
(This is the second of a two-part series on the dan-
ger spots of employment law. Last month, Godwin told
how to do an HR audit to protect against claims. Here
he tells how to fire safely – and as pleasantly as possi-
ble.)
Firing is “the most dangerous action” a manager

ever takes.
“Yet almost everybody does it poorly,” says

JOSEPH GODWIN, a management consultant with
F&H Solutions Group, a human resources consulting
firm in Ashville, NC.
Any fired employee is depressed and fearful of the

future – and not averse to calling an attorney. Every
manager needs to know how to fire without asking for
trouble.
Godwin lists these seven guides.

make it a two-person decision
Don’t fire alone. Get somebody else to participate

in the decision.
“There should never be an occasion when one per-

son has the authority to fire,” Godwin says. Somebody
else should always review the documentation and
have a voice in what happens.
The manager can’t help but look at the problem

“with tunnel vision.” The staffer has been a thorn in
the side, and it’s only human to focus on the negative
and aggravating things that person has been doing. It’s
logical to think “we have to get rid of this person.”
And surprisingly, he says, “some people actually

like to fire.” They “get psyched up” about doing it and
start looking for ways to demonize the person. And in
the process they ignore the other things that need to be
taken into consideration.
That other person, however, “isn’t mad about any-

thing” and will give the situation a fair evaluation.

don’t fire anybody on the spot
Unless it’s a situation involving violence or imme-

diate danger, never fire anybody on the spot. Send the

staffer home if necessary, but don’t act without ana-
lyzing the dangers the office could be getting into.
Talk with that second review person and think it

through: “if we fire this person, what could we get
sued over?”
Maybe other employees have been guilty of the

same transgression and not been fired. Or maybe the
manager is fed up with the staffer’s constant tardiness
while the immediate supervisor says “but she was
never late here.”
Be aware too that often there is “a story behind the

story.” He gives the example of a grocery store clerk
who was fired on the spot for not helping a blind cus-
tomer. The customer had asked him to help find some-
thing and he had refused to do so.
It turned out, however, that the man was mentally

challenged and couldn’t help the customer because he
(please turn to page 3)
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this month’s
idea

Staff work as a financial team and
increase the up-front payments

With all its staff – front desk, billing, and clinical – working as a
financial team, a North Little Rock, AR, surgery practice has
increased its pre-surgery payments by 25%.

“It’s not rocket science,” says LINDAATKINS, manager of
Neurological Surgery Associates. “It’s just common-sense things.”
Every staffer “looks at the money picture” and has a role in it. “They
understand that if we don’t collect, we don’t get paid.”

The process starts as soon as a surgery is scheduled. At that point,
Atkins and the nurse evaluate the insurance.

From there, the nurse and biller identify the likely CPT codes.
Then the biller finds out the copayment amount, where the patient

stands on the deductible, and what the patient’s out-of-pocket
expense will be. The outcome, Atkins says, is that patients know
they have a responsibility, know what that responsibility is, and
know it ahead of time.

Patients are required to pay a week before surgery. If the amount
is large, the office collects half up front and at the same time sets up
a payment schedule, usually for no more than 12 months.

The front desk staffer “is the gatekeeper.” She copies the insur-
ance card, makes sure the information is correct and complete, and
runs the eligibility checks. For Medicaid patients, she verifies the
number of allowed visits remaining. She also collects the copay.

The exit desk staffer verifies that the copay has been paid. If not
– and that can happen when someone is filling in at the front desk
during lunch – she collects it before the patient leaves.

Tying up the picture are the three billers.
There are three surgeons, so each biller focuses on the work for

one doctor. That way, when there’s a question about a patient’s pay-
ment, everybody knows where to go for help.

The billers also serve as financial counselors, which gives each
patient a single contact person. They explain the financial picture to
the patients, collect payments, set up payment plans, and help some
patients get whatever additional coverage is available.

With the total staff participation, every financial item is taken
care of before the surgery.

Rarely do patients complain about all the up-front financial work,
Atkins says. But when they do, she explains the necessity of it.
Mostly, it’s a matter of telling them that if the office doesn’t get the
payment straightened out ahead of time, they could find out too late
that the coverage isn’t what was expected and end up being person-
ally responsible for the cost.

If you have a system that makes your office run smoothly, MOM
would like to write about it. Contact the Editor at P.O. Box 52843,
Atlanta, GA 30355. Telephone 404/367-1991 and fax 404/367-1995.
We pay $100 for every idea we write about in this column. �
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(contined from page 1)
had been told not to leave his post. He got his job
back.

