
Don’t get caught January 1 with no cash flow.
That’s the HIPAA 5010 compliance date. From

January 1 on, Version 5010 will be required for all
HIPAA electronic transactions. And that includes
every element of the billing and payment picture –
claims, remittance advice, eligibility, claim status, and
referral authorizations. All will have to be conducted
using the new 5010 standards.
Claims in the current 4010 format will be noncom-

pliant with HIPAA and will be rejected.
Any office that isn’t ready or nearly so for 5010 –

and reports are that a large number of offices aren’t –
needs to go into emergency mode and move with all
haste. The new 5010 brings a lot of changes, and a lot
of testing is needed to straighten out the kinks.

a multi-part process
Getting the office’s system set up with 5010 is an

involved process. The government recommends fol-
lowing this procedure:
• Contact the software vendor to find out the when,

what, and how of upgrading.
• Contact whatever clearinghouse and billing ser-

vice the office uses to find out when they will accept
5010 transactions and what testing they require.
• Contact the major payers to find out the same.
• Get Version 5010 installed.
• Test to see if it can generate 5010 transactions.
• Test with the payers, clearinghouse, and billing

service to see if the office can send and receive trans-
actions to and from them.
• Start the switchover. Offices can begin using

5010 any time, but, of course, the party on the other
end has to be able to accept the 5010 claims.
• January 1 (not many weeks away!) – send and

receive using Version 5010 only.
‘
not an easy transition
There will be a lot of significant changes.
One is that Version 5010 will require more infor-

mation and in different formats than the current sys-
tem calls for.
For example, 5010 does not accept a Post Office

box or a lock box address for either the provider or
the office. It requires a street address. And the street
address has to carry the full nine-digit zip code.
What if the office uses a Post Office box or a lock

box to receive its payments? That information is set
out in a separate field as a pay-to address.
Another change is that anesthesia services will

have to be reported in minutes instead of in units. If
the procedure code has a time period already set out
in the description, that won’t be necessary. But if it
doesn’t, the claim has to give the actual minutes.
And because the new version accommodates the

(please turn to page 3)
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Weekly meetings with the doctors
are ‘the glue’ that unifies the office
Meeting every week with the doctors makes a tremendous differ-

ence in how smoothly – and also how successfully – an office oper-
ates, says JOAN AUSTIN, CMM, practice manager of Pediatrics
West in Wheat Ridge, CO.
For her office, it’s an 8:00 a.m. meeting every Monday, a good

time, “because it sets the tone for the week.” It also keeps every-
body on the same page. And it ensures that the doctors know all the
issues as soon as they appear, so every problem gets resolved
“before it becomes an elephant in the room.”
There’s psychology as well, says Austin, who has been with the

practice for 32 years. There are six physicians, each with a different
personality. Thus, the meetings “are the glue that holds us all togeth-
er.”
Along with the doctors and Austin, a clinical manager, the busi-

ness manager, and some of the midlevel providers are usually there.
The discussions are informal “and can go anywhere,” she says.

They start with an overview of the financial status – the revenues,
bank balance, large purchases, and whatever changes are occurring.
So if the office is facing a high expense, the doctors know it’s com-
ing and can decide how to pay it. “Nobody is ever in the dark.”
The rest of the meeting varies.
The business manager might explain problems with coding or

denials or with the work flow. The physician on call for the weekend
might describe a problem encountered with a patient. Sometimes
there’s a guest speaker such as the hospital CEO or the Medicare
liaison or a representative from a major payer or a consultant or
even someone from the bank.
A vendor might present a new product. When the office was buy-

ing a time clock, for example, the vendor explained the cost and
demonstrated how it would benefit the office. “With everybody
focused on it, the doctors were able to come to a fast decision.” It
wasn’t a catch-as-catch-can discussion during lunch.
The weekly meetings “are just good sense,” Austin says. Doctors

are busy, and their emphasis is on patient care, so unless there’s a set
time to address the business of the practice, very little ever gets dis-
cussed. Nobody finds time for it.
And, she adds, the weekly meetings are a help from a manage-

ment standpoint. Because everybody is aware of what’s going on,
the doctors don’t bring individual issues and concerns to her office
throughout the week.

