
The road to electronic health records now has a new
stretch of paving.
The government has named two software testing

and certification organizations to certify offices’ EHR
software for meaningful use – and the potential
$44,000 bonus it carries.
They are the Drummond Group Inc. in Austin, TX,

and the Certification Commission for Health Informa-
tion Technology (CCHIT) in Chicago.
The two groups are now taking applications from

EHR software developers and plan to start issuing the
first certifications by the end of this month.

why certification?
EHR certification is a part of the new incentive

payments that are being offered for using electronic
records.
Those payments, which will start in May, will run

as high as $44,000 from Medicare and almost $64,000
from Medicaid (though it’s one or the other – an
office can’t get both).
And they don’t come free. They carry two require-

ments.
First, the office has to make “meaningful use” of its

EHR system. That means it has to perform certain
specified functions electronically.
And second, the system has to be certified.
Certification is a logical thing. It ensures that the

system can do what it has to do to meet the meaning-
ful use requirements. At the same time, it gives the
office assurance that the system it buys will allow it to
get the bonus money.

it’s the office’s responsibility
While it’s the vendor’s responsibility to get the

certification, it’s the office’s responsibility to see that
the vendor has it.
As softwares are certified, the government will list

them at http://healthit.hhs.gov/portal/server.pt/
community/healthit_hhs_gov_home/1204.
The list will include complete EHR softwares as

well as EHR modules, and offices can check both cur-
rent and new softwares against it.
Along with that, the individual certifying organiza-

tions will list the softwares they certify on their own
sites.
Thus, the office can check out any potential soft-

ware purchases by seeing if they are included on those
lists.
The government says it’s okay to use a system

before it is certified. However, the office will not be
able to get any bonus payments until its system has
the actual certification.

a long line forming
Certification should be coming quickly for all soft-

wares.
Less than a week after the two certifying organiza-

(please turn to page 3)
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this month’s
idea

A weekly ‘applause sheet’ creates
a positiving attitude among staff
Any office experiences negative feelings among staff. But man-

ager SHARON HUNTER of Granbury Internal Medical Associates
in Granbury, TX, found a positive and lasting solution to it.
It’s what she terms an “applause sheet.” At the top is the name of

one staffer, and the directions are to write down “the most valuable
qualities that person has.” The answers have to be things that benefit
the office, not personal qualities such as that somebody is a good
mother.
One staffer gets cited at each meeting, so everybody gets an

applause week.
The form is just a half page in size – short, she says, “because

people see a full blank page as intimidating.” It reads:
(Name of staffer) is a valuable employee and coworker. She

demonstrates skills or qualities that are important to her job and to
our team. I have noticed that she . . .
There are several lines to fill in, and at the bottom is the date and

a space for a signature, though the signature is optional.
Staff have a week to fill it out and return it to Hunter who then

compiles the answers and reads them out at the next staff meeting.
“Some people are easily moved to tears and didn’t want to read their
own,” she says.
She puts a copy in the personnel file and also gives the staffer a

copy. That way, the staffer has positive remarks “in each person’s
handwriting.”
That simple form, Hunter says, “forces everybody to think posi-

tively” about everybody else. And because staff have a full week to
come up with their answers, the positive thinking continues day to
day. It’s especially helpful when there’s “an abrasive relationship”
between two staffers.
The answers can be anything.
Some remarks have been nothing more than “she is always cheer-

ful with the patients” or “she always talks quietly with patients
about collections so nobody gets embarrassed.” Others are extensive
such as “She is constantly improving her skills and knowledge base.
She is compassionate and caring and fierce in her care for our
patients.” Some staffers write on both sides of the page.
And the exercise is not limited to the staff. Everybody also fills

out forms for each of the office’s three doctors, and Hunter gives the
doctors copies at their weekly meetings.
If your office has set up a system that makes managing easier,

MOM would like to write about it. Contact the Editor, Medical
Office Manager, P.O. Box 52843, Atlanta, GA 30355. Telephone
404/367-1991 and fax 404/367-1995. We pay $100 for every idea we
write about in this column. �
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(continued from page 1)
tions were announced, vendors were signing up to get
their softwares tested, says RIK DRUMMOND who
heads the Drummond Group. Hospitals and large prac-
tices that have developed their own softwares are
doing the same, because in-house systems also require
certification.
And vendors that have softwares still under devel-

opment are requesting certification for future dates,
because they want the certification available as soon
as their softwares are ready to go. “Everybody is look-

ing for a spot in the queue,” he says.
The government will assign a certification number

to each software, and the office will have to use that
number on its application for the incentive payment.

is current software okay to use?
What if the office already has an EHR software? Is

there any assurance it will get certified?
A vendor that doesn’t already have certification

should be able to say it has applied for it, Drummond
notes. And if the office has concerns about the validity
of the claim, get a written statement from an officer of
the company that application has been made.
SUE REBER, marketing director for CCHIT, adds

that any vendor should be able to lay out “a clear
plan” of how it intends to get its software certified.
Also ask the vendor if the office’s current software

will need to be upgraded to meet the meaningful use
requirements and if so, what those upgrades are and
when they will be made. Find out what the cost of the
upgrade will be. And ask when the new product will
be ready for testing and certification.
Expect the vendor to get the software certified

quickly, she says. In fact, expect “a competitive
scramble” to get certification, because vendors have
to have it to keep their customers.

get the right type of certification
Reber points out that testing organizations such as

CCHIT operate their own certifying programs that are
independent of the government, and some EHR soft-
wares already have that type of certification.
But that alone does not certify a software for the

EHR bonuses. The vendor still has to get the meaning-
ful use certification.
The independent certification does have value,

though. It’s a good sign the software will get govern-
ment approval, because independent testing is “more
rigorous” than what is required for meaningful use.
The meaningful use elements, she says, are to a

great extent only “the floor” of EHR capabilities. Any

by john chase

Meaningful use in a nutshell
The requirements for meaningful use are explained

in last month’s issue. By way of review, there are 15
core items and 10 menu items:

THE 15 CORE ITEMS
quality improvement
accept prescription order entries
check drug allergies and reactions
send prescriptions electronically
record patient demographics
maintain diagnosis lists
maintain medication lists
maintain allergy lists
track vital signs
record smoking status
implement clinical decision rules
report quality measures

patient participation
give patients electronic copies of their records
give patients summaries of each visit

coordination of care
exchange data with other providers

privacy and security
do risk analyses and correct deficiencies

THE 10 MENU ITEMS
quality improvement
check drug formularies
incorporate test results
list patients by condition
send care reminders to patients

patient participation
give patients electronic access to their information
give patients education resources

coordination of care
reconcile medications with other providers
send care records with referrals

public health
submit data to immunization registries
submit data to public health agencies
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software that already has other certification can likely
meet those items and go far beyond them.
A further note: some systems currently have tempo-

rary certification, but that doesn’t automatically get
the system permanent certification. The vendor has to
apply for it.

the who and what of ONC-ATCB
Meaningful use certification has to come from a

testing organization approved by the Office of the
National Coordinator for Health Information Technol-
ogy. The term to look for is ONC-ATCB certification,
or certification from the Office of the National
Coordinator-Authorized Testing and Certification
Body.
The two new certifying organizations are the first

organizations to get that approval. Others will be
named over the next few months.

sooner rather than later
Laws aside, when will electronic records become

the norm?
Look for it sooner rather than later, Drummond

says. The prevailing force is Metcalfe’s Law, which
says the value of any telecommunications network –
e-mail, Facebook, EHR, whatever – is directly propor-
tional to the number of users. The more users it has,
the more essential the network.
Eventually, EHRs will reach the point where offices

have to have them simply to maintain business. �

Employment law:
four more questions, and
one is a sticky wicket
Here are four employment law questions. They are

answered by employment law defense attorney
NORAH M. WHITE of Pursley Lowery Meeks in
Atlanta. They cover access to personnel files, hiring
friends, at-will status, and terminating a staffer who is
no longer needed – the last issue being what White
terms a “sticky wicket.”

CAN STAFF SEE
THEIR PERSONNEL FILES?

Does the office have to let employees see their per-
sonnel files?
On the federal level, there is no law that says

employers have to let employees access their person-
nel files. And the same is true for most states.
Even so, it’s bad management to refuse to let

employees see their records. “It opens up suspicion”
that the office is trying to hide something, and usually
the suspicion is that there’s discrimination.
The safest route is to allow access but with restric-

tions.
Set a policy that staff can view their files but only

when a manager or human resources representative is
present.
Also say that nobody can take anything out of the

supervised area. The risk, of course, is that an
employee will change a record or destroy parts of it.
Along with that, say the office has three days to

produce the records once somebody asks to see them.
It may take that much time to locate the file and
arrange for a manager to sit with the employee while
it’s being reviewed.
And more, she says, the person who sits with the

employee shouldn’t be anybody who has made notes
in the file.
The reason is that people are apt to post challenges

such as “why does it say I was late three times in
January? I’ve never been late.” When the other person
hasn’t done any of the documentation, the potential
conflict is easily disarmed with “I don’t know. I’ll
have to talk to your boss and get back with you on
that.”
Can the staffer get copies of the record?
Again, there’s no requirement that the office allow

it. And some employers don’t allow it, reasoning that
the employee wants the copy for no other reason than
to take it to an attorney.
Make a decision on what the office will do “and

follow it uniformly,” she says. And if the decision is
to allow copies, make sure the office does the copy-
ing, not the staffer, lest the record get altered.

CAN THE MANAGER HIRE WITHOUT
ADVERTISING THE JOB?

