
Medicare has been offering a lot of incentives for
technology use and quality measures. But those same
incentives have their dark side – payment cuts for
noncompliance.
Here are the three cuts to be dodging right now.

And along with them is the unavoidable 2% cut
brought about by sequestration.

#1: the 2% cut on e-scripting
Most imminent is the cut that gets a yes or a no on

the last day of this month – June 30. That’s the drop-
dead deadline for reporting electronic prescribing.
January through June of this year has been the last

window open for e-scripting to avoid it. Any provider
who is eligible for e-scripting and who doesn’t show
success by that time will see a 2% cut in Medicare
payments next year. After next year, however, the
penalty will disappear.
The reporting requirements for the six-month peri-

od are these:
• individual providers: 10 e-script events via

claims
• groups of 2-24 providers: 75 e-script events via

claims
• groups of 25-99 providers: 625 e-script events

via claims
• groups of 100+ providers: 2,500 e-script events

via claims.
The cut will not apply to these, however:
• providers who were successful prescribers during

2012
• providers who have not had at least 100 Medicare

Part B encounters or at least 10% of Part B charges
that applied to e-scripting during this past six months
• providers who don’t have prescribing privileges

and reported G8644 on at least one claim this year
• providers who submitted 10 or more e-scripts
• providers who achieved meaningful use require-

ments during all of 2012 or the first six months of this
year. (The attestation for this year has to be done by
June 30.)

Neither will it apply for groups that
• were successful e-scribers during 2012
• have not had at least 10% of their Part B charges

applying the e-scripting during the past six months
• achieved meaningful use during 2012 or during

the first six months of this year. (Again, the attestation
for this year has to be done by June 30.)

#2: the 2%+ cut on EHRs
There’s also meaningful use to worry about. It

applies to the electronic health record or EHR incen-
tive program.
The penalties begin in 2015 with a 1% pay cut and

continue on to a 2% cut in 2016 and a 3% cut for each
year thereafter.
What’s more, if fewer than 75% of providers are

meaningful users by 2018, everybody’s payments will
(please turn to page 3)
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In California office, the training
starts on day 1 and never ends
No manager can set expectations without giving staff the tools to

achieve them, says a California administrator. And the main tool for
it all is never ending training.
At Santa Barbara Cardiovascular Medical Group, PATRICIA

BOARD starts the training on the first day a staffer comes in. She
gives the newcomer a check-off list of both job and office basics and
spends several hours going over each item.
“Those are the things a new staffer needs to know right away,”

she says – confidentiality, computer use, dress code, work hours,
staff names, and preferences such as how to address the physicians.
Following that is 45 minutes of basic OSHA training.
From there, Board turns the training over to the other staff in the

area where the new employee will work, and for the first several
days, it’s mostly a matter of shadowing. The peer training continues
throughout the 90-day probation period, “and it can be as fast or as
slow as needed.”
Throughout the period, Board meets with the new employee –

sometimes as often as weekly – to see how the training is progress-
ing. Sometimes the peer trainers participate in those meetings to talk
about what the newcomer has learned and still needs to learn.
And it doesn’t stop there. “Everything is in writing as well.”
On the office’s network, Board maintains a manual that covers

absolutely everything anybody could want to know – policies, pro-
cedures, equipment use, clinical guides such as how to do an EKG,
and even summaries of memos that go out. The manual is extensive
to the point “that someone could self train with it.”
Along with that, at every desk is a mini manual in a white binder

that covers all the reference material the office uses – names, job
titles, addresses, phone numbers, the doctors’ license numbers, com-
puter directions, emergency numbers, and even things such as where
to call if a patient has a psychological problem.
Every desk has the exact same manual kept in the exact same

order, she says. That way, the information is immediately available
no matter where someone is standing.
The training continues at every staff meeting.
Board keeps staff updated on everything from OSHA to the

office’s HR policy. But she also covers the changes that occur in the
health care industry. Patients are going to ask about those things, she
says, and staff need to be able to explain them and tell what the
office is doing in response. “There are no politics involved, but there
aren’t any question marks either.”

If your office has a system that helps operations or patient care,
MOM would like to write about it. Contact Susan Crawford, Editor,
at 404/367-1991 or at susancrawford@ardmorepublishing.com. �
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(continued from page 1)
go down by 1% each year thereafter, with the maxi-
mum amount set at 5%.
Providers will have to show meaningful use each

year to avoid the next year’s cut. The requirements for
avoiding the first cut in 2015 are these:
• Providers who started EHR participation in 2011

or 2012 have to show meaningful use for each of
those years.
• Providers who start this year have to show mean-

ingful use for a 90-day reporting period during this
year.
• Providers who begin next year will have to show

meaningful use for a 90-day reporting period. The
reporting period has to occur in the first nine months
of 2014, and the provider has to attest to meaningful
use by Oct. 1, 2014.

