
Those payment cuts for not getting electronic with
prescriptions are at hand. Doctors have only until June
to avoid them.
Any doctor not successfully e-prescribing by June

30 will see a 1% cut in next year’s Medicare pay-
ments. And any doctor still remiss by the end of this
year will see a 1.5% cut in 2013.
After that, it’s a 2% cut. And it may get worse from

there. Medicare hasn’t decided yet.

the measure of success
What determines success?
For an individual prescriber, success means that

from January to June of this year, the doctor generates
a minimum of 10 electronic prescriptions during cer-
tain visits. Those are the visits that most commonly
generate prescription services. (This year, there are 56
of them, and they are listed on page 3.)
Thus, a minimum of 10 visits have to carry one of

the 56 visit codes plus the e-prescribing code G8553
(at least one prescription created during the
encounter was generated and transmitted electroni-
cally using a qualified electronic prescribing system).
Then by the end of this year, the doctor must have

reported at least 25 such e-prescriptions or get hit
with the 1.5% penalty in 2013.
For groups, the minimum number of electronic pre-

scriptions has to be generated entirely during this first
six months, and the number depends on the size of the
practice.
Very large groups (200 or more prescribers) have to

report e-prescribing for at least 2,500 visits during the
first six months.
Smaller groups follow a graduated scale. For 2 to

10 providers, it’s at least one prescription for 75 vis-
its; 11-25 providers = 225 visits; 26-50 providers =
475 visits; 51-100 providers = 925 visits; and 101-199
providers = 1,875 visits.
And for both individuals and groups, the reporting

has to be done on claims. It’s okay to submit them via
registry or EHR at the same time, but to avoid the cut,
they have to be submitted by claim. The e-scripting

codes that appear on claims are the only ones Medi-
care is counting right now.
One more item to note: the visits are only those for

Medicare Part B patients. They don’t apply to Medi-
care Advantage patients.

who’s in the clear?
There are, of course, exceptions:
• The payment cut doesn’t apply if less than 10% of

the doctor’s (or group’s) allowed charges from
January 1 to June 30 come from the 56 visit codes.
• It doesn’t apply if the doctor has fewer than 100

claims from January to June that carry those codes.
• It doesn’t apply to any provider who is not a

(please turn to page 3)
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this month’s
idea

Magic wands show staff how they
influence patients and each other
An Illinois manager is following a simple recognition program

calleld MAGIC, or “Making A Great Impression Counts.”
SANDRA RUNGE of Suburban Women’s Health Specialists in

Elgin, IL, started the MAGIC more than a year ago as a result of
patient survey responses. On the surveys were comments here and
there that staff “could be nicer” in some instances. They were few in
number, Runge says, but even a few are too many.
So she starting looking for a way not just to end the negative

comments but to create positive ones. “We needed a shot in the
arm,” particularly at the front desk.
The solution was the MAGIC, which is nothing more than having

staff and patients fill out forms to recognize anybody who goes the
extra mile or makes a difference in somebody’s day.
For staff, the form says “I would like to note that MAGIC hap-

pened on (date). (Name of staffer) made a difference of great impor-
tance by _____.” The staffer signs the form and gives it to Runge.
The patient forms are kept at the check-out desk, and they say

“If somebody has made a difference in your visit or exceeded your
expectations or has made a great impression, please tell us why.”
Runge tells staff “if you see somebody do something exceptional,

write it down.” And she tells them to note the small actions “that
show respect and caring for the patients and for one another.”
One staffer, for example, wrote that she had been experiencing

difficulties at home and another staffer brought her coffee one morn-
ing to help her get through a particularly bad day. Or the billing
supervisor might recognize a biller who has been persistent in find-
ing out why certain claims were being held up.
The patients mention things such as that a staffer took time to

help fill out paperwork. One patient even wrote that a certain staffer
made her pregnancy a wonderful experience.
Runge reads out the comments at staff meetings. There’s no win-

ner “because this isn’t a competition,” she says. It’s simply recogni-
tion for the people “who do something special.”
Each person gets an award, though “it’s nothing anybody would

die for” – usually a bag of candy and treats from a party store. But
always included is a magic wand with a star and ribbons on the end.
Staff like to keep those in the pencil cups on their desks.
The recognition, Runge says, keeps staff aware that “people want

a good experience” at a medical office and that they themselves
have the power to make that possible. “And I call that magic.”
If your office has set up a system that makes managing easier,

MOM would like to write about it. Contact the Editor, Medical
Office Manager, P.O. Box 52843, Atlanta, GA 30355. Telephone
404/367-1991 and fax 404/367-1995. We pay $100 for every idea we
write about in this column. �
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(continued from page 1)
physician (MD, DO, or podiatrist), nurse practitioner,
or physician assistant as of June 30 of this year.
• And, of course, it doesn’t apply if the provider

doesn’t have prescribing privileges. But be careful
there. To show that, the provider has to report G8644
(no prescribing privileges) at least once on a visit-
code claim before June 30 or get put into the line for
the pay cuts.
There are also two hardship situations that take

providers out of the e-prescribing requirement.
First is that the provider or group is practicing in a

rural area without sufficient high-speed internet
access (G8642).
And second is that the provider or group is practic-

ing in an area where only a limited number of phar-
macies have e-prescribing capabilities (G8643).
Again, to get either of those exemptions, the

provider or group has to report one of those on a visit-
code claim before June 30.

