
One of the main questions MOM gets from man-
agers is how to comply with the Fair Labor Standards
Act, which governs overtime.
There’s no room for FLSA error. Violations carry

heavy penalties and tremendous wage paybacks.
And even if the office is in the right, there’s the

cost of legal fees plus the time lost to producing years
of payroll records.
Here are a few of the most confusing areas – comp

time, break time, lunch time, double time, and travel
time. They are explained by employment law attorney
DALE R. BURMEISTER, a partner with the firm of
Harvey Kruse in Detroit.

not comp time but a time-off plan
What are the requirements for giving comp time

instead of overtime pay?
If the total hours an employee works in one work

week are not more than 40, the FLSA’s overtime
requirements don’t kick in.
But once the hours exceed 40, overtime pay is

required.
Comp time is time off given instead of overtime

pay. Most private employers use the term, but actually
only government entities can give comp time, Bur-
meister explains. Private employers can’t.
What private employers have to use is what’s called

a time-off plan, which is just like comp time but with
two main differences.
One is that the leave has to be taken during the

same pay period as the extra hours are worked.
And the other is a provision that few offices are

aware of. The time off has to be paid in the same way
as overtime – at a rate of time and a half.
So suppose a staffer puts in two extra hours

Monday night and the manager decides to give time
off instead of paying overtime. The time off has to be
taken during that same week, and it can’t be just two
hours. It has to be time and a half, which means the
staffer gets three hours.
Whether money or minutes, time and a half is time

and a half. Otherwise, the employee isn’t getting true
compensation for the overtime.

break time – a 20-minute cutoff
Are employers required to allow break times?
They are not, Burmeister says. But there is a new

exception to that, and it comes from the health care
reform law.
The Patient Protection and Affordable Care Act car-

ries an amendment to the FLSA that says an employer
has to allow reasonable break times for nursing moth-
ers to express milk. And they have to allow it for one
year after a child’s birth.
Along with that, the employer has to provide a pri-

vate place for the mother that’s free from intrusion
and shielded from view. The office lavatory isn’t suf-
ficient.
The law doesn’t specify how many breaks have to

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

Two spreadsheets, three colors
track licensing, bills, and lab tests
In Warren, OH, the manager of a single-physician internal medi-

cine practice keeps track of licensing, bills, and lab results with the
simplest of methods – spreadsheets and colored tags on the charts.
For the licensing and bills, there are two spreadsheets, explains

MARY STOREY, who manages the eight-staff practice of Michael
T. Snitzer, MD.
One is for the doctor’s professional responsibilities – license

renewals, hospital dues, continuing education, and so on – plus his
personal responsibilities such as car tag renewal.
That same sheet also covers the licensing requirements for staff.
The other is for ongoing office items such as OSHA training,

warranty renewals, malpractice premium payments, and rent.
For each item there’s one column for the due date and another to

show the date it’s taken care of. And in a third column, Story enters
the date when it’s due again.
The office doesn’t always get a notice for those things, she says.

Or there may be a notice only when something is past due. And
some carry penalties. Just reviewing the spreadsheets at the begin-
ning of each month ensures nothing slips by unnoticed.
As for the lab results, the tracking is equally simple – green, red,

and yellow folders.
Each day when test results come in, the office puts them into the

folders according to normal (green), needs to be addressed immedi-
ately (red), and needs to be addressed at a follow-up appointment
(yellow).
The results are then filed in the charts, and the charts get corre-

sponding green, red, and yellow tags.
Green-tagged charts are set aside for the doctor to review later.
Red-tagged charts go to the doctor immediately.
For the yellow-tagged charts, the office sets follow-up appoint-

ments and flags the dates. Then if the patient is a no-show, it resched-
ules or otherwise makes sure the patient speaks with the physician.
For safety, the green, red, and yellow folders are kept in separate

areas so staff can file only one color at a time. That way, a staffer
can’t file a test result without flagging the folder correctly.
For added safety, the office tells patients to call for their results.

It also puts a notice on the paperwork the patient receives that “you
are responsible for calling for your test results.” From the time the
physician writes the order to the time the results come in, the paper-
work has been touched by many hands, Storey says. And a mistake
could happen at any point.
If you have a system that helps operations, we’d like to write

about it. Contact Susan Crawford, telephone 404/367-1991, fax
404/367-1995, or e-mail susancrawford @ardmorepublishing.com.
We pay $100 for every idea we write about in this column. �
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(continued from page 1)
be allowed. It simply says the mother can take as
many as are necessary.
As to paying for that time, if the employer doesn’t

pay for other break times, it doesn’t have to pay for
the new-mother breaks either.
However, if the employer does pay for breaks, it’s

paid time.
Aside from that exception, there is no FLSA

requirement that a private employer provide break
times or even meal periods. And that can be a necessi-
ty in some jobs such as laboratory work where it’s
impractical for people to take breaks from what they
are doing.
Beyond that, is the office required to pay for the

break times it does allow?
For short breaks of from five to 20 minutes, yes,

Burmeister says. The Department of Labor’s Wage
and Hour Division says those breaks are “common in
industry” and promote efficiency “and must be count-
ed as hours worked.”
But 20 minutes is the limit. Periods longer than that

are not considered work time, so paying or not paying
for them is the office’s own choice.