#3: the 1% value modifier cut
The next pay change to watch out for comes from

the value-based modifier, which is yet another part of
health care reform.
The modifier will be used to cut payments for doc-

tors who can’t show that their services are low in cost
and high in quality, and that’s determined by partici-
pation in the physician quality reporting system, or
PQRS. Doctors and other providers who are not suc-
cessful with it will see their payments cut by as much
as 1%.
There are two starting points, and doctors fall into

them according to the size of their groups.
The first is for groups of 100 or more eligible pro-

fessionals who bill Medicare under a single tax ID
number. Their payments will be subject to change in
2015, and whatever pay changes they see then will be
based on whether they are successful with quality
reporting this year.
Doctors within a group can participate in PQRS as

individuals, and groups may choose to put some doc-
tors on individual status to avoid getting a negative
modifier.

The second starting point is for individual
providers. Their payments will not change until 2017,
and the amount will be based on their quality report-
ing success in 2015.
Thus, by 2017, everybody’s Medicare payments

can – but hopefully won’t – be lowered by the value
modifier.
Groups and individual providers who are successful

with PQRI will start off with a modifier of zero,
which means there will be no change in their pay-
ments.
It’s downhill from there.
The only exempt doctors will be those participating

in Medicare ACOs or who practice in federally quali-
fied health centers and rural health clinics.

#4: the 2% sequestration cut
The sequester or government spending cuts began

March 1 and apply through 2021. Under those cuts,
Medicare spending is reduced by 2% each year.
And yes, sequestration will affect the incentive

payments for EHR meaningful use. Those payments
too will be reduced by 2%.
That reduction will apply to payments for any

reporting period that ends April 1 or later. It won’t
apply to payments for reporting periods that ended
before April 1 of this year.
The sequester cuts apply only to Medicare EHR

incentives, not to incentives in state Medicaid pro-
grams. �

Here are two areas of employment law that trip up
many a manager.

On this page are three mistakes that bring on
claims of wrongful termination. And on page 7 are five
mistakes that offices make all too often when a staffer
complains of sexual harassment.

Three errors that cause
wrongful terminations
Though every employer knows – or should know –

the rules for safe firing, mistakes still happen when it
comes to showing an employee the door, says PETER
GOLDEN, a business and employment law attorney
with The Golden Law Firm in Atlanta.
In his own practice, he finds that in all types of

businesses, managers most often fall down on three
points: missed documentation, unfair employee com-
parisons, and skipping steps in progressive discipline.

1. anything in writing helps
Lack of documentation heads the list.
Despite all the warnings, employers still fail to

document poor performance.
“They talk to employees, but they don’t write it

down,” and in most cases, they say they skipped the
documentation because they got busy and didn’t have
time to do it.
But the documentation doesn’t have to be anything

formal or anything that takes time. It’s possible to get
by with just a note that there was a conversation with
the employee, the date, and the topic.
He gives the example of “Met with Staffer A today

employment law danger zones
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regarding continued failure to check entries for errors.
Staffer A acknowledged errors and said she will make
improvements.”
Date it, sign it, and file it.
That may be skimpy, but from a legal standpoint,

“some sort of documentation is better than nothing,”
because most cases hinge on the claim that the
employee didn’t know there was a performance prob-
lem. Those few notes are proof enough that the
employee knew full well what was going on.

2. comparing apples to oranges
Next is the failure to make a fair comparison

between the discipline being handed out now and
what’s been handed out in similar situations.
Golden’s advice is to ask two questions before tak-

ing any action against any staffer.
• Can I show that I’ve been consistent with other

staffers who have done something similar?
If the answer is no, there’s an easy argument that

the termination was discriminatory.
• Would I fire my star performer for doing this

same thing?
That’s an essential question when the issue is lying

or misconduct, he says. It’s tempting to give a good
performer or a top money maker a second chance; it’s
tempting to use the conduct as an opportunity to say
good-bye to a mediocre employee.
Things have to be equal. If today’s firing is for

lying and if a top performer lied in the past but wasn’t
fired, the Equal Employment Opportunity Commis-
sion isn’t going to look favorably at the termination,
and neither is a jury.
Beyond equality, he says, look for any reason the

termination could be considered discriminatory. If the
current employee is 60 years old and the office later
gives a second chance to a 30-year-old in the same sit-
uation, age discrimination could become an issue.
And don’t think the terminated employee won’t

find out about the imbalance of discipline. That
employee will have friends still on board, and word
will get out.
And legalities aside, unfairness is a morale killer.

3. step skipping
Third on the list is not following the office’s own

progressive discipline policy.
Many policies carry a provision that the employer

has the right to skip any of the steps. And while that
does provide a little leeway, it’s not bulletproof,
Golden says.
When the reason for firing is no more than inade-

quate performance, neither the EEOC nor a jury is
eager to excuse the fact “that the employer skipped
over step two or step three of the policy without any
substantial justification.”
Skipping often happens with new employees. The

(continues on page 7)

What should a progressive discipline policy
include? Peter Golden, a business and employment
law attorney with The Golden Law Firm in Atlanta,
recommends following these four steps:
• Verbal warning. Tell the staffer
– what is wrong
– that the conversation is a verbal warning
– that if the performance doesn’t improve, there

will be a written warning.
Document the warning and the date.
The staffer does not need to sign anything.
• First written warning. Include here
– the specific performance or misconduct
– the dates it has occurred
– proof of what has happened, such as copies of

timesheets showing the tardiness or copies of
complaints from patients

– a statement that there has been a verbal
warning

– a statement that failure to improve will result
in a final written warning.

The employee has to sign the warning.

• Final written warning.
– Reiterate the written warning.
– Say that unless there is “immediate and sus-

tained improvement,” the employee will be
fired.

The employee has to sign the warning.
Many managers skip that final warning, Golden

says. But it’s necessary, because a common complaint
is “yes, I got a written warning, but I had no idea I
was going to be terminated.”
And it’s mostly the employees who didn’t antici-

pate disaster who file EEOC claims. People who have
known all along what coud happen generally don’t file
them.
• Termination letter.
– Summarize what caused the termination.
– Describe the verbal and written warnings.
– Give copies of the time cards or work products

shown to the employee earlier.
And write that letter “as if it were a jury exhibit.” It

has to be “clear and unambiguous” on why the office
fired that person. �

the essentials of progressive discipline
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count up all the dangers
Every medical office is different, so the practice

has to design its own plan. It doesn’t have to be elab-
orate, Nater says. Just take “a common sense, practi-
cal approach.”
Identify the people who might present violence –

patients, patients’ spouses, employees, employees’
spouses, and so on.
Identify the weak spots – unsecured doors or areas

where people could get cornered by an intruder.
Identify the types of violence that could occur.
And then decide what protective measures to take

in each area and how to respond to each type of vio-
lence.
The plan needs to cover safety in the facility plus

education for staff and physicians on what to do in
each possible situation.

the physical safety measures
OUTER RING, INNER RING

In planning for safety, look at both the outer ring
and the inner ring of the office, Nater says.
The outer ring is the security that protects the

entire office.
The inner ring is the security within the office’s

doors.

A LOCKED FRONT DOOR

For the most part, the outer ring is the door.
And the protection is simple: keep it locked.
The easiest approach, he says, is to have reinforced

glass on the door plus buzzer control with an inter-

com. The receptionist greets visitors via the intercom
and buzzes them in.
The employees have a code to open the door. But

no one else gets the code.
The locked door won’t harm business. “Rarely do

new patients walk in off the street.” But it does allow
the receptionist to control who comes in.

THE DEATH TRAP

The inner ring of security covers the interior of the
office, and the main area of danger is the individual
offices and exam rooms.
“Most of them are death traps,” he says.
They are set up so visitors walk through the door

and see someone sitting in front of a wall. In the mid-
dle is a desk plus several chairs, which means that in
a hostile situation, “there’s no speedy access to that
door.”
And it’s in that risky setting that the physician

often tells a patient “I have some bad news.”
Don’t let the furniture arrangement make it easy

for outsiders to corner people in their own offices, he
says. Move the desk to a position where there’s a
clear and short path to the door. Place the chairs so a
visitor is not in a position of blocking the way. And
make sure there are no trash cans or telephone lines
“that could impede escape.” Otherwise, “the bad guy
has control of the office.”

THE WEAPONS ON THE DESK

Another office safety measure is to keep the poten-
tial weapons out of sight.
Weapons are lying about in any office, he says.

Within easy grasp of the patient who is now upset “is

How to prevent violence
. . . and deal with it when it happens

– a MOM mini seminar –

On the topic of violence in the office, “people are in denial,” says one security management consultant.
“They can’t believe it’s going to happen.”
But it does happen, and it comes from a lot of sources – unhappy patients, unhappy employees, employ-

ees’ unhappy spouses, and even from outsiders wandering in. In January, for example, a Southern California
urologist was shot multiple times and killed in an exam room by a 75-year-old patient.
Every office needs a violence response plan, says FELIX P. NATER of Nater Associates in Concord, NC,

a specialist in workplace violence prevention. People panic when violence erupts. And they do so because
they don’t know what to do. As a result, “there’s no way to defend the office.”
But with a plan in place, everybody knows how to respond – and how to save lives.
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a plethora of deadly weapons – scissors, stapler, pic-
ture frames.”
Any heavy object such as a pencil sharpener or

three-hole punch or paperweight can be used as a
deadly missile or as an instrument to smash some-
body’s head or hand.
Put the stabbers such a scissors and letter openers

in a drawer. Do the same with the potential missiles.
As for the pictures, keep them in a bookcase behind
the desk so they can’t be easily grabbed up and
thrown.