Can the manager hire a friend of a current staffer
without first advertising the job opening?
While there’s no legal requirement to post job

openings, it’s a good idea do so. It avoids any argu-
ment that the office discriminated against some pro-
tected category such as race or gender.
There will likely be no issue about announcing to

staff that a position is opening up and then hiring
somebody’s early-bird friend who applies before the
office advertises it, White says.
But past that, ask “would this pass the smell test of

whether we are diversified?” It might not.
She gives the example of an employer who gathers

all its young male employees together and says “tell
your friends we have a job opening.”
It could be argued that there was discrimination

against people who aren’t male and young because
(continues on page 7)



medical office manager / september 2010 page 5

a drop-dead deadline
ICD-10 starts Oct. 1, 2013, for everybody, and that

includes hospitals, physicians, and all other types of
providers.
That’s it.
Don’t expect leniency. On that date, the ICD-9 door

slams shut and ICD-10 walks in.
That’s the drop-dead deadline, and the government

has stated emphatically that “there will be no delays
and no grace period.” It’s a single, national, one-time,
abrupt changeover for all payers and all providers.
Nobody can accept ICD-9 codes after that date, and
nobody can accept ICD-10 codes before it.
For offices, the new codes will have to be used for

services provided Oct. 1, 2013, and afterwards. For
hospitals, they will be used for discharges on that date
and afterwards.
The CPT procedure codes, however, will move

along as usual. Those are not part of the ICD-9 code
set, so the October 2013 changeover will not affect
them at all.

moving to the change
What should managers be doing to get ready for

ICD-10?
Both the government and the major professional

coding organizations recommend using this time sim-
ply to learn what ICD-10 looks like and understand
how it will be different from ICD-9.
The actual training for using the new codes, they

say, will take from six to nine months, and they rec-
ommend starting that during the first half of 2013.

some differences to note
The ICD-10 codes look considerably different from

the ICD-9 codes.
They are longer, which makes it possible to show

great detail about each diagnosis.
They all have letters as well as numbers. By con-

trast, in ICD-9 only the V codes and E codes have let-
ters.
And there are a lot more of them. ICD-9 has a total

THE ICD-9 CODES

Each has from 3 to 5 characters.

The first character is either a number
or a V or an E (V codes and E codes).

All the other characters are numbers.

There’s a decimal after the third character.

No placeholders.

Examples:
(3 digits) 496 – chronic airway obstruction, NEC
(4 digits) 511.9 – unspecified pleural effusion
(5 digits) V02.61 – hepatitis B carrier

THE ICD-9 CODES

Each has from 3 to 7 characters.

The first character is a letter. All letters are used
except U. (They are not case-sensitive).

Characters 3 through 7 can be letters or numbers.

There’s a decimal after the third character.

X can be used as a placeholder.

Examples:
(3 digits) A78 – Q fever
(5 digits) A69.20 – Lyme disease, unspecified
(7 digits) S42.001A – fracture, unspecified part of

right clavicle, initial encounter, closed

Getting ready for ICD-10
– a MOM mini seminar –

ICD-10 is three years away. But because it will be such an enormous undertaking, managers need to
be well versed in it long before it becomes effective in October 2013.
From now until then, MOM will be carrying ICD-10 education so our readers will be ready to meet

it when it gets here.
Here is a look at the basic structure of the new codes and how they differ from ICD-9.

ICD-9 and ICD-10
– a side-by-side comparison –
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of 14,315 codes compared to ICD-10’s 69,099 codes –
almost five times as many.
And here are some other points about them to be

aware of:

• Combination codes. Some of the new codes
show the condition plus symptoms and signs that
often go along with it.
K57.21 – diverticulitis of large intestine with

perforation and abscess with bleeding
E11.341 – type 2 diabetes mellitus with severe

nonproliferative diabetic retinopathy with
macular edema

I25.110 – atherosclerotic heart disease of native
coronary artery with unstable angina pectoris

Similarly, some of the new poisoning codes are
combined with the cause of the poisoning.
T42.3x2S – poisoning by barbiturates, intentional

self-harm, sequela

• Obstetric codes. The obstetric codes identify the
trimester instead of the episode of care.
O26.02 – excessive weight gain in pregnancy,

second trimester

• X as a placeholder. Some of the codes use an X
as a placeholder in the fifth or sixth spot. That allows
for future expansion.
T46.1x5A – adverse effect of calcium-channel

blockers, initial encounter
T15.02xD – foreign body in cornea, left eye,

subsequent encounter

• Laterality. Many of the new codes show left,
right, and bilateral.
C50.511 – malignant neoplasm of lower-outer

quadrant of right female breast
H16.013 – central corneal ulcer, bilateral
L89.012 – pressure ulcer of right elbow, stage II

• More clinical concepts. ICD-10 carries clinical
information not included in ICD-9 such as underdos-
ing, blood type, and blood alcohol level.
T45.526D – underdosing of antithrombotic drugs,

subsequent encounter
Z67.40 – type O blood, Rh positive
Y90.6 – blood alcohol level of 120–199 mg/100 ml

• Expanded areas. There is significant expansion
of some areas such as injuries, diabetes, substance
abuse, and postoperative complications.
E10.610 – Type 1 diabetes mellitus with diabetic

neuropathic arthropathy
F10.182 – alcohol abuse with alcohol-induced

sleep disorder
T82.02xA – displacement of heart valve prosthesis,

initial encounter

• Postoperative complications. The codes distin-
guish between intraoperative complications and post-
procedural disorders.
D78.01 – intraoperative hemorrhage and hematoma

of spleen complicating a procedure on the
spleen

D78.21 – postprocedural hemorrhage and
hematoma of spleen following a procedure on
the spleen

• Injuries. These are grouped by anatomical site
rather than by type of injury.

• V codes and E codes. Circumstances necessitat-
ing encounters and external causes of injuries are no
longer coded separately but are included in the main
classification.

enter the GEMs
Obviously, offices will have to translate the ICD-9

codes they now use to the new ICD-10 codes, and
with the many differences between the two code sets,
that won’t be easy.
So to help out, there are computerized General

Equivalency Mappings, or GEMS. And they are gems
indeed.
They convert the ICD-9 codes to ICD-10 codes.

That’s called “forward mapping.” They go backwards
as well, giving the ICD-9 code for the ICD-10 code,
and that’s called “backward mapping.”
Be aware, however, that because ICD-10 is so much

more detailed than ICD-9, there’s no direct conversion
from old code to new code. Thus, the GEMs are not
direct translators. Instead, they are navigators. They
simply point the coder to the possible alternatives in
ICD-10. Often they give several possible translations,
and it’s up to the coder to determine which one fits the
individual patient.
An example is the large number of new choices for

the old term “complicated open wound.”
ICD-9 has a note that “complicated” includes fac-

tors such as delayed healing, delayed treatment, for-
eign body, or infection. ICD-10, however, is far more
specific. It has separate codes for wound types such as
laceration or puncture. Then it has further codes for
open wounds with and without a foreign body. In
addition, it has notes saying to code infections sepa-
rately.

single and combination entries
The GEMs produce two types of code link-ups, and

they are called the single entry and the combination
entry.
A single entry says the ICD-9 code translates to a
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(continued from page 4)
the job wasn’t made available to them.
Her advice is to tell staff to encourage their friends

to apply for jobs as they become available but also
advertise for those jobs. That gives everybody an
equal shot at the employment.
Related to that is the question of whether the man-

ager can give preference to an applicant because of an
in-house reference. And the answer is yes. A solid in-
house reference “can be taken into consideration.”
One more question: What if the senior physician

tells the manager to hire someone who isn’t qualified
for the job, perhaps the son or daughter of a friend?
The boss is the boss. The manager has no choice

but to hire that person. But for safety, don’t advertise
the position, she says. Just make the hire. The adver-
tising could create a paper trail that allows a compari-
son between the way the relative was hired to the way
other staff have been hired.

WHERE ARE THE LOOPHOLES
OF EMPLOYMENT AT WILL

What should the office do to ensure at-will employ-
ment?
At-will employment says both employer and

employee have the right to end the relationship at any
time and for any reason, and in most states, that’s the
rule unless there is a contract, White says.
But for safety, put an at-will statement on three

items: the application form, the offer letter, and the
handbook.
On the job application, put in a statement that “this

is an application for employment and not a contract
for employment” and have the applicant sign it.
In the handbook, put the statement at the very

beginning, for example:
The purpose of this handbook is to give you an idea

of what’s expected of you and to answer the most com-

single ICD-10 code, though there can be several
choices. For example:

599.72 – microscopic hematuria
can be

R31.1 – benign essential microscopic hematuria
– or –

R31.2 other microscopic hematuria

A combination entry says one code translates to
more than one code. Here’s an example where the
one-to-more-than-one translation goes the other way –
from ICD-10 to ICD-9.

R65.21 – severe sepsis with septic shock
is

995.92 – severe sepsis
– plus –

785.52 – septic shock

Here’s another example of a combination entry, this
time from ICD-9 to ICD-10. It shows how the new
codes are more specific than the current ones and how
the coder has to make the correct choice based on the
patient’s situation.
The ICD-9 code is this:

896.2 – traumatic amputation of foot (complete)
(partial), bilateral, without mention of
complication

ICD-10 makes four distinctions for that single situ-
ation:

S98.011A – complete traumatic amputation of right
foot at ankle level, initial encounter

S98.021A – partial traumatic amputation of right
foot at ankle level, initial encounter

S98.012A – complete traumatic amputation of left
foot at ankle level, initial encounter

S98.022A – partial traumatic amputation of left foot
at ankle level, initial encounter

Thus, for that one ICD-9 code, there are four choic-
es, each with two codes:

S98.011A – complete right
plus

S98.012A – complete left

– or –

S98.011A – complete right
plus

S98.022A – partial left

– or –

S98.021A – partial right
plus

S98.012A – complete left

– or –

S98.021A – partial right
plus

S98.022A – partial left

not everybody will need GEMs

A final note about the GEMs: not every office will
need to use them.
The government says an office that uses only a few

diagnosis codes will probably find it quicker to forego
the GEMs and simply use the ICD-10 code book. But
for an office that treats a large number of diagnoses,
the GEMs will make the job a lot easier. �
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mon questions about working here. It is not a contract
for employment. Employees are employed at will,
which means employment can be terminated at any
time, with or without reason or advance notice. That
relationship can only be changed by written contract
signed by the manager.”
And in the offer letter, state that the employment is

at-will and also be careful about the way the salary
information is phrased.
Don’t say “the salary is $X annually.” That could

be viewed as a one-year employment contract. Give
the monthly or bi-weekly rate instead, perhaps “the bi-
weekly salary is $Y, which is the equivalent of $X
annually.” That tells what the annual salary is without
giving any indication that the employee is expected to
be there for a full year.
In addition, White says, if the office has a proba-

tionary or introductory period for new employees,
make sure there can be no question that completing
the period does not ensure continued employment.
There needs to be a statement that “we have an X-day
trial period and after that you will remain an at-will
employee.”

CAN A STAFFER ON LEAVE
BE FIRED?

The office no longer needs a staffer who has just
returned from maternity leave. Can it let her go?
If the practice genuinely doesn’t need her, yes, it

can terminate her. And yes, she can still sue.
The first factor that can apply is the Family and

Medical Leave Act. And it may not apply at all,
because it only affects offices with 50 or more
employees. But if the staffer was, in fact, on FMLA
leave, she can sue for a violation.
There are limits to what she can claim, though. The

FMLA says only that employees returning from leave
“are entitled to no greater rights than what they would
have had absent the leave,” White explains. Thus, if
the staffer would have been let go anyway because of
a reduction in the work force, that’s a valid defense.
But the problem doesn’t end there. The staffer can

still sue for retaliation, claiming she was let go
because she took the leave.
Thus, the manager has to be able to show that the

job ended. If somebody else takes over her duties, she
has a prima facie retaliation case, because the termi-
nation immediately follows the leave time.
There’s also suit potential under Title VII, which

applies to offices with 15 or more employees. It says
an employer has to have a legitimate and non-discrim-
inatory reason for terminating someone. And the
staffer may claim discrimination.
It’s “a sticky-wicket” situation, she says. The only

defense is to show definitively that the staffer’s ser-
vices were honestly no longer needed. �

How to end the jealousy
when a sharp newcomer
threatens the longtimers
A tenet of management is that “people require

care.” And nowhere is that more evident than in the
situation where a bright-eyed, eager, and well quali-
fied new staffer comes in – and threatens the long-
term staffers.
The cure is recognition, says VENUS OPAL

REESE, PhD, of Creation Consulting Practice, a
Dallas consulting firm for professional and business
development. And it has to come fast, because left
alone, the situation can degenerate to the point that a
veteran staffer – or even a group of veterans – gets
sour enough to undermine the newcomer’s work.

the why of it
To the people already on board, a super qualified

newcomer can be an unwelcome addition to the office.
“It’s as human as it gets,” Reese says. The veterans

see the newcomer getting the manager’s praise and
attention they have come to see as their own, and they
think their contributions are being overshadowed.
They feel threatened, so they try to “reassert their
value” – in ways that aren’t attractive.
Sometimes there’s ridicule, maybe a joke that the

newcomer doesn’t know how to use the phone system.
Sometimes there’s exclusion. The newcomer asks

about some office situation, and the veterans say “you
don’t understand.”
Sometimes there’s outright sabotage where the cur-

rent staffers withhold information from the newcomer
or even deliberately give wrong information.

enter the recognition solution
That’s where the recognition comes in.
The manager has to make the veterans see that their

work is no less appreciated or important and that their
jobs are not in jeopardy.
Do it publicly “and do it live” at a staff meeting,

Reese says.
People pretend not to like public recognition out of

fear of appearing egotistical, but in truth, they crave
it. It makes them feel valuable and secure in their
jobs.
If one of the veterans does a good job managing the

database, recognize it: “Staffer A manages the data-
base so efficiently that we never have to make any
corrections.”
That ends any threat the veteran feels that the new-

comer is taking over the stardom.
It also opens the door to communication between
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veteran and newcomer, because Staffer A has been
recognized as the database expert and Staffer
Newcomer knows to go there for questions about it.
And Staffer A is willing to help the newcomer,

because expert status is now firmly established.