a caution about lunch breaks
Two words of caution about lunch breaks and any

other breaks longer than 20 minutes.
First, if the office doesn’t pay for them, it needs to

require everybody to sign in and out so there can be
no argument that a staffer worked during lunch and
should have been paid overtime but wasn’t.
And second, if there’s no pay for the lunch breaks,

the employee has to be “completely relieved from
duty” during that time. If a staffer does even the
smallest of jobs such as being available to answer a
phone that never rings, that’s work time and has to be
paid for and can count as overtime.
There are sophisticated and high-tech ways to track

that, he says, but for most offices the easiest way is to
keep a sign-out sheet at the front desk.
Overtime violations are serious business, Burmeis-

ter cautions.
If a violation is unintentional, the employer has to

pay all the overtime for the past two years. If it’s
intentional, the payback time is three years, and some
states go back farther than that. In New York, for
example, it’s six years.
Yet violations happen often, and many times with-

out anyone’s realizing it.
It’s not uncommon for a secretary to claim that “I

had already punched the time clock and was walking
out when the boss said, ‘Can you help me for a few
minutes? I need to get some stuff in the mail before
you leave.’”
Or the claim might be “yes, I have a scheduled

break time, but I hardly ever get to use it.”
It may be only a 15-minute break, and the staffer

may actually miss it only one day a week, “but it’s
amazing how little bits of time can add up” over a
two-year period.
He adds that today’s employees are aware of what

hours they work and what pay they are due. The
Department of Labor even has a Smartphone applica-
tion called DOL-Timesheet that lets people record
their work hours and calculate what their overtime
pay should be.
The application is free and can be downloaded at

http://www.dol.gov/dol/apps/timesheet.htm.

double time? not necessary
When does overtime get paid as double time?
There is no FLSA requirement that employers pay

double time at all, Burmeister says, and that includes
weekends and holidays.
Double time comes into play with unions where

collective bargaining agreements and employment
contracts often require that employees get double time
after a certain number of hours or on certain holidays.
But for private, nonunion employers, there is no

such requirement. If double time is paid – and some-
times it is – “it’s a matter of agreement between
employer and employee.”

travel time gets paid
Is travel time work time?
In most circumstances, yes.
The time spend driving or flying to an out-of-town

work conference has to be paid for. It’s work time.
What about the time spent at the conference?
The actual work time gets paid for, of course, but

there’s no requirement to count meals or the time
spent sleeping as paid time, he says.
However, if the employee is on call during any of

that time, it’s work time. Or if the employee is repre-
senting the doctors at a dinner, it’s work time.
In town, work travel is work time. If a secretary

does work in two offices, the time spent traveling
from one office to the other is paid time.
What about the drive to and from work? Commute

time doesn’t count.

yes, a doctor can be hourly
Is it possible for a physician to be entitled to over-

time?
“There are situations where that might occur,”

Burmeister says. But they are rare.
The FLSA gives three exemptions from overtime

eligibility, and those are employees in professional,
administrative, or executive positions. So in general,
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the professional exemption puts a doctor outside the
overtime pay picture.
However, that doesn’t apply 100% of the time. Just

because someone carries a professional title doesn’t
mean professional work is being done.
He gives the example of a doctor who is hired part-

time to do nothing more than search through docu-
ments alongside college students doing the same thing
and who has no supervisory authority over the stu-
dents. The doctor isn’t doing anything related to pro-
fessional status and is entitled to overtime.
The reverse is also true. Nurses get overtime – most

of the time. But if a nurse is also supervising five
other clinical staff people, that nurse is probably
exempt.
Don’t just look at the title and assume there is or

isn’t an exemption, he says. “Analyze what’s being
done. The title doesn’t matter.”
It’s always about what the person is doing. �

Questions about superbills,
record documentation, and
charging for record copies
A manager in Florida has asked MOM if offices are

required to give each patient a copy of the superbill
and if so, whether it has to show the diagnosis and
also carry the doctor’s signature. The office’s
Medicare representative is saying it’s a Medicare
requirement.
The answer, however, is no, says VALERIE S.