the bonus
On the positive side is the incentive, which for this

year is 1% of the doctor’s total Medicare charges for
2011. A provider can get the bonus
• if 10% of this year’s Medicare Part B charges

come from the 56 visit codes and
• if there are at least 100 of those visits between

January 1 and June 30 and
• if code G8553 appears with at least 25 of those

visit codes. (Electronic prescriptions associated with
visits other than those 56 codes don’t count toward
the bonus.)
Because it takes 25 e-prescriptions this year to

avoid the cuts, and because it takes 25 e-prescriptions
this year to get the bonus, the safest route is to code
all 25 as soon as possible.
The bonus payments for this year will be made by

fall of next year.

2013’s money is at risk right now
A word of caution: what the office does this year

can bring about the 2013 cut.
That cut will happen unless the doctor reports at

least 25 electronic prescriptions from January 1 to
December 31 of this year. And again, those have to be
reported through claims.
Group practices have to meet the number of pre-

scriptions according to size. (See the bottom left col-
umn of page 1.) So, for example, a practice of 200 or
more prescribers has to report 2,500 prescription
encounters during this year.
The penalty is 1.5% of charges during 2013.
And a final note: Offices can get a bonus for either

This year’s visit codes
These are the 56 visit codes that count toward

successful e-prescribing for this year.

office visit, new patient –
99201, 99202, 99203, 99204, 99205

office visit, established patient –
99211, 99212, 99213, 99214, 99215

initial nursing facility care –
99304, 99305, 99306

subsequent nursing facility care –
99307, 99308, 99309, 99310

nursing facility discharge services –
99315, 99316

domiciliary care services, new patient –
99324, 99325, 99326, 99327, 99328

domiciliary care services, established patient –
99334, 99335, 99336, 99337

home visit, new patient –
99341, 99342, 99343, 99344, 99345

home visit, established patient –
99347, 99348, 99349, 99350

psychiatric diagnostic interview examination –
90801

interactive psychiatric diagnostic interview
examination – 90802

individual psychotherapy –
90804, 90805, 90806, 90807, 90808, 90809

psychiatric pharmacologic management –
90862

ophthalmological services, new patient –
92002, 92004

ophthalmological services, established patient –
92012, 92014

health and behavior intervention –
96150, 96151, 96152

cervical or vaginal cancer screening; pelvic and
clinical breast examination – G0101

diabetes services –
G0108, G0109 �

electronic prescribing or meaningful use of the elec-
tronic health record. It’s one or the other – not both.
And being successful with the meaningful use

bonus program doesn’t provide any protection against
missing the e-prescribing requirements. Miss the e-
prescribing requirements, and the office will still get a
pay cut next year. �
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What to say to the staffer
whose work and behavior
are below expectations
Perhaps the most difficult part of being a manager

is the job of pointing out what a staffer is doing
wrong.
No manager enjoys the confrontation. Yet uncon-

fronted, poor performance worsens.
Here’s an outline of how to take on that most

unpleasant job. It’s explained by JoAn MAJORS, a
Caldwell, TX, speaker on people skills. Majors is also
author of EncourageMentors: 16 Attitude Steps for
Building Your Business, Family, and Future.

the meet-me-at-5 threat
The right approach begins at the beginning – in the

way the manager sets up the meeting with the staffer.
And about the worst thing to say is “I’d like to see
you in my office at the end of the day.”
That doesn’t give anybody “warm and fuzzy feel-

ings,” Majors says. “There’s no positive energy
exchanged.” It tells the staffer “you’re in for it now,”
and it’s enough to make anybody nervous. It’s also
enough to put that staffer on the defensive before the
meeting ever starts.
Set the meeting with a softer tone. Make it more an

invitation than a demand. For example, I was going
over your file and saw a few interesting things I’d like
to discuss with you. Could we meet at the end of the
day? Is there any time after 4:00 p.m. that’s good for
you?
Or be even more direct with Do you have time at

the end of the day to talk about an issue that concerns
me?
That takes the threat out of it, because it gives the

staffer has a role in setting the meeting. That also
establishes a two-way interaction, so the staffer comes
in willing to participate in a discussion.

the surprise attack
The meeting begins.
Keep in mind that “it’s not a finger-pointing thing.

