICKI
BERK FARMER who has been its administrator for 26 years.

Farmer and the physicians are developing two items, a bookmark
and a postcard. Both will go only to patients.

The bookmark explains briefly how the SGR, as it stands, will
produce a 21.2% cut in doctors’ payments and how that will affect
patients’ access to care. It’s set out in bullet points: what’s happen-
ing? what does this mean to me? what can I do?

Says Farmer, “any patient who understands what is going on”
wants to see the problem solved.

And that’s where the postcard comes in.
It’s addressed to Arizona’s Congressional representatives and

says “I support fixing the SGR. I am worried about having access to
the physicians who take care of me.” That’s it. There’s nothing about
how to fix the SGR, only that the patient is aware of the problem
and concerned about the consequences of not fixing it. The patient
signs the card.

The office will give both the bookmark and the postcard to
patients as they come in. Each patient will fill in the card with name
and address and also a signature. The office will have a box in the
reception area to collect the completed postcards and will mail them
at the end of EACH day. The program will continue through the end
of November when the cut is scheduled to take effect.

That approach, Farmer says, sends an ongoing daily stream of
cards to Congress as opposed to a single big drop. And with each
card carrying a patient’s name and address and signature, “it isn’t
just a mass mailing from a group practice but cards from verifiable
voters who care enough to sign their names.”

Farmer is also sending a letter explaining the program to other
managers as well as to the managers of the practices where her fami-
ly are patients. It asks them to do the same in their offices.

It’s not a matter of politics, and it’s not a matter of getting recog-
nition for the practice, she says. The postcards don’t even carry the
office’s name. It’s solely an effort to get the SGR fixed. “Nobody
wants to see the cut.”
If your office has a system that makes managing easier, MOM

would like to write about it. Contact the Editor, Medical Office
Manager, P.O. Box 52843, Atlanta, GA 30355. Telephone 404/367-
1991 and fax 404/367-1995. We pay $100 for every idea we write
about in this column. �
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(continued from page 1)
impossible for an office to meet a specific objective, it
can get an exclusion for it, and if that happens, the
objective gets kicked out of the office’s Stage 1 pic-
ture entirely.

So suppose an office gets one exception for a core
objective and one for a menu objective. It will have to
meet the other 14 core measures. But for the menu,
because the objective has been kicked out, the office
will only have to meet four of the remaining nine
objectives.

Don’t get too excited about the exclusions, howev-
er. They will apply to very few offices. (They are list-
ed in the charts at the end of this article.)

how to be a meaningful user
As to what an office has to do to get the payments,

the three stages for the most part look like this.

STAGE 1
The office’s system has to gather health data in

coded format and use it to track clinical conditions. It
also has to be able to communicate that information
for coordination of care. And it has to be able to report
quality measures and public health information.

STAGE 2
This will expand Stage 1 to include disease man-

agement, clinical decision support, medication man-
agement, patient access to health information, transi-
tions in care, quality measuring and research, and
communication with public health agencies.

There will be a larger number of core objectives
here than at Stage 1.

STAGE 3
At this point, the government will get into the med-

ical decision making in an effort to improve health
outcomes. It says there will be “decision support” for
medical conditions it considers “high priority.”

Patients will have access to self management tools.
And there will be wide access amongst providers and
the government to comprehensive patient data.

the carrot and the stick
The incentive payment is 75% of the approved

Medicare charges for the services the doctor provides
during the year. However, there is a limit on how far
that can go. The top amounts an individual doctor can
get are these:
first year: $15,000
second year: $12,000
third year: $8,000
fourth year: $4000
fifth year: $2,000
For the early-bird doctors who start in 2011 or

2012, there’s more to be had. Payment for their first
year can go as high as $18,000. In addition, doctors
who serve health professional shortage areas routinely
get their bonuses increased by 10%.

For the latecomers, however – or those who don’t
start until 2015 – there won’t be any bonus at all.

What about doctors who don’t make meaningful use
of electronic records or don’t have EHR systems at
all?

Starting in 2015, their Medicare payments will get
continuously worsening cuts:
2015: -1%
2016: -2%
2017: -3%
2018 onward: -3% to -5%
The government also says it recognizes that most

doctors aren’t excited about moving the EHRs. In fact,
an estimated 60% of office-based physicians don’t
have any type of EHR at all.

And there’s little incentive for buying a system
because the cost is high.

Making matters worse, the cost offices face in buy-
ing a system is far greater than even the top bonus
amounts will cover.

For that reason, another prod has been added:
unless 75% of doctors are meaningful users by 2018,
Medicare it will increase the pay cuts by another 1%
each year.

open to just about all doctors
All physicians can participate in the EHR incentive

program as long as they are not hospital-based.
Hospital-based means that more than 90% of the

doctor’s services are in a hospital setting. However,
doctors who work in outpatient hospital settings are
eligible.

check the vendor’s certification
An essential point to be aware of is that to get a

bonus payment, the office has to use a record system
that is certified, or meets specific government require-
ments. And bonuses aside, it just makes sense to have
a certified system, because that’s the only way the
office can be assured it can meet whatever record
reporting and communication capabilities the govern-
ment will require later.

Thus, along with its new rules for meaningful use,
the government has set out the standards that record
system vendors have to meet to get their softwares
certified.

Offices that already have EHR software need to ask
their vendors if they are applying for certification and
also if they have temporary certification. Vendors

(continues on page 5)
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Outcome: to improve quality, safety, efficiency,
and reduce health disparities

• Use computerized physician order entry (CPOE)
for prescriptions.
measure: more than 30% of patients seen who
have prescriptions have a CPOE order entered
(Exclusion: doctor writes fewer than 100
prescriptions)

• Implement drug-drug and drug-allergy interaction
checks.
measure: function is available during entire
reporting period

• Send prescriptions electronically.
measure: more than 40% of prescriptions get
sent electronically
(Exclusion: doctor writes fewer than 100
prescriptions)

• Record demographics: preferred language,
gender, race, ethnicity, and date of birth.
measure: more than 50% of patients seen have
demographics recorded

• Maintain a list of current and active diagnoses.
measure: more than 80% of patients seen have
an entry or indication of no known problems

• Maintain an active medication list.
measure: more than 80% of patients seen have
an entry or indication of no current prescribed
medications

• Maintain an active medication allergy list.
measure: more than 80% of patients seen have
an entry or an indication of no known
medication allergies

• Record and chart changes in vital signs: height,
weight, blood pressure; display BMI; plot and
display growth charts for children age 2-20.
measure: height, weight, and blood pressure
recorded for more than 50% of patients of that
age seen
(Exclusion: doctor sees no patients of that
age, or vital signs not relevant to practice)

• Record smoking status for patients 13 or older.
measure: smoking status recorded for more
than 50% of patients seen age 13 and older
(Exclusion: doctor sees no patients that age)

• Implement one clinical decision rule that applies
to the specialty or is of high clinical priority and
be able to track compliance with it.
measure: one rule implemented

• Report ambulatory clinical quality measures to
CMS or to the state.
measure: for 2011, report the measures via
attestation; for 2012, submit electronically

Outcome: to engage patients and families
in their health care

• Give patients electronic copies of their health
information on request. (Include test results,
problem list, medications, medication allergies.)
measure: more than 50% of patients requesting
copies get them within three business days
(Exclusion: doctor has no copy requests)

• Give patients clinical summaries of each visit.
measure: more than 50% of patients get
summaries within three business days
(Exclusion: doctor has no office visits)

Outcome: to improve
care coordination

• Be able to exchange key clinical information
(e.g., problem list, medications, medication
allergies, diagnostic test results) among
providers and entities.
measure: perform at least one test of the
system’s capacity to do this.

Outcome: to ensure adequate privacy and security
protections for personal health information
• Protect electronic health information by

implementing appropriate technical capabilities.
measure: conduct security risk analysis,
update as needed, correct deficiencies

15 core items – and – 10 menu items
Here are the Stage 1 objectives the office has to meet to get bonus payments for meaningful use of

its electronic health record system.
They are divided into two sets and are grouped according to the outcomes they are designed to

achieve. First is the core set; the office has to meet all of the 15 core items. And second is the menu
set; the office has to choose five of the 10 menu items.

After each one is the measure of success plus any exception that applies. Note that not all the items
have exceptions.

– core items: do all of these –
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Outcome: to improve quality, safety, and efficiency
and to reduce health disparities

• Implement drug-formulary checks.
measure: office can access an internal or
external drug formulary for the entire period

• Incorporate clinical test results into the system.
measure: more than 40% of lab tests ordered
with results in positive/negative or numerical
format are incorporated into the system
(Exclusion: doctor orders no lab tests with
those types of results)

• Generate lists of patients by conditions to use
for quality improvement, disparity reduction,
research, or outreach.
measure: generate one report for a condition

• Send reminders for preventive and follow-up care.
measure: more than 20% of patients aged 65
or older or 5 or younger are sent reminders
(Exclusion: no patients of those ages with
electronic records)

Outcome: to engage patients and families
in their health care

• Give patients electronic access to their health
information (lab results, problem list,
medications, medication allergies) within four
business days of its being available to the office.
measure: more than 10% of patients seen have
access (subject to physician’s discretion)
(Exclusion: doctor doesn’t order or create
that information during the period)

• Identify patient-specific education resources and
provide them to the patient if appropriate.
measure: more than 10% of patients seen are
given education resources

Outcome: to improve
care coordination

• Physician who receives a patient from another
setting or provider or believes an encounter is
relevant performs medication reconciliation.
measure: reconciliation done for more than
50% of patients who are transitioned
(Exclusion: physician does not receive
any transitions of care during the
reporting period)

• Physician who sends a patient to another setting
or provider or refers a patient to another
provider gives a summary of the care record.
measure: summary of care given for more
than 50% of patients who are transitioned.
(Exclusion: doctor neither transfers nor
refers patients)

Objective: to improve population and
public health

• Capability to submit data to immunization
registries or to Immunization Information
Systems plus actual submission.
measure: office tests its ability to submit data
and does actual submission if test is successful
(Exclusion: no immunizations given or
registry cannot receive the information
electronically)

• Capability to submit syndromic surveillance data
to public health agencies plus actual submission.
measure: office tests its ability to provide
surveillance data and does actual submission
if test is successful
(Exclusion: information not collected or
agency cannot receive it electronically) �

– menu items: do any 5 of these –

have to apply for the certification, and the government
says it will issue certification for current and new
software within the next few months.

Offices also need to check a vendor’s certification
before buying new systems.

EHRs versus e-scripts
Every silver lining has a cloud, and the cloud here

is that there’s a good chance that getting EHR incen-
tive payments will undo a doctor’s chance to get the
incentive payments for electronic prescribing.

The proposed physician pay schedule for 2001 says
it’s one or the other – the EHR bonus or the e-script
bonus, not both.

Of the two, the EHR bonus is better. The payment

for electronic prescribing is 2% of allowable charges
for this year, and it goes down gradually until in 2013
it is only 0.5%.

That either-or provision may or may not stand,
however. The final payment schedule will be pub-
lished in the fall.

(The final rules for both the meaningful use
requirements and the certification standards appear in
the July 28 Federal Register. To access them, go to
http://www.access.gpo.gov/su_docs/fedreg/a100728c
.html.

For the meaningful use rules: scroll down to
“Centers for Medicare and Medicaid Services” and
click on “rules.” For the certification rules: scroll fur-
ther to “Health and Human Services Department” and
click on “rules.”) �
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Beware five areas where
business, personnel records
get the office into trouble

Managing the office’s business and personnel
records goes beyond setting a simple timeline for
record retention.

Time is only part of the picture, says records man-
agement professional DIANE K. CARLISLE, CRM.
Where most offices fail in the job is not in the time-
lines at all but in mismanaging the records.

Here she sets out five elements of record manage-
ment that managers need to be aware of – and follow.
Carlisle is deputy executive director for ARMA
International, a professional association for record and
information managers headquartered in Overland
Park, KS.

don’t make ad hoc decisions
The first point is make sure the office doesn’t devi-

ate from whatever destruction schedule it chooses to
follow.

The most common error managers make, Carlisle
says, is the “just-in-case decision” to hang on to
something for fear it might be needed later – or even
decide to keep it forever – just in case.

No manager “can make ad hoc decisions about
what to keep and what to destroy.”

Keeping records too long is expensive in both the
cost of the storage and the staff time required to han-
dle them. But more, it’s dangerous. Any unnecessary
record can work against the office should legal mat-
ters arise.

Suppose the destruction time comes for the person-
nel record of someone who was fired. The manager
thinks “we should keep this just in case we get a
wrongful discharge suit” and doesn’t destroy the
record.

Then a year later a suit does appear. Now the office
“has to take action to protect that record, have legal
counsel review it, and produce it in the litigation.”
And that means it has to “burn up a lot of hours and
resources” on something that could have been avoided
altogether.

Worse, that record could contain information that
turns out to be a smoking gun that wins the plaintiff’s
claim – and it didn’t have to be there in the first place.

a one-pager won’t cut it
Next, the retention/destruction schedule needs to be

comprehensive.
Everybody’s dream is a one-page schedule printed

off the Internet. “But it’s not that easy.” There are

many other factors that go into drawing up a good
schedule.