go down two check lists
For safety, follow two check-off lists with every fir-

ing.
The first “is the simple part.” It spells out the stan-

dard paperwork and clean-up things such as checking
the documentation, collecting office property, verify-
ing the vacation time due, and so on.
With all that in writing, the manager can say “I

went through this list and everything was done
according to office procedure.”
The second list is not so simple, “and it’s the one

that really counts.”
It helps the office answer the big question of “what

conditions could create an issue with this termination,
and what could the consequences be?”
There are four essential areas to look at.
• Does this person have some protected status such

as gender or age or ethnicity?
If so, ask an important question: “In the imagina-

tion of some plaintiff’s attorney, can this termination
be connected to that protected status?”
Suppose the staffer is the only black employee in a

department.
If the office has good documentation showing lack

of performance, there’s no problem.
But if the department has a new supervisor who is

getting rid of the nonproductive staff and who has no
personal knowledge of the staffer’s performance, the
office could have a hard time showing the new super-
visor’s decision wasn’t influenced by race.
• What has the office done in similar situations

with other staff? Has it been consistent in following
the policies at question here?
Whatever the issue at hand – attendance, productiv-

ity level, and so on – the office needs to have policies
laying out what is expected, and it needs to be able to
show that any other employees with similar issues
were also terminated.
• Are there extenuating circumstances? Look for

the little mistakes. Maybe the staffer was out for sev-
eral days and didn’t get asked about FMLA and the
time off was counted against the attendance.
• Has the staffer exercised any legal right such as

taking FMLA leave or filing a Worker’s Comp or
harassment claim? If so, there’s a risk of getting sued
for retaliation.

don’t take aim at anybody’s halo
That last area – exercising some right such as tak-

ing FMLA leave or making a complaint of sexual

harassment – warrents special attention, Godwin says.
Managers need to understand that nothing protects

an employee “from something that would happen any-
way.” If somebody is caught stealing money, firing is
expected. There’s no need to worry about a claim of
retaliation for taking FMLA leave.
But absent that, be careful. People who have exer-

cised a right wear a sort of halo for a while. To fire
too soon is to invite a retaliation claim.
If someone comes back from leave and now is

working slower, give that person time to get up to
speed. Or if a nonproductive staffer takes leave and
while he’s out the office realizes what a drain he’s
been, don’t fire just yet. “Take him back. It’s not his
fault that the supervisor didn’t get rid of him earlier.”
He adds that it’s all but impossible to make the

office 100% safe from an employment law complaint
once someone is fired. In fact, most such complaints
come about after the person leaves. The only time the
office is safe is when the firing is for a clear-cut fire-
able offense such as theft or violence.

be kind and be clear
With the firing conversation, “be brief but not hur-

ried,” Godwin says. Be factual but not unkind. “Don’t
beat the person over the head with what he did
wrong.” Just say “we have to end your employment
and here’s why.”
Also be clear. Don’t let that staffer leave not know-

ing exactly why the firing is taking place.
Don’t argue. The office has investigated “and isn’t

interested in excuses.”
Don’t say “there’s nothing personal here.” It may

indeed be not personal, “but it’s personal to the person
being fired.”
Be courteous and show sympathy. If the staffer has

been marginal for five years and is being fired for the
last straw, talk about the last straw “but don’t go over
the last five years.”

pay up whatever might be owed
Give the fired employee every benefit the office

could possibly owe.
Unused vacation time is an example. Some states

don’t require that it be paid while others say yes, it’s
earned wages and is owed to the employee.
Whatever the law, go the extra mile and pay it, he

says. Getting fired puts people in a shaky emotional
state. It’s absurd to antagonize somebody in that con-
dition with “we’re going to fire you, and oh by the
way, we’re going to send you out without the vacation
pay you think you’ve earned.”
Make sure that staffer leaves at least thinking the

office has been fair. If there’s an odious policy that
says the office doesn’t pay vacation when somebody
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is fired, “change it. It’s dumb. It’s asking for trouble.”
The same is true for things such as earned commis-

sions that aren’t due until after the firing date. Pay
them. “That’s money earned.”
Don’t let anybody go out feeling shortchanged.
Explain the COBRA benefits and retirement

account options.
As for severance pay, set a policy on how much

gets paid for various reasons for leaving. For nonman-
agement positions, “a good and acceptable severance
package” is one month’s salary
Hand over the final paycheck right there. “Make it a

nice neat package.” Leave no questions unanswered,
and don’t make the employee wait for anything.

references: don’t go beyond flat
What about references?
Pray that the staffer finds a new job fast and gets on

with life, he says. The alternative is a former employ-
ee “sitting around getting madder every day and bad-
mouthing the office.”
The safest approach is to stay away from anything

negative. Verify the job title and dates of employment
and stop there. “Anything else can turn subjective.”
The reason for the firing may not even affect the

next job. Suppose somebody is fired for bad atten-
dance because of child care issues. The child care may
now be resolved, so telling a potential employer about
it “isn’t going to do anybody any good.”
If the new employer asks for more than the basics

and if the office wants to help that person get a job,
ask for the request in writing, Godwin says.
There’s no need to answer every question on the

request. Just answer as positively as possible, perhaps
that the person is knowledgeable about billing and
works well with colleagues.
Also, he says, if the office sends a written reference

to the new employer, it should send a copy to the
employee. �

HIPAA is now striking
small offices; the first
hit is on mobile devices
HIPAA, which has traditionally focused its atten-

tion on larger entities, is now closing in on smaller
organizations and smaller violations.
A hospice in Idaho has been fined $50,000 for a

security breach of its electronic health information.
This is the first time HIPAA has gone after a breach
affecting fewer than 500 patients, and the government
says the fine is “a strong message” that HIPAA-cov-
ered entities, no matter how small, “will be held
accountable for safeguarding their patients’ health
information.”
The action was taken against Hospice of North

