
The news is threefold.
The government has published a new final rule with

three rather big items:
• The requirements for Stage 2 of meaningful use

for electronic health records, or EHRs.
• ICD-10’s official start date. It’s Oct. 1, 2014.
• The national unique health plan identifier, or

HPID.
Here’s a look at all three items.
(The rule appears in the September 4 issue of the

Federal Register. Go to https://www.federalregister
.gov/articles/2012/09/04 and scroll down to “Centers
for Medicare and Medicaid Services.” The regulations
appear under “Rules.” )

� � �

#1: the new requirements
for EHR Stage 2

The requirements for Stage 2 of EHR’s meaningful
use are now set out.
As with Stage 1, there are core objectives and menu

items to meet, and in general they require doctors (and
other providers) to expand the use of their EHR sys-
tems, follow more standard data formats, and interact
with more patients electronically.
Some of the Stage 1 objectives have been combined

or eliminated, but most are still in Stage 2 and carry
more stringent requirements.
There is also more emphasis on communicating

electronically.
For example, one requirement is that the doctor

provide an electronic care summary for patients who
are moved to other settings, and at least one of those
exchanges has to be done with technology different
from the sender’s.
Another is that doctors communicate electronically

with more than 5% of the patients they see. Still
another requirement is that more than 5% of patients
who come in actually view or download their health

information online or send it electronically to a third
party.
While those objectives are admittedly dependent

upon patients’ taking advantage of electronic records,
the government’s argument is that doctors are in the
best position to encourage patients to do that.

a little change in the timeline
Originally, doctors had to progress to Stage 2 after

two years of using the Stage 1 criteria. Under that
timeline, however, the early birds who met the Stage 1
requirements in 2011 would have been required to
meet the Stage 2 criteria in 2013.
The new rules change that. Nobody has to meet the

Stage 2 requirements until 2014. That means doctors
who were successful in 2011 will have three years
under the Stage 1 criteria instead of two.
In 2014, when Stage 2 begins, doctors who have

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

A fee, limited refills, and a letter
to the HMO help end the no-shows
When no-shows from state-aid patients reached the point that the

number of empty appointment slots was significant and patient care
was often at risk, a California nephrology practice took three mea-
sures.
It set a standard no-show charge, it put a limit on telephone pre-

scription refills, and it started notifying the state HMO of patient
noncompliance. And that has paved the way to dismissing noncom-
pliant patients – and ending most of the no-shows.
Five-physician Antelope Valley Nephrology Medical Group in

Palmdale, CA, tells all patients that cancellations must be made 24
hours in advance or a $25 fee applies, says manager LYNETTE
SCOTT. The notice is in the lobby and on the appointment cards,
and staff also mention it when they make appointment reminder
calls.
Enforcement is not rigid. At the first missed appointment, the

office calls and explains the policy to the patient but gives a cour-
tesy write-off.
It also give a write-off to any patient who has a valid excuse such

as illness or car trouble. The same applies if a patient leaves a mes-
sage with the answering service. Any evidence of an effort to cancel
counts. And more, the office doesn’t send the unpaid charges to col-
lections.
Most patients pay the charge, but for those who object, the

response is that the patient is welcome to move to another physician.
The demand for nephrology services in the area is high, Scott says,
and patients are aware that many practices charge the full visit fee
for missed appointments.
With the state-aid HMO patients, however, the charge alone was

not enough. Many of them were making appointments just to get
refills on their medication and then didn’t show up.
Besides the fact that the office was being left with unfilled

appointments, many of those patients are being treated for end-stage
renal disease and need continued medical oversight. A missed
appointment can pose serious care risk.
So for those patients, the office now gives only a 30-day prescrip-

tion refill to last until the next appointment, and if they don’t show
up, Scott sends a letter to the HMO saying that the patient is non-
compliant because of missed appointments.
The letter doesn’t bring any payment, she says. Instead, it’s sup-

porting documentation for the doctors to dismiss patients for non-
compliance and at the same time end the chronic no-shows.

If you have a system that helps operations, we’d like to write
about it. Contact Susan Crawford, editor, telephone 404/367-1991,
fax 404/367-1995, or e-mail susancrawford @ardmorepublish-
ing.com. We pay $100 for every idea we write about. �
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(continued from page 1)
already completed at least one year of meaningful use
will only have to report for one quarter, or three
months. The government is giving nine months off so
everybody will have enough time to upgrade their sys-
tems to meet the Stage 2 requirements.
For Medicare, the three-month reporting period has

to be a calendar quarter, or January-March and so on.
That will put the EHR reporting in line with the PQRS
reporting.
For Medicaid, there’s no such requirement.

the pay cuts start in 2015
Pay cuts start in 2015. The amount is 1% of the reg-

ular Medicare payment.
A doctor who has successful meaningful use in

2013 won’t see a pay cut.
Neither will a doctor who starts meaningful use and

is successful with it in 2014 – as long as the attesta-
tion is made by Oct. 1, 2014.
But those who fail will see lower payments.
On the positive side, however, the bonuses for full

EHR success come to $44,000 for Medicare (a five-
year program) and $63,750 for Medicaid (a six-year
program).
Note that quality reporting, or PQRS, is separate

from meaningful use, and its pay cuts for noncompli-
ance also start in 2015.

five hardship exemptions
As with Stage 1, there are hardship exemptions for

doctors who cannot meet the requirements. There are
five of them:
• Insufficient internet access. The doctor does not

have sufficient internet access for any 90-day period
between Jan. 1, 2013, and July 1, 2014. (An applica-
tion has to be submitted by July 1, 2014.)

• New to Medicare. This exemption is for the year
in which a physician becomes eligible for participa-
tion and also for the following year.
• Extreme circumstances. These are circumstances

outside the doctor’s control that make EHR participa-
tion impossible. They include things such as a practice
closing, a natural disaster, or the software vendor’s
going out of business.
• The doctor does not have face-to-face visits with

patients or does not provide follow-up care. Mostly,
these are anesthesiologists, pathologists, and radiolo-
gists.
• The doctor practices in more than one location

and does not have control over the availability of an
EHR system.

easier attestation for groups
Another provision of the new regulations is that

groups will no longer have to attest to meaningful use
for each doctor individually. Instead, a group can use
a single “batch attestation” that covers everybody who
participates in EHR.

where does the office stand?
How does the office compare to other practices?
The government says that in 2011, nearly 510,000

physicians were eligible for Medicare EHR incen-
tives, but only about 50,000 got bonuses for that year.
By specialty, the percentages are these:
gastroenterology - 18.1% cardiology - 16.6%
pulmonology - 16.3% urology - 15.7%
endocrinology - 15.6% otolaryngology - 14.1%
neurology - 11.9% surgery - 9.3%
oncology - 8.6% dermatology - 8.4%
OB/GYN - 8.2% physical med. - 7.3%
ophthalmology - 6.5% psychiatry - 1.9%
radiology - 1.5% �

progressing from one stage to the next

Here’s how a doctor will move from Stage 1 to Stage 2 to Stage 3 – and on into the future –
according to when the doctor starts EHR participation.

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

2011 Stage 1 Stage 1 Stage 1 Stage 2 Stage 2 Stage 3 Stage 3 TBD TBD TBD TBD

2012 Stage 1 Stage 1 Stage 2 Stage 2 Stage 3 Stage 3 TBD TBD TBD TBD

2013 Stage 1 Stage 1 Stage 2 Stage 2 Stage 3 Stage 3 TBD TBD TBD

2014 Stage 1 Stage 1 Stage 2 Stage 2 Stage 3 Stage 3 TBD TBD

2015 Stage 1 Stage 1 Stage 2 Stage 2 Stage 3 Stage 3 TBD

2016 Stage 1 Stage 1 Stage 2 Stage 2 Stage 3 Stage 3

2017 Stage 1 Stage 1 Stage 2 Stage 2 Stage 3fir
st
ye
ar

of
EH

R
pa
rt
ic
ip
at
io
n



page 4 medical office manager / september 2012

For Stage 2 EHR: 17 core items and 3 of 6 menu items
The Stage 2 criteria for meaningful use of electronic health records don’t become effective for attestation

until 2014. However, offices can take advantage of the lead time to ensure getting the EHR bonuses.
There are 17 core items, and all of them have to be met. In addition, there are six menu items, and the

doctor has to meet three of those – for a total of 20 objectives. The core items are on these two pages, and the
six menu items are on page 6. The charts show how Stage 2 compares to Stage 1.

– Stage 2 –
objective: Use CPOE for medication, lab, and

radiology orders
measure: more than 60% for medication,
30% for lab, and 30% for radiology

objective: Generate and transmit prescriptions
electronically

measure: more than 50% of prescriptions

objective: Record demographics: preferred
language, gender, race, ethnicity, date of birth

measure: more than 80% patients

objective: Record and chart changes in vital signs:
height, weight, blood pressure (age 3 and over),
BMI, growth (ages up to 20 years)

measure: more than 80% of patients have
blood pressure (age 3 and over only)
and height and weight (all ages) recorded
as structured data

objective: Record smoking status (age 13 and over)
measure: more than 80% of patients

objective: Use clinical decision support to improve
performance on high-priority health conditions

measure: implement 5 interventions related
to 4 or more clinical quality measures for
the entire reporting period; drug-drug and
drug-allergy interaction check function is
available for the entire reporting period

objective: Allow patients to view and transmit their
health information online within four business
days after information is available to the doctor

measure: more than 50% of patients can view
the information and more than 5% can
transmit it to a third party

objective: Give patients clinical summaries of their
office visits

measure: reports given within one business
day for more than 50% of visits

– Stage 1 –
applies only to 30% of patients

with medication orders.

required for 40% of prescriptions

required for 50% of patients

required for more than 50% of patients
age 2 and over

record for 50% of patients over age 13

use one clinical decision support rule and
be able to track compliance

an electronic copy must be given
within 3 business days to more than 50%

of patients who request it

same, within 3 business days

the 17 core items (must complete all of these)
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objective: Protect electronic information through
appropriate technical capabilities

measure: perform a security risk analysis,
implement security updates, and correct
deficiencies as part of risk management

objective: Incorporate lab results as structured
data

measure: more than 55% of tests with
positive/negative or numerical results

objective: Generate patient lists by conditions to
use for quality improvement, reduction of
disparities, research, or outreach

measure: at least one report for patients
with a specific condition

objective: Use clinical information to identify
patients who should receive reminders for
preventive or follow-up care

measure: send reminders to more than 10%
of patients with two or more office visits
during the last 2 years

objective: Identify patient-specific education
resources and provide them to patients

measure: provide to more than 10% of
patients seen during the reporting period

objective: The doctor who receives a patient from
another provider or setting or who believes an
encounter is relevant performs medication
reconciliation

measure: more than 50% of care transitions

objective: The doctor who transitions a patient to
another provider or setting or who makes a
referral provides a summary of care

measure: provide for more than 50% of
transitions and referrals; 10% must be
transmitted using CEHRT; at least one
must be done with technology different
from the sender’s or via CMS’s test EHR

objective: Submit electronic data to immunization
registries or Immunization Information Systems
except where prohibited

measure: do for entire EHR reporting period

objective: Use secure messaging to communicate
with patients on relevant health information

measure: a secure message is sent by more
than 5% of patients seen

same, but does not address
data encryption

required for 40% of tests

same

send reminders to more than
20% of patients age 65 or older

and age 5 or younger.

same

same

same, but without the technology
requirements

requires one test of sending capacity
and a follow-up submission
if the test is successful

(Stage 1 does not have this objective.)

menu items are on the next page �
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� � �

#2: ICD-10 gets an official
start date of 10/1/14

The second big news item is that it’s final: ICD-10
will take effect October 1, 2014.
On that date, everybody – payers, hospitals, physi-

cians, and any other entity or individual that comes
under HIPAA – has to start using the new code sys-
tem.
Originally, ICD-10 was scheduled to begin Oct. 1,

2011. In January 2009, that was delayed until Oct. 1,
2013. Then earlier this year, there was a proposal to
delay the new codes until Oct. 1, 2014, and in August
that proposal was made final.
So on Oct. 1, 2014, ICD-9 retires and ICD-10 steps

in. Nobody can start using ICD-10 any earlier than
that, and neither can anybody start any later.
Offices’ claims for services provided Oct. 1, 2014,

and afterwards won’t get paid unless they carry the
new codes.

too long – too short – just right
There are pros and cons about the delay.
Some people say the delay is just right – that every-

body has needed more time to prepare for ICD-10 and
test their systems and a one-year delay is enough.
Some say there needs to be a longer delay. The

AMA wanted it moved to at least October 2015.
AMA’s position has been that doctors are already
dealing with EHRs, PQRS, and electronic prescribing,
all of which are determined by diagnosis coding, and

the 6 menu items (must complete any 3 of these)
– Stage 2 –

menu item: Submit syndromic surveillance data to
public health agencies

measure: ongoing submission for the entire
reporting period

menu item: Record electronic notes in patient
records

measure: at least one note for more than 30%
of patients

menu item: Imaging results including the image
itself are available electronically

measure: more than 10% of all image scans
and tests ordered during the reporting
period are made electronically accessible

menu item: Record patient’s family health history as
structured data

measure: more than 20% of patients seen
during the reporting period have an entry
for a first-degree relative or documentation
that family history has been reviewed

menu item: Identify and report cancer cases to a
state registry

measure: ongoing submission of information
for the entire reporting period

menu item: Identify and report specific cases to a
specialized registry other than a cancer registry

measure: ongoing submission of information
for the entire reporting period

– Stage 1 –
requires one test of sending capacity

and a follow-up submission
if the test is successful

(Stage 1 does not have this menu item.)

(Stage 1 does not have this menu item.)

(Stage 1 does not have this menu item.)

(Stage 1 does not have this menu item.)

(Stage 1 does not have this menu item.)

�



medical office manager / september 2012 page 7

moving to a new code set now is excessive. Medical
Group Management Association has agreed and says
that the current start date will create “debilitating
cash-flow disruptions” for medical offices.
On the other hand, others have been opposed to any

delay at all. Mostly, those are large hospitals and
group practices that are prepared to meet the original
2013 deadline. Their position is that they will lose
both money and time because they will have to pause
and then re-do what they’ve already done.
Beyond all that, some groups have wanted to skip

ICD-10 altogether and wait until ICD-11 comes out in
2015.

not really so new at all
ICD-10 is not particularly new.
It was begun in 1983, was approved in May 1990

by the 43rd World Health Assembly, and was pub-
lished in 1992. Many countries have been using it
since 1994.
The next revision of the codes, ICD-11, is already

underway and will be ready for use in 2015, though
the US will doubtless not start using it until a later
time. �

� � �

#3: HPID identifiers for all
payers starting in 2016

The third item outlined in the new regulations is the
requirement that all payers start using a unique health
plan identifier, or HPID, in 2014.
This is a HIPAA requirement.
The HPID is an identifying number that will be

used for all electronic health care transactions, and it
will simplify claims transactions.
Right now, payers use ID numbers of their own

making, and they differ in both length and format.
There’s no standard. Because of that, claims often get
misrouted or denied. There can be difficulty too deter-
mining patient eligibility.
The new identifiers will put every payer on a stan-

dard format, making claims submission considerably
easier for offices.
Along with the HPID is an identifier for other enti-

ties such as clearinghouses and third-part administra-
tors that are not health plans but need to be identified
in transactions. They will have what is called an
other-entity identifier, or OEID.
Health plans, except for very small plans, must

have their HPIDs by Nov. 5, 2014. The smaller plans
have until Nov. 7, 2015 to get them.
And HIPAA-covered entities – and those include

physician offices – will have to start using the HPIDs
on claims transactions by November of 2016. �

Some FMLA questions
on vacation time, notice,
firing, and counting to 50
MOM’s readers often request information on com-

pliance with the Family and Medical Leave Act. So in
response here are explanations of four areas.
They are given by Morganville, NJ, management

consultant JOHN McNAMARA.
The FMLA requires that employers with 50 or more

employees allow up to 12 weeks of unpaid, job-pro-
tected leave for medical and family reasons.

FMLA time on top of vacation time
A staffer returns from a two-week vacation and asks

for the full 12 weeks of FMLA leave. Can the office
count the vacation time as part of the 12 weeks?
It’s too late for that, McNamara says.
The office can require everybody to count unused

paid leave time as part of the FMLA leave, but not
what’s already been used.
If the staffer had requested the leave before going

on vacation, yes, the office can say the vacation time
is part of the 12 weeks. But when a request comes in
after all the paid time has been used up, there’s not
much to be done about it. The office has to give the
staffer the full 12 weeks of FMLA leave. Vacation
time can’t be applied after the fact.
And yes, that means a staffer can use up all the

vacation and personal time, all the while planning to
request FMLA leave afterwards. There’s nothing the
office can do at that point. Too bad.

foreseeable leave for children
Can FMLA leave be foreseeable when it comes to

caring for children?
When the need for leave is foreseeable, the employ-

ee has to give the office 30 days’ advance notice of
the need for FMLA leave, or if 30 days isn’t possible,
whatever is practicable.
But with a child, that’s rarely possible, McNamara

says. The leave is foreseeable if the child has a history
of the illness now at issue and the parent has known
that the additional leave would be necessary.
But when a doctor says “your child has to go into

the hospital now,” the office can scarcely respond
with “you have to give us 30 days’ notice” or “you
can’t take any leave until you finish this project.”
The main concern is to be consistent. Don’t give

special consideration to one staffer and require anoth-
er in the same circumstance to give notice. That’s an
invitation to a discrimination claim.
Use common sense. FMLA leave is unpaid leave,
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and most employees aren’t anxious to lose the pay.
Grant the leave, and if the office needs that person’s
services during the leave time, look for options such
as working part-time or working from home.

firing after FMLA leave is up
A temporary replacement fills in for a staffer who is

out on FMLA leave and is a far better performer than
the full-time staffer has ever been. Can the office ter-
minate the FMLA staffer before the leave is up?
Absolutely not.
“The office cannot fire an individual who is out on

FMLA leave until the leave expires.”
However, that doesn’t mean the office can’t keep

the replacement in the job. It can do exactly that – but
only if it brings the FMLA staffer back to a similar
job with the same pay and benefits.
On the other hand, suppose the office wants to keep

the FMLA staffer in the job but wants that person to
meet the higher performance standards that the tempo-
rary replacement showed. Can it do so?
Yes. It can set new performance standards and

require the staffer to meet them. But in fairness, it
needs to outline what changes are necessary and give
that person whatever training is needed plus a reason-
able amount of time to get up to speed.
As to what’s reasonable, that depends on the diffi-

culty of the new requirements. “A rule of thumb is no
less than 30 days – and to be safe, 90 days.”
“It’s absurd and unreasonable” to demand that

somebody make a complete turnaround in, say, 10
days, McNamara says. Nobody can make “any signifi-
cant change that’s consistent” in less than 30 days.
Two final cautions.
First, document the new performance standards and

when and how they are explained to the staffer.
And second, document a business reason for them,

perhaps that they are necessary for patient service,
cost savings, or whatever. Otherwise, the change
could be considered retaliation for taking the leave.

counting the doctors as employees
Do physician partners ever get included in the 50-

employee count?
Generally, anyone who is paid a salary is included

in the employee population. But anyone who is an
owner and is paid a part of the profits is not.
The title alone doesn’t make the difference. Some

practices have partners who get a salary regardless of
the overall profits or losses. They have no ownership.
They are partners in name but employees in fact, so
they should be included in the count.
“It’s a gray area,” and the safest approach is to err

on the side of caution. If there could be any doubt
about the doctors’ status, count them. �

Coding osteoporosis today
and also on Oct. 1, 2014
BY THERESE M. JORWIC, MPH, RHIA CCS, CCS-P, FAHIMA

Though more prevalent in women, the most com-
mon type of bone disease for both men and women is
osteoporosis – or “porous bones.”
About 20% of women over age 50 have it. Most are

white, and the main cause is a drop in estrogen at
menopause. About half end up fracturing a hip or
wrist or vertebra. With men, the cause is parallel – a
drop in testosterone – though the osteoporosis usually
doesn’t appear until after age 70.
The bones get thin and brittle and less dense either

because they don’t form enough new cells or because
the old bone tissue gets absorbed into the body.
The cause is too little calcium and phosphate,

which are essential for producing bone tissue. With
aging, those two minerals tend to get reabsorbed into
the body, and as time goes by, the bones become frag-
ile to the point that they can fracture on their own
without any significant injury.
Many times osteoporosis isn’t diagnosed until the

patient experiences such a fracture. And unfortunately,
by that time, the disease is advanced to the point that
the damage is severe.
Many factors can lead to it – chronic illness such as

rheumatoid arthritis or kidney disease, being bedrid-
den, eating disorders, steroid use, and vitamin D defi-
ciency. Other factors are heavy use of alcohol, hor-
mone treatment, smoking, low body weight, and
insufficient calcium in the diet.
As the disease advances, there is often back and

neck pain because of fractures in the spine. The frac-
tures often create a bending in the spine, resulting in
stooped posture or dowager’s hump. The spinal bones
also tend to collapse, resulting in as much as a six-
inch loss in height.

coding today with ICD-9-CM

Now for the ICD-9-CM coding for osteoporosis and
also for the type of fractures it often causes – patho-
logic. Those fractures are caused by weakened bones
instead of by trauma.
The osteoporosis is coded at 733.0x, with the fifth

digit showing the type – unspecified (733.00), senile

ICD-9-CM and CPT
coding update
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or postmenopausal (733.01), idiopathic or of unknown
cause (733.02), disuse where the disease is caused by
lack of weight-bearing or stress on the bones as can
happen when a patient is bedridden (733.03), and
drug-induced osteoporosis, which often is the result of
long-term steroid use (733.09).
As to the pathologic fractures, those are coded at

733.1x, with the fifth digit showing the site – the
humerus (733.11), wrist (733.12), vertebrae (733.13),
neck of the femur (733.14), and so on. By contrast,
traumatic fractures are coded in the injury chapter at
category 900.
There are two notes here.
The first says to use an additional code (731.3) if a

major osseous defect has caused the fracture. A major
defect is extensive bone loss, most often in the hip
area, that comes from severe osteoporosis, neoplasm,
break-down of bone around a replaced joint, or a bone
infection.
The second note says that if there is a healed patho-

logic fracture, it needs to have a separate code of
V13.51. However, to use that V code, there has to be
specific documentation that the earlier fracture was
indeed pathologic.
For the aftercare of a pathologic fracture, there is

yet another code – V54.2x, again with the fifth digit
showing the site of the fracture.
That makes one code for the osteoporosis, one for

the pathologic fracture, another to show if there is a
major osseous defect, and a fourth if there is a healed
pathologic fracture.

and now a lady falls off a curb
Suppose a postmenopausal lady who has osteoporo-

sis falls off a curb, breaks her left hip, and comes in
for treatment of the fracture.
The first diagnosis code will be for the fracture,

because that’s why she has come in.
Is the fracture pathologic or the result of the fall?