PRATER, MBA, RHIT, assistant professor of health
information management at the University of Illinois
at Chicago.
The superbill is the office’s internal communication

with the billing department. It’s not a legal document
and neither is it part of the medical record. It’s simply
a form for sending diagnosis information to the billing
department.
For that reason, it does not require the physician’s

signature. What’s more, there is no Medicare regula-
tion that says the patient is entitled to a copy.
On the other hand, an after-visit summary is indeed

a requirement for achieving meaningful use of elec-
tronic health records.
And meaningful use aside, it’s good practice for

any office to give patients after-visit summaries show-
ing what was done, the date of the return appointment,
the prescriptions to fill, the lab work to schedule, and
so on.
It ensures the patient understands everything. It also

serves as legal protection, because it’s documentation

of what information was given to the patient.
Most EHR systems have templates for patient visits

that meet the meaningful use guidelines. Or the office
can design its own format.
Prater adds that whenever a Medicare representa-

tive tells the office to do something that doesn’t seem
correct, the best approach is to ask the representative
to cite the regulation that requires it.

writing in the medical record
Another common question is who can enter infor-

mation into the record.
The answer: in general, any person who is licensed

by the state to provide care – physician, nurse practi-
tioner, social worker, and so on – and who provides
direct care to the patient can enter information.
In addition, anybody whom the physician approves

to interact with patients can enter information. That
includes staff and people such as bereavement coun-
selors.
The office needs a policy specifying who those peo-

ple are. It might say, for example “The persons who
are approved to write in the medical record are clini-
cal practitioners licensed by the state and the follow-
ing (and then list the others).”

making corrections in the EHR
Still another question is how to make corrections in

an electronic record.
Whether paper or electronic, the same rule applies:

an entry can be explained, information can be added,
“but nothing can ever be deleted,” Prater says.
When something is incorrect or shouldn’t have been

entered into the record – whether written or in elec-
tronic format – cross through or highlight or flag the
entry so it can still be read, and put in the correction
beside it. The new information then has to be signed
and dated. And the person who makes the entry is the
one who has to sign it, “not somebody else.”
Do that not just for accuracy but for legal protec-

tion, she says. When a record is brought into court, if
something has been deleted or if it’s obvious some-
body has tried to clean up the documentation, the
office loses.
Keep in mind too that deleted information can

always be retrieved.

copying and pasting
A fourth issue is copying and pasting information in

the electronic record.
There’s nothing wrong with doing that, Prater says.

But be careful.
Don’t copy routine entries without making sure the

information applies exactly to the patient. Same diag-
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nosis does not mean same symptoms. “The documen-
tation has to be customized to the patient.”
And again, a legal concern: The office is going to

make a poor showing in court if standard paragraphs
appear over and over again in different records.

charging for copies
Finally, there’s the issue of how much to charge for

for record copies, including electronic copies.
On the national level, there’s no set amount. HIPAA

says only that the office can charge “a reasonable
fee.” And the American Recovery and Reinvestment
Act, which focuses on adopting electronic health
records, says the same.
It’s also okay to add the cost of labor – though

again, the charge has to be reasonable.
States, however, do have rules on record charges,

and that’s what the office should follow.
The easiest way to find the requirements is to

Google “medical record copy charges” followed by
the name of the state.
Prater points out that in the past, the charge was

always per page. With electronic records, however,
some states have replaced that with the cost of pro-
ducing a CD.
What about HIPAA’s requirements for making

records available to patients?
The rule is that patients can see their records at any

time, but they aren’t entitled to free copies. The office
can still charge a reasonable fee for copying and mail-
ing the records. Also, the office cannot refuse to pro-
vide a copy of the record just because the patient has-
n’t paid for the medical services. �

Good hires come from
good hiring practices,
and here’s what they are
Sometimes the top job candidate just turns out to be

a bad hire. It’s nobody’s fault.
But most bad hires come from bad hiring practices,

says MARGARET HINTZ, SPHR, manager of HR
services at the Atlanta office of Insperity, a national
human resources consulting firm.
Every manager knows the basics of how to hire, but

truly good hiring calls for details that tend to get over-
looked.

do we really need a new staffer?
The most common of all mistakes is hiring too fast.
Don’t start looking for a new staffer or even a new

doctor without first analyzing what the office needs

and doesn’t need and whether the gaps can be filled
without hiring anybody at all.
Look at what staff are doing and how responsibili-

ties are meted out, and evaluate whether the current
structure is appropriate. It’s quite possible all the
work can be covered by moving things around or by
assigning the requirements of the new job to the exist-
ing staff.
Draw up a description of the job – the duties, expe-

rience, education, and training it requires – and identi-
fy which staff have the qualifications to take on those
responsibilities and the time to do the additional work.
Any manager “should have a good sense of who has

the capacity to take on more” and who would wel-
come more challenging work.
If it is possible to distribute the work to current

staffers, present it in a flattering light of “I’m giving
you this opportunity because I know you can handle it
and I’m confident in you.”
The new responsibilities can carry a raise. Or the

office might not pay anything at all but instead give
those staffers additional training and job status.
But for best morale, Hintz says, give the training

and added status plus compensation.

can we support this long-term?
If it’s not possible to distribute the work, take a

hard look at whether the office can afford to bring in a
new hire.
If there’s been recent revenue growth that could

cover the cost, evaluate whether that income is short-
term or long-term. An isolated uptick in business
doesn’t support a long-term hire.
If the life span of the new business isn’t certain,

hire a temporary staffer until it’s clear the growth is
sustainable.

how best to advertise
As to recruiting a new hire, Hintz’s advice is to be

creative.
Advertise on job boards and in social media such as

LinkedIn. Advertise too with professional organiza-
tions. If the job is for an HR person, for example, con-
tact the Society for Human Resource Management.
Another good source of candidates – and one few

managers take advantage of – is the current staff.
They are the ones who best know what the job

requires. They also know people in the industry.
Added to that, “employees want to look good them-
selves, so they bring in people they trust.”

here’s just what we want
Now for the ad.
Give a full picture of the job so people “can make
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an informed decision on whether to submit their
resumes.”
Give the title plus a detailed description of the tasks

and responsibilities required. List the education, expe-
rience, skills, and whatever special training or certifi-
cation is required.
Give the general location of the office to filter out

people who can’t make the commute.
Also describe what type of personality the office

wants to hire, perhaps someone “who can handle a
high volume of work in a fast-paced environment.”

tell me, tell me, tell me
Next comes the interviewing.
Hintz’s advice is to ask questions not about experi-

ence but about behavior, or how the candidate has
handled certain situations in the past, “because that
indicates future behavior.”
Examples: Tell me about a challenge you were able

to overcome. Or Tell me about a time you had to han-
dle a stressful situation; how did you deal with it and
what was the outcome?
Cover whatever elements the job requires. If com-

munication is important, ask about a communication
experience. If there’s project work, ask about a project
and how the candidate formulated the work plan. Or if
the job demands accuracy, Tell me about a time you
made a significant mistake. How did you catch it and
what did you do to correct it?
Evaluate too whether the candidate will fit in with

the rest of the office.
Listen for things that aren’t in line with the office’s

personality and culture and for indications the candi-
date won’t get along with whoever oversees the job.
A good question: What are you looking for in a

future job and manager? Somebody who wants to
work independently is not going to do well with a
micro-managing doctor or supervisor.

beware! the resume could be bogus
The background check is as important as the inter-

view, Hintz says, particularly now, because with jobs
scarce, people are apt to embellish their resumes.
Verify the work history and education and talk with

the references.
She also recommends using a background checking

company to search out criminal activities and motor
vehicle violations.
As to checking out the social media, her advice is to

ask an attorney first. There is a lot of legal argument
about if and how social media can be used in hiring
evaluations.
A final caution: be consistent. Do the same type of

checking and use the same criteria with every candi-
date. �

getting ready for ICD-10-CM

Be prepared for the money
changes ICD-10 will bring;
the news is not so good
Offices need to be aware that ICD-10 may seriously

affect their revenues.
For that reason, the government makes two main

recommendations.
First, cover payments under ICD-10 in all the payer

contract negotiations – and start doing so now.
Because ICD-10 is so detailed, there will be a wide

range of payments for each type of service, much of it
depending on the complexity of the service, and that
can force the office’s revenues up or down.
Getting on track with the coding requirements

ahead of time also means fewer compliance errors and
fewer denials once ICD-10 takes effect.
The second recommendation is to set up a line of

credit to cover cash flow disruptions. And again, do it
now. There will be delays in getting claims processed
and re-processed, and the fault will lie with the payers
as well as with the office’s own errors as staff get
adjusted to the new code system.

be aware of the glitch potential
The government also says to be aware of the impact

the new codes will have on the different types of pay-
ment systems.
• Fee-for-service: Expect to see a large number of

denials because of incomplete and inaccurate transla-
tions from ICD-9 to ICD-10. Some will be due to
payer error; some will be due to office error.
Along with that, expect payment delays while the

errors are worked out.
• Capitation, case rates, and other risk-based mod-

els: The reimbursement amounts and also the risk
adjustment models will be different for the new codes.
They will also be untested.
Correct coding will be especially important here,

because the office will need to show documentation of
the risk and severity of illness it encounters. It’s those
factors that will determine the reimbursement.
• Reimbursement recovery audits: There will be

greater risk of failing RAC audits.
ICD-10 has a greater number of clinical documenta-

tion requirements, and it’s quite likely the office will
be billing for services without having the proper docu-
mentation to support them.
• New payment models such as episode- and perfor-

mance-based reimbursement and accountable care
organizations: Nobody knows what will happen here,
because these systems are too new to have any base
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information on episode-based or performance-based
costs.
Changes in the software will be extensive, and in

the beginning, the payment determinations may be off
base. In addition, while the new code definitions are
being sorted out, the quality measures will see fre-
quent changes.
The new accountable care organizations will have

an especially difficult time, because their payments
depend on many variables that aren’t yet straightened
out with ICD-10. Those include complexity and risk
of services, severity of the illness, and elements such
as complications, “never events,” preventable admis-
sions, hospital-acquired conditions, patient safety, and
patient outcomes, all of which require precise code
definitions that are not yet fully determined. �

What should the office be doing to get ready for
ICD-10?
The Center for Medicare and Medicaid Services

recommends following this checklist. CMS warns that
moving to the new codes will affect every aspect of
patient care and office management.

FIRST, ELECT A LEADER:
Name an ICD-10 manager whose first job is to set

up an ICD-10 transition committee. That group will
handle the entire job of getting the office squared
away with the new codes.
What follows are the main things the committee

will do.

EDUCATE AND TRAIN
• Make a list of everybody who needs ICD-10

training:
– Full coding education will be necessary for

the coding staff.
– Basic coding education will be necessary

for just about the entire office, but especially
the providers, the office manager, the staff
who handle IT, and the front desk staff.

• Arrange for coding classes for the coders.
• Train the rest of the office in the basics.
• Train the providers, coders, and billers in the

documentation the new codes will require.

THE SUPERBILL
• Make a list of the diagnoses the office uses and

have a coder translate them into ICD-10 along with
the documentation necessary for each code.
• Translate the current superbill into an ICD-10

version.
(Note: Many specialty societies have sample ICD-

10 superbills available. The American Health
Information Management Associate has sample cross-
walked superbills at http://www.ahima.org/icd10
/faqs.aspx. There are also many specialty superbills
for sale. The American Association for Procedural
Coders has superbills available by specialty for
$19.99. Go to http://www.aapc.com/icd-10/
crosswalks/index.aspx.)

WHAT’S THE IMPACT ON THE WORK?
• List all the positions in the office where ICD-9 is

part of the job and determine how each one will
change under ICD-10.
• Train those staffers on how to do their jobs using

the new codes.

ESTIMATE THE COST
• The main expenses will be these:
– new software and possibly hardware as well
– coding classes and staff training

• There may also be revenue losses:
– The office may need to decrease its patient

volume as it gets used to the new system.
– There will likely be an increased number of

denied claims due to the office’s coding
errors as well as the payers’ errors.

COVER THE COST
• Set up a line of credit to ensure the office has ade-

quate cash flow during those first few months.

COORDINATE WITH THE OUTSIDE PEOPLE
• Contact each payer and find out how its contract

will change under ICD-10.
• Contact the computer vendor, clearinghouse, and

billing service.
– Find out how their contracts will change.
– Get a timeline for their transition plans. Then

stay in contact with them to follow their
progress and to make sure the office is in line
to move to ICD-10 on the start date.

– Find out what support they will provide during
the transition months.

– Get a cost estimate from each one.

TEST IT ALL
• Ask the computer vendor for a testing plan. The

plan should include a schedule showing what will be
tested, how, and when.
• The final step is to test the new codes within the

office and then with the payers and all the outside
people. �

An ICD-10 checklist to follow
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Some usable pointers
for making the receptionist
the office’s ambassador
What staff position gets the lowest salary and the

least amount of training?
The receptionist position, of course.
Yet it’s the receptionist “who most reflects who the

doctor is,” says CAROLSUE McCUE of McCue
Medical Management in Port Huron, MI. To patients,
the person at the front desk is the mirror image of the
person they’re going to see in the exam room.
McCue sets out the to-dos and not-to-dos that make

a good receptionist plus a few guidelines for the man-
ager to follow to help the receptionist achieve quality
performance.

my body just said what??
Few receptionists realize that their nonverbal com-

munication, or body language, sends a lot of messages
to the patients, McCue says. She points to six espe-
cially noticeable negative signals:
• Crossed arms: “I don’t want you to get close to

me.”
• Not facing the patient: “you aren’t very impor-

tant.”
• Looking away while the patient talks: “I’m not

listening to what you’re saying.”
• Fidgeting hands and feet: “I’m uncomfortable

being around you.”
• Rubbing the arms and neck: “I’m unsure of

myself.”
• Poor posture: “I don’t have any self esteem.”
Along with those are two essential positive signals:
• Stopping whatever is going on and looking at the

patient: “I really want to know what you have to say.”
• Folding the hands while the patient speaks: “You

have my full attention. I’m thinking about what you
are saying.”

please don’t call a lawyer
The receptionist also plays a part in the office’s

risk management. That one person can keep patients
satisfied with the service – as opposed to encouraging
them to find a lawyer. McCue cites these rules:
• When there’s a problem, always tell what the

office can and will do, “not what it won’t do.” A can-
do answer keeps the patient happy; a won’t-do answer
sends anybody away dissatisfied.
• Never say the office can’t find a test result or a

chart. That can be fuel for a claim of negligence.
When something can’t be found, just say the office

will call back with the information – and then track it
down fast.
• When a patient asks for the name of a specialist,

