
This issue takes a long look at some new issues of
employment law as well as some aggravating ones.
They start with the relatively new question of dis-

crimination against an employee who takes time off
for family responsibilities. From there is a look at
what staff are permitted to complain about. And on
page 5 are individual questions on changing a
staffer’s job responsibilities, getting verification for
sick leave, denying vacation requests, conversations
about job issues, and how to handle a doctor’s offen-
sive language.

� � �

# 1: Job discrimination due
to family responsibilities
There’s a new area of discrimination to watch out

for, and it applies to staff as well as to employee
physicians.
It’s family responsibility discrimination, or discrim-

ination against employees who take time off to serve
as caregivers for family members.
And related to that is discrimination against both

women and men who take time off for maternity and
child care.
Family caregivers are increasing in number as baby

boomers become responsible for their elderly parents
and sick spouses and partners, says Baltimore
employment law attorney CYNTHIA THOMAS
CALVERT.
In fact, today people take more time off to care for

sick parents than they do for sick children. And both
men and women are taking maternity leave.
While no federal law addresses caregiver discrimi-

nation directly, what many employers don’t realize is
that caregiving is protected under Title VII of the
Civil Rights Act, which covers offices with 15 or
more employees. There are also state laws that cover
it. And along with that is the federal Pregnancy Dis-
crimination Act.
Consequently, caregiving and pregnancy discrimi-

nation is “a happening area” that’s generating a lot of
litigation.

hiring, promotions, evaluations
With both caregiving and pregnancy, watch for dis-

crimination in hiring, promotion requirements, and
job evaluations, Calvert says.
That means don’t ask job candidates questions

about family responsibilities.
It also means making sure there are no requirements

for promotion, particularly for the physicians, that a
caregiver or parent can’t meet.
But mostly it means keeping the performance eval-

uations clear of discrimination.
The downfall that managers need to watch for, she

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

Good IT training carries little cost
and creates tremendous savings
Manager ARLENE ZIMMERMAN had an IT cost awakening

several years ago when the computer went down. She called in the
vendor’s tech support and paid $100 to find out it was unplugged.
“I told myself ‘never again!’” says Zimmerman, who manages

four-physician Colorado Springs Family Practice in Colorado
Springs, CO. So she started on a path of building up as much IT sup-
port as possible in-house – and getting the training free.
She began at the beginning. Each time support came in, she made

the same request: “Show me what I can do so I don’t have to bother
you with trivial things.” And when support came in to fix a specific
problem, she asked for a walk-through of the solution and took notes
so the office would not have to call again if the problem reappeared.
Along with that, the vendor representatives gave her a checklist

to follow when issues arise. It was basic information, she says, but it
listed things the office wouldn’t otherwise have known to look for,
such as where to check for loose connections.
She also took advantage of user group meetings that the vendor

provided. Those too are free, she says, and often they cover the
same information found in expensive classes conducted by the cor-
porate software owners.
She found further IT training from classes sponsored by local

chapters of professional organizations and medical societies.

time for a replacement, however
But everything has its limit, and the more Zimmerman learned

and the more advanced the system became, the more the IT work cut
into her time as manager.
Her solution was to contract with an outside IT person.
But again, there was minimal expense. Recognizing that many

good IT people are self-taught, she simply “asked around to find
somebody interested in entry-level work.” The person she contracted
with was someone who wanted a career change and is taking college
courses in health IT.
Originally, he worked only on an as-needed basis, she says. But

as he learned more and was able to help the office save more money
and also as the system got older and required more of his attention,
he became full-time.
She points out, however, that for an IT person, “full-time doesn’t

mean 8:00 a.m. to 5:00 p.m.” Some things have to be done when
nobody is on the system, and because the doctors want to be able to
access the system in the evenings, there is often middle-of-the-night
work.
Yet the cost is considerably less than bringing in outside tech �
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(continued from page 1)
says, is the assumptions that commonly creep into
reviews.
One, for example, is the assumption that caregivers

are less valuable than other employees because they
take time off from work.
Another is that women are less valuable than men

because they lose time to pregnancy and to family
responsibilities.
Yet another is that women are less committed to

work than men are. When a mother misses a deadline,
it’s often blamed on child care while a man doing the
same thing is excused on the assumption that he was
too busy with other work.
To make the evaluations bias-proof, she says,

define the rating scale so the office never has to
explain why it gave a score of 4 to a male physician
with a note that he “meets expectations” and the same
score to a female physician who “surpasses expecta-
tions.”
Tell what the numbers mean, perhaps that 3 is

“meets expectations” and 4 is “above expectations but
still has room for improvement” and so on.
Another good bias-proofer is for the manager and

supervisors to write down their comments before
assigning the number ratings. With the reasoning
already laid out, the score tends to reflect whether the

employee actually has met expectations or has sur-
passed them or whatever.
Also, she says, be especially careful of changes that

show up in the evaluations after somebody takes
leave. If the reviews get noticeably worse after an
employee becomes a caregiver, there had better be
documentation illustrating a decline in the actual per-
formance. Otherwise, the caregiving looks to be
engendering retaliation.