Idaho in Hayden, ID, which had reported the theft of a
laptop that contained information for 441 patients.
The hospice regularly uses laptops in its field work,
and the one that was lost was unencrypted.
The penalty came because the hospice had not con-

ducted a risk analysis to safeguard the information
and also because it did not have policies and proce-
dures for maintaining security with the mobile
devices.
Security breaches come under the Health Informa-

tion Technology for Economic Clinical Health Act, or
HITECH, which requires HIPAA-covered entities to
notify patients as well as the government and in
severe cases the media of breaches in unsecured
patient data, which generally means data that is not
encrypted and can therefore be used.

(For a full explanation of HITECH, see “It’s time
to worry about HITECH breach notifications” in the
October issue of MOM.)
Breaches involving 500 or more patients have to be

reported to the government within 60 days. For fewer
than 500 patients, the office is required to file an end-
of-the-year report.
It’s the reports that most often trigger the govern-

ment’s investigating, and that apparently was the case
with the hospice.

four good words of advice
The government offers some useful information on

HIPAA safety for mobile devices. Here are four
points:
• What are the greatest security threats to

mobile devices?
The government lists these.
Cybercriminals. These people attack mobile devices

for money. They use the data for identity theft, online
fraud, and computer extortion. International cyber-
criminal organizations expand that to industrial espi-
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onage and large-scale money and intellectual property
theft.

Botnet operators. A botnet operator distributes mal-
ware to a large number of mobile devices and then
controls their activities. Operators also attack individ-
ual mobile devices.

Hackers. Hackers sometimes attack mobile devices
to gain prestige in the hacker community. Hacking
today is somewhat easy. It can be done by download-
ing attack scripts and protocols from the internet and
launching them against mobile devices.

• What’s the best way the create a strong pass-
word?
Combine three words. Then swap uppercases with

lowercases and letters with numbers and symbols.
Example: privacy and security.
The weakest password:

privacyandsecurity
To strengthen it, start some words with uppercase:

PrivacyandSecurity
Add some internal uppercases:

PriVacyandSecuRity
Replace a word with a symbol:

PriVacy&SecuRity
Replace a few letters with similar-looking numbers

or symbols, for example
I = 1
A = @
S = $
E = 3
C = (
I = !
T = +

The outcome is a very strong
Pr1V@cy&$3(uR!+y

• What does meaningful use for electronic
health records require for mobile devices?
EHR’s Stage 2 requires a security risk analysis, and

the analysis has to include encryption of the data. If
patient information is stored on a mobile device, the
device must be programmed to encrypt it by default.

• How should mobile devices be protected?
Any mobile device used for work needs to be kept

under central security management. That means the
office needs to keep track of all those devices and also
take safety measures such as installing remote dis-
abling on them. In addition, there needs to be a policy
and procedure for using the devices.
For guidelines on developing a mobile device poli-

cy, go to http://www.healthit.gov/providers
-professionals/step-4-develop-document-and
-implement.
And for complete information on mobile device

safety, go to www.HealthIT.gov/mobiledevices. �

CPT’s 2013 updates
to the surgery codes

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

Last month we reviewed CPT’s updates to the E/M
codes. Here we continue on with the surgery codes.
And next month, we’ll finish the updates.

musculoskeletal system
The new surgery codes begin with the muscu-

loskeletal system.
New code 22586 is for arthrodesis, or fixation of a

joint, in this case the spine. It covers the pre-sacral
area, which is the L5 to S1 section of the sacrum right
above the tailbone, with the interbody technique.
This code gets used whether the procedure is done

alone or with another procedure, and it includes the
entire process – preparation of the disc space, disc
removal, fixation, grafting, and whatever image guid-
ance is necessary.
Also new here are four codes for the revision of an

arthroplasty, or joint replacement. A redo can become
necessary, for example, when the original prosthesis
wears out. The codes include the removal of the old
prosthesis and the placement of a new one.
The first two codes (23473 and 23474) apply to

total shoulder replacements, with 23473 for replace-
ment of either the humeral or glenoid component and
23474 for replacement of both components.
The other two (24370 and 24371) apply in the same

way to total elbow replacements, with 24370 applying
to either the humeral or ulnar portion and 24371 to
both.

respiratory system
There are 11 new codes here.
The first four (31647-31649 and 31651) are for

bronchoscopies, both rigid and flexible, with balloon
occlusions, and they include moderate sedation and
guidance. These codes replace three Category III
codes, which are temporary codes for new technolo-
gies (0250T, 0251T, and 0252T).
Code 31647 is for the insertion of one or more

bronchial valves into the initial lobe, and 31648 is for
(continues on page 8)

