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CEO Letter
This issue is really close to my heart and I’m so pleased that our editorial board members, Natalie Tornese and Meghann
Drella from Managed Outsource Solutions, were able to put pen to paper and help bring awareness for our readers through
their writing.
September is World Alzheimer’s Awareness Month, and October is Breast Cancer Awareness Month, so this issue is packed
with information about both. My mother had breast cancer many years ago and I remember going through that devastating
time with her, experiencing so many emotions, and watching it take its toll on her as she fought hard for her life. She was
lucky and is here today and a very proud grandmother of four. Alzheimer’s was not so fair to my wife’s family and took her
grandfather slowly, draining him mentally and physically until it was his time to go. Both diseases are devastating to those

AUDIT & COMPLIANCE
CONFERENCE

who become affected and to those who love and care for them, and it’s very personal to us to help raise awareness of both
diseases.

LIVE VIRTUAL
CONFERENCE CONFERENCE
Wyndham Grand
Clearwater Beach

So, onto the rest of the issue. Is your office still routinely waiving copays for patients? Rachel Rose has written another great
article on this topic, so please make sure that your office is compliant and not leading you into a False Claims Act violation!

Live Stream
Direct Online

Betty Hovey has written about multigenerational offices and how managing staff of differing ages and experiences is challenging. She has provided some suggestions that will help those of you in this position. David Jakielo returns with his second
article on healthcare fixes, which is a fantastic read. It’s great to see someone come up with solutions and ideas, and I’m sure
some of them will resonate with you, as well.

December 6th-8th

We welcome Karen Blanchette from PAHCOM with her piece about collaboration in the office, Kevin Campbell from DTA

WHAT'S IN IT FOR YOU
Earn up to 20 AAPC CEUs for Core A, CPMA, CDEO, CPCO, and CEMA certifications
Session tracks and topics are specially picked to be relevant and timely
Sessions built with real-world scenarios for real-time solutions and application to the most
asked coding, auditing, and compliance questions
All sessions will be streamed live to allow for participation from home
Pre-Conference: Full day of interactive sessions (available for on-site attendees only)
Conference: General sessions and specialty tracks all focusing on auditing & compliance
VIP Registration: Be a Conference VIP with special check-in access, VIP event, thumb-drive
of all conference slides, and much more
BONUS: Conference attendees can enjoy a reduced hotel rate at the 2019 Expedia's #1
ranked beach

To learn more and register visit

www.namasconference.com
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Healthcare Solutions writing on ways in which data governance and technology can help the pandemic response, and a great
piece written by Wyn Staheli from Find-A-Code about chronic pain coding.
As always, I hope you enjoy this issue just as I, the BC Team, and our Editorial Board members enjoyed bringing it to you.
Until next time, be kind.
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Karen Blanchette, MBA, holds a bachelor’s degree in management and a master’s degree in business administration, both
from the University of West Florida. She served for seven years
as an officer in the US Navy, managing hospitals and clinics,
large and small, on land and at sea. Her assignment as CIO
launched her passion for information technology and many
tech roles including development, analysis, and consulting.
Karen is an ambassador for HHS 405(d), and a strong advocate
for cybersecurity awareness in healthcare. As the executive
director for PAHCOM, she ensures the highest levels of quality
for certification exams and study manuals.
Kevin Campbell is the CEO of DTA Healthcare Solutions, a
healthcare data and analytics consulting firm. He has more
than 17 years of experience in healthcare data warehousing,
analytics, and data governance, both inside a large healthcare
system and as a consultant.
Nancy Clements is the Director of Marketing for Practice
Management Institute (PMI). www.pmimd.com
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Meghann Drella, CPC, is a Senior Solutions Manager at
Managed Outsource Solutions (MOS), and is responsible for
practice and revenue cycle management in the Healthcare
Division. She has a formal education in Medical Coding and
Billing and over 12 years of hands on experience in the field.
She holds a CPC certification with the American Academy of
Professional Coders (AAPC). Meghann has a strong understanding of ICD-10-CM and CPT requirements and procedures, and
regularly attends continuing education classes to stay up to
date with any changes. www.managedoutsource.com
Betty Hovey, CCS-P, CDIP, CPC, COC, CPMA, CPCD, CPB, CPC-I,
is the Senior Consultant/Owner of Compliant Health Care
Solutions, a medical consulting firm that provides compliant

solutions to issues for all types of healthcare entities. Chcs.
consulting
Dave Jakielo is an International Speaker, Consultant,
Executive Coach, and Author, and is president of Seminars
& Consulting. Dave is past president of Healthcare Business
and Management Association and the National Speakers
Association Pittsburgh Chapter. Sign up for his FREE weekly
Success Tips at www.Davespeaks.com. Dave can be reached via
email Dave@Davespeaks.com; phone 412-921-0976.
Rachel V. Rose, JD, MBA, is an Attorney at Law, in Houston, TX.
Rachel advises clients on healthcare, cybersecurity, securities
law, and qui tam matters. She also teaches bioethics at Baylor
College of Medicine. She has been consecutively named by
Houstonia Magazine as a Top Lawyer (Healthcare) and to the
National Women Trial Lawyer’s Top 25. She can be reached at
rvrose@rvrose.com. www.rvrose.com
Wyn Staheli is Director of Research for Find-a-Code. www.findacode.com
Natalie Tornese, CPC, is a Senior Group Manager responsible
for Practice and Revenue Cycle Management at MOS. She
brings 25 years of healthcare management experience to the
company. Natalie has worked in varied leadership roles with
practices and specialties. Her primary focus is revenue cycle
management with an emphasis on Medical Billing, Coding, and
Insurance Verification Management. She has written numerous
articles on all aspects of Practice Management and presently
manages a large team focused on Medical Billing, Medical
Coding, Verification, and Authorization services for MOS. For
more information on how MOS can help your practice, contact
us at 1-800-670-2809 or visit us at
www.outsourcestrategies.com.
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We are always interested in hearing from any industry experts who would like to get
published in our national magazine. Email us at editorial@billing-coding.com to request a
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How
toAHCAE
PreventNational
Medical
Conference
Necessity
Denials

Medicare
Cost Report
Camp
How to Prevent
Medical
Necessity Denials

When: August
5-7th,
Thursday,
May2021
6, 2021
Location: Denver,
CO
Online webinar
https://ahcae.memberclicks.net/
https://www.pmimd.com/
SPECIAL $49 PRESENTATION

When: Thursday,
October 20-21st,
2021
May 6, 2021
Location: Nashville,
TN
Online webinar
https://aihc-assn.org
https://www.pmimd.com/
SPECIAL $49 PRESENTATION

NAMAS 13th Annual Auditing &
Compliance Conference

When: December 6-8th, 2021
Location: Clearwater Beach, Fl
https://shop.namas.co/

View more conferences and events at https://www.billing-coding.com/events

BC Advantage Webinar Library
$0 (Member Price) Included with subscription

Healthcare Cybersecurity Awareness Training
Objective: This presentation takes participants through a series
of scenarios and lessons learned that can assist in securing the
employee “endpoint” either in the office or at a Home Office. The
presentation highlights key security measures a person can deploy to create a better security environment in order to protect
their personal and professional documents from unauthorized
access.

Other on-demand webinars

Healthcare’s Enterprise Cyber Risk Management Imperative
Objective: Understand that cyberattacks have become not just
a compliance and information security matter for healthcare
organizations but also a patient safety concern and likely soon a
medical professional liability concern, as well.

The New AKS and Stark Laws Final Rules - Key Take-Aways

HIPAA in the Time of COVID-19: Recent Updates and Enforcement Actions
HIPAA Business Associate Agreements Under HITECH
Big Data & False Claims Act Risk Due to COVID-19

Securing Your Data Analytics Program
Why are Security & Governance for Health Data Analytics Vital?

View 30+ CEUs and webinars online now at www.billing-coding.com/ceus
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HHS Announces $103 Million from American Rescue Plan to Strengthen Resiliency and Address Burnout in the Health Workforce
The U.S. Department of Health and Human Services (HHS),
through the Health Resources and Services Administration
(HRSA), announced the availability of an estimated $103 million
in American Rescue Plan funding over a three-year period to
reduce burnout and promote mental health among the health
workforce. These investments, which take into particular consideration the needs of rural and medically underserved communities, will help health care organizations establish a culture
of wellness among the health and public safety workforce and
will support training efforts that build resiliency for those at the
beginning of their health careers.
“The Biden-Harris Administration is committed to ensuring our
frontline health care workers have access to the services they
need to limit and prevent burnout, fatigue and stress during the
COVID-19 pandemic and beyond,” said HHS Secretary Xavier Becerra. “It is essential that we provide behavioral health resources
for our health care providers – from paraprofessionals to public
safety officers – so that they can continue to deliver quality care
to our most vulnerable communities.”
There are three funding opportunities that are now accepting
applications:
•

Promoting Resilience and Mental Health Among Health
Professional Workforce - Approximately 10 awards will be

•

•

made totaling approximately $29 million over three years to
health care organizations to support members of their workforce. This includes establishing, enhancing, or expanding
evidence-informed programs or protocols to adopt, promote
and implement an organizational culture of wellness that includes resilience and mental health among their employees.
Health and Public Safety Workforce Resiliency Training
Program - Approximately 30 awards will be made totaling
approximately $68 million over three years for educational
institutions and other appropriate state, local, Tribal, public
or private nonprofit entities training those early in their
health careers. This includes providing evidence-informed
planning, development and training in health profession
activities in order to reduce burnout, suicide and promote
resiliency among the workforce.
Health and Public Safety Workforce Resiliency Technical Assistance Center - One award will be made for approximately
$6 million over three years to provide tailored training and
technical assistance to HRSA’s workforce resiliency programs.

To apply for the Provider Resiliency Workforce Training Notice
of Funding Opportunities, visit Grants.gov. Applications are due
August 30, 2021.
Source: HHS

CMS Proposes Extension of Medicare Telehealth Coverage
CMS is proposing to extend Medicare coverage of certain telehealth services granted for the COVID-19 public health emergency to the end of 2023 to help gather data that can determine
whether the services should be permanently covered.
The agency similarly suggested allowing for some mental healthcare to be provided on an audio-only basis going forward in the
proposed Physician Fee Schedule for 2022, released Tuesday. The
annual rulemaking also includes changes to the Quality Payment
Program and seeks feedback on how to improve data gathering
from providers in an effort to better health equity.
“Over the past year, the public health emergency has highlighted
the disparities in the U.S. health care system, while at the same
time demonstrating the positive impact of innovative policies to

reduce these disparities,” CMS Administrator Chiquita Brooks-LaSure said in a statement. “CMS aims to take the lessons learned
during this time and move forward toward a system where no
patient is left out and everyone has access to comprehensive
quality health services.”
But provider groups were not happy with the payment adjustment included — a 3.75% reduction to the conversion factor, due
to budget neutrality requirements. The Medical Group Management Association, which represents physician practices, said in a
statement that it would seek congressional intervention to avoid
the cut.

EEG Testing and Private Investment Companies Pay
$15.3 Million to Resolve Kickback and False Billing
Allegations
Two Texas companies have agreed to pay a combined $15.3 million
to resolve allegations of kickbacks and other misconduct resulting in
the submission of false claims to federal health care programs.
According to the settlement, Alliance Family of Companies LLC
(Alliance), a national electroencephalography (EEG) testing company
based in Texas, will pay $13.5 million to resolve allegations that it
submitted or caused to be submitted false claims to federal health
care programs that resulted from kickbacks to referring physicians
or that sought payment for work not performed or for which only
a lower level of reimbursement was justified. The settlement also
resolves allegations against Texas-based private investment company Ancor Holdings LP (Ancor), which will pay over $1.8 million for
causing false billings resulting from the kickback scheme through its
management agreement with Alliance.
“Kickbacks and inflated billings result in the misuse of critical federal health care program funds,” said Acting Assistant Attorney General
Brian M. Boynton of the Department of Justice’s Civil Division. “The
Department of Justice will collaborate with our agency partners to
protect federal health care programs by pursuing those who knowingly claim public funds to which they are not entitled.”
“This settlement should put health care providers on notice that we
will hold accountable those who seek to profit by pursuing kickbacks and other improper billing schemes,” said Acting U.S. Attorney
Jennifer B. Lowery for the Southern District of Texas. “This office, in
coordination with its law enforcement partners, will use all available
resources to pursue those who defraud these federal programs and
to protect our nation’s health care system.”
Source: https://www.justice.gov/

2022 Physician Fee Schedule Proposed Rule
with Comment Period
The CY 2022 Medicare Physician Fee Schedule Proposed
Rule with comment period was placed on display at the
Federal Register on July 13, 2021. This proposed rule updates
payment policies, payment rates, and other provisions for
services furnished under the Medicare Physician Fee Schedule (PFS) on or after January 1, 2022.
This proposed rule proposes potentially misvalued codes
and other policies affecting the calculation of payment rates.
It also proposes to make certain revisions to telehealth
services in accordance with the Consolidated Appropriations
Act, 2021 (CAA). Additionally, it proposes amendments to
telehealth regulatory requirements regarding interactive
telecommunications systems and solicits comments on
documentation, audio-only, and program integrity guardrails.
It also makes several proposals that consider recent changes
to Evaluation and Management (E/M) visit codes, such as
the current policies for split (or shared) E/M visits, critical
care services, and services furnished by teaching physicians
involving residents. The proposed rule also proposes modifications to the de minimis standard for therapy services and
updates a payment regulation for Medical Nutrition Therapy
(MNT) services. Additionally, it includes a comment solicitation on several important considerations regarding vaccine
administration services. CMS will accept comments on the
proposed rule until September 13, 2021, and will respond to
comments in a final rule. The proposed rule can be downloaded from the Federal Register at: https://www.federalregister.gov/public-inspection.
Source: https://www.justice.gov/
A recent audit on Arkansas MMIS private contractor costs reveals
millions in incorrect claims and inappropriate payments.

LIFETIME GUARANTEE
Have you heard about our lifetime guarantee?

If you stay an active subscriber with us and never let your subscription lapse, we will
never raise the price of your subscription. That’s right! You will pay the same price per
year, every year, as long as you renew your subscription BEFORE it expires!

https://public-inspection.federalregister.gov/2021-14973.pdf
It’s our guarantee and commitment to you, our loyal subscribers!

Learn more: https://www.billing-coding.com/lifetime.cfm
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National breast cancer awareness month (NBCAM) aims to generate widespread awareness about breast
cancer and the importance of early detection.

September

Alzheimer’s disease is a progressive and irreversible neurologic disorder
that affects areas of the brain involved in thought, memory, and learning.
Though the words Alzheimer’s and dementia are often used interchangeably, dementia covers a group of brain disorders that cause problems with
thinking, memory, and behavior. Alzheimer’s is the most common form of
dementia and may account for 60–70% of cases, according to the World
Health Organization (WHO). Alzheimer’s and other types of dementia are
the leading cause of death and disability worldwide.

W

orld Alzheimer’s
Month is observed
every year in
September to raise
awareness about dementia and
address the stigma associated
with the condition. This international campaign, which runs from
September 1-30 was started in 2012
by Alzheimer’s Disease International
(ADI). World Alzheimer’s Day on the
21st of September is the focal point
of the month when most of the education and activity takes place across
the globe.

symptoms, Alzheimer’s is a disease.
The Alzheimer’s Association explains,
“Alzheimer’s is a degenerative brain
disease and the most common form
of dementia, which is not a specific
disease, but an overall term that
describes a group of symptoms.”
People with Alzheimer’s may have
problems with word-finding, doing
familiar tasks, identifying common
objects, and recognizing family and
friends. As the dementia progresses,
it becomes difficult to perform daily
activities, eventually leading to complete dependence on others for daily
tasks.

While dementia describes certain

10
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Prevalence and Incidence
According to the Alzheimer’s Association:
•
One in nine people aged 65 and older (11.3%) has
Alzheimer’s dementia.
•
Of all individuals with Alzheimer’s disease, the
majority (82 percent) are 75 or older.
•
Nearly two-thirds of Americans with Alzheimer’s are
women.
•
About 6.2 million Americans aged 65 and older are
living with Alzheimer’s dementia in 2021, and this
number is projected to rise to nearly 13 million by
2050.
•
Alzheimer’s is the sixth leading cause of death in
the United States. The disease kills more people
than breast cancer and prostate cancer combined.
•
In 2021, Alzheimer’s and other dementias are
expected to cost the nation $355 billion, and the
costs could rise to as high as $1.1 trillion by 2050.

•

Causes and Risk Factors

Some abilities, functions, and skills may remain more
intact than other types in persons with early Alzheimer’s
disease. Preserved skills may include reading, craft work,
singing, playing a musical instrument, painting, and so on.

The exact causes of Alzheimer’s dementia are not fully
known. Basically, two toxic proteins—amyloid beta and
tau—build up in the disease and affect the functioning
of the neurons. The neurons lose connections with each
other and die. As more neurons die, brain shrinkage
takes place. The changes occur in the parts of the brain
controlling memory. By the final stage of the disease, the
brain tissue has shrunk significantly.
Alzheimer’s disease develops due to multiple factors
rather than a single cause. Risk factors include:
•
Increasing age: Most people diagnosed with
Alzheimer’s are 65 years or older.
•
Genetics and family history: Having a family history
of Alzheimer’s disease and the apolipoprotein e4
gene (APOE-e4) are major risk factors.
•
Poor heart health: High blood pressure, high cholesterol, and smoking can affect the heart and consequently affect blood supply to the brain, increasing
the risk of dementia.
•
Head injury: Traumatic brain injury, which is the
result of a severe impact to the head, can increase
the risk of dementia.

12
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•

Down syndrome: It is found that people with Down
syndrome over age 35 may show the signs and
symptoms of Alzheimer’s dementia.
Gender: While both men and women can develop
the disease, it is more common in women.

A thorough medical evaluation is an essential element of a comprehensive
assessment for Alzheimer’s disease. Each type of dementia is associated with specific symptom patterns and brain abnormalities. Diagnostic guidelines emphasize
the importance of recognizing the relationship between Alzheimer’s and other
dementias, as well as between Alzheimer’s and other medical disorders. If a person has symptoms of dementia, tests are conducted to determine diagnosis.

Signs and Symptoms
The signs and symptoms of Alzheimer’s disease typically
include difficulty remembering things and organizing
thoughts, communicating problems, and forgetting
recent events. As the condition progresses, it affects the
person’s ability to do basic tasks at work or at home.
Concentrating, thinking, decision-making, planning,
problem-solving, and multitasking become challenges.
Alzheimer’s dementia may also cause visual/spatial problems, mood swings, depression, and other changes in
behavior and personality.

A variety of tools, such as medical history, mental status tests, physical and
neurological exams, diagnostic tests, and brain imaging, are used to detect the
underlying condition responsible for the symptoms. While memory loss may be
the first or only major symptom of Alzheimer’s, other cognitive abilities, such as
word-finding ability or judgment, may also be affected in the early stages.
Neuropsychological tests used to diagnose MCI or Alzheimer’s disease include
formal tests to evaluate cognitive functions, such as episodic memory, executive
function, language, visual and spatial skills, and attention. Changes in the person’s thinking skills may be assessed through interviews with the person and a
family member, friend, or caregiver to identify probable cognitive impairment.
Early symptom detection/diagnosis increases access to treatment options and
offers the opportunity to adopt measures that may help maintain cognitive function for longer. With an early diagnosis, people with Alzheimer’s and their families
can build support networks, make plans for the future, review living arrangements, and more.

Challenges in Diagnosis
Teams of specialists, including geriatricians, geriatric
psychiatrists, neurologists, and neuropsychologists work
together to diagnose Alzheimer’s Disease. As with all
chronic medical conditions, recognizing symptoms early
is crucial.

Alzheimer’s symptoms can resemble those of many other medical conditions,
such as mini strokes, Parkinson’s disease, Huntington’s disease, Lyme disease, AIDS
dementia, and urinary tract infections. As a result, it may be difficult to arrive at a
definitive diagnosis even with validated tests. Moreover, people tend to under-report symptoms and confuse them with normal signs of aging.

What are They
and When do
They Apply?
Waivers and discounts are normal
business activities that occur throughout the U.S. daily as a way to reward
customers or to assist when an invoice
or bill may be too expensive. However,
in a healthcare context, the normal
rules for waivers and discounts don’t
apply. This presentation will highlight
what waivers and discounts are, how
they work, and when they are problematic/illegal.
Length: 60 Minutes

FREE to all members
Presented by: C.Trey Scott, Coordinating
Attorney at Kennedy, Attorneys & Counselors at Law

Please visit

Documenting and Coding Alzheimer’s Disease and Dementia
The diagnostic guidelines for Alzheimer’s disease dementia describe three stages:
1. Preclinical, where brain changes may be happening,
but symptoms are not evident.
2. Mild cognitive impairment (MCI) referring to symptoms of memory and/or other thinking problems
unrelated to aging; MCI may or may not advance to
Alzheimer’s dementia.
3. Alzheimer’s dementia, the final stage of the disease
in which symptoms such as memory loss, word-finding difficulties, and visual/spatial problems impair
the person’s ability to function independently.

Waivers and
Discounts:

Recognizing the stages, signs, and symptoms of Alzheimer’s and documenting
them correctly is necessary to ensure accurate coding of disease progression and
severity and to ensure that patients receive the care they need.
In ICD-10-CM, Alzheimer’s disease is defined to reflect early versus late onset.
Early onset Alzheimer’s affects people who are under age 65, while late onset
Alzheimer’s affects people who are 65 or older.

www.billing-coding.com/ceus

to access this webinar

The most co
healthcare comp

There are four ICD-10 codes to classify Alzheimer’s:
G30.0 Alzheimer’s disease with early onset
G30.1 Alzheimer’s disease with late onset
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G30.8
G30.9

Other Alzheimer’s disease
Alzheimer’s disease, unspecified

Dementia is coded separately from Alzheimer’s disease:
Dementia without behavioral disturbance (F02.80)
Dementia with behavioral disturbance (F02.81)
F02 and F05 should never be reported as the first-listed
or primary diagnosis. The description for Category F02
specifically reads “dementia in other diseases classified elsewhere,” which implies that it is the secondary
diagnosis. An instructional note for delirium code F05
clarifies that it should be used in conjunction with an
underlying condition code and sequenced second.
People with Alzheimer’s may become agitated or aggressive as the disease progresses. Agitation may cause
aggression and other behavioral disturbances. Additional
codes should be used to identify such problems seen
with Alzheimer’s disease. For example:
Delirium, Delirium due to known physiological condition
(F05)
Wandering, Wandering in diseases classified elsewhere
(Z91.83)
Recognizing these additional manifestations is crucial to
report the severity of the disease processes.
Treatment
There is no cure for Alzheimer’s disease. Medications
can help slow the progression of memory symptoms
and other cognitive changes. Antidepressants may help
manage the behavioral symptoms associated with the
disease. Adjusting the living condition to suit the needs
of the person with Alzheimer’s is an important element
of the treatment. Caregivers can make someone’s life
easier by helping them establish a constant daily routine and minimizing memory-demanding tasks. Regular
exercise and proper nutrition are important elements of
the treatment plan. Encouraging communication, social
interactions, and activities is important to keep people
engaged.
The Path Ahead – Addressing the Stigma and Developing
Effective Treatments
Alzheimer’s has a physical, psychosocial, and economic
impact not only on the person with dementia, but also
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on their families, caregivers, and communities. Facing
stigma is a major concern and is the result of the lack
of public awareness and understanding of the disease.
There are many misconceptions and myths about the
disease, which have a devastating impact on people’s
lives. A recent NBC News report referenced a national
survey which reported that most people expect a person with even mild cognitive impairment to experience
employment discrimination and to be excluded from
care decisions. Stigma can also delay finding effective
treatments and cures.

Are you Certified?

Approving CEU and Webinar Associations
BC Advantage is proud to offer CEUs to the following leading associations. All of the associations listed below
offer unique and professional certified courses and certifications. Please take a few minutes and visit each one
and let them know you are a BC Advantage member for any discounts offered.
AAPC

www.aapc.com

World Alzheimer’s Month provides the opportunity to
raise awareness about the condition and challenge the
stigma that surrounds it. People must be educated to
recognize the early symptoms of Alzheimer’s. We need to
make it easier for people to talk about their diagnosis.
Individuals and their family members should be encouraged to discuss their symptoms and concerns with their
healthcare provider. Early diagnosis can help potential
patients benefit from available interventions and take
steps to live the best quality of life possible. It is also
important to support their families and their caregivers
as much as possible to ease their responsibilities and
maintain their physical and mental well-being.

American Dental Coders Association (ADCA)

www.adcaonline.org

Association of Health Care Auditors and Educators (AHCAE)

www.ahcae.org

American Health Information Management Association (AHIMA)

www.ahima.org

American Institute of Healthcare Compliance (AIHC)

www.aihc-assn.org

Association of Professional Medical Billers & Administrators (APMBA)

www.theapmba.com

Association of Registered Healthcare Professionals (ARHCP)

www.arhcp.com

Healthcare Billing and Management Association (HBMA)

www.hbma.org

Medical Association of Billers (MAB)

www.mabillers.com

The U.S. government has enunciated the prevention
and treatment of Alzheimer’s Disease as a goal by 2025.
Funding and financing resources are essential to advancing research for the development of new therapies for
patients with dementia.

Natalie Tornese, CPC, is a Senior Group Manager responsible for Practice and Revenue Cycle Management at
MOS. She brings 25 years of healthcare management
experience to the company. Natalie has worked in
varied leadership roles with practices and specialties.
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Waiving Copays Associated with Medicare –
Just as Illegal Now as it Was in 1994

by charge-based providers, practitioners, or suppliers is
unlawful because it results in (1) false claims, (2) violations of the anti-kickback statute, and (3) excessive utilization of items and services paid for by Medicare.
This is the general rule: deductibles and copays cannot be
routinely waived. HHS-OIG provided an important exception
to this general prohibition. “Providers, practitioners, or suppliers may forgive the copayment in consideration of a particular patient’s financial hardship.” The take-away: “Except
in such special cases, a good faith effort to collect deductibles
and copayments must be made. Otherwise, claims submitted to
Medicare may violate the statutes discussed above and other
provisions of the law” (emphasis added). In addition to being
exposed to potential criminal, civil and/or administrative
liability under 18 U.S.C. § 287 and 1001, 31 U.S.C. § 3729, et
seq., and 42 C.F.R. §1320a-7(a).

On December 19, 1994, the U.S. Department of Health and Human Services, Office of Inspector General (HHS-OIG) published a Special Fraud Alert in the Federal Register related
to the waiver of copays, with the intention of alerting the public about “its concern about
possible widespread and abusive health care industry practices, and seeking wider dissemination of information to the general public.” Prior to 1994, HHS-OIG issued five previous
Special Fraud Alerts addressing specific areas, which may cause the federal Anti-Kickback
Statute to be violated. The five areas were: (1) joint venture arrangements; (2) routine
waiver of Medicare Part B copayments and deductibles; (3) hospital incentives to referring
physicians; (4) prescription drug marketing practices; and (5) arrangements for the provision of clinical laboratory services.

N

Before forging ahead, it is important to appreciate the difference
between a deductible and a copayment (“copay”). According to the
Centers for Medicare and Medicaid Services (CMS),
a deductible is the amount that must be paid by a
Medicare beneficiary prior to Medicare paying for
any items or services for an individual for the year.
Deductibles are also utilized by private insurance
companies and other government programs. The
copay, which is often referred to as “coinsurance,” is
the amount that has been identified in a particular
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insurance or government benefits plan and is paid
at the time of service or when, for example, a prescription is picked up.
Building on the Special Fraud Alert on the routine
waiver of Medicare Part B copayments and deductibles and extending it to Medicare Part A, HHS-OIG
posed the following question, “Why Is it Illegal
for ‘Charged-Based’ Providers, Practitioners, and
Suppliers to Routinely Waive Medicare Copayment
and Deductibles?” The answer is succinct:
Routine waiver of deductibles and copayments

Because the waiver of a copay or deductible is a violation
of the federal Anti-Kickback Statute (AKS), it automatically
implicates the False Claims Act due to the claim being false
and fraudulent when submitted. A recent announcement by
the U.S. Department of Justice highlights the fact that the
routine waiver of copays, whether directly at the point of
service or through a sham copay assistance program, can
lead to the promised criminal liability.
Recent Conviction
On July 22, 2021, a Mississippi pharmacist pleaded guilty
to his role in a multi-million-dollar healthcare fraud
scheme, which impacted both government programs, such
as TRICARE, and private insurance companies alike. Among
other types of conduct that violated the AKS, he “routinely
and systematically waiv[ed] and/or reduc[ed] copayments
being paid by beneficiaries and members, including utilizing
a purported copayment assistance program to falsely make it
appear as if Rutland’s pharmacy and its affiliate compounding pharmacies had been collecting copayments.”
Facing a maximum sentence of five years in prison, as well
as having to pay restitution and forfeit all assets traceable
to the ill-gotten gains, sentencing has been scheduled for
November 30, 2021, where a United States District Court
Judge will assess the sentence utilizing the U.S. Sentencing
Guidelines.

As previously mentioned, the routine waiver of copays may
also lead to liability under the False Claims Act. For example, on October 21, 2016, the Southern District of New York
announced that it settled claims against Hudson Valley
Associates, R.L.L.P. for the following:
routinely waiv[ing] copayments without a lawful basis
and fraudulently billed Medicare for these copayments,
and systematically submitted false claims for services
that it did not provide and/or were not permitted under
the Medicare and Medicaid program rules.
In the Hudson Valley case, the Department of Justice intervened in and settled the lawsuit, which was filed by a whistleblower.
These two cases represent the potential criminal or civil liability that a person may face for the routine waiver of copays
or deductibles—something that has been on HHS-OIG’s radar
for nearly 30 years.
Conclusion
The waiver of copays and deductibles may lead to the overutilization of the healthcare system. HHS-OIG, during times
of national emergencies, may issue a policy statement. It is
critical to read the fine print because the COVID-19 policy
bulletin only applied to reducing or waiving cost-sharing
for telehealth and it ends when the COVID-19 public health
emergency is declared to have ended.
Overall, this is an area of kickbacks that are of continued
interest to the U.S. Department of Justice. Providers should
be vigilant and document when copays or deductibles are
waived and conduct an internal audit in order to ascertain if
it is being done on a regular basis without an assessment of
every individual’s financial hardship situation to determine if
it is legitimate or not.

Rachel V. Rose, JD, MBA is an Attorney at Law, in Houston,
TX. Rachel advises clients on healthcare, cybersecurity, securities law and qui tam matters. She also teaches bioethics
at Baylor College of Medicine. She has been consecutively
named by Houstonia Magazine as a Top Lawyer (Healthcare)
and to the National Women Trial Lawyer’s Top 25. She can be
reached at rvrose@rvrose.com. www.rvrose.com
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Coding

Chronic Pain Coding

pain (including codes from chapter 18) if the category G89
code provides additional information. For example, if the
code describes the site of the pain, but does not fully describe
whether the pain is acute or chronic then both codes should be
assigned.”

Today and In the Future

The lack of an associated time frame within the ICD-10-CM
guidelines is another ongoing problem. This leaves it up to individual payers to develop their own standards which can vary
from condition to condition, as well as payer to payer.
Low back pain (LBP) is a good example of where one payer has
their own set of guidelines which drives treatment options as
well as coverage.
For example, Medicare’s Acupuncture for Chronic Lower Back Pain
(cLBP) National Coverage Determination (NCD 30.3.3) addresses
cLBP which they describe as:
•

Lasting 12 weeks or longer;

•

•
•

nonspecific, in that it has no identifiable systemic cause (i.e.,
not associated with metastatic, inflammatory, infectious, etc.
disease);
not associated with surgery; and,
not associated with pregnancy.

Other payer policies might only describe chronic as lasting a
minimum of 12 weeks. So, pay close attention to payer-specific policies to know their definitions. It should also be noted
that in July 2020, the International Association for the Study of
Pain (IASP) revised pain classifications to not only differentiate
between chronic pain and acute pain, but also to include biopsychosocial factors as well (see “The Biopsychosocial Approach to
Pain Management” below).
Another good definition can be found in the Journal of
Alternative and Complementary Medicine (JACM) “Best
Practices for Chiropractic Management of Patients with Chronic
Musculoskeletal Pain: A Clinical Practice Guideline,” which
defines chronic pain as “persistent or recurrent pain lasting lon-

Properly documenting and coding chronic pain can be challenging. As is commonly the
case with many conditions, over the years, there has been a shift in the identification of
different types of pain, including chronic pain. Understanding where we are now and where
we are going will help your organization prepare for the future by changing documentation patterns now.