pregnancy and its risks
Be careful with pregnancies too, Calvert says.
The Pregnancy Discrimination Act says an employ-

er can’t discriminate against or refuse to hire a woman
because of pregnancy or childbirth. To do so is sex
discrimination.
A woman who is temporarily unable to perform her

job due to pregnancy or childbirth has to be treated
the same as any other temporarily disabled employee.
Large offices generally stay clear of that because

they have enough resources to cover a new mother’s
absences.
But that’s not always so for smaller offices. It’s not

even unknown for an employer to try to drive a preg-
nant woman out by not allowing her time off for med-
ical appointments or by giving her an ultimatum of

this month’s idea (continued)

support. What the office pays for his services is in
line with the salary of an experienced medical assis-
tant or biller. And she points out that it could be even
less. An office that already has a staffer who has com-
puter abilities could train that person to do the work
in much the same way as Zimmerman trained herself.

money with a good ROI
Money spent on in-house IT support is an invest-

ment, she says, because it allows the office to take
advantage of the full capabilities of its practice man-
agement system. Any system can produce reports and
generate information far beyond what’s required for
financial management, and with an in-house person,
the office knows what types of reports it can use.
The same is true for the IT training. With any class

– expensive or not – that covers “the big stuff” such
as meeting the EHR meaningful use requirements, the
office can see a tremendous return.
And to get full value, more than one person needs

to attend. For something as far reaching as meaningful
use, for example, attendance needs to include the
manager, the IT person, a representative from the clin-
ical staff and, if possible, a physician. That ensures
the information gets to the everybody who uses it.
Equally valuable, she says, is any class that gives

the office “information in time savings for the physi-
cians and better use of the system.” Whatever the
cost, “the office gets a return on investment in a few
months,” because the physicians become more pro-
ductive.

from computers to dishes
Beyond IT – far beyond it, in fact – Zimmerman

has found an interesting savings that just about any
office can take advantage of.
She eliminated the cost of the styrofoam cups and

plastic plates and utensils in the breakroom.
“With one trip to the GoodWill,” she bought plates

and glasses. With another to a discount warehouse,
she bought a package of catering cutlery, enough for
25 people.
There’s a dishwasher in the break room, she says,

“so why not use it?”
The initial cost was less than what the office was

spending on disposable products each year. What’s
more, the office “is no longer adding all that waste to
the landfills.”
If your office has set up a system that makes man-

aging easier, MOM would like to write about it. Con-
tact 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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“you need to choose” between the work schedule the
obstetrician recommends and the hours required to
keep the job.

what can the office ask about?
Can the office ask a job candidate about caregiving

or pregnancy?
The legal answer, Calvert says, is that an employer

can ask if it will affect the person’s ability to perform
the job, but to be fair, the questions have to be asked
of the men as well as the women. When a manager
focuses on the women, “that’s when it becomes ille-
gal.”
The practical answer, however, is that there’s noth-

ing wrong with talking about it. Just make it clear that
the questions are being asked because “we want you
to succeed here.”

yet another policy
For safety, Calvert says, add a statement to the dis-

crimination policy that the office does not discrimi-
nate because of family responsibilities or pregnancy.
And for protection, send out a notice of it with a

memo of “we don’t believe we have ever discriminat-
ed based on family responsibilities or on pregnancy,
but we want everyone to know our intent in this
regard.”
Moreover, make sure the maternity leave policies

apply to the men as well as to the women.

� � �

#2: Wage and hour talk can
support a retaliation claim
A retaliation claim is expensive to defend and even

more expensive to lose. And now it’s easier for
employees to file one in matters related to the Fair
Labor Standards Act, which covers wage and hour
law.
In the past, a retaliation claim for complaining

about pay and hours was valid only if the employee
put the complaint in writing. However, a recent U.S.
Supreme Court ruling says that as with other employ-
ment laws, an oral complaint is just as good as a writ-
ten one. Any adverse action taken against a staffer
who has complained about the money can be deemed
retaliation.
What the new ruling means is that the manager has

to take every complaint about wage and hours serious-
ly, says employment law attorney JAMES R. DYE of
Fisher & Phillips in Irvine, CA.
If somebody makes what sounds like a complaint,

don’t ignore it – and also be careful how the com-

plainer gets treated afterwards. Discipline or fire that
staffer, and the office could be looking at a retaliation
claim.

get it in somebody’s writing
As to what to do when somebody does voice a com-

plaint, the first point of safety is to “reduce it to writ-
ing,” Dye says. Ask the employee to write out what
has happened.
However, nobody is required to do that, so if the

employee refuses, the office isn’t off the hook. The
complaint is still valid.
What should the manager do then?
Document the complaint and review the documen-

tation with the employee and ask if it is accurate.
Tell the employee “from our conversation, this is

what I understand your complaint is. Is that correct?”
Then if there’s a question later on about who said

what, the manager can counter with “I met with
Staffer A and read this documentation, and we con-
firmed that these were the concerns.”

name a complaint person
Another point of safety is to name a contact person

for FLSA complaints.
The contact’s responsibility is to document the

complaints, see that they get investigated, and oversee
the aftermath to ensure there’s no hint of retaliatory
action.
Without a contact person, Dye says, there’s risk that

a complaint will go ignored.
He gives the example of a secretary who complains

to a doctor about having to work overtime without
getting paid for it. The doctor does nothing, and
nobody else hears about the complaint. Later the sec-
retary is terminated and here comes a claim of retalia-
tion the manager is unprepared to answer.

add a word to the current policy
Yet one more safety point is to revise the office’s

retaliation policy to include oral complaints, Dye
says.
And along with that, make sure the doctors and

supervisors “understand that an oral complaint is a
protected activity.”

no hostages, however
Retaliation covers just about any type of adverse

action.
It includes termination, demotion, withholding a

raise, and giving the complainer poor job assign-
ments, as well as more subtle acts such as excluding
the employee from training or meetings or even from
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social gatherings that all the peers attend.
And the price of a retaliation claim can run high.

The employer can be required to pay back wages,
front wages, damages for emotional stress, and even
punitive damages that can run to as much as 10 times
the compensatory damages.
Making the picture yet bleaker, the office can be

found guilty of retaliation even if the complaint itself
is proved to be meritless. If it was made in good faith,
it counts.
Thus, it’s a risk to take any negative action against

a staffer who has made a complaint, Dye says. And
employees know that. It’s not uncommon for a poor
performer to try to hang on to a job by making a com-
plaint, knowing full well it carries an implied threat of
a retaliation claim.
Even so, the manager needn’t be held hostage.
Discipline is permitted. Just make sure there’s solid

documentation showing legitimate business reasons
for the discipline so there can be no assertion that the
discipline was a response to the complaint.
The best defense, Dye says, is documentation of the

performance plus documentation showing the manag-
er followed a progressive discipline procedure and
didn’t deviate from the office’s regular discipline pro-
cedures.

� � �

#3: Job changes, sick leave,
vacation, talk, and %$!!!@#
Here are the answers to five individual questions

managers often encounter. They are outlined by attor-
ney SHARI L. LANE of Northwest Employment Law
in Portland, OR.

changing the face of the job

• Can the office require an employee to take on a
different work schedule or move to another location?
What if it affects the employee’s child care or family
responsibility arrangements?
In most instances, the office can make whatever

requirements it wants, Lane says.
In general, “the employer calls the shots” and can

require an employee to change work hours or work
location even if doing so poses an inconvenience.
But there are exceptions.
For example, the requirement can’t interfere with

some protected activity the employee is currently
exercising. Suppose the staffer is taking leave under
the Family and Medical Leave Act and is coming in at
10:00 a.m. every day. If requiring that staffer to come
in at, say, 8:00 a.m. would in essence nullify the

approved leave, the office can’t require it.
And if the staffer has taken the leave to care for a

child or parent who is disabled, the office could also
meet with a discrimination claim under the Americans
with Disabilities Act.
Be careful too of the appearance of retaliation. If

the staffer has recently complained of some type of
discrimination or of not being paid overtime, the
change could be seen as an effort to make the job
unnecessarily difficult so the staffer will resign.
And retaliation is far reaching, Lane adds. Even if

the schedule or location change is being made for a
legitimate business reason, if that staffer is the only
employee who has to make the change, suspicion can
arise.
For safety in all corners, she recommends writing a

memo to the staffer’s file outlining the business rea-
sons for the schedule change – perhaps that the staffer
is the receptionist and that the office is adding a new
physician and now needs the receptionist to answer
the phones at 8:00 a.m.
In addition, explain to the staffer why the change is

necessary and document the discussion.

looking into absences
• Can the office require a doctor’s written verifica-

tion when it suspects a staffer is faking illness?
Avoid the issue entirely by setting a written policy

for requesting doctor’s notes, perhaps that a doctor’s
note is required for absences longer than three days.
But add a little leeway to it, Lane says. Phrase it as

“if you see that you will be absent for more than three
days or if we have some other reason for needing
information, we may ask for a doctor’s note.”
Then stay aware of the possibility of discrimination

claims. Don’t apply it to a staffer in a protected cate-
gory and not to everybody else in the same situation.

denying vacation requests
• Can the manager deny a staffer’s vacation

request?
Yes. But still there’s risk. For example, if Employee

Female’s request gets denied while two male employ-
ees get the same time she requested, there could be a
claim of gender discrimination.
Once again, the defense is a memo in Staffer

Female’s file outlining the business necessity for the
denial.
And that defense will be even stronger if the

office’s vacation policy says management approval is
required for vacation.
Further, explain the reason to the staffer, perhaps

“As you know, your position here is key. You are the
only one who can do what you do. Therefore we have

(continues on page 9)
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INFECTIOUS AND PARASITIC DISEASES

other bacterial diseases
041.41 shiga toxin-producing E. coli (STEC)
041.42 other specified shiga toxin-producing E. coli (STEC)
041.43 shiga toxin-producing E. coli (STEC), unspecified
041.49 other and unspecified E. coli

NEOPLASMS

malignant neoplasms of bone, connective tissue, skin, and breast
173.00 unspecified malignant neoplasm of skin of lip
173.01 basal cell carcinoma of skin of lip
173.02 squamous cell carcinoma of skin of lip
173.09 other specified malignant neoplasm of skin of lip
173.10 unspecified malignant neoplasm, eyelid, including

canthus
173.11 basal cell carcinoma, eyelid, including canthus
173.12 squamous cell carcinoma, eyelid, including canthus
173.19 other specified malignant neoplasm, eyelid, including

canthus
173.20 unspecified malignant neoplasm, skin of ear and

external auditory canal
173.21 basal cell carcinoma, skin of ear and external auditory

canal
173.22 squamous cell carcinoma, skin of ear and external

auditory canal
173.29 other specified malignant neoplasm, skin of ear and

external auditory canal
173.30 unspecified malignant neoplasm, skin of other and

unspecified parts of face
173.31 basal cell carcinoma, skin, other parts of face
173.32 squamous cell carcinoma, skin, other parts of face
173.39 other specified malignant neoplasm, skin, other parts

of face
173.40 unspecified malignant neoplasm, scalp and skin of neck
173.41 basal cell carcinoma, scalp and skin of neck
173.42 squamous cell carcinoma, scalp and skin of neck
173.49 other specified malignant neoplasm, scalp and skin of

neck
173.50 unspecified malignant neoplasm, skin of trunk, except

scrotum
173.51 basal cell carcinoma, skin of trunk, except scrotum
173.52 squamous cell carcinoma, skin of trunk, except scrotum
173.59 other specified malignant neoplasm, skin of trunk,

except scrotum
173.60 unspecified malignant neoplasm, skin of upper limb,

including shoulder

173.61 basal cell carcinoma, skin of upper limb, including
shoulder

173.62 squamous cell carcinoma, skin of upper limb, including
shoulder

173.69 other specified malignant neoplasm, skin of upper limb,
including shoulder

173.70 unspecified malignant neoplasm, skin of lower limb,
including hip

173.71 basal cell carcinoma of skin of lower limb, including hip
173.72 squamous cell carcinoma, skin of lower limb, including

hip
173.79 other specified malignant neoplasm, skin of lower limb,

including hip
173.80 unspecified malignant neoplasm, other sites of skin
173.81 basal cell carcinoma, other sites of skin
173.82 squamous cell carcinoma, other sites of skin
173.89 other specified malignant neoplasm, other sites of skin
173.90 unspecified malignant neoplasm, skin, site unspecified
173.91 basal cell carcinoma, skin, site unspecified
173.92 squamous cell carcinoma, skin, site unspecified
173.99 other specified malignant neoplasm, skin, site unspecified

DISEASES OF THE BLOOD AND
BLOOD-FORMING ORGANS

286.52 acquired hemophilia
286.53 antiphospholipid antibody with hemorrhagic disorder
286.59 other hemorrhagic disorder due to intrinsic circulating

anticoagulants, antibodies, or inhibitors

MENTAL DISORDERS

organic psychotic conditions
294.20 dementia, unspecified, without behavioral disturbance
294.21 dementia, unspecified, with behavioral disturbance
310.81 pseudobulbar affect
310.89 other specified nonpsychotic mental disorders following

organic brain damage

DISEASES OF THE NERVOUS SYSTEM
AND SENSE ORGANS

hereditary and degenerative diseases of the central nervous system
331.6 corticobasal degeneration

other disorders of the central nervous system
348.82 brain death

The 2012 updates to the ICD-9-CM codes
Here are the changes to the ICD-9-CM diagnosis codes for 2012. They take effect October 1.
The updates appear in the May 5 issue of the Federal Register. To access them, go to the

Medicare’s website at http://www.cms.gov/ICD9ProviderDiagnosticCodes/07_summarytables.asp and
click on the download for codes effective October 1, 2011.

new codes
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disorders of the peripheral nervous system
358.30 Lambert-Eaton syndrome, unspecified
358.31 Lambert-Eaton syndrome in neoplastic disease
358.39 Lambert-Eaton syndrome in disease classified elsewhere

disorders of the eye and adnexa
365.05 open angle with borderline findings, high risk
365.06 primary angle closure without glaucoma damage
365.70 glaucoma stage, unspecified
365.71 mild stage glaucoma
365.72 moderate stage glaucoma
365.73 severe stage glaucoma
365.74 indeterminate stage glaucoma

DISEASES OF THE CIRCULATORY SYSTEM

diseases of pulmonary circulation
415.13 saddle embolus of pulmonary artery

diseases of arteries, arterioles, and capillaries
444.01 saddle embolus of abdominal aorta
444.09 other arterial embolism/ thrombosis, abdominal aorta

DISEASES OF THE RESPIRATORY SYSTEM

other diseases of the respiratory system
516.30 idiopathic interstitial pneumonia, not otherwise specified
516.31 idiopathic pulmonary fibrosis
516.32 idiopathic non-specific interstitial pneumonitis
516.34 respiratory bronchiolitis interstitial lung disease
516.35 idiopathic lymphoid interstitial pneumonia
516.36 cryptogenic organizing pneumonia
516.37 desquamative interstitial pneumonia
516.4 lymphangioleiomyomatosis
516.5 adult pulmonary Langerhans cell histiocytosis
516.61 neuroendocrine cell hyperplasia of infancy
516.62 pulmonary interstitial glycogenosis
516.63 surfactant mutations of the lung
516.64 alveolar capillary dysplasia with vein misalignment
516.69 other interstitial lung diseases of childhood

DISEASES OF THE DIGESTIVE SYSTEM

diseases of esophagus, stomach, and duodenum
539.01 infection due to gastric band procedure
539.09 other complications of gastric band procedure
539.81 infection due to other bariatric procedure
539.89 other complications of other bariatric procedure

DISEASES OF THE GENITOURINARY SYSTEM

other diseases of urinary system
596.81 infection of cystostomy
596.82 mechanical complication of cystostomy
596.83 other complication of cystostomy
596.89 other specified disorders of bladder

other disorders of female genital tract
629.31 erosion of implanted vaginal mesh and other prosthetic

materials to surrounding organ or tissue
629.32 exposure of implanted vaginal mesh and other prosthetic

materials into vagina

COMPLICATIONS OF PREGNANCY, CHILDBIRTH,
AND THE PUERPERIUM

ectopic and molar pregnancy
631.0 inappropriate change in quantitative human chorionic

gonadotropin (hCG) in early pregnancy
631.8 other abnormal products of conception

complications mainly related to pregnancy
649.81 onset (spontaneous) of labor after 37 completed weeks

of gestation but before 39 completed weeks gestation,
with delivery by (planned) cesarean section, delivered
with or without mention of antepartum condition

649.82 onset (spontaneous) of labor after 37 completed weeks
of gestation but before 39 completed weeks gestation,
with delivery by (planned) cesarean section, delivered
with mention of postpartum complication

DISEASES OF THE SKIN AND
SUBCUTANEOUS TISSUE

other diseases of skin and subcutaneous tissue
704.41 pilar cyst
704.42 trichilemmal cyst

CONGENITAL ANOMALIES

747.31 pulmonary artery coarctation and atresia
747.32 pulmonary arteriovenous malformation
747.39 other anomalies, pulmonary artery and circulation

INJURY AND POISONING

fracture of neck and trunk
808.44 multiple closed pelvic fractures without disruption of

pelvic circle
808.54 multiple open pelvic fractures without disruption of

pelvic circle

complications of surgical and medical care, NEC
996.88 complications of transplanted organ, stem cell
997.32 postprocedural aspiration pneumonia
997.41 retained cholelithiasis following cholecystectomy
997.49 other digestive system complications
999.41 anaphylactic reaction due to blood and blood products
999.42 anaphylactic reaction due to vaccination
999.49 anaphylactic reaction due to other serum
999.51 other serum reaction due to blood and blood products
999.52 other serum reaction due to vaccination
999.59 other serum reaction

V CODES
health hazards related to personal and family history
V12.21 personal history of gestational diabetes
V12.29 personal history of other endocrine, metabolic, and

immunity disorders
V12.55 personal history of pulmonary embolism
V13.81 personal history of anaphylaxis
V13.89 personal history of other specified diseases
V19.11 family history of glaucoma
V19.19 family history of other specified eye disorder

(continues on the next page)
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DISEASES OF THE NERVOUS SYSTEM
AND OTHER SENSE ORGANS

inflammatory diseases of the central nervous system
323.41 other encephalitis and encephalomyelitis due to other

infections classified elsewhere
323.42 other myelitis due to other infections classified

elsewhere

other disorders of the central nervous system
346.01 migraine with aura, with intractable migraine, so stated,

without mention of status migrainosus
346.11 migraine without aura, with intractable migraine, so

stated, without mention of status migrainosus
346.21 variants of migraine, NEC, with intractable migraine, so

stated, without mention of status migrainosus

codes with revised descriptions

INFECTIOUS AND PARASITIC DISEASES

other bacterial diseases
041.4 E. coli infection in conditions classified elsewhere and

of unspecified site

NEOPLASMS

malignant neoplasm of bone connective tissue, skin, and breast
173.0 other malignant neoplasm of skin of lip
173.1 other malignant neoplasm, skin of eyelid, including

canthus
173.2 other malignant neoplasm, skin of ear and external

auditory canal
173.3 other malignant neoplasm, skin of other parts of face
173.4 other malignant neoplasm, scalp and skin of neck
173.5 other malignant neoplasm, skin of trunk, except scrotum
173.6 other malignant neoplasm, skin of upper limb, including

shoulder
173.7 other malignant neoplasm, skin of lower limb, including

hip
173.8 other malignant neoplasm, other specified sites of skin
173.9 other malignant neoplasm, skin, site unspecified

BLOOD AND BLOOD-FORMING ORGANS

286.5 hemorrhagic disorder due to intrinsic circulating
anticoagulants

MENTAL DISORDERS

neurotic, personality, and other nonpsychotic mental disorders
310.8 other specified nonpsychotic mental disorders following

organic brain damage

CIRCULATORY SYSTEM

diseases of arteries, arterioles, and capillaries
444.0 embolism and thrombosis of abdominal aorta

RESPIRATORY SYSTEM

other diseases of respiratory system
516.3 idiopathic fibrosing alveolitis

GENITOURINARY SYSTEM

other diseases of urinary system
596.8 other specified disorders of bladder

PREGNANCY, CHILDBIRTH, AND PUERPERIUM

ectopic and molar pregnancy
631 other abnormal product of conception

MUSCULOSKELETAL AND CONNECTIVE TISSUE

arthropathies and related disorders
718.60 unspecified intrapelvic protrusion of acetabulum

CONGENITAL ANOMALIES
747.3 anomalies of pulmonary artery

INJURY AND POISONING

complications of surgery and medical care, NEC
997.4 digestive system complications, not elsewhere classified
999.4 anaphylactic shock due to serum
999.5 other serum reaction, not elsewhere classified

V CODES
V12.2 personal history of endocrine, metabolic, and immunity

disorders
V13.8 personal history of other specified diseases
V19.1 family history of other eye disorders

deleted codes

(V CODES – continued)
circumstances related to reproduction and development
V23.42 pregnancy with history of ectopic pregnancy
V23.87 pregnancy with inconclusive fetal viability

specific procedures and aftercare
V54.82 aftercare following explantation of joint prosthesis

personal exposures and history presenting hazards to health
V87.02 contact with and (suspected) exposure to uranium

acquired absence of other organs and tissue
V88.21 acquired absence of hip joint
V88.22 acquired absence of knee joint
V88.29 acquired absence of other joint
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346.31 hemiplegic migraine, with intractable migraine, so
stated, without mention of status migrainosus

346.41 menstrual migraine, with intractable migraine, so stated,
without mention of status migrainosus

346.51 persistent migraine aura without cerebral infarction,
with intractable migraine, so stated, without mention
of status migrainosus

346.61 persistent migraine aura with cerebral infarction, with
intractable migraine, so stated, without mention of
status migrainosus

346.71 chronic migraine without aura, with intractable migraine,
migraine without mention of status migrainosus

346.81 other forms of migraine, with intractable migraine,
without mention of status migrainosus

346.91 migraine, unspecified, with intractable migraine,
without mention of status migrainosus

disorders of the eye and adnexa
365.01 open angle with borderline findings, low risk

PREGNANCY, CHILDBIRTH, AND PUERPERIUM
complications mainly related to pregnancy
646.70 liver and biliary tract disorders in pregnancy,

unspecified as to episode of care or not applicable
646.71 liver and biliary tract disorders in pregnancy, delivered,

with or without mention of antepartum condition
646.73 liver and biliary tract disorders in pregnancy, antepartum

condition or complication

(continued from page 5)
to be more restrictive in granting your requests for
time off.” And document the conversation.
A face-to-face honest conversation with an employ-

ee explaining the why of what the office is doing is
often the best deterrent to dissatisfaction.

ending job-related conversations

• A staffer files an EEOC complaint and then tells
the other staff about it and the unfair circumstances
that prompted it. Can the manager stop the talk?
As a general rule, “don’t try to prohibit people from

talking about something,” Lane says.
Employees have the right to complain about work-

ing conditions as well as the employer’s alleged
unlawful activity, and the EEOC prohibits retaliation
against somebody who does that.
Many state laws give similar protection.
But that doesn’t mean the manager has to allow the

talk to go on unchecked. If it affects productivity,
address it.
The office can’t forbid discussion on the topic, but

it can forbid the discussion from interfering with busi-
ness. Tell the staffer “we have the same expectations
of productivity we have always had, and if you’re
spending half an hour talking about this, it’s inappro-
priate.”
A good way to handle that situation, Lane says, is

to address the problem with all the staff.
Tell staff the office is aware that an EEOC claim

has been filed, that it respects any employee’s right to
file a claim, and that it is doing its best to respond
appropriately.
And to that add that while there’s no restriction on

what employees can discuss on their own time, the
office is a place of business and personal discussions
need to be saved for nonworking hours.
Point out too that personal discussions should not

take place on the office’s computers or telephone and
that an employer has a right to access and restrict e-
mails sent over its system.
Along with that, tell staff they cannot discuss the

office’s business on social media or in outside conver-
sations, because what’s said could violate patient con-
fidentiality.

what to do about bad language

• A staffer complains that a physician uses bad lan-
guage that is offensive. Is that harassment? How
should the manager address it?
“There’s no way to draw a line” on what can and

can’t be said in the office, she says. What offends one
person may not offend another
As long as the remarks aren’t directed to gender,

race, or some other protected class, they aren’t illegal.
And even if they are directed that way, if nobody is

INJURY AND POISONING

fracture of neck and trunk
808.43 multiple closed pelvic fractures with disruption of

pelvic circle
808.53 multiple open pelvic fractures with disruption of pelvic

circle

poisoning by drugs, medicinal and biological substances
968.5 surface (topical) and infiltration anesthetics

other and unspecified effects of external causes
995.0 other anaphylactic reaction
995.60 anaphylactic reaction due to unspecified food
995.61 anaphylactic reaction due to peanuts
995.62 anaphylactic reaction due to crustaceans
995.63 anaphylactic reaction due to fruits and vegetables
995.64 anaphylactic reaction due to tree nuts and seeds
995.65 anaphylactic reaction due to fish
995.66 anaphylactic reaction due to food additives
995.67 anaphylactic reaction due to milk products
995.68 anaphylactic reaction due to eggs
995.69 anaphylactic reaction due to other specified food

There will be a few additional new
codes. However, they will not be pub-
lished until late summer, probably in
August. MOM will carry a list of them
as soon as they are available.

�
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offended by them, they aren’t harassment.
The U.S. Supreme Court has said that “Title VII is

not a general civility code,” Lane explains. “What
may be patently inappropriate or rude is not necessari-
ly harassment.”
But that doesn’t give employers free rein to use

whatever language they want. If a staffer complains of
it, and if the language is a part of “an overall pattern
of behavior such as inappropriate jokes, e-mails, and
postings,” the manager needs to take action.
When there’s a complaint of “I don’t like how

Doctor A is talking,” her advice is to investigate it as
if it were a harassment complaint.
If it turns out the staffer is overly sensitive and

there’s been no harassment, ask the physician not to
use the language around that person. Then tell the
staffer “we don’t think there is a violation of the law.
But we have asked Doctor A to be more sensitive
about the language when you are around.”
And to avoid the issue altogether, she says, set up a

code of professional behavior for the office and in it
prohibit inappropriate language. �

Here’s what acute MIs
will look like with ICD-10
BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
One of the things offices need to be doing now in

preparation for the move to ICD-10-CM is finding out
what differences they will see in their own codes.
So here’s a look at an area that will affect a lot of

offices. It is myocardial infarction – the current ICD-
9-CM coding and what will happen with the new
codes.
(For an outline of the individual steps offices need

to be taking to prepare for ICD-10, see “Don’t get
blindsided by ICD-10; it’s a giant change with no
room for error” in the March issue.)

the dying heart
In lay terms, it’s a heart attack; in medical terms,

it’s a myocardial infarction. But by any name, it’s the
death of part of the heart muscle, and it’s caused by a

sudden block in the coronary artery.
The blockage most often comes from plaque that

builds up in the artery walls. The build-up can go on
unnoticed for many years. It’s when it reaches the
point that it stops the flow of blood and oxygen that
the heart is injured.
If the blood flow isn’t restored in 20 to 40 minutes,

irreversible death within the muscle begins. The mus-
cle continues to die for the next six to eight hours
before the heart attack is considered complete. Then
begins the healing where the dead muscle is replaced
by scar tissue.

the eight-week rule
In ICD-9, heart attack is coded at 410. That code

specifies acute myocardial infarction, and acute means
the attack is happening right now. It’s not a chronic
condition.
Pay attention to the includes notes there. They say

that code 410 gets used for any attack occurring with-
in the past eight weeks.
So even if the attack occurred, say, six weeks ago

and the patient has no symptoms now, if the patient
comes in for treatment of any kind, the condition is
still coded at category 410. Under ICD-9-CM, that
patient is still suffering from (or has not yet healed
from) the acute myocardial infarction.
What if the patient is being seen during that period

for something unrelated to the heart, perhaps treat-
ment for flu or for appendicitis? The category 410
code is not the first code, but it still gets used. That’s
the eight-week rule of ICD-9.
The fourth digit tells where the infarction occurred

within the heart. For example, 410.0 shows it occurred
in the anterolateral or front side wall; 410.1 shows the
anterior or front middle wall.
Codes 410.0-410.6 and 410.8 also indicate STEMI,

or ST elevation myocardial infarction, which means
the attack has caused damaged through the heart.
Code 410.7, however, shows NSTEMI, or non-ST ele-
vation myocardial infarction, which is less serious
because the damage does not go through the entire
muscle.
And fourth digits 8 and 9 show other and unspeci-

fied sites.
There are fifth digits as well, and they indicate the

episode of care.
A fifth digit of 0 says the episode is unspecified.
A fifth digit of 1 shows the initial episode, which

means the MI is being diagnosed and treated for the
first time. However, it can get used more than once.
For example, if the patient is taken first to a rural hos-
pital and then transferred to a larger facility, both use
it, because both are providing initial care.
The other fifth digit is 2, and it’s for all subsequent

episodes of care. Use that, for example, when the

ICD-9-CM and CPT
coding update
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patient comes in to have a bypass performed. At that
point, the initial care has been taken care of.
And again, remember that 410 gets used during the

entire eight weeks following the heart attack.

a change in timing
Now enter ICD-10-CM. It brings a significant

change: the code for acute myocardial infarction will
no longer be used for eight weeks. Instead, it will
apply only to the first four weeks.
The reason is that when ICD-9 was set up more

than 30 years ago, most patients who suffered an acute
attack died within eight weeks, so it was not often that
patients came back for subsequent care.
But as treatment advanced, more people began to

survive attacks and started coming in for follow-up
care. As a result, the codes were showing a large num-
ber of new attacks in patients who were actually
recovering.
Thus, in ICD-10, the acute attack code will apply

only to the first 28 days after onset of the attack.
Don’t forget the time line there. ICD-10 starts Oct.