ICD-9-CM and CPT
coding update
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health care reform
More from health care reform: the new value-based modifier

payments are based on the office’s quality reporting during
2013; Medicaid payments for primary care increase to the
Medicare level; new transitional care codes bring additional
payments – December

The 92 provisions of the Affordable Care Act – July
Affordable care: it’s constitutional, but questions remain on

Medicare coverage, taxes, and doctors’ payments – July

EHRs – e-prescribing – PQRS
An attestation calculator to see if the office will get the EHR

bonus (go to http://www.cms.gov/apps/ehr/) – November
The new requirements for Stage 2 EHR – September
A chart of how a doctor progresses from one EHR stage to

the next – September
The 17 core items and 6 menu items of Stage 2 – September
Where to find doctors’ meaningful use standings – July
E-scripting, EHRs, and PQRS: a chart of the requirements,

deadlines, bonuses, and pay cuts – June
Missouri office gets EHR credit with online bill paying, a

registration kiosk, and online appointment requests – June
E-scripting: there’s still time to avoid next year’s pay cut and

also get a bonus in 2014 – May
The e-scripting timeline in a nutshell – April
More time to duck the e-script pay cuts! A new window is open

until June 30 – April
A little bit of leniency in avoiding next year’s e-prescribing pay

cuts – March
On the horizon – quality reporting penalties plus a value-based

payment modifier – March

improving the revenues
Online patient payments help a Colorado office reach a 20-day

collection ratio – December
Connecticut manager increases the profits by adjusting the work

hours for both doctors and staff – November
In Kentucky office, a billing specialist at the door gets the

payments in before the patients leave – May
With payment plans, a credit card on file means every payment

comes in on time – April
A collection agency letter at 30 days cuts the A/R days for

Atlanta office – March
By following strict staff procedures, New York office has a

‘stellar’ financial year – January

HIPAA
Beware those HITECH breach notifications; the government is

cracking down and imposing fines – October
An outline for training staff in HITECH – October
The three big hold-ups with Version 5010 claims: ZIP code,

address, and NPI – July
HIPAA security can fail if the office doesn’t take these

common-sense precautions with electronic data – February
How to keep the laptops safe outside the office – February
An extra 90 days to get to HIPAA Version 5010 – January

Medicare
HPID identifiers for all payers start in 2016 – September
To keep the office safe from fraud and abuse, watch five laws:

false claims, anti-kickback, self-referrals, exclusions,
and civil monetary penalties – July

Clarifying the difference between NPIs and PTANs – July
Medicaid primary care to get paid at the Medicare level – June

managing the office
An online operations manual covers the manager’s job plus all

the office operations – October
California office ends state-aid no-shows with a fee, limited

refills, and a noncompliance letter to the HMO – September
Ohio manager uses just two spreadsheets and three colors to

track all the licensing, bills, and lab tests – August
A teacher planning book is enough for complete hospital visit

notes – February

managing staff
Here’s how to put a stop to the office gossip – December
Five reasons why staff search for greener pastures – December
How to tackle two staffers at war: keep it civil and focus on the

business – November
To change behavior, show staff what needs to be done but let

them decide how to do it – October
Don’t find out why staff leave; find out instead what makes

them stay – October
To understand both staff and physicians, understand their

generations – October
Six ways to keep or lose a good hire – September
Orientation also keeps or loses good hires – September
How to make the receptionist the office’s ambassador – August

Index to medical office manager – 2012
These are all the articles that appeared in MOM during the past year. They are listed

chronologically by topic. This index is a good reference for tracking past information.
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How to respond when staff complain of favoritism – July
A higher-paid receptionist gives the manager a full-time

assistant – July
Plain and practical ideas: solving personality problems, creating

a professional staff, free motivators that work, covering for
absent staff, logical theft prevention, getting staff to show
respect for patients, good low-cost benefits – May

Got troublesome staff? don’t wait to address problems, don’t
focus on the losers, keep everything private, don’t fight with
a staffer, and draw up a professional conduct policy – April

It’s personalized recognition that creates productivity – March
Dealing with the cell phone abusers, the smokers, and the

staffer who has to entertain everybody – February
To get staff engaged in their jobs, ask them to write down their

opinions and recommendations – January
Benefits staff appreciate and any office can afford – January

employment law
For overtime and EEOC safety, audit these points – December
Beware the Lilly Ledbetter law; it extends the time limit for

filing wage discrimination claims – October
FMLA: vacations, notice, firing, and counting to 50 – September
A time-off plan and what it requires – September
Comp time, break time, lunch time, and double time – August
Retaliation is today’s most common EEOC claim – July
ADA claims are now easier to file and a lot easier to win – May
Explanations of the tough spots of FMLA – April
Three issues: disciplining a staffer for criticizing the practice

or the manager, starting layoffs with the highest-paid staff,
and prohibiting smoking during breaks – April

The why, when, and how of a severance agreement and what it
needs to cover – April

Every office needs three EEOC protections: a handbook, candid
reviews, and progressive discipline – March

Wage and hour violations that can creep in quietly – March
With EEOC complaints, it’s the investigating that keeps an

office safe – January

moving to ICD-10-CM
The basic points to cover with ICD-10-CM training – November
Pin down that ICD-10 software vendor: what? when? and how

much? – October
ICD-10-CM is not case specific – October
ICD-10 gets an official start date of 10/1/14 – September
Follow this checklist for moving to ICD-10 – August
Be prepared for the money changes ICD-10 will bring – August
Start the training by translating the office’s most common

diagnosis codes into ICD-10 – July
Good ICD-10 training calls for understanding the format of the

new codes – June

Getting staff ready for the new code system won’t be terribly
difficult – May

ICD-10 gets a final deadline of Oct. 1, 2014 – April
ICD-10’s deadline gets postponed, but for how long? – March
ICD-10 basics to remember – March
Getting the office focused on ICD-10: the have-to-know facts

for doctors and staff, the have-to-do checklist for the
manager, and how it will affect reimbursement – February

hiring and firing
With hiring and firing, watch the words; innocent remarks are

spawning claims – November
The art of making a good hire: analyze the need and long-term

cost, where to advertise, what to say in the interview, and
how to verify what’s on the resume – August

How to keep the office safe from the lawyers when a staffer
gets fired – June

The four aces of a good hire: work attitude, willingness, know-
how, and personality – February

managing the records
Five questions: Does the superbill have to show the diagnosis?

Who can enter information into the record? How are
corrections made on electronic records? Is it okay to
copy and paste on electronic records? How much can
offices charge for copies of electronic records? – August

professional development
Career success rests heavily on presentation skills – December
How a new manager can win physician support as well as staff

respect – August
How to make a mistake, survive it, and keep the job – June
Not enough time? Four ways to find new minutes – March
For the female manager: to be successful, follow the lead of the

men – February

ICD-9-CM and CPT coding
Transitional care gets an E/M code plus payment – December
A complete list of the CPT updates for 2013 – November
Coding asthma plus I-9’s code 493 vs. I-10’s J45 – October
Coding osteoporosis with both ICD-9 and ICD-10 – September
ICD-10’s staph codes follow ICD-9’s guidelines – August
No updates this year for ICD-9-CM – July
Coding dementia’s most common form – Alzheimer’s – April
Coding CKD plus hypertension, diabetes, and dialysis – March
CPT’s updates from path/lab to Categories II and III – February
The codes and the payment for the flu and pneumococcal

vaccines – February
The 2012 CPT updates from surgery to radiology – January �
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coding update (continued from page 5)
the removal of one or more, again from the initial
lobe. Code 31649 is an add-on for valve removal from
each additional lobe, and 31651 is an add-on for valve
insertion into each additional lobe.
Following those are newcomers 31660 and 31661

for bronchoscopy with bronchial thermoplasty, a pro-
cedure usually used to treat severe and persistent asth-
ma. A catheter delivers thermal energy to the smooth
muscles of the airways, which limits their ability to
constrict air flow. The procedure, which does not
destroy the tissue, reduces flare-ups and prevents a lot
of visits to the emergency room.
Those two codes replace 0276T and 0277T.
Next are four new codes for thoracentesis and

pleural drainage (32554-32557), which is the removal
of fluid or air from the pleural space.
The first two are for removal via needle aspiration

(without and with image guidance), and the others are
for draining via an indwelling catheter (without and
with image guidance).
The final new respiratory code is 32701. It appears

in a new subhead for stereotactic radiation therapy,
and it is for identifying the size and location of a tho-
racic tumor for radiation therapy.
Stereotactic therapy is noninvasive and allows for

precise delivery of small doses of radiation over sev-
eral days.

cardiovascular system
TAVRs: There are a number of new codes and

guideline changes here.
First are new codes for transcatheter aortic valve

replacement, or TAVR (33361-33365 and 33367-
33369).
TAVR is a minimally invasive procedure to replace

the aortic valve, and it is used for patients with steno-
sis, or narrowing of the valve. The term is used syn-
onymously with TAVI, or transcatheter aortic valve
implementation.
Again, these are Category III codes that have grad-

uated to full CPT status. They replace 0256T, 0258T,
and 0259T. (Code 0257T has been deleted, and new
code 0318T has been added for TAVR with a transapi-
cal approach.)
The procedure requires two physicians, so modifier

62 (two physicians working together) is always used
with these codes. A lot of elements are included such
as the temporary insertion of a pacemaker, radiologi-
cal interpretation, contrast injections, and so on.
Specifically, the TAVR codes are
33361 – percutaneous femoral artery approach
33362 – open femoral artery approach
33363 – open axillary or armpit artery approach
33364 – open iliac or pelvic artery approach
33365 – transaortic approach, or via the aorta
There is also a new Category III code that goes with

these. It is 0318T, which shows the implantation of an
aortic valve via the chest.
The other three codes (33367-33369) are add-ons to

show cardiopulmonary bypass support.
pVADs: Next come 33990-33993 for the insertion,

removal, and repositioning of a percutaneous ventric-
ular assist device, or pVAD. All are percutaneous pro-
cedures, not open, and they include moderate seda-
tion.
A pVAD helps the ventricles of the heart contract. It

can be used short-term for surgery patients who have
restricted ventricle function. It can also be used to sta-
bilize patients who are critically ill.
Angiography: After that are eight new codes

(36221-36228) for diagnostic angiography, or imaging
of the carotid artery.
Code 36221 is for nonselective placement, which

means the catheter is inserted directly in the artery or
vein and does not extend into a branch. The others are
for selective placement, which means the catheter is
moved beyond the vessel into a vascular family.
The codes identify the individual areas of the artery

that are imaged.
Two of them are add-ons: 36227 (for 36222, 36223,

or 36224) and 36228 (for 36224 or 36226).

A new CPT change to note:
‘other qualified providers’
A notable revision to the E/M codes and throughout

the 2013 CPT book is that the term physicians and
other providers has in almost all cases been replaced
with physicians and other qualified health care pro-
fessionals.
That change is termed nomenclature neutrality.
The reason for it is that the CPT code only identi-

fies what a service is. It does not determine who is
qualified to provide it or who can get paid for it.
Medicare does that.
Who is a qualified health care provider?
The American Medical Association defines it as

someone who is qualified by education, training,
licensure, or facility privilege to perform the service.
The service is within that person’s scope of practice.
The AMA also points out that there is a distinct dif-

ference between qualified professionals and clinical
staff. A clinical staff member works under the supervi-
sion of a qualified health care professional and is
allowed to perform or assist with a service but cannot
report it.
The only places where the nomenclature neutrality

hasn’t been added to CPT is for services that can only
be provided by a physician. �
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Transcatheter procedures: The other new cardio-
vascular codes are for transcatheter procedures.
Code 37197 is for percutaneous retrieval of a blood

clot. The others are for transcatheter infusion to break
up a clot. They cover starting the infusion (37211 for
arterial and 37212 for venous), subsequent days of
infusion (37213), and stopping the therapy, removing
the catheter, and closing the vessel (37214). They all
include the radiologic supervision and interpretation
as well as moderate sedation.

hemic and lymphatic systems
For the hemic and lymphatic systems, there is just

one new addition, and it is 38243 for HPC boost.
HPC, or hematopoietic progenitor cells, are

obtained from bone marrow and also from blood,
including umbilical cord blood. They are transplanted
into patients with cancers of the blood or bone mar-
row, including leukemia.
The HPC boost is used for bone marrow transplant

patients who are experiencing a deficiency in white
blood cells. The boost gives them additional cells.

digestive system
In this section are three new codes.
The first is for esophagoscopy with optical endomi-

croscopy (43206), and the second is for upper GI
endoscopy with optical endomicroscopy (43252).
Endomicroscopy is microscopic imaging, or real-

time visualization of the mucosal tissues to identify
the precise sites were biopsies need to be taken.
Third is 44705 for the preparation of fecal micro-

biota used to treat an imbalance of bacteria in the
digestive system. It is often used for patients with
severe clostridium difficile, or C. diff that does not
respond to standard treatment.
The sample is taken from a healthy donor, usually a

relative, and is introduced to encourage the growth of
beneficial bacteria.

urinary system
The urinary system has just one new addition,

which is 52287 for cystourethroscopy injections for
chemodenervation of the smooth muscles of the blad-
der. The injections treat the incontinence that occurs
when those muscles become too active.

nervous system
The last new surgery code is also for chemoderna-

tion. It is 64615, and it is for destruction of facial,
trigeminal, cervical spinal, and accessory nerves in
patients with chronic migraines.
To qualify for this procedure, the patient must meet

the criteria for chronic migraines, which is three con-
secutive months of headaches occurring on at least 15
days, each headache lasting at least four hours.

Therese M. Jorwic, MPH, RHIA, CCS, CCS-P, is
assistant professor of health information management
at the University of Illinois at Chicago and senior
consultant for MC Strategies in Atlanta. �

How to respond when
a staffer is suspected
of drug or alcohol abuse
When the manager suspects a staffer of drug or

alcohol abuse, a lot of factors come into play.
Yes, a medical office can require drug testing and

terminate the staffer. But the manager needs to be
aware of all the issues that can enter into that picture,
says attorney JEFFREY M. SCHLOSSBERG of
Ruskin Moscou Faltischek in Uniondale, NY.
Approach the staffer in the wrong way and the

office could see a discrimination claim.

don’t mention the obvious
The safest approach is to not to mention alcohol or

drugs at all but to focus solely on the performance.
That’s where employers most often get into trouble,

Schlossberg says. They suspect alcoholism or drug
abuse “and they infuse that into their analysis.” And
they make mistakes.
In some situations, the Americans with Disabilities

Act protects alcoholism, and some states provide even
broader protection. Someone taking narcotics for an
illness could also have ADA protection.
Thus, if the manager brings up the suspicion of

alcoholism and later fires or demotes the staffer, the
office could see a discrimination claim.
People know not to say “your hair is thin so you

must have cancer.” But they don’t always know that
the same applies to alcoholism. To say “it looks like
you’re drunk” or “it looks like you have an alcohol
problem” is the equivalent of saying “it looks like you
have a disability.”
And that puts the office at risk. Under the ADA, if

an employee is perceived as having a disability, dis-
ability protection applies.

talk about the job instead
The safest approach when there’s suspicion is to

look at the performance and nothing more.
Ask “what is it this employee is not doing?” The
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staffer may be coming to work late or not submitting
reports or sleeping at the desk. Talk about that. Any
job requirement that isn’t being met is something the
manager can talk about and discipline for.
“Don’t be a therapist,” he says. “Focus on the job.”
It doesn’t matter if someone is on drugs on not. The

question is whether that person is or isn’t doing the
job. If the performance isn’t up to par, there’s no need
to know the why of it.
No matter what disease or disability an employee

may have, “nobody is excused from not performing
the job properly.” Address performance and there can
never be any argument of discrimination.

not without a hitch, however
Even so, nothing is failsafe.
What if the staffer comes back with “well the rea-

son I’m not coming in on time is that I have
alchoholism.” Or maybe the staffer is taking narcotics
lawfully to treat a medical condition.
Now the office is on notice of a protected condition.

And in some situations, it could be required to make a
reasonable accommodation for that staffer.

an overall policy
What about immediate firing for alcohol or drug

use?
The office can do that, Schlossberg says.
However, there’s no law that prohibits drinking on

the job, so for protection, the office needs a policy
forbidding alcohol and drug abuse at work.
With policy in hand, the manager can say “you were

drinking on the job, and that’s a violation of our poli-
cy” and fire freely. The firing can in no way be related
to a disability.

what about drug testing?
Drug testing is another factor. Can the office

require it when someone is suspected of illegal use?
“It depends on what the facts are in the workplace,”

Schlossberg says. And there’s argument against it.
From an employment law perspective, the office “is

not the police or the district attorney” who needs that
information to prosecute a case. It is a private employ-
er, and as such doesn’t need to know about anything
except an employee’s performance. If there are specif-
ic things such as tardiness or mistakes, there’s no need
to for a test. Terminate the employee for the inade-
quate performance.
Another argument against testing is that it could

unearth information the office doesn’t need to know
about such as that the staffer is taking medication for
cancer or HIV.
A medical office, however, is a special type of

workplace because patient safety is at issue. The same
is true in, say, a manufacturing plant where employee
safety is at issue.
When safety is a concern, a drug test is appropriate.
But even there, be cautious. Schlossberg cites two

safety steps the office needs to take.
First, have a written policy saying the office can

require drug testing at any time and for any reason. As
long as the testing isn’t based on race or age or gender
or whatever, the office is free to test.
And second, get a third party to do the specimen

collecting and also the testing. “No matter how many
urinalyses the office does, don’t do it on employees.”
There’s always the possibility the employe will claim
the results were manipulated.

responding to a complaint
One last question is how to respond when a staffer

comes to the manager with a suspicion that someone
is abusing alcohol or drugs.
The safest response, he says, is to find out the facts.

Ask “what are you basing this on? what did you see?
what did you hear?
If it turns out the staffer took drugs from the drug

cabinet, that warrants immediate termination.
But if the staffer was drinking vodka before coming

to work, stay on the safe side and go into the how-is-
this-affecting-the-job mode.
Employees may not be able to come to work under

the influence of alcohol, but there’s no law that says
they can’t drink outside of work. Performance is what
counts. If the employee is falling asleep at the desk,
“it makes no difference” if it’s because of fatigue or
because of drunkenness. Discipline is warranted. �

List I-10’s documentation
requirements for the
office’s current I-9 codes
Here’s another recommendation for the ICD-10-CM

move. It comes from Medicare: make a list of the
office’s most frequent ICD-9-CM codes and see where
the current documentation will need to be expanded
for ICD-10.
ICD-10 sets out more choices for diagnoses than

does ICD-9-CM, so for many conditions, the record
will have to show specific factors that currently don’t
have to be documented for coding. One, for example,
is laterality. For many diagnoses, the record will need

getting ready for ICD-10-CM
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to show whether the condition affects the right or left
side of the body or is bilateral.
The government gives this example of what the

office’s list might look like for three common diag-
noses.

