
The drop-dead deadline: January 1.
On that date, everybody who comes under the

realms of HIPAA – and that’s just about every office
plus payers, billing services, business partners, ven-
dors, and clearinghouses – has to start using the new
version 5010 HIPAA standards for electronic health
transactions.

The new standards will be required for all electron-
ic transactions and information exchanges, including
claims, status requests and responses, payment, coor-
dination of benefits, and information on eligibility and
benefits.

no leeway in sight
Don’t expect any delay or even a grace period,

Medicare warns. Starting January 1, everybody has to
use the 5010 standards. Claims sent with the older
version will be rejected. The office may be able to
arrange an alternative system with its nonMedicare
payers so it can continue to have its claims processed

with the older version, but don’t count on getting
much help.

more data plus ICD-10
Version 5010 replaces the current version 4010/

4010A. (For the technologically astute, the full name
of the new standards is Version 005010 of the
Accredited Standards Committee [ASC] X12
Technical Reports Type 3 [TR3s].)

The older version is fast becoming outdated.
Mostly what it can do is verify patient eligibility and
benefits and send claims. But it can’t accommodate
much more, particularly the new ICD-10 codes. ICD-
10, which takes over October 1, 2013, is quite differ-

(please turn to page 3)
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Medicare and other payers will soon be paying
providers – a single payment that everybody
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On pages 10-11 are some last-minute updates
to the ICD-9-CM codes. Last month, MOM car-
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And starting on page 8 are two useful articles
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situations where the doctors want to control
everything. The second outlines the clues that
indicate a staffer isn’t telling the truth. �



this month’s
idea

A win-win way to put an fast end
to staff’s personal internet use

Manager BETH C. PHARR of North East Orthopaedics in
Tupelo, MS, relies on a basic management practice when she pre-
sents any new policy. “I make it a win-win situation,” she says. “I
tell staff ‘this why it’s necessary, and this is how it benefits you.’”

Such was the case when Pharr set a policy to solve a problem
common to almost every office – personal internet use.

To introduce it in a win-win light, she explained it from the
office’s standpoint: that it was necessary to protect against HIPAA
and EEOC violations as well as to prevent losses in productivity –
and revenue.

Then she explained it from staff’s standpoint: that it was neces-
sary to protect their own personal data. What staff hadn’t realized,
she says, was that because the office uses an internet-based server,
any financial information they submit is kept offsite, and an employ-
ee at the server company “could capture bank account information
and absolutely ruin someone.”

She also pointed out that an employer has both the right and duty
to monitor what’s sent via its system to protect against legal viola-
tions. Her advice: “if you don’t want your mother to read your mes-
sage on the front page of the local paper, don’t send it.”

To open the discussion, she asked different staffers how much
time they spent on the internet each week.

Estimates were low. But her own monitor, which tracks each per-
son’s use, showed otherwise. She told staff “something is not right
here, because my monitor says you spent X amount of time.”

The time loss wasn’t intentional, she says. People don’t realize
how much time they lose to internet use – or how expensive it is.

She estimates her office loses $18.50 for every 15 minutes some-
body spends on the internet. With 11 staffers, that comes to $203.50
a day – $1,017.50 a month – $12,210 a year. And 15 minutes is min-
imal, she says. Actual loss is closer to $500 a day.

Added to that is lost productivity. Her office was paying overtime
for hours spent on personal internet use.

Under the new policy, staff cannot use the office’s computer or
internet connections for nonbusiness reasons, whether during work-
ing hours or not and whether onsite or off.

That includes personal use, social media, commercial advertising,
solicitation, and promotion. Neither can anybody violate software
licensing or install software without written permission. The ban on
solicitation, she explains, prevents looking for, say, transcription
work during office time. The ban on promotion prevents going to a
dating site, because that is personal promotion.

Staff sign the policy, including a statement that failure to honor it
can result in discipline “as well as legal action for damages” the

(continues at right)
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(continued from page 1)
ent from ICD-9 and requires significant changes in
platform.

Right now, offices should be testing version 5010
with their payers so they can be ready for the
changeover January 1.

Medicare says vendors are for the most part well
prepared for the transition, payers are somewhat pre-
pared, but offices are only plodding along.

Testing is not a quick job. The office needs to find
out when its payers will have their upgrades finished
and when it can start trial runs with them. The new
system will likely require different data from what the
office uses for the current version.

early birds welcome
The office can move to 5010 anytime it wants.

There’s no need to wait until January 1. However, the
payers and clearinghouses involved will also have to
be ready, and they may not be. There’s no requirement
to start using 5010 early, so they must agree to allow
the office to use the new standards early.

A head start is a good idea, the government says,
because it allows time to identify problems and get
them corrected. Medicare is currently accepting both
the old and new versions. �

How to code menopause
and its related symptoms

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

The term menopause comes from two Greek words
meaning month and pause or cessation.

Menopause is the time when a woman’s menstrual
periods end. Her estrogen and progesterone decline to
the point that she quits releasing eggs, and her periods
become less frequent and eventually stop.

A woman is considered menopausal after one full
year without any menstrual bleeding.

For most women, that occurs between the ages of
45 and 55. However, it can happen earlier, and if it
occurs before age 40, it is termed premature meno-
pause or primary ovarian failure. That affects about
1% of women, sometimes because of genetics and
sometimes because of an autoimmune disease.

Some women adjust well to menopause. Others
experience a variety of symptoms, some of the most
common being hot flashes, night sweats, vaginal dry-
ness, mood swings, insomnia, and loss of interest in
sex. The symptoms are usually at their worst during
the first two years after the last period, and they can
continue on for as long as five years.

Menopause can happen slowly over time, or it can
happen fast. It can come on naturally, or it can come
as the result of having the ovaries surgically removed.
When it is surgically caused, the symptoms often start
suddenly and are more severe.

An interesting point: the word hysteria comes from
the Greek word for uterus. The ancient Greeks
thought that during menopause, the uterus traveled
around the body, causing all sorts of mental disorders.
Hence, the words hysterical and hysterectomy, or
removal of the uterus.

(By contrast, the term testicle comes from the
Greek word orchis, which means orchid. Removal of
a testicle is an orchiectomy. And according to some
sources, the term testify comes from the rather ancient
procedure of putting one hand on the testicles while
swearing to tell the truth.)

matching the condition to codes
The codes for menopause and its symptoms are

found in ICD-9-CM’s chapters on endocrine disease

ICD-9-CM and CPT
coding update

this month’s idea (continued)

office might suffer as a result.
To support the policy, Pharr has blocked most gen-

eral access, including social media such as MySpace
and Facebook and Twitter.

The only things staff are able to search are items
directly related to business such as sites for payers,
professional organizations, specialty societies, and
government agencies.

There is, however, a little leeway – access to a few
general interest sites such as the weather.

Anybody who needs access to another site has to
ask Pharr to unblock it. And her response is always
“tell me why you need it.” Access is then given on a
case-by-case situation.

For personal use such as bill paying, Pharr has set
up a “community terminal” in a private cubicle that
staff can use during their off time. But there too, the
rule is that they cannot go to social media sites. And
they are aware that they use it at their own risk,
“because there is no privacy when the information
goes through somebody else’s network.”
If your office has set up a system that makes man-

aging 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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and diseases of the genitoruinary system.
In the endocrine disease chapter, they appear in the

256 category, which covers ovarian dysfunction.
For premature menopause, the code is 256.31.

Under it is a note saying to use an additional code if
there are symptoms.

For postablative menopause the code is 256.2. It
covers ovarian failure that occurs as a result of surgi-
cal removal or medical treatment. The latter might
occur, for example, if the ovaries are damaged by
radiation the patient has received to treat abdominal
cancer. Again, use another code to show symptoms.

Now for the symptoms.
They come from the genitourinary system chapter

in the 627 category.
There are two of them, and they distinguish

between symptoms associated with natural menopause
(627.2) and those associated with artificial menopause
(627.4) such as menopause that occurs as a result of
hysterectomy.

Surprisingly, those codes are not specific. They
simply cover symptoms “such as” flushing and so on.
There are no individual codes for specific types of
symptoms.

What if the patient is menopausal and has no
symptoms? The code is simply V49.81 (asymptomatic
postmenopausal status, age-related or natural). That’s
a sort of oh-by-the-way code. It isn’t required but
simply provides additional data. For example, an
OB/GYN office may use it to track the number of
postmenopausal patients it sees.

looking into the future: ICD-10
A little preview of what to expect from ICD-10 in

this area.
The coding for premature menopause begins with

E28.31. A sixth character then shows if there are or
aren’t symptoms such as flushing or night sweats. If
there are symptoms, the code is E28.310: if there
aren’t, the code is E28.319.

That’s a bit easier than the ICD-9 coding, because
with ICD-10 it’s not necessary to use another code to
show the presence of symptoms. There is simply an
additional digit to use.

Postsurgical menopause (256.1) will be coded at
E89.4. And again, there’s no need for a second code to
show the presence of symptoms. Another digit shows
that. If there a no symptoms, the code is E89.40; if
there are symptoms, it will be E89.41.

And the oh-by-the-way code (V49.81) that simply
shows asymptomatic postmenopausal status will be
Z78.0.
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. �

Investigating a complaint
is serious business; don’t
overlook any of these items

Got a complaint from an employee?
Investigate it.
If that complaint turns into a legal claim, part of the

allegation of wrongdoing may well be that the office
“didn’t take it seriously and failed to investigate,”
says employment law attorney INGRID CULP of
Fredrikson & Byron in Minneapolis.

The law doesn’t require that an employer investi-
gate a claim, she says. But it is an expectation, and
failure to do so “gives a lot of ammo” to the plain-
tiff’s attorney.

waste no time!
The first factor is the timing. Don’t wait. Investi-

gate the complaint fast.
It’s not uncommon for a complaint “to sit on the

manager’s desk and get stale before the investigation
is commenced,” Culp says, and during the wait, the
witnesses are forgetting what happened.

Worse, if the complaint is about violence or drug or
alcohol use, “there can be safety issues” the office
needs to address.

Worst of all, however, if the matter goes to court,
the staffer’s attorney is going to pounce on the delay
as an indication the doctors didn’t take the complaint
seriously.

If a delay can’t be avoided, perhaps because a wit-
nesses is on vacation, tell the staffer what’s happening
and when the investigation will start.

vague is still good
As to which complaints warrant investigation, the

answer is all of them.
Never dismiss a complaint because it’s vague.

“Employees don’t have to say directly that they are
being discriminated against.” There doesn’t have to be
a clear accusation such as “I was sexually harassed by
Doctor A.” It’s enough to say “I think Doctor A is
playing favorites” or “I think he’s angry because he’s
been asking me out and I’ve been turning him down.”

call in the right Pink Panther
As to who does the investigating, the obvious con-

cern is that it not be anybody involved in the com-
plaint or who has ties to either side.

Neither should the investigator have anything to
lose by looking into the matter. For example, the man-

(continues on page 7)
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• Where do the ACOs come from?
The ACOs are one of the main items established by

the Affordable Care Act, or the new health care
reform law. That law says Medicare has to have all the
particulars of an ACO system ironed out and ready to
roll by January of next year. And that’s what the new
rules do – they set out the particulars.

• What is an ACO?
It’s a network or organization of providers, hospi-

tals, and suppliers. The group works together to
improve the efficiency of care and, of course, save
Medicare money in the process. If it does save money,
it gets an incentive payment at the end of the year; if
it doesn’t, it pays back what it has lost.

The idea that is eventually, doctors and hospitals
will be providing total care to groups of patients and
will be paid for serving the group as opposed to get-
ting a fee for each individual service provided.

• What’s their purpose?
Health care is fragmented. A patient goes to a doc-

tor here, a clinic there, a hospital somewhere else, and
there’s little if any communication among them. Each
works separately and each gets paid separately.

With the ACOs, everybody works together. And
with everybody knowing what everybody else is
doing, tests and treatments don’t get repeated,
unnecessary services are eliminated, the care is coor-
dinated among specialties, and the care is more effi-
cient.

The hoped-for outcome is that doctors will be pro-
viding evidence-based medicine that’s better for the
patient and cheaper for the payer.

What is evidence-based medicine?
It is objective medicine. It is based on scientific

and clinical research. It takes into account the risks
and benefits of treatments and diagnostic tests as well
as the patient’s values or opinions about the care.

• Will the ACOs change the current fee-for-service
payment system?

Yes. The ACOs are the beginning of a significant
change in how Medicare pays doctors, hospitals, and
other providers. And the government intends to make
some sort of ACO system mandatory.

The argument is that fee-for-service does not pay
anybody to improve care. It simply pays to provide
care. So instead of paying for individual services,
Medicare will save money and also give patients bet-
ter care if it pays for an entire package of services.

The concept is not new. As early as 1983 when the
hospital DRG or prospective payment system was
introduced, speculation has been that Medicare would
eventually make a single payment for patient care and
that the providers and hospitals involved in the care
would split the money

• Will the ACOs have to meet quality measures?
Yes. There are 65 of them covering five areas:
Patient experience: timely care, doctor communi-

cation, courteous staff, education, shared decision
making.
Care coordination: readmissions, visits 30 days

after discharge, medication reconciliation, EHR mean-
ingful use, electronic prescribing, and admissions for
diabetes, COPD, CHF, dehydration, bacterial pneumo-
nia, and urinary infections.
Patient safety: health-acquired conditions such as

foreign object retention after surgery, air embolism,
blood incompatibility, pressure ulcers, falls, catheter
UTIs, ulcers, infections, hip fracture, and sepsis.
Preventive health: flu and pneumonia immuniza-

tion, mammography, and screens for colorectal cancer,
cholesterol, weight, blood pressure, tobacco use, and
depression.
At-risk/frail elderly population: screens and treat-

ment for diabetes, heart failure, coronary artery dis-

Those accountable care organizations!
– a MOM mini seminar –

Here are more details on the new shared savings program of health care reform – the accountable
care organizations, or ACOs. (Also see “Accountable care organizations at the starting gate” in the
April issue of MOM.)

The rules for organizing and operating ACOs have been set out in proposed form, and there is
plenty of controvery about them – both pro and con. In the next few months, there will be changes in
the fine print, but these are the major points, and most will not change, or at least not signficantly.

The rules appear in the April 7 issue of the Federal Register. To access them, go to www.access
.gpo.gov/su_docs/fedreg/frcont11.html and click on April 7, 2011. Then scroll down to “Centers for
Medicare & Medicaid Services.”
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ease, hypertnesion, COPD, falls, osteoporosis, and
warfarin therapy.

• Under the new rules, how long does an individ-
ual ACO operate?

The ACO applies for certification for a three-year
period. At the end of the three years, it has to get
recertified.

• Can an ACO terminate its contract before the
three years are up?

Yes. It can do so with a 60-day notice to Medicare.
However, any losses it has occurred up to that time
will have to be paid back.

• How do the ACO doctors and other providers get
paid?

They treat both ACO and nonACO patients, and for
the time being at least, they still get their regular fee-
for-service payments for all of them. But if they can
show a savings over a benchmark amount plus quality
care for the ACO patients, there’s a bonus payment at
the end of the year. The ACO can then split the money
among its members however it wants.

There is a downside to that, however: if the ACO’s
costs exceed the benchmark amount, it has to pay that
amount back to Medicare.

• What are the different types of ACOs?
There are two to choose from.
The first carries the lesser amount of risk but also a

lesser amount of potential profit. For the first two
years, the ACO shares only in the profit; the third
year, it shares in both the profits and the losses. Here
the ACO can get a year-end bonus of up to 52.5% of
the saving it generates.

With the second option, the ACO shares both the
profits and the losses for the entire three years.

After the first three-year period, all ACOs have to
follow the second option, and at that point the savings
can reach 65%.

• How will the shared savings amount be deter-
mined?

The ACO will have to meet an expense target each
year, and if its expenses are below that amount, it gets
part of the savings.

But the ACO will also have to report on the 65
quality measures, and the actual calculation will take
into account how well it meets those measures.

• What happens if the ACO has losses?
If the ACO’s expenses are greater than the target

amount, it has to repay the overage to Medicare. And
it has only 30 days after the three-year period ends to
do so.

To make sure it gets its money back, Medicare will
keep a 25% withhold, which means it will withhold

25% of the shared savings amount the ACO earns. It
will hold on to that money until the end of the third
year.

Along with that, each ACO will have to maintain a
certain amount of money in reserve to cover losses
that exceed the 25% withhold amount.

• Can the ACO doctors still get the PQRS bonus?
Yes, and they will be able to earn their PQRS

bonuses by reporting the ACO quality measures.
The PQRS bonus is a separate payment, and the

amount will not be deducted from any shared savings
the doctor gets from the ACO.

• If a doctor joins an ACO, do the patients have to
follow?

No. Patients can choose any physician they want. If
they choose an ACO physician, they become part of
the population assigned to that ACO.

Also, patients can see doctors outside the ACO net-
work and will not have to pay extra to see them as
was the case with HMOs.

• How will Medicare assign the patients to an
ACO?

It will assign the patients whose past claims have
covered mostly primary care services – internal medi-
cine, geriatric medicine, general practice, and family
practice. However, providers have to notify their
patients that they are participating, and the patients
can decline to be part of the ACO if they want.

• Will ACO participation affect patients?
No. Their benefits will not change, and they can

continue to choose their own providers.

• Can the ACO choose its patients?
No. Medicare picks the patients for each ACO but

doesn’t identify them to the ACO until the end of each
year.

The purpose is to ensure that all Medicare patients
– not just the ones in the ACO – get quality care at
lower cost.

Also, Medicare says, the patient assignment elimi-
nates the possibility that an ACO would admit only
the healthiest, least expensive patients so as to be able
to show the greatest savings.

• Can the ACO choose its providers?
Yes, it can choose both its providers and suppliers.

It can also turn down applicants.

• What providers can participate in an ACO?
An ACO’s membership has to be made up of

Medicare professionals (MDs, DOs, physician assis-
tants, nurse practitioners, and clinical nurse special-
ists) in these types of arrangements:

– professionals and hospitals in group practices
– networks of individual practices
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(continued from page 4)
ager shouldn’t conduct the investigation if the accused
is the senior physician.

The investigator should also be someone the victim
is comfortable with. If the victim is a woman, it may
be best to assign the job to another woman.

And in some instances, the only way to ensure a
fair investigation is to bring in an outside investigator.
Mostly, that’s when the accused is part of the execu-
tive team. But it can also be the best choice when the
allegation is of egregious behavior.

The same holds true if nearly all the employees are
men and a woman makes the complaint or if every-
body in management is Caucasian and the complaint
comes from a minority.

listen to the entire story
Once into the investigation, take the time to hear

the full story. Get the who, what, where, and when.
Ask if there were witnesses. Ask if there is documen-
tation to substantiate the claim.

Do that even if it’s obvious the complaint is valid
or invalid. Cut it short and the victim may later claim

the doctors didn’t care about the situation and the
manager was just going through a formality.

anything else?
At the end of the conversation, ask an important

question: “Is there anything else?”
The goal of an investigation, Culp says, “is to get

the full picture,” and that final question often elicits
information the employee wouldn’t otherwise have
brought up. For example, the staffer might mention
that another person was involved or even say some-
thing such as “do you want to see the e-mails he sent
me last week?”

Should the matter go to court, showing that the
office asked that question is proof the victim was
fully heard, and that will be essential to the defense.

no hearsay, please
As for the witnesses, interview only those who

actually saw the incidents or overheard conversations
between accuser and accused.

Ask them solely about the incidents they witnessed,

– hospitals and professionals in partnerships and
joint ventures

– hospitals that employ professionals
– critical access hospitals
Medicare is expected to expand that to include fed-

erally qualified health centers and rural health clinics.

• What requirements does the ACO have to meet?
The law requires these points:
– The ACO has to be a separate legal entity with its

own tax ID number.
– It has to have enough primary care professionals

to take care of at least 5,000 Medicare patients.
– It is accountable for the care of the patients

assigned to it as well as for the cost of the care.
– At least 75% of its governing body has to be

made up of Medicare providers and suppliers. There
also has to be at least one patient representative.

– It has to have processes in place for practicing
evidence-based medicine, for coordinating care, and
for reporting cost and quality.

– It has to be patient-centered, which means
patient/provider communication, patient involvement
in governance, individualized care plans, and internal
monitoring for continuing improvements.

– It has to have a senior medical director plus an
executive team that focuses on quality improvement.

• How involved is the process of forming an ACO?
Very. The organization applies to Medicare for

acceptance and submits reams of paperwork that

includes antitrust and fraud and abuse reviews, mar-
keting materials, patient communication materials, a
compliance plan, plans for distributing the shared sav-
ings, plus a plethora of information on how the ACO
will promote evidence-based medicine and report
quality and coordinate care.

Setting up an ACO won’t be cheap. The American
Hospital Association estimates that the start-up cost
will run as high as $26 million. Medicare, however,
estimates the cost at a much lower $1.8 million.

• What are the arguments against ACOs?
While Medicare envisions that hundreds of ACOs

will start up by next year, not everybody is so enthusi-
astic.

For example, the Mayo Clinic, which already oper-
ates like an ACO, says it will not participate in the
Medicare ACO program because the requirements are
too burdensome and the incentives too difficult to
reach to make the effort pay off.

Mayo also says the 65 quality measures do not pro-
vide an accurate measure of medical care.

There is concern too about the risk involved. The
criticism is that the payback for losses puts the ACO
in a position of being an insurer and that the amount
of the payback could be disastrous.

Along with that is the argument that ACOs allow
the government to decree what health services are
most effective (and least expensive) and that the gov-
ernment will eventually set out what doctors can and
cannot provide for their individual patients. �
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not about other events related to it. If the victim
reports 40 incidents of harassment but the witness saw
just one, ask about that one incident and no more.

That protects the accused. It maintains privacy and
lessens the chances of a later claim of defamation.

Interview the accused as well.
Employers often bypass that, “sometimes because

it’s uncomfortable” and sometimes because the facts
lean so heavily in the victim’s favor that there doesn’t
seem to be a need for it, Culp says.

But it’s only fair to do so. “The accused deserves to
understand what the allegations are.” What’s more,
interviewing the accused clarifies “what is and isn’t
tolerated” in the office.

In some instances, it even uncovers a bigger issue
than the victim was aware of.

report back to the complainer
After the investigation, go back to the victim and

explain what has been uncovered and what the
office’s decision is.

Failure to do so “can result in a really frustrated
employee who talks to legal counsel about a com-
plaint that fell on deaf ears,” Culp says.

Tell the staffer “thank you for coming forward. We
took your complaint seriously, and we have investi-
gated it.”

If the accusation has been found valid, explain that
“here are the changes we have made to address your
concerns” or simply “we have taken corrective
action.”

If the complaint has been found not valid – and
even if there’s suspicion it was malicious – tell what
the investigation showed and explain why the action
is not considered harassment or whatever.

And either way, tell the staffer to feel free to report
any concerns as well as any retaliation that occurs.

Some of the turning issues in a discrimination mat-
ter, Culp says, are whether the employer had a culture
that encouraged employees to come forward with
complaints and whether the employer protected its
employees from retaliation. �

Here are two articles on people managing. On this
page are ways to maintain authority in difficult situa-
tions, including the situation where the doctors want
to control everything. And on page 9 are the clues that
show when a staffer isn’t telling the truth.

How to be a strong manager
even when the doctors
want to maintain control

The sad truth about working in a medical office is
that a manager often has no real job description and
not much authority either.

Here are three situations that come as a result. They
are outlined by ANAMcGARY of PeopleFirst
Enterprises, a human resource management consulting
firm in Powder Springs, GA.

1. a runaway staff
• The previous manager let staff get away with

everything. I’m the new manager. How do I change
their behavior?

Take the bull by the horns. Hold a staff meeting and
spell out the new expectations. Call them rules or call
them pet peeves, but make it clear that everybody is
expected to follow them.

Cover all the items the previous manager let slide
so staff know that what was tolerated before will be
tolerated no more.

And be specific. If tardiness is an issue, say “I
expect everyone to be here at 8:00 a.m. sharp and
work a full day until 5:00 p.m.” Or if it’s overtime, “I
expect you to work overtime when it’s necessary.”

Then tell staff that “over the next few months, I
will be observing how the office is running, and there
might be some changes later to make things more effi-
cient and effective.”

All that says there’s a new captain who is going to
run a tighter ship. It also shows what won’t be tolerat-
ed “without calling anyone out personally.”

Afterwards, meet one-on-one with every staffer to
go over the duties and responsibilities and make sure
both manager and employee are on the same page.

Reiterate the expectations outlined at the staff
meeting, and ask if the staffer can meet them. There
may be some earlier agreement, for example, that the
staffer can work different hours to accommodate
childcare. But it will be up to the new manager to
decide if the arrangement will continue.

Then ask if the staffer agrees to meet the expecta-
tions.

End by asking if there are any requests. For exam-

by john chase

He refuses attestation, and he won’t
give up his paper charts.

managing the people
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ple, somebody might want to continue performance
discussions the previous manager held. Or somebody
may have earlier requested training and now wants to
know if it’s still available.

2. the individual doctor requests

• The doctors never seem to agree on my role as
manager. Many times they give me individual assign-
ments without taking into consideration all the basic
work I have to do. How can I remedy this?

Go to the original hiring doctor and ask for help.
Make it an honest discussion, not a complaint session:

I love my job here. But I think some of the
other doctors have expectations of me that you
don’t. I want to do the right thing and meet
everybody’s full expectations, so could you give
me some guidance?
Then outline the problem – that it’s not always pos-

sible to do the regular work plus the special assign-
ments. Keep it business related, and emphasize that
the goal is to do a good job, not to get out of work.

Expect a good answer. Quite likely, the doctor will
tell the others what the manager’s role is and set up
some system for making requests.

3. manager, yes; authority, no
• The doctors put me in charge – sort of. They pro-

moted me to manager, but they didn’t give me any
authority. What should I do?

That’s an all-too-common problem, McGary says.
The doctors promote a staffer to be “the in-charge
person” who is accountable for how the office runs,
but they don’t grant any decision-making authority.
Then when there’s a directive, staff go over the new
manager’s head to the doctors and reverse it.

The only solution is to ask to meet with the doctor
or doctors who assigned the new role as manager and
lay out the problem.

Draw up a list of all the duties, show it to the doc-
tor and say “Here are my responsibilities. Do you see
them this way?”

Also point out any growth that has taken place:
“You hired me for this, and this is what my job has
turned into during the last two years.”

And then the big question: “Are these the things
you want me to do?”

Whether the doctor agrees, disagrees, or wants to
discuss the list with the other physicians, finish with
one more question: “What’s the best way for me to
keep you informed on what’s going on in my job?”

The answer will show how much that doctor wants
to micromanage the manager. And it may be the man-
ager really has no authority at all but has to get
approval for every decision. But whatever the answer,

that’s the authority level the position carries.
From there, lay the cards of the table. Cite some of

the problems that have arisen as a result of the lack of
authority. Mostly, those will be management and dis-
cipline issues, the worst being that staff take the man-
ager’s directives to the doctors and get them nullified.

Don’t complain. Don’t whine. Instead, show the
impact the situation is having on the office’s opera-
tions. McGary gives this example:

Last week Staffer A asked you for the after-
noon off. However, I had given her a project that
needed to be finished by the end of the day. It
didn’t get done, and as a result we were late get-
ting the bills out.
I believe she bypassed me because she knew

my answer would be no. So may I ask you to
direct staff to me when they request time off?
Point out that the doctors’ role is to practice medi-

cine and the manager’s role is to take on the adminis-
trative work and give them more time to do so.

Unfortunately, one meeting probably isn’t enough
to change the behavior entirely, so expect to be talk-
ing again about the issue in the future. But at least the
groundwork has been laid.

McGary adds that it’s also appropriate to ask the
doctor to meet with staff and explain that “Manager A
is taking on more responsibilities. She will be doing
X, Y, and Z. If you have a request, it should go
through her. It’s not that I’m not available, but I need
to have more time to spend with the patients.” �

� � �

Another element to the art
of good management:
knowing how to detect a lie

Whether interviewing a job candidate or talking
with a staffer about an occurrence in the office, the
manager need to know how to tell who’s telling the
truth and who isn’t.

It’s an art that calls for close attention to both ver-
bal and nonverbal signs, says private investigator and
security consultant JOSEPH A. LaSORSA of
Swansboro, NC. LaSorsa is a former senior special
agent with the U.S. Secret Service. Fail to pick up on
those signs, and the manager is vulnerable to all kinds
of deception.

Somebody who is lying tries to cover it up in two
ways, he says.

One is deliberate cover-up efforts. People use those
(continues on page 11)
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BLOOD AND BLOOD-FORMING ORGANS
282.40 thalassemia, unspecified
282.43 alpha thalassemia
282.44 beta thalassemia
282.45 delta-beta thalassemia
282.46 thalassemia minor
282.47 hemoglobin E-beta thalassemia
284.11 antineoplastic chemotherapy-induced pancytopenia
284.12 other drug-induced pancytopenia
284.19 other pancytopenia

NERVOUS SYSTEM AND SENSE ORGANS
disorders of the eye and adnexa
379.27 vitreomacular adhesion

CIRCULATORY SYSTEM
ischemic heart disease
414.4 coronary atherosclerosis due to calcified coronary lesion

other forms of heart disease
425.11 hypertrophic obstructive cardiomyopathy
425.18 other hypertrophic cardiomyopathy

RESPIRATORY SYSTEM
pneumonia and influenza
488.81 influenza due to identified novel influenza A virus with

pneumonia
488.82 influenza due to identified novel influenza A virus with

other respiratory manifestations
488.89 influenza due to identified novel influenza A virus with

other manifestations

pneumoconioses and other lung diseases due to external agents
508.2 respiratory conditions due to smoke inhalation

other diseases of respiratory system
512.2 postoperative air leak
512.81 primary spontaneous pneumothorax
512.82 secondary spontaneous pneumothorax
512.83 chronic pneumothorax
512.84 other air leak
512.89 other pneumothorax
516.33 acute interstitial pneumonitis

518.51 acute respiratory failure following trauma and surgery
518.52 other pulmonary insufficiency, not elsewhere classified,

following trauma and surgery
518.53 acute and chronic respiratory failure following trauma

and surgery

DIGESTIVE SYSTEM

other diseases of digestive system
573.5 hepatopulmonary syndrome

MUSCULOSKELETAL SYSTEM

rheumatism, excluding the back
726.13 partial tear of rotator cuff

SYMPTOMS AND SIGNS

nonspecific abnormal findings
793.11 solitary pulmonary nodule
793.19 other nonspecific abnormal finding of lung field
795.51 nonspecific reaction to tuberculin skin test without active

tuberculosis
795.52 nonspecific reaction to cell mediated immunity

measurement of gamma interferon antigen

INJURY AND POISONING

complications of surgical and medical care, NEC
998.00 postoperative shock, unspecified
998.01 postoperative shock, cardiogenic
998.02 postoperative shock, septic
998.09 postoperative shock, other
999.32 bloodstream infection due to central venous catheter
999.33 local infection due to central venous catheter
999.34 acute infection following transfusion, infusion, or

injection of blood and blood products

V CODES

persons with a condition influencing their health status
V40.31 wandering in diseases classified elsewhere
V40.39 other specified behavioral problem

persons seeking services for specific procedures and aftercare
V58.68 long term (current) use of bisphosphonates

Last-minute updates to ICD-9-CM
Last month’s issue of MOM carried the 2012 updates to ICD-9-CM, which appeared in the Federal

Register May 5. Since then, some additional changes have been approved. These final changes include
43 new codes, 11 revised codes, and 9 deleted codes.

All the updates take effect October 1.
The entire list can be found at https://www.cms.gov/ICD9ProviderDiagnosticCodes /07_summary

tables.asp. Click on “New, Revised, and Invalid Diagnosis and Procedure Codes FINAL VERSION -
Effective 10/1/11” in the downloads section.

– 43 more new codes –
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(continued from page 9)
intentionally both to maximize their credibility and to
minimize the chance of getting found out.

The other is unintentional cover-up efforts. Much
of that is body language. Many liars display the
motions unwittingly and spill the beans that what’s
being said isn’t true.

the strategy of lying
The deliberate attempts are strategic. They are

done on purpose to deceive. They fall into three areas:
One is information. The deceiver regulates or con-

trols the information given.
One is behavior. The deceiver tries to hide any

body language that could generate suspicion.
And the third is image. The deceiver tries to pro-

ject a positive image, or a positive face.
Here are some of the most common strategies man-

agers need to watch for.
• Vagueness. The individual gives only very brief

and nondetailed answers such as “I don’t think so” or
“oh, not really.” There’s no explanation, because
what’s said isn’t true to start with.

• Withdrawing from the conversation. The person
doesn’t answer a question but simply ignores it and
keeps on talking.

• A never wavering positive demeanor. The person
is cool, very calm, and nonchalant. The hope is that
by exhibiting no reaction or emotion, the deception
won’t be detected.

Be especially cautious, he says, when somebody is
cool to the point of looking unnatural or when the
positive face is just a little too positive.

• Irrelevant information. The answer is too long
and goes off on tangents unrelated to the topic. It’s a
deliberate attempt to change the subject.

• Making the question seem unimportant or saying
there’s no connection between the question and the
individual.

A liar often dismisses an issue with a preface such
as “well I don’t know if that applies” or “that doesn’t

MENTAL DISORDERS

mental retardation
317 mild intellectual disabilities
318.0 moderate intellectual disabilities
318.1 severe intellectual disabilities
318.2 profound intellectual disabilities
319 unspecified intellectual disabilities

RESPIRATORY SYSTEM

pneumonia and influenza
488.11 influenza due to identified 2009 H1N1 influenza virus

with pneumonia

488.12 influenza due to identified 2009 H1N1 influenza virus
with other respiratory manifestations

488.19 influenza due to identified 2009 H1N1 influenza virus
with other manifestations

INJURY AND POISONING

complications of surgical and medical care, NEC
999.31 other and unspecified infection due to central venous

catheter
V18.4 family history of intellectual disabilities
V79.2 special screening for intellectual disabilities

– 11 more revised codes –

– 9 more deleted codes –
BLOOD AND BLOOD-FORMING ORGANS

284.1 pancytopenia

CIRCULATORY SYSTEM

other forms of heart disease
425.1 hypertrophic obstructive cardiomyopathy

RESPIRATORY SYSTEM

other diseases of respiratory system
512.8 other spontaneous pneumothorax
518.5 pulmonary insufficiency following trauma and surgery

MUSCULOSKELETAL SYSTEM

arthropathies and related disorders
718.60 unspecified intrapelvic protrusion of acetabulum, site

unspecified

SYMPTOMS AND SIGNS

nonspecific abnormal findings
793.1 nonspecific (abnormal) findings on radiological and

other examination of lung field
795.5 nonspecific reaction to tuberculin skin test without active

tuberculosis

INJURY AND POISONING

complications of surgical and medical care, NEC
998.0 postoperative shock, not elsewhere classified

V CODES

persons with a condition influencing their health status
V40.3 other behavioral problems �



have anything to do with what I’m talking about” or
“that’s not something I’d be involved with, so I don’t
understand why you’re asking about it.”

• Speaking in all inclusive terms such as never or
always or nobody as in “I would never do something
like that” or “nobody would act that way.”

• A short or even curt answer such as “nope” or
“don’t know about that” or “not really.” There’s no
attempt to explain, only to get off the topic as fast as
possible.

• Vague and indefinite terms. “Some of the time”
can be an attempted cover for the fact that a staffer
has done something repeatedly. “Usually” can be a
cover for the fact that the staffer rarely or never per-
formed some task or met some requirement.

• Explaining things in plural – we or our or they as
opposed to me and I. The staffer is creating a crowd to
hide in. Responsibility gets deflected from the indi-
vidual to a group, and the staffer slides by.

• Long, run-on responses. The deceiver goes on and
on with an answer that doesn’t address the issue and
adds nothing to the conversation. What that person is

doing is changing the subject and also buying time to
deceive the manager.

what the liar misses
The nondeliberate or involuntary clues of lying are

mostly elements of body language:
• Dilated pupils. The pupils widen as they would in

dim light.
• Excessive blinking. People tend to blink more

when they tell a lie than when they tell the truth.
• Eye shifting. A deceiver looks up, down, sideways

– “anywhere but at the person being spoken to.”
• Hand motions. Everybody has hand movement,

LaSorsa notes. Many people, for example, turn their
hands over when making a point. “That’s normal.”

It’s when the movement is not normal that the truth
may not be coming out. Tapping the table or touching
the knee or the ankle or rubbing a pen – “that’s not
normal hand gesturing. It’s nervous gesturing.”

What about Italians who are known for speaking
with their hands? Says LaSorsa “if they don’t speak
with their hands, they are probably lying.” It’s out-of-
the-ordinary gestures that bespeak deception.

• An absence of hand and head gestures. Beware
somebody who sits “frozen” and stares straight for-
ward. Again, it’s beyond the ordinary. It’s suspicious.

• An elevated voice. Often the voice takes on a
higher pitch with lying than with truth telling.

• Speech hesitations. These are the stallers such as
ah and um and hmmmm. The person is buying time to
cook up a story. And if there are pauses between the
ahs and ums such as “what I did was . . . um . . . ” the
person is buying even more time “to figure out how to
get around the question.”

• Absolute negatives. Words such as won’t, can’t,
and no are an effort to end the conversation with no
discussion.

• Leg and torso motions. Toe tapping or swiveling
in the chair or rocking all bespeak nervousness.

how to be a sleuth
LaSorsa adds that managers need to be careful that

they don’t give out their own clues that they are trying
to detect deception. When it’s obvious somebody is
looking for signals, a deceiver will work hard to hide
the indicators of being deceptive.

He recommends sitting behind a desk. That gives
the manager a good view of the person sitting in the
chair in front and at the same time hides the manag-
er’s own body language.

Also, he says, don’t stare at the other person. The
longer the stare, the more obvious it is that the man-
ager is sizing up that person and looking for indica-
tions of deception. �
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