It’s a hand-holding thing.” Don’t make it a kamikaze
attack by dropping a bomb of criticism.
Start out instead with a compliment. Doing that

gives the staffer “something to hope for” in the dis-
cussion.
Make a comment along the lines of I appreciate

that I can always count on you to do X or I really
liked the way you handled such-and-such.
Then move on to the coaching, but a good tactic,

Majors says, is to ask permission to do so. That keeps

the discussion from sounding like a reprimand.
Just say May I point out some other things to you

here? Or take the approach of I would like to have
your permission to coach you on how to be friendly
but professional. May I do so?
The answer will always be yes. And now that the

staffer has been a decision maker in whether to talk
about the issue, both sides are ready to engage in a
good conversation.
With that participation, she says, the staffer doesn’t

see the manager as attacking a wrong but as helping to
make something better.

not sort of and not maybe
Now tell the truth about exactly what needs to be

improved.
And truth telling requires leaving out the limiters,

or the terms that diminish the significance of the
issue.
Those are the namby-pamby words such as kind of,

sort of, just a little, and maybe. Managers often use
them to soften an otherwise harsh comment, but the
problem is that they soften things too much. They tell
the staffer the poor performance really isn’t so bad
after all so don’t get upset about it.
Limiters are also statements such as This isn’t

something you need to worry about right away or This
may be something you need to work on or even You
need to keep an eye on this.
There’s a significant problem or the meeting

wouldn’t be taking place. The staffer has a right to
know it’s significant and deserves an opportunity to
correct it.
Two other rules about words also come into play,

Majors says.
One is don’t speak in the first person plural, as in

We have a problem with your tardiness. Use the word
we, and the manager takes ownership in the problem.
But it’s not the manager’s issue – it’s the staffer who’s
late to work every day.
The other is don’t end the conversation by giving

the staffer an excuse for the unacceptable behavior.
Don’t say, for example, I know you have children to
get to school in the morning or I know you’ve had a
lot of work lately. All that does is let the staffer off the
hook.
Leave off the limiters and follow those two rules on

wording, and what needs to be said will get said.
Majors gives this example of how to proceed:

Staffer A, there is a problem with your continued tar -
diness. I am concerned about it. And I believe you
should be concerned about it too.
Then be silent. Give the staffer 30 seconds to

respond, and if the silence is uncomfortable, pretend
to take notes.
If there’s no response after the 30 seconds is up,
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prompt one. Ask the staffer How do you feel about
this?

my mom did her makeup at work
Everybody is innocent until proven guilty. Don’t

assume the poor behavior is purposeful or even that
the staffer is aware of it. That means don’t make
accusatory statements such as You’ve been tardy every
day this month, and the reason seems to be a simple
lack of respect.
Give the staffer the benefit of the doubt. There

could be a real and possibly severe problem nobody
knows about such as a car that has broken down or a
dying spouse at home.
Or the staffer may be honestly confused about the

work hours and not realize there is a problem.
It’s also possible the staffer is just clueless about

what’s acceptable.
In one office, Majors says, the manager told a

staffer “when I say I need you to be here at 9:00 a.m.,
that means you need to be ready to go to work then.”
And the staffer in all honesty came back with “Wow! I
remember my mom used to wait till she got to work to
put on her makeup.”
After stating the problem, watch the staffer’s reac-

tion. If there’s a look of surprise, ask Has anyone ever
told you this before? And if the answer is no, respond
with I’m glad I asked you, because I know someone
with your integrity wouldn’t do this unless you didn’t
realize it was a problem.
That says the manager believes in the staffer. At the

same time, it raises the bar on the performance. The
staffer feels compelled to live up to the standard the
manager has just set.

turning dreams into goals
End by getting the staffer to set a plan of action.
If the staffer has been participating with interest in

the conversation, ask Based on our conversation
today, how are we going to move forward?
But if the staffer hasn’t said much, make that Based

on our conversation today, how are you going to move
forward? That gets the staffer engaged in deciding on
the solution, which is essential to accepting it.
Either way, once there’s an acceptable solution, put

it in writing, date it, sign it, have the staffer sign it,
and put the statement in the employee’s file.
And here’s a surprise: it’s the staffer who should

write out the solution, not the manager. Just say Now I
want you to write that up and date and sign it, and I’ll
sign it too and put it in the file. When that’s done, the
staffer “has spoken it, professed it, written it up,
signed it,” and is now committed to it.
Write down dreams, Majors says “and they turn

into goals.” �

Don’t get blindsided
by ICD-10; it’s a giant change
with no room for error
The move to ICD-10-CM is going to be a tremen-

dous one. The preparation is extensive and there’s no
room for error, because the new codes take over in
only 2½ years.
And it’s a complete takeover. On Oct. 1, 2013,

every payer and ever provider and every health care
facility has to start using ICD-10 for services provid-
ed on that day and thereafter.
There will not be any delays, and there will not be

any grace period. October 1 is D-Day. It’s a giant one-
day change. On that day, ICD-9-CM is officially
retired and ICD-10 begins.
CPT, however, won’t change. Everybody will keep

right on using that.

a four-phase timeline to follow
The government has set out a timeline to follow to

make sure offices are ready to go and don’t suffer any
payment holdups when the change occurs.
The timeline is divided into four phases:
• Phase 1 is the planning. The office should already

be well into it and should have it completed it by the
first of next year.
• Phase 2 is the actual setting up of the new code

system. That should be completed by mid 2013.
• At Phase 3, the office gets ready to go live, and

that needs to be finished by late summer of 2013.
• And Phase 4 is the aftermath. It’s the follow-up to

remedy whatever problems the office experiences
with the new codes. It begins right after ICD-10 takes
over and will likely continue for several months.
The government cautions not to get lazy about the

preparation work.
If the office doesn’t start using the ICD-10 codes

exactly on Oct. 1, 2013, it’s going to see denied
claims. And if staff aren’t fully trained in using the
codes, there will be incorrect payments, rejected
claims, and payment delays.

the right-now job
Phase 1 is the preparation. The job should be well

underway, and the office should have it finished by
the beginning of next year.
This is the time to set up the actual plan – explain-

ing to the doctors and staff what’s going to happen,
deciding who and what are going to be affected, find-
ing out what forms and resources the office will need,
and arranging for system upgrades.
The government says the best way to get the job
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done is to set up a team or steering committee to take
charge of everything.
Here are the categories the team should be address-

ing now so the office will be ready for Phase 2 next
year. Phase 2 is the actual preparation, and these items
have to be finished before that can begin.

OPERATIONS
The team has to decide how the office’s operations

will need to change to move to the new code system.
For example, any forms that carry codes will have

to be updated. The office may also need to change
some of its policies and procedures. There will be dif-
ferent coding requirements for quality measures and
so on. And the billing will certainly change.

AWARENESS
Everybody in the office needs to be aware of and

understand what’s going on. That includes doctors,
staff – everybody.
At this point, the office should be providing educa-

tion on the why of the new codes, how they are differ-
ent from ICD-9, when they will take over, and what
will happen if the office isn’t ready.
In addition, the doctors need to be aware that their

documentation will have to change for some diag-
noses and become more precise for others, because
the new codes are divided differently and are more
specific than ICD-9.
For example, ICD-10 has combination codes that

show the condition plus the symptoms and signs.
(K57.21 – diverticulitis of large intestine with perfo-
ration and bleeding abscess). With pregnancies, the
new codes identify the trimester instead of the episode

of care. The new codes also show left, right, and bilat-
eral. They give additional information such as blood
type and blood alcohol level. They also distinguish
between intraoperative complications and post-proce-
dural disorders.

THE VENDOR
The team will have to find out from the vendor

what software upgrades or replacements will be need-
ed for ICD-10. And along with that is the question of
cost and whether it’s covered by the current contract.
When will the new system will be available for

testing and implementation in the office?
What support and training will the vendor provide?
Another issue is if and how the new system will

accommodate both ICD-9 and ICD-10, because when
the new codes take over, the office will still have to
use the old codes to bill for services provided before
October 1.

CHANGES TO THE CURRENT SYSTEM
Yet another task is to list all the applications and

databases in the current system that use the ICD-9
codes.
Decide what changes have to be made to them and

which changes need to be made first, and find out
what the cost is going to be.
A lot will be affected – the billing, the practice

management system, the EHR system, scheduling,
disease management, finance, and so on.

THE BUDGET
The team also needs to determine what expenses

the office will face so they can be covered in the bud-

Here are five somewhat unrelated facts managers
need to know about ICD-10.
• To simplify the switchover to the new codes, the

last annual updates to ICD-9 will come out in early
summer this year. They will take effect October 1.
After that, there will be very few updates, and those

will only be to bring in codes for new technologies
and new diseases.
The regular updates won’t start back up until 2014,

and those will, of course, be for ICD-10.
• Just like ICD-9, the ICD-10 codes will have

annual updates.
• As to how the new codes will be paid, the govern-

ment and the payers are still working on it.
• There are General Equivalence Mappings, or

GEMs, to help translate the ICD-9 codes to ICD-10
and vice versa. But don’t plan to rely on the GEMs
alone to move from the old codes to the new. Offices
still need to learn how to use the ICD-10 codes. Many

times, it will be easier and even more accurate to use
the codebook instead of the GEMs.
Offices can find the GEMs at www.cms.gov/ICD10.

On the left side of the page, click on “2011 ICD-10-
CM and GEMS.”
• ICD-10 has more codes than ICD-9 and therefore

provides more detail in describing diagnoses.
And because they are so numerous, they are longer

and use more letters as well as numbers.
The main structural differences between the two

coding sets are these:
– While the ICD-9 codes have no more than five

characters, the ICD-10s can have as many as seven.
– The first character in the ICD-10 code is a letter,

and all the letters except U are used. The letters aren’t
case-sensitive.
– The second character is a number, there’s a deci-

mal after the third character, and x is used as a dummy
placeholder. �

Five more points to know about ICD-10
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get. Most obvious are the cost of new software, the
training, reprinting forms, data conversion, the staff
time spent in training and preparation, and possibly
consulting services.

CODING EDUCATION
Finally, anybody who now deals with ICD-9 in any

capacity will need training. That includes just about
everybody – the doctors and other providers, the man-
ager, the coders, the billing office, the schedulers, and
the front desk.
The team’s job is to determine what level of train-

ing each person needs and when and how it will be
provided.
An interesting point is that the government recom-

mends not setting up any “intensive” coder training
before January 2013. For an experienced coder, it
says, the training will require about two full days. �

Two not so easy questions
about HIPAA violations
Question: A representative from a hospice came to

our office to pick up some patient records. Our staff
gave her the wrong folder. When she returned to her
office, she realized the mistake and immediately
brought the folder back.
Do we need to notify the patients involved?
Also, do we have to document this in our year-end

HIPAA incident report?

Answer: There is no need to notify the patients,
says ANN BACHMAN, MT, ASCP, CLC, director of
the regulatory compliance department at DoctorsMan-
agement, a medical management firm in Knoxville,
TN.
That’s because there is no HIPAA violation.
The hospice is a HIPAA-covered entity, and the

representative returned the folder immediately on see-
ing the mistake. While it’s true she could have made
copies of the files and used them inappropriately,
“there’s no way to turn that into a probability.” The
risk of harm to those patients is negligible if not
nonexistent.
If the folder had been given to, say, a vendor and if

the vendor had kept it for a week, the situation might
be different. But as it stands, the hospice representa-
tive “obviously did the right thing, and nothing can
come of it.”
The governing rule is HIPAA’s Breach Notification

Rule, Bachman explains.
That rule requires that offices notify patients when

unencrypted data is released inappropriately. How-
ever, to be considered a breach, three elements are
necessary:
• The data must be wrongfully acquired or used.
• The security of the information must be

endangered.
• There must be significant risk of harm to the

patient’s reputation or finances.
The Breach Notification Rule also set out three

exceptions, or situations where unauthorized access is
not a breach:
• Unintentional acquisition. An unauthorized

employee or business associate gets the
information by mistake and there’s no risk
of further disclosure.

• Inadvertent disclosure. The data goes from one
authorized person to another in the office.

• Inability to retain the information. An unautho-
rized person gets the information but can’t
open it or keep it.

This situation clearly falls under the first exception,
which is unintentional acquisition.

what about documentation?
As to whether the office should document the inci-

dent, the answer is yes, Bachman says.
There’s no need to document it in the year-end log

the office has to submit to the government, because
there hasn’t been a breach.
But there should be a record of what has happened,

because if the situation is ever challenged, the office
will have to prove there wasn’t a breach and that it
wasn’t necessary to notify the patients.
Keep the information in an incidents file and docu-

ment it as an exception, not a violation.
Outline the who, what, when, where, and how of it

and state that what happened could not have caused
harm to the patients. Then use the incident as “a
teachable moment” for staff HIPAA training.

� � �

Question: One of our patients had a minor automo-
bile collision in the parking lot with a staffer. There
was slight damage to the staffer’s car, and the patient
paid for it. Later, the patient was told his insurance
rates would go up because the staffer had filed a bodi-
ly injury claim.
He called the staffer to ask about the injury and has

reader
questions
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since written us a letter outlining what happened and
telling us that when he called, the staffer was rude and
abusive to the point that he is seriously concerned she
may have accessed and possibly damaged his medical
record.
How should we respond?

Answer: As it stands, this is not a HIPAA incident,
because there is no indication the staffer has actually
accessed the record, Bachman says.
Neither is it something the office needs to include

in its year-end report, again because nothing has hap-
pened. “The fact that the staffer is angry has nothing
to do with HIPAA.”
Even so, the office should act. It needs to be able to

show that it took immediate steps to safeguard the
information. Doing that will give the office “some-
thing to fall back on” should the situation turn into a
HIPAA complaint.
Restrict the staffer’s access to the record while the

office investigates what has happened.
In addition, search the system to find out if the

staffer has accessed the record or made any changes
to it. Most systems will show who has accessed a
record, when, for how long, and what has been done
to it, she says. And changes have been made, it’s pos-
sible to restore the original data.

and if there was a breach . . .
If the office finds there was, in fact, a breach, it has

to notify the patient. The Breach Notification Rule
requires that. The office will also have to document
the incident in its HIPAA log and submit it to the gov-
ernment at the end of the year.
However, even if there is no indication of improper

record access, document what has happened and what
the office does.
Suppose the worst happens and unbeknownst to the

office, the staffer did change the record and in such a
way that the patient can’t get insurance. The patient
files a HIPAA complaint, and immediately the office
is going to get a demand of “please send documenta-
tion of all you have done to correct this situation and
prevent recurrence.”
Then the office will have to show its policies and

procedures, its HIPAA discipline procedures, its train-
ing, and how it corrected the problem.
This situation well illustrates the need for staff to

keep their passwords confidential, Bachman says. It’s
common practice for employees to exchange pass-
words just to make it easier to get work done. But if
passwords are shared, there’s no protection on the
data and neither will the access information be reli-
able.
Along with the training, the office needs a written

plan for disciplinary action to be taken for HIPAA

violations. Along with that, there needs to be a HIPAA
team that investigates violations and determines what
action to take, because most violations fall into gray
areas where guilt is not so straightforward.

another concern: faxing
Bachman adds that as a consultant she still encoun-

ters HIPAA violations in offices.
After password sharing, the most common is the

mistake of faxing or e-mailing patient information to
third parties.
It happens when an employer requires a doctor’s

note for an absence or a return-to-work form or a lim-
ited duty verification. It happens too when a school
nurse needs information about a child’s medication or
when a school requires immunization records – and
some require that the records be sent by the physician
and not brought in by the parents.
The fax violations are twofold. Sending the infor-

mation “identifies that person as a patient” and releas-
es private health information.
An office can’t send information to a third party

without the patient’s signed authorization, she says.
Fax an authorization form to the patient and get it
faxed back.
She also notes that to be compliant with HIPAA,

the authorization has to tell what information is to be
released and give an end date or end event such as
“until my child is no longer a student at this school.”
Is it permissible to fax information directly to a

patient at work?
Yes, but get the patient’s permission, she says. The

patient might give a specific fax number and wait
there to collect the fax. Also, on the cover sheet
include a statement that if the fax is received in error,
it should be returned to the office’s number.

the unforeseen: social media
A final privacy issue is so new that few offices are

aware of its confidentiality risks, Bachman says.
It’s social media, texting, and e-mails. All of those

communication methods can create “repercussions in
directions nobody has ever thought about.”
Suppose a staffer posts a notice on Facebook that

the office saw a patient today with such-and-such a
condition. There could easily be somebody who reads
that and figures out who the patient is.
Or a hospital staffer might post a comment that

three babies were born that day and one of them had
X problem. “If it’s a small town with only one hospi-
tal, it doesn’t take a lot to put 2 and 2 together and
know which baby that is.”
Again, training is in order, she says. Staff need to

know not to make any mention – even anonymously –
of any patient outside the office. �
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A bit of clarification
on that one-year deadline
for filing Medicare claims
As part of health care reform, as of January 1 of

this year, offices have only one year from the date of
service to bill. Otherwise, the claim will be denied.
And while that appears to be straightforward, ques-

tions do arise. Here are three of them.
• What is the date of service for a claim that spans

several days?
It’s the “from” date that counts. The office has 12

months from that date to submit the claim.
What happens if a service spans, say, 10 days and

the claim doesn’t get filed until a year from day 6?
Medicare will only pay for what’s covered in days 6
through 10.
For hospitals, however, the “from” date isn’t the

starting point. Because hospitals often see stays last-
ing a month or more, Medicare starts the count for
them at the “through” or end date.

• What about leap years?
When the date of service is February 29, the last

filing date is February 28 of the next year. March 1 is
too late.

• Are there any exceptions to the 12-month filing
limit?
Yes, there are four exceptions, and each one gives

the office an additional six months to file the claim.
– Carrier error. The late filing is caused by the car-

rier’s mistake. The office gets the extra six months,
and the six months starts when the carrier notifies the
office that it has corrected the mistake.
Specifically, the extra time extends to the last day

of the sixth month after the month when the notice
comes in. So if the office gets the notice in November,
it has until May 31 to file the claim.
– Retroactive Medicare entitlement. The patient

doesn’t have Medicare at the time of service, but after
the filing time is up, Medicare covers the patient
retroactively to that date. The office gets the extra six
months.
– Retroactive Medicare entitlement for a Medicaid

patient. At the time of service, the patient has Medi-
caid and not Medicare. Then after the filing time is
up, Medicare covers the patient retroactively to that
date and Medicaid gets its money back from the
office. Again, another six months.
– Retroactive disenrollment from Medicare

Advantage or PACE. The patient was enrolled in
Medicare Advantage or PACE at the time of service
but later is disenrolled retroactive to that date and
Medicare Advantage or PACE gets its money back
from the office. Six more months. �

The new vaccination codes
plus otitis media and ABS

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

This month’s column begins with a question on
using the new vaccine administration codes.
Code 90460 is for the first vaccine component and

code 90461 is for each additional component, and
CLAUDETTE LESIAK of the Hedges Clinic in
Frankfort, IL, has asked if that means a vaccine such
as DPT should now get three codes – 90460 for the
diphtheria vaccine plus 90461 for the pertussis and
another 90461 for the tetanus.
The answer is a little complicated.
The key to the new vaccine administration codes is

the definition of the term component.
A vaccine component is an individual antigen that

prevents disease caused by one organism. Thus, the
number of codes depends on the number of organisms
being warded off.
A flu vaccine, for example, addresses only one

organism, so it has only one component. The only
administration code it gets is 90460. (The vaccine
itself gets coded separately.)
Code 90461 gets used with the combination vac-

cines, which address more than one organism. The
DPT vaccine has antigens to protect against three sep-
arate infectious diseases, so yes, it gets three codes –
90460 for the diphtheria, 90461 for the pertussis, and
another 90461 for the tetanus. And again, each of
those codes has to be accompanied by the code for the
individual antigen.
The same is true for the MMR vaccine. It has sepa-

rate antigens for measles, mumps, and rebella and so
gets three codes.
On up the scale is the fairly new Pentacel vaccine

that immunizes against diphtheria, tetanus, pertussis,
polio, and Hib flu. It gets five codes.
By contrast, there’s the new Prevnar 13 that pro-

tects against 13 strains of streptococcus pneumoniae.
Does it get 13 codes or just one? It gets only 90460,
because only one disease organism is addressed.

the old v. the new
That’s not the entire picture, however. To under-

stand those two new codes fully, look at all the things

ICD-9-CM and CPT
coding update
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their definitions include. Codes 90460 and 90461 are
for
– immunization administration for each

component
– through age 18
– any route of administration
– with counseling by a physician or other

qualified health professional
They replace codes 90465-90468, which were

deleted this year. Those codes covered
– immunization administration without

regard to the number of components
– through age 8
– injection administration for the first two codes,

intranasal or oral for the others
– with counseling by a physician only
The new codes count the vaccine components and

cover a greater age span. But perhaps more important,
they allow for counseling by nonphysicians as well as
physicians. That extension illustrates the increasing
demand for vaccination counseling because of new
concerns about potential side effects.
What if there is no counseling? Or what if the

patient is older than age 18?
In either case, use codes 90471-90472, which are

not new. The first covers administration of one vac-
cine, and the second covers each additional vaccine.
And those can be single or combination vaccines.
What if there are three vaccines administered but

counseling is given for just one? Code the one with
the counseling with 90460 and 90461 (depending on
however many components there are), and document
which components were included in the counseling.
Then code the ones without the counseling as 90471

and 90472, regardless of the number of components.

two more diagnoses
Two more coding areas common to pediatric patients

are the two most prevalent pediatric diagnoses – acute
otitis media and acute bacterial sinusitis.
The first, acute otitis media, is the most frequently

diagnosed bacterial illness in children. Fluid in the
middle ear causes inflammation, a bulging tympanic
membrane, and pain.
In the recent past, doctors usually gave antibiotics

as soon as the diagnosis was made. But today, because
of the concern for antibiotic overuse and because the
condition is often viral, physicians tend to take a wait-
and-see approach, especially for children over two
years of age. Immediate antibiotics are reserved for
situations where the condition is serious or where the
child has an immune disorder or a cochlear implant or
when the otitis media is recurrent.
The second diagnosis is acute bacterial sinusitis, or

inflammation of the paranasal sinuses. ABS is sinusi-

tis caused by bacteria as opposed to a virus or allergy,
either of which, of course, is unaffected by antibi-
otics.
Bacterial sinusitis is considered acute if it has

occurred during the last 10 days. It’s persistent if the
symptoms have lasted more than 10 days. It’s chronic
if the symptoms continue for 12 weeks or more.
With severe ABS, there is a pussy nasal discharge

and a high fever lasting three to four days. At its
worst, it can cause impaired vision, limitations in eye
movement, headache, and facial swelling.

coding otitis media
The codes for otitis media appear in the chapter

covering the nervous system and sensory organs.
They begin with 381.0x for acute otitis media that

is nonsuppurative, which means the fluid behind the
ear does not contain pus.
The fifth digit defines the condition more specifi-

cally. Code 381.00 shows it is unspecified, and code
381.01 shows it is serous, which means there is fluid
behind the eardrum. Code 381.02 shows the fluid is
mucoid, or contains mucus. And code 381.03 shows
the fluid is sanguinous, or bloody. Following those are
381.04-381.06 for allergic otitis media, again distin-
guishing among serous, mucoid, and sanguinous.
Because those codes are quite specific, the docu-

mentation has to be complete.
Next are codes 381.1x for serous otitis media that is

chronic. While chronic is generally defined as lasting
12 weeks or more, the physician is the one who makes
the call, and the length of time can be shorter or
longer.
Following that are 381.2x for chronic and mucoid,

381.3 for chronic and nonsupperative, and 381.4 for
nonsupperative that’s not specified as acute or chron-
ic.
On down are codes 382.0x for acute supperative

otitis media with and without rupture of the eardrum.
And those are followed by 382.1-382.4 for chronic

supperative otitis media.
There’s also a default code for unspecified otitis

media. It is 382.9, and it gets used when the documen-
tation shows only otitis media without specifying the
type or telling if the condition is acute or chronic.
Another point: if the bacteria causing the otitis

media is identified, use an additional code from the
041 category, which covers bacterial infections.

coding acute baterial sinusitis
Acute bacterial sinusitis is coded at 461.x.
The fourth digits there identify which sinuses are

involved. Code 461.0 shows the maxillary sinuses,
which are the largest of the paranasal sinuses. Code
461.1 is for the frontal sinuses, which are located in
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the forehead right above the eyes. Next is 461.2 for
the ethmoidal sinuses, which are behind the bridge of
the nose between the eyes. And 461.3 shows the sphe-
noidal sinuses, which lie deeper in the skull behind
the eyes.
For pediatric offices, codes 461.1 and 461.3 often

don’t apply because only the maxillary and ethmoidal
sinuses are present at birth. The frontal and sphe-
noidal sinuses don’t develop until a child’s fifth or
sixth birthday
If the sinusitis is chronic, it’s coded at 473, again

with fourth digits to show which sinuses are affected.
What if the record doesn’t say if the sinusitis is

acute or chronic? Use the 473 codes for chronic.
To use the 473 codes, there’s no need to document

the sinusitis as chronic. However, to use the 461
codes, the documentation does have to say the condi-
tion is acute.
And the default code for unspecified sinusitis is

473.9.
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. �

Why the office needs
job descriptions and how
to get them all written
It’s not fair to hire someone without fully explain-

ing the requirements of the job – from the very large
to the very small.
Neither is it fair to evaluate someone without fully

explaining what performance and behaviors the office
expects to see – again, from the very large to the very
small.
Sadly, that happens often, says legal management

consultant BILL KAPLAN, vice-president of opera-
tions for McNamara & Associates in Morganville, NJ.
Many employers don’t have job descriptions at all,
and many more have descriptions “that haven’t been
updated in years.”
“There should be no surprises” once somebody

takes a job, he says. Nobody should ever say “I didn’t
read a job description when I was hired.” And no
staffer should have to suffer through a review that
covers points that weren’t explained at the outset.

to get the job done, give it to staff
For any office that has zero descriptions or descrip-

tions that are outdated, it’s time to start afresh, Kaplan

says. And the place to start the task is with the current
staff.
Tell them to draw up summaries of the responsi-

bilites and education and training and skills their jobs
require.
But don’t expect them to know how to do that on

their own. They’ll need guidance, and the most effec-
tive guidance is a questionnaire that breaks out the
individual elements and requirements that need to be
covered.
Tell them to write down facts along with their opin-

ions, he says, Tell them “take yourself out of the posi-
tion and tell what qualifications you believe are need-
ed for this job.”
Explain that the questionnaire is not something they

can complete in an hour; instead, they will be adding
things as they think of them.
Give them at least a week to finish the job and

explain that the manager will use their responses to
draw up first drafts and then will meet with each per-
son individually to discuss them.
To promote thoughtful answers and a serious meet-

ing, Kaplan recommends putting each staffer some-
what in charge of the process with “tell me when the
best time is to come back and talk with you about
this.”

four drafts, possibly five
The first draft should include everything the staffer

has written, he says. Then at the meeting, manager
and staffer discuss the points covered and come up
with a mutually agreed-on version.
Draw up the second draft, discuss it with the

staffer’s supervisor, and redo it again.
Meet once more with the staffer to check the third

draft for errors, and then take the completed fourth
draft to the doctors for their approval. Depending on
their response, there may even be a fifth version.

the key is the questionnaire
It’s the questionnaire that holds the key to a good

job description, Kaplan says. It needs to cover every
possible corner of the job.
For his own clients, he uses a format that is several

pages long. The employee applies the individual job
to basic topics.
• The title of the position.
• The licenses or certifications the job requires.
• The supervisor to whom the employee reports.

That’s the direct report, he says. It’s the person who
gives the performance reviews for the position.
• If it’s a supervisory position, the people who

report to the employee. And along with that, the
staffer explains what the supervision entails such as



reviewing work assignments or training or doing per-
formance reviews.
• An explanation of the purpose of the position.

Just a few sentences will suffice. For a human
resources job, for example, it might be “The purpose
of this position is to provide guidance to management
and employees on human resources issues, including
recruitment, administration, compensation, payroll,
benefits, and separation of employment.”
• Principal responsibilities. “This is the most

important part.” To make sure the answers are com-
plete, set out a dozen or so numbered blanks and tell
staff they can add more if they want.
Here staff list all the duties of the job and tell

whether each is performed daily, weekly, monthly,
annually, or on no particular schedule. For example,
an HR manager might list checking backgrounds of
new hires, overseeing payroll, coordinating leave and
vacation, and so on.
• The personal qualifications for the job. These are

the education, training, technical skills, and years of
experience required.
This question can be multiple choice. For example,

education can be divided into no high school neces-
sary to associate degree to master’s degree to doctoral
degree.
• The skills needed. In his own questionnaires,

Kaplan asks for skills in several categories and again
gives multiple choices.
There are language skills – the ability to compose

business correspondence, write reports, speak before
groups, or communicate with patients. There are
mathematical skills – the ability to do simple math on
up to percentages and ratios and statistics. And there
are reasoning skills, which run from carrying out
instructions to analyzing data.
• Computer skills. These include word processing,

spreadsheets, graphics, database management, and
knowledge of various softwares.
• The physical demands of the job. Here the staffer

outlines requirements such as climbing or walking
long distances. If lifting is required, the staffer should
tell what the maximum amount is.
• Working hours. Besides listing the regular hours

for the job, staff tell how much overtime is required
and whether there are after-hours meetings and if so,
whether those extra hours are paid for.
Kaplan notes that the job description will also need

to tell whether the position is exempt or nonexempt
from overtime pay.
• Location. If the office has several locations, give

the location of the specific position.
• Travel. If the position requires travel, ask how

often it occurs and what it entails, perhaps occasional
day-long travel or overnight travel as much as 30% of
the time.
That information often determines whether some-

one is suited to the job, he says. It can also avert dis-
aster. A single parent who takes a job without know-
ing it requires travel may not be able to stay in the
position.
• Organizational relationships. Ask the staffer to

list the external and internal “customers.”
External customers are the patients.
Internal customers are the people in the office who

rely on the position for assistance with their own jobs.

finally, an essential disclaimer
Kaplan adds that a final point to include in every

job description is a disclaimer.
It’s a safety statement. It says the description gives

information about the job but is not a contract. It also
says the employee can be reassigned or given other
duties at any time and must follow instructions from
the supervisor whether or not those instructions are
included in the description.
There’s a real need for that, he says. It nixes the

argument of “that’s not in my job description.” �
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