
What’s the cause of poor collections?
Don’t blame it on the office, says one collections

expert.
Sadly, the underlying reason for poor collections is

today’s all-too-common attitude that bills don’t
deserve respect. In the past, people were proud to pay
their bills. No more. A bill that can be avoided gets
avoided.

And along with that, “the world has changed,” says
KAREN COOPER, district sales manager for
Transworld Systems Inc. in Shrewsbury, NJ, a nation-
al cash flow management company for business and
health care.

Physicians’ profit margins have shrunk to the point
that offices have neither the resources nor the staff
time to give unpaid accounts enough follow-up to
bring the money in.

It’s a Catch- 22 situation. Offices can’t afford to

hire people to do sufficient collection work to be
effective, but without the collection work, they don’t
get paid.

Here Cooper outlines some very small, yet very
effective steps managers can take to help bring in bet-
ter receivables. “They aren’t a 100% fix,” she says.
But in the big picture of revenues, “little things
count.”

put the phone number on the bill
Perhaps the easiest of all collection improvers is

simply to put the office’s phone number on the invoic-
es.

A lot of offices don’t do that, Cooper says. And it’s
an invitation to payment delays.

The patient has a question and would ordinarily
call right then but sets the bill aside, planning to look
up the phone number later. And later usually means

(please turn to page 3)
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ICD-10 marches onward!
It’s not just official. It’s officially official.
ICD-10-CM will start Oct. 1, 2014, as planned.

There will be no delay.
And this time there’s no pleading the case. The

government has denied a request from more than 80
physician groups represented by the American
Medical Association to postpone the new codes.
The AMA’s argument was that physicians are

already having to deal with heavy new requirements,
particularly EHRs and quality coding, and that mov-
ing to the new codes would place an unfair burden on
them. But the government said ICD-10-CM has
already been delayed a year, and that should give
everybody enough time to get their systems running
and train their coders.
The government also said many hospitals and prac-

tices are already well into ICD-10 implementation and
a halt now would be unnecessarily expensive for
them.
So it’s 19 months and counting. �



this month’s
idea

Just moving the furniture sets
a new management atmosphere
One of the most difficult ways to become a manager is to be pro-

moted from within.
For a Colorado law office administrator, however, moving up was

even more difficult, because with the promotion came a directive
from the practice to change the tenor of the job.
The previous administrator, while knowledgeable, was not some-

one who created a welcoming atmosphere, says JENNIFER TATE
of Litvak Litvak Mehrtens and Epstein in Denver. And the attorneys
wanted that to change. They wanted the staff to relate to and have
good communication with their manager.
So Tate came up with a simple solution. She remodeled her office.

And that alone, she says, was enough to start the wheels turning to
meet the challenge.
The office was off-putting, she says. The desk, which is U-

shaped, faced the same wall as the door so people walking by could-
n’t see the manager. “The had to walk in and look to the left.”
What’s more, there were no chairs for visitors to sit in. The only

way to talk to the manager was to stand at the side of the desk.
Making the picture yet more sterile, the room had gray metal file

cabinets and not much color to be seen anywhere.
All that sent a message of “don’t come sit and talk to me.” And

staff didn’t. “They avoided the office like the plague.”
Tate’s first change was to move the desk to the center of the room

with the right side facing the door so people walking by can always
see her and feel free to come in. Then she added two comfortable
leather chairs that she placed directly across from her desk. And then
she moved the file cabinets to the far end of the wall where the door
is located and in their place put two mahogany book cases. “That
softens everything,” she says. “There’s not all that metal shouting at
everybody.”
Another change was to repaint the walls to a pale grayish blue

that goes well with the mahogany furniture but also blends in with
the gray metal cabinets and makes them less noticeable.
For more color, she added live plants and also started bringing in

flowers from time to time – not an expensive addition, she says. “I
spend $10 on flowers and they last a week.”
She also set two bowls of candy on the corner of her desk nearest

the door and even added some new age appeal with a rock salt crys-
tal lamp to absorb negative ions from the computer.
The final look, she says, is “soothing” and for staff “a whole dif-

ferent feel from what it used to be.”
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)
it’s several days or several weeks before that bill gets
picked up again.

“People don’t pay what they don’t understand,” she
says. So make it easy to get the questions answered.
When a patient is looking at the bill and sees the
phone number, there’s a good chance the call will get
made immediately. But with no number, the call prob-
ably won’t get made today.

leave off the aging boxes
Another easy collection improver is to remove the

aging line from the bottom of the bill.
It’s common for a bill to show if the outstanding

amount is at 90, 60, 30, or zero days. But that doesn’t
tell the patient to step on it and get the check out. To
the contrary, it says “lots of our patients wait 90 days
to pay, and we expect you to do the same.”

The message the patient needs to get is “here is
your bill, and it’s payable right now.”

speed it up with pink or orange
Even colored paper helps. Turn to color when the

first bill goes unpaid, Cooper says. Use the office’s
regular white mailing envelope, but print the invoice
on pink or orange paper.

To anybody looking at a pile of bills “the color
stands out.” What’s more, it’s obvious this isn’t the
first bill – because that one came on white paper. She
cites a CPA office that tried using color on accounts
“that were months and months old” and got results it
never expected.

The best money-getting colors are bright pink and
orange, she says. Blue and green are weak, and yellow
is muted, and none of those is especially effective.

an ongoing financial responsibility
Improve the collections further while the patient is

in the office.
The office needs to keep patients constantly aware

that they are personally responsible for their accounts,
Cooper says. And the way to do that is to have them
sign a financial responsibility statement at every visit.

Many offices get the statement signed by new
patients and stop there. “But people don’t remember
what they signed five years ago.” And over time they
forget they are responsible for the bill regardless of
what the insurance company pays or doesn’t pay.

collecting the direct payments
Get another signature at each visit to a statement

that if the carrier pays the patient directly, the patient

“is responsible for forwarding the payment to the
physician immediately.”

Direct payments most often occur when the physi-
cian is out of the payer’s network. And it’s not uncom-
mon for a patient to deposit the check and keep the
money. Thus, the statement needs to say that the
physician does not participate in the plan, that the car-
rier may send the money to patient, and that the
patient is responsible for the entire bill and should for-
ward the payment to the office.

Cooper cautions, however, that the office has a
responsibility here, which is to make patients aware
when a doctor does not participate in a plan.

That’s often overlooked when a patient’s regular
physician, who does participate in the plan, is on
vacation, and the office schedules the visit with anoth-
er doctor who is new to the practice and doesn’t yet
have plan approval.

Always tell a patient about lack of coverage and
give the option of waiting until the participating doc-
tor returns, she says. That patient has every right to
assume the second doctor’s services are covered, and
if the nonparticipation isn’t explained, it’s scarcely
fair to expect that person to pay.

a little psychological wording
Cooper also points to a bit of psychology to use in

talking with patients about their bills.
Set the expectation of payment before the patient

comes in.
When the office calls to confirm an appointment,

whether it’s a live conversation or an automated mes-
sage, say “your copay is due when you check in.” In
other words, “bring your wallet!”

Some offices go so far as to refuse to see people
who don’t have the copay at the time of the visit, she
says. But her advice is not to do that because it fails to
recognize patients’ individual circumstances. It can
bring about ill feelings – and even lost patients.

‘oh gee – I forgot my wallet’
Another point of psychology: have a good script

ready to roll when a patient can’t pay the copay
amount at the visit.

The most effective response to the forgotten wallet
is to offer a payment option that’s positive – and also
very personal.

Give the patient a copy of the statement plus an
addressed envelope to mail the payment in. And at the
same time, tell the patient “Here’s an envelope you
can use to send in your payment. I’m Staffer A, and
I’m putting my name here on the envelope for you. I’ll
watch for it.”

The staffer then writes her (or his) name on the
envelope while the patient is watching. And the key to
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success, Cooper says, is for the staffer’s name to be
written out while the patient is standing there watch-
ing.

Now the patient hasn’t talked with “some anony-
mous person in the business office” but with Staffer A
herself, and Staffer A herself knows that payment is
due and is watching for that envelope.

There’s a personal contact. There’s somebody
watching for that payment. “It’s embarrassing not to
pay.”

a new twist to ‘what can you pay?’
Still more psychology comes from the wording

staff should use when calling about outstanding bal-
ances.

When the patient says “I can’t pay the full
amount,” don’t come back with “what can you pay?”
Say instead “how much are you short?”

Ask how much somebody can pay, and that person
is going to try for the smallest amount possible – “the
most I can pay is $10.” The office has just said “we’re
willing to take whatever scraps you can throw us.”

But asking how much the shortfall is assumes the
person “can pay most of the bill but just not quite all
of it.” Now the patient knows the expectation is high,
and the office will likely get the largest payment pos-
sible, not the smallest.

write out the collection procedures
Still more good cash flow results come from sim-

ply putting the office’s internal collection procedures
in writing.

Most offices have a written procedure for getting
the bills out, but few have one for following up on
unpaid accounts, Cooper says.

A response she often hears from her own client
offices is “well, we make some phone calls whenever
we can get to it.”

She also finds that offices tend to follow up on
some patients but not others. Or they do or don’t fol-
low up depending on the size of the balance or which
physician is involved.

There needs to be a standard procedure, not a hap-
hazard, when-we-get-around-to-it system. And to
make sure that procedure is followed, it needs to be in
writing.

If nothing else, a written procedure is essential for
new staffers. Unless things are laid out, “they have no
idea where to begin.” And along with that, having it in
writing keeps the office from sliding into bad habits.

The plan can be as elaborate as the office wants,
but in general it should tell what letters are sent and
when and what calls are made and when.

She adds that for best results, the procedure should
require the same follow-up for every patient so the

office never lets anybody off the hook on the argu-
ment of “oh, he always ends up paying.” That’s the
very patient who may well not pay next time.

a quick response to returned mail
Along with the general collection procedures, set a

system for handling returned mail.
Most offices do call immediately and try to get the

correct address, Cooper says. But what if the phone
has been disconnected and there’s no way to get to
new address?

When a patient is not to be found, the account
should go to a collection agency immediately.

An agency’s volume allows it to do skip tracing
and data base searches at discounts, which is far more
efficient that spending staff time “to hunt somebody
down for a $30 invoice.”

the early bird gets the money
Finally, Cooper says, collections improve the faster

the work begins.
After two unpaid bills (or even after one bill), call

and ask if there is a reason for the nonpayment. Is
there a question about the charge? Is a payment plan
necessary? The patient has already ignored two bills,
so there’s not much chance of getting any money from
a third that carries the same information.

Then at 90 days, don’t send a third bill. Send a
warning letter.

Some offices hold the warning until 120 days, she
says. But if the first two invoices have been ignored
and the call has produced no results, “why wait?”

If the warning letter doesn’t bring in the payment,
absent an insurance appeal or some unusual issue,
send the account to collections. The message is clear:
payment is not coming.

If there were any intention to pay, there would have
been a courtesy call explaining an effort to make a
payment or asking for a payment plan. But no call at
all is evidence enough that the patient has no respect
for the office or its services or its bill. �

by john chase
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first, a questionnaire to fill out
The interview process starts before anybody ever

walks through the door, Robison says.
Go through the resumes and pick out the applicants

who have the required skills, education, and experi-
ence and send them a questionnaire to fill out and
mail back in.

Cover just three points. Together, they give a good
initial picture of that person.

• Describe a time you were under stress at
work. What caused the situation? And what did
you do to resolve it?
Take a hard look at how the applicant defines

stress. For some people, stress is everything. Suppose
someone says a change in office procedures was
stressful. Procedure changes happen all the time. That
person won’t do well in a busy office.

Also important here is whether the person handled
the situation professionally as opposed to “I had a lot
of calls at one time so I just put everybody on hold.”

Make sure too that the applicant didn’t just pass
the buck. It’s okay to say “I went to my manager,” but
before doing that, the person should have taken steps
to solve the problem.

• Tell about a time when you went beyond the
call of duty.
Again, see how that person defines going beyond

the call of duty. If somebody cites an example that
shows nothing more than doing a job well, don’t
expect stellar performance.

• Tell about a time you had to deal with a dif-
ficult patient or customer and how you han-
dled the situation.
Here too look for what that person considers diffi-

cult. A patient who complained about the staff every
time he came in was indeed difficult. But a patient
who became upset over a single incident could
scarcely be considered such. Dealing with isolated

patient complaints is just part of the job.
And again, see if the situation was handled profes-

sionally such as “I explained our procedures to the
patient and helped him set an appointment that suited
his schedule” as opposed to “I just told him to take a
hike.”

now for the interview
Choose the interview people from the question-

naires. And for interviewing, Robison cites a number
of rules to follow plus a number of topics to talk
about – and how to talk about them.

FIVE RULES FOR GOOD INTERVIEWING

Rule #1: Throughout each interview, be on the
lookout for three major items.

First is the skills, experience, and education neces-
sary to do the job.

Second is the behavioral requirements for the job.
Does the candidate illustrate the type of behavior nec-
essary to handle patients or deal with a heavy work-
load or do whatever the job requires? Behavior traits
are important, Robison says, because when a boss
isn’t pleased about an employee, “it usually turns out
to be a behavioral issue.”

And third is the cultural fit. She cites the example
of one distinguished law firm that was hiring an attor-
ney and an applicant “showed up with a ring stuck
through his nose.”
Rule #2: Ask for more details about the written

pre-interview questionnaire. An applicant who can’t
give a lot of details probably had another person write
the answers.
Rule #3: Focus on how the candidate has behaved

in certain situations, and to do that, replace the usual
questions with tell-me-what-you-did directives.

Instead of “what do you think is good customer
service?” say “give me an example of a time you were

(continues on the next page)

A telling way to interview job candidates
– a MOM mini seminar –

Anybody walks into a job interview with best food forward and a slew of prepared answers. It’s the
manager’s job to sift through what’s often a rehearsed performance and find out what the office will
actually get if that person is hired.
Here management consultant MANOLA ROBISON, CMC, of Robison Management Consulting in

Atlanta gives a novel – and very telling – way to do just that. It’s a matter of passing over all the stan-
dard questions and focusing instead on “now tell me what you did in that situation.”
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able to provide good service.” Or “give me an exam-
ple of a time when a patient was rude. How did you
handle that?”

People come into interviews with canned answers,
“but nobody has a canned answer for that.”
Rule #4: Keep saying “tell me more about that”

and “give me more details here.” If the original
answer was fabricated, the candidate will be stum-
bling around for something to say.
Rule #5: Talk about the office at the end of the

interview, not at the start.
“Most people are very proud of their company and

start their interviews bragging about it,” she says.
Hold off. All that does is tell the candidate how to

answer the questions. If there’s a preliminary remark
of “we are a team-oriented environment,” the candi-
date will tailor the answers to look like a great team
player.

Give the details about the office and the position at
the very end of the interview.

AND FIVE AREAS TO DELVE INTO

Here Robison lists the behavioral traits to look for
and how to get the candidate to reveal success or fail-
ure in each one.

• How does this person cope with adversity?
Give me an example of a time you had a great

idea and were told no. What did you do?
The telling points here, she says, are how the

applicant “reacts to adversity” and whether there’s an
effort to get agreement from other people.

To see if the candidate listened to the other side,
ask what the other person’s reason was for saying no.
An answer of “oh, I don’t know – she just didn’t like
the idea” shows no listening or consideration for the
other opinion.

Look for perseverance and whether the candidate
considered middle-ground possibilities. A good
response is along the lines of “My boss said that
instead of my idea she wanted to do X, Y, and Z. So I
worked on it and came back a few days later and said
I thought we could incorporate those items in my
original plan.”

But somebody who says “my boss was an idiot” or
“I went over my boss’s head and got my idea put into
action” is not somebody who will ever accept no for
an answer.

• Can this person work with difficult people?
Have you ever had a boss or co-worker act

out of character? What did you do about it?
“What somebody describes as out of character says

a lot,” Robison explains. A boss who got upset

because a phone call wasn’t returned isn’t acting out
of character. The applicant’s tolerance and under-
standing of other people are low.

What also says a lot is how the situation got han-
dled. A tolerant, professional person will have han-
dled it kindly and built rapport with the other person.

• Is this somebody I can manage?
Tell me about a disagreement you had with a

boss. What did you do about it?
The information to watch for is what the disagree-

ment was about. If it was an argument over a standard
expectation such as meeting deadlines or having to
send in reports every week, that candidate will not be
easy for any manager to handle. There’s going to be
argument at every turn.

Look closely too at the way the disagreement was
resolved. If the candidate gloats about winning the
argument, the manager may be looking at a nightmare
employee.

• Do we have a team player here?
Tell me how you have set goals for a team of

people.
The person who describes getting people to partici-

pate in setting the goals and helping them agree on
them is a team maker, she says.

But not so for somebody who says “I drew up the
goals and everybody had to follow them.”

• Is this person organized and logical?
When you are assigned a project, how do you

go about starting and finishing it? When did a
project not work out the way you planned? How
did you prevent that from happening again?
There needs to be a logical approach to taking on

an assignment such as “first I research the back-
ground information, then I do X, and then I do Y.”
Some people will say “I just jump into it,” and those
are not organized people.

Also, when a project doesn’t work out, a logical
person will find out what the problem is and figure
out how to prevent a repeat.

now talk about the office
Now is the time to tell the applicant about the

office and the job, Robison says.
And after that’s done, it’s time for some closing

questions.

• Do you have any questions about the firm or
the job?
Whatever gets asked about will be what the appli-

cant is most interested in. Questions about responsi-
bilities, for example, illustrate an interest in perform-
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ing well, whereas questions about the work hours and
break times indicate a clock watcher.

• Do you have any problems meeting the
responsibilities of this position? Do you have
any problems with the work schedule?
Pay attention to what the person says, but also

watch for a change in demeanor. For example, if the
applicant winces about having to be in the office by
8:00 a.m., tardiness could become an issue.

• What salary are you looking for?
Here Robison recommends making a significant

break with interview tradition.
Don’t tell what the salary is right at the start. Ask

instead what salary the candidate wants. Even if
someone asks what the amount is, respond only with
“what do you think is fair compensation for this job?”

By holding off on the salary information, the man-
ager can find out if the candidate’s expectations are in
line with what the office is willing to pay.

Office and candidate need to be in the same ball-
park on the money.

If the applicant wants far more than what the posi-
tion pays, there’s no need to offer the job. That person
either won’t accept or will quickly get dissatisfied
and leave.

Conversely, somebody who was previously making
$80,000 and is now out of work could be willing to
accept a $30,000 job, all the while planning to leave
as soon as a better offer comes up.

Ask what the money expectation is, and the ask
how the applicant arrived at that amount. Anybody
who is truly interested in the job and wants to stay
with the office will have researched the market and
will know the salary range. “That’s somebody who’s
done the homework.”

• Are you still interested in the job?
Ask this question right after telling the salary

amount. It’s a way of implying that the job has been
won, and thinking that, people tend to relax and drop
their guard and talk more freely. Take advantage of
that. Lead the candidate on with these questions.

• We’re about to wrap up here, so let me ask
again if you have any questions.
Now confident the job is in hand, the applicant

will likely mention things that would never have
come out earlier, even something such as “Well, I’m
getting married in two months. Will I be able to get
three weeks off for my honeymoon trip to Europe?”

• What interests you most about this job?
There needs to be passion in the answer. Someone

who will do well in the job will be thrilled about

some aspect of it. Some people get so excited “they
jump out of the chair,” she says. That’s “a real pas-
sion thermometer.”

• What interests you least about this job?
This is a check to make sure the least appealing

part of the job isn’t an essential element of it.

• If someone asked me why I hired you, what
should I say?
Ask what someone’s greatest strengths are, and

expect a canned answer, Robison says. But phrase it
this way, and the truth comes out.

Whatever good characteristics the candidate cites
here are the absolute best the office will ever see out
of that person.

• Name three characteristics about yourself
that I should remember when I’m deciding
whether you are the person for this job.
The good characteristics have already been cov-

ered, she says. What to look for now is consistency,
or whether the candidate cites the same things cited
earlier.

If there’s a disparity, probably what was mentioned
before was either fluff or a prepared answer.

• If I offer you this job, how long will you need
to make a decision?
There should be enthusiasm.
For somebody who is currently unemployed, the

answer should be “I’d take it right now!”
On the other hand, somebody who says, “I’ll need

a week or so to consider it” probably has other irons
in the fire, and the office isn’t the first choice.

Also at this time, listen for indications that the
candidate respects the current employer and says “I’ll
have to give two weeks’ notice.” Anybody who is
ready to jump ship immediately “will do the same to
the office someday.”

Close by telling the applicant what to expect, such
as “We’ve had several applications. We’re going to
review all the interviews and call the top three people
within the week. If you don’t hear from us by then, let
me thank you right now for coming in. We will keep
your resume on file for the next six months.”

before the curtain closes
Once the final three applicants are chosen, take

each one to lunch, and have other staff go as well,
Robison says. Tell those staffers “you do all the talk-
ing. I’ll just be there to listen.”

Afterwards, ask them how well they think each
person will get along with the rest of the office and
succeed in the job. �
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Poisonings, adverse effects,
and now underdosing

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

Poisonings, adverse effects, and underdosing.
The poisonings and adverse effects are nothing

new. But underdosing is. It’s a new concept that’s
found in ICD-10-CM.
Here is a comparison of how the new drug reaction

codes compare to the old. And the good news is that
this area is relatively easy to understand.

the same here; different there
Two things are the same with both the ICD-9-CM

and ICD-10-CM codes – the sequencing and how to
look them up.
What’s different is that ICD-10-CM does three

things that ICD-9-CM doesn’t.
First, the poison code definitions show the intent –

whether accidental, self harm, or assault – all in one
code.
Second, there is a code to show underdosing of a

drug. ICD-9-CM doesn’t cover that at all.
And third, there is a 7th character to show the

episode of care.

poisoning or adverse effect?
In both code sets, the first job of coding a drug

issue is to decide if it is a poisoning or an adverse
effect. (That does not apply, of course, to underdos-
ing.) And both sets make that decision the same way.
Some situations are obvious. If a child takes some-

body else’s medicine, that’s clearly a poisoning. But
suppose someone takes two medicines as directed and
they react with one another – a situation that can hap-
pen when the prescriptions come from two different
doctors. Is that a poisoning or an adverse effect?
The answer can go either way.
If the patient has taken both medicines as pre-

scribed, it is an adverse effect
But if the patient has taken one or both of them

incorrectly, it is a poisoning.
The same logic applies if there’s only one drug. If

the patient takes it correctly and has a reaction, it’s an

adverse effect. If the patient takes it incorrectly, the
reaction is a poisoning.
• Reaction from taking a drug incorrectly = poison-

ing.
• Reaction from taking a drug correctly = adverse

effect.

the plot thickens
But it’s not so easy as it may seem.
Let’s put in a complication. Suppose the patient is

taking two drugs, one prescribed and the other over-
the-counter. The patient takes both correctly but the
two interact.
Poisoning or adverse effect?
Again, it can go either way.
If the doctor did not tell the patient to take the over-

the-counter drug, it’s a poisoning. Something was
incorrect. The patient added that drug without the doc-
tor’s knowledge. (Reaction from taking a drug incor-
rectly = poisoning.)
But if the doctor did tell the patient to take it, it’s

an adverse effect. The patient followed the doctor’s
directions, yet the reaction still occurred. (Reaction
from taking a drug correctly = adverse effect.)
Another situation: the patient takes a drug as direct-

ed, but the directions say not to take it with alcohol
and the patient drinks a six-pack of beer and has a
reaction. Whether prescription or over the counter, it’s
a poisoning. The patient did not follow directions.

what about the sequencing?
The sequencing too is the same for both code sets.
If it is a poisoning, the poison code comes first. But

if it’s an adverse effect, the effect gets coded first.
Suppose the patient is taking theophylline for asth-

ma and has tachycardia as a result.
Look in the Table of Drugs and Chemicals for theo-

phylline.
With ICD-9-CM, there is a separate code to show

accident or suicide or assault. However, with ICD-10-
CM, those are all found in the table. For theophylline
the code choices are these. (But keep in mind that
each one has to have a 7th character. That’s shown in
the tabular list.)
• T48.6X1 – poisoning, accidental (unintentional)
• T48.6X2 – poisoning, intentional self harm
• T48.6X3 – poisoning, assault
• T48.6X4 – poisoning, undetermined
• T48.6X5 – adverse effect
• T48.6X6 – underdosing
If there’s been an accidental overdose, it’s a poison-

ing. So the first code is for the poisoning (T48.6X1)
and the second is for the tachycardia.
However, if the patient has taken the drug correctly,

ICD-9-CM and CPT
coding update
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it’s an adverse effect, so the tachycardia goes first and
the T48.6X1 goes second.
Now let’s make it two drugs.
Suppose the patient is taking theophylline plus

budesonide, which is also used to treat asthma, and
has hypokalemia, or low blood potassium as a side
effect of the budesonide.
If both drugs have been taken correctly, it’s an

adverse effect, so the hypokalemia is coded first, fol-
lowed by the adverse effect code for budesonide
(T44.5X5). But if the budesonide has been taken
incorrectly by accident, it’s a poisoning, and the poi-
soning goes first – T44.5X1.

two notes to note
Here are two more points to remember.
• First, if the record does not say it’s self harm or

an assault, a poisoning is always assumed to be acci-
dental, and the code falls in the first column. For
Budesonide, it’s T44.5X1 (poisoning, accidental,
unintentional.)
How does that differ from the fourth column – poi-

soning, undetermined?
A poisoning is coded as undetermined only if there

was an effort to determine the intent but no decision
was made. That might happen, for example, when
there was suspicion of a suicide attempt. Obviously,
that column will not be used very often.
• Second, the last column in the table is for under-

dosing, which means the patient did not take enough
of the drug.
Underdosing is not a poisoning, so that code can

never come first. Code it the same way adverse effects
are coded:
– The first code is the effect of not having enough

of the drug, perhaps a worsened condition such as sta-
tus asthmaticus.
– The next code is for the underdose.
– And the next code shows whether the underdosing

was due to the patient’s noncompliance or to a com-
plication of care, perhaps the nurse did not administer
the right dose.
For noncompliance, the codes are in the Z91.1 area.

Z91.12x shows intentional underdosing due to finan-
cial hardship or other reason, and Z91.13x shows
unintentional underdosing due to age-related debility
or other reason.
For complication of care, the codes are in the Y63

area, which covers dosage failure during surgical and
medical care. The code in this situation is Y63.6 –
underdosing and nonadministration of necessary drug.

that 7th character
A final difference is that the ICD-10-CM poison

codes need a 7th character to show if the patient is

being seen at the initial encounter, a subsequent
encounter, or for evaluation of a sequella or late effect
of the poisoning.
The poisoning, adverse effect, and underdosing

codes all require a 7th character, and those are
• A – initial encounter
• B – subsequent encounter
• S - sequela
Those characters have to be used or the code is

invalid.
Note that all the codes that require a 7th character

are marked as such in the tabular list.
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. �

The office handbook:
great danger in saying
too much or too little
While most offices have an employee handbook,

few realize the responsibilities and even dangers it
creates.
A handbook ensures that both employer and

employee understand the full picture of the employ-
ment, says BETH De LIMA, SPHR-CA, of HRM
Consulting, a human resource management consulting
company in San Diego, CA. It tells what the office
expects of the employee in terms of behavior, and it
tells what the employee can expect of the office in
terms of salary, benefits, and so on.
Where the danger comes in is saying too much or

too little. Here De Lima lists the essential provisions
along with the cautions to take in setting out the
details.

yes, I’ve read this
The first necessity is a signed acknowledgement

that the staffer has received the book and has a
responsibility to read it, understand it, and follow it.
And so nobody can claim ignorance, put in the name
of the contact person for questions.
That needs to be repeated every time the book is

updated.
Most offices stop short with that, De Lima says.

They require employees to know the book but don’t
require the same of management.
In her own company’s work, “we see many supervi-

sors who haven’t read it in 10 years or have never
read it.” And violations occur as a result. “The man-
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agers aren’t deliberately not following the policies.
They just don’t pay attention to them.”
Because a handbook creates two-way responsibility,

she says, either side can hold the other to it. Suppose
it says the office does performance appraisals every
year when in fact they haven’t been done for three
years. Now there’s room for argument of wrongful
discharge because that policy wasn’t followed.

at-will employment
Another necessity is a statement that anybody can

be terminated with or without cause.
The caution here is to make sure the rest of the

handbook doesn’t negate that, De Lima says. That can
happen if the book also lays out a progressive disci-
pline procedure. Someone who is fired could claim the
office was required to go through that process.

this is how I get paid
Put in a section on wages, and here De Lima’s

advice is to cover every possible aspect of “how do I
get paid?” and “when do I get paid?”
Along with that, lay out the overtime requirements.

And there needs to be a provision that overtime has to
be approved and that anyone who works overtime
without approval “is subject to disciplinary action up
to and including termination.”
Approved or not, overtime has to be paid for, so

that provision “is the only way to stop people from
working unauthorized hours and demanding pay.”

these are my benefits
Next is the here’s-what-I-get section.
List all the insurance coverages. List vacation, sick

leave, personal paid time, and holidays. List the retire-
ment benefits.
Then to make things absolutely clear, list the perqs

the office provides. If there’s free parking or a gym
membership, put that in.
Also tell when people qualify for each benefit, per-

haps that vacation kicks in after six months of
employment or that only full-time employees can
qualify for some benefit. Make that clear so nobody
can claim to have been promised something the office
doesn’t provide.

this is for my safety
The physical safety measures the office has in place

also need to be explained.
One item is the procedure for responding to vio-

lence, whether from an employee, a patient, or a from
an outsider.
Cover too the building security and whatever safety

practices the office follows, perhaps that anybody who
works after a certain hour can ask for an escort to the
car.

these laws will protect me
Employment laws also need to be covered – EEOC

requirements, the ADA, family and medical leave,
Uniformed Services provisions, and so on.
But along with those, De Lima says, set out the

complaint procedure to follow when someone experi-
ences or witnesses or has knowledge of a violation.

here’s how I’ll be rated
Tell when reviews are held, what items are covered

in the reviews, and how performance is evaluated.

here’s how we all have to behave
Another essential is employee conduct.
Start with the attendance and tardiness require-

ments, and from there go to the use of the internet,
computers, copiers, and other equipment, including
the limits on personal use.
Cover every requirement the office sets out – cell

phone use in the office, dress, grooming, and so on.
Many items such as patient confidentiality will be

particular to the office. But there may also be require-
ments such as that no one can talk with the media
without permission or that no one can take pictures of
the office without some type of permission.
This section will change and expand over time, De

Lima says, because in most cases an office doesn’t
have a requirement until it encounters a problem.

these are my working hours
Outline the working hours, and include meals and

breaks. Also tell how the office keeps track of time
and whether staff have to fill out time cards.

this is how I quit
Lay out the procedure for giving resignations – the

amount of notice the office requires and whether the
resignation has to be in writing.
Also in this section, tell what benefits such as

COBRA coverage employees are entitled to when they
quit and when they are terminated.
And along with that, explain the policy on giving

job references.

yes, we can change our mind
Finally, never let a handbook get written in stone.
Include a statement that the office has the right to

change the policies at any time. �
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For good marketing, try
an open house, but focus
on bonding and besting
Want a marketing approach that’s both effective and

inexpensive?
Try an open house.
It’s an open sales opportunity, says ROBIN

SAMORA of Let’s Make You Shine, a Boston market-
ing firm for medical practices and small businesses. It
can achieve a number of good things:
• introduce the practice to prospective patients
• introduce new physicians
• show off the expertise of an individual physician

or of the group
• show prospective patients what the place looks

like so they are comfortable coming there.
But success isn’t automatic. It calls for planning.

And the open house “has to be thoughtfully laid out.”

a bond plus added value
An open house has to follow the rules of marketing,

Samora says, and marketing “is all about engage-
ments.” It’s getting people engaged in or involved
with the office. It’s making them aware of the physi-
cians’ expertise and letting them get to know the staff
and the office.
That creates a bond with people. And that’s the first

part of marketing success.
The second part is “added value,” or giving people

something more or better than what they expect.
A successful open house has to achieve both of

those elements, “because there are a lot of choices out
there.”
It has to create a bond with the patients and give

them added value in the quality of the information and
personal attention they get.

what should our focus be?
The focus has to be something people want and that

will, in turn, bring in new patients.
For example, a plastic surgery practice might use

the open house as a platform to explain the benefits
and risks of cosmetic procedures or Botox or fillers. A
general practice might explain Obamacare. Or the
focus might be high-risk pregnancy or how to care for
a child with a particular illness or a specific procedure
such as bypass surgery.

what do we do?
As to the format, Samora recommends starting with

30 minutes of meet and greet. Follow that with a pre-

sentation. And follow the presentation with a question
and answer time.
And use illustrations. Show drawings of how a pro-

cedure is done. Show before and after pictures. Or, for
a procedure such as Botox injections, it’s even effec-
tive to have a model and administer the Botox as part
of the presentation.
And always serve food.

how do we get people to come?
There needs to be a reason for patients to attend,

Samora says. There’s needs to be an enticement.
On the material side, free is the operative word.
The manager can ask for gift certificates from mer-

chants. Whole Foods, for example, might supply gift
certificate or coupons for produce. Or the hospital
might give free passes for exercise classes.
Even better, if one of the physicians has written a

book, give out free autographed copies.
But beyond the free things, the greatest draw is the

physicians themselves.
If one of them is well known in some specialty, pre-

sent the open house as an opportunity to speak direct-
ly with Dr. Well Known Cardiologist.
Being well known, however, is not a requirement.

What people really want is good information about a
procedure or a diagnosis or health care in general. And
if it’s an elective procedures, they want to know the
cost.
Any physician who gives people the information

they want is a good attraction.

when is the best time?
The best days for open houses are Tuesdays,

Wednesdays, and Thursdays.
Weekends are out because people are busy with

home and social activities. Mondays are too busy. And
on Fridays “everybody wants to go home.”
The best time is usually morning “before the day

begins.” By afternoon, people are busy finishing work
and getting children home from school.
If the open house is held in a hospital, an evening

time is also good, because the hospital is open and has
safe parking.
As to how often, the most effective approach is to

hold an open house quarterly with a different program
for each one. That keeps people aware of the office,
because they keep coming back for more information.

whom should we invite?
For the invitation list, start with the patients or

potential patients who have inquired about the topic or
who are on a waiting list for the procedure.
Ask the hospital if it has a database of people inter-



ested in the topic or who are on the hospital’s maga-
zine distribution lists.
Put a notice in the hospital’s newsletter. And in the

office’s newsletter. And on the office’s website.
Mention it on the office’s voice mail recording, per-

haps “and don’t forget our open house Thursday, May
5, to introduce Dr. A to our practice.”
If the physician is involved in the Red Cross or

Chamber of Commerce or works with a senior center,
call the community relations person at that organiza-
tion and ask if it can send an e-mail notice to its mem-
bers or mention the open house in its newsletter.
Also, she says, it’s possible to hold an open house

jointly with another practice of a complementary spe-
cialty such as cardiology with orthopedics so that each
benefits from the other.

what should our invitation say?
Invitations need to go out one month ahead of time.

They can be personal mailings or general announce-
ments, but either way, all they need to say is “you are
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invited to hear Dr. A talk about such-and-such” or
“you are invited to meet Dr. B, our new pediatrician.”
Include a reply form and put in a note that space is

limited and reservations will be made on a first-come,
first-served basis.
Two or three days before the open house, call the

people who have signed up and verify that they will
be there. To create a sense of having to be there, tell
them seating is limited and to think of any questions
they want to ask and e-mail them in advance if they
like.
Again, Samora says, “marketing is all about

engagement.” Those personal calls engage the
prospects with the office before they even get to the
open house.

how do we follow up?
The open house doesn’t end when the last person

leaves. If the attendees are never contacted again, the
effort is in vain.
The most effective follow-up, Samora says, is a call

from the manager saying “we’re glad you had an
opportunity to come to our open house. I was calling
to see if you have any questions we didn’t answer.”
Then listen mostly for an opportunity to offer the

office’s services. If the program was about knee
surgery and the person mentions a knee problem, say
“Dr. A could evaluate that for you. Would you like to
do that? We have a cancellation for next Wednesday.”

shining in the marketplace
Successful marketing means the office “shines in

the marketplace,” Samora says. It means the office
stands out from the crowd.
And that means:
• Making the office (or oneself) remarkable enough

to attract people.
• Letting people know the office “is good to do

business with.”
• Presenting the physician or the practice “as an

expert.”
• “Being your authentic self so people know you

are for real.”
• Showing a positive, can-do attitude.
• Branding the office so people recognize its name

and logo and what its doctors do.
• “Not being afraid to put your best self out there

and share your gift.”
• “Making the patients feel special” by showing the

office cares about them.
• “Overdelivering,” or giving people more than

they expect.
• And making people feel personally connected to

the office. �


