
It’s constitutional.
The U.S. Supreme Court has so declared the Patient

Protection and Affordable Care Act, a/k/a Obamacare,
a/k/a health care reform.

The decision was that the requirement to buy insur-
ance is a tax on people who don’t have health insur-
ance and yes, Congress has the power to tax. Thus, the
mandated insurance is “a payment to the IRS.” And
the new law moves on.

what about Medicare?
That’s by no means the end of the discussion, how-

ever.
Still remaining are the two big arguments over how

the new law will affect Medicare coverage and what
new taxes it will bring.

As to the Medicare coverage, the Right says the
ACA cuts $500 billion out of Medicare benefits; the

Left says it doesn’t. The answer lies in the middle.
Put simply, Medicare will be reduced by $500 bil-

lion, but not by cutting services directly. Instead, the
savings will be wrung out of doctors, hospitals, and
insurance companies.

Of the $500 billion reduction, the largest chunk –
$220 billion – comes from lowering reimbursements
to doctors and hospitals. Their payments will now rest
not on fee for service but on efficiency of care and
lowered costs. And the efficiencies required to main-
tain viable revenue levels are stringent to the extent
that the American Medical Association says they
“might never become a reality.”

The next largest chunk of the Medicare reductions
comes from a $136 billion pay cut to the Medicare

(please turn to page 3)
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No updates for ICD-9-CM
Don’t look for any ICD-9-CM updates this year.
In the past, there have always been a large number

of annual code changes that appeared in May or June
and became effective October 1.

This year, however, such is not the case. There are
no new, deleted, or revised diagnosis codes.

That’s because the ICD-9-CM Coordination and
Maintenance Committee, the federal group that
updates the codes, has set a partial freeze on both
ICD-9 and ICD-10. The purpose is to make it easier
for everybody to move to ICD-10.

As a result, from now until the time ICD-10 takes
over, updates are limited to code changes for new
technologies and diseases.

Originally, ICD-10 was scheduled to begin Oct. 1,
2013, but now the government has proposed delaying
it until 2014. That’s still a proposal, not a final deci-
sion. MOM will keep you updated on what the actual
start date turns out to be. �

On pages 6-9 is an outline of the 92 provi-
sions of health care reform. It’s complete, easy
to read, and written in plain peoplespeak.



this month’s
idea

A higher paid receptionist gives
the manager a full-time assistant

The manager of an Oklahoma City law firm has made a staffing
change that can benefit any professional office – and any profession-
al manager. She turned the receptionist position into the dual posi-
tion of receptionist plus her own assistant.

When STEPHANIE D. TEAGUE came to Jennings, Cook &
Teague, she found that the receptionist was well qualified and was
making a good salary but wasn’t busy full time. As a result, the
office was not only paying a high salary unnecessarily but wasn’t
taking advantage of the receptionist’s abilities.

In the meantime, Teague was working long hours just to keep up
with the administrative duties, many of which were minor jobs.

The receptionist soon left for a more interesting job, and the ques-
tion was whether to increase the scope of the job or reduce the
salary. The decision was to expand the job.

So now the reception work is covered and at the same time,
Teague gets an assistant “who helps me with anything and every-
thing.”

Beyond answering the phone, the receptionist helps with the
billing, sends out electronic bills, and makes the bank deposits.

She also deals with the vendors, which means Teague doesn’t
have to stop work to call somebody “every time the coffee maker
breaks down.”

She’s the liaison for the IT vendor and for security and also takes
care of small facility matters such as parking.

She can write checks when Teague is out, and she keeps the web-
site updated.

Except for managerial work such as payroll and staff issues, she
can do all the tasks of the manager’s job. And that means the opera-
tional matters are always covered, even when Teague is out.

All that makes it possible for Teague “to work on strategic things”
that directly benefit the practice. And perhaps just as important, it
allows her to keep regular hours.

The new position came at no extra cost. The office simply contin-
ued the high salary the previous receptionist was getting, which is
about 30% above the going rate.

And that goes farther than what meets the eye, Teague says.
Had the firm not enhanced the position, “we would have had to

hire an HR person and another billing person, which would have run
into a lot more money.”

She adds that besides the almost two positions the higher salary
covers, “by paying someone that much, there’s no turnover.”
If your office has a system that helps operations, MOM would

like to write about it. Contact the Editor, Medical Office Manager,
P.O. Box 52843, Atlanta, GA 30355. Telephone 404/367-1991. We
pay $100 for every idea we write about in this column. �
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(continued from page 1)
Advantage plans. With those plans, patients can buy
richer coverage than what Medicare offers, and right
now about one fourth of Medicare patients are
enrolled in them. They may be on the way out.

Their payments from Medicare are steadily going
down, and by 2014 they – and all insurers – will have
to maintain a medical loss ratio, or payout amount, of
no lower than 85% of the revenues they bring in.

taxes? penalties? it’s all the same
The second big issue – and the basis of the Supreme

Court’s finding the law constitutional – is taxes. The
new law brings in new taxes as well as new penalties,
and many of the latter are now termed taxes.

Several are excise taxes, or taxes the tax payers
recoup by raising their prices to their customers.

For example, there is a 2.3% excise tax on medical
devices used in surgeries.

Indoor tanning salons will pay a 10% excise tax.
There is also what is generally considered an excise

tax on nonprofit hospitals, which have to pay $50,000
each year if they fail to meet new requirements for
assessing community health needs and creating new
financial assistance programs.

There are taxes on individuals as well.
One, for example, is a new 3.8% surtax on invest-

ment income, and that includes investments as well as
things such as rents, interest, and annuities. It applies
to couples with incomes above $250,000 and single
people making more than $200,000.

Health savings accounts can no longer be used for
nonprescribed over-the-counter medicines except
insulin. The HSA deposit amount is reduced from
$3,000 to $2,500. And the tax on nonmedical with-
drawals is doubled to 20%.

The Medicare payroll tax goes up for couples and
singles making more than $250,000 and $200,000
respectively.

Medicare premiums have increased for people with
higher incomes.

Tax deductions for medical expenses are reduced.
Currently, individuals can deduct medical expenses
that exceed 7.5% of their incomes; the new floor is
10% of income.

For drug manufacturers, there is a new annual fee
on brand-name drugs.

For insurance companies, there is a tax if they
spend less than 85% of their premium revenues on
clinical services. And there is a 40% excise tax on
“Cadillac” or high-cost insurance plans.

Employers too are seeing taxes.
They can no longer deduct the cost of providing

drug coverage to retirees.
And, of course, there are the provisions requiring

them to provide health care coverage and requiring

individuals to buy it, both of which the Supreme
Court has determined are taxes.

doctors’ payments still at issue
A third ongoing issue is something the Affordable

Care Act doesn’t mention at all – the low-and-getting-
lower reimbursements to doctors because of the
Sustainable Growth Rate.

The SGR is the annual percentage payment adjust-
ment that allows the government to meet its budget,
and the SGR formula Medicare follows has produced
a pay cut for doctors every year since 2002, though
each time, Congress has stepped in at the last minute
and replaced it with a small pay increase.

If Congress does not step in again this year, doctors
will see a 30.9% cut in their 2013 payments.

Interestingly, Medicare shows no interest in repair-
ing the formula. In fact, all indications are that it
intends to keep it as it is.

In its projections about the cost savings the ACA
will create, it says the money paid to doctors during
the next five years will increase at a lower rate than
during the previous five years.

But that projection is based on the assumption that
the 30.9% pay cut takes place January 1. If Congress
cancels the SGR cut as it has consistently done in the
past, the cost of the new law will be considerably
greater than what the government projects.
(Please see the new ACA outline on page 6.) �

The three big hold-ups
with Version 5010 claims

Medicare lists three errors to watch for in using the
new HIPAA Version 5010 for claims. These, it says,
are the most common causes of claims rejections.

• ZIP code: Claims have to carry the full nine-digit
ZIP code for both the provider location and the facili-
ty location. Some systems are not capturing the full
nine digits.

• Address: Use the physical address for both the
provider and the facility. Version 5010 does not allow
Post Office box addresses for submitting claims.

It is okay, however, to use a Post Office address for

little bits
of useful information
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payments and correspondence, but that should be
shown as the pay-to address.

• National Provider Identifier, or NPI: In the past it
was okay to use the employer’s tax ID number or
Social Security number to identify the provider. But
Version 5010 doesn’t allow that. It will only accept
the NPI as the primary identifier.

� � �

Checking on the doctors’
meaningful use standing

Medicare is now posting a list of all providers who
receive incentive payments for EHR meaningful use.
It shows providers who have attested to meaningful
use and who have receive an incentive payment, and it
will be updated every quarter.

The list is available in PDF format at http://www
.cms.gov/Regulations-and-Guidance/Legislation/EHR
IncentivePrograms/downloads/List_of_providers_paid
_508.pdf.

It is also available as a tabular CSV file that can be
opened in most spreadsheet programs. The CSV file
will sort the information by name, medical speciality,
and state. It is available at https://www.cms.gov/
Regulations-and-Guidance/Legislation/EHRIncentive
Programs/Downloads/EP-ProvidersPaidByEHR
Program-March2012.zip.

� � �

Clarifying the difference
between NPIs and PTANs

A point that Medicare says is confusing a lot of
offices is the distinction between the National Pro-
vider Identifier, or NPI, and the Provider Transaction
Access Number, or PTAN.

Medicare explains it this way.
The NPI is a national identifier that came about

from HIPAA. It’s a provider’s personal identifier for
getting claims processed, both Medicare and commer-
cial. It replaces all the individual payer ID numbers,
including the Unique Physician Identification Number,
or UPIN.

Each provider (doctor, nurse practitioner, PA, and
so on) gets one NPI. It lasts for a lifetime and follows
along wherever the provider practices.

It’s a 10-digit number. The first nine digits are the
identifier and the last is simply a check digit that
detects keying errors. The NPI is only for identifica-
tion. It doesn’t carry any information about the indi-
vidual such as medical specialty or location.

The office has to share its providers’ NPIs with any

suppliers or payers or other providers who need them
for billing.

Individual doctors get one NPI for themselves – an
Entity Type 1 Individual. Groups and corporations
also get an NPI – an Entitly Type 2 Organization.
Thus, a sole practitioner who is incorporated gets one
of each.

The PTAN, on the other hand, is a separate ID and
is used only for Medicare – not commercial payers. It
comes with the Medicare enrollment approval letter.
Doctors get one PTAN for each group or entity they
work with.

The PTAN isn’t used for billing. It’s simply an ID
that providers and groups use when they contact
Medicare for assistance or use the online services.

Medicare keeps both numbers in the Provider
Enrollment Chain & Ownership System, or PECOS,
and it recommends that managers check the records of
their individual providers to make sure the informa-
tion is correct and updated.

To access the PECOS record, go to https://pecos.
cms.hhs.gov/pecos/login.do. �

Be careful of retaliation;
it’s the claim employers
are getting hit with most

What’s the single greatest employment law risk
managers now face?

Retaliation claims.
The EEOC reports that retaliation claims have been

on the upswing for 10 years and now sit at the top of
the list of complaints. And it’s easy to complain about.
An employee can cry retaliation – and the office can
be forced to pay out a lot of money – even if the origi-
nal claim it’s based on is found to be groundless.

Almost all offices are at risk, caution attorneys
JENNIFER H. KEATON and LORENE F. SCHA-
EFFER, mediators at One Mediation, an Atlanta com-
pany that provides mediation services and investiga-
tions for workplace disputes. While some types of
retaliation claims are limited to employers with a cer-
tain number of employees, others apply to all employ-
ers, regardless of size,

a broadening definition
Retaliation is an adverse action taken against an

employee because that person has participated in
some protected activity such as filing a claim of
harassment or complaining about work conditions.

“It’s an intentional act,” Keaton explains. “It’s an
effort to dissuade or chill an employee’s willingness
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to speak up” about some workplace wrongdoing.
And the scope of retaliation claims is broad and

getting broader.
Retaliation is obvious when the office terminates or

demotes somebody or gives that person less desirable
tasks or cuts the pay.

But few managers are aware “that a poor perfor-
mance review that has no impact on compensation can
support a valid retaliation claim.” And that applies
even if the employee gets a raise.

A change in social treatment can also be considered
retaliation. Excluding an employee from meetings she
previously attended or not inviting somebody to lunch
as in the past can be considered retaliation. So can
communicating via e-mail when in the past the com-
munication was personal.

It can even extend to situations where the office
gives birthday parties to everybody “except So-and-So
who recently filed an age discrimination claim.”

a widening number of claimants
Also growing is the scope of who can file a retalia-

tion claim.
In a recent case, an employee said he was fired in

retaliation for the fact that his fiancé – who worked
for the same company – filed a discrimination claim.

And he won.
That’s something no one would have thought of

earlier, she says. It’s not unknown for a family mem-
ber to claim retaliation, “but he wasn’t even a family
member. He was a fiancé.”

The court’s reasoning was that punishment or retali-
ation can take many forms, and “the Mafia technique”
is one of them.

more protected activities too
Along with that, the definition of protected activi-

ties has expanded, Schaeffer says.
Most managers are aware, for example, that com-

plaining about harassment or overtime is protected
and can therefore support a retaliation claim.

But the complaint may be no more than somebody
“grumbling about pay” without ever filing an actual
complaint or even notifying the office of it in writing.

If there’s an oral complaint, that’s a protected activ-
ity, and it can support a cry of retaliation.

use a sharper magnifying glass
To keep the office safe, Keaton says, whenever it’s

necessary to take any negative action against a staffer
who has engaged in a protected activity, handle the
matter with extreme caution.

Engaging in a protected activity “isn’t an immunity
blanket or shield.” People still have to perform their

duties and follow the office’s procedures and require-
ments.

But it does put a layer of caution on that person,
Thus, before taking any employment-affecting action,
the manager should analyze the situation “with a
sharp magnifying glass to make sure it’s objective and
based on past practices.”

Ask questions such as
• Are we picking on this person?
• Were we concerned about this person’s perfor-

mance or behavior before the protected activity took
place?

• How have we handled performance issues like
this in the past? Are we treating this person the same
way we’ve treated everybody else?

That last point is perhaps the most telling, Schaefer
says, because the mantra of retaliation safety is “busi-
ness as usual.”

Suppose the office installs a camera to monitor
what’s going on and sees a staffer – who recently
complained of sexual harassment – doing something
that warrants firing. If the camera runs full time and
monitors everybody, that’s fine. But if it’s only moni-
toring the area where the staffer works, “that’s a
change in how the workplace is being managed.”

put everybody on alert
Another safety element is to keep the doctors and

supervisors updated on any protected activities that
are taking place, Keaton says.

As soon as there’s a complaint or a discrimination
claim, tell them what has happened and explain that
any action taken against that staffer has to be a prov-
able business necessity.

In addition, make sure no physician or supervisor
who is the target of a workplace complaint or is
involved in the investigation participates in any deci-
sions affecting the staffer’s job.

Decisions have to be made at arm’s length, prefer-
ably by someone outside the picture such as an HR
person.

If the office is too small for that, bring in a consul-
tant or an attorney to review the situation and decide
whether the action being taken is based on objective
criteria or could be construed as retaliation.

And even then, make every present the situation
objectively. In the past, it was enough to hand the
information over to an outsider for evaluation, and
because that person didn’t have a dog in the fight, the
decision was considered fair.

Now, however, the employee will argue that the
person who prepared the information for the outsider
slanted it. The office needs to be prepared to give
unquestionable proof that the decision was not and
could not have been affected by the employee’s earlier
protected action. �
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benefits to patients
Sets up temporary insurance plans for people who

have pre-existing conditions and have been uninsured
for at least six months. This ends in 2014 when insur-
ance companies will be required to cover anybody
who applies, regardless of health status. – 2010

Children up to age 26 can stay on their parents’
insurance plans. – 2010

No lifetime limits on coverage; insurance coverage
cannot be dropped except for fraud; children cannot
be denied coverage because of pre-existing conditions
and neither can their pre-existing conditions be
excluded from coverage. – 2010

Medicare patients who reach the Part D doughnut
hole in drug coverage get a $250 rebate. – 2010

Temporary reinsurance for people over age 55 who
are retired and don’t qualify for Medicare. This pro-
gram will not continue past 2013. – 2010

A new website (www.healthcare.gov) opens for con-
sumer information on private insurance coverage and
premiums. – 2010

Patients no longer pay for Medicare-covered pre-
ventive services. Also, the deductible for colorectal
cancer screening is eliminated. – 2011

New federal subsidies for brand-name prescriptions
filled under Medicare Part D further close the gap or
doughnut hole in prescription coverage. – 2013

Medicaid is expanded to anyone who doesn’t quali-
ty for Medicare and is under age 65 with an income
up to 133% of the federal poverty level – 2014

Subsidies and tax credits go to people with incomes
from 133% to 400% of the federal poverty level for
buying exchange insurance. – 2014

promoting home care
States must expand Medicaid coverage to home

and community-based services. – 2010

Medicaid Long-Term Care Services – funding is
provided to set up long-term care services in noninsti-
tutional settings. – 2011

“Independence at Home” demonstration project is
set up to provide primary care services to chronically
ill patients in the home setting. – 2012

promoting primary care
Pays a temporary 10% bonus to primary care

providers and also to general surgeons in health pro-
fessional shortage areas. This ends in 2015. – 2011.

Establishes Teaching Health Centers to increase the
primary care workforce. – 2011

Redistributes money to hospitals for graduate med-
ical education in outpatient settings. – 2011

Increases Medicaid payments for primary care to
the Medicare level during 2013 and 2014. – 2013

promoting preventive care
$5 billion annually during 2010-2014 and $2 billion

a year thereafter allotted to public health and disease
prevention programs. – 2010

Federally Qualified Health Centers and National
Health Service Corps programs are made permanent,
and their funding is increased for 2010 through 2015.
These organizations provide primary and preventive
care on a sliding pay scale. – 2010

A 1% increase in federal money given to state
Medicaid programs for preventive services provided
at no cost to patients. – 2013

promoting wellness
Grants are provided to small employers to set up

wellness programs. – 2011

Food sold in chain restaurants and in vending
machines has to carry information on its nutritional
content. – 2011

The Affordable Care Act
– its 92 provisions –

Here is an outline of the 92 provisions of the Patient Protection and Affordable Care Act. The U.S.
Supreme Court has settled the question of whether requiring people to buy health care insurance is consti-
tutional by ruling that the requirement is a tax. Thus, the law proceeds.

On these four pages are the patient benefits and health delivery changes found in the ACA plus the
taxes and penalties that will fund it all. After each is the year in which the item takes effect.
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Provides Medicaid funding to states to set up
lifestyle programs to prevent chronic disease. – 2011

Employers can give employees up to 30% of the
cost of participating in a wellness program. – 2014

promoting quality of care
No federal money paid to state Medicaid programs

for treatment of hospital-acquired infections. – 2011

Establishes a value-based purchasing program
whereby hospitals are paid on performance and quali-
ty measures. Similar programs are to be developed for
nursing facilities, home health agencies, and ambula-
tory surgery centers. – 2012

Readmissions to hospitals are paid for at a reduced
rate. – 2012

Medicare payments for hospital-acquired infections
are reduced by 1% after they reach a certain level. –
2014

children’s programs expanded
Establish a commission to expand Medicaid and the

Children’s Health Insurance Program to include more
adult services. – 2010

Funding for state Children’s Health Insurance Pro-
grams is extended to 2015. – 2013

A 23% increase in federal matching funds for CHIP
services. – 2015

the insurance exchanges
Provides grants to states to start setting up the

health insurance exchanges, which are the core of the
program. – 2011

States must report on how they will set up their
insurance exchanges. – 2013

Nonprofit, member-run insurance companies called
Consumer Operated and Oriented Plans (CO-OPs) are
set up. – 2013

The state exchanges have to offer four levels of
plans. The lowest level includes an essential benefits
package, and the others go up from there. – 2014

States can set up basic health plans for people in the
133% - 200% federal poverty level who would other-
wise receive subsidies in the exchanges. – 2014

Sets up state-based health insurance exchanges for
individuals and small businesses with no more than
100 employees. – 2014

Each exchange has to offer at least two multi-state
plans. One has to be provided by a nonprofit entity,
and one cannot cover abortions beyond what is per-
mitted by federal law. – 2014

States can form health care choice compacts where
several states provide health plans jointly. The insur-
ers can then sell their policies in all the participating
states. – 2016

help to small businesses
Tax credits on health insurance costs are provided

to businesses that have no more than 25 employees
and whose average annual salaries are below
$50,000. – 2010

new care delivery systems
Gives states matching payments for two years to

set up medical home projects for Medicaid patients.
These are physician teams that provide comprehensive
care. – 2011

Accountable Care Organizations are set up. The
ACOs provide full care plans and, by coordinating
care among providers, spend less than what Medicare
would ordinarily spend caring for those individual
patients. They then get a share of the amount of
money they save. – 2012

new payment methods
Sets up the Center for Medicare and Medicaid

Innovation to develop new ways to reduce costs such
as bundled payments, comprehensive primary care,
and coordinating Medicare/Medicaid care for patients
who qualify for both – 2011.

Medicaid payment demonstration projects are set
up to test bundling provider and hospital payments for
individual episodes of care. – 2012

Sets up a program to develop bundled payment sys-
tems whereby hospital and physician services for indi-
vidual episodes of care are paid in one lump sum and
apportioned out according to who does what. – 2013

paying for it – physicians
(The ACA does not directly address physician pay-

ments. However, the new payment methods outlined
above will require stringent efficiencies that will
greatly decrease many payments to doctors.
On the positive side, the new payment methods will

also set out bonus opportunities.)
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paying for it – institutions
Medicare payments to hospitals are decreased and

then paid out according to productivity – 2010

Nonprofit hospitals are required to assess commu-
nity needs and set up financial assistance policies or
pay a $50,000 annual tax. – 2010

The pay calculation for hospitals is changed so that
the basic payments hospitals get are decreased. – 2012

New screening and reporting requirements to detect
fraud in Medicare, Medicaid, and CHIP. Hospitals
have to pay an annual fee to fund these efforts. –
2012

A 2.3% excise tax on the sale of taxable medical
devices – 2013

Payments to Medicare Disproportionate Share
Hospitals are reduced by 75% and then reset accord-
ing to the percentage of patients who are uninsured
and the amount of uncompensated care the hospital
provides – 2014

Reduces federal Medicaid payments to hospitals
that serve a disproportional share of indigent patients.
– 2014

paying for it – the states
States must provide Medicaid coverage for adults

who don’t have children and whose incomes are below
133% of the federal poverty level. – 2014

paying for it – drug manufacturers
Increases the rebate that drug manufacturers have to

pay for brand name drugs provided to Medicaid
patients. – 2010

Drug manufacturers have to give a 50% discount on
brand-name prescriptions filled under Medicare Part
D. Also, federal subsidies are set up for generic drugs
filled within the Part D coverage gap, or doughnut
hole. – 2011

Drug manufacturers have to give discounts to sole
community hospitals, critical access hospitals, and
some children’s hospitals. – 2010

New annual fees are imposed on drug manufactur-
ers – 2012

paying for it – individuals
Imposes a 10% tax on indoor tanning services –

2010

Tax-free health savings accounts cannot be used for
nonprescription drugs; the amount spent on nonquali-
fied expenses is taxed at 20%. – 2011

Medicare premiums are increased and coverage is
decreased for individuals with incomes above $85,000
and couples with incomes above $170,000. – 2011

The tax deduction for unreimbursed medical
expenses is changed from 7.5% to 10% of the adjusted
gross income, thereby reducing the amount people can
deduct for those expenses. – 2013

Contributions to flexible spending accounts are
reduced to $2,500. – 2013

A 0.9% increase in Medicare Part A tax for individ-
uals making more than $200,000 and couples making
more than $250,000. An additional 3.8% tax on
unearned income for higher-income taxpayers. – 2013

Elimination of the tax deduction for employers who
provide prescription drug plans for retirees who are
eligible for Part D coverage. – 2013

Individuals are required to have insurance. This is
the mandated coverage and what the Supreme Court
has ruled is a tax:

2014 – whichever is greater: $95 per adult and
$47.50 per child up to $285 for a family,
or 1% of family income

2015 – whichever is greater: $325 per adult and
$162.50 per child up to $975 for a family,
or 2% of family income

2016 – whichever is greater: $695 per adult and
$347.50 per child up to $2,085 for a family,
or 2.5% of family income

2017 onward – increased by cost of living. – 2014

paying for it – employers
Employers with 50 or more employees start paying

penalty taxes as follows:
If the employer does not provide coverage and one

employee gets a tax credit in an exchange,
$2,000 a year per full-time employee beyond
the first 30 employees.

If the employer does not pay 60% of the cost,
$3,000 a year for each employee who gets a
tax credit, with a cap of $2,000 for each
employee beyond the first 30. – 2014

paying for it – Medicare Advantage
Increasingly lowers payments to Medicare

Advantage plans and also prevents Advantage plans
from increasing their patient-pay amounts. – 2011
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Medicare Advantage plans get lower rebates though
they can get bonus money if they meet quality stan-
dards. – 2012

Medicare Advantage plans have to have medical
loss ratios no lower than 85%. – 2014

paying for it – insurance companies
Insurance companies pay a new excise tax based on

their market share. – 2014

Sets up a temporary reinsurance program whereby
the government collects payments from insurers to
give to plans that cover high-risk patients. – 2014

Insurers pay a 40% excise tax on employer-spon-
sored plans that cost more than $10,200 for individual
coverage or $27,500 for family coverage. – 2018

new insurance requirements
Insurers have to justify unreasonable premium

increases to the government. – 2010

New health plans have to allow consumers to
appeal coverage decisions. – 2010

New health plans have to cover – at no cost to the
patient – 45 preventive services, including immuniza-
tions and screenings for women and children. – 2010

Insurers have to spend from 80% to 85% of their
premium dollars on clinical services and pay rebates
to the people they cover if they don’t. – 2011

Insurers are required to give applicants and
enrollees a standard summary of the benefits and cov-
erages they provide. – 2012

Insurance has to be provided regardless of health
status; premiums can vary only on age, geographic
area, family composition, and tobacco use. – 2014

No annual limits on coverage. – 2014

reducing malpractice claims
Medical Malpractice Grants – funds state projects

to reduce malpractice claims through injury preven-
tion, doctor-patient communication, faster insurance
compensation to patients, and lower malpractice pre-
miums. – 2011

preventing fraud and abuse
Suppliers of medical products must disclose any

financial relationships they have with providers, and
vice versa. – 2013

new government control groups
Patient-Centered Outcomes Research Institute –

evaluates the effectiveness of various medical treat-
ments. – 2010

Health Care Workforce Commission – collects data
on health care occupations, including loan programs,
training programs, and the number of health workers,
and recommends education and training activities. –
2010

National Prevention Council – develops national
standards for disease prevention, health promotion,
and public health. – 2010

Medicare Independent Payment Advisory Board is
funded. This group proposes new laws to reduce
Medicare spending if the spending goes beyond a cer-
tain rate. – 2011

Medicare Independent Payment Advisory Board
must give first recommendations on proposed new
laws to reduce Medicare spending if the spending
goes beyond a certain rate. – 2014

National Health Care Quality Strategy and Plan –
an annually updated plan that establishes goals for
health care delivery, patient outcomes, and public
health. – 2011

generic drugs
The FDA can approve generic drugs; manufacturers

get 12 years of exclusive use of brand-name drugs
before generics can be sold. – 2010

Medicare and Medicaid eligibility
Sets up a new federal office to coordinate care for

patients who are eligible for both Medicare and
Medicaid. – 2010

Hospitals can make presumptive eligibility determi-
nations for Medicaid-eligible patients. – 2014

miscellaneous
Sets up the Therapeutic Discovery Project that

gives grants and tax credits during 2009 and 2010 to
organizations with no more than 250 employees to
develop projects that produce new treatments and
reduce the cost of care. – 2010

Increases government data collection on race, eth-
nicity, sex, primary language, disability, and under-
served areas. The purpose is to reduce health care dis-
parities. – 2012 �
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Start ICD-10 training with
the office’s diagnosis codes
BY THERESE M. JORWIC, MPH, RHIA CCS, CCS-P, FAHIMA

One of the best ways to prepare for ICD-10-CM is
to list the office’s most frequent diagnoses and see
how they will translate to the new codes.

A good example is the coding for myocardial
infarction, or heart attack, because many offices treat
that diagnosis. It occurs when the blood supply to part
of the heart is stopped. There is ischemia, or insuffi-
cient supply of blood, and the result is an infarct,
which is an area of dead tissue in the heart muscle.

With both ICD-9-CM and ICD-10-CM, there are
three ways to code it – as current, chronic, or old.

first, the ICD-9-CM codes
Current: In ICD-9-CM, current MIs are coded in

category 410. Current is defined as the time of onset
up to eight weeks, because ICD-9-CM assumes it
takes eight weeks for the heart to heal.

The notes say to use 410 for any acute MI with a
duration of eight weeks or less.

Use it every time the patient comes in during those
first eight weeks, even if the patient gets well during
that time and no matter what the reason for the visit. If
the patient comes in for treatment of a broken bone,
for example, 410 won’t be the first-listed code, but it
should appear in the record.

There are fourth digits to show the location of the
infarct – anterolateral wall, inferolateral wall, infero-
posterior wall, and so on.

And there are fifth digits to show if the episode of
care is initial, subsequent, or unspecified.

The initial care almost always takes place in a hos-
pital or emergency setting. (And if the patient is
brought first to one hospital and then transferred to
another for treatment, both hospitals code initial care.)

For care provided in the medical office, however,
the episode of care is usually subsequent, because in
the office setting, the patient gets follow-up care, per-
haps evaluation to see if further treatment or rehab
services are needed.
Chronic: A chronic MI is a heart attack with symp-

toms such as shortness of breath or chest pain that
continue beyond eight weeks. The codes here are in

the 414 category, which covers “other forms of chron-
ic ischemic heart disease.”
Old: An old MI is a heart attack that occurred more

than eight weeks ago and has healed. The site of the
MI is still visible via the ECG, but the patient no
longer has symptoms,

For old MIs, there is just the one code of 412 – no
fourth or fifth digits.

An old MI is always codeable and can be used as a
secondary diagnosis every time the patient comes in,
because anybody who has had one MI is prone to have
another. What’s more, an old MI is usually germane to
the care. It has to be taken into account for treatment
for hypertension, diabetes, cancer, and so on.

and now for the ICD-10-CM codes
Current: There are two changes here.
First, the eight-week rule becomes a four-week rule.
That’s because ICD-9-CM came about in the 1970s

when heart attacks were often fatal. Since then, new
medications and procedures have improved the sur-
vival rate, and ICD-10’s medical reviewers deter-
mined that the recovery time period warranted adjust-
ment. So four weeks – not eight – is now the standard
time for current MIs.

As for the coding, remember that the ICD-10-CM
codes are made up of both letters and numbers, and
the first character is always a letter. The category for
initial MIs is I21.

The second change is that ICD-10-CM has a sepa-
rate category to show additional heart attacks that
occur during the four-week period. Right now, there’s
no way to show a subsequent MI during the current
period. It has to be coded instead as a new MI.

The category is I22. That code can’t stand alone but
has to be accompanied by an I21 code to show the
second MI occurred within the four-week period.

What if there’s a third MI at another site in the
heart during the four-week period? Use I22 twice and
also code the site of the new MI.
Chronic: Just as with ICD-9-CM, a chronic MI is

one where the symptoms extend beyond the current
period. And there is just one code – I25.9 (chronic
ischemic heart disease, unspecified).
Old: Old MIs also have just one code, and it is

I25.2 (old myocardial infarction). It applies to MIs
that have healed and also to past MIs that are diag-
nosed by an ECG but don’t have any current symp-
toms.
Therese M. Jorwic, MPH, RHIA, CCS, CCS-P,

FAHIMA, is assistant professor of health information
management at the University of Illinois at Chicago
and senior consultant for MC Strategies in Atlanta.
She is also coauthor of ICD-10-PCS: An Applied

Approach, published by AHIMA Press. �

ICD-9-CM and CPT
coding update
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To keep the office safe from
charges of fraud and abuse,
watch these five laws

Where is the Office of Inspector General is search-
ing for Medicare fraud and abuse in medical prac-
tices?

It’s looking for violations of these five laws.
• False Claims Act. This covers false and fraudu-

lent claims. Penalties are tremendous. And there is a
whistleblower provision that allows anybody – hospi-
tal, staffer, patient, or another physician – to report
false claims and get a large percentage of the recov-
ery. Beyond the penalties, there is prison time.

• Anti-Kickback Statute. It prohibits accepting
any payment or reward for patient referrals. Doctors
“are an attractive target for kickback schemes,” the
OIG says, because they decide on the drugs, services,
supplies, and referrals for their patients.

What about waiving or reducing fees? Doctors can’t
routinely waive copays and can’t advertise that they
will forgive copays. However, it is okay to waive an
individual copay if the patient can’t afford it or if col-
lection efforts fail. It’s also legal to provide free or
discounted services to uninsured patients.

Another point: accepting gifts from a drug or DME
supplier is never allowed, even if the doctor was
already using the product.

• Physician Self-Referral Law. This is the Stark
law. It says doctors can’t make referrals to health ser-
vices in which they or their immediate families have a
financial interest.

Those include lab, therapy, radiology, radiation,
DME, nutrition, prosthetics, home health, drugs, and
hospitals. There are exceptions, but they are very nar-
row.

• Exclusion Statute. Any provider who has been
convicted of federal health care crimes cannot bill

directly for services under a federal health care pro-
gram – Medicare, Medicaid, TRICARE, and VHA.
Neither can a group or clinic bill for that provider’s
services.

That applies to convictions of Medicare or
Medicaid fraud, patient abuse or neglect, health-relat-
ed fraud and theft, and unlawfully manufacturing, pre-
scribing, or dispensing controlled substances.

The excluded provider doesn’t bear the brunt of the
law alone. It’s the office’s responsibility to make sure
it doesn’t employ or contract with any person or entity
that is excluded from Medicare. If it doesn’t, and if a
violation occurs, the office can be forced to pay penal-
ties as well as refund to the government whatever
amount was billed under the excluded provider’s
name.

For background checking, the OIG has a list of
excluded persons and entities at http://oig.hhs.gov/
fraud/exclusions.asp.

• Civil Monetary Penalties Law. This law gives
the OIG the authority to set penalties of 10,000 up to
$50,000 for various violations.

Some examples:
– billing for items or services that weren’t provided

or that aren’t supposed to be billed for,
– violating Medicare assignment provisions,
– violating the Medicare physician agreement,
– giving false information to influence a hospital

discharge decision,
– failing to provide adequate screening for a patient

with an emergency condition or who is in labor, and
– giving false information for participation in feder-

al health care programs.
The OIG has a readable outline of the fraud and

abuse requirements at http://oig.hhs.gov/compliance/
physician-education/roadmap_web_version.pdf. �

another of those people issues:

How to respond when staff
complain that somebody is
getting favored treatment

Here is yet another issue just about every manager
has to face: how to respond when staff complain that
somebody is getting preferential treatment.

The solution is to step back and analyze what’s
going on, says MARJORIE K. TREU of Team
Fusion, a management coaching and consulting firm
in Lawrenceville, GA.

Categorize the preferential treatment.
There are two types. One is preferential treatment

that’s blatantly unfair, and the other is preferential

by john chase



treatment that’s not preferential at all but a necessity.
Either way, the manager has to address it.

when it’s blatantly unfair
On the unfair side of the issue, people get special

treatment because they wind up in special circum-
stances.

The staffer may work for a doctor who simply can’t
say no. Or it could be nepotism. Or maybe the staffer
is productive to the point that the doctors don’t want
to risk losing the good work.

The only solution is to go to the physician responsi-
ble for the problem and explain what’s happening and
try to put things to right.

Start off with deference to the boss: “This may or
may not be my place.”

Then explain the situation: “The other staff are
complaining that Staffer Preferred is getting special
treatment in that . . . ”

Then focus on the damage. Gather some numbers
and put the emphasis on the bottom line: “Here’s what
I’m seeing – low morale, too much time wasted talk-

ing about it, and people reluctant to take on additional
work. As a result, our production is low and it’s
affecting our billing by $X.”

The money is the clincher.
Then ask “what explanation can I give the other

staff as to why this person gets favored treatment?”
It’s quite possible the doctor has no idea the

favoritism “has filtered through to the organization”
and isn’t aware of the damage it’s causing.

when it’s a necessary indulgence
On the other side of the issue is preferential treat-

ment that’s necessary.
That might happen, for example, when a staffer gets

extra time off as a part of FMLA leave. Or maybe a
staffer works from 10:00 a.m. to 6:00 p.m. because
those are the hours the job demands.

In those situations, Treu says, the manager needs to
do some explaining to staff – but within limits.

With privacy situations such as the FMLA leave,
point out that some things just aren’t up for conversa-
tion: “There are things I’m more than happy to share
with you, but there are also things I’m not allowed to
share with you because of ethical or legal require-
ments.”

Also point out that the circumstances surrounding
what appears to be somebody’s preferred status are
private, “and everybody else would want the same
consideration.”

Explain too that “fair doesn’t always mean equal.”
No matter what the job, fairness demands that the

manager make decisions “based on the circumstances
of the employee” and that what may look like favor-
itism is just fair treatment of the employee’s circum-
stances.

watch for the jealousy factor
There’s another factor to be aware of, Treu says,

and it is that the real problem may not be the per-
ceived favoritism at all but jealousy. The others want
whatever privilege the favored staffer has.

For that reason, the response has to include two
more elements.

First, make it clear that just because one employee
is allowed some leniency doesn’t mean everybody
else is entitled to the same privilege.

And second, explain that each situation has to be
based on the requirements of the job “and job A is
going to be different from job B.”

If the complaining persists, ask some telling ques-
tions: “Why is that important to you?” and “Why do
you think your jobs need to include that?”

And if the matter remains unsettled, continue with
“let’s look at your job descriptions. Is there something
about them you want to talk about?” �
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