
Even stronger controls have just been set out for
HIPAA.
They come in the final regulations for the Omnibus

Health Insurance Portability and Accountability Act,
or the HIPAA rule.
They appear in the January 25 Federal Register and

become effective March 26. However, offices and
business associates have until September 23 to com-
ply.
Mostly, the changes affect patient requests and

approvals, breach reporting, and business associates.
Along with that, the penalties for noncompliance

have gone up. And accompanying the penalty increas-
es is a promise from the government to search out vio-
lators with a vengeance.

three somewhat small changes
First are three relatively small changes that just

about all offices will encounter.
• Patients can now ask for copies of their electronic

medical information in electronic format.
Also, with both paper and electronic record

requests, the office has only 30 days to produce the
information. There’s no more 30-day extension for
records that are inaccessible or kept off site.
• When patients pay for services personally and in

full, they can require that the office not share informa-
tion about the treatment with their health plans.
• The office can give immunization information to

a school if the school is required by law to have it and
if the parent or guardian gives written permission.

guilty till proved otherwise
There’s also a change in how to determine when a

breach has to be reported to the government.
Until now, offices have followed the harm stan-

dard, which said a breach was reportable only if it
posed a significant risk of harm to the patient’s
finances or reputation.
The new regulations turn that around. They say that

any loss or inappropriate disclosure of data is pre-
sumed to be a breach unless the office (or hospital or
business associate) can show there is a low probability
the information will be used improperly.
To determine that, the office has to do a document-

ed risk assessment that covers four elements.
1. The type of information.
Information about sexually transmitted diseases, for

example, could harm a patient’s reputation. Credit
card numbers and Social Security numbers could be
used for identity theft. Risk is high. Yes, there’s been
a reportable breach.
2. The recipient of the information.
If the office doesn’t know who has accessed the

information, assume there has been a breach. How-
ever, if the other person is a HIPAA-covered entity,
misuse probability is low and so is the risk.

(continues on page 3)
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this month’s
idea

With quality a monthly topic,
improvements are never ending
A surgery practice in Grand Rapids, MI, stays in constant

improvement mode with ongoing quality discussions.
Quality is part of the agenda of the monthly business meetings,

which include both staff and physicians, says practice manager
JENNIFER JAMULA of Pediatric Surgeons of West Michigan.
“Anything somebody thinks needs improvement” is open to dis-

cussion – patient care, scheduling, efficiency, whatever.
Suggestions come from everybody. Sometimes a staffer sends

Jamula an e-mail of “next time we should talk about X.” Sometimes
a physician makes a recommendation. Sometimes Jamula brings up
an issue. Or a staffer or doctor might say “I read a good article on
X” or “I heard about a good idea this other office uses.”
Whatever it is, the entire group talks about it “and irons it out.”

And the discussion may or may not result in a change.
The outcome is never ending improvements.
For example, some patients have a five- or six-hour drive to the

office, Jamula says. To help them out, the doctors decided to set out
qualifiers for several minor surgeries that make it possible to do a
post-op progress call instead of having the parents drive the child
back for a visit.
The office also developed a new procedure for getting test results

to parents faster. That not only accommodated the parents “but was
a safety improvement,” she says.
In office operations, there was a change in the way lab results are

given to the physicians. “Staff were pulling the chart for every test,”
Jamula says. So the group decided which tests the doctors could
review without seeing the chart, and now staff pull and refile only
the ones that are necessary for review.
Yet another improvement was to give parents a pre-surgery print

out of the out-of-pocket expenses. Besides improving collections,
getting the financial issues settled ahead of time eliminates part of
the stress any parent faces when a child has surgery.
To make sure everybody stays aware of what’s been decided,

Jamula reviews each item at the following meeting. Then everybody
discusses whether the new process is working or needs changing.
With the ongoing quality discussions, she says, everybody “has a

voice” and can say “this is not going well” or “this is frustrating.”
Equally important, everybody hears about what needs to be

changed and why and has a say-so in how the change is made. That
means front office and back office understand each other’s needs,
and doctors and staff are all on the same page.

If your office follows a system that helps operations or patient
care, MOM would like to write about it. Contact Susan Crawford,
Editor, at 404/367-1991 or susancrawford@ardmorepublishing.com.
We pay $100 for every idea we write about in this column. �
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(continued from page 1)
3. Whether the data was actually seen or used.
Suppose a stolen computer is recovered and foren-

sic analysis shows the data was never accessed. Risk
is low. No breach.
Another example: suppose a patient’s record is

mailed to the wrong person. If the envelope is
returned unopened, risk is low. But if it’s returned
opened or not returned at all, risk is high, and the
office has to assume there has been a breach.
4. How well the risk has been mitigated.
The mitigating factor might be that the office gets

assurance that the information won’t be used or dis-
closed or will be destroyed. That makes the risk low
and probably not reportable.
However, who that other party is makes a differ-

ence. Assurance from a business associate, for exam-
ple, is probably worth relying on. But assurance from
an unrelated person or company with no obligation to
comply with HIPAA is another story.

HIPAA for business associates too
Business associates are now required to comply

with HIPAA just as offices are. They have to have
safeguards and policies and procedures for keeping
data secure. They have to have business associate
agreements with their own subcontractors. And they
can get hit with penalties if they don’t.
That’s a logical move, because some of the greatest

breaches to date have involved business associates.

the penalties get higher
The penalties for noncompliance have gone up –

way up.
The amount depends on the level of negligence.

Previously, the limit was $25,000 per violation; now
it’s $50,000, with an annual limit of $1.5 million.
And the Office of Civil Rights, which enforces

HIPAA, cautions that it’s looking hard for violations
and plans to enforce HIPAA “vigorously.”

and three final changes
There are also changes that are of less significance

to offices but worth noting all the same.
• There are more restrictions on getting patient

authorizations to use personal information for market-
ing and fundraising. The same also applies to permis-

sions to sell personal information.
• The process for getting patient authorization to

use health data for research is now simpler.
• Insurance companies cannot use genetic informa-

tion for coverage and cost determinations. This does
not apply, however, to long-term care plans. �

HIPAA and records hiding
somewhere in the hospital
Question: One of our physicians took patient charts

to the hospital. Two of those charts were lost. They
contained personal information such as Social
Security numbers as well as the clinical notes.
What information should I send to the patients?
(Submitted by a New York manager – name with-

held by request.)

Answer: Respond first with common sense, advises
health care law attorney JEANINE LEHMAN of
Austin, TX.
If the hospital has a lost-and-found department,

contact it.
Also contact the hospital’s medical record depart-

ment, because many times folders left unattended are
automatically sent there.
But whether the charts are found or not, the office

still has to notify the patients. It also has to notify the
government in its year-end report.

here are the requirements
The general rule is this:
Security breaches are governed by HITECH, which

is the Health Information Technology for Economic
Clinical Health Act. It requires that HIPAA-covered
entities notify patients, the government, and in severe
cases the media when unsecured data is lost or stolen
or used unlawfully.
Breach notification applies only to unsecured

patient data, or data that can be read or used. Data that
has been encrypted or destroyed doesn’t call for noti-
fication. It can’t be accessed, so there’s no security
breach.
For breaches involving 500 or more patients, the

reader
question

The new HIPAA regulations are found in the
January 25 issue of the Federal Register.
To access them, go to http://www.gpo.gov/fdsys

/pkg/FR-2013-01-25/pdf/2013-01073.pdf.



page 4 medical office manager / february 2013

office has to notify the government within 60 days.
With fewer than 500 patients, the office files a year-
end report with the government.

here’s what to tell the patients
As to when to notify the patients, the requirement is

no more than 60 days after the discovery of the
breach, Lehman says. And the notice has to be in writ-
ing.
As to what to tell those patients, give a short

description of what has happened, the date it hap-
pened, and the date the office discovered it.
From there tell what type of information has been

lost, perhaps the name, Social Security number, date
of birth, home address, account number, diagnosis,
clinical notes, disability information, and so on.
Then explain what the patients should do to prevent

being damaged by the breach.
Most likely, the main concern is identify theft, she

says, so the office should tell them to contact the main
credit bureaus and see if protections can be added to
their files.
The letter should also tell what the office is doing

to investigate the breach, what it’s doing to mitigate
any harm that could come to those patients, and what
it’s doing to protect against future breaches.
Finally, it should give the name and phone number

of a contact person for questions.
All that has to be “written in plain language” and

mailed first class, she says. And if the danger is high
and the matter urgent, the office should call the
patients as well.
Also, Lehman says, exercise a little PR. For the

sake of patient relations, make the tone of the letter
personal and sympathetic.
“Let the patients know they are valued and that the

office has empathy for their lost information” and
regrets the inconvenience.

and here are some precautions
Lehman also points to safety precautions offices

need to have in place, particularly for paper records.
Keep in mind, she says, that it’s the breach reports
that bring on the government’s HIPAA investigations.
• Evaluate the information that’s automatically

included in the records and bills and take out whatever
isn’t necessary.
For example, if the office doesn’t use the Social

Security number or date of birth as the patient ID,
leave it off the record.
The same for the bill. If the Social Security number

isn’t necessary for posting, take it off.
• If the office’s system allows, keep the ID infor-

mation in a business file for billing purposes and the

clinical information in a separate file with minimal ID
information. Then if the treatment file is lost, only
limited data is at risk.
• Put a label on the cover of any file that leaves the

office saying “please return to (office name and phone
number).”
• When a physician takes a record out of the office,

make a copy of only the information needed and leave
the original in the office. Besides minimizing the
information that could be compromised, that ensures
the office doesn’t lose clinical information “that can’t
be replaced.”
• Encrypt any information that goes on laptops and

thumb drives. Portable devices are “a big area for
enforcement,” she says, because they are so easily lost
or stolen.
• Set a procedure for checking files out and back in

so the office always knows who had the file last.
• And to keep track of which files have been

checked out, put a plastic or cardboard place marker
in the slot when the record is filed. That not only iden-
tifies the records that are out but also makes it easier
to refile them.

three separate HIPAA questions
And here are three more questions.
First question: If the office loses records and finds

them before taking any action, does it still have to
notify the patients and report a breach?
Yes, Lehman says. The same rules apply whether

the information is found or not. Tell the patients what
happened – when the records were lost and when they
were recovered and so on. And also report the loss to
the government as a breach.
Second question: Can patients sue the office for

privacy breaches?
Lehman’s response is that “there’s always a possi-

bility somebody will sue.” However, if the patient has
not suffered any damage because of the breach, the
likelihood of getting sued is slim.
On the other hand, if the ID is stolen and the

patient’s bank account gets emptied out, there’s some
basis for suing.
Third question: What should the office do if it’s

contacted by HIPAA about a violation?
The answer is simple. “Contact an attorney immedi-

ately.” And make sure it’s an attorney who has health
law experience. Then let the attorney take the lead in
everything the office does.
“The downside is huge,” she says. Penalties are

now high to the point that they could ruin a practice.
Get an attorney in early and set a policy that all
inquiries go through that attorney. There’s no margin
for error. �
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Two more items for
ICD-10-CM preparation:
clearinghouses and coders
Add two more items to the office’s ICD-10-CM

checklist: the billing service and the office staff who
will be doing the coding.

a checklist for the billing service
First the billing service or clearinghouse.
Medicare is telling offices to check with the ser-

vices they use to make sure they are indeed up to
speed in their preparation for the new codes.
Here’s what to ask them:
• Are you ready to meet the Oct. 1, 2014, deadline?

Where are you now in your transition process?
• Can you give me the name of a contact person in

your office whom I can call about ICD-10?
• Can my contact person and I meet regularly to

make sure we both stay on track?
• How will you test your claims transmission with

the new codes? Will we be involved in your testing?
• Can our office send you test claims to see if they

are coded accurately? How soon can we do that?
• Will you provide training on how our documenta-

tion needs to change to support the new codes?
• Will your pricing change when you move to ICD-

10?
For offices that don’t currently use a billing service

or clearinghouse, Medicare’s advice is to contract
with one now to use during the transition. When ICD-
10 begins, offices will be slower getting claims out. A
service can expedite the work and help keep the cash
flow on a steady pace.

get a good coder on board
The second item of ICD-10 preparation is planning

for adequate coding staffing.
When the new system starts, qualified ICD-10

coders will be in great demand and as a result, both
scarce and expensive.
Most consultants are recommending that offices

provide full ICD-10 training for the current coding
staff and then take steps to keep them on board.
Coder retention may require bonuses or salary

increases or even employment contracts. But consid-
ering the cost of the training, and considering that
good coders will be in demand, and considering too
that the office will need to have an ICD-10 coder, the
expense will probably be a necessity. �

Keep safe from the RACs
and the courts by making
the corrections correctly
What flaws are the Recovery Audit Contractors

searching for in records?
Illegible documentation, incomplete documentation,

unidentified providers, wrong dates of service – and
evidence of improper corrections.
To help offices stay safe, the government has set

out guides for making corrections so the records pass
muster with the RACs.
Those same guides will also ensure the records pass

muster with a jury should they end up in court.

the definition of correct
For both paper and electronic records, the govern-

ment says, three principles have to be followed.
• First, the new information has to identify itself

for what it is – an amendment, a correction, or a
delayed entry. And the identification itself has to be a
permanent part of the record.
• Second, the entry has to be signed and dated by

the person who makes it.
• And third, the record has to show both the origi-

nal entry and the clarification or correction.
With paper records, there needs to be a single line

drawn through the changed entry so it’s still readable.
And whoever makes the change has to sign and date
the strike-through.
With EHRs, there needs to be a straightforward nar-

rative stating that an error has been made and is being
corrected, also signed and dated. And along with that:
• The new entry has to be flagged to show that it is

a change.
• It has to tell where the original entry appears.

That’s necessary, because the corrected entry could
appear in a different location from the original entry.
• The EHR system has to be able to suppress errors

but at the same time make them accessible.
• Any printed copies of an altered record have to

identify the new entry as a correction or addition.

beyond the RACs to malpractice
Beyond the RAC issue, improper corrections are

fuel to the fire in malpractice claims, says DAVID H.
KRAUSE, a medical malpractice attorney with
Seaman Garson in Cleveland, OH.
From a malpractice defense standpoint, the greatest

danger is that a correction will be seen as a blatant
effort “to cut off the record trail.”
But there is also a gray area where there’s an inno-

getting ready for ICD-10-CM
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cent alteration, and that’s where offices need to be
careful.
An example is the situation where a staffer is

preparing a record copy in response to a request,
checks to make sure everything is there, and in the
process makes a change or two to improve the
record’s appearance. The change may be nothing more
than a dotted i or a crossed t, but that’s enough to cast
doubt on the entire record.
All a plaintiff’s attorney has to say is “we know the

office went back on this date and made these changes”
and the clear implication is that other changes were
made as well.

the attorney’s starting point
In a legal matter, the presumption is that the record

has not been altered. It’s up to the plaintiff to show
that it has.
So what does a plaintiff’s attorney look for?
“The starting point is the times the record has been

accessed,” Krause says. And what many offices fail to
realize is that with electronic records, every access
gets noted even if the documentation isn’t touched.
There’s always a trail of who’s been into the record
and when.
From there, the attorney looks at what has hap-

pened to the record since the incident occurred –
what’s been added or taken out or changed.

money from the doctor’s pocket
The greatest danger in a malpractice claim is not so

much the medical mistake, Krause says. A defense
attorney can deal with bad facts. But what an attorney
can’t always get around is evidence that somebody
tried to cover up those facts.
“If a patient suffers and there’s an indication that

the record has been monkeyed with,” the doctor is
open to punitive damages. And in most states, record
cover-ups are not protected by malpractice insurance.
The physician is personally liable.
The problem can worsen. The responsibility can

expand to the point that “everybody is in the soup
together.” He gives the example of a nurse’s entering
information under the doctor’s name. The doctor
could be responsible for allowing the nurse to do that,
and if the information entered is outside the nurse’s
scope of practice, the nurse is also facing trouble.

making an attorney-safe correction
Changing the record depends on the system, he

says. But the safest way to put in a correction or late
entry is to identify it for what it is and also identify
the original entry it refers to.
Along with that, explain why the entry is late, per-

haps that the information didn’t come in until the time
of the addition.
When the documentation is honest and changes are

clearly identified, there’s nothing to worry about. “If
it’s out in the open, nobody can be criticized for alter-
ing the record.”
But when the correction or addition isn’t clear,

watch out. If the last day of treatment was in October,
the patient died in December, and then in June there’s
a not-so-clear record change, eyebrows go up.

put the onus on the vendor
Krause also gives a word of safety advice, and it is

to follow the EHR program’s instructions for making
corrections.
“Follow them to a T,” he says. The vendor has to

verify that the system complies with EHR require-
ments, so if the office follows the vendor’s recom-
mended procedures and a mishap happens, it’s the
vendor who has to answer to it. �

Five employment law
questions that crop up
in just about every office
Here are five employment law questions on five

unrelated topics. They are answered by attorney JODI
EISENSTADT, SPHR, of Employment Practices
Solutions, a human resources and employment law
consulting firm in Chicago.

1. to tell or not to tell
How should the manager respond when a staffer

brings in information about a legal violation in the
office and asks the manager not to tell anybody?
That’s a common problem for managers who have

come up through the ranks, Eisenstadt says. They
have developed friendships with their former peers,
and it’s hard to alter those relationships.
But friendships have to be kept secondary to run-

ning the office. If a staffer reveals something that
requires action, the information has to be shared.
The safest route is explain the lay of the land to the

former peer: “I’m glad you want to tell me about this.
And I want to hear it. But as the manager, I have a
duty to act on certain issues. I’ll keep the information
as confidential as possible, and I will always look out
for your best interest, but you need to be aware of
that.”
She adds that some managers successfully avoid
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that situation by setting up a procedure for staff to
report issues without having to identify themselves.

2. a complaint by any other name
Does there have to be an actual complaint before

the office is required to investigate an issue?
No. Employees don’t always say “I have a com-

plaint.” And they don’t have to. “The law doesn’t
expect them to use special code words.”
Any indication that something wrongful has been

done puts the office on notice, Eisenstadt says.
Consider it a complaint. It has to be investigated.
Suppose the manager hears the female staff laugh-

ing about how Dr. Leer always checks out their legs.
Count on it that one of those staffers doesn’t think it’s
all that funny.
The same holds true when the information comes

from somebody other than the victim. Staffer A might
say that Staffer B hates coming to work because Dr.
Leer makes lewd comments to her. Or a vendor might
mention seeing a doctor acting inappropriately toward
a female staffer.
That’s complaint enough. Investigate.

3. the accommodated staffer
What should the manager tell staff when they ask

why one person is getting special consideration?
Not much.
Even if the favored staffer tells the others that the

consideration is because of an illness or disability, the
manager has to keep the information confidential.
That can get touchy, particularly when the staffer

has been given some privilege such as leaving early
on Fridays or coming in an hour late in the mornings.
But the other staff have no right to that information.
If someone asks, “What’s wrong with Staffer A?

Why all the absences?” the best response is no more
than “I appreciate your concern, and yes, I am are
aware of the absences.”
And if the staffer presses, say only “it’s a human

resource issue.”

4. the harasser from outside
Is the office responsible for harassment from an

outsider such as a patient or a vendor?
If an employee is put in harm’s way because of the

employment, yes, the office is responsible and has a
duty to protect that person. To do nothing “is to allow
it to happen,” Eisenstadt says.
If a patient makes sexually offensive comments to

the receptionist, the office is obliged to put an end to
the situation.
The doctor might need to talk with the patient about

the inappropriate behavior. At worst, the doctor may
have to terminate the patient relationship.
“But the office has to fix the problem.”

5. how to dodge retaliation claims
How can the office avoid a retaliation claim when

an employee’s sexual harassment complaint is found
meritless?
That’s a sticky situation, because the office can be

guilty of retaliation even when a complaint turns out
to be unfounded, Eisenstadt says.
Retaliation protection therefore has to start at the

very moment a complaint is made. She makes these
recommendations.
• Hear out the complaint and show an honest inter-

est in the employee. Make it clear the office takes the
complaint seriously. At the same time, make it clear
that the staffer is protected from retaliation.
A lesser response is apt to make the staffer view

every bump from that point on as retaliation. It’s also
evidence that the office had a negative attitude toward
her from the start and retaliated because of it.
A good script: “This is a serious allegation, and I

will make sure it’s investigated. You need to know
that you are protected from retaliation. If you feel
you’re being retaliated against in any way, please let
me know.”
• Investigate immediately. Shove it aside, and

there’s evidence that the office didn’t care.
What’s more, the longer the delay, the longer the

employee can stew over the situation and think the
office is working against her. There’s less chance she
will accept a decision not in her favor and a greater
chance she’ll look for evidence of retaliation.
• If the decision is that there has been no harass-

ment, don’t just say “We didn’t find any harassment.
Go on as you were.”
Get the two people together and discuss the matter

and show concern for both sides.
It’s essential “to clear the air” and end the tension,

Eisenstadt says. Fail to do so, and the staffer can feel
embarrassed, let down – and ready to head down to
the EEOC office.
• Thank the staffer for bringing the matter to the

office’s attention and tell her not to hesitate to report
any complaint in the future. Phrase it as “If there is
ever anything else that concerns you, please talk to us.
You did the right thing. We appreciate your coming
forward with your concerns.”
She should leave thinking “I can raise something

again, because nothing bad is going to happen.”
• For at least the next three months, meet periodi-

cally with the staffer to make sure there are no more
issues. Ask “How is your relationship with A going?
Is there anything you want to share? Is there anything
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more I can do to improve that relationship?”
Meet with the accused as well. Thank the person for

cooperating with the investigation and show support
for the difficulties the matter may have caused.
Also emphasize that the office has to avoid any

semblance of retaliation. An accusation of sexual
harassment is “horrendous” to deal with, she says.
“That person’s life and career are on the line. So
unconscious retaliation is a potential.”
Document all the meetings so the office can show it

did everything possible to prevent retaliation. �

Analyzing CPT’s updates
from radiology to the end

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

In the past two issues, we covered CPT’s changes to
the E/M codes and the surgery codes.
Here now are the rest of the changes. They start

with radiology and end with the Category III codes.

radiology
There are five newcomers here, all for nuclear med-

icine.
They begin with thyroid studies (78012-78014).
The first is for thyroid uptake where radioactive

iodine is injected into the thyroid to show how it is
processed. The test is often done for hyperthyroidism.
The second is for thyroid imaging, and the third is

for imaging with uptake measurements.
The other two codes (78071-78072) are for planar

imaging of the parathyroid, which is a gland around
the thyroid. The first shows imaging with SPECT test-
ing, and the second shows imaging with both SPECT
and CT testing. SPECT is single photon emission
computed tomography that provides three-dimensional
views.

path and lab
The path and lab section has 41 new codes.
They start with molecular pathology procedures

(81201 through 81479) that analyze nucleic acid to

detect gene variations, and they differ according to
which gene is being analyzed.
Codes 81201 through 81326 apply to Tier 1 tests,

which are somewhat common; code 81479 (unlisted
procedure) is found with the Tier 2 tests, which apply
to rare diseases and therefore are not often done.
Path and lab also has a new section for multianalyte

assays with algorithmic analysis, which brings in nine
new codes – 81500 through 81599.
And beyond that are new codes in chemistry,

immunology, microbiology, and surgical pathology.

medicine
VACCINES AND TOXOIDS

The medicine section saw 51 new codes this year.
They begin with vaccines and toxoids.
First is 90653 for intramuscular administration of

adjuvanted flu vaccine. An adjuvant is an agent that
stimulates the body’s immune system and thereby
increases the effectiveness of the vaccine. This code
has a lightening bolt beside it, which indicates it is
awaiting FDA approval.
After that is 90672 for a quadrivalent intranasal flu

vaccine that covers four strains of the virus.
And following that is 90739 for the new two-dose

intramuscular hepatitis B vaccine, which is also await-
ing FDA approval.

PSYCHIATRY
Since 1998, the psychiatry codes have remained rel-

atively unchanged. Now, however, there are 12 new
codes to reflect new ways of delivering psychiatric
treatment. Mostly, they show the shift from treating
just one disorder to managing a host of psychiatric
and related medical conditions.
There are also lots of new guides at the beginning

of the psychiatry section.
New code 90785 is an add-on for interactive com-

plexity. It indicates an increased intensity of the ser-
vice due to communication factors that complicate the
treatment – things such as the patient’s anxiety or a
caregiver’s inability to assist in the treatment.
Code 90791 is new for psychiatric diagnostic evalu-

ation, and 90792 covers the same plus medical ser-
vices. That second code would apply, for example,
when the physician evaluates a psychiatric diagnosis
and at the same time is concerned about a medical
condition such as hypertension.
New codes 90832 through 90840 cover psychother-

apy in both inpatient and outpatient settings. The site
of service no longer counts. In addition, note that the
time segments include time with family members, but
only if the patient is present for part of the session.
These codes start with 30-minute psychotherapy

sessions with patient and/or family (90832) followed
by the same with an E/M service (90833). Then they

ICD-9-CM and CPT
coding update
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continue along in the same pattern for 45-minute and
60-minute sessions. After each psychotherapy/E/M
codes is a list of the E/M codes that can apply.
The last two new codes here are for psychotherapy

for crises. They are 90839 for the first 60 minutes and
90840 for each additional 30 minutes.
Those codes are a new concept. They cover treat-

ment for patients who are in high distress and require
urgent attention. The problem is life-threatening or
complex, such as depression with a plan for suicide.
Last is 90863 for pharmacologic management. It

includes prescribing, reviewing, and changing med-
ications. When the service is provided by a profes-
sional who can provide E/M services, it is an add-on
to the E/M code. However, for a provider not autho-
rized for E/M services, it is used with codes 90832,
90834, and 90837.

GASTROENTEROLOGY
There is just one new code here, and it is for gas-

trointestinal transit and pressure measurement that’s
calculated by a capsule the patient swallows. It mea-
sures the digestive tract from stomach to colon.
The code is 91112, and it has moved up to CPT sta-

tus after having been a Category III code (0242T).

CARDIOVASCULAR
The first group of new codes here (92920 to 92944)

is for therapeutic coronary services and procedures.
(Note that all these codes are out of sequence.)
It begins with codes for opening narrowed or

occluded arteries in any of the five major vessels.
First is 92920 for percutaneous transluminal coro-

nary angioplasty, single major artery or branch, fol-
lowed by 92921 for each additional branch of a major
coronary artery.
With angioplasty, a catheter is threaded through an

artery such as the femoral artery, and a balloon
attached to the end is inflated to stretch the vessel and
relieve the obstruction.
The other codes follow along in much the same pat-

tern, with each procedure growing in intensity.
Code 92924 is for atherectomy, for example where

a catheter with a blade on the end removes the plaque
obstructing the artery. And 92925 is for each addition-
al branch of a major coronary artery. Those codes
include angioplasty, if it is performed.
Next in intensity are codes 92928 for transcatheter

placement of stents and 92929, again for each addi-
tional branch. And angioplasty is included.
Next is 92933 for percutaneous transluminal coro-

nary atherectomy with stent (with 93934 for each
additional branch). This too includes angioplasty.
Next come 92937 and 92938 for resuming blood

flow through a coronary artery bypass graft. They
include angioplasty, atherectomy, and stents.
After those comes 92941 for revascularization of an

acute occlusion during a heart attack. It applies to an
artery or a bypass graft and includes angioplasty,
atherectomy, stent, and clot removal.
The final codes here are 92943 and 92944 for

revascularization of a chronic total occlusion. They
apply to artery, branch, or bypass graft and include
angioplasty, atherectomy, and stent. The second code
is, again, for each additional artery, branch, or graft.
From there, the new codes go to 93653-93657 for

electrophysiological procedures for heart rhythm
problems.
Code 93653 is for treatment of supraventricular

tachycardia by ablation. Tachycardia is a heart rate
that is too rapid, usually more than 100 beats per
minute, and destroying the tissue shocks the heart
back into normal rhythm. The code includes the evalu-
ation plus the ablation.
Code 93654 is for treatment of ventricular tachycar-

dia as opposed to supraventricular tachycardia, which
occurs in the upper chambers of the heart.
Code 93655 is an add-on for an additional effort at

ablation. It can be used with 93653, 93654, or with
the next code, 93656.
Code 93656 encompasses both 93653 and 93654

but is for atrial fibrillation, which is an irregular heart
beat as opposed to tachycardia.
The last code here (93657) is an add-on for addi-

tional ablation efforts for fibrillation. It can be used
only with 93656.

ALLERGY AND CLINICAL IMMUNOLOGY
There are two new codes here for allergy testing.
Code 95017 is for testing with venoms, or toxins

produced by animals. And 95018 is for testing with
drugs. The distinction has been made because there is
a significant cost difference between the two.
Following those are two newcomers for ingestion

testing to detect food allergies such as peanuts or
shellfish. Code 95076 is for the first 120 minutes, and
95079 is for each additional 60 minutes.
For a test of less than 61 minutes use the appropri-

ate E/M code; for 61 to 120 minutes use 95076.

NEUROLOGY
The newcomers here start with sleep testing for

children younger than six years old (95782-95783).
Both require the attendance of a technologist, and the
second code includes a continuous positive airway
pressure or CPAP mask, which produces a mild air
pressure to keep the airways open.
Next are 95907-95913 for nerve conduction studies.

The first is for up to two studies, and the others con-
tinue on up to 13 or more studies.
Conduction studies are usually done to detect the

extent of nerve injury. They stimulate the nerve to see
if it conducts the message.
After those come 95940-95941 for monitoring
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nerve function during surgery, particularly brain and
spinal surgery.
Code 95940 is for monitoring just one patient with-

in the operating room, each 15-minute segment, while
95941 is for monitoring from outside the operating
room or for monitoring more than one patient within
the operating room, each 60-minute segment.
The next new code is 95924 for adrenergic function

testing where the patient is placed on a tilt table to see
how the autonomic nervous system reacts when the
angle of the table is changed. And following that is
95943 for adrenergic testing without a tilt table.

Categories II and III
There are seven new Category II codes, all relating

to inflammatory bowel disease, or IBD. The Category
II codes are quality codes, many of which are used in
Medicare’s quality reporting. They are optional.
After those are 28 new Category III codes. These

are temporary codes for new technologies, and unlike
Category II, they are mandatory. Their purpose is to
collect data on how often a technology is used. If use
is significant, the code moves up to CPT statuts. If
there’s little use or if the technology becomes obso-
lete, it is dropped.
(Note: For a complete list of all the new, deleted,

and revised CPT codes, see the November issue.)
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. �

Here’s how to evaluate
a transcription company
and also get top service
Choosing a medical transcription company and get-

ting top transcription service from it is a two-way
street.
The company has meet certain standards. At the

same time, the office has to do its part to make it pos-
sible for the company to succeed, says ALISHA
HARRIS, owner of Precision Transcription in Albany,
NY. And to achieve both, the manager needs to be
aware of five elements.

WHAT’S THE REAL COST?
There’s more to the quoted price than many man-

agers realize, Harris says.
The most common pricing is by the line. The num-

ber of lines is derived by counting total number of
characters in the document and dividing by 65. Find

out what divisor the company uses, because it can be
less and sometimes even more than 65, and that will
affect the price. A price of 12 cents a line may be a
better buy than 10 cents a line.
Another common pricing approach is a dollar

amount per minute of dictation. The average rate of
speaking is eight to 12 lines per minute, and the price
is often quoted in the middle at 10 lines per minute.
Pricing can be also done by page of transcription.
And it can be determined by the number of key-

strokes, though that number usually includes capital-
izations, bolding, italics, and so on and has to be
tracked by computer.
Turnaround time will also affect the price.
But the price may not end there, Harris says. Ask if

there are other charges. There may be electronic fees.
Or there may be charges for corrections. Or the office
may have to use the company’s platform, which can
create an additional expense.

WHAT’S THE QUALITY OF SERVICE?
“The last thing a manager should have to worry

about is whether the transcription is getting done on
time and whether it suits the doctors.” A good service
should satisfy “both the physicians and the practice as
a whole.”
If a physician has special preferences, the manager

should be able to say “Dr. A is really picky on this”
and the company should meet that requirement.
Best quality comes when the company assigns one

transcriptionist to each physician, Harris says. After
about 60 days, the transcriptionist fully understands
that doctor’s individual preferences.

IS HIPAA COMPLIANCE ASSURED?
The office has to have confidence in the company’s

HIPAA compliance.
The business associate agreement covers that, but

when the company is located overseas, “there’s a gray
area” of how much HIPAA compliance can be assured,
particularly if the company uses subcontractors.
The greater the separation between office and ser-

vice, the less control the office has on HIPAA compli-
ance and the greater the risk of violations that will
ultimately be the office’s responsibility.

IS THE OFFICE DOING ITS PART?
Managers also need to be aware of their own

responsibilities, Harris says. Many seemingly minor
things can affect both efficiency and price. She makes
several recommendations.
One is to send the patient schedule at the start of

the day so the company can complete each job without
having to interrupt it for lack of data. Her advice is to
send the schedule at the beginning of the day even if
there are going to be add-on appointments. Then send
the completed schedule at the end of the day so the
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company can pick up that extra information.
Another recommendation is to “ask the doctors to

slow down for the first two weeks” when the office
starts using a new company.
Another is to explain to the physicians that they

should edit their transcription as little as possible.
“Some doctors edit constantly,” she says, and the
office winds up with slower service, extra costs, and
loss of the doctors’ productivity.
And here are yet two more recommendations.
First, set a turnaround time that will allow for the

level of accuracy the office wants. With a 48-hour
turnaround, everything should be accurate, she says.
But when the customer needs the transcription in just
a few hours, the accuracy rate will be lower.
And second, be clear about the format the office

needs so the company can set up a template that meets
those requirements exactly.

WHAT’S THE ACCURACY RATE?
What sort of accuracy should the office expect?
Accuracy can be measured a number of ways. Most

often, it’s by the percentage of errors per number of
lines or per number of files.
But don’t get tied to calculations, Harris says. Put

equal weight on whether the company corrects what-
ever errors the office flags and doesn’t repeat them.
And be sure to flag the errors. “In our line of busi-

ness, no news is good news.” Unless the company
hears otherwise, it assumes all is well.
Errors differ in seriousness. The Association for

Healthcare Documentation Integrity headquartered in
Modesto, CA, puts them into four categories:
Critical errors. These affect patient safety – med-

ical word misuse, incorrect drug or dosage, incorrect
lab values and test names, omitted dictation, and
patient identification error.
Major errors. These affect document integrity –

misspellings, transcription that’s different from the
dictation, failure to flag a document for clarification,
leaving a term blank instead of researching it, and
failure to follow the office’s preferences.
Minor errors. These are typos as well as errors in

grammar, punctuation, and formatting.
Dictation Flaws. These vary and can be critical,

major, or minor.
Errors in medical words aren’t easy to avoid, she

says, because terms are often spelled more than one
way and also because there’s a constant stream of new
medication products. What’s more, the doctor may
mispronounce a product name or may dictate an incor-
rect spelling that the patient has written down.
For best accuracy, the company should flag just

about all medicines as well as allergies for physician
review. And along with that, the physicians should
spell out anything that could cause confusion. �

Is that resume a sham? Is
that job candidate lying?
Here’s how to find out
Estimates are that as many as 50% of job applicants

lie on their resumes. It may not be possible to pinpoint
the lies, but it is possible to identify the liars, says one
professional sleuth.
He is JAMIE RICHARDSON of Mission Possible

Investigations in Albany, NY, which provides inves-
tigative services to law enforcement and businesses.
Here he lays out a list of tip-offs to watch for on
resumes and during interviews.
Any one by itself “isn’t enough to say there’s some-

thing amiss,” he notes. But when there’s “a handful of
these red flags,” chances are that applicant is a liar.

voice signs, eye signs, word signs
People come into interviews prepared with a lot of

stock answers, Richardson says. But what they can’t
prepare for is the body language and voice patterns
they exhibit subconsciously. What to watch for:
• A change in the voice. Listen not just to what’s

said but how it sounds. If all the other questions have
been answered in one tone and now a new question
gets answered in another tone, “something is off.”
When people lie, there’s usually a change in the voice.
It may turn flat or come out in a monotone. Or it may
become less deep or even climb to a high pitch. Any
sudden change is a lie detector.
• Unusual eye contact. Somebody who doesn’t

make eye contact or constantly looks away is probably
hiding something. The reverse can also indicate prob-
lems. Too much eye contact is a sign the candidate is
trying too hard to look confident. A steady unwavering
stare “is part of a liar’s over-compensation.”
• Touching the face. Another sign of deception is

touching the face, especially the nose. That’s an
unconscious attempt to cover the mouth and thereby
conceal the fact that a lie is coming out of it.
• A wrapped-up body. Leaning away from the

interviewer, crossing the arms, and crossing the legs
are clues that the individual “is closed off and isn’t
sharing information.”
• The wrong words. Anybody applying for a job

should know the terms commonly used in the profes-
sion. Ask a question about the job in general and see if
the candidate stutters or trips over the buzz words or
“doesn’t know how to use them in a sentence.”
• Too much detail.When asked a question, a truth-

ful person will answer it and then stop talking,
Richard-son says. But liars often keep going.
“Liars have trouble with pauses and silence.” They



want to fill up silence, and to do so, they start giving
out far more detail than is necessary. “They will ram-
ble on and start making things up.”
His advice is to ask a question, listen to the answer,

and then sit quietly.
Suppose the question is about a six-month gap in

employment. Let the candidate explain it, but don’t
comment. Wait and see what happens. If what ensues
is a long-winded explanation about what went on dur-
ing that time and why, probably there’s a lie in the
background.
• Too little detail. Anybody should be able to give

a good answer to “what was your role at this job?”
But a liar will be vague about it with “I did some of
the billing and also some of the marketing.”
People who can’t provide details about jobs proba-

bly didn’t do those jobs. “They’re just dressing up
their resumes.”
• Too much qualifying.Watch out if somebody

gives a fast answer to a question and then tries to
qualify it. The question is “Have you ever been fired
from a job?” The answer is a fast no. But then comes

a qualifier: “I’ve never been fired from a job provid-
ing marketing services in the last five years.”
• Repeating the question. The question is “have

you ever been fired from a job?” And the answer
starts out with “Have I ever been fired from a job?
Well . . . ”
That’s nothing but an effort to buy time to fabricate

an answer. A truthful person will answer immediately.
• The too-adamant response. Instead of a simple

no, there’s overkill with “no, no no” or “not in a mil-
lion years” or “never in my life.”
The candidate doth protest too much.
• Too much complimenting. Be wary too of some-

body who is too polite and too complimentary.
Heavy compliments are a cover tactic. They divert

the attention away from the candidate by flattering the
interviewer into overlooking the lies.
• Putting religion into the answer. Calling on the

Almighty with “as God as my witness” or “I swear on
a stack of Bibles” is a good sign the speaker is trying
to strengthen a lie. The same holds true with prefaces
such as “to be honest” or “to tell the truth.” People
who do that “are working too hard to convince every-
body that what they are saying is true.”

don’t take a resume at face value
Checking the validity of the references can reveal

yet more truth stretching, Richardson says.
Who knows who those people are? Someone listed

as a direct supervisor could be just a co-worker or
even be somebody who no longer works there.
Ask for specific people: “What was the structure of

the business? Who was your direct supervisor?”
Ask too for additional references: “Is there anybody

else in the organization whom I can call?” A forthright
candidate will list several other people.
Another point to verify is the dates of employment.
Anybody who puts a resume together knows exactly

what those dates are. If the resume is vague, there’s an
effort to cover up the work history.
Ask for explanations of gaps in the dates and listen

for plausible answers. “It’s rare that somebody takes a
sabbatical with a year off,” he says. “How did that
person pay for it?”
A good way to verify the overall validity of the

resume, he says, is to compare what’s written to
what’s said.
Before the interview, research the company and job

title the applicant has listed. Find out what services
the company provides and what it means to be, say, a
quality assurance coordinator.
Then during the interview, ask for a description of

the job and see if it matches up with the research. If
there’s nothing separating the two, chances are the
resume is truthful. If not, watch out. �
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