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)
ICD-10 codes, it has been expanded to allow for addi-
tional digits in the codes. It also allows for more diag-
nosis codes to be entered on the claim.

who’s ready?
Not many offices are ready to beard the lion. In

fact, a survey this summer by the Medical Group
Management Association showed this:
• 84% of offices hadn’t determined how the change

will affect their operations.
• 11% had not contacted their vendors.
• And a few said they weren’t even aware of the

requirement to use Version 5010.
• As to testing, only 14% had started it, 21%

planned to test during late summer, 13% were waiting
until December, and 2% said they wouldn’t test until
after January 1. Another 38% said they hadn’t sched-
uled any testing at all.
• About 82% said all their major health plans had

contacted them about the transition, but almost 50%
said testing with those plans was not yet scheduled.
• The big question: how close are offices to com-

pleting the 5010 changeover?
In June, only 2% were 100% complete. Less than

2% were better than half the way there. And 45% had-
n’t even started.
• And as to cost, 50% said they will have to

upgrade their practice management systems to accom-
modate 5010. Only 29% said their existing system
could accommodate it.
For hardware, software, and staff training, the

average amount offices said they are having to spend
is $16,575 per physician.
Given that and other similar surveys, some

observers say it’s ludicrous to assume everybody will
be ready to roll come January. Even offices that are
well into the testing are experiencing problems and
anticipate they won’t be ready.
But ready or not, the deadline is standing firm. The

government says not to expect any delay or grace
period. �

Age discrimination risk
increases drastically as
the economy tightens
Age discrimination has become today’s big employ-

ment law issue. And it’s because people live longer
than in the recent past and also work longer. Some do
it by choice; others have seen their retirement funds
obliterated and are forced to continue working, says
WALKER G. HARMAN JR., a New York City
employment law attorney.
It’s yet another danger spot managers need to

watch.
The older job applicants and employees have strong

protection under the Age Discrimination in Employ-
ment Act, or the ADEA, which prohibits employment
discrimination based on age.
That law applies to employers with 15 or more

employees, and it covers people who aren’t very old
at all. It starts at age 40.

age fishing during job interviews
A spot where a many ADEA violations happen is in

hiring, Harman says. And one of the most common
violations is asking questions that could be construed
as probing into an applicant’s age.
Anybody knows not to ask “how old are you?” But

just as bad is “how old are your children?” or “do you
have grandchildren?”
The same with asking when somebody was graduat-

ed from school. There may be good reason to ask
what the major was or if the applicant did an intern-
ship, but there’s no reason to ask for the graduation
date. That’s a query into age.
He points out that it’s not illegal to ask someone’s

age. But the danger is that the question will spawn an
argument that the office was trying to cull out old
people. And if the manager asks a 60-year-old’s
school graduation year and if the job is then offered to
someone much younger, watch out for a claim of age
discrimination.
He adds that a similar problem is created by the

fact that people now go back to school in midlife to
pursue new careers. Be careful of giving the nod to a
young nursing school graduate while turning down a
more qualified 45-year-old graduate.

hinting at retirement
Another ADEA danger area is intimating someone

needs to retire.
The office can fall into it unwittingly. Suppose the

doctors are employees of the corporation. Dr. Smith
has his 65th birthday, the office throws a party, and
the managing physician claps him on the back and

by john chase

Ms. Hanson, get tech support on the phone!
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says “you’re getting ready to retire soon I bet” or “so
you’re moving to Florida now right?”
If Dr. Smith is later fired or doesn’t get a raise or is

passed over for a promotion, those comments can turn
into evidence that the adverse employment decision
was made because of his age.

laying off the old folks
Layoffs come into play too.
Basing them on age is illegal, and when it happens,

it’s easy to prove.
Suppose a new manager comes in eager to shake

things up and get rid of the dead weight. The manager
sees the older receptionist who has been at the front
desk for years and says “let’s get somebody who’s
more presentable.”
Or suppose the layoffs are necessary to cut expens-

es and the office targets the people who make the
most money. Invariably, the highest-paid people are
the ones who have been there the longest – and
they’re older than 40.
There’s nothing wrong with basing layoff decisions

on salary, Harman says. But if the office later fills
those positions with people younger than 40, “it
smacks of age discrimination.” And along with that
can come a claim of disability discrimination, because
older people take more time off for medical reasons.
For safety, if the positions are refilled, offer them

first to the people who got laid off. That can actually
thwart a claim of discrimination.
That same defense is good in any type of discrimi-

nation claim, he notes. For example, if a black
employee claims race discrimination for wrongful dis-
charge and the office has refilled the position with

someone else who is black, it’s next to impossible to
prove discrimination.
The safest route, he says, is to lay off the same

number of people under 40 as over 40. And as part of
the severance agreement, have each person sign a
statement acknowledging that the layoffs were made
fairly.
It’s difficult to claim any type of discrimination

when there’s proof the employer “tried to be fair.” �

Enrollment revalidation
is necessary, but not till
Medicare says to do it
Be on the lookout for enrollment revalidation

notices from Medicare. They are being sent to
providers as well as suppliers. Fail to revalidate, and
Medicare won’t pay.
The notices are going out now and will continue

through March 2013. All providers who were enrolled
in Medicare before March 25 are required to revali-
date. Anybody who enrolled after that date doesn’t
need to, as the new application process covers every-
thing in the revalidation process.
Revalidation is a sort of invitation-only event. All