I THINK THERE’S A MONITOR WATCHING ME

There’s more safety to be had just from the appear-
ance of security.
Put up camera monitors in places where visitors

will see them readily and know everybody’s behavior
is being watched.
They aren’t appropriate for individual offices or

exam rooms, but for conference rooms and hallways
they are.
Monitors work “whether they are live or just dum-

mies.” They put people on notice that they can be
seen and also that the office is watched 24 hours a
day.

CODE WORDS FOR BAD, WORSE, AND WORST

Another safety item that needs to be in place is a
system of code words to alert the rest of the office to
danger and also to call for help.
Decide on a basic code word or phrase to indicate

low-level trouble with add words to indicate increas-
ing severity of the trouble.
For example, the receptionist might have a code of

“it’s hot out here” to indicate simply a difficult situa-
tion, and the office might set a standard response that
other staff come out and calm the situation by asking
the visitor “may I help you?”
On down the line, “it’s really hot out here” might

be a signal to call 911. And “it’s entirely too hot out
here” might be a signal to evacuate the office.
The codes are spoken “as calmly as possible” so as

not to agitate the potentially dangerous person.
The words themselves can be anything the office

wants, from “I need a cup of coffee” to “who’s going
out to lunch” to “oh by the way, I need your help.”
Essentially, there are three levels to cover, though

the office can add more if it wants.
Code 1: I have an aggressive situation, not violent.
Code 2: I have an aggressive situation, violent.

Please come quickly.
Code 3: Person with gun or weapon or I’m being

attacked.

A SAFE HARBOR ROOM DOWN THE HALL

Set up a safe harbor room.
That’s any closet or area that can provide “tempo-

rary protection behind a closed door” from a violent
person, Nater says.
The door should lock from the inside, and it does-

n’t have to be an expensive or elaborate lock. “It just
has to slow the person down” and give the police time
to gt there.
If the room has a hollow door, replace it with a

solid wood door with a reinforced frame. The door
doesn’t have to be bullet-proof, but like the lock, it
should slow an intruder down.
Inside the room, put up barriers such as file cabi-

nets on the wall beside the door that people can hide
behind. Do that because in most situations, the gun-
man comes in “and finds the person he’s looking for
and does him in. The objective isn’t to take every-
body else out.”
In addition, he says, choose a room that has a win-

dow people can use for escape.
The safe harbor room is a sort of last resort. When

there’s real and immediate danger, the first effort
should be to evacuate the office. Then if that’s not
possible, go to the room.

the behavior safety measures
HELLO, I’M IN CONTROL HERE

A professional office is apt to see violence,
because any setting where somebody has to talk to an
expert can be intimidating, Nater says. Diplomas and
“verifications of accomplishments” are everywhere,
and an unschooled patient often reads them as “Look
at all my awards. You don’t know what you’re talking
about, but I do.”
Thus, safety has to be a consideration right from

the time the patient walks into the office.
The doctor or manager should not be seated behind

the desk. Stand up and walk to the door. Greet the
person with a firm handshake and a positive tone.
Then indicate a specific place to sit.
Right away, the patient sees that the other person

is in an authoritative position and is in control.

THE ANGRY VISITOR AT THE DOOR

What if someone appears at the manager’s door
already angry?
Stand up.
Then be firm and be positive. Greet the person as

usual, and offer a seat.
Keep standing and “pretend to have a dialogue”
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(continued from page 4)
performance isn’t up to par and the employer sees it
has been an issue from the start “and doesn’t want to
wait around” going through all the steps.
The policy may allow for that, but the EEOC is

going to ask “why did you skip over it?”
The office may have done “absolutely nothing

wrong” yet still get tangled up in litigation that lasts
for months and attorney’s fees that run into thousands
of dollars. For a small practice “that can destroy an
entire year’s worth of profits.”
Progressive discipline is worth following in every

situation “because it gives structure to decisions,” he
says. When it results in termination, the action is war-
ranted and defendable. The employer acts prudently,
and the employee understands the entire process – and
so does the EEOC and so does a jury.
He adds that one of the first questions the EEOC

looks at in a wrongful termination claim is whether

the employer followed a progressive discipline policy.
If so, the EEOC usually bows out right there.

� � �

Five dangers in dealing
with harassment claims
As with firing, the rules for handling sexual harass-

ment claims are well known, yet employers still make
mistakes, says management consultant JOSEPH
GODWIN of F&H Solutions Group in Asheville, NC.
Here are five areas that warrant attention.

1. no, it’s not sour grapes
Don’t dismiss any complaint, particularly one from

a fired or demoted employee, as sour grapes or a lame

with the visitor. But do it with an eye toward the door.
Don’t give any indication of being frightened. And

don’t give any commands such as “calm down” or “sit
down.”
Instead, make eye contract and try to reassure the

person with remarks such as “I hear you” and “I want
to help you” and “let’s try to solve this.” That makes
the speaker less of a threat and more somebody who
is listening and will help.
If the tension doesn’t cool, say “I have an idea.

Let’s call in Doctor A. I think she can help us here.”
Call in the doctor, and now there’s another person to
help calm the waters.
More, “it’s two against one.”
However, if the situation looks really dangerous,

say “I’ll go get Doctor A now” and escape and get
help or call 911.

BEWARE THE SIGNS OF AGRESSION

Finally, Nater says, everybody needs to be aware
of the signs of aggression. They are the precursors to
violence and need to be dealt with:

yelling
leaning over somebody’s desk
pounding on a desk
berating remarks
finger pointing
declarations of what the office should be doing
violations of personal space
assertions such as “you don’t know who I am” or
“you’d better watch out.”

blocking someone’s passage
negative remarks about the doctor or the office

A FEW MORE RULES OF BEHAVIOR

• If someone seated across the desk leans over and
pounds on the desktop, don’t remain seated. Stand up.
That shows “I am in control of this situation.”
• Never shout. If the other person’s voice raises,

don’t respond in kind. This isn’t the time to establish
who’s more important or stronger or more authorita-
tive; it’s the time to establish rapport.
• Don’t respond to anger with negative remarks.

They will only roil the person. Never say, for exam-
ple:

You don’t know what you’re talking about.
I can’t do anything about it. That’s the way it is.
I told you this at the beginning, and you have
known all along that it might happen.

And never say “calm down.” The response will
invariably be “What do you mean calm down? I’m the
one who has the problem to deal with. YOU calm
down!”
• Don’t let everybody talk at once. Keep the talk-

ing to a minimum.
Suppose one doctor calls for help and two others

come in.
Their presence alone is enough to dominate the sit-

uation. But if all three start talking at the same time,
“there’s no control.”
The best way to calm the situation is for one to do

the talking and the others to stand there in agreement.
• Whenever there’s concern about how someone

will react, have a third person present from the start.
It doesn’t matter who it is. Having someone else pre-
sent enhances the sense of professionalism, “and the
patient is less likely to do anything.” �
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attempt at revenge. Many an employer does that and
doesn’t investigate properly.
But think it through. Did the office hired a disgrun-

tled employee or did it make the employee that way?
There are indeed times “when the motive is getting

even,” Godwin says. But in his own experience inves-
tigating claims, he finds that when somebody makes a
complaint, invariably “there’s something to it.”

2. there has to be a decision
Always come to a conclusion.
Not unknown is the scenario where the employer

takes the victim’s complaint to the accused, the
accused denies it, and the matter becomes a he-said/
she-said situation that never gets settled.
The employer’s job “is to address it and resolve it,”

Godwin says. Don’t expect to be able to determine
guilt beyond all reasonable doubt. Use a lesser stan-
dard of credibility, but make a decision one way or the
other based on the facts.
In most cases, the decision will be in terms of “it

looks like we did (or didn’t) have an incident here.”
And if the finding is in the negative, tell the

accuser “we talked to So-and-So. He did not behave
properly, and he’s sorry and we’re sorry. But what
happened really isn’t harassment.”

3. yes, suspicion counts
Watch out for retaliation. It can occur even when a

complaint is found to be meritless. And it doesn’t
have to be intentional or even real; the mere appear-
ance of it is enough to cause problems.
In one case, four employees requested time off to

take a vacation trip together and were granted it. Then
in walks a fifth employee asking for leave to join
them and the request was denied. And it just happened
that the fifth employee had earlier filed a complaint of
harassment.
The reason for the denial was valid – allowing the

leave would have left the office short-handed. But the
supervisor didn’t explain that, and that allowed for the
perception that the denial was retaliatory.
Be careful with anyone who has filed an EEOC

complaint, Godwin says. Explain any action that
adversely affects that person so there can be no suspi-
cion of retaliation.
And another caution: don’t mention the earlier

complaint or say the action is not retaliatory. Doing so
raises the question of “why is this getting men-
tioned?” and the wheels of suspicion start to turn.

4. size really doesn’t matter
Don’t think a small office is immune to sexual

harassment claims. True, Title VII of the Civil Rights

Act applies only to employers with 15 or more
employees, but other employees “still have weapons.”
There are state and local laws, and some allow

claims against employers with only six employees.
Other actions can also be brought.
If there is unwelcome physical contact, there can

be assault charges. Godwin cites one case where a
federal court upheld an employee’s suit for sexual
harassment and battery after her supervisor grabbed
her buttocks and told her he wanted to have sex with
her in the back room.
There can also be tort claims, and unlike discrimi-

nation complaints, those carry money damages.
If there’s fear of injury, there can be a claim of

emotional distress. Or, if the harasser restricts the
movement of the employee while making sexual
advances, there can be a claim of false imprisonment.
And along with the legal issues is the bad publicity

that can follow, he says. Picture the employee appear-
ing on local TV saying “I’m getting sexually harassed
at Practice X, and they won’t do anything about it.”

5. bare bones aren’t enough
Have a comprehensive complaint procedure.
“Bare bones procedures don’t work.” If the EEOC

comes to call, the manager needs to be able to say
“this is our procedure, and this is what we did.”
It’s not enough for the procedure to say simply

“bring all complaints to management.” It needs to
give the title of the person who handles complaints.
In one case, a policy only designated management

as the contact, and an employee reported a complaint
to the benefits manager. The complaint did not get
properly investigated, the employee filed a claim, and
the employer responded that “the benefits manager
wasn’t really a manager, so the employee didn’t really
report it.”
That argument didn’t go over well. The court said

that in the employee’s eyes, the benefits manager was
management.
The complaint procedure also needs to name more

than one contact person lest the first person be the
harasser.
And it needs to say whether complaints have to be

in writing and if so, what they should include – what
happened, when, the name of the harasser, and the
names of witnesses.
The safest approach is to require that it all be in

writing, he says.
That doesn’t relieve the office from investigating

verbal complaints. But it’s a good provision to
include, because having the facts in writing eliminates
the situation where a witness’s account is different
from the account the accuser gave, and the accuser
responds with “I didn’t say that. I said something
else.” �
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Turn staff from ‘critters’
into smart thinkers with
ownership in their jobs
The brain has two states.
One is the “critter state.” That’s the point at which

a person responds like a raccoon or a skunk or any
other critter. The focus is survival. It’s fright-freeze-
fight-flight thinking.
The other is the “smart state.” And that’s the point

where a person is a human being – innovative, cre-
ative, collaborative, and emotionally engaged.
In the critter state, people are insecure in their jobs

and don’t go beyond basic performance, says CHRIS-
TINE COMAFORD, a Mill Valley, CA, leadership
and business performance consultant and coach.
In the smart state, they’re confident about their

jobs and are ready to take on challenges.

‘you come up with the solution’
A good manager can turn a zoo of critters into a

smart staff.
Start by forcing staff to come up with their own

solutions.
When somebody asks how to do something, don’t

immediately explain how to do it. Handing over the
answer is no more than giving an order of “this is the
way you have to do it.” And over time, “it creates a
culture of order takers,” Comaford says.
Let the staffer come up with the solution. Ask

questions such as what would you do? what might go
right if you do that? what might go wrong?
It may be faster and easier “to rattle off the

answer,” but for staff to take ownership in their jobs
and do more than rote work, the manager can’t be the
solver of all problems.
Letting staff find their own answers “is like teach-

ing them to fish instead of giving them the fish,” she
says. And the benefits are several.
One is that they remember the solutions and don’t

ask the questions again.
Another is that they get a sense of pride in what

they do. “They don’t feel like cogs in the wheel.”
Yet another is that they get a sense of belonging

within the office because they are participating in its
operations. “Everybody craves that.”
The change doesn’t come overnight, she says. But

after about three questions that get a you-decide-it
response, a staffer catches on.

what is it you want here?
Another crittermind-to-smartmind prod is to show

staff how to shift focus from the difficulty of a prob-

lem to “what outcome do I want here?” and “how am I
going to achieve that?”
Suppose a staffer comes in with the problem of an

overwhelming flood of work. That staffer is doing no
more than bemoaning the dilemma. There’s no effort
to solve it. The staffer is in a frozen state.
Move things along with “here’s the problem; now

let’s look for the solution.”
Then offer a few suggestions, maybe laying out the

priorities for the day and seeing which ones can be
given to another staffer and which ones can be done
tomorrow. But let the staffer do the deciding. Phrase it
all as “would it be helpful if . . . ?”
That pushes the staffer out of the frozen state,

because it forces a decision.

Staffer A, I need your help here
The way the manager gives directives also makes a

critter v. smart difference.
When the boss says “my idea is X,” employees

hear it as law.
Instead of dictating, invite them to think and partic-

ipate. And the most effective way to do that is to say
“Staffer A, I need your help.” Now there’s participa-
tion as well as evidence that the manager values the
employee and is encouraging creativity.
A request for help “makes the big person small and

the small person big.” It invites the staffer “to rise up
and form a strategy.”

it’s not change; it’s improvement
Another critter cure: don’t call change by its own

name. Call it something else, maybe growth or oppor-
tunity.
Change is a scary thing, she says. Yet it’s not the

actual change that people fear. “They fear the pain
that may come with it.” When people hear the word
change, they fear that the real message is “we’re
changing, and you may not matter in that new world.”
And that puts anybody in fright-freeze-fight-flight

mode.
Don’t tell staff something is a change. Give it a

positive spin and call it a betterment or say “we are
improving.” People see themselves as part of growth.

meetings: boring, wasted time
And then there’s the matter of meetings.
“People hate them because meetings are grossly

inefficient” and cover a lot of information that could
have been e-mailed beforehand. When people are
forced to sit through a useless and too-long meeting,
they become critters in a cage.
Make the meetings participatory, Comaford says.