For example, it’s not enough to say the office will
follow federal guidelines for retaining its personnel
records. There are also state requirements. Often those
exceed the federal requirements, and when they do,
the office has to follow the state.

There are office-specific factors to consider as well.
If there have been several overtime-related claims, for
example, it may be a good idea to set a longer reten-
tion period for the time records than is required.

Or if the practice has offices in more than one state,
it may want to set a policy of following the most strin-
gent of the state requirements, thereby making the
office safe in all the states.

Practicality is a factor too. If the office plans to use
certain records for marketing or to track patient satis-
faction, it needs to set a longer retention period for
that information.

Along with all that, the policy should set out a pro-
cedures for a legal hold, or for setting aside and pro-
tecting records from destruction when they may be
required for legal claims. The policy might say, for
example, that when a claim arises, the office will
move the entire personnel record to some specific
location and will keep it there for a certain period of
time.

electronic is the same as paper
The office also needs a procedure for preserving its

electronic records.
Those have to be treated just like the paper records,

Carlisle says. “The retention period is determined by
the content of the material, not the format it’s in.”

And while most managers are aware of that, few
follow through with it. That’s because electronic
records include things people tend to ignore. Beside e-
mail, they cover text messages, instant messages, and
voice mail. Any of those formats can contain informa-
tion that needs to be retained.

She gives the example of text messages between the
manager and a supervisor about a staffer’s perfor-
mance and subsequent discipline or termination.
Those need to be printed out and recorded in the
employee’s file.

check out the destruction gaps
Yet another concern is protecting the privacy of the

records during the destruction process, and that
applies to business and financial records as well as to
medical records.

The office’s responsibility doesn’t end when an out-
side company carries them off to be shredded, Carlisle
says. It’s still the office’s responsibility “to make sure
the destruction actually happens and that confidential-



medical office manager / august 2010 page 7

ity and privacy are never at risk” during the process.
To do that, ask three questions:
How are the records secured in the truck after pick-

up? Access should be restricted to authorized person-
nel. Also, the truck should be locked at all times, even
when the driver stops for pick-ups.
Where are the records stored while they are waiting

to be shredded? They should be kept in a secured area
restricted to authorized personnel, and those people
should be bonded.
What is the time span between pick-up and destruc-

tion? The company should give the office a commit-
ment to destroy the records within a specific time-
frame. The office needs to know that, she notes. “If
the records have been approved for destruction but not
actually destroyed and litigation comes up,” it has to
protect them and possibly produce them later. �

ICD-9’s new codes get
some last-minute updates

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

(Note: The 2011 updates to ICD-9-CM first
appeared in May and are covered in MOM’s June
issue.
Since then, the government has made a few last-

minute changes: it has added 10 new codes, deleted
two codes, and has made two changes even to the new
codes that were part of the May updates.
All the changes will take effect October 1 and will

appear in the new codebooks. Offices that have
already updated their systems need to check to be sure
these new changes are included. The changes appear
in the box on page 8.)

Last month we covered the first part of the 2011
updates to ICD-9-CM – from neoplasms to symptoms.
Here now is an explanation of the remainder of them,
starting with injury and poisoning.

INJURYAND POISONING
The changes here begin with a new code for

cocaine poisoning (970.81). Until now, there has not
been a specific code for that. Instead, cocaine poison-

ing could only be coded as 970.8 for other specified
nervous stimulants. The new fifth digit makes it possi-
ble to distinguish cocaine from other stimulants.

Along with that is new code 970.89 for poisoning
by other central nervous system stimulants.

The symptoms of cocaine poisoning are much like
those of any other type of stimulant overdose. They
include stupor, tachycardia, hypertension, hyperther-
mia, confusion, and convulsion.

Also in this chapter are 19 new codes for hemolytic
transfusion reactions.

Hemolytic reaction involves the destruction of red
blood cells. Often it causes hemoglobin in the urine as
the destroyed cells are passed through the body. There
can also be fever, chills, and rigors. Acute hemolysis
occurs within 24 hours of transfusion; delayed hemol-
ysis can occur anytime after that up to 28 days.

The new codes came about because studies have
shown that hemolysis is a leading cause of transfu-
sion-related death. The codes make it possible to track
the occurrence of it and also to show it if is acute or
delayed.

The codes here start with ABO incompatibility
reaction, which is an immune reaction that occurs
when two incompatible blood types (A, B, or O) are
mixed. They begin with unspecified reaction (999.60)
and then go to acute and delayed reaction (999.61-
999.63) and to other reaction (999.69).

Following those are codes for Rh incompatibility
reaction, again with unspecified, acute, delayed, and
other (999.70-999.74).

The Rh title is named after the rhesus monkey,
which was the research source for the discovery of
the factor. The Rh incompatibility most commonly
occurs during pregnancy when the mother’s blood is
Rh-negative and the baby’s is Rh-positive. However,
it can also occur in transfusions, and that’s what these
codes cover, not the pregnancy-related incompatibili-
ty.

Next are codes for non-ABO incompatibility reac-
tion (999.75-999.79). And the last four codes are for
unspecified reactions.

V CODES
There are 54 new V codes, starting with potential

health hazards from personal history.

personal and family history
The first code is V11.4 for personal history of com-

bat and operational stress reaction. That applies to
both actual combat and stress from the general envi-
ronment of war.

In the mental health chapter is code 308.x for the
acute reaction to stress. However, that code applies to
stress that is currently going on; the V code shows
only a history of it.

Codes V13.23 and V13.24 are for history of vaginal

ICD-9-CM and CPT
coding update
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and vulvar dysplasia. A patient who has been treated
for either of those conditions is usually seen every
four to six months afterwards to check for recurrence,
so these codes explain the reason for the follow-up
encounter.

The remaining eight codes here are the “cure”
codes. They show a history of something that has been
corrected and carries no residual effects.

They are V13.62-68 and V15.53, and they cover
history of corrected malformations of the genitouri-
nary system, nervous system, eye/ear/face/neck area,
heart and circulatory system, respiratory system,
digestive system, and integument, limbs, and muscu-
loskeletal system. The last one (V15.53) is for history
of a retained foreign body that has since been
removed.

Those codes aren’t used every time the patient

comes in but only if they apply to the care currently
being provided.
reproduction and development

The next three codes are for encounters involving
IUDs, or intrauterine devices. They cover insertion
(V25.11), removal (V25.12), and removal plus rein-
sertion (V25.13).

An existing code, V25.42, has been revised to cover
only checking the IUD. It does not involve insertion
or removal.
conditions influencing health status

Next, code V49.86 show there is a do-not-resusci-
tate order for the patient.

And following that is one of the new codes that has
just been added. It is V49.87 for physical restraints
status, and it is used when the patient is restrained,

10 MORE NEW CODES

neoplasms
neoplasms of uncertain behavior
237.79 – other neurofibromatosis

mental disorders
nonpsychotic mental disorders
315.35 – childhood onset fluency disorder

respiratory system
pneumonia and influenza
488.01 – influenza due to identified avian influenza

virus with pneumonia
488.02 – influenza due to identified avian influenza

virus with other respiratory manifestations
488.09 – influenza due to identified avian influenza

virus with other manifestations
488.11 – influenza due to identified novel H1N1

influenza virus with pneumonia
488.12 – influenza due to identified novel H1N1

influenza virus with other respiratory
488.19 – influenza due to identified novel H1N1

influenza virus with other manifestations

symptoms, signs, ill-defined conditions
symptoms
784.52 – fluency disorder in conditions classified

elsewhere

V codes
conditions influencing health status
V49.87 – physical restraints status

2 MORE DELETED CODES

respiratory system
pneumonia and influenza
488.0 – influenza due to identified avian influenza

virus
488.1 – influenza due to identified novel H1N1

influenza virus

PLUS 2 GENERAL CHANGES

In addition, there are two changes in the codes that
appeared in the original updates. They are

signs and symptoms
unknown causes of morbidity and mortality
799.50 – unspecified signs and symptoms involving

cognition
This code was in the May list but has since been

deleted. Thus, it will not make it into the 2011 code-
book.

neoplasms
neoplasms of uncertain behavior
237.78 – other neurofibromatosis
This code was in the May list but has been renum-

bered to 237.79. (It is included in the 10 new codes
listed above.)

the last-minute changes
These are new CPT code changes that have come about since the 2011 updates were announced in the

spring. They include 10 new codes, two deleted codes, and two changes to the codes that first appeared
in the orginial list of updates.
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perhaps to control flailing or to prevent the risk of
falling.
other circumstances

New code V62.85 shows the presence of homicidal
ideation. The code for suicidal ideation (V62.84) was
new in 2005.
body mass index

There are five new codes to show BMI of 40 or
over. Until now, there has been only one code, V85.4,
to show that. The new codes, however, add fifth digits
to distinguish the actual amount: 40-44.9, 45-49.9, 50-
59.9, 60-69.9, and 70 and over. The codes are V85.41-
V85.45.

acquired organ absence
Two new codes here show total and partial absence

of the pancreas (V88.11-V88.12), often due to surgery
for pancreatic cancer. A new note here says to use an
additional code to identify insulin use and secondary
diabetes, if either is present.

retained foreign bodies
Next are 14 new codes that, along with new code

V15.53 (history of retained foreign body), come at the
request of the Department of Defense to define com-
mon types of injuries from explosions. They begin
with V90.01 for retained uranium fragments and con-
tinue on to include radioactive, metal, magnetic, and
plastic fragments as well as animal quills, teeth, and
fragments of wood, organic matter, glass, and stone or
crystal.

These codes are needed because sometimes the
location or the number of embedded bodies makes
removal impossible. That can create a potential for
infection. Or, if the body is metal, it can preclude the
patient’s having an MRI exam.

multiple gestation
V91 is a new subcategory that shows the number of

placentae and amniotic sacs. There was no space for
these codes in ICD-9’s chapter covering the perinatal
period, so they have been placed here.

These codes run from V911.00 to V91.99 and show
status only. They may indicate the potential for a
problem, but not any current problem.

For twin pregnancies, the codes show whether the
number of placentae and sacs is unspecified, one and
one, one and two, two and two, or not determinable.
And from there the codes show the numbers in much
the same order for triplets, quadruplets, and other
specified multiple gestations.

There is so far no rule of whether these codes need
to be used with every multiple pregnancy.

ONE LAST E CODE
The last new code is E000.2, which is the status of

being a volunteer. t says the patient was in the

process of doing volunteer activity when the injury
occurred.

It shows the external cause of the event. The other
external causes are civilian activity does for pay, mili-
tary activity, and other activities not being done for
income.
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. �

The leering, hollow claims,
demands, and blackmail
of sexual harassment

Sexual harassment is
• Verbal or physical sexual conduct that affects the

victim’s employment, interferes with performance, or
creates a hostile work environment.

• The conduct is unwelcome. A consensual sexual
relationship isn’t harassment.
• It’s a violation of Title VII of the Civil Rights Act

of 1964.
• It applies to offices with 15 or more employees,

and depending on the corporate set-up of the office,
the doctors can count as employees.
• The victim can be a woman or a man.
• The harassing can be same-sex or opposite-sex.
• The harasser can be a supervisor, co-worker, or a

nonemployee such as a vendor.
• The office can get sued even if the victim isn’t

injured.
• Federal law gives the victim 180 days to file a

charge, though state law can extend that to 300 days.
Those are calendar days from the last incident of
harassment.

Here is some Q&A on how to deal with the gray
areas of harassment. It is provided by employment
law attorney MARTY DENIS of Barlow, Kobata &
Denis in Chicago.

staring and leering
Is staring or leering considered harassment?
Alone, neither is enough evidence to prove harass-

ment. But when either occurs along with other more
serious conduct such as touching or sexual comments,
it is.

Alone or not, though, staring and leering do have to
be addressed.

At the very least, tell the harasser that a complaint
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has been made and to stop the leering. The person will
likely deny it or say something along the lines of “I’m
not leering. I’m counting the spots on the ceiling.” If
so, respond with “I don’t know if you are doing it or
not, but if I catch you doing it, I am going to disci-
pline you.”

If the complaint continues, rearrange the desks so
the two people aren’t facing one another.

a claim but no evidence
What should the manager do when a staffer claims

sexual harassment but has no proof of it?
Unfortunately, that’s the way most harassment com-

plaints occur, Denis says. And it stands to reason.
Harassing remarks and sexual propositions are

invariably made “when there aren’t any witnesses.”
And most harassers are smart enough not to put any-
thing in writing.

Don’t expect the harasser to admit to wrongdoing.
In fact, it’s likely to turn into a she says/he says situa-
tion of “he touched my big toe and said he was going
up to my knee cap” and “I don’t know what she’s talk-
ing about.”

Regardless, the office has to respond to the com-
plaint, even if only minimally.

The best approach is to give the alleged harasser a
written if-this-is-true warning: “Staffer A says you did
X; you claim you did not do so. I am unable to corrob-
orate the claim at this time. However, this is to let you
know that if I find you did commit this offense, you
will be subject to discipline up to and including termi-
nation.”

Then add that the office will not tolerate retaliation
against Staffer A for making the complaint.

Along with that, send a letter to the accuser saying
“I have investigated your complaint and have not been
able to corroborate your claim that So-and-So did X.
However, I have warned So-and-So that the kind of
conduct you have described is unacceptable and that
the office does not condone it. Neither does the office
condone any type of retaliation against you for mak-
ing the complaint. If the behavior occurs again or if
you have any concerns, please contact me.”

Then follow up with the victim in a few weeks to
make sure the situation has resolved.

“Eight out of 10 times,” he says, “the one-time
harasser will take the warning and that will clear it
up.”

What’s more, the letters are evidence that the office
didn’t brush the matter off but took immediate action
and also didn’t drop the ball afterwards. All that is
essential because one of the things a court looks at is
whether the office acted promptly or waited several
months before addressing the complaint.

Denis adds that the office can also offer either vic-
tim or harasser relocation to another area. If so, how-

ever, make sure the transfer is voluntary and doesn’t
involve a demotion or reduction in pay and also that
the new work area is as desirable as the previous loca-
tion.

‘It’s him or me!’
What if harassment is proved and the victim

demands that the harasser be fired?
While an employer does have to ask the victim if

the solution is satisfactory, the office’s decisionf
depends on the egregiousness of the harassment.

If it involved physical contact or was blatantly
repeated, termination is probably the safest route. But
if it was minor, perhaps an isolated lewd comment, all
the office is required to do is correct the situation.

The office’s route also depends on the status of the
harasser. If it’s the head of the company, termination
is obviously not an option. But if the culprit is a mes-
senger, termination may be the safest approach lest
the victim quit and then sue for harassment.

He adds, however, that even if the harasser is the
senior physician, the situation has to be corrected. The
office has deep pockets. To tell the victim that nothing
will be done about the problem and to consider resign-
ing is to invite a suit.

be careful of paid leave
Can the office put the victim on paid leave until the

investigation is complete?
Yes. And it’s a terrific way to get sued for retalia-

tion, Denis says.
If the leave is involuntary, the victim can say “you

deprived me of work” or “why didn’t you put the
harasser on leave?”

Involuntary leave also smacks of retaliation, and a
retaliation claim can be “worse than the bite of
alleged harassment.”

If the office does find it necessary to use leave –
perhaps to prevent the chance of further harassment
during the investigation – it should only be required
of the harasser.

nothing short of blackmail
What if it looks like a staffer is crying harassment

to avoid getting fired for poor performance?
A drummed-up harassment complaint is common

blackmail to keep a job, Denis says.
Yes, the office does have to investigate the com-

plaint, but it doesn’t have to ignore the poor perfor-
mance. It can continue with whatever disciplinary
action it was pursuing before the complaint was made.
And that includes firing.

A caution, however: do so “gingerly and cautious-
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ly.” Right now, the goal is to get out from under the
threat of a lawsuit.

Document every element of the poor performance
so there can be no doubt that it warrants discharge.

Document the name of the person who makes the
firing decision so there can be no claim the accused
was involved in it. For safety, don’t even talk with the
accused about the employee’s performance.

Verify that the discipline is consistent with what the
office has done in similar situations.

And if firing does occur, it’s worth considering
offering a severance in exchange for a release from
liability from claims involving the employment or ter-
mination. �

Eight rules for being
an effective manager,
especially in a small office

The smaller the office, the more the manager works
under a microscope. Everybody sees everything that’s
going on and everything the manager does.

For a new manager in that setting, the microscope
gets even stronger, because staff are watching to see
who their new boss is.

And if that new manager has been promoted from
within, the scrutiny is unforgiving, because it’s com-
ing from former peers, some of whom are friends.

Here are eight very basic rules that determine any
manager’s fate, but especially the small-office manag-
er. They are outlined by ANAM. McGARY of
PeopleFirst Enterprises, an Atlanta company that pro-
vides human resource consulting and outsourcing ser-
vices to small and mid-sized companies.

dump the problems at the door
First rule: leave the personal problems at the door.

Don’t discuss them with staff.
Personal connections are easily established in the

small office, McGary says. The hours are long, the
people are close, and the conversations tend to
become informal or even loose. What’s more, staff
bring their personal problems to the manager for
advice and encouragement, and it’s only human for
the manager to do the same.

Don’t.
The manager is the leader. And a leader has to

maintain a degree of professionalism that’s a notch
above what everybody else follows.

Sharing personal problems not only compromises
the manager’s position but can even give staff the

upper hand. Move from personal conversation yester-
day to a management directive tomorrow, and the
response may well be “What’s wrong? Having prob-
lems with your kids again?”

The manager’s personal information and problems
don’t belong in the office. ”People are looking to the
manager to lead the daily events and culture” of the
office and to serve as mentor. They don’t expect to
have to provide the same in return.

It’s a balancing act. “Not having rapport with staff
is one problem; having too much is another.”

eschew the gossip
Next rule: don’t listen to gossip.
Again, manager-staffer gossip is easy to get into in

the smaller environment, particularly when it’s a
newly promoted manager and a staffer who was a
close friend in the days before the promotion.

Listening to gossip undermines trust in the manag-
er, McGary says. Even Staffer Friend loses trust,
because the logic is that if the manager talks about
one staffer, the manager will talk about any staffer.

Stop the talk immediately: “I appreciate your
thoughts, but we are a small team and we have to stick
together. So let’s not have this conversation about
Staffer A. I would stick up for you if you were the one
being talked about.”

Along with ending the gossip, that builds trust,
because it shows fairness to everybody.

Similarly, she says, keep confidences. If a staffer
reveals marital problems or says she may be pregnant,
“the manager has to maintain that confidentiality.”
Otherwise, staff will no longer come to the manager.
And where will they go instead? To the manager’s
boss, of course – to one of the physicians – who then
says “why are you coming to me with that?” And the
answer is going to be “because the manager will tell
everybody else about it.”

everybody or nobody at all
Third rule: don’t show favoritism.
Go to lunch with everybody or nobody at all. Talk

with everybody or nobody at all.
Spending time with friends bespeaks favoritism,

particularly for the newly promoted manager. If the
friend on the lunch list or the conversation circuit gets
one more day off than everyone else, “everybody will
see that as favoritism.”

what’s sauce for the goose . . .
The next rule is to lead by example.
Many a manager starts to feel entitled to a few priv-

ileges, usually in the form of time stretchers – coming
in 10 minutes late, taking longer lunch breaks, making



a lot of personal calls, or leaving work a few minutes
early.

But staff expect more of their manager than they do
of themselves. Don’t ask them to do something and be
unwilling to do the same. Don’t tell them to get to
work on time and then show up 10 minutes late; don’t
tell them to limit personal calls and then hang on the
phone with friends; don’t expect them to have clean
desks and then sit behind clutter. Nobody can respect
a manager who sets rules but is too important to fol-
low them.

counting chickens before they hatch
McGary’s fifth rule is don’t make promises that

aren’t a sure thing. Don’t give empty expectations
either.

Many managers do that in an effort to improve
morale. They tell staff raises or bonuses are coming
when they’re actually only in the discussion phase.

Or to keep a good employee from leaving, an
expectation is laid out of “I’ll talk with the doctors
about getting you a raise” or “you won’t have to do

the filing. I’ll see that somebody else takes on that
job.”

If the raise or bonus or job change can’t be made,
the manager has lost staff’s confidence.

scapegoating the doctors
Don’t use the doctors as scapegoats. When there’s

bad news, have the courage to deliver it.
Suppose the bad news is no raises. It’s easy to say

“I want to give you a raise, but the doctors won’t
approve it.” It’s not so easy to say “we can’t give rais-
es at this time.”

To lay the blame on the doctors says the manager
has no voice in the decision making but is just another
peer who has no authority.

Scapegoating can be found in the little matters as
well. Suppose a staffer brings in a plant to put on the
desk. It’s artificial and ugly and too big for the space.
Instead of telling the staffer it can’t be used in the
office, the manager says “the doctors don’t like artifi-
cial plants in the office.”

Take ownership in everything, she says. Doing so
shows the manager is the boss.

‘because I said so!’
The next rule is don’t be a bully, and there it’s new

managers who are most guilty, McGary says. They
think that management requires strength and that
strength is shown by being unwavering and answering
any challenge with “because I said so.”

That doesn’t show authority. It only shows there’s
no good reason for what’s being demanded

When a staffer questions something, answer it hon-
estly. And if the reasoning is a bit shaky, admit it: I
know it’s not the most efficient approach, but we have
to do it this way for now because the patients tell us
they like it. Maybe we can talk later about changing
the process.

Or ask for suggestions: You’ve come from a differ-
ent office. Tell me how you did it over there.”

‘yes, I made a mistake’
The final rule: admit to mistakes.
Don’t hide them for fear staff will question the

manager’s ability; the truth is that staff know when a
mistake is made, and what they are watching for is
whether the manager has the honesty to own up to it.

They aren’t going to find fault with “I made a mis-
take. I’m the one who didn’t order enough printer car-
tridges.”

Admitting errors evidences the manager’s credibili-
ty,” McGary says. The same is true for not knowing
something. “I don’t know, but I’ll look into that” is a
good, valid answer any employee respects. �
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