C

hronic Pain Coding in ICD-10-CM

To begin, let’s look at the ICD-10CM Official Guidelines for Coding
and Reporting, Section I.C.6.B.4 which states
that “Chronic pain is classified to subcategory
G89.2. There is no time frame defining when pain
becomes chronic pain.
The provider’s documentation should be used to
guide use of these codes.”
Two things to note in this statement are:
1. ICD-10-CM is limited to a small subcategory
(G89.2-) with a handful of codes, outside of a
few other codes which include chronicity and
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2.

pain together (e.g., R39.82).
There is no time frame defined as to when
pain meets the criteria of being considered
chronic. However, this does not match other
guidelines (e.g., the International Association
for the Study of Pain guidelines).

Currently, to resolve the problem of the limited
number of codes, more than one code needs to be
reported as noted in the following guideline from
the ICD-10-CM Official Guidelines for Coding and
Reporting, Section 1;C.6.b which states (emphasis
added):
“Codes from category G89 may be used in conjunction with codes that identify the site of
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Our New Dashboards Analytics That Turns Heads & Pages.
ger than 3 months (which is the ICD-11 definition) or pain present on at least half the days during the past 6 months (National
Pain Strategy definition).” This definition includes the new ICD11 definition with which we all need to become familiar (see
“Chronic Pain in ICD-11” below).
Note: Based on recently released information, including ICD11, chronic pain may be generally defined as pain that lasts or
recurs for more than three months, varies from person to person, and is influenced by biological, psychological, and social
factors. As we continue to battle the opioid crisis, it becomes
more important to clearly separate chronic pain from acute
pain when considering treatment options.
The Biopsychosocial Approach to Pain Management
Over the years, it has become clear that biological, psychological,
and social factors play a significant role in the management of
chronic pain. An article in Practical Pain Management states the
following (emphasis added):
Although pain research has traditionally focused on the sensory
modalities and the neurological transmissions identified solely
on a biological level, more recent theories (integrating the body,
mind, and society) have been developed. The most heuristic
perspective is known as the biopsychosocial model, with pain
viewed as a dynamic interaction among and within the biological, psychological, and social factors unique to each individual.
— Volume 8, Issue 4
While payers may not be requiring the reporting of this particular information as a code itself, addressing biological, psychological, and social factors may already be a part of your pain assessment process. Many providers may not be documenting this
particular information although there has been a recent push to
more accurately identify social determinants of health (SDoH).
Even if this information is not required by payers, documenting it
will help to establish the medical necessity of the services provided and enhance current risk adjustment processes.
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Chronic Pain in ICD-11

Pain is an unpleasant sensory and emotional experience
associated with, or resembling that associated with, actual
or potential tissue damage. Chronic pain is pain that persists
or recurs for longer than 3 months. Chronic pain is multifactorial: biological, psychological, and social factors contribute
to the pain syndrome.
Some key items to note are the following (which also align with
the current IASP definition):
•
Tissue damage does not have to be present
•
Time frame is over 3 months
•
Biopsychosocial components
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HHS Announces Rule to Protect Consumers from

Surprise Medical Bills

•

•

•

Announcement is the first in a series of regulations aimed at shielding patients from increased financial hardships stemming from surprise medical bills.

O

n July 1st, 2021, the U.S. Departments
of Health and Human Services (HHS),
Labor, and Treasury, and the Office
of Personnel Management, issued
“Requirements Related to Surprise Billing; Part I,”
an interim final rule that will restrict excessive out
of pocket costs to consumers from surprise billing
and balance billing. Surprise billing happens when
people unknowingly get care from providers that
are outside of their health plan’s network and can
happen for both emergency and non-emergency
care. Balance billing, when a provider charges a
patient the remainder of what their insurance does
not pay, is currently prohibited in both Medicare
and Medicaid. This rule will extend similar pro-
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tections to Americans insured through employer-sponsored and commercial health plans.
“No patient should forgo care for fear of surprise
billing,” said HHS Secretary Becerra. “Health insurance should offer patients peace of mind that they
won’t be saddled with unexpected costs. The current Administration remains committed to ensuring
transparency and affordable care, and with this
rule, Americans will get the assurance of no surprises.”
Among other provisions, today’s interim final rule:
•
Bans surprise billing for emergency services.
Emergency services, regardless of where they

are provided, must be treated on an in-network
basis without requirements for prior authorization.
Bans high out-of-network cost-sharing for
emergency and non-emergency services.
Patient cost-sharing, such as co-insurance or a
deductible, cannot be higher than if such services were provided by an in-network doctor,
and any coinsurance or deductible must be
based on in-network provider rates.
Bans out-of-network charges for ancillary care
(like an anesthesiologist or assistant surgeon)
at an in-network facility in all circumstances.
Bans other out-of-network charges without
advance notice. Healthcare providers and facilities must provide patients with a plain-language consumer notice explaining that patient
consent is required to receive care on an outof-network basis before that provider can bill
at the higher out-of-network rate.

These provisions will provide patients with financial peace of mind while seeking emergency care,
as well as safeguard them from unknowingly
accepting out-of-network care and subsequently
incurring surprise billing expenses.
Tackling surprise billing is critically important, as
it often has devastating financial consequences
for individuals and their families. Two-thirds of all
bankruptcies filed in the United States are tied to
medical expenses. Researchers estimate that one
of every six emergency room visits and inpatient
hospital stays involve care from at least one out-ofnetwork provider, resulting in surprise medical bills.
Additionally, a 2019 study by the Government
Accountability Office (GAO), found that the median
price charged by air ambulance providers ranged
from $36,400 to more than $40,000, and over 70%
of these transports were furnished out-of-network,

meaning most or all costs fell to the insured individual alone. Thanks to continued support, HHS,
Labor, Treasury, and OPM are promulgating rules
that will protect consumers from financial ruin
simply because they could not ask for an in-network
provider during their treatment.
“No one should ever be threatened with financial
ruin simply for seeking needed medical care,” said
U.S. Secretary of Labor Marty Walsh. The “Interim
Final Rule is a major step in implementing the
bipartisan No Surprises Act that will protect
Americans from exorbitant health costs for unknowingly receiving care from out-of-network providers.”
“Facing a difficult medical situation is challenging
enough—no one should then face a surprise medical bill when they get home,” said OPM Director
Kiran Ahuja. “This interim rule helps to protect
Americans from financial ruin and honors federal
employees, retirees, their covered family members,
and other enrollees who receive healthcare through
the FEHB Program, the largest employer-sponsored
plan, by giving them new protections from unexpected medical bills.”
The interim final rule with request for comments
implements the first of several requirements
passed with bipartisan support in title I (the “No
Surprises Act”) of division BB of the Consolidated
Appropriations Act, 2021. The regulations issued
will take effect for healthcare providers and facilities January 1, 2022. For group health plans, health
insurance issuers, and Federal Employees Health
Benefits Program carriers, the provisions will take
effect for plan, policy, or contract years beginning
on or after January 1, 2022.

Source: www.hhs.gov
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Medical Office Safety Planning:

Become Aware and Commit to Prepare
•
developers, teams, and departments. Remove the bottlenecks by opening more avenues for more people from
across your organization to participate in building your collective information wealth.
This isn’t just pie-in-the-sky dreaming. This is the goal of
a discipline called data governance. Enterprise data governance is the discipline of defining, monitoring, and managing data from initial capture all the way through to use of
the data to make decisions, across the entire organization.
Done right, data governance provides the structure to
allow the kind of cumulative, cross-organization effort
that advances data and analytics capabilities much more
quickly than old methods. A key tool in the data governance
toolbox is the enterprise data catalog, which is a central
repository of definitions, calculations, and lists of all the
reports, dashboards, and other information assets from
across the organization. The data catalog provides ways to
share codes among disparate teams, standardize metrics,
and monitor for discrepancies to help prevent the analytics
landscape from becoming the Wild West.

efficiency, and speed of turning data into needed insights.
However, not all hospital systems have the right people in
place. Think of it like a traditional furniture store vs. IKEA.
In the traditional store, there are a limited number of workers who can help customers, and customers normally have
to come back to pick up their purchase in the future. At
IKEA, customers are given all the information they need on
the show floor: samples of the furniture, examples of how
it can be used, the price, etc. Since customers can retrieve
their furniture themselves on site, the cost savings and
speed are significant compared to processes at a traditional
store.

•
•

•

•
What if the IKEA method had no information on where
to find the furniture in the warehouse, or worse, if there
were no showrooms at all and the warehouse was full of
unmarked boxes—that would be a disaster. That’s essentially what most organizations are dealing with in their
data and analytics. A “customer” can submit a request that
gives an idea of what they are looking for and hopes their
request gets routed to someone who can find the item in
having
been victims of workplace violence
the warehouse for them.

Create and disseminate a clear policy of zero tolerance
for workplace violence, verbal and nonverbal threats,
and related actions. Ensure that managers, supervisors,
coworkers, clients, patients, and visitors know about this
policy.
Ensure that no employee who reports or experiences
workplace violence faces reprisals.
Encourage employees to promptly report incidents
and suggest ways to reduce or eliminate risks. Require
records of incidents to assess risk and measure progress.
Outline a comprehensive plan for maintaining security
in the workplace. This includes establishing a liaison
with law enforcement representatives and others who
can help identify ways to prevent and mitigate workplace violence.
Assign responsibility and authority for the program
to individuals or teams with appropriate training and
skills. Ensure that adequate resources are available for
this effort and that the team or responsible individuals
develop expertise on workplace violence prevention in

Nearly two million American workers report
each year, and the number has only grown since the start of the pandemic. While workplace
As a user-friendly atlas of your organization’s data and
violence can strike anywhere and at any time, the risk of assault can be prevented or minianalytics world, the data catalog also encourages less-tech- Proper data governance makes information available so
mized
if employersstakeholders
take appropriate
precautions.
the whole organization can find what they need, when they
nical
and non-data-savvy
to join the cause
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PMI President and CEO David T. Womack is working with
emergency response experts to develop specialized training to help medical practice professionals become more
comfortable and confident defending themselves, patients,
coworkers, and loved ones. If you are interested in training
for your team, contact PMI for more information: info@
pmiMD.com or 800-259-5562.

Nancy Clements is the Director of Marketing for Practice
Management Institute (PMI). www.pmimd.com
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Providing resources for medical practices

W

•

healthcare and social services.
Affirm management commitment to a worker-supportive environment that places as much importance on
employee safety and health as on serving the patient or
client.
Set up a company briefing as part of the initial effort
to address issues such as preserving safety, supporting
affected employees, and facilitating recovery.
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need it, and leverage the data in appropriate, safe (aka,
for more timely and better trusted data. Ostensibly, you
“well-governed”) ways. The turnaround time for reports and
don’t have to worry so much about data governance when
protect each other, as well as your patients. And it
orkplace violence is on the rise.
everything is funneled through a single central team, which analytics is quicker because existing assets are optimized,
all starts with having a dedicated workplace vioSadly, it’s typically the lead story
works closely together to solve problems, and ensures their and more people—each leveraging their unique skills—are
lence prevention program in place.
on every newscast. During a crisis,
involved in the process of developing new information
definitions and calculations are aligned. However, even if
two barriers to action are being
assets. This is the only way we are going to able to speed
it was true that close proximity ensured good data goverOSHA states that a well-written and implemented
unaware and unprepared! Acting in the moment
up data and analytics and more quickly respond to the next
nance practices, the central team would still be missing a
workplace violence prevention program, combined
is a bad idea. When seconds count, an emergency
COVID-19.
key perspective: that of the subject matter experts!
with engineering controls, administrative controls,
action plan and rapid response skills empower you
and training, can reduce the incidence of workand your team to act fast.
In the context of data governance, these subject matter
place violence.
Kevin Campbell is the CEO of DTA Healthcare Solutions, a
experts are referred to as data owners or data stewards. A
No one wants to ever find themselves in this type
healthcare data and analytics consulting firm. He has more
data analyst might be able to tell that data is being pulled
At a minimum, workplace violence prevention proof situation, but if it happens, you’ll want to know
than 17 years of experience in healthcare data warehousfrom the database properly, and that numbers are calcugrams should:
how your team can best handle the situation to
ing, analytics, and data governance, both inside a large
lating as expected, but it takes a data steward to know if
healthcare system and as a consultant.
the numbers accurately reflect workflow or clinical quality
Ready to Improve Your Outcomes?
or operations. Involving the right people in the process of
https://dtahealthcare.solutions/
definition
and
validation
drastically
increases
the
integrity,
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National breast cancer awareness month (NBCAM) aims to generate widespread awareness about breast
cancer and the importance of early detection.

Cover

October is Breast Cancer
Awareness Month:
Promote Awareness about Breast Health
Cancer arises when specific changes (called mutations) occur in the genes that regulate
cell growth, causing the cells to divide and multiply in an uncontrolled way. There are more
than 100 types of cancer, and the most common types are breast cancer, skin cancer, lung
cancer, and colon cancer, among others. Breast cancer is by far the most commonly occurring cancer and the second most fatal cancer in women. With an objective to generate
widespread global awareness of breast cancer, the month of October is observed as “National Breast Cancer Awareness Month (NBCAM)” in the United States every year. Sponsored
by the American Cancer Society (ACS), the primary goal behind this observance is to involve
as many people as possible in spreading awareness about breast cancer and generating
funds to help support life-saving cancer research.

A

prominent cause of premature mortality among
women, breast cancer develops in the breast
cells. The cells that grow or multiply in an
uncontrolled way often tend to invade other
healthy breast tissues and travel to the lymph nodes under
the arms. The lymph nodes are a primary pathway that
helps the cancer cells move to other parts of the body. The
2021 month-long observance aims to respect the resilience
of breast cancer survivors and offer heartfelt support to
those who are currently battling with this disease. It aims
to encourage women to discuss with their physicians and
identify their individual risks for breast cancer.
Even though most breast cancers occur entirely in women,
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men can also get breast cancer. Most breast lumps that
occur are benign and non-cancerous (malignant). Noncancerous tumors do not spread outside the breast and
hence are not life-threatening. However, certain types of
benign breast lumps can increase a woman’s risk of getting
breast cancer.
Hence, any specific changes or lumps that appear in the
breast tissue need to be immediately checked by a healthcare professional to verify whether it is benign or malignant (cancer) and whether it increases future cancer risk.
The month-long NBCAM campaign has garnered significant
support for breast cancer awareness and research fund-
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FREE WEBINAR
& CEU ALERT
ing, and thereby created advances in the diagnosis and
treatment of breast cancer. These support and awareness
initiatives have also brought about substantial increases in
breast cancer survival rates, while the death rates associated with the condition have steadily declined. This is largely
due to important factors, like early detection, new and
personalized approach to treatment, and better knowledge
about all aspects of the disease.

•
•

Breast Cancer – How Prevalent Is It?
According to the World Health Organization (WHO), breast
cancer is the most common cancer globally (as of 2021),
accounting for 12 percent of all new annual cancer cases
worldwide. In 2021, breast cancer has become the most
diagnosed cancer among American women—with about 30
percent of newly diagnosed cancers in women being breast
cancers. In fact, breast cancer death rates in U.S. women are
higher than those for any other cancer, besides lung cancer.

Causes and Risk Factors
In most cases, abnormal growth of breast cells is the most
common cause of breast cancer. When compared to healthy
cells, these abnormal cells divide more rapidly, forming a
lump or mass. Over time, these cells may spread (metastasize) through the breast tissue toward the lymph nodes
or to other parts of the body. Researchers have identified
several factors, such as being female, increasing age, a personal/family history of breast cancer or breast conditions,
obesity, hormonal imbalances, radiation exposure, late pregnancy, inherited gene mutations, and other lifestyle and
environmental factors that tend to increase the chance of
developing this type of cancer.

Per reports from BreastCancer.org:
•
In 2021, an estimated 281,550 new cases of invasive
breast cancer are expected to be diagnosed in women,
along with an additional 49,290 new cases of non-invasive (in situ) breast cancer in women.
•
1 in 8 U.S. women (about 13%) will develop invasive
breast cancer over the course of her lifetime.
•
About 2,650 new cases of invasive breast cancer are
expected to be diagnosed in men in 2021. The lifetime
risk of breast cancer in men is about 1 in 833.
•
In 2021, about 43,600 U.S. women are expected to die
from breast cancer.
•
The overall death rate from breast cancer reduced by 1
percent per year from 2013-2018.
•
About 3.8 million women have a history of breast
cancer in the U.S. (as of January 2021)—this includes
women currently under treatment and women who
have finished treatment.
•
Among women below 45 years, breast cancer is more
common in Black women than White women.
•
More than 85 percent of breast cancers occur in
women who have no family history of breast cancer.
These may be due to genetic mutations that happen as
a result of the aging process and life in general, rather
than inherited mutations.
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Where Does Breast Cancer Begin?
Typically, breast cancer can occur in different parts of
the breast, which include:
Within the lining cells (epithelium) of the ducts that
carry milk to the nipple (ductal cancers)
Lobules in the glandular tissue of the breast
Fatty or fibrous connective tissue within the breast
area

It is estimated that a woman’s risk factor of breast cancer
nearly doubles if she has a first-degree relative (mother,
sister, daughter) who has been diagnosed with the same
condition. In fact, less than 15 percent of women who
get diagnosed with this condition have a relative family
member diagnosed with the same condition. On the other
hand, nearly 5-10 percent of breast cancers can be linked
to known gene mutations inherited from one’s mother or
father. In several other cases, many women develop this
type of cancer without any known risk factors other than
simply being women.

•

•

•

•

Ductal carcinoma in situ (DCIS) – DCIS is the presence of abnormal cells inside
a milk duct in the breast. In this non-invasive condition, the cancerous cells
are confined to the ducts within the breast area and do not spread outside and
invade the surrounding breast tissues.
Lobular carcinoma in situ (LCIS) – An uncommon condition, LCIS develops in the
milk glands (lobules) in the breast. The condition isn’t cancer, but being diagnosed with LCIS can increase the potential risk of developing breast cancer.
Invasive ductal carcinoma (IDC) – One of the most common types of breast
cancer, IDC occurs in the breast’s milk ducts and then tends to spread to other
nearby organs and tissues.
Invasive lobular carcinoma (ILC) – First developing in the breast tissues, ILC further invades or spreads to other nearby tissues.

Apart from the above, other less common types of breast cancers include:
•
Paget disease of the nipple - A rare form of cancer in the breast area, Paget’s
disease begins in the ducts of the nipple and spreads to the dark circle of skin
(areola) around the nipple.
•
Angiosarcoma – This type occurs within the lining of the blood vessels and
lymph vessels in the breast area.
•
Phyllodes tumor – This type of tumor grows in the connective tissue of the
breast.
•
Inflammatory breast cancer – This is a rapid form of cancer that develops when
cancer cells block the lymphatic vessels within the skin covering the breast,
making the breast tender, red, and swollen.
•
Recurrent breast cancer – As the name suggests, this type of cancer comes back
after initial treatment.
•
Metastatic breast cancer – This type spreads from the breast area to other
parts of the body, such as the bones, lungs, or liver.
Stages of Breast Cancer
There are different stages of breast cancer, which can be determined based on the
size of the tumor and how much it has spread to other tissues or organs. Tumors
that are relatively large or have severely spread to nearby tissues or organs are considered as “high stage or last stage.”

Different Types of Breast Cancer
Breast cancers are divided into different categories: “invasive” and “non-invasive” or “in situ.” Invasive type of cancer
tends to spread from the breast ducts or glands to other
parts of the breast, whereas non-invasive cancer does not
spread from the original tissue.

Oncologists and other physician specialists consider the following aspects before
determining the stage of a breast cancer:
•
Whether the cancer is invasive or non-invasive
•
Whether the lymph nodes are involved
•
Whether the cancer has spread to nearby tissues or organs
•
How large the tumor is

In fact, these two categories are the main ground for classification of breast cancer types and include:

Generally, breast cancer is divided into 4 main stages—stage 0 to stage 4—which
are discussed below:
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Stage 0 – Stage 0 is DCIS – wherein the cancer cells
remain in the ducts in the breast and have not spread
to nearby tissues.
Stage 1 – This is further divided into two different
categories –
•
Stage 1A – In this stage, the primary tumor
may be 2 centimeters (cm) wide or less, and
the lymph nodes may not be affected.
•
Stage 1B – In this stage, either there may be
no tumor in the breast or else the tumor will
be smaller than 2 cm. In addition, the cancer
is found in nearby lymph nodes in this stage.
Stage 2 – Stage 2 is classified into two different categories •
Stage 2A – In this stage, the tumor is either
smaller than 2 cm and has spread to 1-3
lymph nodes or the tumor may be between
2-5 cm and does not spread to any lymph
nodes.
•
Stage 2B - The tumor size is between 2 and
5 cm and has spread to 1–3 axillary (armpit) lymph nodes, or it’s more than 5 cm and
hasn’t spread to any lymph nodes.
Stage 3 – Stage 3 breast cancer is divided into three
different categories •
Stage 3A – The cancer has enlarged the
internal mammary lymph nodes and gets
largely spread to 4-9 axillary lymph nodes.
Tumors remain higher than 5 cm.
•
Stage 3B – Tumors affect the chest wall or
skin and may or may not have spread to the
lymph nodes.
•
Stage 3C - Cancer gets detected in 10 or
more axillary lymph nodes like near the collarbone or internal mammary nodes.
Stage 4 – At this stage, the tumor can be of any specific size and the cancer cells may have spread to nearby
lymph nodes, as well as to other nearby organs.

Identifying the Signs and Symptoms
In most cases, breast cancer in its early stages may not
cause any specific signs and symptoms as the tumor may
be too small to be felt. If a tumor can be felt, such as a new
lump in the breast, it is one of the initial symptoms of this
condition. However, it is not necessary that all lumps are

30

BC Advantage Magazine

www.billing-coding.com

cancerous (as lumps can also be caused by a benign cyst).
The signs and symptoms depend on the type, stage, and
severity of breast cancer, and include the following:
•
A breast lump or tissue thickening (that feels different
than surrounding tissue)
•
Swelling in all or part of the breast
•
Redness or pitting of the skin over the breast
•
Peeling, scaling, or flaking of skin on the nipple or
breast
•
Inverted nipple
•
Changes around the skin on the breasts
•
Breast pain
•
A lump or swelling under the arms
•
A change in the shape, size, or appearance of a breast
•
A bloody nipple discharge
Preventing Breast Cancer – the Need for Early Detection,
Diagnosis, and Treatment
To correctly diagnose whether the symptoms are caused
by breast cancer or a benign breast condition, oncologists
or other specialists may perform a detailed physical examination, which involves a breast exam and other diagnostic
tests or procedures to correctly identify the type and stage
of cancer. As part of the breast examination, physicians will
check both breasts and lymph nodes in the armpit to identify any specific lumps or other abnormalities.
Other tests and procedures that are used to diagnose
the condition include breast ultrasound (to determine
the density of the breast lump), mammogram (an X-ray
of the breast), breast magnetic resonance imaging (MRI),
and biopsy (removing a sample of breast cells for testing).
Considered one of the most definitive ways to make a
diagnosis of breast cancer, biopsy involves extracting a core
of tissue or sample from the specific breast area. These
samples are sent to the laboratory for a detailed analysis
to confirm whether the cells are cancerous, and if so, the
stage and severity of cancer and whether these cells have
hormone receptors or other receptors that may influence
future treatment options.
Several tests and procedures are performed to identify the
stage of breast cancer, and these include complete blood
count test, breast MRI, mammogram, bone scan, comput-
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Several types of surgery, such as lumpectomy, mastectomy, sentinel node biopsy, axillary lymph node dissection, and contralateral prophylactic mastectomy may
be performed to remove the cancerous cells from the
breast area. After surgery, patients may have to undergo
additional treatments, such as chemotherapy, hormone
therapy, or radiation. In certain situations, chemotherapy
may also be used before surgery.
Documenting and Coding Breast Cancer
As breast cancer is considered a primary cause of premature mortality among U.S. women, recognizing the prominent causes, stages, and symptoms of different types of
cancer, and documenting them correctly, is important to
ensure accurate coding of the progression of the condition and provide the appropriate care that patients
require. Since diagnosing breast cancer at an early stage
and receiving state-of-the-art cancer treatment are the
most important strategies to reduce cancer morbidity
and mortality, breast cancer screening is an important
aspect for women’s healthcare.
Undergoing regular screening is the best way to detect
the condition when it’s in an early stage, before it causes
any symptoms (like a lump that can be felt) and has not
spread—as this helps in predicting the prognosis (outlook) of a woman with this disease and its successful
treatment.

Medical Codes
The diagnostic screening tests and other procedures
performed for breast cancer patients need to be correctly documented using the right medical codes. In ICD-10,
C-50 is the specific code category for Malignant neoplasm of breast.
•
•
•

•

•
However, the American Cancer Society (ACS) has set
screening guidelines for women who are at average risk
of developing breast cancer. To undergo screening, a
woman is considered to be at average risk if she doesn’t
have a personal history of breast cancer, a and has not
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C50 Malignant neoplasm of breast
C50.0 Malignant neoplasm of nipple and areola
C50.01 Malignant neoplasm of nipple and areola,
female
•
C50.02 Malignant neoplasm of nipple
and areola, male
•
C50.1 Malignant neoplasm of central
portion of breast
•
C50.11 Malignant neoplasm of central
portion of breast, female
•
C50.12 Malignant neoplasm of central
portion of breast, male
C50.2 Malignant neoplasm of upper-inner quadrant
of breast
•
C50.21 Malignant neoplasm of upper-inner quadrant of breast, female
•
C50.22 Malignant neoplasm of upper-inner quadrant of breast, male
C50.3 Malignant neoplasm of lower-inner quadrant
of breast
•
C50.31 Malignant neoplasm of lower-inner quadrant of breast, female
•
C50.32 Malignant neoplasm of lower-inner quadrant of breast, male
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Other breast cancer screening recommendations include:
•
Women aged between 40-44 years have the choice
to start breast cancer screening with a mammogram
every year.
•
Women aged 45–54 years should be screened for
mammograms every year.
•
For women aged 55 years and older, screening with
mammography is recommended once every two
years or once a year.
•
Women aged 75 years or older (with average risk)
should continue screening with mammography as
long as their overall health is good, and they have a
life expectancy of 10 years or more.
•
For women with dense breasts, evidence is insufficient to recommend for or against yearly MRI
screening.

Providing resources for medical practices

When identified at an early stage, breast cancer treatment can be highly effective, achieving survival probabilities of 90 percent or higher. Treatment modalities for
breast cancer will be determined by considering several
factors, such as the type of breast cancer, its stage, grade,
and size (how likely it is to grow and spread). In addition,
the physician will consider the overall health and personal preferences of the patient. In most cases, surgery
is the most common treatment for breast cancer.

had chest radiation therapy before the age of 30.
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erized tomography (CT) scan, and positron emission
tomography (PET) scan. However, not all women will
need to undergo all these tests and procedures; physicians may select the appropriate tests based on the specific symptoms that patients may be experiencing.
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C50.4 Malignant neoplasm of upper-outer quadrant of
breast
•
C50.41 Malignant neoplasm of upper-outer
quadrant of breast, female
•
C50.42 Malignant neoplasm of upper-outer
quadrant of breast, male
C50.5 Malignant neoplasm of lower-outer quadrant of
breast
•
C50.51 Malignant neoplasm of lower-outer
quadrant of breast, female
•
C50.52 Malignant neoplasm of lower-outer
quadrant of breast, male
C50.6 Malignant neoplasm of axillary tail of breast
•
C50.61 Malignant neoplasm of axillary tail of
breast, female
•
C50.62 Malignant neoplasm of axillary tail of
breast, male
C50.8 Malignant neoplasm of overlapping sites of breast
•
C50.81 Malignant neoplasm of overlapping
sites of breast, female
•
C50.82 Malignant neoplasm of overlapping
sites of breast, male
C50.9 Malignant neoplasm of breast of unspecified site
•
C50.91 Malignant neoplasm of breast of
unspecified site, female
•
C50.92 Malignant neoplasm of breast of
unspecified site, male

CPT/HCPCS Codes to Report Screening Mammography
•
77067 - Screening mammography, bilateral (2-view study
of each breast), including computer-aided detection
(CAD) when performed
•
+77063 - Screening digital breast tomosynthesis, bilateral (list separately in addition to code for primary procedure)
•
77065 - Diagnostic mammography, including computer-aided detection (CAD) when performed; unilateral
•
+G0279 - Diagnostic digital breast tomosynthesis, unilateral or bilateral (list separately in addition to 77065
or 77066)
•
77066 - Diagnostic mammography, including computer-aided detection (CAD) when performed; bilateral
•
+G0279 - Diagnostic digital breast tomosynthesis, unilateral or bilateral (list separately in addition to 77065
or 77066)
NBCAM – Widening the Path and Scope of Campaign
The month of October serves as a unique reminder for
women to get screened regularly for early cancer detection,
which in turn will lead to more positive outcomes in the
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fight against breast cancer. The history of Breast Cancer
Awareness campaigns date back to 1985, when the campaign
was founded as a partnership between the American Cancer
Society and the pharmaceutical division of Imperial Chemical
Industries (now part of AstraZeneca, producer of several antibreast cancer drugs). The campaign was initially planned as a
week-long event in the United States in October. Later, it was
extended to a month-long awareness observance to promote
mammography as the most effective tool in the fight against
breast cancer.
Today, the scope of the campaign has widened with several
non-profit organizations, government agencies, and medical
societies working together to promote breast cancer awareness. As pink is the official color of the event, people wear
pink ribbons to show their support for this campaign. Several
other events—like hosting breast cancer walks, displaying
posters, and distributing materials about breast cancer
screening at local health fairs—will be conducted all over
the U.S. Breast cancer patients and survivors will be encouraged to share their personal stories of cancer battles via
different social media platforms.
Even though there are several risk factors that cannot be
controlled, incorporating simple but healthy changes in
daily life, such as staying physically active, eating a healthy
diet, limiting the use of alcohol, undergoing regular breast
screenings, and taking preventive measures that physicians
recommend, can help reduce the potential risk for developing breast cancer in the long run.
Join the NBCAM campaign this October. Generate awareness
about breast cancer among individuals, communities, and
organizations, and emphasize the importance of early breast
screenings.

Meghann Drella, CPC, is a Senior Solutions Manager at
Managed Outsource Solutions (MOS), and is responsible for
practice and revenue cycle management in the Healthcare
Division. She has a formal education in Medical Coding and
Billing and over 12 years of hands on experience in the field.
She holds a CPC certification with the American Academy
of Professional Coders (AAPC). Meghann has a strong understanding of ICD-10-CM and CPT requirements and procedures, and regularly attends continuing education classes to
stay up to date with any changes.
www.managedoutsource.com
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How Data Governance and Technology
Can Help Pandemic Responses

needed. However, this is not the case at many, if not most,
healthcare provider organizations. When an emergency directive comes down from on high, it causes no shortage of chaos
in the data and analytics teams, and this needs to change.
For some of us, this means we need to rethink the entire way
we operate. The old way of having everyone submit a ticket
to a large central team, which then prioritizes those tickets
and works through them as their resources allow, doesn’t
work anymore. Actually, it never worked for the people whose
requests never moved up the prioritization list. Often, those
requests only get closed when they are deemed old enough
that they must not be needed anymore. The truth is that the
data was needed by someone at some point, and was probably still needed, but they just didn’t have the political capital
in the organization to ever get their request moved up.

The answer to the one-team traffic jam isn’t self-service analytics. While that is an important component of the overall
data and analytics strategy, traditional self-service mechanisms still require a central team to develop the data model
and elements for users to choose from, and that is still a
bottleneck.
So, what can be done to increase the “speed to market” of
data and analytics in order to respond to not only emergencies like COVID-19 but the quickly evolving needs and priorities of healthcare providers in general?
What is needed is to stop treating report writing, data analysis, data mart/data warehouse development, and other data
and analytics disciplines as separate activities performed by
a small number of siloed teams. Instead, we need to move
toward an interconnected, collaborative effort that cuts across

For those of us working in healthcare data and analytics, if the COVID-19 pandemic
showed us one thing, it was that we need to be able to react more quickly to pressing
needs. Decision makers have been complaining about the amount of time it takes to get a
new report or data mart for years, but COVID-19 was the straw that broke the camel’s back
and finally brought out into the open the ineffectiveness of the ways in which we currently
produce data and analytics in our organizations.

I

nformation that was not a high priority before the
pandemic became a high priority almost overnight.
For example, executive leadership at Mille Lacs
Health System in Onamia, Minnesota had been satisfied with volume statistics from across inpatient, outpatient, and long-term care services that were delayed by
several weeks. But that changed fast when COVID-19 came
along. Now, much more current information on volumes
was needed so that the organization could quickly adapt
their staffing levels.
“We didn’t have a way of getting volume information
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without physically looking at logs,” Amy Ninham, Health
Information Manager for Mille Lacs Health, said.
It wasn’t because the data didn’t exist in their data systems—that particular set of data just hadn’t been prioritized for automated reporting yet. The manual effort of
reviewing logs and compiling the data in a spreadsheet no
longer met the urgent needs of the organization.
Fortunately, due to their smaller size and more nimble processes, Mille Lacs Health was able to pivot their priorities
quickly and automate much of the data and analytics they
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What if the IKEA method had no information on where
to find the furniture in the warehouse, or worse, if there
were no showrooms at all and the warehouse was full of
unmarked boxes—that would be a disaster. That’s essentially what most organizations are dealing with in their
data and analytics. A “customer” can submit a request that
gives an idea of what they are looking for and hopes their
request gets routed to someone who can find the item in
the warehouse for them.

As a user-friendly atlas of your organization’s data and
analytics world, the data catalog also encourages less-technical and non-data-savvy stakeholders to join the cause
for more timely and better trusted data. Ostensibly, you
don’t have to worry so much about data governance when
everything is funneled through a single central team, which
works closely together to solve problems, and ensures their
definitions and calculations are aligned. However, even if
it was true that close proximity ensured good data governance practices, the central team would still be missing a
key perspective: that of the subject matter experts!

Proper data governance makes information available so
the whole organization can find what they need, when they
need it, and leverage the data in appropriate, safe (aka,
“well-governed”) ways. The turnaround time for reports and
analytics is quicker because existing assets are optimized,
and more people—each leveraging their unique skills—are
involved in the process of developing new information
assets. This is the only way we are going to able to speed
up data and analytics and more quickly respond to the next
COVID-19.

In the context of data governance, these subject matter
experts are referred to as data owners or data stewards. A
data analyst might be able to tell that data is being pulled
from the database properly, and that numbers are calculating as expected, but it takes a data steward to know if
the numbers accurately reflect workflow or clinical quality
or operations. Involving the right people in the process of
definition and validation drastically increases the integrity,

Kevin Campbell is the CEO of DTA Healthcare Solutions, a
healthcare data and analytics consulting firm. He has more
than 17 years of experience in healthcare data warehousing, analytics, and data governance, both inside a large
healthcare system and as a consultant.
Ready to Improve Your Outcomes?
https://dtahealthcare.solutions/
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Done right, data governance provides the structure to
allow the kind of cumulative, cross-organization effort
that advances data and analytics capabilities much more
quickly than old methods. A key tool in the data governance
toolbox is the enterprise data catalog, which is a central
repository of definitions, calculations, and lists of all the
reports, dashboards, and other information assets from
across the organization. The data catalog provides ways to
share codes among disparate teams, standardize metrics,
and monitor for discrepancies to help prevent the analytics
landscape from becoming the Wild West.

However, not all hospital systems have the right people in
place. Think of it like a traditional furniture store vs. IKEA.
In the traditional store, there are a limited number of workers who can help customers, and customers normally have
to come back to pick up their purchase in the future. At
IKEA, customers are given all the information they need on
the show floor: samples of the furniture, examples of how
it can be used, the price, etc. Since customers can retrieve
their furniture themselves on site, the cost savings and
speed are significant compared to processes at a traditional
store.

Providing resources for medical practices

This isn’t just pie-in-the-sky dreaming. This is the goal of
a discipline called data governance. Enterprise data governance is the discipline of defining, monitoring, and managing data from initial capture all the way through to use of
the data to make decisions, across the entire organization.

efficiency, and speed of turning data into needed insights.
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developers, teams, and departments. Remove the bottlenecks by opening more avenues for more people from
across your organization to participate in building your collective information wealth.
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Practice Management

The Power of Collaboration
the Nine Domains of Medical Practice Administration and a
dedicated professional to effectively manage the practice.

nology-based business world is easier than ever.
Tips for quality collaboration:

See Table On Next Page
•
Physician entrepreneurs are wise to recognize the business of
medicine as a critical component to the success of their practice. Mastery of the nine domains opens the doors to greater
efficiency, compliance, and profitability. But each of the nine
domains is its own complex field of study, some changing
often or varying based on medical specialty or geographic
location of the service. There’s a lot to know and no one person has all the answers.

•
•

•
•

That is where collaborative networks make a significant difference. No one person needs to have all the answers. The
challenges that physicians and managers face are not unique
to their specific practice. Sharing knowledge in today’s tech-

•

Be active. An unused network is like an unread book on
a shelf.
Align with peers. It doesn’t help to be part of an unrelated group.
Recognize that peer advice is not always accurate.
Sometimes, initiating a peer discussion generates multiple points providing you with options.
Respond to calls for help when you can (and include
links to references when possible).
Be kind, especially when offering contradicting views. We
can be professional and friendly even when we disagree
on how to handle a problem.
Use direct messaging when the discussion no longer
applies to everyone in a forum. More advanced listserv/

Gone are the days of Norman Rockwell, Mayberry, and an apple pie for the good doctor as a
token of appreciation for tending to little Bobby’s banged up knee. Today’s medical practice
faces an onslaught of regulation, liability, and the newcomer to the party: cybersecurity.
How is an entrepreneurial physician able to survive? The short answer is: collaboration!

I

t is no surprise to hear that another solo or small
group practice has closed its doors and the once business-owner physicians have given up their dreams
of finally delivering better care the way they always
knew they could. Now they punch the timeclock at a local
hospital or large medical group. And why not? The business
side of medicine can be overwhelming, and many independent physicians can’t keep up. But this is a happy-ending
story, so let’s switch gears to the good stuff.
Entrepreneurial medicine is alive and well—and thriving!
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Like their larger group and hospital counterparts, successful
independent physicians realize that they absolutely must
treat their practice like a revenue-generating business. The
physician(s) may own the business, but they are wise to
apply the lion’s share of their time caring for patients.
What does all of this have to do with collaboration?
Solo providers used to be able to get away with addressing
the business side of the practice as a part-time project. But
today’s successful practices have a deep understanding of
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their own coding staff.”

is.”

leadership support the bill.
3. Providers are fearful the proposal will put physicians at a
disadvantage when it comes to contract negotiations. They fear
without the threat of high out-of-network charges, providers

Source: beckersasc - Eric Oliver

M
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If you are a physician practice owner, make sure your manager is
professionally networked. The power of collaboration cannot be
overstated, especially when it comes to small practice management with all that they are responsible for. It’s simply too much,
and it’s okay to recognize that we need each other to excel. Take
the best lessons from those who offer it so graciously. Then offer
your own to the network when you have something to share. It is
a simple, yet powerful, concept.

Karen Blanchette, MBA, holds a bachelor’s degree in management and a master’s degree in business administration, both
from the University of West Florida. She served for seven years as
an officer in the US Navy, managing hospitals and clinics, large
and small, on land and at sea. Her assignment as CIO launched
her passion for information technology and many tech roles
including development, analysis, and consulting. Karen is an
ambassador for HHS 405(d), and a strong advocate for cybersecurity awareness in healthcare. As the executive director for
PAHCOM, she ensures the highest levels of quality for certification exams and study manuals.
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From Multi-Generational to Intergenerational:
Keys to Managing/Working in Healthcare Today
Gen X (Born 1965-1980). Generation X (also called the
forgotten generation) focuses more on a work-life balance, which some think is due to the fact that they had
more “latch-key kids” than previous generations due to
the high divorce rate among their Boomer parents. Gen
X’ers are shaped by their life experiences of the end of
the Cold War, AIDS, the crack epidemic, and the creation
of the internet. This was also the first generation to
usher in more informality at work (casual Friday, anyone?).

When my daughter, Victoria, was little, she was looking at some old albums in our garage.
She was staring in awe at the Journey, Styx, REO Speedwagon, and others. She was commenting on how pretty the artwork was when an album slipped out. She looked at the
actual album and exclaimed, “That is the biggest CD I ever saw!” That memory makes me
think of two different things: one, people in my generation find that funny because it, of
course, is not a CD; and two, people in the youngest generation may not have even seen a
CD, let alone an album. In today’s workforce, there can be four or more generations working together in the same practice. Managing or working in a multi-generational workforce
can add an extra level of complexity to any position. This article will explore the generations currently in the workforce, how different generations communicate, and ways to
promote a multi-generational workforce.

G

eneration Nation
While there are generations before
these, this article will concentrate on
the four main generations with the largest numbers currently in the workforce.

Baby Boomers (Born 1946-1964). Baby Boomers get
their nickname from the “baby boom” following the
end of World War II, numbering around 76 million.
Generally, Boomers are hard workers and have the
“live to work” mind set. Baby Boomers lived through
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wars (Cold War, Vietnam War, Korean War), the Civil
Rights movement, and the hippie movement.
Baby Boomers are generally:
•
Workaholics
•
Competitive
•
Not tech “natives”
•
Used to learning by lecture
•
Book readers
•
Interactive
•
Good with people skills
•
Team-oriented

Gen X’ers are generally:
•
Self-reliant
•
Non-traditional
•
Independent learners
•
Prefer internet research to books
•
In need of immediate feedback/instant gratification
Gen Y (Born 1981-1995). Generation Y, or Millennials,
were deemed entitled and bratty by Time. This generation is responsible for the creation of social media (for
better or worse). Millennials grew up with two major
recessions, mass shootings, 9/11, and the two longest
wars in American history (Iraq War and the War on Terror
in Afghanistan).
Millennials are generally:
•
Tech-savvy
•
Process-oriented
•
More impatient
•
In need of more structure
•
Polite and civic minded
•
Noted to have short attention spans
Gen Z (Born 1996-2015). Generation Z, also called
Zoomers, are the first fully digital native generation.
Zoomers tend to be more social media savvy than preceding generations and are more aware of social justice
and political issues than many other generations were at
the same age. As this is the newest generation, there is
not as much data on them as the other generations.

Zoomers are generally:
•
Digitally fluent
•
Serious-minded/practical
•
More socially active
•
Of the mindset that technology is a way of life, not
a tool
•
Like video learning (YouTube, anyone?)
Benefits of a Multi-Generational Team
There are many positive aspects to having a multi-generational team. Different generations tend to have different perspectives as life experiences influence how people relate to and interact with each other. When there is
a problem to be solved, this can allow for many different
ideas and approaches to correct it. This also allows
for learning opportunities between employees. Multigenerational teams that work well together can enjoy a
rich sharing of knowledge and increased job satisfaction.
Bringing the Team Together
Some thought should go into how to bring employees
of multiple generations together to work as a team.
Allowing open dialogue between team members can
help to chip away at generational barriers/biases. I have
found that it can be helpful to pair employees of different generations together on projects. At one healthcare
practice, I had younger employees teamed up with older
employees when we updated our computer system. This
helped employees appreciate each other’s talents and
perspectives as they worked together, and each explained
their own methodology.
Informal gatherings can also help employees see each
other in a different way. Just sharing information about
one another can be helpful. I started a company newsletter when I was a director at one healthcare system
that included an employee spotlight segment. Each
month, I would write about an employee and their job,
but also about their personal lives a little. I would state
their hobbies, or favorite things to do in their spare time,
etc. The president of the health system told me that
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he got many compliments on that segment. He said that
employees were finding things in common with one another and it made them feel more like a team.
When Generations Collide
It can be difficult to get an entire office on the same page
all the time; adding in multiple generations with different
perspectives can make it even more so.
Scenarios
1. Jim, a Boomer, is annoyed that Brent, a Millennial,
wears sandals in the summer to the office. He does
not think that it is professional attire.
2. Harlow, a Zoomer, complains that Susan, a Boomer,
takes too long to complete her work in the computer
(which is second nature to Harlow).
3. Margaret doesn’t think that the younger employees
should be calling patients by their first names. The
younger employees feel it is pretentious to use a
patient’s proper name.
4. Kenny is constantly on his personal phone at work. He
leaves it on his desk and regularly checks his messages during the day.
5. Cindy is always 5-10 minutes early to work every day,
while Toni seems to be 10-15 minutes late a couple
of times a week. Toni states that she does not understand the issue as her work is always completed on
time.
6. Chloe complains that Ed goes outside every few hours
for a smoke break; Ed fires back that every time he
walks by Chloe’s desk, she is watching cat videos on
YouTube.

tor/supervisor, it is also important to create clear expectations. Make sure the employees know what is expected of
all employees regardless of their age. Try to be as flexible
as possible. Allow employees to work to their highest
potential in a manner that works for them, even if it is
different from other employees. One employee may need
weekly prompting with formal outlines, while another may
just need the deadline and to be left alone.
When communicating with employees, vary communication
methods. Zoomers may be very comfortable with remote
meetings, while Boomers may want to meet face-to-face
in the conference room. Mix it up a little; use in-person
meetings, virtual meetings, e-mail blasts, even a hard-copy
newsletter perhaps. Be careful not to favor one generation
over another. Sometimes it is easier to “click” with those
of your own generation, so you give allowances to those
employees. But, sometimes, if you are a younger manager,
it may be harder for you to discipline an older worker, so
you give allowances to older employees. These things will
get picked up on by your team.
A very important thing, though, is to get feedback from your
employees. You need to know what is, and isn’t, working.
There is always room for improvement. Allow multiple
ways to receive feedback to encourage response. I used
to have my employees give me an informal performance
appraisal so I could see what was perceived as my strong
and weak areas. I allowed them to be submitted anonymously so that no one felt that I would seek retribution.
When holding meetings, I would always ask what I (or the
health system) could do to support them better.
Conclusion

How would you react to these issues as a manager? What
if the employee that needed to be reprimanded was older
than you (perhaps the same age as your father/mother?)
Managing Multiple Generations
There are a few things that a manager/director/supervisor
can do to help keep the practice running smoother when it
comes to dealing with a multi-generational group (or any
employee group). My first piece of advice is to avoid labeling employees. Don’t linger on generational differences
with an employee (“I know that you’re a Gen X’er, but….”)
(“Remember, Jennifer is older, so these computer upgrades
are harder for her to understand”). As the manager/direc-
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“...E/M coding has always been a bit of a “gray”
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Fixes for Healthcare: PART TWO
by a private insurer, Medicaid, or Medicare—was
issued an Identification Card, like a credit card. Then
when a provider renders a service, they would simply
swipe the patient’s card into a terminal, and after
verification, enter a CPT and ICD code for that visit
or procedure and the monies would immediately be
transferred from the third party’s bank account into
the provider’s bank account. If coverage is nonexistent or the procedure is denied, the provider could
arrange for payment immediately rather than have
to wait for the claims to be submitted and accepted,
or possibly denied in 30 days and then must chase
the money due them.

In my last article, I outlined four ideas that could help streamline our complex healthcare
system. To recap, they were:
1. Implement a National Fee Schedule with geographical adjustments.
2. Streamline Provider Enrollment; if a provider is in Medicare, they are included in all
payers’ panels.
3. Eliminate State Licensure; establish a National License Board.
4. Price Transparency needs to be easy to navigate and easy to understand before services
are rendered.

N

ow, I would like to make some additional recommendations to help
lower costs, bring further efficiencies
to the system, and reduce administrative burdens.
First, third-party payers should take on the responsibility of collecting the copays and deductibles
directly from the people enrolled in their products—since third-party payers invented copays
and deductibles to hopefully stifle utilization and
reduce their overall cash outlays. The provider
should be paid in full for the services they have
rendered, and the third-party payer should add
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the copay or deductible to the enrollee’s monthly
premium.
The provider should not be on the hook for nonpayment of a patient’s liability and be forced to
carry an accounts receivable while trying to obtain
renumeration from their patient. The third-party
payer should collect directly from their customer.
Making a provider render services for free should
be their choice—not a requirement.
My next recommendation is the elimination of
the 1500 claim form submission. This could be
accomplished if every patient—whether covered

A third idea is that all stand-alone Ambulatory
Surgery Centers (ASCs) should be directly tied into or
owned by a hospital. In some communities, privately-owned centers are cherry picking patients with
the best insurance coverages and leaving the under
or uninsured patients to receive their services at the
hospital. Thereby shifting the profitable patients to
the free-standing centers and raising the cost per
patient even higher at the hospital. Having a group
of investors at the ASC profiting at the expense of
the local hospital just does not seem right.
Everyone is for change and adjustments to our
healthcare system if it does not affect them.
However, we need to change this way of thinking.
The longer we ignore our healthcare crisis, that has
been brewing for the past few decades, the more
severe the solutions may need to be implemented.
Here are some other thoughts about what could
happen if we do not take a proactive approach.
Some of these ideas I am in favor of, while others
I am not on board with yet and may never be, but I
wanted to list them as possibilities that could happen in the future.
•
Eliminate state insurance commissioners.

•

•

•

•
•
•

Services should be covered on a nationwide
basis, not a decision left to each state.
Replace fee for services with another payment
method. If we have a “the more you do, the more
you make” model, we will never be able to prevent unnecessary services from being rendered.
Rethink allowing people to buy into Medicare.
This may make the situation worse if third-party
payers encourage their sickest patient to leave
their plans and join Medicare.
Reconsider a single payer system. Wow, would
this blow things up. Might be a good idea,
but who would be in charge? That is the trillion-dollar question.
Make healthcare lobbying illegal.
Ensure we are allocating monies properly
between prevention, treatments, and cures.
Providers should be able, with permission, to
access a patient’s electronic medical record
(EMR) regardless of which system houses the
record. If I show up in an emergency room in
another state, chances are the provider will
have to start from scratch to come up with my
medical history.

I know we are not going to solve our industry’s many
issues overnight, but let’s at least figure out a way to
get the conversation started. The system doesn’t just
need a band aid; it needs a lobotomy.

Dave Jakielo is an International Speaker, Consultant,
Executive Coach, and Author, and is president of
Seminars & Consulting. Dave is past president of
Healthcare Business and Management Association
and the National Speakers Association Pittsburgh
Chapter. Sign up for his FREE weekly Success Tips
at www.Davespeaks.com. Dave can be reached via
email Dave@Davespeaks.com; phone 412-921-0976.
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New product discounts and

Reviews

Title: Uniform Billing Editor (Updateable)
Price: $329.95
From: https://www.optum360coding.com
Facilities can use this reference tool daily to manage the constant changes to the Medicare billing and
reimbursement process. The Uniform Billing Editor provides detailed, accurate, and timely information
about Medicare and UB-04 billing rules and assists the user with 5010 data and UB-04 and 837i requirements.
•
•
•
•
•
•
•

Quickly locate topics based on field locators, revenue codes, or coding structures. This easy-to-use
format is fully indexed and tabbed with icons for quick reference.
Quickly link HCPCS and CPT® codes to applicable revenue codes. This crosswalk helps you to prevent the most common reasons
for rejections — mismatched revenue codes and CPT® or HCPCS Level II codes.
Crosswalk to 837 institutional claims. Provides links to 837i 5010 data elements and any applicable billing rules — facilitating
easier transition to the 837i.
Coding and billing tips with quick access to official sources. Submit claims to Medicare accurately the first time — helps you
reduce claim delays and denials.
Includes 5010 standards and provides detailed, accurate, and timely information about Medicare billing and reimbursement.
OCE and MCE edits. Identify data inconsistencies, potential rejections, and denials through OCE and MCE edits.
Timely updates throughout the year. Stay current with changes to help you eliminate billing with outdated information.

Title: PAHCOM Complete Series - 6 Manual Set
Price: $650.00 Original Price: $725.00
From: https://my.pahcom.com/public-store/p/6pack
Includes both the CMM and HIT study guides plus the four additional reference manuals.
•
•
•
•
•
•

Fundamentals of Health Care Management for Physician Practices and Ambulatory Health
Service Organizations
Fundamentals of Health Information Technology (HIT) Management for Physician Practices and Ambulatory Health Service Organizations
Fundamentals of Compliance Management for Physician Practices and Ambulatory Health
Service Organizations
Fundamentals of Revenue Management for Physician Practices and Ambulatory Health Service Organizations
Fundamentals of Marketing for Physician Practices and Ambulatory Health Service Organizations
Fundamentals of Human Resource Management for Physician Practices and Ambulatory Health Service Organizations

Note that physician admin members enjoy greater discounts. Consider joining first!

Have a new product or want BC Advantage to list your company / products here?
Send us your information and interest to sales@billing-coding.com
50

BC Advantage Magazine

www.billing-coding.com

Comprehensive Healthcare
Compliance Management Solutions

CONFIDENCE INCLUDED
 EDUCATION

 RESOURCES

 SUPPORT

Looking for the best healthcare compliance
management software solution on the market?
The First Healthcare Compliance cloud-based software solution creates confidence
among compliance professionals through education, resources, and support in the
areas of HIPAA, OSHA, human resources compliance, and fraud waste and abuse laws.
Our flexible, scalable, secure, cloud-based software allow organizations to:
• Share, track, and manage their compliance processes with ease;
• View compliance status in real time, across all locations;
• Have peace of mind that they are current in all federal healthcare regulatory areas.

REQUEST A DEMO:
1sthcc.com/demo
888.54.FIRST
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