Leave out things such as status reports that staff can
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read on their own and focus instead on “requests and
promises.”
Request action: “Staffer A, will you get this fin-

ished by Thursday?” And then get the promise: “Yes,
I’ll have it finished by then.”
And then end it.
The ideal meeting, she says, is no more than 30

minutes. “And 10 would be great.” �

Coding stroke and its
effects with I-9 and I-10

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

Every year, about 795,000 people in the U.S. have a
stroke. About 75% of those are first strokes; the rest
are repeat strokes.
Most – an estimated 87% – are ischemic, where a

blood clot blocks a blood vessel to the brain. The oth-
ers are hemorrhagic, or bleeding strokes.
The severity of a stroke depends on the part of the

brain that is affected and how long the blood flow is
restricted. And severity is usually high. In the U.S.,
stroke is the leading cause of death as well as the
leading cause of serious long-term disability.

coding with today’s codes
With our current ICD-9-CM codes, ischemic stroke

is found in the chapter covering diseases of the circu-
latory system. The codes begin at 434 for occlusion of
the cerebral arteries, and there are fourth digits to
show the type of occlusion:
434.0 – cerebral thrombosis
434.1 – cerebral embolism
434.9 – unspecified cerebral artery occlusion
Both thrombosis and embolism are obstructions

within the artery. The difference is that a thrombus is
a mass of platelets, fibrin, or other components of the
blood that forms within the vessel, while an embolus
is an actual clot that is carried to the site by the blood-
stream.
These codes also have fifth digits – 0 for no men-

tion of cerebral infarction, and 1 for cerebral infarc-

tion. The infarction is the stroke, or the tissue death
that occurs when the blood supply to the brain is inter-
rupted.
(If the documentation shows only cerebrovascular

accident, or CVA, with no other information, the
default code is 434.91, or unspecified with cerebral
infarction. Code 436 is for acute but ill defined cere-
brovascular disease. However, a note there says to use
431.91 for stroke.)

RESIDUAL EFFECTS
What about the residual effects a stroke can cause?
For those, go to category 438, which covers late

effects, or sequelae of cerebrovascular disease.
So suppose the patient earlier had a stroke and is

now being treated for dysphasia, or impaired speech.
The code is 438.12. Use that code even if the visit is
due to some diagnosis other than stroke, because the
dysphasia could make the care more complicated.

V CODES
There are also two V codes to use with strokes.
The first is V12.54, which shows a personal history

of stroke with no residual effects. It’s an important
code to use, because a patient who has had a stroke is
at relatively high risk of having another.
The other is V45.88, and it is used only for the hos-

pital care. It shows that tPA – or clot buster drug –
was begun in one facility within 24 hours before the
patient was admitted to the current facility.

coding it all after Oct. 1, 2014
With the new ICD-10-CM codes, cerebrovascular

disease is covered in categories I60 through I69.
While ICD-9-CM has only a fifth digit to show the

presence of stroke, in ICD-10-CM, stroke, or cerebral
infarction, has an entire category, which is I63.
As a result, the new codes can give more informa-

tion. For example, the fourth character shows whether
the infarction is due to
I63.0 – thrombosis of precerebral arteries
I63.1 – embolism of precerebral arteries
I63.2 – unspecified occlusion of precerebral arteries
I63.3 – thrombosis of cerebral arteries
I63.4 – embolism of cerebral arteries
The new codes also allow for more detail on the

vessels involved and show laterality, or the side of the
body where the stroke occurs.
Thus, it’s possible to give a complete picture. For

example, I63.312 shows cerebral infarction due to
thrombosis of left middle cerebral artery.

RESIDUAL EFFECTS
As for residual effects of stroke, ICD-10 uses the

term sequelae instead of late effects.
Other than that, the old and new codes are much the

ICD-9-CM and CPT
coding update
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same. In ICD-10, the main category is I69.3 (sequelae
of cerebral infarction), and there are additional char-
acters to identify the type of disability. For example,
I69.321 shows dysphasia following cerebral infarc-
tion.
The main difference here is in the laterality.
The old codes show only whether the patient’s dom-

inant or nondominant side is affected. The new codes
show dominant and nondominant but then go a step
further and show whether the side is left or right. For
example, under I69.35 (hemiplegia and hemiparesis)
are characters to show if the affected side is right
dominant, left dominant, right nondominant, left non-
dominant, or unspecified.
What if the documentation does not say if the side

is dominant or not? The guides say to assume that
right or ambidextrous is dominant and left is nondom-
inant.

