
Hands down, the hardest part of being a manager is
managing the staff.
Here are solutions to nine of the most common –

and also most aggravating – staff issues. They are out-
lined by management trainer and consultant MONI-
CAWOFFORD, head of Contagious Conferences in
Orlando, FL.

conflict among staff
Topping the list for most managers is how to end

staff conflicts, specifically, the petty disagreements.
To solve them, understand what causes them,

Wofford says. They come from “communication fail-
ure.” Over time, people get abrasive, emotions start to
overshadow logic, and there’s friction and backbiting.
The solution is twofold. First, give staff “verbiage

to use” that avoids conflicts. And second, give them
an outlet for their emotions.
As to the verbiage, show them they can cause or

cure conflict just in the way they express themselves.
For example, the words but and however negate

everything that comes before. “I like what you did”
(nice compliment) . . . but . . . “can you do it differ-
ently this time?” (compliment killed). Or even “I love
you, but . . . “
Verbiage can also invite or shoot down negative

comments. When someone says “this is the worst
place to work” or “I’m sick of Dr. A,” the wrong
response is “oh really?” or “uh-huh.” That’s permis-
sion to continue.” Don’t say anything, “and the con-
versation stops.”
Similarly, don’t ask an Eeyore or somebody who is

obviously having a bad day “how are you?” Just give
a pleasant hello “and keep on walking.”
The second part of the conflicts solution is to give

staff an outlet for their emotions.
Set up a way for them to get rid of their emotions

privately instead of taking them out on everybody
else. In one office she managed, Wofford told her staff
they each could have 30 minutes a week to come to
her office and vent.
All anybody had to do was say “I need a vent ses-

sion.” The staffer then said what needed to be said and
went back to work. “That got the emotions out of
everybody’s head.”
Venting, she says, is particularly necessary in time

of change or stress such as a merger or downsizing.

listening to the complaints
Next on the aggravation list is having to listen to

one staffer complain about another.
To put a stop to it, Wofford says, realize that how

the manager treats someone shows that person how to
treat the manager. Respond to the complaint like a
second-grade teacher, and the staffer is going to treat
the manager like a second-grade teacher and come in
with every miniscule issue.
Respond as an adult and treat the staffer like an

adult. Say “Tell me what you shared with Staffer A
(please turn to page 3)
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this month’s
idea

Roundtable discussions focus on
whatever anybody needs help with
Staff meetings aren’t enough, says practice manager MARTHA

KING of Portland Surgical Associates in Portland, ME. They gener-
ally cover things staff don’t have a hand in. What she has found is
that staff also need time to discuss operational matters and talk
about “whatever anybody needs help with.”
So for those other things, King holds monthly roundtable discus-

sions. They aren’t a time to make announcements or hand down
edicts, she says. Instead, they are a time to answer questions and
exchange ideas, and to promote productive conversation, she brings
in lunch and keeps the setting informal.
King began the meetings three years ago when the office was

relocating and at the same time setting up an EHR system. Staff
needed to talk about what was going on and what their roles would
be in the new setting, and she knew nobody would speak up at “stiff
meetings with the physicians present.” Thus, the roundtables were
born. And they have continued ever since.
A few days ahead of time, she decides on a topic and also asks

staff what they want to talk about. Usually the focus is on something
everybody is having difficulty with such as scheduling certain types
of appointments. Right now the office is merging with a hospital, so
for some time the topic will be how procedures and responsibilities
will change.
King also uses the meetings to get ideas. At one meeting, for

example, staff discussed which publications were best for advertis-
ing the practice. At another, they talked about ways to make visits
more comfortable for patients getting varicose vein treatments.
“I’m not in control all the time because I control the regular staff

meetings,” she says. She mostly just listens, and sometimes she
leaves and lets staff talk among themselves.
There are no minutes. King takes notes on whatever is decided

and then during the month lets staff know what has been done, or if
something has been put off, why.
To keep the discussion positive, she told staff at the beginning

“this is not a time for negative remarks” and that complaints still
had to be brought to her. And when someone does bring up some-
thing negative, the response is “let’s discuss that later in my office.”
As a result, she says, the meetings are pleasant. Staff like the

camaraderie and the time “to sit back and enjoy lunch” and solve
issues with no phones ringing.

If your office has set up a system that makes managing easier,
MOM would like to write about it. Contact the Editor, Medical
Office Manager, P.O. Box 52843, Atlanta, GA 30355. Telephone
404/367-1991 and fax 404/367-1995. We pay $100 for every idea we
write about in this column. �

page 2 medical office manager / october 2010

medical office manager
editorial advisory board
Susan Crawford, Editor
Richard Blanchette
Founder
Professional Assn. of Health Care Office Management
La Mesa, CA

L. Lamar Blount, CPA
President, Health Law Network
Atlanta, GA

Mary D. Brandt, RHIA, CHE, CHPS
Brandt & Associates
Bellaire, TX

Kent Masterson Brown, JD
Attorney at Law, Lexington, KY
and associated with Webster, Chamberlain & Bean
Washington, DC

Steve M. Cohen, Ed.D., CMC
President, Labor Management Advisory Group
Kansas City, MO

David E. Hunt, CHBC
Principal, Parrish, Moody & Fikes, P.C., CPAs,
Doctors’ Management Services Division
Waco, TX

Brent V. Miller, MSPA
Director of Federal Government Relations
Marshfield Clinic
Washington, DC

Craig C. Mullins, CPA
Partner, Hyatt, Imler, Ott & Blount
Atlanta, GA

Glen A. Reed, JD
Chair, Health Care Practice Group
King & Spalding
and Past President, American Health Lawyers Assn.
Atlanta, GA

Chester A. Speed, JD, LLM
Vice-President, Public Policy
American Medical Group Association
Alexandria, VA

Katherine H. West, BSN, MSED, CIC
Infection Control/Emerging Concepts
Springfield, VA

Karen Zupko
Karen Zupko & Associates
Chicago, IL

Medical Office Manager (ISSN 1052-4894) is
published monthly by Ardmore Publishing
Company, 1800 Peachtree Street, NW, Suite 335,
Atlanta, GA 30309. Subscription rate: $267/year;
back issues are available at $10 each. Periodicals
postage paid at Atlanta, GA 30309. Postmaster:
Send address changes to Medical Office Manager,
P.O. Box 52843, Atlanta, GA 30355.

Opinions expressed are not necessarily those of
Medical Office Manager. Mention of products and
services does not constitute endorsement. Advice
given is general, and readers should consult profes-
sional counsel for specific legal, ethical, or clinical
questions. Medical Office Manager is a 2010
copyright of Ardmore Publishing Company. All
rights reserved. Distribution, translation, or repro-
duction in any form is forbidden without written per-
mission. Medical Office Manager is a trademark of
Ardmore Publishing Company.



medical office manager / october 2010 page 3

(continued from page 1)
before you came here to me.” And if the answer is
“nothing,” say “Go to Staffer A and try to resolve this
between the two of you. If you can’t find a resolution,
both of you must come back to me and we will find
one together.”
Pretty soon, staff will learn not to knock on the door

“unless something is on fire or someone is bleeding.”

breaking up the cliques
Then there are those cliques.
When dealing with strong personalities – and

cliques are almost always made up of strong personal-
ities – a manager must be “clear and assertive.” To
end a clique’s unacceptable behavior, tell its members
what will and will not be tolerated.
How to make that stick?
To get people to do something, “there has to be

either a reward or a consequence,” Wofford says.
Without that, “they do what’s easiest or least painful,”
regardless of whether there’s a policy or a demand
from the manager.
Meet with the entire group and say “tell me why

you behave as if you were on a school playground.”
Then tell what the expectations are and the conse-

quences that will happen if those expectations aren’t
met. For example, “You have been rude to two staffers
and you have been taking over staff meetings. It will
stop today, and you will do A, B, and C. If there is no
change by (date), you will all receive written warnings
and then suspension, and after that “you will be free
to develop your skills elsewhere.”

recognition but no raises
How can the office recognize staff when raises and

bonuses are not an option?
Wofford’s answer is that “money is not recogni-

tion.” What people want is evidence that the work
they do has value and is appreciated.
To produce good results, however, the recognition

has to fit each person’s personality.
People fall into two categories, she explains.
The first category is public versus private – the

public people want recognition with applause while
the private people want to keep it under wraps.
The publics “need a party” and a box of doughnuts

with a flag in each one saying “Go, Staffer A!”
But the private people “would rather crawl under a

table” than be subjected to that. To them it’s mortify-
ing. Recognize them that way, and they will never try
for recognition again but will try to avoid it “up to and
including not doing the job and getting fired.” All they
want is a note of appreciation or a quiet remark from
the manager of “that was a job well done.”
The second category people fall into is tangible ver-

sus intangible – the tangibles want a reward they can
touch while the intangibles are satisfied with a verbal
acknowledgement.
Give certificates out after a training class, Wofford

says, and the people who pick them up are the tangi-
bles. The intangibles pass them by.
In one office, for example, she gave out Payday

candy bars as recognition, telling each staffer the
candy was “extra pay today” for whatever had been
done. “The public/tangible people would leave those
candy bars on their desks for six months,” she says.
The candy was a trophy, and they wanted everybody
to see it. Not so for the privates or the intangibles.
She cites three rules for making recognition suc-

cessful.
First, don’t overdo it lest it become routine and lose

its value. Save it for the outstanding work.
Second, always tell what benefit the work has

brought about such as “because of your efforts we
were able to see three more patients today.”
And third, use recognition as training. “People do

what they get attention for,” she says. When staff see
their peers rewarded, they realize they either have to
do fine work to get that attention or go elsewhere to
find it.

managing the working moms
With many of today’s employees being working

mothers, employers often advocate giving special
attention and even leeway to those staffers.
Wofford, however, takes the opposite view.
A manager’s job is to make every staffer feel spe-

cial, she says. While working mothers admittedly have
stress and heavy responsibilities, people in other situ-
ations such as divorce or illness have the same.
Don’t make allowances for any onr staffer. Instead,

recognize each person’s individual situation when a
reward is in order, maybe giving a new mother time
off while another staffer gets concert tickets.
And even then, don’t presume to know what any-

one’s preferences are, she cautions. That new mother
may like coming to work to get away from the respon-
sibilities at home. For her, a spa gift certificate might
be more appreciated, or even a day when she can
eschew her usual schedule and take on the really easy
jobs in the office.

shaping up the poor performers
What’s to be done with the poor performers?
Micromanage them until they either shape up or

leave, whether voluntarily or involuntarily.
A leader micromanages only the people who need it

and only until they prove they no longer need it,
Wofford says.
Don’t hesitate to tighten the controls on the poor



page 4 medical office manager / october 2010

performers. “They have earned the right to be micro-
managed.” Give them smaller assignments that take
shorter amounts of time. Give them clear expecta-
tions. And don’t give them the option of making mis-
takes. Either get them on track “so they can be trusted
to do more” or get rid of them.
What makes micromanagment work, however, is

consistency, and that’s the difficult part, because it’s
far less stressful to let poor performance slide than it
is to oversee every step of somebody’s work.
But let up, and the poor performance returns. Some-

times it’s because the slacker learns how to work the
system. Other times it’s simply because the staffer
isn’t clear about what’s expected.
And to the manager who feels guilty about doling

out the consequences, her response that when an
employee knows what to do and the consequences of
not doing it, firing is necessary only when that person
“has chosen not to work there.”

to delegate or not to delegate
Delegating. How much? How little?
The over-delegators are lazy managers, Wofford

says. By contrast, the under-delegators are the man-
agers who focus on “getting it done and done right.”
They’re afraid to hand work over for fear it won’t get
done fast enough or well enough.
But delegating is not handing over work, she says.

“It’s giving someone the ability to learn a skill.”
Delegate with that in mind and the picture changes.

It isn’t a matter of giving other people the things the
manager doesn’t want to handle. Neither does it mean
the quality of the work has to suffer. Instead, it’s a
long-term “leadership development tool” that helps
staff learn new skills and advance in their jobs.
How to delegate?
Give the staffer the expectation, or what the end

product should look like. Give the resources and
authority needed to do the work. Set a completion
time. And schedule times to follow up on the progress.
Do all that, “and everything will go smoothly.”

hands on or hands off?
How hands-on should a manager be?
Not hands-on at all, Wofford says.
What’s important is to understand what staff do and

appreciate the difficulty and value of their work.
When staff know what to do and how to do it,

there’s no need for the manager to be able to do their
work, and for the most part, staff don’t want the man-
ager meddling in their jobs.
On the other hand, it’s “absolutely commendable”

for a manager to spend time here and there filling in
for an absent staffer – not to get the job done but to
understand what the job entails. Answering a call

“from a sad or sick or scared patient” can give the
manager a new frame of reference.
In one client surgery office, that’s what she recom-

mended. Staff said the doctors were too focused on
medicine and didn’t show enough empathy and com-
passion for the patients. So the doctors spent time
doing some of the front-line jobs, and in the process,
their empathy level as well as their appreciation for
what staff were doing “rose dramatically.”

how clean is too clean?
Finally, there’s the question of the desk: should the

manager keep a clean desktop and if so, should the
same be required of staff?
The answer is no, Wofford says. People are differ-

ent, and some just aren’t productive at a clean desk.
There are four office personalities.
First are the commanders. They like to follow to-do

lists, and they like to have their files where they can
get to them. For them, neatness is synonymous with
efficiency.
Second are the organizers. “They are analytical and

sometimes a little OCD,” and they too see a clean
desk as essential for efficiency.
Third are the relaters. They are somewhat laid back.

They understand the boss’s position, and they’ll do
what the boss says – including keeping the desk clean.
The fourth group is another breed. They are the

entertainers. They are gregarious, fun-loving, and col-
orful in the way they dress and they way they keep
their work space. They are attached to things and get
status from them. Tell them to “get rid of the stuffed
animals and Mardi Gras beads” and they feel unappre-
ciated. To them, rigid organization is stifling. It pre-
vents them from performing at their best level.
What’s clean and what’s clutter “is relative to each

person,” she says. To the entertainer, three or four
stacks on the desk is neat; to the organizer it’s a disas-
ter. Asking an entertainer to keep a clean desk “is like
asking a Jack Russell terrier to act like a German
Shepherd.” It just isn’t going to happen. �

by john chase

Never never put a file on that desk
that you wish to see again!
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Alert: in a poor economy,
discrimination claims
are an appealing paycheck
Economy is inversely proportional to the attraction

of discrimination claims: when the economy goes
down, the attraction goes up.
Here are three areas where managers need to take

special care. They are pay, protected activity, and pri-
vacy, and they are outlined by employment law
defense attorney CARRIE B. CHERVENY of
Schwarzberg & Associates in West Palm Beach, FL.
For a staffer in a protected class such as race or

gender or age, any one of them is a good springboard
for a discrimination claim.

unequal-pay claims get easy
The first rule: be excruciatingly consistent with pay.

And that includes starting salary, raises, and bonuses.
A protected employee who gets less money than

employees of the same level in similar positions can
claim discrimination. And a new law expands signifi-
cantly their opportunity to file equal-pay claims.
It’s the Lilly Ledbetter Fair Pay Act. That act,

which was signed into law last year, amends the Civil
Rights Act provision that gives employees the right to
file equal-pay lawsuits.
Under the old provision, an employee had 180 days

to file a suit, and the 180 days started on the date the
pay amount was agreed on.
The Ledbetter law, however, says the 180-day

statute of limitations restarts with each discriminatory
paycheck. And that applies not just to paychecks but
also to raises, bonuses, and retirement plan distribu-
tions.
In the past, it has not been uncommon for business-

es to bring in new employees at higher salaries than
the current employees in the same job were getting.
And the current employees usually couldn’t do any-
thing about it, because by that time, the statue of limi-
titations for filing a claim of unfair pay had run out.
No more. A current employee in a protected class

can now bring an equal-pay lawsuit just about any
time during the employment and for 180 days after-
wards.
Cherveny’s advice is to make sure there’s a valid

business reason for any difference in pay from one
staffer to another. And document that reason.
Don’t offer any employee more than what the cur-

rent people in that position are making without asking
the telling question: what education, skills, and expe-
rience does this person have that justify the higher
rate?
If the market is demanding higher entry salaries

than in the past or if the revenues are up and the office
wants to make more attractive offers, document that
and show the business justification for the pay differ-
ence.
The same holds true for raises and bonuses. Don’t

leave room for anybody to come back and say “you
subjected me to different raise standards because you
had a discriminatory animus toward me.”
Document what raises are based on – performance

evaluations, patient satisfaction, transcription accura-
cy, the ability to do certain tasks, and so on. Along
with that, give examples of the behavior that is caus-
ing somebody to get a lower raise “and attach it to the
review.”
In addition, have the staffer sign the review.
With all that in hand, if there’s a claim of raise dis-

crimination, the manager has a good response: “I can
show you our evidence of the bad performance.”
And at the same time, the staffer can’t claim “I did-

n’t know there was a problem. I never even saw that
review.”

stepping around the protections
The second rule: have good reason and good docu-

mentation to support adverse actions such as termina-
tions, withheld raises or bonuses, and denied promo-
tions when an employee has engaged in some protect-
ed activity.
There, the risk is a claim of retaliation.
Most protected activities fall into the categories of

taking FMLA leave, whistle blowing, and filing
EEOC complaints, Cherveny says. And courts look
askance at adverse actions that occur within six
months of those types of activities, the inference
being that the one precipitated the other.
Making matters worse, many employees are aware

of that and turn it to their advantage with what she
terms pretaliation. Somebody is worried about being
fired or gets wind of a layoff and jumps into some
protected activity to get a halo and save the job for the
next few months.
In one situation, she says, an employee drummed

up some protected activity every three months. One
time it was an internal complaint of harassment,
another time it was FMLA leave, and another time it
was an ADA claim based on attention deficit disorder.
Even so, the office doesn’t have to be held hostage.

Again, the solution is documentation.
Document the reason for the adverse activity, per-

haps poor performance or changing job needs within
the office. If the reason is fair and not discriminatory,
the office has a solid defense.
Along with that, look at how the office has treated

other employees in similar situations. If protected
Employee A doesn’t get a second chance to improve,

(continues on page 8)



page 6 medical office manager / october 2010

two points to note up front
Who gets the incentive payments?
The incentive payments are made to doctors indi-

vidually, not to the office. Thus, if there are three doc-
tors, each makes an individual claim for the incentive
payments.

Are the Medicare and Medicaid programs sepa-
rate?
Yes. There are two incentive programs – one for

Medicare and one for Medicaid – and the doctor has to
choose one or the other.
The Medicaid payments can go higher than what

Medicare pays, but that’s up to the individual state.

who can get the payments?
Which providers are eligible for the incentives?
The program is open to doctors, nurse practitioners,

certified nurse midwives, dentists, and to physician
assistants in clinics led by PAs.
All physicians can participate except those who are

hospital-based.
Those are doctors who provide more than 90% of

their services in an inpatient hospital setting, and that
includes emergency departments as well as hospital-
based ambulatory clinics. They are excluded because
there the incentive payment goes to the hospital, not to
the individual doctors.
By contrast, a doctor who works in an outpatient

hospital setting is eligible.

the registration process
When can doctors register for the EHR incentive?
In January. Registration will be the same for the

Medicare and Medicaid programs.
Registration information won’t be available until

later this year. It will be posted on Medicare’s website
at http://www.cms.gov/EHRIncentivePrograms.

Does the office have to have an EHR system
before the doctors can register?
No. And if it does have a system, there’s no require-

ment that it be certified at that time either.
The system doesn’t have to be certified until the

doctors submit their information to Medicare saying
they have met the meaningful use requirements. Thus,
the office can start its reporting period with an uncer-
tified system, but the doctors can’t finish without it.

the starting gate
When does the EHR program start?
For Medicare, it begins next year and ends in 2016.

Registration starts in January, and early-bird physi-
cians can start sending in their meaningful use reports
(and applications for their incentive payments) in
April.
The first incentive payments will be made in May.
The Medicaid program is covered by the state. It

can begin as early as 2011 but some states may start
later. It will end in 2021. Registration is expected to
begin in January, but the reporting and payment dates
will be up to the state.

the penalties
When will the payment penalties start for doctors

who don’t show meaningful use of an EHR system?
The penalties start in 2015. (That’s just for

Medicare. Medicaid doesn’t have any penalties.)
The not-so-technical doctors will see their Medicare

payments go down more each year:
2015: -1%
2016: -2%
2017: -3%
2018 onward: -3% to -5%
And there’s potential for even more. Medicare says

that unless 75% of doctors are meaningful users by
2018, the pay cuts will increase by 1% every year
until the 75% rate is reached.

A little Q & A on electronic records
– a MOM mini seminar –

Here is some Q&A on Medicare’s new electronic health record or EHR incentive payments – and the
disincentive pay cuts that come along with it.
EHRs are not now a requirement. In fact, the government estimates that as many as 60% of physicians

currently don’t use electronic records at all. But not for long. Beginning in 2015, offices that don’t have
comprenensive EHRs will get their Medicare payments cut – more and more every year.
And where Medicare goes, so go all the other payers.
Moreover, within not many years, electronic records are expected to become a business necessity for

every office.
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Will Medicare make doctors’ participation public?
Yes. It will post the names, addresses, and tele-

phone numbers of all hospitals and doctors who get
EHR incentive payments.
States can do the same for their Medicaid EHR

bonuses, though there is no requirement for it.

the reporting periods
What are the meaningful use reporting periods?
For a doctor’s first year, the reporting period is any

continuous 90-day period within a calendar year.
In subsequent years, the doctor will be required to

have the program going for the entire calendar year.

system certification
How does a system get certification?
It has to be certified by a testing and certification

organization that has been approved by the Office of
the National Coordinator for Health Information
Technology. An approved organization is termed an
ONC-Authorized Testing and Certification Body, or
an ONC-ATCB.
Vendors have to submit their EHR products to an

ONC-ATCB to get the certification and so do hospi-
tals and practices that have developed their own EHR
systems.
Right now, there are only three ONC-ATCBs. They

are the Drummond Group Inc. in Austin, TX, the
Certification Commission for Health Information
Technology (CCHIT) in Chicago, and InfoGard
Laboratories Inc. in San Luis Obispo, CA.
Others will be named in the next few months.
The ONC says that as systems get certified, it will

list them on its site at http://healthit.hhs.gov/portal/
server.pt/community/healthit_hhs_gov_home/1204.

Some systems already have general CCHIT certifi-
cation. Is that enough for meaningful use?
No. The meaningful use certification is separate

from any other types of certification.
Who is responsible for demonstrating that an EHR

system is certified – the doctor or the vendor?
The doctor has that responsibility. The system will

carry a certification number, and the doctor will enter
that number on the reporting documents.

paying out the bonuses
What is the maximum incentive a doctor can get?
For Medicare it’s $44,000, which is spread out over

five years. And doctors who serve Health Professional
Shortage Areas can get an additional 10% or $4,400.
For Medicaid it’s more. States are allowed to pay

up to $63,750, and that’s paid over a six-year period.
However, the actual amount is up to the state.

In a group practice, does each provider have to
apply for the meaningful use payment separately?
Yes. For both Medicare and Medicaid, the incentive

payments will be made to the provider, not to the
practice.

When will the meaningful use bonuses be paid?
Payments will start in May.

e-prescribing and EHR
Can a doctor participate in both the e-prescribing

and EHR use programs at the same time?
For Medicare, no. A doctor cannot get a bonus for

both e-prescribing and EHR use for the same year. It’s
one or the other.
Medicaid, however, is different. A doctor can get

both the e-prescribing bonus and the Medicaid EHR
payment.
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. Final regulations will be published this fall,
and they may not carry it at all.

double dipping
Can a doctor get an EHR bonus from both the

Medicare and Medicaid?
Not for the same year. The doctor has to choose one

or the other, and the choice has to be made when the
doctor registers.
The doctor can switch from one program to the

other, but there’s a limit to it. Only one switch is
allowed, and it has to be done before 2015.

the expense of the EHR system
If the EHR system costs more than the incentive

payments, can the doctor request additional incen-
tive money?
No. The payments are only an incentive to use

EHRs. They aren’t reimbursement for the cost of a
system. In fact, the money doesn’t even have to be
applied to an EHR system. The doctor is free to use it
in any way.

What if the incentive amount the doctor gets is
more than the cost of the system?
That doesn’t make any difference either. A doctor

can get the full incentive amount regardless of the
system’s expense. �
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(continued from page 5)
make sure Employees B and C in similar circum-
stances didn’t get second chances either.

when accused becomes accuser
The third rule: don’t step on the rights of someone

who has been accused of discrimination.
Don’t get so wrapped up in protecting the rights of

the victim that the accused gets hung out to dry. Then
the sword becomes double-edged as accused becomes
accuser, claiming defamation for a ruined reputation.
Cherveny cites one example where an employee

was led out of his office by two armed security guards
because someone had claimed he had a gun. As it
turned out, there was no gun, and suddenly the escort-
ed walk began to look like a perp walk, or the parad-
ing of a suspected perpetrator through a public place.
With no gun found, the employee had good grounds
for a claim of defamation.
Keep investigations confidential. Don’t talk about

them with anyone other than the people directly
involved, which means victim, accused, and witnesses
– no more.
In addition, have all those persons sign an agree-

ment to keep the matter and the investigation confi-
dential. And because the office can’t control what
anybody does and also because information may have
to be shared during the investigation, explain that the
office “can’t promise confidentiality” to anybody
involved. �

The end of the esophagus,
its problems and codes

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

The esophagus or gullet is a tube of smooth muscle
lined with squamous or flat cells. Its obvious job is to
transport food from the throat to the stomach, and its
name comes from a Greek word that means “entrance
for eating.”
It starts right after the epiglottis, which is the little

tissue flap at the base of the tongue that keeps food
from entering the lungs. It ends at the stomach, and

that point is called the esophageal junction.
There at the bottom is the lower esophageal sphinc-

ter, or LES, which is a valve that keeps the stomach
contents and acid from rising back up and causing
acid damage.
Here’s a look at some common disorders of the

esophagus and their codes.

GERD – 530.81
Problems can strike anywhere along the esophagus,

but the most vulnerable spot is the bottom part right
next to the stomach.
The problems there can run from simple heartburn

to cancer, but perhaps best known is gastro esophageal
reflux disease, or GERD. The code is 530.81.
With GERD, the LES relaxes and opens and lets in

a backwash of acid and sometimes bile that irritates
the lining of the esophagus.
The causes are many. Smoking, spicy foods, alco-

hol, fried foods, overweight, and even medications
such as aspirin cause it. And so does hiatal hernia,
which is incompetence of the diaphragm muscles that
support the LES. About 25% of people over age 50 get
that type of hernia, most of them women.
The signature symptom of GERD is heartburn

caused by the acid reflux. Along with that, there can
be bad breath, belching, erosion of the enamel on the
teeth, excessive salivation, laryngitis, and swallowing
problems. Or there can be none of those. Some people
don’t experience any symptoms at all.
Diagnosis can be made with a barium swallow or

with endoscopy, specifically, an esophagogastroduo-
denoscopy, or EGD.
There is no cure for GERD, just symptom treatment

via medication or lifestyle and eating changes, espe-
cially eating slower and eating less of the risky foods.
If none of that works, there’s surgery, most often a

fundoplication where the surgeon sews the fundus or
upper curve of the stomach around the esophagus.
That puts a little tunnel of stomach muscle around the
bottom of the esophagus and strengthens the LES.

esophagitis – 530.1x
There is also general esophagitis, or the inflamma-

tion of the esophagus.
It’s coded at 530.1x, and the fifth digits show

whether the inflammation is unspecified, caused by
acid reflux, acute, or eosinophilic, which is a swelling
of the esophagus caused by an excess of a type of
white blood cell.
The code to pay attention to is the one for esophagi-

tis caused by acid reflux (530.11). It covers both
reflux (or the GERD) and inflammation.
Thus, when there is GERD with no inflammation,

use the GERD code (530.81). But when there is

ICD-9-CM and CPT
coding update
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GERD plus inflammation, use code 530.11 (reflux
esophagitis) instead.

Barrett’s esophagus – 530.85
Sometimes found in people who have long-term

GERD is another condition called Barrett’s esopha-
gus, which is coded at 530.85.
There the cells lining the esophagus become similar

to those lining the intestine. The intestinal lining has
protection against acid erosion, so the change in the
esophageal cells may be a defense mechanism.
The symptoms are heartburn, difficulty swallowing

food, pain, vomiting blood, and tarry or bloody stools.
Barrett’s esophagus increases the risk of esophageal

cancer, but if precancerous cells appear, they can be
treated and the cancer can be prevented.
Fortunately, the cancer is not especially common.

About 1% of adults have Barrett’s esophagus, and
fewer than 1% of those develop esophageal cancer.

Schatzki’s ring – 530.3
Another condition offices often see is Schatzki’s

ring, which is a smooth narrow ring of tissue that con-
stricts the bottom of the esophagus just above the
junction with the stomach.
Schatzki’s ring doesn’t have any specific symp-

toms, so most people don’t know they have it unless
the ring actually constricts. When that happens, food
gets caught in that area. Sometimes it passes into the
stomach, but other times it doesn’t and causes vomit-
ing. On the acute side, the food can become impacted
and cause difficulty swallowing. In that case, it has to
be removed or nudged into the stomach with a scope.
Treatment involves stretching or fracturing the ring

with an endoscope or a balloon.
Schatzki’s ring is coded at 530.3. Note that the code

title is “stricture and stenosis of the esophagus,” not
Schatzki’s ring. However, look up Schatzki’s in the
Index, and it lists 530.3 for an acquired ring. A con-
genital Schatzki’s ring is coded in the congenital
anomalies chapter at 750.3.

achalasia – 530.0
Rather rare is the motility disorder achalasia.
There the smooth esophagus muscle becomes

unable to move food down to the stomach. And along
with that, the LES doesn’t relax and open during swal-
lowing. As a result, food and saliva are retained in the
esophagus, and over time, the esophagus above the
LES can become enlarged. The code is 530.0.
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. �

For legal protection,
make sure the handbook
covers all these points
Does the office’s handbook have everything in it

that should be in it?
Here’s a checklist of what it needs to cover. It’s

provided by JOHN McNAMARA, a management
consultant in Morganville, NJ.
With these elements spelled out, not only do staff

know what’s expected of them but the office has all its
legal protections in order.

CODE OF CONDUCT
This section covers several items:
• Expectations of management. This is a statement

that the office’s philosophy is to be fair and impartial
to its employees.
Tell what rules apply to the managers such as a

requirement that they get continuing education. If any
manager has duties that are outside the realms of actu-
al management, tell what they are.
• Expectations of employees. This is a similar state-

ment. It says staff must maintain a professional image
and adhere to the rules and policies in the handbook.
• Computer use. State here that the computers are

the property of the practice and should be used for
business purposes only. In addition, say the practice
has the right to access employees’ computers and
there should be no expectation of privacy.
• Drug and alcohol use. Neither is tolerated in the

office, and the office has the right to test an employee
if there is suspicion of use.
Also say that employees must notify the office in

writing within five days of being convicted of any
criminal drug offense.
• Anti-harassment policy and procedure. This is a

long section that starts with a statement that the office
will not tolerate any form of harassment. Then define
harassment, give examples of what is unacceptable
behavior, and tell what the consequences are for viola-
tions. In addition, lay out the complaint procedure
employees must follow.
• Confidentiality. Here explain the importance of

maintaining confidentiality with respect to patients
and the office’s business matters. Tell what employees
must do to ensure confidentiality (such as signing a
confidentiality statement) and explain the disciplinary
consequences of violations.
• Other employment. If the office forbids outside

employment, say so. If it allows it, set up a procedure
for getting permission to work elsewhere.
The office needs to be able to approve or deny

moonlighting requests, McNamara says. Otherwise, a
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staffer could take a second job such as night club
stripping and damage the practice’s image.
• Attendance and punctuality. Give the hours of

operation and say that staff are expected to be punc-
tual and that “lateness will not be tolerated.”
• Dress code. Be as brief as possible here. Leave

off any particulars such as requirements about skirt
length or tattoos, because restrictions of that type
“almost guarantee a law suit for discrimination.” Just
say the dress is business casual, uniforms, or whatever
and that “employees are expected to dress in accor-
dance with generally accepted business standards.”
• Violence-free policy. The office does not tolerate

abusive behavior, whether physical or verbal.

EMPLOYMENT PRACTICES
Put in the standard statement that the office is an

equal opportunity employer.
Along with that, describe the recruitment process,

what the office requires of job applicants, and how the
selection process works.
Tell how the office handles referrals from current

employees, perhaps that it pays a referral fee for rec-
ommended hires.
If there’s a policy against nepotism, include it.

EMPLOYEE HEALTH AND SAFETY
Say that the office complies with all applicable

health and safety laws, including OSHA regulations.

COMPENSATION
Tell when people get paid and when raises are

given. Give the overtime policy. Tell how raises and
bonuses are determined such as by merit or cost of

living. And if there are any out-of-the-ordinary payroll
deductions, explain what they are.

PAID TIME OFF AND LEAVES OF ABSENCE
Give good detail on the leave and absence require-

ments, McNamara says, “because people really read
this section.” All employees want to know what time
they can and cannot take off.
Tell how many sick, personal, and vacation days are

allowed, and explain the procedures for requesting
leave or time off.
If the office requires a physician’s certification for

certain types of medical absences, say so.
Cover the laws that apply regarding leaves such as

FMLA and military leave.
Tell too how the office handles jury duty.

BENEFITS
These are the health and dental insurance, retire-

ment plan, disability, and Worker’s Compensation.
Give a brief summary of what each one provides, but
there’s no need to go into lengthy detail.
Give the eligibility requirements and tell when

employees are entitled to benefits.

PERSONNEL INFORMATION
Give the office’s policy on when and how personnel

information is disclosed to third parties.
Also include the policy for handling employees’

requests to see and get copies of their personnel files.

SEPARATION FROM EMPLOYMENT
Explain the procedures for both voluntary and

involuntary termination such as collecting keys and
office property. Also tell what happens to the benefits
when an employee leaves and what benefits such as
COBRA employees can continue.
However, he says, don’t mention severance. Leave

that up to the office’s discretion.

AT-WILL EMPLOYMENT STATEMENT
Put this on the first or last page of the handbook so

nobody can miss it. Be “very clear” that employment
is at-will and that the handbook is not a contract for
employment.

A SIGNATURE
The handbook also needs a signed statement that

the employee has read it and understands it.
McNamara recommends putting it at the very end to

show the employee covered the entirety of the book.

two final points to note
McNamara gives two final cautions.
First, give everybody a copy of the handbook and

also keep a copy in some area that everybody can
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access. That way, no one can give any reason for not
knowing some policy.
And second, whenever there’s a new policy or a

change in a current policy, “don’t let it float around
the office.” Put it immediately in the handbook and
get everybody’s signature on it so there’s no question
that everybody is aware of it.
Without that, a violator can claim that no wrong-

doing occurred. And the argument will be “I got this
handbook in 2005. You made that change in 2009 and
didn’t give me a copy, so I’m only bound by the origi-
nal handbook.” �

To make a presentation
that’s doctor-convincing,
follow these rules
Persuading the doctors to part with money is not

easy in the best of economies. Today it’s a bear.
So to get them to agree to a new hire or new equip-

ment or a system upgrade, the manager has to make a
presentation that sells. And mostly, that’s a matter of
showing them “why it’s in their best interest,” says
San Francisco speech and presentations coach
PATRICIA FRIPP.
Like every other business today, a medical office

can’t just spend money; it has to invest it. And the
presentation has to prove that the requested expense is
indeed a dividend-paying investment.
Here she sets out the steps for doing so.

lose the introductory fluff
Don’t waste the physicians’ time making a personal

introduction. “Hello. My name is Manager A” isn’t
necessary even when the audience is large. “Every-
body knows who you are because you’re on the agen-
da.”
Also leave out the word-waster openers such as

“thanks for being here today” or “I’m here to talk to
you about X and Y.” Everybody already knows what
the topic is.
Get straight to the purpose. If the goal is to sell the

benefits of hiring a part-time staffer, say so.

come directly to the point
Start the talk by telling immediately what the

desired outcome is, and say it with a short and to-the-
point sentence: “My recommendation is that we add a
part-time employee.”
But phrase that sentence to appeal to what senior

management is most interested in: the bottom line.
Speak of the hiring as an investment: “My recommen-
dation is that we make the wise investment of adding
a part-time employee.”

spell out the benefits
Now it’s time to tell how that will benefit the

office. And again, focus on the money.
No boss is going to be impressed with “hiring this

person will make my job easier.” Say instead that the
hire will help the bottom line.
Start by identifying the need (again in terms of

money). We have had good productivity since we
downsized last year. However, some of our billing staff
are now having to spend time every day helping out at
the front desk. As a result, they aren’t able to get the
bills out as fast as we would like, and that’s having a
negative impact on our cash flow.
And now show the dividends the office will get

from the hire. Having a part-timer do that work will
take up that slack, and you can get your money in the
door faster.
Be prepared to support those statements, Fripp says.

The doctors will want to see details such as charts
showing how the billing has slowed down and the
money has been coming in later since the downsizing.

put a plus sign on the costs
And now for the cost.
Frame it as a positive, she says. Show in dollars

how the expense will be covered and how it will pay
off for the practice.
Maybe the office can hire the part-timer at half of

what it’s paying senior staff to do the work. Maybe
the expense is a wash because the new person will
eliminate overtime. Maybe the newcomer has worked
at the office as an intern and so can start the job with
no need for training. Or maybe the new staffer will
resume making collection calls that currently are
being neglected.

and here’s what we’re going to do
Stop there and end the presentation by restating the

recommendation and to that add the most important
part of any presentation – the call to action.
That means telling the audience what action they

need to take right now, and it’s important because
that’s what keeps the issue alive.
With the hiring presentation, the call to action

might be to get the doctors’ permission to make the
hire. It’s my our recommendation that we hire a part-
time employee. Do I have your permission to move
ahead by next week?
Unless there’s a decision to do something specific,



everybody is going to walk out of the room with noth-
ing achieved. There might be good intentions of get-
ting the hire done, but now the manager has to go
back to the doctors and ask for permission to do so.
And by then, their interest will have waned.
The hiring issue may be extremely important to the

manager, “but it’s not the doctors’ most important pro-
ject,” Fripp says. Get permission to move ahead while
they are listening. Otherwise, the issue is apt to get
shelved and forgotten.

how to turn a no into a maybe
What if the doctors say thanks but no thanks?
Don’t take it as dogma.
Say “thank you for your consideration.” But keep

the conversation going. Ask why they think the pro-
posal is not a good one, but do so with tact. To say
“can you give me three reasons why not?” is going to
put them on the defensive. Say instead “can you help
me get a better understanding of your reasoning?”
Then listen to the response, but don’t let it close the

door on the request. Ask “can we add this to the next

meeting’s agenda for reconsideration?” That makes it
“a no for now but not a no forever.”
Worse case scenario is a response of “no, and don’t

ask us about it again!” If that happens, exit with a gra-
cious “thank you for your consideration.” And to that
add assurance that the manager is there to serve their
purposes: Please know that you have my full support
and commitment to your decisions.

a few good rules to remember
Fripp also lays out some general rules for making a

presentation that wins the doctors’ respect.
• “Handle the details but focus on the deals.” Give

only the highlights of the request during the presenta-
tion but have the details ready to present. If the doc-
tors ask “how did you come to this conclusion?” there
needs to be a written summary of the need, the cost,
and the return on investment.
And to that she adds an interesting point: the more

the doctors trust the manager’s judgment, the less they
will ask for details.
• Look confident. “Stand or sit with the shoulders

even,” she says. Don’t look at the doctors sheepishly
with a bowed head. Look each person in the eye.
• Speak slowly. Talking too fast is a show of nerves

and a lack of confidence.
• Use pauses. When someone asks a question, don’t

jump in with an the answer. Pause. Show the question
is being taken seriously and the answer is being
thought out. Pause too where the commas and periods
fall. That keeps things grouped and understandable.
• Be brief. Speaking calls for fewer words than

writing. A three-line sentence in a written report is
easy enough to read, but spoken out loud, it’s hard to
follow.
Nobody is going to be awake at the end of My rec-

ommendation is that we hire a part-timer, because we
are so overworked in the billing department that we
just can’t get our work done nearly so fast as we used
to, and the cost of the hiring won’t be so much after
you consider the benefits we’ll see from it. All that can
be said in My recommendation is that we hire a part
timer. I base that on X and Y.
• Never read a presentation. It’s a sign the speaker

is ill prepared and doesn’t know the topic well enough
to be an authority.
• Don’t memorize a talk either. It’s uncomfortable

to watch someone recite something. Everybody is
afraid the speaker will forget something all of a sud-
den. Just know the highlights and speak normally.
However, it is a good idea to script out the opening

lines, she says, “because that’s when people go blank
if they’re nervous.” Do the same for the closing lines
because as the presentation goes along, it’s easy to
forget them. �
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