Medicare providers and suppliers are getting them,
but they can’t submit their revalidations until they get
the notice.
There’s also a deadline to be aware of. Once the

physician or group receives the notice, there’s only 60
days to submit the enrollment form.
Lateness is not appreciated. Be late and Medicare

can deactivate the billing privileges. For that reason,
managers need to see that the revalidation is begun as
soon as the notice comes in.

a little technology and no more
The revalidation can be submitted via paper, but

the easiest way to submit it, Medicare says, is through
PECOS, which stands for Medicare Provider
Enrollment, Chain, and Ownership System. The
address is https://pecos.cms.hhs.gov.
The technology ends there, however. Once the

information is submitted, the form has to be printed
out, and the provider has to sign it (along with some
other documents) and mail it back to Medicare.

a vast undertaking
The complaint about it all is the hassle of it and the

potential for delays. The new revalidation requirement
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is adding a tremendous number of applications to the
already tremendous number the Medicare contractors
ordinarily receive. The concern is that there will be
backlogs and delays, which can impact billing and
payments.

a way to cut fraud
The revalidation requirement is yet another part of

the Affordable Care Act, or health care reform, and
it’s an anti-fraud effort.
The goal is to cull out the people and organizations

and suppliers that should not have billing privileges.
Medicare is doing that by putting the providers and

supplies into categories of limited, moderate, or high
risk. Each category has different screening criteria for
fraud.
Doctors and nonphysician practitioners are in the

limited risk group, and their screening includes verifi-
cation of license, Social Security, and taxpayer ID
numbers.
In the moderate category are physical therapy, x-

ray suppliers, and home health agencies. In addition
to the verifications, they are subject to unscheduled
site visits.
And in the high-risk category are new home health

agencies and new equipment suppliers. In addition to
the verifications and site visits, they are subject to fin-
gerprint checks.

electronic payments too
Also as part of the revalidation process, everybody

has to agree to receive Medicare payments through
electronic funds transfer, or EFT.
That too is a provision of health care reform, which

requires that federal payments to all providers and
suppliers be made electronically.
So as part of the revalidation, any provider who is

not currently getting paid electronically will have to
submit a form (CMS 588 EFT) agreeing to do so. The
form will have to be submitted with the revalidation
application.

still more fraud focus
Along with the revalidation, the government is set-

ting up other efforts to prevent fraud. They include
these:
• To prevent fraudulent providers and suppliers

from moving from state to state or shifting between
Medicare and Medicaid, providers who are terminated
from Medicare or Medicaid are automatically termi-
nated from Medicaid in other states as well.
• To make it easier to detect fraud that moves from

one area to another, claims data from Medicare,

Medicaid, Veterans Administration, Department of
Defense, Social Security Disability Insurance, and the
Indian Health Service is being centralized.
• Because of fraud concerns Medicare has had

with home health agencies, there’s the new face-to-
face visit requirement for home health patients. (See
“A face-to-face visit is now required for home care
certification” and “The who, when, and what of the
new home health rule” in the January and February
issues of MOM.)
• DME suppliers also have shown high fraud risk,

and Medicare is therefore expanding DME competi-
tive bidding to more areas in the country.
• Medicare can now suspend payments to

providers or suppliers when there is a credible allega-
tion of fraud.
• Medicare can impose a temporary moratorium on

enrolling providers or suppliers in certain geographic
areas where waste, fraud, and abuse are excessive.
• Providers and suppliers who lie on their enroll-

ment applications can be excluded from Medicare.
• And providers who identify an overpayment from

Medicare or Medicaid and don’t return it within 60
days are subject to new fines and penalties. �

A sticky question on OSHA,
students, and needlesticks
Question: A student medical assistant preparing a

flu shot stuck herself with the needle. Then she used
the same needle to give the shot to the patient.
What is the proper response to this situation?
Submitted by the manager of a family practice in

California.
Answer: There are both clinical and legal aspects

to this situation, says infection control consultant and
trainer KATHERINE WEST, BSN, MSEd, CIC of
Infection Control/Emerging Concepts Inc. in
Manassas, VA.
The first concern, of course, is the patient.
The office needs to follow OSHA’s requirements

for testing the student for blood-borne pathogens. It
also has to notify the patient of what has happened,
and it has to tell the patient the results of the tests and

reader
question
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what vaccinations the student has had.
If the tests are negative for blood borne pathogens

and if the student has had all the vaccinations required
for health care workers, hopefully, the issue will end
there.
But it may not.
The office is still liable for whatever damages the

patient suffers, “because the student broke infection
control protocol.” So even if there is no infection
exposure at all, “the patient can still sue.” There is
always pain and suffering and mental anguish to sup-
port a legal claim.

tell the student good-bye
Disciplinary action is necessary too, and West’s

advice is to notify the school of what has happened
and tell the school that the student cannot return.
“This is a big liability for the practice,” she says.

“This is egregious. It’s inexcusable.”
Besides the fact that keeping the student on could

pose further danger to patients, from a liability stand-
point, releasing the student “is corrective action.”

documentation
And there’s documentation to do.
The office should fill out an OSHA exposure report

form just as it would if the student had been an
employee.
The exposure is indeed an OSHA incident, West

explains. When it comes to infection control, OSHA
protects the employees as well as the patients. “It’s
not a one-sided question. It’s a two-way street.” It’s
just that in this case, an employee is not involved.
The report should include a narrative of what hap-

pened and what the office did, step by step. Then if a
legal claim does arise, the office has documentation
showing it responded appropriately.

schools, students, and employers
Allowing students to work in the office is not a

simple matter.
OSHA’s compliance directive for blood borne

pathogens (CPL2-2.69) requires that the office’s
exposure control plan address students.
Along with that, there needs to be a signed contract

with the school outlining what the office is and is not
responsible for.
The contract should also tell who pays for what

when an OSHA incident occurs.
In the situation here, West says, because the stu-

dent is not an employee, it is not the office’s responsi-
bility to pay for the testing. It is the student who has
to pay for it.
The same would be true if the student had been the

one who was exposed. The cost of the testing would
be the student’s responsibility and should be covered
by the student’s health insurance. It is not paid by the
practice.
Beyond that, the school should give the office

proof that the CDC guidelines for vaccinations and
immunizations of health care workers have been met.
More still, the school should verify that the student

has had education and training in infection control.
And the office has to continue that education. It’s
responsible for training the student in handling the
specific risks staff ordinarily encounter and in the
reporting and follow-up procedures required.
Students work under the office’s direction, she

explains, so the office is accountable for their actions.
It’s the office who actually places those students in
contact with its patients. �

‘Why are you leaving?’
Ask a staffer that and
expect a few surprises
There’s good information to be had from a staffer

who’s leaving.
People who have resigned “don’t have a hidden

agenda.” They tend to be candid and forthcoming, and
the manager can get valuable feedback from them,
says MARCIAW. WASSERMAN of Comprehensive
Management Solutions Inc., a practice management
consulting firm in Northridge, CA.
Here are a few rules to follow and a few questions

to ask.

two minutes before the exit
Do the interviewing just as the staffer is ready to

walk out the door. That means late afternoon of the
last day.
The eleventh-hour timing ensures that whatever

negative remarks the staffer makes won’t carry reper-
cussion. And repercussion is a consideration, Wasser-
man says. Suppose the interview is held the day
Staffer A gives notice, and something unfavorable is
said about Doctor B. Word could get out, and Doctor
B could make the staffer’s life difficult for the
remaining days.
Beyond the unpleasantness of it, the situation could

lead to a claim of retaliation.

getting the goods
Open the interview by telling the staffer that partic-

ipation is voluntary, but that the doctors value what
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people say – good and bad – because the information
identifies things that need improvement or change.
As to what to ask, Wasserman sets out these ques-

tions:
• Why are you leaving? The answer may be

straightforward and truthful. But most employees hold
back here, she says, so the next questions elicit more
specific information.
• What did you enjoy most about working here?

Starting out with something positive about the office
makes it easier for the staffer to discuss the bad points
later.
• What did you like least about working here?

Many people leave their jobs because of a life change
such as the birth of a child. But when somebody is
leaving because of discontent, the manager needs to
know about it. And the answer to this question is usu-
ally the exact thing that has led to the departure.
What if the answer is that the salary is too low?
Somebody who cites pay as the issue is fishing for

more money, Wasserman says. Don’t take the bait.
That person isn’t committed to staying and will resign
again as soon as another good offer comes along.
What’s more, when people make up their minds to

leave “98% of the time, they’re going to leave.”
• How was your relationship with your supervisor?

Look into whatever problem the staffer mentions,
because it could be an issue for the other staff as well.
It could be something as fixable as the fact that the

supervisor gives poor directions. More serious, how-
ever, is a report of harassment or retaliation that calls
for serious action.
• Do you think the technology here supports our

needs? People leave over technology. Sometimes they
leave out of frustration, but other times they leave out
of concern that not keeping up with new technology
will affect their careers.
• What can we do to get our staff to be more pro-

ductive? Good suggestions often appear. The staffer
may have an innovative way to share work or to
reroute it or to change the job descriptions.
• Is the pay competitive? People may dance around

personal problems, but they are “very forthcoming”
about whether pay and benefits are up to par. The
office could be paying too little to attract good staff.
It could also be paying more than the market requires.
• How was the orientation? People leave when

they don’t feel part of the team, and team building is
greatly dependent on the orientation. If the staffer
says “I never felt I fit in here,” take a second look at
the orientation procedure.
• Does your job description accurately describe

what you do? The staffer may have been doing “a
whole lot more work than anybody realizes,” and
some of it may be unnecessary or even inappropriate.
The answer might be, for example, that a lot of time is

being spent running personal errands for a doctor even
though office policy prohibits it.
• Is there anything I should know about that we

haven’t covered here? Be prepared for hidden bombs,
she says, because at this point of the interview, “peo-
ple feel safe.” They don’t mind mentioning what’s
going on.
The staffer might say, for example, that another

employee is being harassed but doesn’t want to report
it for fear of losing the job.

need-to-know and no more
Who gets to see the interview results?
Share them with the doctors, but only on a need-to-

know basis. Report only what’s alarming or great or
that requires investigation.
Don’t share the results with all the doctors. There’s

no need to embarrass Doctor A by telling everybody
about the staffer’s criticism of A’s work habits. �

More ICD-9 updates from
respiratory to genitourinary

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

Here is more on the updates to ICD-9-CM.
Last month, we covered infectious diseases, neo-

plasms, diseases of the blood, mental disorders, and
diseases of the nervous system and circulatory sys-
tem.
Here now are the respiratory and digestive systems.

Next month, we will finish the review with the geni-
tourinary system to the V codes.

the respiratory system
There are lots of newcomers here.
They start with influenza due to novel A viruses, or

A viruses that are different from those currently circu-
lating through the world. Influenza A, or H1N1 flu, is
reportable to local health departments, so these new
codes make it possible to show different types of the
virus.
The existing H1N1 codes in the 488 area have been

ICD-9-CM and CPT
coding update
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revised to include the year 2009 in the title to distin-
guish them from future viruses.
New code 488.81 is for novel A with pneumonia,

code 488.82 is for other respiratory manifestations,
and code 488.89 shows other manifestations.
Next is 508.2 for respiratory problems due to

smoke inhalation. Note that the code applies to smoke
only. If the cause is gas, use code 506.9 for chemical
fumes.
Then come six codes for pneumothorax, or air in

the pleural cavity, and also air leaks.
Code 512.2 is for a postoperative air leak only, or a

leak that occurs without pneumothorax.
Codes 512.81 and 512.82, however, include both

the pneumothorax and the air leak. Code 512.81 is for
primary spontaneous pneumothorax, and 512.82 is for
secondary pneumothorax. When the pneumothorax is
secondary, code the cause first, perhaps cystic fibrosis
or cancer.
Code 512.83 is for chronic pneumothorax.
And codes 512.84 and 512.89 are the ubiquitous

“other” codes. They cover air leaks and pneumothorax
respectively.
Next are the new 516.3x codes for idiopathic inter-

stitial pneumonia. Idiopathic means the cause is not
known, and interstitial means there is scarring of the
lungs. In the past, the condition was coded at 136.3
for pneumocystosis, which is a pneumonia caused by
a fungal infection. Now it has its own more correct
codes:
516.30 – idiopathic interstitial pneumonia, NOS.
516.31 – idiopathic pulmonary fibrosis, which is

the development of excessive fibrous connective tis-
sue.
516.32 – idiopathic nonspecific interstitial pneu-

monitis.
516.33 – acute interstitial pneumonitis.
516.34 – respiratory bronchiolitis interstitial lung

disease. This is often found in smokers and over time
results in loss of lung function.
516.35 – idiopathic lymphoid interstitial pneumo-

nia, or LIP, which is a type of pneumonia that creates
an accumulation of lymphocytes. Its symptoms are
fever, cough, and shortness of breath.
516.36 – cryptogenic organizing pneumonia, or

COP. It brings on cough and shortness of breath and is
more common in nonsmokers than smokers. Most
patients recover quickly with steroids, though a large
number relapse within the next three months.
516.37 – desquamative interstitial pneumonia, or

DIP, which is another type of pneumonia affecting
smokers – mostly men – in their 40s and 50s.
Following those is 516.4 for lymphangioleiomy-

omatosis, or LAM. This is a rare and often fatal dis-
ease where neoplastic cells cause destruction of lung
tissue. It affects mostly women.
Then comes new code 516.5 for adult pulmonary

Langerhans cell histiocytosis, or PLCH, where nod-
ules appear in the upper lobes. The condition can
require chemotherapy and even lung transplant.
Again, it’s a smokers’ disease, but surprisingly, it

usually affects young smokers in their 20s, 30s, and
40s.
Following that are the 516.6x codes, which apply to

interstitial lung disease in children. They are
516.61 – neuroendocrine cell hyperplasia of infan-

cy, which comes from prolonged use of oxygen.
516.62 – pulmonary interstitial glycogenosis, which

occurs in newborns. Not enough oxygen gets to the
blood, and the result can be lung disease or congenital
heart disease.
516.63 – surfactant mutations of the lung. This is

usually found in newborns but can appear later in
childhood. It is the leading cause of lung transplants
in children.
516.64 – alveolar capillary dysplasia with vein mis-

alignment. This is a developmental lung disorder that
progresses quickly to respiratory failure, usually in
the first two months of life.
516.65 – other interstitial lung diseases.
The last group of newcomers is 518.51-518.53.

They cover respiratory failure after a trauma or a
surgery that usually requires intubation and ventila-
tion. Enter smoking once again. The risk can be
reduced by pre-surgery smoking cessation and lung
expansion exercises.
Code 518.51 is for acute respiratory failure after

trauma and surgery, 518.52 is for other pulmonary
insufficiency following trauma and surgery, and
518.53 is for acute and chronic failure.

the digestive system
The updates in the digestive system begin with

complications of bariatric or weight loss surgeries. In
the past, infection and device failure could only be
coded as digestive system complications (997.4), but
the popularity of bariatric procedures has warranted
specific codes.
The new codes start with 539.01 and 539.09 for

infection and complications due to gastric banding
and 539.09 for other banding complications.
Following those are codes 539.81 and 539.89 for
infection and complications due to other bariatric pro-
cedures.
Notes for the infections say to identify the type of

infection (such as septicemia or cellulitis) as well as
the organism (perhaps E. coli). And the notes for the
complications say to use additional codes for specific
complications.
Also new in the digestive system is 573.5 for

hepatopulmonary syndrome, which is a condition that
comes from liver diseases. The blood vessels in the
lungs broaden and bring on shortness of breath and a
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low oxygen blood level. It’s a serious condition, and
the only successful long-term treatment is a liver
transplant.
A note says to code the underlying liver disease

first. In most cases, that’s cirrhosis, either alcoholic
(571.2) or nonalcoholic (571.5)
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. �

Here are three elements of that ever-present issue:
staff management. They cover performance reviews,
how to delegate work, and how to deal with yet three
more nightmare staffers – the excuser, the downplayer,
and the attention getter.

Effective and fair reviews
require few numbers
but lots of judgment
It may be “the most common target for Dilbert car-

toons,” but the performance review is “an ethical
obligation” for a manager.
Every employee in every job setting wants to know

two things: what do you expect of me? and how am I
doing at meeting your expectations? And a manager
has an obligation to answer those questions, says
DICK GROTE, a Frisco, TX, management consultant
specializing in appraisals. Grote is also author of How
To Be Good at Performance Appraisals (Harvard
Business Review Press).

a beginning, an end, and a middle
The appraisal is a year-long process.
At the start of the year, answer the first of those

questions: set the expectations.
At the end of the year, answer the second: tell staff

how well they have met those expectations.
And throughout the year, keep notes on what each

person does right and does wrong.
Set the computer to give a prompt every two weeks

to make the entries. With the ongoing notes, there’s no
relying on memory and no chance the manager will be
rating only the most recent performance.

short numbers; long judgment
Now comes the review.
Focus the ratings on the two areas of whether the

staffer has met the expectations “and how that person
went about achieving those results.”
Use a grading scale of five levels – completely

unacceptable, not as good as it should be, meets the
expectations, exceeds the expectations, and outstand-
ing.
More than five and it gets iffy which number

applies; less than that and the review is too broad.
With five, it’s easy to give an accurate grade. The lev-
els are clear and distinguishable.
Grote points out, however, that the numbers aren’t

the final answer. A lot of the rating depends on the
notes taken throughout the year and also on the man-
ager’s judgment.
Just adding up the ratings and getting an average

doesn’t show someone’s value as an employee. “Some
things are more important than others” and warrant
heavier consideration. He gives the example of a
staffer who scores a 5 in performance and a 1 in
integrity. That person is certainly not a 3.
An appraisal isn’t “some testable, provable docu-

ment.” By definition, it’s “a formal record of the man-
ager’s opinion of the employee’s work.” There has to
be personal judgment to it.
But is that objective?
It is, he says. If the manager “is honest and bases

the ratings on actual examples, that’s an objective
appraisal.”

leave out the self appraisals
What about having staff do self appraisals?
In theory, a self appraisal makes a review fair,

because it gives staff a chance to toot their own horns.
But the failing, he says, is that “people are unable

to evaluate how good or how bad a job they are
doing.” The poorest performers think they’re doing a
great job because they don’t have the ability to know
if the job is getting done well or not. Conversely, the
best performers see fault in their work.
Writers are a good example of that, he notes. The

best ones never talk about how good they are while
the worst think they’re William Faulkner and Ernest
Hemingway all wrapped into one.
Instead of having staff evaluate themselves, tell

them to draw up a “good-stuff list” of all the accom-
plishments they want the manager to consider. Then
every accomplishment gets recognized.

no sandwiches either
Another thing to do away with is the sandwich

appraisal, or two compliments on either side of criti-
cism.
Managers use it as a way of cushioning negative

remarks, “but it’s a terrible idea,” he says.
The good performers see it as patronizing. “It’s like

managing the people
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patting them on the head” when what they want is an
honest appraisal.
It’s the poor performers who like it, because it

allows them to walk out of the meeting with two com-
pliments in hand, “and the stuff in the middle is just
noise.”
Give each staffer “a single message.”
For the solid performers, focus on recognition and

celebration.
For the others, be just as honest. “Focus the entire

conversation on the performance not being accept-
able.” Point out their strengths, but make it clear that
those strengths “are overwhelmed by the problems
that need immediate correction.”

and no across-the-board raises
A final caution: don’t give across-the-board raises.
Lots of employers do, Grote says. They have

enough money in the budget for, say, a 3% salary
increase and simply divide it up.
Do that and the best performers get no more than

the worst, and the worst get rewarded for sorry ser-
vice. That’s not fair, he says. Doing a good job
“should make a difference.” �

� � �

Delegate. No manager
can be in charge of
every job in the office
To be an effective manager, “learn the art of letting

go.” Learn how to delegate.
Without delegation, any manager ends up doing

everybody else’s job and drowning in the work. But
just as bad, staff never grow beyond the basics of
their jobs. They never develop a sense of pride in
their work, and they never experience a challenge. All
they can do is become “passive clones.”
Good delegation doesn’t mean getting somebody

else to do the work, says SHONA GARNER, a man-
agement trainer in Doncaster, Yorkshire, England.
It means becoming a teacher so staff can learn new

skills and start thinking for themselves. “Human
beings are incredibly capable if we give them a
chance.”

I want this – 80% of the time
To delegate well, start by asking “what do I want

here? what’s really important to me?” And tell that to
the staffer.
Then accept the fact that the staffer probably isn’t

going to get it right the first time and that nobody is
going to get it right 100% of the time.
Delegation is teaching and coaching, Garner says.

Focus on developing staff, not on perfection. In gen-
eral, if they get things done right 80% of the time,
that’s a pretty good percentage.

how do you feel about this?
Once the directive is given, watch the staffer’s

reaction.
Most managers don’t do that. But the observation is

essential, because the reaction is a good indicator of
how well the assignment is understood and also how
well it’s being received.
If there’s a furrowed brow or if the staffer seems

hesitant to take on the work or keeps looking down
instead of making eye contact, it’s not clear what
needs to be done. Ask what the issue is: “I’m getting a
sense that you’re not quite comfortable with this
assignment. Is there anything I can do to help you?”
Or suppose there’s a sigh or a sour “okay, I’ll do

it.” The staffer is quite likely seeing the job as too
simple or as being pawned off. Acknowledge the feel-
ing: “This might be a mundane task for you, so what
would you like to do to enhance this project?” or
“how can I make this more interesting for you?
Or suppose the staffer is overqualified for the job.

Admit it: “I know this is a mundane task, but I really
appreciate your doing it for me.”
Garner adds a note of psychology here.
While mundane assignments are not pleasant, they

are more palatable if they’re balanced out with other
work that uses the staffer’s top skills.
What’s more, with any assignment – mundane or

challenging – the response will be more positive if the
manager explains why the work is important to the
overall picture, for example, “this may be a simple
job, but it’s an important one, because it will help us
collect more money faster.”

do you have time for this?
Now find out if the employee has the time and

resources to do the assignment.
Again, most managers don’t do that, Garner says,

and it leads to frustration on both sides. The staffer is
hard pressed to get the work done, and the manager
doesn’t get a quality work product.
Suppose the job is for the receptionist to start find-

ing out how new patients heard about the office.
Find out if the receptionist already has other pend-

ing work that will make it all but impossible to take
on the extra job. Ask “how does this fit into your
schedule? is it reasonable for you to do this? what
other work do you have to do?”
Along with that, find out what resources the recep-

tionist needs: “do you have everything you need to do

managing the people
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this? Is there anything I can provide so you can do
this?”
Garner cautions that today, a simple “yes, I’ll do it”

isn’t enough answer. In the tight economy, “people are
already stretched” to do more, and they don’t want to
say no to the boss for fear of losing their jobs. So they
say yes even though they’re thinking “Does she have
any idea how much I have to get done? I’m already up
to my eyes, and now she wants me to do even more.”
If that’s the case, the job will get done poorly or at

the expense of another responsibility.

let’s write this down
After determining that the staffer actually can do

the job, write out what the full project entails:
• what needs to be done
• the progress dates, or the times the manager will

check the progress of the work
• when it has to be finished
• the resources the staffer needs
• the names of any people who can or will help

with the project
• sources of helpful information such as a proce-

dures manual or even the name of another staffer who
has completed a similar project. But don’t tell the
staffer the job has to be done exactly as it has in the
past, she says. A good delegator will let the staffer
take a new approach to it.

changing course midstream
Once the assignment is given, the delegation

process moves on to monitoring.
The manager needs to make progress checks to see

that the work is getting done correctly and on time.
Ask questions such as “are we doing this the best

way possible? have any roadblocks appeared? what is
and isn’t working? what can we do to make the job
proceed more smoothly?”
Keep an open mind to changing the deadline or

taking a new approach to the job, Garner says. For
example, the receptionist checking on where patients
heard about the office might want to add a question-
naire to the new-patient package.

now what did you learn?
When the job is finished, review it. But let the

staffer do the talking. Instead of “this is what you
should have done,” ask what went well and how it can
be done better next time and what the staffer has
learned from doing the work.
Delegation doesn’t stop when the job ends, Garner

says. It’s education. It’s part of the overall effort to
help staff grow professionally and perform their jobs
better. �

More nightmare staffers:
excusers, downplayers,
and attention getters
Nightmare employees come in all sorts of pack-

ages. Here are three of them: the staffer who always
has an excuse, the staffer who downplays any nega-
tive remark about performance, and the staffer who
demands the manager’s constant attention.
Management consultant DIANE CIOTTA, presi-

dent of The Keynote Effect in Long Branch, NJ, tells
how to handle each one.

the excuser
Whether it’s missing a deadline, or making a mis-

take, the excuser has an excuse.
But oddly enough, excusers aren’t devious, says

Ciotta. They make excuses “because they don’t think
they have the ability to do what needs to be done.”
Thus, the wrong approach is the very one that

seems most logical – a response of “I don’t want to
hear any more excuses!”
Focus instead on building the excuser’s confidence

and thereby ending the excusing. Whenever there’s a
positive in the performance, commend it with a com-
pliment such as “you really have great rapport with
the patients.”
Excusers need to feel appreciated. “Then they know

that if they make a mistake it’s okay, because they’re
viewed as valuable.”
But that doesn’t mean telling them they’re great.

Make comments that show them they can, in fact, do a
certain job.
Suppose there’s an assignment that requires math

and the excuser says “I can’t do that because I’m ter-
rible with numbers.” Respond with “yes, but you’re
organized. If you apply your organizational skills to
this, I know you can get it done.”
Along with that, invite the excuser to ask for help if

it’s needed: “don’t be afraid to ask me if you have any
questions.”
Now the staffer knows there’s skill enough to do

the job, that it’s okay to make a mistake, and there’s
help available if needed. And that’s enough to debunk
any excuse.
What if the excuses continue? There’s a limit to

how far any manager is expected to go. Treat it as a
performance issue.

the downplayer
The downplayer minimizes every comment the

manager makes about poor performance or failure to

managing the people



meet expectations. Nothing is a big deal.
At the same time, the downplayer expects a thank-

you for doing the minimum.
Because of that, the downplayer is “one of the

biggest problems” a manager has to address, Ciotta
says.
The solution is not to spend time telling the down-

player about performance but to draw up a written
performance action plan. Then there’s no question that
things are being done wrong and here’s what the
staffer has to do about them.
Document the performance problem, explain the

effect is has on the office, tell what improvement is
expected, give time for completing the improvement,
and set a date for the next meeting to discuss the
progress.
Along with that, state clearly that failure to make

the correction can lead to disciplinary action includ-
ing termination.
To drive home the message that yes, this is a seri-

ous issue, go over the plan with the staffer. And dur-
ing the follow-up meetings, say unequivocally that the

improvement has to be made if the staffer is to keep
the job.

the updater
The updater is constantly looking for attention and

affirmation. And that’s because inside is “an ego that
needs stroking.”
Unfortunately, updaters seek attention in the most

annoying ways.
They want public attention. In meetings, they elab-

orate on whatever is said. “They just have to put their
two cents in.”
A good way to avoid that – though not entirely – is

to keep from making eye contact with them during the
meeting, Ciotta says. They read eye contact as “a
green light” to chime in.
Updaters also want private attention, and one way

they get it is to knock on the manager’s door – at the
worst possible times – to offer pointless, useless
information, usually starting off with “I just wanted to
let you know that . . . ”
That’s not so easily avoided. It has to be addressed

head on: “Updater, many of the things you contribute
are beneficial to me. But we are working on a sched-
ule, so I’m going to ask you to write down all your
points and send them to me in an e-mail at the end of
the week.”
Now it’s possible to decide which, if any, of the

points warrant addressing without having to listen to
them all.
It also prevents the possibility that a valid point

gets ignored simply because the manager gets worn
out dealing with the constants interruptions.
And more, the updater will likely not send many

points, because putting things in writing is a lot more
difficult than barging into the office and talking about
them.

fire; it’s not a day care center
While it’s essential to know how to help problem

employees work through their problems and become
good employees, don’t be afraid to fire, Ciotta says.
The office “can’t afford to be complacent about
employees who won’t do what they need to do.”
Let a blatant poor performer stay on, and the pro-

ductive employees get tired of picking up the slack.
They also resent seeing the manager put up with it.
A manager “is running a business, not a day care

center,” she says. Helping people grow doesn’t mean
“coddling them.”
Her attitude toward termination is that it’s not a

matter of firing someone but of “liberating” that per-
son from an unsuitable job. “Sometimes people just
aren’t in the right position and don’t even know it.”
Terminating them “is doing them a favor.” �
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