DIABETES MELLITUS
• type of diabetes
• body system affected
• complication or manifestation
• for type 2 diabetes, long-term insulin use

FRACTURES
• site
• laterality
• type
• location

INJURIES
• External cause. The documentation has to show

the cause of the injury. Thus, the office must ask the
patient how the injury occurred.
• Place of occurrence. Tell where the patient was

when the injury occurred, perhaps at home, at work,
or in a car.
• Activity. Tell what the patient was doing at the

time of the injury such as playing a sport or using a
tool.
• External cause status. Tell if the injury was relat-

ed to military service, work, or other status.
Medicare points out that much of the information is

already being discussed with patients and that for
ICD-10 it’s simply a matter of adding it to the record
so the visit can be coded properly. �

For a better 2013, ask
staff what’s going wrong
and right with the office
To be a leader, a manager has to know the satisfac-

tion level and where staff need and want to change –
and also where personal changes are in order.
And now is the time to find out exactly that, says

ANDREW SOBEL, a New York City management
and business development consultant.
Addressing issues in January and February “gets

people charged up for the year.” It also gives the man-
ager a map for improving 2013.

the key: questions, not edicts
The job begins with some type of staff surveying,

Sobel says. It can be one-on-one, or it can be group

discussions. But either way, get staff “engaged” in
talking about their jobs. And the way to do that “is to
turn the statements into questions.”
Instead of a demand of “I need a list of your goals

by Monday morning,” phrase it as “what kind of goals
would you like to set for yourself?” Or instead of “you
need to do X about Y,” make it “what do you think
you need to do about Y?”
In most offices, employees get no more than memos

telling what’s happening and what they have to do.
But people are far more receptive to an approach of
“what do you think?” Questions allow them to come
to their own conclusions.

general satisfaction
Start by talking about the general job satisfaction

and what changes and improvements are needed.
To get staff talking, don’t ask how-satisfied-are-you

questions; ask staff to give specific examples of their
likes and dislikes.
• What was your best day here last year? your

worst day? What was your most fulfilling experience?
What’s the best part of working here? the worst part?
Listen carefully to the “worst” responses, he says.

The jobs people hate are the jobs they aren’t suited
for. Somebody who says collection calling is a dread-
ed duty is likely not the best person for that job.
“Worst” responses also bring to light things that

need overall attention. If a staffer says the worst part
of coming to work is having to deal with a rude physi-
cian, the office has a large issue to address.

communication and understanding
Next ask about communication.
• Have there been recent activities or polices in our

office that you’d like more information about?
Many an employer takes great pains to communi-

cate things to everybody only to find that people don’t
have a good understanding of what’s going on.

improving the office
Now talk about improvements the office can make.
• What can we do to make our practice more suc-

cessful? What’s getting in the way of your doing your
job effectively? What would make your job more inter-
esting and exciting? What information or resources
would help you in your job?
And on the positive side, ask about pride.
• What makes you proud to work here?
Pride in the job “is important for motivation,” Sobel

says. People who are proud of their jobs do well and
don’t want to leave.
Whatever makes people proud to be a part of the



office is something to enhance and build on.
And along with that, find out where the office is

wasting its time.
• Is there anything you think we should stop doing

around here?
The answers can be insightful. A staffer might say

“I have to fill out expense reports twice” or “I get
duplicate requests.” Those are inefficiencies the office
can get rid of.

searching for the right goals
Cover staff’s goals for the next 12 months. But

don’t present it as “everybody has to come up with
goals,” Sobel says. Don’t assign goals either.
Ask staff what their individual goals already are.

“People are more motivated to follow through” with
their own ideas than with somebody else’s demands.
Guide the conversation along with questions such

as these.
• What’s on your work agenda for the coming

year? Are there any particular projects or initiatives

you’re interested in? In what areas do you want to
improve? How can I help you do that?
Another good question to include here is “if you

had a few nonworking hours each week, how would
you spend them?” The answer may be that somebody
wants more training in some area.

what do you think about me?
Now get to the manager/staffer relationship. That

needs to be covered in the survey, Sobel says, because
nobody wants to confront the boss. But bringing the
subject up via questions allows staff to mention con-
cerns without being confrontational.
• How can I be of greatest help to you as your

manager? Are there any issues you’ve been grappling
with that you’d like for me to address? Is there any-
thing I can do personally to make your job easier?
To be motivated and do high quality work, staff

“have to know the manager cares for them and is sup-
porting them.”

last year’s failures
The failings and shortfalls of the past year also

need to be on the agenda. But again, this is no time for
an edict such as “we cannot tolerate that.”

• What happened to cause this? What can you do to
keep it from happening in the future? How can we
help you with that?
And when an individual staffer or staff as a group

offer suggestions that aren’t adequate, follow with “I
think that’s a good idea. And here is something else
you might want to consider.”
Again, Sobel says, people want to solve their own

problems “rather than be told what to do.”

plus a little on the personal side
The last area is one few managers ever address –

staff’s personal interests unrelated to work.
Knowing staff individually and personally builds

loyalty, Sobel says. It shows the manager looks at
them as people, not just workers. Don’t get overly
personal, but do ask things such as these.
• Tell me about your favorites – movies, restau-

rants, books, ways to relax. Tell me about something
you’ve always wanted to do but never have – a sport,
hobby, trip, challenge. When you’re not in the office,
how do you like to spend your time?
Besides illustrating personal interest and concern,

that gives the manager information about the types of
recognition and rewards that motivate individual
staffers. If it turns out that somebody likes baseball,
for example, an effective reward for outstanding work
would be tickets to a game.
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