
No time to waste!
There’s little more than a year and a half to get set

for the changeover from ICD-9 to ICD-10, and the job
is a major undertaking for the entire health care
industry. Everybody has to make the change – from
the largest payers to the smallest physician offices to
anybody linked to HIPAA-covered transactions.

The have-to-know facts
for the entire office

These are the bottom-line ICD-10 facts everybody
in the office has to be aware of.
• Start date: Oct. 1, 2013. Claims for all services

provided that day onward have to use ICD-10. Don’t
look for any postponement or grace period. The date
is firm.
• What about services provided before Oct. 1,

2013? They all have to carry the ICD-9 codes, even if
they are submitted after that date.
• Can offices start using ICD-10 early? No. Not one

payer – not even Medicare – is allowed to process
ICD-10 claims until the start date. It’s an instant and
universal change. Any service provided before the
stroke of midnight has to carry the ICD-9 codes, and

any service provided after the clock quits chiming has
to carry the ICD-10 codes. Be early or late and the
claim won’t be processed.
• Who has to use I-10? Everybody. It’s a provision

of HIPAA, so all HIPAA-covered entities will have to
use it, even offices and payers that don’t deal with
Medicare claims. It’s not a Medicare thing; it’s an
everybody thing.
• Does the change affect the CPT codes? No.
• How similar are ICD-9 and ICD-10? Not very

similar at all. The current ICD-9 codes are made up
mostly of numbers and have 3 to 5 digits. The new
ICD-10 codes have both letters and numbers and have
3 to 7 digits.
ICD-10 also has a lot more codes and can describe

individual conditions in great detail. By contrast,
(please turn to page 3)
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Don’t forget the survey
Dear Readers: Enclosed is our annual survey

asking how MOM can help you in your job.
Please take a moment to fill it out. We give

serious consideration to every request, recom-
mendation, and comment we receive.
You can return the survey in the enclosed

envelope or fax it to 404/367-1995. Or, if you
like, you can e-mail your remarks to me person-
ally at susancrawford@ardmorepublishing.com.
I look forward to hearing from you!

Susan Crawford, Editor



this month’s
idea

A teacher planning book is enough
for complete hospital visit notes
It’s worked for 33 years. It costs less than $10. And with it, prac-

tice manager PATRICIA RUSSELL has never missed posting a sin-
gle hospital or nursing home visit.
It’s a teacher’s daily plan book. And for any physician who does-

n’t use a handheld computer, it’s the perfect solution for document-
ing out-of-office visits, says Russell who manages the internal medi-
cine practice of George. R. Cox, MD, in Suffern, NY.
The books, which come from office supply stores, are spiral

bound and have Monday-through-Friday columns plus an empty col-
umn that can be used for weekend visits. The columns go down the
length of the page, so there’s space enough for complete visit notes.
The office’s procedure is simple. The doctor takes it to the hospi-

tal and nursing home each morning and in the day’s column writes
down the usual – patient name, diagnosis, and status.
He also notes when a patient is admitted, and if he doesn’t bring

back the admission sheet, Russell can access it on the hospital’s sys-
tem. When he covers for another physician, he writes in that doc-
tor’s name with the patient note, and that data too is accessible via
the hospital computer.
The books were a necessity, Russell says. When she started with

the practice, the doctor – like most physicians at the time – was doc-
umenting out-of-office visits “on little tiny pieces of paper that he
kept in his pockets” and then dropped on her desk, “and I had to
make sense of them.”
Now he gives her one book instead of a dozen notes, and she

posts the visits and puts it on his desk for the next morning.
The daily posting takes organization, “but it’s something that had

to be built into the day’s schedule” to keep the posting current.
The book would work for any size office, she says, and it’s espe-

cially helpful for physicians who have been in practice a long time
and still rely on pen and paper.
It makes it possible to capture all the information that’s entered in

a computer. It also makes it easy for anybody – doctor or staffer – to
check back on any visit without having to look at the computer or
the record.
Because they are for teachers, the books cover only 180 days. But

that’s no issue, Russell says. She simply replaces them when they
are filled and labels the start and end dates on the outside. The office
maintains them for about five years.
If your office has a system that makes managing easier, MOM

would like to write about it. Contact the Editor, Medical Office
Manager, P.O. Box 52843, Atlanta, GA 30355. Telephone 404/367-
1991 and fax 404/367-1995. We pay $100 for every idea we write
about in this column. �
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(continued from page 1)
ICD-9’s numbering structure is limited, so it can’t
take on many more new codes. In fact, some of its cat-
egories are already full. Consequently, it can’t cover a
lot of current medical practice.
Just as bad, ICD-9 is 30 years old has some outdat-

ed and even obsolete terms.

The have-to-do checklist
for the manager

And here’s a list of the things every office has to do
to make the change correctly and on time. It comes
from the government.
Put somebody in charge. Name an ICD-10 coordi-

nator or manager for the practice. That person over-
sees the entire process and is responsible for getting
the office on the new coding system.
The coordinator is the one who knows the ins and

outs of the ICD-10 codes and takes charge of staff and
physician education.
List all the places the office currently uses the

ICD-9 codes.Wherever the ICD-9 codes appear now,
the ICD-10s will take over. The main places are the
clinical documentation, the superbills, the practice
management system, the EHR system, payer con-
tracts, quality reporting, and public health reporting.
List all the work processes that involve coding.

To accommodate ICD-10, the office may need to
change how things get done. The main processes that
will be affected are the clinical documentation, com-
pleting the encounter forms, and quality and public
health reporting.
Meet with the office’s system vendor. Ask what

upgrades the vendor will apply to the practice man-
agement system. Ask when they will be installed. Also
check the vendor contract, because the upgrades may
be covered.
If the office is buying a new system, verify that it is

ICD-10-ready.
Discuss the office’s contracts with the payers.

Because the ICD-10 codes are much more specific
than ICD-9, the payers may be planning to change the
payment amounts as well as the payment times.
Decide which staff need what training.

Everybody needs at least minimal training in ICD-10
just to be familiar with it. Staff who use the codes in
their jobs will need various levels of training. Most
coding experts recommend beginning the training no
later than April of next year.
Training programs are available from professional

associations. There are also online courses and webi-
nars.
The billing, coding, clinical, medical record, IT,

and finance staff will have to coordinate their training
so they can continue to work in sync and keep the
office running properly.
Small offices can reduce costs by joining other

offices for group discounts on courses. Or the group
might pay for one staffer to get extensive coding edu-
cation and then train everybody in the other offices.
Contact the payers plus the clearinghouse and

billing service. Don’t wait for them to do the contact-
ing. Ask what their schedule is for moving to ICD-10
compliance and what the office needs to do.
Schedule the testing. Set dates to test each payer

as well as whatever clearinghouse or billing service
the office uses.
Set the dates early. There needs to be enough time

to determine if the office is sending ICD-10 claims
properly and if the other end is receiving them and
also processing them. There also needs to be enough
time to repair any holdups in the systems and work
processes on either end of the transactions.
Count the money. There will be dollar costs as

well as time costs, and the office needs to budget for
them. Mostly, the expense will be in the software
updates and staff training. But there will also be inci-
dentals such as reprinting the superbills.

Yes, ICD-10 will affect
the reimbursement

Will ICD-10 affect the office’s reimbursement?
It will, the government warns.
The change will depend on the contracts the office

has with its payers, and for that reason, offices need to
cover ICD-10 payments in their negotiations with
payers.
ICD-10 brings a lot more specificity in code defini-

tions than ICD-9 has, and that opens the door to a lot
more levels of payment. What offices will see is high-
er payments for complex medical conditions, lower
payments for less complex conditions, and several
payment levels in between.
As offices learn how to use the new codes and also

as the payers sort out their own definitions and pay-
ment amounts, there will likely be delays in process-
ing claims and, as a result, cash flow disruptions.
For that reason, the government is recommending

that offices get a line of credit so there’s money to fall
back on if payments are delayed, whether because of
payer confusion or office error.
Here’s the impact to expect.

fee-for-service payments
Expect an increase in denials because payers will be

changing their rules and coverage amounts.
Along with the denials, expect payment delays,
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simply because payers will have their own issues pro-
cessing claims in the language of ICD-10.

capitation, case rates, and other risk-based models
Again, denials and delays, because the payers’

reimbursement models will be new and untested. One
noticeable factor here is that ICD-10 will make it pos-
sible to account for risk and severity.

audits
Because documentation requirements will change,

offices won’t always be able to show sufficient docu-
mentation to support their ICD-10 codes. As a result,
audit outcomes will lean toward the negative, and it’s
possible offices will have to return a significant
amount of money that’s determined to be overpay-
ment.

ACOs and other performance payment systems
The effect here is a mystery. There aren’t any

benchmarks for ICD-10, so there’s not much to base
cost projections on. And even when software is updat-
ed, projections won’t be accurate for a while.
In addition, changes in the code definitions will

bring about differences in the quality measures.
And more, the ACOs, which make money by pro-

viding value and efficiency, will see their payments
based on things such as
– the complexity and risk of a service and the

severity of the condition,
– complications, “never events,” preventable

admissions, hospital-acquired conditions, patient safe-
ty, and other avoidable elements, and
– precise definitions of conditions and how well the

ACO maintains or improves them. �

Dealing with the cell phone
abusers, the smokers, and
the too-jolly staffer
Here are three people questions. They cover the cell

phone and internet users, the smokers, and the staffer
who wastes time entertaining everybody.
They are answered by JONNA CONTACOS-

SAWYER, CMC, CCP, SPHR, president and con-
sulting principal of HR Consultants, a management
and human resources firm in Johnstown, PA.
• What’s the most effective way to limit personal

use of cell phones, e-mail, and the internet?
Set up a policy that covers all electronic communi-

cation, Contacos-Sawyer says.
A policy is a necessity, not just to save the manager

the aggravation of having to be the cell phone police

but to ensure the survival of the office. Studies show
that every year employers lose as much as 25% of
productivity because of electronic communication
abuse. “That’s something a small employer can’t
afford.”
Don’t try to forbid personal communication entire-

ly. Employees are adults, and they need access to per-
sonal electronic communication. What the policy
should do is limit it enough that it doesn’t affect pro-
ductivity.
She recommends just a brief statement:
E-mail, instant messaging, internet use, and
voice mail are provided for office business use.
While occasional personal nonbusiness use of
those services is accepted, employees must
demonstrate a sense of responsibility and not
abuse the privilege. That includes the use of per-
sonal cell phones.
Continuous abuse of electronic communication
privileges will result in discipline up to and
including discharge.
Because electronic communication is so prevalent,

however, don’t expect to be able to send out a one-
time notice about the policy and have people follow it,
she says.
Make a to-do about it. Meet with staff and explain

that they are paid a salary and benefits in exchange for
their productivity. Tell them the office is setting the
policy because electronic communication can severely
limit productivity.
What if productivity has already nose-dived

because of it? Say so and, if possible, give examples
of what’s happened.
Hand out the policy and require that everybody sign

and date it. Also tell staff the signed document will be
kept in their individual personnel files. When all that’s
done, add the policy to the handbook.
Keeping the signed policy in the personnel files is

proof enough that the doctors take the matter seriously
and expect everybody to use personal electronic com-
munication appropriately.
Then if abuse appears, the policy is there to support

disciplinary action.
What’s difficult about managing electronic commu-

nication, she says, is that it’s not possible to put spe-
cific limits on it, and neither is it possible to monitor
the exact time people spend with it.
The only thing the manager can do is keep track of

productivity. The staffers who abuse the policy will be
less productive than those who don’t. Approach it as a
productivity issue.

• How can the office keep the smokers from tak-
ing extra time for smoke breaks?
Again the answer is a policy.
Spell out what break times staff can take, perhaps a

15-minute break in the morning, one hour for lunch,
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and another 15-minute break in the afternoon.
With the minutes set, nobody can slip out every so

often for a smoke break “because that’s seven to 10
minutes each time.” That’s in violation of the policy
and warrants discipline.
Many offices want to go beyond that and get rid of

the hassle – and the odor – of tobacco altogether.
Don’t go so far as to forbid smoking, she says. Do

that and the office may lose a lot of staff.
Just set up restrictions “that make it miserable” for

people to smoke. The easiest way is to designate a
smoking area that’s inconvenient. Many hospitals, for
example, prohibit smoking on the entire campus.
Employees have to walk a block away to smoke “and
there’s nothing to protect them from the environ-
ment.”
Some employers also ask job applicants if they

smoke and then hire only the nonsmokers.
And some offices require smokers to pay higher

health insurance premiums and copayments.
Smoking time is nonproductive time, she says, and

to allow it “is unfair to the nonsmokers.”

• How should the office discipline a staffer who
spends time entertaining everybody? The rest of the
office likes the individual and the humor does help
morale, but constantly being on stage cuts into the
staffer’s productivity.
The real problem is that the loss of productivity

isn’t limited to the entertainer, Contacos-Sawyer says.
Everybody may like the staffer and enjoy the enter-

tainment, but people soon realize that person isn’t
doing much work, and they start thinking “we can
slack off too.” It erodes everybody’s productivity.
The short answer is that the manager has to deal

with the entertainer as somebody who is not doing the
job. Make it clear the performance needs improve-
ment, and if improvement doesn’t happen, it’s time for
discipline.
The long answer, however, is that entertainers don’t

always realize their performance is unacceptable.
They think the job is fun because the people around
them are laughing and happy.
She recommends approaching the staffer with

recognition of the strengths: “you have strong inter-
personal skills.” Point out that because of those skills,
the staffer can have a positive impact on everybody
else’s performance.
Then point out that “I don’t want to curb your per-

sonality. I want you to concentrate more on your
work.” Explain that productivity is suffering and that
there has to be improvement.
Ask for suggestions on how that person can change.

Ask too “how can I help you?”
But from there, proceed as usual. And if there’s no

change, deal with it as a performance issue. Discipline
and, if necessary, fire. �

HIPAA security can fail
if the office doesn’t take
common-sense precautions
No matter how tight its HIPAA privacy procedures,

if the office isn’t also focusing on common sense, the
patient data is wide open to compromise.
“That’s because we do things we don’t think

about,” says ROSEMARIE NELSON, a principle
with MGMA practice management consulting in
Syracuse, NY.
“It’s not hackers trying to get at the office’s data”

that the manager needs to worry about. “It’s acci-
dents.” And the accidents are caused by “the stuff we
do every day and become blank to.”

the lost laptop

The greatest danger comes from lost and stolen lap-
tops. They disappear because people take them home,
Nelson says, and the data isn’t as secure as people
think.
Suppose the data is stored in The Cloud. True, it’s

not on the laptop, but that doesn’t mean it can’t be
accessed. There may well be a report or document on
the desktop that carries parts of the data. “People for-
get about that.”
The same for smart phones. They get left in cabs

and restaurants, and many times files can be down-
loaded from them. The danger depends on what appli-
cations are on the phone. If there’s access to e-mail,
all the messages are at risk; if there are patient med-
ication lists or clinical notes, patient privacy is at risk.

the easy safety steps to take

The safety steps are both obvious and simple,
Nelson says. But people don’t take them – or at least
not all of them – and failure to do so cancels out the
most sophisticated privacy protections the office has
set up.
The easiest and simplest of all safety measures:

passwords.
Every PC should require a password to open it.
Every application should have another password.
And every password should be protected.
The manager needs to set a rule that staff can’t keep

their passwords on notes at the desk or in a file on the
computer or on a smart phone. Again, “that’s just
basic common sense.”
Then set another rule nobody (including the manag-

er) wants to follow: change all the passwords every 90
days.
The passwords need to be changed that often

because they are the weak link in data protection,
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Nelson explains. People share them, especially in a
medical office. And sometimes it’s a necessity as
when a physician needs a password to review patient
notes on a nurse’s terminal. But if the physician gets
called away and leaves the PC running, the data is
there for anybody to see. Or maybe the doctor closes
the file but needs it again later and asks another nurse
to get the information – and now that second nurse
has the password.
Changing passwords “is a hassle for everybody,”

she admits. But it’s common sense “the same as a rule
not to talk about patients in the elevator.” It’s a neces-
sity for protecting patient privacy.

timeouts and limited access

Another common-sense protection is to set the ter-
minals to revert to passwords automatically after a
certain number of minutes of no activity. That way,
staff don’t have to remember to log out when they
walk away.
Still another is to limit each staffer’s data access to

what’s needed to do the specific job. The schedule
staffer, for example, should not be able to access
patient medication lists.
In a small office where everybody does everything,

limits aren’t always possible. But in an office where
each staffer’s job is structured, it’s both possible and
necessary.

the exposed server

Server protection is another given but also a point
that gets overlooked.
The server should be in a locked area, Nelson says.

Mostly that’s to prevent accidents such as somebody
walking by and spilling a drink on it. But it’s a HIPAA
issue as well. No office allows people to wander
through the paper files in the medical record room lest
a file be taken out or compromised. The same for the
server. The information could get downloaded.

the unprotected phone

Protect the doctors’ smart phones as well. A good
solution is to contract with a remote management ser-
vice that can lock access or wipe out the data if the
phone is lost. “It’s like an insurance policy,” she says.
Also, to prevent shoulder surfing on both phones

and terminals, install screens so the information can’t
be read at an angle.

privacy more than theft

On the positive side, Nelson says, a medical office
doesn’t have to worry about theft nearly as much as a
financial firm or retail business does. While an office

How to keep the laptops
safe outside the office
Here are laptop protections law enforcement and

computer security companies recommend.
• Keep a file of the serial and model numbers of

each laptop plus the support phone numbers. Then
if a laptop is stolen, the office has the identifying
information for it.
• Use a cable lock in the office and also when

using a computer in a restaurant or airport. Do the
same if the computer has to be left in a hotel room.
View it as $1,000 in cash just sitting around.
• On the outside of the laptop, engrave a phone

number and a note that there’s a $300 reward for
returning it. That’s more than a fence will pay for
it, so the thief may call and say the laptop was
found somewhere and collect the reward.
• Put an obvious marking on the outside of the

laptop with paint or white-out correction fluid.
That deters theft, because the thief sees immedi-
ately that it won’t be easy to carry the computer
off without being detected and also that the com-
puter can’t be resold.
• If the computer is in a backpack, put a lock on

the zipper so nobody can get behind in a line and
slip it out.
• Don’t leave a laptop or any electrical device

visible in a car, even at home. A thief can smash a
window and grab it in a matter of seconds. On the
other hand, nobody breaks into an empty car.
• If a laptop is in the trunk of a car, hook it to

the trunk lid with a cable lock.
• Because computer theft is so common and can

happen so fast at airports, keep a hand or a foot on
the laptop while waiting for a flight.
• Don’t put a laptop on an airport security con-

veyor belt until it’s time to walk through x-ray.
The FAA warns that thieves steal laptops by

working in pairs.
They get in line together and the first thief goes

through the scanner. But the second thief has
pockets full of change and keys or wears some-
thing that will set off the alarm and holds up the
line. The people waiting have already put their
belongings on the conveyor, so the first thief picks
up a laptop that rolls out and walks off with it.
• Don’t advertise a laptop by carrying it in a

standard case. Use a case that looks like a brief-
case or carry-on luggage. And while on a plane,
don’t leave a computer on the seat when going to
the restroom. Put it in a case and put the case
under the seat or in the overhead storage. �
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may store Social Security numbers and driver’s
license information, it doesn’t store the big-ticket
items, which are credit card numbers and bank
account information.
Thieves want money data, “not information about

somebody’s allergy medication.” There may be inter-
est in getting prescription access from a pain manage-
ment practice, “but the real win for criminals is
money, and there’s no money from knowing some-
body’s prescriptions.”
Added to that is the fact that people don’t scoop up

lost laptops or phones for data but for their own per-
sonal use. And even if a thief tries to use the data for
fraud, if everything is password protected, “that crimi-
nal is going to move to the next easy target.”
The concern instead is patient privacy. And it’s

common sense that protects it, she says.
Do the basics “and the office is safe. There’s no

need to get paranoid about that.” But there is a need to
keep staff sensitive to the common-sense protections
for patient privacy. �

The four aces of hiring:
work attitude, willingness,
know-how, and personality
To choose the right job candidate, look beyond the

hard skills of education and experience and place
heaviest emphasis on four soft skills. They are
• the performance mindset
• willingness
• know-how
• personality
Miss any of those four, and the hire is going to be a

disaster, says management trainer PATRICK V.
VALTIN of M2-TEC USA Inc. in Clearwater, FL.
Valtin is also author of No-Fail Hiring.
It’s lack of those that most often causes people to

get fired. They are “the four aces” of hiring. Yet time
and again they get left out of an interview.

a mindset of achievement

First is the performance mindset, or how the candi-
date views good performance.
The successful hire is somebody with a mindset of

achievement and results, not somebody who wants to
sit at a desk and do rote work like a drone.
“There is a big difference between achieving some-

thing and doing something,” but few interviewers take
that into account.
The question to ask: “Can you tell me of some great

result you achieved in a previous job that you are
proud of?”
Suppose the response is “I’ve been a medical recep-

tionist for the past five years and I’ve done a good
job. I have the right experience, and I can handle
problems.”
That doesn’t answer the question, he says. Follow-

ing a job description doesn’t make anybody a valuable
employee. It’s achievements that make the difference.
Search for more information. Challenge the candi-

date with “Thank you, but your answer doesn’t give
me a good picture of what you have achieved. Give
me an example of an actual achievement you are
proud of.”
Anybody who doesn’t understand what’s meant by

achievement “doesn’t know what it means to be
results-oriented.” Say good-bye.
On the other hand, suppose the candidate cites a

notable achievement.
Now the job is to find out the truth of it. With so

many people fighting for employment, it’s not
unknown for a job seeker to take credit for something
somebody else did.
Valtin’s advice is to keep challenging: “Tell me how

you did that. Was anybody else involved?” Anybody
who actually did the work will know the details and
what the outcome was.
Then go even further: “If I talk to your manager,

what will that person say about this accomplishment?”
And now sit back and watch the reaction. Does the

candidate squirm? look away? get nervous? try to
avoid the question? Does the person backtrack or
make adjustments to the story or minimize the signifi-
cance of the accomplishment? If so, there’s a good
chance the story is stretched or is even a lie.
Don’t get put off. If the answer is “my manager

doesn’t know I’m talking to you,” keep challenging
with “We’d like to talk with your manager at some
point before we give you a job offer. Do you have a
problem with that?”
Anybody who’s fabricating the story will get defen-

sive, and the more defensive, the greater the fabrica-
tion. It’s not even unknown for a candidate to come
back with “I don’t know why you’re so pushy about
this” and leave the room.
“And that’s what you want,” he says. “Let them run

away before they give you trouble.”
Just as important as the answers are the reactions,

he notes. And the more challenging the questions, the
more telling the reactions.

willing to do what the job calls for

Next is willingness to anything the job calls for.
Willingness is part of a person’s personality, Valtin

says, and it’s the most important of the soft skills.
People who have it will work hard and do things out-
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side the job description and keep going under pres-
sure.
Somebody who needs training but is willing to

learn and do whatever arises in the job is a far better
choice than somebody who has all background and
skills galore but no willingness.
“Employees who lack willingness will suck the

manager’s energy,” he explains.
They are also easily dissatisfied. They are the hires

who are most apt to leave in the first 90 days.
To find out the level of willingness, ask about it

outright: “Show me evidence that you have strong
willingness to do something new or something you
aren’t expected to do or that you have never done
before. Give me some examples.”
Past performance, he says, is the best indicator of

future performance.

a basic knowledge of the work

The third element is know-how, or “some practical
knowledge” of how to do the job.
To evaluate it, Valtin says, give a simple technical

test in the basics of the job.
If it’s a bookkeeping position, for example, give the

candidate a balance sheet and say “there’s a mistake
on this, and I’m going to give you five minutes to tell
me where it is.”
If the job is in an area the manager isn’t familiar

with, get the head of that department to give the test.
“People know how to talk,” he says. A simple, prac-

tical test shows if they know what they’re talking
about.

personality

The last item is personality, and it counts tremen-
dously, Valtin says. It’s what the manager and staff
will be interacting with every day – honesty, happi-
ness, negativity, rudeness, or whatever.
Unfortunately, there’s no specific way to find out

what that’s going to be. The best guide is how the can-
didate reacted to the questions in the first three areas,
especially the challenging questions of “give me an
example” and “show me evidence” and “what would
your manager say?”
“The personality will show up naturally.”
A strong caution, however, is not to put a halo on an

applicant who makes a good first impression.
The halo may be well deserved. The candidate may

be a warm, wonderful person. But the goal of inter-
viewing is not to find somebody the manager likes but
somebody who can and will do the job well.
“The halo is a killer,” he says, because it keeps the

manager from looking around the good qualities to see
if the candidate is the right person for the job.
Also, he says, keep in mind that anybody is pre-

pared to make a good showing in an interview.
Keep in mind too that the words personality and

persona come from the Latin word meaning mask.
What the manager is looking at during the interview is
a mask.
And keep in mind further that the applicant, no mat-

ter how good the appearance, is still a stranger to the
manager. �

CPT updates from path/lab
to Categories II and III
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
Here is the last of our review of CPT’s updates.
We began in December with the revisions to the

E/M codes plus the updates in the first part of the
surgery section. Last month we covered the rest of
surgery plus radiology. And here are the updates from
path and lab to the Category II and III codes.
(A complete list of the CPT updates by category

appears in the November issue.)

the path and lab updates

There are more than 100 new codes for molecular
pathology, or studies to detect variances in genes.
They are divided into two tiers. The Tier 1 codes

(81200 through 81383) are for the tests that are done
relatively often such as genetic testing for colon or
breast cancer, cystic fibrosis, and Tay-Sachs disease.
The Tier 2 codes (81400 through 81408) are for

genetic testing for rare diseases.
The codes in Tier 1 are listed in alphabetical order.

the medicine updates

VACCINES AND TOXOIDS: New code 90654 is
interesting in that it covers simply flu vaccine. It’s for
all preservative-free flu vaccines.
The code for the H1N1 vaccine has been deleted

because it’s no longer used, and all flu vaccines are
now covered by just the one code.

PSYCHIATRY: The one new code here is 90869
for motor threshold determination by TMS, or tran-

ICD-9-CM and CPT
coding update
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scranial magnetic stimulation. TMS is a new treatment
for psychiatric conditions, including severe depression
that doesn’t respond to medication.
An electromagnetic coil is placed against the front

of the scalp, and electric currents stimulate nerve cells
in the area of the brain that controls mood and depres-
sion. There is a small risk of seizure during the treat-
ment.
OPHTHALMOLOGY: The new codes (92071 and

92072) are for fitting contact lenses to treat disease.
The first shows treatment of ocular surface condi-

tions such as corneal abrasion, and the second shows
treatment of keratoconus, which is a degeneration of
the cornea. Those procedures are obviously more
detailed than fitting an ordinary vision-correcting lens
and so warranted separate codes.
OTORHINOLARYNGOLOGIC SERVICE: New

here is 92558 for evoked otoacoustic emissions, which
is a comprehensive analysis of hearing function.
That’s followed by 92618, an add-on code showing

additional 30-minute periods evaluating a non speech-

generating communication device, which is a device
such as a communication board or a texting mecha-
nism that communicates without sound.
Note that 92618 is out of sequence. It is used with

code 92605, which covers the first hour of the evalua-
tion.
NONINVASIVE VASCULAR STUDIES: New

code 93998 is for unlisted vascular studies that are
noninvasive.
It’s the only code in a new subsection for other non-

invasive vascular diagnostic studies. That subsection
was set up for studies that don’t fit into a new Cate-
gory III code (0286T) for reporting near infrared spec-
troscopy studies of wounds in the lower extremities.
PULMONARY: The first new codes (94726-

94729) are for four pulmonary function tests to deter-
mine lung capacity and airway resistance.
The other new codes (94780 and 94781) are for car

seat testing.
The seat testing is often done before a premature or

high risk infant is discharged from the hospital, and

Medicare has laid out an outline on coding flu and
pneumococcal vaccines. It’s not new, but it is clear.
seasonal flu vaccines
diagnosis code: V04.81
administration code: G0008
coverage: one per influenza season, fall or winter,

plus additional vaccinations if
medically necessary

pneumococcal vaccines
diagnosis code: V03.82
administration code: G0009
coverage: one per lifetime plus additional

vaccinations based on risk
seasonal flu and pneumococcal vaccines given
at the same visit
diagnosis code: V06.6
administration codes: G0008 (flu) and

G0009 (pneumococcal)
coverage: same as for the two separately

Q & A plus two notes

• Does the Part B deductible or coinsurance
apply to immunizations?
No. And neither does the deductible or coinsurance

apply to hepatitis B vaccines.
• Will Medicare pay for flu vaccinations given

more than once in a 12-month period?
Yes, but only if the patient is getting the vaccine for

two different flu seasons. For example, a patient
might get the vaccine for the 2011-2012 season in
January and then get the 2012-2013 season vaccine in
November of the same year.

• Does Medicare pay for a pneumococcal vacci-
nation if the patient isn’t sure about getting it in
the past?
Yes. If the patient is uncertain about vaccinations

during the past five years, Medicare covers it. How-
ever, if the patient is sure of having had it, revaccina-
tion is not covered unless the patient is at highest risk.

• Does Medicare cover the hepatitis B vaccine
for all patients?
No. Only patients at intermediate to high risk for

hepatitis B are covered. For the most part, those are
health care professionals who have frequent contact
with blood or blood-derived body fluids, patients with
end-stage renal disease, and patients who live with
HBV carriers.

• When a patient receives both flu and pneumo-
coccal vaccines at the same visit, does the office use
a separate administration code for each one?
Yes. Even though there is only one diagnosis code

(V06.6), Medicare pays for both administration codes
(G0008 for flu and G0009 for pneumococcal).

• Note #1: All offices have to accept assignment on
flu and pneumococcal vaccines.
• Note #2: Both the vaccine and the administration

are covered by Part B, not by Part D. �

Codes and coverage for flu and pneumococcal vaccines
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the purpose is to ensure the structure of the seat won’t
hamper the baby’s breathing.

NEUROLOGY: The updates begin with extensive
new guides for sleep testing, though there aren’t any
new codes in that area.
The new codes begin with 95885-95887 for needle

electromyography, a test of the electric activity pro-
duced by the muscles. The first two are for the skele-
tal muscles of the extremities, and the other is for the
nonextremity muscles.
The last two new medicine codes are 95938 and

95939 for evoked potential studies, which measure
electrical signals going to the brain.

the Category II updates

The Category II codes are quality codes. They are
not required, though many of them are used in quality
reporting.
The new codes here cover things such as smoking

status and smoke exposure, the presence of dementia,
and the assessment of asthma, heart failure, and
depression.
They also show counseling on patient safety.

the Category III updates

The Category III codes are for new procedures and
technologies, and they are required. Their purpose is
to see how often the new procedures are performed.
They remain on the list for five years. If they are used
during that time, they are turned into regular CPT
codes. If not, they are dropped.
This year’s new ones include procedures such as

hypothermia induction in neonates, implantation of
cardiac devices to treat hypertension and heart failure,
asthma procedures, pain management, and cancer
evaluation testing.
Therese M. Jorwic, MPH, RHIA, CCS, CCS-P, is

assistant professor of health information management
at the University of Illinois at Chicago and senior
consultant for MC Strategies in Atlanta. �

For the female manager:
to be successful, follow
the lead of the men
It’s a sex thing. In the professional world, women

tend to undersell themselves.
And the fallout is money. Studies show that in

2012, women will make only 75% of what men in the
same position earn, even though they have the same
job description and same education.
Why? Because men present themselves in a

stronger, more complimentary light, says VICKIE
MILAZZO, a legal nurse consultant in Houston who
is both a nurse and an attorney as well as author of
The New York Times bestseller Wicked Success Is
Inside Every Woman.

humility doesn’t go far

It’s in performance reviews that the male managers
most outshine the women, Milazzo says. And there are
several reasons for it.
One is that men are good at self-recruiting, or keep-

ing their bosses continuously aware of the valuable
things they’re doing.
“They set themselves up all year long” to get

noticed for good work. They tell their bosses about
their accomplishments.
Ongoing recognition is essential for a promotion or

a good raise, she says. No manager can wait till the
review to convince the doctors a raise is in order. By
that time, the die is already cast. It’s too late to say
“here are all the things I’ve done, so I deserve a good
raise.” The raise has already been determined.
Her advice to women is to tell the doctors about

each accomplishment as it’s made. And to make sure
they don’t forget about anything, give them a resume
a few weeks before the review listing the accomplish-
ments and showing how each one has benefited the
office’s bottom line.
Another reason for the imbalance is the way the

female manager tends to tell her boss about accom-
plishments.
The man does so with great pride; the woman does

so with humility.
Humility is noble, Milazzo says, but not in the pro-

fessional world. There it only minimizes the good
work.
Show excitement about accomplishments and how

they’ve helped the practice. Otherwise, the doctors
won’t be impressed and won’t remember them at
review time.
Yet another job differentiating factor is the type of

projects men and women take on.
When a man volunteers for a project, it’s usually

by john chase

I miss the paper smell.
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something that carries a financial benefit. A woman,
however, will take on a job such as organizing the
Christmas party, which yields no benefit to the finan-
cial picture.
People get raises and promotions not because of

hard work but because of how they contribute to the
bottom line, she says. The smart approach is to dele-
gate the no-money projects and focus on doing the
jobs that help the doctors succeed. That makes the
manager a key player and indispensable to the prac-
tice.
When it comes to getting a raise, “it’s not enough to

say ‘I’ve worked hard and I need more money.’”
People don’t get rewarded for doing what they’re told
to do. They get rewarded for the value their employers
get out of them.

yes, I did a great job on that!

Another difference: women acknowledge their
faults too quickly and their accomplishments too qui-
etly.
For men it’s the other way around.
A doctor’s comment at review: “Your performance

in A and B has been outstanding. You need improve-
ment in C and D. But overall, we are very satisfied
with your performance.”
The man immediately picks up on the good points:

“Why yes, I have been working very hard on A and B,
and I’m glad you see it reflected in my performance.”
And the doctor leaves thinking what a great job he’s
done and how he really deserves a good raise.
The woman, on the other hand, is apologetic: “I’m

sorry my performance in C and D has been disap-
pointing. I know I need to work harder in those areas,
and I’ll certainly do everything I can to meet your
expectations.”
She’s just lost.
She’s moved the focus from her accomplishments

to her weaknesses, and the doctor, who came in think-
ing what a grand job she’s done, leaves thinking about
how much she needs to improve.

you get a lot of benefit from me

Women need to follow the lead of men again in ask-
ing for promotions.
Most women go about selling themselves by listing

their accomplishments. And even then, they downplay
those accomplishments or give much of the credit to
other people.
Men don’t. They list all the things they’ve done,

take full credit for them, and then make the sale by
showing how those accomplishments translate to fur-
thering the position they want to take over.
Whether it’s asking for a promotion or applying for

a job, Milazzo says, the interview “is the selling

process,” and the #1 rule is “Don’t focus on yourself.
Focus on how you and your experience and skills can
benefit the employer.”
The winning phrase in any interview is “I can do

this for you.”

here’s how much $$ I’m worth

Then there’s the money question.
Be confident and expect a raise. If the doctors ask

the ultimate question of “do you think you deserve a
raise?” there’s no need for modesty. Don’t give the
standard “I’ve worked hard, but ultimately that’s your
decision.” Say yes! And point to specific accomplish-
ments as proof that a raise is warranted – and a good
one at that.
How much?
About 50% of male employees negotiate their

salaries and raises. Not women. Only 7% do any
negotiating at all. And that’s another reason they end
up on the low end of the pay scale.
Women need to step up and tell what they want.

And be specific about the amount, she says. “Never
offer a salary range.” Tell the doctors “I’m looking for
between $70,000 and $75,000,” and why should they
pay more than $70,000?
Give a number, and make it higher than what’s

acceptable so the doctors will counter with the target
amount. Anybody who asks for the minimum “is prob-
ably leaving money on the table.”
Furthermore, be detached about it. “Don’t look des-

perate” for the money. Do that, and the offer is going
to be low.
Women “are too ready to underprice themselves.”

When it comes to salary, “they need to say it like a
man and take what they deserve.”

unpopular edict; strong manager

Beyond the performance review, women have day-
to-day behaviors that keep them from reaching full
potential, Milazzo says.
One is that they don’t always take responsibility for

the unpleasantries that come along.
Suppose an edict comes down that there will be no

raises or that bonuses are being cut. The manager dis-
agrees with the decision and earlier spoke out against
it to the doctors but was overruled. Now staff com-
plain about it.
The male manager takes ownership in the edict. He

uses first person such as “it was our decision” or “this
is a decision I believe is necessary.”
The woman, however, dodges the blame.
She tells staff it was the doctors’ decision. She may

even say she tried to get them to reconsider it. And
while all of that is true, she has just told staff she’s
weak and ineffective and not in control of her posi-



tion. She has diminished her own authority and lost
respect.
Worse, she has all but invited staff to go over her

head and tell the doctors they don’t like it. And if they
do so, she loses even more ground, because the doc-
tors don’t want to deal with staff issues and com-
plaints – that’s what they hired her to do.

‘by their friends do you know them’

More difference is found in the company women
keep.
Men spend most of their time with their bosses and

not much time at all with the people who report to
them.
Women do the opposite. They champion the cause

of their subordinates and tend to spend the bulk of
their time with them.
And because people are seen as being on the level

of the company they keep, the female manager is
often perceived as being on the staff level, not the
management level.
Milazzo’s advice: “hang out with the supervisors

and the doctors.” Be a part of the management team,
not another complaining staffer.

be the go-to person for problems

Men and women differ too in how they respond to
complaints.
When somebody complains – whether staffer or

patient – what that person wants to hear is either “I
will do something about this” or “I will address this
with So-and-So who can take care of it.”
Either way, the complaint has reached the can-do-

something-about-it person.
But a woman is usually too modest to show her

power. She responds with “I will get with my man-
agers” while the manly response is “I’ll handle it.”
“People don’t want to talk with somebody who

doesn’t have the ability to fix the problem,” Milazzo
says. They want somebody who can and will take con-
trol of the situation, even if it’s somebody else who
does the actual fixing.

soak up the compliments

Finally, women lose ground in the way they
respond to compliments.
Their downfall is that they too often “pass the com-

pliment to the team.” And all the while the men are
basking in the glory of the moment, “happy to own
their accomplishments.”
Suppose the boss says “that was a good presenta-

tion on profitability that your group gave to the com-
mittee.”
The typical male response is “Thank you. The com-

mittee’s positive reaction really made all those long
nights and early mornings worth it. At first, my group
wasn’t confident in the approach I came up with, but
over time they really started to buy into my vision.
I’m just pleased our hard work paid off.”
He’s acknowledging not only his good presentation

but also his skill in pulling the team together and get-
ting the job done.
Not so for the woman. She immediately comes back

with a modest “Oh, I can’t take credit for that. My
team did all the work.”
She doesn’t even say thank you, which is an essen-

tial thing to say because it confirms that the compli-
ment is justified. She’s taken a back seat. She’s not
only killed the boss’s enthusiasm about the good pre-
sentation but has made it clear she doesn’t deserve
compliments in the future.
Give credit to the people who helped with the pro-

ject, Milazzo says, but accept the compliment. “Say
thank you first” and then acknowledge the others –
and then take a deep bow. “That shows confidence,
and people who are confident appear to be compe-
tent.” They are the managers who succeed. �
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