a sort of in-house school
Another approach is to have everybody write the

answers to two questions. Then the manager reads the
responses aloud.
First is “What am I willing to give?” In other

words, what skills and abilities do staff have that they
are willing to share with the rest of the office?
Answering that forces staff not only to identify

their skills but also to admit that they are willing to
share them with anybody who needs them – including
the newcomer. One person might be willing to give
lessons in a new software; another may be willing to
help plan a meeting.
The second question is the reverse of that: “What

requests am I willing to make?” Or what things do
staff want to learn from one another?
Use the answers to both questions to pair the people

who need specific help with those who can give it.
And in doing so, pair the newcomer with the veterans
who are most resentful.
Again, recognition solves the problem, because the

pairing establishes a teacher/student relationship.
Staffer Veteran gets the status of being the teacher-
expert – far ahead of Staffer Newcomer who is only
the student.
People like to be asked for help, because it recog-

nizes them as experts. “And when people can give
what they think they are good at, they give better.”

a joint project with a report
Another solution: assign a joint project to veteran

and newcomer. Make it something the veteran “is pas-
sionate about” or has expertise in. It can be anything
from planning an office lunch to making a presenta-
tion on a new software.
Afterwards, ask the two to outline the project at a

staff meeting, and at the same time ask “what did you
each learn from this?” and “tell us what you liked
about working with each other.” Talking about a
mutual effort and success makes them a team.
She cautions, however, that the project has to be

worthwhile but should not require a large amount of
time. If it gets labor intensive, it’s liable to become
just an unpleasant chore for both parties.

seeing it for what it is
One more solution is to have staff write the answer

to another question: “What things am I willing to for-

give?” And again, read the answers aloud at a meet-
ing.
Putting that in writing gives everybody “public per-

mission” to bring their issues to the table. At the same
time, it makes staff identify whatever grudges they are
holding, and when the answers are read aloud, “it cre-
ates a clear space” where people can talk about their
resentments in a positive atmosphere.
And be prepared for some ludicrous answers, Reese

says. She cites one client company where a staffer
wrote “I’m willing to forgive Secretary New for not
bringing doughnuts to staff meetings.”
The manager read that out loud, “and the new sec-

retary laughed it off.” �

The top 10 autoimmunes
and where to find the codes
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
Autoimmune diseases are many, prevalent, and

mysterious.
As to many, there are some 80 different types.
As to prevalent, there are nine million confirmed

cases in the U.S. and likely millions more that are
undiagnosed.
And as to mysterious, the autoimmune diseases are

truly strange. Unlike AIDS, which suppresses the
immune system, they cause the immune system to go
on a rampage and attack healthy cells, often prevent-
ing the body from producing a vital substance such as
insulin or thyroid hormone.
The autoimmunes run in families and therefore are

genetic. About 80% of patients are female, particular-
ly African American, Hispanic, and native American
women.

a slow-coming diagnosis
A diagnosis of autoimmune disorder can be slow,

because there can be a number of symptoms, and they
can vary from patient to patient. What’s more, the first
symptoms are usually fatigue, muscle aches, and low
fever, which can indicate many things. Patients often

ICD-9-CM and CPT
coding update
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think they simply have flu, but the symptoms contin-
ue.
Over time, there are flare-ups where the disease

worsens as well as remissions where it all but disap-
pears, but the disease is ever present. It never goes
away entirely.
With no cure, treatment can only be matter of con-

trolling the symptoms, usually with anti-inflammato-
ries such as cortisone and prednisone.

but a diagnosis for many offices
Because of the wide range of symptoms, most

offices encounter autoimmunes either as the reason
for the visit or as a secondary diagnosis.
Nephrology practices, for example, see lupus as a

cause of kidney problems. Neurologists see multiple
sclerosis. Endocrinologists see diabetic patients. And
even occupational therapists see patients in need of
emotional support because of autoimmunity.
Here are the 10 most common of the diseases and

their codes.
Note that the two diseases that most readily come to

mind as autoimmune conditions – chronic fatigue
symptom and fibromyalgia – are not listed here.
Oddly enough, neither has been proved to be an
autoimmune condition.

ENDOCRINE DISORDERS (240-279)

• Hashimoto’s thyroiditis. This was described by a
Japanese medical scientist Hakaru Hashimoto in 1912,
and it was the first disease to be recognized as autoim-
mune.
The thyroid is gradually destroyed, and the decreas-

ing levels of thyroid hormone slow down the body’s
metabolism, causing weight gain, mental and physical
slowing, coarsening of the skin, and goiter.
The code is 245.2.

• Graves’ disease. Here the immune system attacks
the thyroid gland and causes it to overproduce the thy-
roid hormone thyroxine. In turn, the metabolism
increases, and there can be weight loss accompanied
by increased appetite as well as rapid heart beat, high
blood pressure, tremors in the hands and fingers,
sweating, brittle hair, and goiter.
The code is 242.0x. The fifth digit shows whether

there is thyrotoxic crisis or storm, a life-threatening
condition where the patient suffers delirium, tachycar-
dia, high fever, dehydration, and coma.