1, 2013. So suppose a patient who had an acute attack
seven weeks ago is treated Sept. 30, 2013. That gets
coded as an acute myocardial infarction (410) in ICD-
9, because ICD-9’s acute phase lasts for a full eight
weeks. But if that patient is seen for the first time Oct.
1, 2013, ICD-10 takes over. The code is from the 121
category, and the acute phase lasts only four weeks.

the rest of the codes are similar
From there, ICD-10’s codes for MI are similar to

ICD-9’s. They distinguish STEMI from NSTEMI, and
they show the area of the heart that is involved.
But as with most of the ICD-10 codes, they are

more detailed. For example, code I21.0 shows STEMI
of an anterior wall just as does ICD-9’s code 410.1.
But ICD-10 is more specific about the site. Code
I21.01 shows the left main coronary artery, and 121.02
shows the left anterior descending coronary artery.
In addition, there is code 122 for subsequent

myocardial infarctions that occur while the first attack
is still being coded. So if a patient has a new MI with-
in the four-week period, it will carry code 122. And
because the four-week period is still going on, the 121
code gets used as well.
How those codes are sequenced will depend on the

circumstances.
If the patient is still in the hospital when the second

attack occurs, the 121 code is listed first, because the
first MI was the reason for the admission.
However, if the patient is discharged and then with-

in the four-week period is readmitted with a second
MI, the 122 code comes first.
That’s useful, because it will give statistics on the

number of patients who have a second attack while
still recovering from the first one. ICD-9 can’t show
that. It gives all MIs a 410 code, and there is no way
to show that another heart attack occurred during the
acute period.

easing up on the updates
And now for a point about annual updates to the

diagnosis codes.
The 2012 updates to ICD-9-CM (see pages 6-9) will

take effect October 1, and they will be the last major
changes ICD-9-CM will see.
To make it easier for everybody to move to the new

codes, the government will freeze both ICD-9 and
ICD-10 at that point. Past that time, changes will be
very limited, and there will have to be a compelling
case for any new code to be added.
As for ICD-10’s updates, those too will end this

year. The 2012 version will see updates just as will
ICD-9, but only limited changes will be allowed
before October 2013 when the new system takes over.

don’t get overwhelmed
Despite the rumors, with planning and staff educa-

tion, ICD-10 will not be that overwhelming.
Neither is there an unmanageable number of codes.

In fact, all the I-10 diagnosis codes are still contained
in a single volume, albeit a rather thick one.
Neither is there any reason to get the blood boiling

over ICD-10 complexities.
While it is indeed different from ICD-9, it’s not

complicated. In fact, some codes are shorter than what
are being used now. For example, malignant hyperten-
sion currently has three ICD-9 codes (401.0 – malig-
nant; 401.1 – benign; and 401.2 – unspecified.) ICD-
10, however, covers all that with just a single code –
aptly numbered as I-10.
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. �

by john chase

It’s designated a health professional shortage area.
Think of the extra 10% reimbursement.



Medicare gives a few more
e-scripting exemptions and
more time to file for them
There’s good news for doctors who have not yet

met the requirements for electronic prescribing.
Medicare has set out a few more exemptions that

can stave off getting hit with the 1% pay cut next
year. And doctors have until October 1 to apply for
them.
They are hardship exemptions. And they are out-

lined in a new rule published May 26. (To access the
rule, go to www.ofr.gov/ofrupload/ofrdata/2011-
13463_pi.pdf.)
Under the e-scripting requirements, doctors (and

other providers) have to submit at least 10 electronic
prescriptions before June 30 or get their payments cut
by 1% next year. With continued noncompliance, the
cut becomes 1.5% in 2013 and 2% in 2014.
Providers who come under that requirement are

those who have at least 10% of their Medicare charges

coming from 55 types of services, just about all of
them E/M services. In addition, those services have to
appear on at least 100 of the provider’s claims during
the first six months of this year.

the four new exemptions
Until now, Medicare has been allowing only two

exemptions to that. One is for providers practicing in
rural areas where there isn’t sufficient high-speed
internet access to support electronic scripting (code
G8642). The other is for providers in areas where only
a limited number of pharmacies can accept e-scripts
(code G8643).
And under the current rule, doctors have to claim

one of those hardships by June 30.
The new rule, however, sets out four more hardship

exemptions and also gives doctors until October 1 to
claim either the old or new exemptions. So those who
haven’t met the original requirements now have a sec-
ond chance to dodge the pay cut.
The new exemptions are these:
• The doctor has had limited prescribing activity

during the six-month time frame.
• The doctor lives in an area where law hinders e-

prescribing. That can happen, for example, if state or
local law doesn’t allow electronic orders for narcotics.
• The doctor does e-prescribing, but not for visits

that count toward the e-scripting minimum.
• The office has not bought an e-prescribing system

because it intends to participate in the incentive pro-
gram for electronic record use.
That final exemption makes good sense. The EHR

program requires that the doctor e-prescribe at least
75% of the time for a 90-day period, which is more
than enough to meet the e-scripting requirements.
However, the 90-day period can start as late as
October 1.
That means a doctor whose EHR system can’t be

installed until late summer would have to buy a sepa-
rate e-prescribing system to meet the June 30 deadline
only to scrap it a few months later when the EHR sys-
tem is installed.

how to report it
Right now, doctors can’t report any of the new

exemptions. However, Medicare says it will set up a
website for reporting them. Once an exemption
request is approved, Medicare will take the doctor’s
name off the hit list.
Medicare says there are an estimated 209,000 clini-

cians who fall under the e-scripting requirements.
About 100,000 of them are currently e-scripting, but
the other 109,000 are in line for next year’s pay cut
unless they apply for the exemptions. �
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