The physician determines that the fall by itself wasn’t
enough to have caused it, so it’s pathologic. The code
is 733.14 (pathologic fracture of neck of femur).
Next comes the code for the osteoporosis. The doc-

umentation says it’s age-related, so it’s senile osteo-
porosis, or 733.01.
Next, has the patient had another pathologic facture

in the past? Suppose yes, she had a fracture of the
wrist. The code is V13.51. And remember, there has to
be documentation that the wrist fracture was patholog-
ic and not the result of injury.
Last, is there a major osseous defect? Suppose the

documentation shows one. Add code 731.3.
It takes four codes to say it all:
• the patient has come in because of a pathologic

hip fracture (733.14)
• she has senile osteoporosis (733.01)

• she has had a pathologic fracture of the wrist,
which is now healed (V13.51)
• and she has a major osseous defect (731.3)
Keep going.
A week later the lady comes back for follow-up

care. What is the code now?
She’s there for aftercare of a pathologic hip frac-

ture, so the code is V54.23 (aftercare for healing
pathologic fracture of hip). There also need to be
codes for the osteoporosis, for the major osseous
defect, and for the history of the pathologic fracture of
the wrist.

putting it into ICD-10-CM language
Beginning Oct. 1, 2014, how will that same lady’s

fracture get coded?
In ICD-10-CM, the default code for osteoporosis is

senile unless there is documentation saying otherwise
– perhaps that it’s due instead to drug use or to bone
cancer.
Also, the guidelines here say that when an osteo-

porosis patient experiences a fracture – even if it is
associated with a minor fall or trauma – it gets coded
as pathologic and not traumatic. That’s the case as
long as the trauma would not usually break a normal
healthy bone.
The main difference, however, is that ICD-10-CM

can put a lot of information into fewer codes.
The coding for the lady’s fall starts at category

M80 for senile osteoporosis with a current pathologic
fracture. (Without a current pathological fracture, it’s
M81.)
And the complete code is M80.052A.
That one code says a lot:
M80 – the lady has osteoporosis

– she has a fracture
– the fracture is current
– the fracture is pathologic

M80.0 – the osteoporosis is age-related
M80.05 – the fracture is of the femur
M80.052 – it’s the left femur
M80.052A – and it’s the initial encounter
For the major osseous defect, there is a separate

code, but it too carries a lot of information. It is
M89.7xx, with the fifth character showing the site and
the sixth showing the laterality. So for the lady’s left-
hip fracture, the code for the osseous defect is
M89.752.
Later when the lady comes in for aftercare, there’s

even more to be told by the first code. While ICD-9-
CM requires a separate V code to show a subsequent
encounter, the new code system uses the same code to
show not only a subsequent encounter but the stage of
healing as well:
M80.052D – subsequent encounter, routine healing
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M80.052G – subsequent encounter, delayed or slow
healing
M80.052K – subsequent encounter, nonunion
M80.052P – subsequent encounter, malunion
M80.052S – sequela, or a residual complication of

the fracture
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. �

Clarifying a time-off plan
and what it requires
Several readers have asked for clarification of the

overtime requirements that were outlined in last
month’s issue (“Comp time, break time, lunch time,
and double time”).
The article said that while most offices use the term

comp time, comp time is actually a practice that only
government employers can use. Private employees
have to use what is called a time-off plan, which is a
bit different.
A time-off plan cannot apply to a one-week pay

period. It can only be used when the pay period is at
least two weeks. It works this way.
The employee puts in more than 40 hours in the

first week and then, to keep from paying overtime, the
employer allows that person to take several hours off
during the second week to compensate for the extra
hours.
There are three points to remember.
First, overtime kicks in as soon as somebody works

more than 40 hours in a single week.
Second, overtime has to be compensated for at the

rate of time and a half.
And third, the compensation has to be given during

the pay period in which the overtime occurs.
So suppose the office has a two-week pay period

and Staffer A gets paid $20 an hour – or $1,600 every
two weeks.
During the first week, Staffer A works 44 hours.

That’s four hours of overtime that have to be paid at
time an a half, or $30 an hour. The staffer is entitled
to an extra $120.
The office can avoid paying that by giving the

staffer time off during the second week. But it has to
give $120 worth of time – or time and a half. And that
comes to six hours, not four.
That’s what a time-off plan requires. The number of

hours the staffer takes off during the second week
have to be equal in value to the number of overtime
hours worked during the first week. �

Six ways to keep or lose
a good hire, all of them
just basic management
Offices expend great effort finding the right hires.
But what they too often fail to see is that the suc-

cess of all new employees “is dependent on how the
manager handles and treats them,” says speaker and
trainer CHARLYNE MEINHARD of Next Level
Consulting, a staff management consulting company
in Richmond, VA.
It’s the little things the manager does “every single

day” that determine whether new employees “give
their best and more or get discouraged and sooner or
later leave.”
Here she cites six quick ways to turn a good hire

into a poor staffer.

open the door and walk around
The first new-employee turnoff is the open-door

policy that never happens.
The manager greets the newcomer with “I’m here

any time you need me. Just come on in. I have an
open-door policy.”
The intentions are good, but then what the new

staffer sees is a manager stuck in the office, “over-
whelmed and engrossed” in paperwork and sending
out a clear though unspoken message of “don’t inter-
rupt me.”
The door has to swing both ways, Meinhard says.

Staff have to feel free to walk in, and the manager has
to take time to walk out.
She recommends setting aside 30 minutes a day to

walk around and talk with staff and see what’s going
on in their jobs. Ask “how is your day going?” and
“are you running into any problems?”
Then follow up on what they say. If somebody cites

a computer issue, get it straightened out.
Besides demonstrating an open door, walking

around every day shows the manager is very much in
control of what’s happening.

don’t create a little tyrant
A second issue that can chill a good hire is actually

an effort to solve the first issue.
Instead of making time to walk around, the over-

worked manager tries to provide oversight and leader-
ship by appointing a staffer to handle situations with
the other employees, the direction being “okay, Staffer
A, you make sure everybody stays in line.”
It never works, she says. The person who gets the

job is almost always somebody “who kisses up to the
manager.” And people of that ilk become tyrants. The
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says, and don’t expect that new hire to stay in the job
long.
As for the praise, when somebody does a good job,

say so. Make a to-do about it in proportion to the
value of the accomplishment. If Staffer Smith solves a
problem or figures out a way to do something better
or faster, say “Thanks! Everybody come over here and

others resent the sub-boss, and the new hire has noth-
ing but a miserable new job.

do the praising in public
Next, Meinhard cites the adage of “praise in public

and criticize in private.” Go the other way around, she

Another element that determines the success and
retention of a new hire is orientation.
It’s a necessary element, says employment law

attorney and business advisor KATIE PRATT of
Berg Hill Greenleaf & Ruscitti in Denver.
“It sets a foundation” of what the office expects of

the new employee and what the new employee can
expect of the office.
It’s also legal protection, because it solidifies the

office’s policies as well as the at-will employment sta-
tus.

a pre-first day visit
Begin the orientation with an informal get-to-know-

you session several days before the first day of work,
preferably at lunch.
Invite the people the newcomer will report to and

work with so there’s a face to go with each name.
Spend the time talking about the “overarching”

things such as the practice’s history, the doctors’ busi-
ness philosophy, the office structure, and who reports
to whom.

a.m. – policies; p.m. – procedures
The first day of work is the day to “lay the ground-

work” of what’s expected.
Give the newcomer a copy of the handbook plus “a

little time to read it and digest it.” And then discuss it.
Start with the employment law items such as dis-

crimination, overtime, and at-will employment.
Explain the office’s rules on personal internet and

e-mail use, and emphasize that “there is nothing about
your communication here that is confidential.”
Pratt cites one client case where the issue was

whether private personal information sent over the
employer’s system was privileged. And the answer
was no. The employer owns the computer and the
information on it and can search anybody’s history
and anybody’s e-mails.
Go over the job description and the performance

standards the manager expects the new employee to
meet.
Along with that, Pratt says, “pull out the evaluation

form” and say “these are the things that will make you
a successful employee here” or in other words, “to get

an A in this class, here’s what you’ll have to do.’”
In too many offices, she says, expectations “seem to

get covered only when there’s a problem.” People
need to know up front what’s expected of them so the
problems don’t occur in the first place.
General practices also need to be covered here.