• Type I diabetes. This is also knows as juvenile or
insulin-dependent diabetes. Here the pancreas pro-
duces little or no insulin, which is needed for sugar to
enter the cells and produce energy. The common
symptoms are thirst, weight loss, fatigue, and frequent
infections.
The code is 250.x. The fourth digit shows compli-

cations – ketoacidosis, coma, and kidney, eye, neuro-
logical, and circulatory disorders.
There is also a fifth digit to show whether the dia-

betes is type 1 or 2 and whether it is uncontrolled.

BLOOD DISEASES (280-289)

• Pernicious anemia. This is a condition where the
body doesn’t produce the substance needed to absorb
vitamin B12 from gastrointestinal tract. The B12
shortage prevents the body from making enough red
blood cells, which keep the nervous system working.
There can be shortness of breath, fatigue, loss of

appetite, and bleeding gums. There can also be neuro-
logical problems such as memory loss, numbness in
the hands and feet, personality changes, and an
impaired sense of smell.
The code is 281.0.

NERVOUS SYSTEM (320-389)

• Multiple sclerosis. This is one of the most myste-
rious of the autoimmunes. It’s a disorder of the central
nervous system that results in a number of symptoms.
There can be numbness, weakness, tingling and

paralysis in the limbs, blurred or double vision,
tremor, loss of balance, dizziness, and involuntary eye
movement. Less common are slurred speech and sud-
den onset of paralysis.
The code is 340.

GENITOURINARY DISERDERS (580-629)

• Glomerulonephritis. This is also known as sim-
ply GN. It’s a kidney disease characterized by inflam-
mation of the small blood vessels in the kidneys. It
destroys the internal kidney structure. The symptoms
are bloody, discolored, or foamy urine as well as
weight loss, fatigue, nausea, decreased alertness, mus-
cle cramps, and also seizures.
The code is 583.9.

SKIN DISORDERS (680-709)

• Vitiligo. This condition destroys the melanocytes,
which are the pigment cells in the skin, hair, and eyes.
The result is white, nonpigmented spots on the skin as
well as graying of the hair, loss of eye color, and loss
too of the skin color inside the mouth.
Michael Jackson was reputed to suffer from this

disorder.
The code is 709.01.

MUSCULOSKELETAL DISEASES (710-739)

• Systemic lupus erythematosus. SLE is an inflam-
mation of the connective tissue, and its first symptom
is often a butterfly-shaped skin rash over the cheeks
and bridge of the note.
Just about all patients have joint pain and swelling,
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often in the fingers, hands, wrists, and knees. But the
disease can attack every organ system, and among its
effects are fever, weight loss, hair loss, seizures,
fatigue, and mouth sores.
The code is 710.0, and the notes there say to use

additional codes to identify the manifestations such as
endocarditis (424.91) and nephritis (583.81).

• Sjogren’s syndrome. Another name is Sicca syn-
drome. It causes the white blood cells to attack the
moisture-producing glands with the obvious outcome
of dry eyes and dry mouth and, from there, tongue
ulcers, peeling lips, vaginal and skin dryness, and dif-
ficulty talking and swallowing. The disease can also
cause problems with the kidneys, gastrointestinal sys-
tem, lungs, liver, and central nervous system.
It affects more than 4 million Americans, 90% of

whom are women.
It is coded at 710.2.

• Rheumatoid arthritis. Don’t confuse this with
osteoarthritis, which is arthritis that results from age
or earlier bone damage. With rheumatoid arthritis, the
immune cells attack the membranes around the joints.
There is inflammation, swelling, pain, and loss of
strength.
The code is 714.0. And a note with it says to use

additional codes to identify manifestations such as
polyneuropathy (357.1) or myopathy (359.6).
There is also a separate code, 714.3x, for juvenile

rheumatoid arthritis.

when to code the symptoms
When coding an autoimmune disease, don’t code

any symptoms that are inherent to it. For example, if
the patient is being treated for diabetes, there’s no
need to code increased thirst or urination, as those are
characteristic of diabetes.
It’s not unlike the coding for, say, heart attack. The

code remains the same whether there is chest pain or
not, because the chest pain is an indicator of heart
attack.
On the other hand, symptoms that aren’t inherent to

the disease do get coded. If a diabetic patient is in a
coma, the coma gets coded because coma isn’t inher-
ent to diabetes.
What if the patient has an autoimmune disease and

the physician is treating that patient for some other
problem?
Code the autoimmune disease only if it affects the

treatment. For example, if a diabetic patient is having
heart surgery, code the diabetes as a secondary diag-
nosis.
Therese M. Jorwic, MPH, RHIA, CCS, CCS-P, is

assistant professor of health information management
at the University of Illinois at Chicago and senior
consultant for MC Strategies in Atlanta. �

Bearding the lion
when the lion
is a senior physician
Many a medical office has a bully physician. And

often that physician carries senior status.
It’s not something that can be ignored “because it

festers,” says SYLVIA LaFAIR, PhD, of Creative
Energy Options, a White Haven, PA, firm that pro-
vides consulting on workplace relationships. And as it
worsens, it makes life unpleasant not just for the
office but for even for the patients.
Manager, prepare to beard the lion!

the signs of a true bully
The signs of a bully are more subtle than abusive

comments and yelling.
When the bully walks into a room, people get pro-

tective just as if they were anticipating physical
blows. They stop talking. They turn their heads down-
ward. And they try to leave. Often they make excuses
to go to the restroom.
After a while, the mirror neurons in the brain cause

them to imitate what they see. If the bully partner is
angry, “pretty soon everybody is clinching fists.”
Another sign is that the staff who work for the bully

take more sick days than the others.
Another is secrecy. People are afraid to talk openly,

“so there are little pockets of people whispering to
each other.”
Yet another is mediocre work and lack of creativity.

People just do the minimum and go home.
The big tip-off, though, is turnover. When the boss

is a real bully, it can run high as 30%. Staff reaction is
“this is never going to change and I’m out of here.”

nobody’s born that way
“Nobody is born to be a jerk,” LaFair says. Nor

does anybody aspire to be one. People learn to be bul-
lies, and they usually start as children.
They learn to target people less powerful than they

are, “and they learn how to find their victims.” They
simply look for the people who won’t stand up for
themselves.
Along with that, they learn to protect their bad

behavior. Tell the bully doctor “nobody likes the way
you talk to people,” and the manager can wind up in
the unemployment line.

yes, they can be changed
Can bullies be changed?
Yes. But the change can only come from a positive



attitude. There will be no success “meeting them at
their level of anger.”
Bullies are bullies because they don’t feel good

about themselves, LaFair explains. They humiliate
and belittle other people because it makes them feel
bigger. Thus, “the best place to start is to acknowl-
edge something positive” about them and make them
realize they don’t have to be ogres to feel good.
Wait for that rare moment when the bully is amiable

and compliment the good behavior.
Suppose Doctor Bully gets coffee for Staffer A.

Acknowledge it: “You don’t know how big a deal it
was for Staffer A that you brought her that coffee this
morning. You made her day. She’s been happier today
than I’ve seen her in a long time.”
Then subtly point out how the usual bad behavior

works to the office’s detriment: “When there’s ten-
sion, she gets intimidated and isn’t at all productive.”
And then slide into asking for advice or an opinion:

“What do you think would make our office more col-
legial or collaborative?”
That approach “is disarming in the truest sense of

the word,” she says. A bully’s modus operandi is to

poke a finger in somebody’s eye while expecting the
same in return. When there’s nothing negative on
either side of the conversation, “that’s when a real
dialogue can happen.” Engaged in a nonconfrontation-
al conversation, “the bully no longer has to fight the
world.”

‘you know, I have this problem . . . ’
Another tactic: share a personal experience of nega-

tive behavior and how it was damaging and how it
was changed. When people talk about their own short-
comings, other people listen.
LaFair gives this example: “When I get busy I’m

short when people interrupt me. I’m trying to learn to
show some patience. My being short doesn’t create a
good work environment.”
Then turn it around: “What do you do in that situa-

tion? How do you handle the interruptions?”
“Truth begets truth,” she says. That opens the door

for the bully to say “well, I can do X.”
Now the bully is facing the bad behavior but does-

n’t have to be defensive about it, because nobody is
criticizing or attacking it.

got any ideas?
Yet another tactic: present a problem and ask for

help, for example, “We have a high rate of turnover.
What ideas do you have for improving that?”
The secret to getting a positive response is to ask a

question about the problem instead of making a state-
ment about it, she says. Many professionals “are pro-
grammed to make statements in hard-fact, win-or-lose
format.” But do the same to them and the fight will be
on.
She cites one client office where a doctor was rude

to the point of telling staff “most of you aren’t fast
enough for me, so I ignore what you’re saying.”
The staff “were ready to pounce on him,” she says.

But realizing that wasn’t going to work, they looked
for ways they could get their thoughts out more quick-
ly. And then they asked the doctor to help them do so.
“His whole demeanor changed.”

a ball needs a kick to get rolling
Don’t think it’s impossible to reform a bully, LaFair

says, even a managing physician bully. Surprisingly,
“80% of the time it’s possible to make a change” just
with the nonaccusatory and question-asking dialogue.
And the dialogue is essential. A bully won’t change

“unless there is some interaction that starts the
momentum.”
It’s a slow process and it takes continued effort, but

when the bully stops being a bully, the entire office
usually improves as well. �
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