“never give just one name.” Give at least three, and if
they are specialists the office is not familiar with, say
so.
That makes it a choice, not a referral, and if the

patient has some legal issue with the chosen physi-
cian, the office doesn’t get drawn into the fray.
• When a patient expresses a medical concern at the

front desk, attach a note to the chart so the doctor gets
the information.
It’s not uncommon for a patient to tell the recep-

tionist “I’m allergic to XYZ” or “I’m here for X but
I’m also concerned about this bug bite” and think the
physician automatically knows about it.
• The safest response to a complaint is a simple “I

understand how you feel.”
Don’t give any advice. Don’t agree with what the

patient says. Don’t even say “that was too bad.” Just
say “I understand how you feel” and stop there.
• The best way to calm down an irate patient is to

give that person full attention.
Talk in terms of I or we as in “I think we have a

place for you to come sit down” or “I feel I don’t
know how to handle this right now, so can you lower
your voice?”
That puts the receptionist in control of the conver-

sation. By contrast, beginning with you puts the
patient in control. It can also start a fight.
Listen to the whole story without jumping in to

explain or defend any point. A person in a rage “is not
ready to hear anything,” and an explanatory interrup-
tion only makes the fire burn hotter. “But the flame
gets lower” as someone tells the story and knows it’s
being heard, and by the time it’s finished, the patient
“is out of steam and ready to listen.”

the office’s font of knowledge
The receptionist should be the central source of

directions and phone numbers, McCue says. Keep a
little front-desk library of all the general information
patients ask. That includes:
• Maps to the labs, hospital, physical therapy clin-

ics, and other facilities the office uses.
• Transportation information – bus lines, taxis,

transportation services for elderly patients, and park-
ing.
• Telephone numbers for community social service

agencies.

what to say and how to say it
The receptionist has to phrase statements and com-

ments in a way that shows the office is truly interested
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in and concerned about the patient as a person. Some
guides:
• Answer the phone with “Name of office. This is

So-and-So. May I help you?
• Greet patients with more than “may I see your

insurance card?” Say something personal first.
• Call each patient by name “at least once in the

conversation.”
• For follow-up appointments, ask “what time is

best for you?” as opposed to handing over a card and
saying “this is when you need to come back.”
• When there’s paperwork to be filled out, explain

what it is, perhaps “we need this so we can get your
billing information correct” or “the doctor needs this
to understand your medical history.” And to make sure
the patient knows what to do, follow that with “Do
you need help with any of this?” and “If you run into
any problems, come back and I will help you.”
• “Answer questions kindly,” McCue says. Never

show annoyance or give any indication that the patient
is a bother. “When patients come in, they are either
sick or think they’re sick,” and either way, they’re
under stress and deserve kindness.
• If there’s going to be a long wait, give some idea

how long it will be.
• And “for the sake of time, never ask ‘how are

you?’” The patient can only answer with a description
of the problem.

and now for the manager’s role
Finally, there’s the manager’s role in helping the

receptionist excel in the job, and McCue cites these
three elements:
• Put specific patient-satisfaction requirements in

the job evaluation such as kindness to patients, tele-
phone manners, putting people on hold, scheduling
abilities, nonverbal communication with patients, cor-
rect English, and clear pronunciation.
Include too image requirements – that the desk

always be neat, the phones clean, the magazines
updated and in good condition, and that the reception-
ist maintain a professional appearance in dress and
grooming.
• Set the salary at the level of a medical assistant.

And if someone stays in the job a long time and reach-
es the salary limit, give bonuses or extra benefits.
Don’t lose a good receptionist to a few dollars’ pay.
• Provide basic clinical training at a community

college. The receptionist should understand the diag-
noses the office treats and the medical terminology it
uses. The receptionist can’t give medical advice, but if
a patient says “I have to have X procedure,” there
should at least be some understanding of what that
patient is saying. What patients encounter too often is
“a not-my-job mentality.” �

ICD-10-CM’s staph codes
follow ICD-9-CM’s guides
BY THERESE M. JORWIC, MPH, RHIA CCS, CCS-P, FAHIMA

Here is yet another comparison of ICD-9-CM and
ICD-10-CM coding, this time for Staphylococcus
aureus infections.
This is one of the easier areas to compare, because

with staph, the only difference between the two code
systems is the code numbers. The guidelines are
almost exactly the same.

susceptible MSSA; resistant MRSA
There are two main types of S. aureus infections.
The less severe type is methicillin-susceptible S.

aureus, or MSSA. It can be treated with first-line
antibiotics, or the antibiotics that usually cure staph
infections – methicillin, oxacillin, penicillin, and
amoxicillin.
The more severe type is methicillin-resistant S.

aureus, or MRSA, which is not cured by any of those
antibiotics.

most transmission is via the skin
It is normal for healthy people to have staph bacte-

ria on their skin. In fact, 25% of healthy people have
it on their skin as well as in their noses. However,
those same healthy people can spread it to other peo-
ple, mostly from skin-to-skin contact and particularly
through a cut or an abrasion.
That occurs in hospitals when a hospital worker or

visitor has the bacteria on the hands and touches a
patient. It also occurs among children in day care,
people in the military, athletes sharing towels or
razors, and in people getting tattooed.
And oddly enough, people with a large amount of

body hair are more susceptible to getting staph infec-
tion because the hair follicles retain the bacteria.
The best prevention is the simplest and also the old-

est – thorough hand washing.

from the skin to the blood
In healthy people, staph infection is usually limited

to the skin. The site becomes red, swollen, and painful

ICD-9-CM and CPT
coding update
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and looks like a boil. And most of the time it is a rela-
tively minor infection.
For someone with a weakened immune system,

however, the bacteria can spread to the bones, blood,
organs, or to a surgical site.
Especially at risk of severe infection are hospital

patients, patients undergoing cancer treatment or dial-
ysis, and people who use illegal drugs.
The symptoms of MRSA infection are chest pain,

shortness of breath, headache, rash, and wounds that
won’t heal.

same guides, new code numbers
In ICD-9-CM, staph is coded in the 041.1 subcate-

gory. MSSA is code 041.11, and MRSA is code
041.12.
• Diagnosis first, cause second. The staph codes

are causative codes, which means they show the cause
of other diseases.
And ICD-9-CM’s guidelines say that causative

agents get coded second. So if the patient has celluli-
tis due to MRSA, code the cellulitis first and then the
MRSA (041.12).
Or suppose there’s a urinary tract infection due to

E. coli. Code the infection and then the E. coli. Or if
the urinary infection is due to MRSA, code the infec-
tion and then the MRSA.
• Combination codes stand alone. There are, how-

ever, combination codes that cover both a diagnosis

and the staph bacteria that’s causing it, and with those
codes, there’s no need to add a separate code for the
staph.
For example, MRSA septicemia, or septicemia

where the blood stream is infected by MRSA, is coded
at 038.12. There’s no need to add the MRSA code
(041.12), because the MRSA is already included in the
septicemia code definition.
The same is true for methicillin-resistant pneumo-

nia due to S. aureus (482.42). The MRSA is already in
the definition, so there’s no need to add a separate
code for it.

• The same applies to the V codes. There are also
three V codes for staph.
One is for MRSA in general. It is V09.0 (infection

with microorganisms resistant to penicillins). But
again, if there is another code that includes the
MRSA, there’s no need to use it.
The others are for colonization of MSSA (V02.53)

and MRSA (V02.54), where the bacteria is present but
is not causing any illness.
Those two codes carry important data, because the

colonization makes the patient a staph carrier. (Often
the colonization is diagnosed by a nasal swab. The
colonization can cause a person to remain a carrier for
a few days or weeks or even for several years.)
So if a patient is admitted to the hospital and a

nasal swab shows staph colonization, one of those
codes would be used to show the carrier status.
And if the patient also has an actual staff infection,

The CDC reports 10 incidents of staph infection
resulting from improperly administered injections and
reminds offices to review their safe injection proce-
dures.
The infections were not caused by reuse of needles

or syringes but by reuse of single-use drug vials for
more than one patient.
The CDC explains that vials approved for only one

use do not have preservatives to prevent the growth of
bacteria. As a result, a second use can spread infection
to another patient.
A problem, the CDC says, is that during drug short-

ages, the only single-use vials available often contain
large amounts of medication and therefore wind up
getting used for several times.
Such was the case with the 10 staph incidents.
The first occurrence was reported March 19 in

Delaware where seven patients were found to have
methicillin-susceptible Staphylococcus aureus, or
MSSA. All seven had received injections at an ortho-
pedic clinic during March 6–8 for joint pain.
A drug shortage had disrupted the supply of small

single-dose vials, and the clinic had used the larger
single-dose vials for multiple patients.
Two staff members who prepared the injections

were found to be colonized with S. aureus.
The second occurrence was reported April 8 in

Arizona. Three patients who had received pain injec-
tions from the same vial developed methicillin-resis-
tant S. aureus, or MRSA.
The CDC’s checklist for safe injection practices can

be downloaded at http://www.cdc.gov/injectionsafety
/PDF/SIPC_Checklist.pdf. (If it does not appear in
readable format, Google “CDC injection safety check-
list” and click on “quick view.”)
There are nine items on the list, including the

requirement that single-use vials, ampules, bags, bot-
tles, tubing, and connectors be used for just one
patient.
Also, multi-dose vials should be used for a single

patient when possible. And if they are used for more
than one patient, they should not enter a treatment
area. If they do, they must be used only for a single
patient and immediately discarded. �

Staph transmission from single-use drug vials
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possible for the office to serve the patients and at the
same time be profitable.

track down the previous manager
To start a new management job on the right foot,

take advantage of the former manager’s experience.
Meet and find out the good, the bad, and the challeng-
ing parts of the job.
People rarely do that, he says. But former employ-

ees have a lot of information and are willing to talk
about it because they’ve left the job. They tell things a
new manager might never suspect. The office could be
looking at layoffs or reorganization that nobody has
heard about yet.
He recommends asking these questions:
• Why did you leave? If the answer is that there

were too many late nights or that it wasn’t easy to get
along with the managing physician, expect to see the
same.
• If you had remained in this position, what would

you have wanted to fix? This gives an idea of what to
address first.
Suppose the answer is “I’d improve the marketing.

It’s inadequate, and several doctors are thinking about
leaving because of it.” Knowing that, the new manag-
er can focus immediately on the marketing and possi-
bly ward off a disaster. Finding out about it weeks or
months into the job could be too late.
For each item the predecessor cites, ask why it

needs to be fixed and when and how the former man-
ager would have done so.
• What would you not change about the office?

These are things to leave alone. These are elements
that work well and that everybody likes. Changing
them is not only unnecessary but could cause issues
with productivity or morale.
Williams points out that there’s no requirement to

act on anything the previous manager says. But do
recognize it as valuable information that can prevent
unpleasant surprises later.

meet with the managing doctor
Next, meet with the managing physician – a logical

move, but one few new managers think to do. In fact,
Williams says, “70% to 80% of the time it doesn’t
happen.”
Ask “what is your vision for the practice, and how

do you see my role in delivering that vision?” Ask
about management style and the practice’s expecta-
tions of the manager. The doctors may want the man-
ager to track certain trends or keep them updated on
the marketing or whatever.
The meeting is also the right time to ask for man-

agement support. Some managers, for example, ask
the managing physician to review any significant staff

use an additional code for MSSA or MRSA.
Thus, it’s possible to show whether a patient is a

carrier, and if so whether that patient does or does not
have active staph infection.

an easy walkover to ICD-10-CM
Translating all that to ICD-10-CM is easy, because

the new code system follows the same guidelines –
code the diagnosis first, then the cause; and don’t
code the staph if it’s mentioned in a combination
code.
The only ICD-10-CM change is the code numbers.

ICD-9-CM ICD-10-CM
MSSA 041.11 B95.61
MRSA 041.12 B96.62
sepsis due to MSSA 038.11 A41.10
sepsis due to MRSA 038.12 A41.02
carrier of MSSA V02.53 Z22.321
carrier of MRSA V02.54 Z22.322

It’s that short and that easy.
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. �

How to be a new manager
and win physician support
as well as staff respect
Advice to the new manager:
“The first few weeks of the job are very, very

important and you have to use them well because you
can’t get them back.”
Using them well means establishing a professional

management relationship with the doctors, finding out
what the doctors expect of their manager, and showing
staff what’s expected of them, says attorney T. HENS-
LEY (TED) WILLIAMS of The Williams Group, a
Des Moines, IA, human resource management con-
sulting company.
Most new managers don’t recognize the importance

of their job, he says.
Doctors learn medicine; they don’t learn manage-

ment. And for that reason, the finest physician may
not have any skills managing people.
Thus “the down-and-dirty sleeves-rolled-up work

goes to the manager.” It’s the manager who makes it



directives so staff see that the new manager has the
practice’s support.
Ask to meet again each week during the first few

months to ensure the job is being done to everybody’s
satisfaction.
Psychologically, that establishes the manager’s

footing. It makes the manager part of management,
not just the top staffer.
Many new managers “inadvertently assign them-

selves to a staff position” by not doing all that, he
says. The initial meeting is the one chance to clarify
that manager and physicians have a professional and
managerial relationship. Once that’s established, the
doctors see the manager as manager.

a big-deal meeting with staff
Next, set up a big-deal meeting with the entire staff.

And to solidify the manager’s position as boss, ask the
physicians to attend.
At the meeting, make a self introduction. Outline

goals and work philosophy. Outline the challenges
that will be addressed. And compliment staff on what-

ever successes they have achieved up to that point.
Williams also notes that if the new manager has

been promoted from within, now is the time to address
the issue. Add a statement of “I’m in a new position.
We are still friends, but I am now responsible for
managing you.”
Explain too that “We are in a workplace situation.

When I give a directive, you will have to follow it,
just as you would for any other boss you’ve had in the
past.”

now some individual meetings
During the next few weeks, meet with the staff indi-

vidually to find out about their positions and individ-
ual goals.
Ask questions such as “What do you like about this

office?” and “What would you like to see addressed?”
and “How would you address it?”
Along with those meetings, it’s good practice to

give staff an anonymous survey asking them to rate
the office in term of fairness, efficiency, and so on.

a workplace audit
Another job for those first weeks is to audit the

office’s operations and procedures to identify ineffi-
ciencies, duplications of work, and even legal risks.
Look at the billing procedure, the employee hand-

book, the overtime policies, the anti-harassment poli-
cies, and of each one ask Does this make sense? Is it
prudent? Is it legal?
The outcome can be surprising. Many professional

offices, for example, don’t have handbooks. Or there
might be a sexual harassment policy but no procedure
for reporting harassment.
Look too for practices that need to be stopped. It

may be, for example, that staff are routinely working
through lunch and leaving an hour early. Besides
being something the new manager may not want to
deal with, a practice like that can extend the work-
week and create overtime violations.

look around for new peers
The last recommendation is to join both local and

national professional associations.
Those organizations provide education, networking,

and peer support. They are good places to find men-
tors, Williams says, because many of the members are
“long-time veterans.” They are also the best places to
link up with other new managers and discuss common
issues.
Without peer support, a manager can be forced to

turn to staff for help in solving problems. While that’s
not a bad approach, do it too much, and “it can be a
manager’s Waterloo.” �
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