Those are things such as how to ask another staffer for
assistance and how the office handles irate patients
and patients who have a medical emergency.
Also cover the protocols for dealing with weather

emergencies and the evacuation plan for disasters.
Then get a signed acknowledgement that the staffer

has read the handbook and understands each of the
policies. When an employment dispute goes to court,
she says, “the first thing the court asks is, ‘what does
the policy say?’” And if the employee has signed off
on the policy and the employer has followed it, the
employer prevails.
Beyond that, give the staffer a tour of the office and

point out all the sights “from where the supplies and
the copier and the coffee maker are located to where
to sit.”
Also show how to use the phone system and the

equipment and the basics of the computer – how to
log in, how to set a user name, and so on.

mentor, desk manual, phone list

Pratt makes three other recommendations.
First, name a mentor for the new employee. And

she points out that the best mentor programs are those
where the two meet regularly, perhaps monthly or
even weekly.
Second, give each new hire – as well as each cur-

rent employee – a desk manual.
It’s a how-to book that answers the questions peo-

ple often ask and tells whom to call for assistance in
certain areas. It can also include copies of memos that
have been sent out about office procedures and equip-
ment use.
The manual can be as detailed as the office wants,

even telling the best processes for saving documents
and how much space is available on the server.
Third, give the staffer a list of all the employees

with their phone numbers, e-mail addresses, and, if
the office wants, their cell numbers as well. �

Orientation also keeps or loses that good hire



see how Staffer Smith has set this up.”
If the situation warrants, go further and make

Staffer Smith the go-to person on that particular
aspect of the job.
Morale goes up. Everybody sees that everybody is

appreciated. The approach encourages everybody “to
step up in other areas.” The new staffer is ready to
grow in the job.

do the criticizing in private
As for the criticism, the world’s worst managers are

the ones who “blow up and yell” when mistakes hap-
pen.
And, Meinhard says, just because it’s a group of

people getting yelled at instead of an individual
staffer doesn’t make it any less offensive.
Equally as bad are demeaning comments such as

“We had a meeting about that just last week! Didn’t
you listen?” or “How could you have done this?”
That doesn’t cure the mistake. It only devastates the

person who made it.
When a mistake happens, the good manager (and

the manager who keeps the good hires) “stays calm
and puts on the problem-solving hat.”
Ask “what happened?” and “how did this start?”

and “what caused it?” and “what can we do to fix it?”
Then come to a positive conclusion of “okay, next

time this happens, here’s what you do.”
That approach allows staff to admit what went

wrong without having to accept blame. It also encour-
ages them to identify things that ought to be changed,
perhaps that more training is needed in some area
By contrast, seeing the manager get angry makes

everybody shrink back and try to stay out of harm’s
way.

make the training complete
The fifth item essential for retaining good staff is

adequate job training.
The manager has to make sure every employee –

especially every new employee – has complete train-
ing. Yet too often training just doesn’t happen,
Meinhard says. Or if it does, it comes in the form of
nothing more than “Just watch Staffer A. She’ll show
you what to do.”
Some managers even put new staffers on the job

with minimal explanations of what needs to be done
and then summarize it all with a vague “just come to
me and if you need help.”

don’t stomp on the creativity
Finally, there are the seemingly innocuous remarks

“that shut people’s minds down” and kill both creativ-
ity and morale.
If a staffer comes in with an idea or suggestion,

don’t dismiss the idea and the staffer along with it by
making a dismissive comment such as “we don’t have
the money for that” or “it’s not our policy to do that”
or “that’s management’s call, not yours.”
Equally offensive is to tell the staffer to submit the

idea in writing. That just blows people off.
The best approach: listen and then ask the staffer to

put together an outline or a proposal. And don’t just
say “write it down” or “send me an e-mail.” Give
some encouragement: “I’d like to hear more about
that. Can you write out some ideas I can take to the
doctors?”
That tells the staffer “I’m listening, and I appreciate

what you are saying.”
Today, that’s good staff management as well as

good financial management, Meinhard says.
The people who do the work are in the best position

to come up with better ways of doing it. And in the
current economy, businesses have to be open to proce-
dure changes. Today’s response to any idea needs to
be “hooray for that!” because it could carry a good
money savings. �

medical office managerTM

Please send me the next 12 issues
plus a free bright red binder for $267.

(Make checks payable to Medical Office Manager.)

_____ payment is enclosed _____ please bill me

name _________________________________________________
title __________________________________________________
office name ___________________________________________
address _______________________________________________
city __________________ state _______ zip _________
telephone (area code)_______/_____________________

number of physicians ____________

$10 discount when you pay by credit card.
Card payment is $257.

� VISA � MasterCard � Discover � AMEX

name on card _________________________________________
card # ___________________________ exp. date _____________
billing address ________________________________________
city __________________ state _______ zip code ___________

e-mail address (for your confirmation notice only):
______________________________________

medical office manager
P.O. Box 52843 • Atlanta, GA 30355

telephone 404/367-1991 • fax 404/367-1995

You can also order online at
www.ardmorepublishing.com

www.ardmorepublishing.com