V CODES BECOME Z CODES

Instead of V codes, ICD-10 has Z codes.
The code for personal history of stroke with no

residual effects is Z86.73. And the code for tPA
administration at another hospital is Z92.82.
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. �

A clearinghouse isn’t
the answer to ICD-10
Don’t plan to rely on a clearinghouse to get the

office through ICD-10-CM.
Cearinghouses can provide a lot of help, the gov-

ernment says, but not the same level of support they
provided for the Version 5010 upgrade.
The reason is that ICD-10 is based on clinical doc-

umentation, and the coding requires medical knowl-
edge as well as familiarity with the medical encounter.
Thus, the diagnosis has to be selected by the provider
or the provider’s coder.
The clearinghouse is limited in what it can do. It

can help the office test its ICD-10 claim submission
capability, it can identify what’s causing rejections,
and it can show how to fix rejected claims. But unless
it provides actual coding services, it cannot identify
the correct ICD-10 codes.
And be aware that if it does have coding services, it

will need access to all the clinical documentation. �

Better productivity and
a happier staff happen
when ergonomics steps in
Ergonomics is good economics.
When the work areas are in sync with the people

spending their days in them, there’s no time lost to
sick days and no money lost to low productivity, says
HAYLEY KAYE, a certified professional ergonomist
with HLK Consulting in New York City.
Achieving that calls for attention to the desks, the

telephones, and the chairs. But it also calls for teach-
ing people how to set them up correctly. It’s of zero
value to have thousands of dollars of ergonically cor-
rest furniture that nobody has adjusted.

the elbow-wrenching desktop
A good place to start is with the hands and elbows.
They need to be level, Kaye says. Yet most desks

are too high to the point that anybody shorter than
6’2” has to sit with the elbows lower than the hands.
Then to get the elbows up to a level, comfortable posi-
tion, the natural tendency is to elevate the shoulders,
which is a constant strain and eventually causes pain
and even injury.
The cheapest solution is to raise the chair and, if

necessary, put the feet on a box or a ream of paper.
More expensive is to install a keyboard tray under

the desktop.
And most expensive – although a permanent solu-

tion – is to get desks that are height adjustable.

the neck-breaking monitor
A monitor that’s too low or too high creates awk-

ward neck posture and pain.
Appropriate height is for the memory bar at the top

of the screen to be at eye level.
Looking at a monitor that’s higher than that forces

the neck backwards, and pain sets in.
And looking at one too low forces neck to bend

forward with the same result.
Because people come in all different heights, the

solution is to buy monitors that have a sliding
adjustable stand.

the shoulder-crunching telephone
The problem with telephones is that people need to

use their hands while they talk, so they cradle the
phone between ear and shoulder.
More neck pain!
A plastic extension on the back of the receiver “is

slightly better than nothing,” Kaye says, because the

getting ready for ICD-10-CM



head and shoulder are still cramped. The best solution
is obvious: use a speakerphone or, if privacy is at
issue, use a headset.

the back-killing chair
With chairs, the rule is take the time to adjust them,

Kaye says. “Just 10 minutes doing that can affect the
next five years of somebody’s work life.”
If there are no directions for adjustments, look on

the underside of the seat for the manufacturer’s name
and call for an instruction manual.
Chair seat. The seat pan should be short enough to

allow one to two inches of space between its edge and
the back of the knee. If it’s longer than that, “it can
cause circulation issues.”
Making matters worse, a too-long seat forces the

person to lean forward, and that adds postural issues
to the circulatory problems.
If the seat is too long, put a lumbar pillow at the

back. That’s not a perfect solution, “but it’s preferable
to doing nothing.”
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Chair back. Proper chair posture calls for the full
back to be in contact with the back of the chair.
Adjust the lumbar support so it aligns with the inner-
most part of the lower back. Or, if there’s no lumbar
support, put a pillow there.
Chair recline. If the chair has an adjustable recline

tension, tighten it up. “It should be easy to recline, but
not too easy.”
That’s enough for comfort, and it’s also rigid

enough to support an upright posture. By contrast, if
it’s too loose, it creates a sense of flying backwards.
Armrests. Armrests are a plus only if they support

the natural position of the elbows and forearms.
Ideally, they should allow the arms to be close to

the body while typing. Unfortunately, however, most
are too far apart or too high to be of any value.

the aching palm
Proper palm support is also an ergonomic essential.
Resting the wrist on the desk when typing forces

the hands to bend backwards to reach the keys, and
that in turn causes both compression and extension of
the wrist – and carpal tunnel syndrome.
The solution here is an inexpensive wrist support in

front of the keyboard. With the base of the palm rest-
ing on it, the wrists stay higher than the hands and
there’s no need to raise the hand up to get to the keys.
Also, she says, the keyboard itself should be flat

and as thin as possible so it doesn’t add height.

sit desks v. stand desks
A question that has never been answered definitive-

ly is whether it’s better to sit or stand at a desk.
Stand desks have become somewhat trendy,

because they can be adjusted to be used either way.
And people like them.
Their downside, however, is that they are expen-

sive. What’s more, standing for several hours is more
tiresome than sitting for the same amount of time.
Kaye’s advice is to forget the desk issue and spend

the money instead on good chairs and on getting the
monitors at the right height.

a little break
And then there’s the rule of the break.
No matter how ergonomic the work area, nobody

should stay there without two or three 30-second
breaks each hour.
Stand up. Even better, walk around – to the copier

or to get a drink of water. That’s necessary, because
“the longer someone sits, the worse the posture gets.”
A walk break maintains good circulation, prevents

compression of the spinal discs, and promotes better
posture. �


