
Equally as important as the regulations, the rev-
enues, the coding, and the Medicare are the day-to-
day issues of running the office and managing the
people.
On the next several pages are solutions to many of

the ongoing and aggravating issues managers face
every day. They don’t come from management school.
They are the wisdom of consultants and of managers
in medical offices. And they are all simple, workable
ideas.

solving common staff problems

First are the people problems that don’t warrant dis-
cipline but still have to be corrected.
Here are three of them.
• The staffer meets the requirements of the job but

does only the bare minimum.
People become work minimalists when the manager

doesn’t tend to the details of what everybody should
be doing. Over time, it’s easy for staff to start skip-
ping a duty here and there or get careless. Sometimes
they do so without even realizing it.
A good way to get people back on track is to do an

appraisal of three things: all the things the staffer does
well, what the staffer needs to do more of, and what
the staffer should do less of or should stop doing alto-
gether.
Make it part of the annual review, or do it sporadi-

cally as a job refresher.
That tells staffer that the manager is indeed aware

of the seemingly minor things each person should be
doing and is noticing which of those things each
staffer is and isn’t doing.
It’s also an unoffensive refresher for the staff who

have let their performance drag unintentionally.
• Staff dress isn’t bad, but it’s a little sloppy or not

professional.
Spend a staff meeting asking staff how they want to

appear to patients.
Cover everything from shoes to hairdos to jewelry,

and discuss what looks sharp (such as pressed uni-

forms and white shoes) and what’s not so sharp (such
as stains on an otherwise clean uniform or too-long
fingernails or hair that needs to be pulled back). Then
have them select two or three staffers to draw up a
written policy. Discuss it at the next meeting and vote
on a final version.

• A staffer doesn’t respond to the manager’s question
or comment.
Just stand there and wait. Keep the spotlight turned

on. The silence will become uncomfortable, and the
staffer will come up with a response.

• Staff are constantly bringing complaints to the
manager.
Accept the complaints, but make everybody think

them through.
Set a rule thatt for any complaint or problem to be

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

A billing specialist at the door gets
payments in before patients leave
A nine-physician Lexington, KY, office has significantly

improved collections by keeping up with the balances and payment
circumstances of each day’s patients and by stationing a billing rep-
resentative at the front desk.
The system began less than a year ago, and in the first six months

it brought in $75,000 “that we might otherwise not have collected at
all,” says practice manager MARIANNE BRIAN of Lexington
Infectious Disease Consultants.
The procedure is detailed but not difficult. Each day, the billing

staff goes through the next day’s appointments and list the patients
who have outstanding amounts or payment issues. Beside each
patient’s name they note what needs to be done to resolve the issue.
The list goes to the check-in and check-out staffers and also to

the specialist. The office calls it “a talk-to list,” because those are
the things either the front desk or the billing specialist needs to talk
to the patients about.
The items are things such as “patient needs to talk to biller before

seeing the physician” and “verify patient’s address” and “copy the
insurance card” and “collect missed co-pay for last visit.”
The check-in staff solve issues such as collecting the co-pays or

copying the insurance cards. For the issues they can’t handle and
that need to be addressed before the patient is treated, they ask the
patient to see the up-front biller.
The other issues get addressed at check-out. And again, the

staffer addresses some and sends the others to the biller.
The up-front biller addresses every type of payment issue, not

just no-pays. For example, if the patient-pay portion is going to be
large, she tells the patient the bill is coming and that the amount will
be high and why, “and a lot of patients pay right then.”
Contributing greatly to the success of the approach is the location

of the up-front biller, Brian says. She sits in a private area close to
both the check-in and check-out windows and in sight of the front-
desk staff.
Also, there’s only one door for exit and entry, and it’s right

beside the biller’s work area. So when patients are asked to see her,
there’s no avoiding it. They can’t get to the door without walking
past her. Previously, Brian says, a lot of patients who were asked to
see the biller on their way out “left without paying.”
She adds that “the desk is never empty.” When the biller is at

lunch or is out for the day, someone always fills in.
If your office has a system that helps its operations, MOM would

like to write about it. Contact the Editor, Medical Office Manager,
P.O. Box 52843, Atlanta, GA 30355. Telephone 404/367-1991 or e-
mail susancrawford@ardmorepublishing.com. We pay $100 for
every idea we write about in this column. �
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(continued from page 1)
considered, it has to be in writing. If it’s important
enough to tell the manager about, it’s important
enough to write about.
Along with the complaint or problem, the staffer

has to offer at least one possible solution.
Writing things out, staff see immediately if a com-

plaint is worth talking about in the first place. And
having to come up with a solution makes them see
when something simply can’t be helped.

creating a professional staff

Medicine is a profession, and a medical office
should be staffed by professionals. Here are some
ways to create that type of environment.

• An inexpensive way to encourage professionalism
is to give staff business cards and tell them to use the
cards often with patients and also outside the office as
personal introductions.
For clerical employees, business cards are an ego

boost. They give staff a little something more than
their colleagues in other practices have.
The cards can also market the office, because every

person who gets one is a potential patient.
A caution, however: the cards need to be personal.

Don’t print a generic card with a space for the staffer
to write in the name and position. That does nothing
for morale. It also looks cheap.

• Evaluate professional skills along with the regular
review items. List whatever performance standards
the office wants to emphasize and put them on a form.
They can include things such as patient contact,

professionalism, attitude, and citizenship.
Don’t use any rating numbers. Simply put a space

beside each item for the manager’s comments.
Also put in a few spaces for “areas of desired

improvement,” “employee strengths,” and “other.” In
the “other” space, the manager can mention things
such as “you did a good job on X” or “I appreciate the
effort you have shown in improving such-and-such”
or “you still need to improve Y.”
At the bottom, leave space for the employee to

write in comments.
Give the evaluation weight in deciding raises or use

it simply as an addition to the regular review.
• Train the top staffers to act as interim directors

when the manager is on vacation.
Teach them how to do the less complicated tasks

such as taking attendance, ordering supplies, or even
attending a meeting. Then assign specific tasks for
each person to do while the manager is out of the
office.
Assigning the tasks to several staffers instead of

just one means more people get professional recogni-
tion. It also means all the tasks get done. Nobody

wants to tell the returning manager in front of the oth-
ers “I didn’t do what you said.”

• The receptionist needs to convey a professional
image at all times.
To ensure that, establish protocols for every type of

situation the front desk encounters – what to do when
a patient wants information on the physician’s creden-
tials or complains about an account or wants informa-
tion about a procedure.
In addition, post a list of comments as a constant

reminder of what to say to callers:
– I can appreciate how you feel.
– I can understand how that must have

upset you.
– Which time is more convenient for you?
– I enjoyed talking with you.
– I can’t help you with that, but I’m going

to send you to Staffer A and she’ll get
it straight for you.

– I’m sorry you’ve had a problem. Tell me
how I can help you.

And because it’s the receptionist who gets most of
the nonclinical questions, keep a notebook at the front
desk with the basic information about the office – the
services it offers, appointment hours, the hospitals
where the doctors have privileges, and driving direc-
tions from north, south, east, and west.

free motivators that work

Here are two ideas for motivating staff – and doing
so at no cost.

• Let staff earn a value day, which is a day off with
pay, once a quarter. And don’t make it easy to earn.
During the quarter, evaluate staff on three things.
Punctuality. Not just getting in on time but being at

the desk working, not drinking coffee.
Appearance.White clothes are white and not dingy,

uniforms are pressed, shoes are clean and in good
repair, and so on. Patients notice those things.
Initiative. Doing more than what’s required – com-

ing up with a new idea, doing something extra such as
phoning a patient who’s left something in the office or
keeping the break room clean without being asked.
Also keep informal notes on any outstanding things

individual staffers do.
At the end of the quarter, meet with staff to recom-

mend one or two staffers for a value day. Then say
“Staffer A has done X and Y. What do you think?”
Staff give their opinion on the performance and vote
yes or no. Staff can also recommend one more person
for consideration.

• Recognize good performance. Recognition can be
formal, such as honoring a staffer at lunch. But it can
also be as simple and inexpensive as sending a com-
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plimentary note or letter to the staffer or spotlighting
the staffer in a meeting.
The most motivating recognition of all comes when

the physician joins in and signs the letter or attends
the meeting when the staffer is honored.

simple, practical marketing ideas

If there’s no marketing department, the manager has
the added job of finding ways to attract new patients.
Here are some easy ones.

• The best referrals come from patients. To encour-
age them, make visiting the office just a little better
than visiting the office down the street.
One office, for example, gives an apple plus a

brochure on healthy snacks to patients when they
leave. And carrying the theme further, it sends new
patients apple refrigerator magnets with the office’s
address and telephone number.

• Use local merchants for the printing and office
supplies.

• Sponsor a school sports team or a Little League
team and get the office’s name printed in the programs
and on field signs.

• Invite the staff of a referring practice to lunch
each month. It’s often the staff who give patients
referral names.

• Call the communications directors of large local
businesses and offer to write health columns for their
newsletters.

• Call clubs such as Rotary and Kiwanis and offer
both manager and physician as speakers for their
meetings. Topics can be new plastic surgeries, how
colds are passed, allergies, diet, weight loss, exercise,
and so on.

• Call the local TV stations and newspapers and
offer to provide information in the office’s specialty
whenever they need it.

• Set short meetings with the managers of referring
offices. Just ask if the manager has problems with or
recommendations for the referrals and leave some lit-
erature about the specialty and the practice.
To make sure the visit is well received and doesn’t

get forgotten afterwards, bring along a box of gourmet
sweets for the manager, doctors, and staff.

how to cover for absent staff

When a staffer is out, parts of the job usually fall
through the cracks.
To prevent that, have staff list all the tasks their

jobs entail. Tell them to include everything from rout-
ing the mail to watering the plants and turning out the
lights.
If a job is done only on certain days, show which

days, for example, “take deposits to bank – Wednes-
day and Friday.”
Then draw up a form for each job. Down the side,

list all the duties and add spaces beside each item for
“completed” and “comments.” The covering staffer
checks off the duties that get done and in the com-
ments space mentions any points the manager needs to
know about such as “bank was closed today, so the
deposits are in the safe.”
At the end of the day, the covering staffer returns

the form to the manager. It shows that everything has
been taken care of.

logical theft prevention

No manager should spend time looking for theft,
but every manager should take steps to prevent it.
Theft is caused by neglect and opportunity, and the

only way to prevent it is to keep tabs on what every-
body does. The basic protections:

• At least two people should handle the incoming
checks and cash. One opens the mail and lists the pay-
ments and the other posts the money to the accounts.

• Write-offs should have written authorization from
either a physician or the manager. Or have one person
authorize the write-offs and another post them.
To find out if write-offs are being manipulated, call

a few of the accounts that were written off and verify
that they were never paid.

• Every check should have an approved invoice
attached before it’s signed. That eliminates the possi-
bility of someone’s writing checks to a fictitious ven-
dor.

• If theft is suspected, go to the billing office and
say “We’re going to run all the statements right now
and mail them today.” Include a letter with each one
saying “please verify your balance, and if there is any
discrepancy, call the office manager.”
If money is being deposited into bogus accounts,

there will be calls from people who have paid but
whose payments have not been posted.

show staff how to respect patients

Give staff guidelines for treating the patients
respectfully.

• Especially with older patients, give physical as
well as verbal instructions. Don’t just say “the gown
opens in the font.” Show the person the ties and say
“this will tie in the front.” Or if a urine specimen is
needed, show the patient exactly where to place the
filled container.

• Don’t escort patients to the exam rooms only.
Escort them to the check-out desk as well. In a large
office, it can be confusing which way to go.
And once at the check-out desk, introduce the
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patient to the staffer there and give a pleasant good-
bye.

• Make eye contact with patients. Don’t hand some-
body a form to fill out without looking at that person
and saying something nice.

• Watch for patients to come in and be the first to
say hello. Don’t make the patient come to the window
and wait to be acknowledged.

an easy way to track whereabouts

To track who’s where, keep a loose-leaf book with a
page for each week.
Down the left side, list all the areas that have to be

covered, such as reception, insurance, lab, billing, and
so on.
To the right of that, put in a column for each day

and write in the name of whoever is responsible for
each area for each day. Make the entries in pencil so
when people are out, so it’s easy to make changes.
Most of the slots will list the same person for every

day. But when the regular person is out, everybody
can see who the back-up is.
Some positions aren’t so regular but may get filled

on some days by one person and other days by anoth-
er. The schedule keeps everybody straight on that.
Post the schedule Friday afternoon so it’s ready for

everybody to see Monday morning.

good benefits at very little cost

With the economy down, it’s not always possible to
give staff the raises they’ve had in the past. But it is
possible to give them benefits they appreciate and that
don’t cost much.

• A well appreciated perq is a set amount of hourly
paid leave. The office might give, say, 16 hours a
year. It can be part of the other leave days or in addi-
tion to them.
Staff use the hours however they want, and the

advantage is that they can be out for an appointment
without having to take a full or a half day off.
Staff submit a written request for the hours noting

the time they will leave and the anticipated return
time. The manager approves it, and when the staffer
returns, the form goes back to the manager who notes
the actual amount of time taken.
To make the tracking easier, count each partial hour

as a full hour.
• Education is an appreciated benefit because it

says the office recognizes its employees’ potential and
wants them to grow in their jobs.
Some good ways to provide it:
– Cross train. That increases everybody’s skills and

also fosters a sense of cooperation.
– Bring in outside speakers. Cover topics that bene-

fit staff personally, such as financial planning or child
psychology or applying for a mortgage or the laws on
divorce and child custody.
– Have one of the doctors explain a diagnosis or a

procedure the office sees often.
– Pay for professional certifications.
– Pay for membership in professional associations.
– Take advantage of vendors’ free courses, especial-

ly courses on using various softwares.

be a listener and a leader

Finally, there’s the issue of self management. And
two elements employees expect in their manager are
good listening and good leading.

• Being a listener
The art of listening is no more than showing staff

their message is being delivered.
The body language: Get at eye level with the staffer

so it doesn’t appear the manager is trying to be superi-
or to the staffer. Lean forward so the staffer sees the
manager is engaged in the conversation. That says
right off “I’m listening to you.”
When the staffer speaks, nod. Don’t interrupt.
The listening language: Ask open-ended questions,

which are questions that begin with “tell me” or “give
me an example” or “can you explain more what you
mean?”
Acknowledge the staffer’s position with statements

such as “you seem worried about getting a raise” or
“you sound upset about not getting your vacation
request approved.” The manager isn’t criticizing but
wants to hear the staffer’s views.
Show understanding. Summarize what’s been said

as in “so what you’re saying is that you’d like to
move to a workstation where you can have more pri-
vacy.”
Besides making sure both sides are on the same

page, that’s a polite way to tell the staffer that time’s
up.

• Being a leader
Be a role model.What’s good for the manager is

good for the staff. They can’t be expected to get to
work by 8:00 a.m. if the manager doesn’t get in even
earlier. Neither are they going to dress and act profes-
sionally if the manager chews gum all day.
Expect the best. If the manager thinks staff won’t

do something, take it to the bank they won’t. Think
they will do it and it gets done.
Show confidence. And the best way to get confi-

dence is through education. It can be formal education
such as business or practice management courses. It
can also be informal through seminars and workshops.
But the best education comes from maintaining peer

contact through professional associations and from
reading professional publications. Knowing what’s
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happening in other offices and what to expect for the
individual office builds confidence that what the
office is doing is right.
Know how to talk to staff. Be specific. Instead of

“you’re not showing any interest in your job,” explain
what needs to be done, perhaps “you need to smile
and say something personal to every patient you
meet.”
Encourage questions. End every assignment and

directive with “is there anything you’re not clear
about on this?” or “what’s the hardest part about this
for you?”
Show confidence in staff. “I can see you’re trying

to do a good job” inspires anybody to be productive.
Acknowledge that bad news is bad news. If some-

one is being fired, say “I feel terrible about this, but I
know it’s even worse for you.”
Self evaluate. The best but also the most painful

way to build leadership skills is to role play situations
and videotape them.
Have a friend or a group of people play the role of

staff and practice giving directions, explaining proce-
dures, and disciplining. Watching the playback can be
a cringing experience, but it shows how the manager
comes across to staff as well as to the doctors. �

ICD-10: getting staff ready
won’t be terribly difficult
BY THERESE M. JORWIC, MPH, RHIA CCS, CCS-P, FAHIMA

ICD-10-CM.
What in the world does the office do to get ready

for it?
Here are the parts managers need to know about.

new book, same two volumes

ICD-10 is the revised version of ICD-9.
There are two parts to it, just as there are to ICD-9.
The first is the Clinical Modifications or ICD-10-

CM (just like ICD-9-CM). Those are the diagnosis
codes, and it’s the only part physician offices use.
The second part is procedure codes, but only hospi-

tals use those. Offices use the CPT procedure codes

instead. ICD-10 won’t affect the CPT codes at all.
Offices will continue to use them just as they have
been doing all along.

no, not really very difficult

It will take training, but ICD-10 coding shouldn’t
be any more difficult than ICD-9 coding.
Yes, the codes look different. They can have up to

seven letters and numbers whereas the ICD-9 codes
can have no more than five numbers, and except for
the E codes and V codes, they don’t use letters at all.
And yes, there are more ICD-10-CMs than ICD-9s.

But not a tremendous amount more. And as is the case
now, offices will only use the ones that apply to their
practice areas, so don’t expect to be deluged with a
ton of new codes.

clearer codes, similar guidelines

In general, the changes that I-10 brings are good
clarifications. They make it possible to tell more
about the patient’s diagnosis, often with fewer codes.
An example is diabetic retinopathy.
With ICD-9, there are two codes. The first is for

diabetes with ophthalmic manifestations – 250.5x,
with the fifth digit showing the type of diabetes and
whether it is uncontrolled. The second is for the dia-
betic retinopathy.
With ICD-10, however, it’s possible to cover the

diabetes, the type of retinopathy, and even macular
edema with just one code. If the diabetes is Type 1
with macular edema, for example, the code is
E10.341. The 3 says ophthalmic complication, the 4
says severe nonproliferative retinopathy, and the 1
says macular edema.
The guidelines for using the ICD-10 codes are

much the same as those for ICD-9.
For HIV, for example, the ICD-9-CM guidelines say

that if the patient has HIV with manifestation, code
the HIV first. And the ICD-10-CM guidelines say the
same.
Thus, the office will be following almost the same

guidelines. It will just be using different codes.
As to format, the new codes have up to seven char-

acters and all of them have both letters and numbers.
By contrast, the ICD-9-CM codes never have more
than five characters, which are most of the time num-
bers.

a longer but not too long superbill

The superbill will, of course, be longer with ICD-
10-CM, simply because there are more specific codes
for many diagnoses.
For example, with cortical senile cataracts, ICD-9-

ICD-9-CM and CPT
coding update
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CM has just one code (366.15). But with ICD-10-CM,
the superbill will have to include codes for left eye,
right eye, bilateral, or unspecified.
However, the office should be able to redesign its

superbill inhouse. Any staffer who has completed
ICD-10 training should be able to do it.
On the AHIMA website are two good examples of

how an updated superbill might look. Go to
http://www.ahima.org/ICD10/faqs.aspx. The links to
the examples are on the far left side.

where to find the training

Moving to the new codes will, of course, require
training, and for that, there are a myriad of sources.
Google “ICD-10 training” and all sorts of options
appear, from seminars to online programs sponsored
by both professional organizations and commercial
vendors.
Of particular interest is the training being provided

by the American Health Information Management
Association. AHIMA has set up an academy for
“trainer training,” or education for people who will
become ICD-10 trainers. A trainer gets AHIMA
approval by completing a training course plus some
preliminary work and passing an assessment. The
trainers also take continuing education.
Many of the trainers are called ambassadors, which

means they are available to provide training for
offices and other groups and have posted their contact
information on the AHIMA site.
To reach an ambassador, go to https://secure.ahima

.org/Certification/Ambassador/Search.aspx and in the
search boxes click on “ambassador” and indicate the
state. Below that click on the setting (“physician prac-
tice”), and the search will give the names and e-mail
addresses of the people who fit that description.
Some trainers have chosen not to post contact infor-

mation, but the office can check that same site to see
if an individual has AHIMA approval.
As to how long the training will take, the answer is

not very long at all.
The government estimates that learning the diagno-

sis codes alone – not the procedure codes that hospi-
tals use – will take only about 16 hours of training,
and that includes preparation and practice.
Even the AHIMA academy training currently lasts

just two days. It covers the individual chapters of the
ICD-10 book plus coding for the individual setting
where the training will work – physician office, home
health agency, nursing facility, or whatever.

everybody needs a little training

The amount of training depends on the office.
In a small office where the manager does hands-on

work, the manager will probably need the same train-

ing as the coder. In a large practice, only the coding
and billing staff will need full training.
But everybody – staff and physicians – needs at

least basic training in ICD-10 to understand what’s
going on – the background, why the new codes are
needed, and how the new codes differ from ICD-9.
Everybody should also know which codes the office

will be using and how to follow the new superbill.
As to who should do the training, that’s the office’s

choice. A small office might decide to send everybody
in the billing department to a training course. A large
practice might name a lead person to get training and
then train the rest of the staff. Or the office might get
an outsider to do the training inhouse.

the physician documentation

Perhaps the most difficult part of ICD-10 is that the
physician documentation will have to be as specific as
the codes are. Thus, the doctors will need to learn
what documentation is needed for each of the codes
on the new superbill.
The positive side of that, however, is that much of

the documentation is already there.
For example, in obstetrics, many of the ICD-10-CM

codes include the trimester. ICD-9-CM doesn’t show
the trimester, so coders don’t look for it, and many
doctors don’t document it. But just about all doctors
routinely document the number of weeks in the preg-
nancy, which identifies the trimester.
Another example is laterality. The ICD-10 codes

include it whereas ICD-9 doesn’t. But for any condi-
tion that can affect the right, left, or both sides, doc-
tors are already documenting which eye or ear or limb
or whatever is affected. Coders just haven’t been
looking for that information.

urban legends and code books

Some time ago, urban legend said ICD-10 had so
many codes that there would not be a printed version
of it – only online access.
But the books are indeed here, and they aren’t much

larger than the ICD-9-CM books. Medical offices only
need the ICD-10-CM codes, which are included in one
book. It’s the same size as the current book and about
two inches thick with a little over 1,000 pages. And
the print is standard size.
The books are available from the same companies

that publish the ICD-9-CM books.
Therese M. Jorwic, MPH, RHIA, CCS, CCS-P,

FAHIMA, is assistant professor of health information
management at the University of Illinois at Chicago
and senior consultant for MC Strategies in Atlanta.
She is also coauthor of ICD-10-PCS: An Applied

Approach, a book on hospital inpatient coding pub-
lished by AHIMA Press. �
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E-prescribing: still time
to avoid next year’s pay cut
and also get a bonus in 2014
A final reminder: doctors and group practices that

have not met the electronic prescribing requirements
and that want to request a hardship exemption need to
act fast get a 1.5% Medicare pay cut next year.
There are several ways to save the day.
The easiest is to take advantage of a sort of grace

period and report e-scripting (code G8553) on any
Part B claims before June 30. The required number of
e-scripts that have to be reported on individual claims
are

individuals – 10
groups with 25-99 providers – 625
groups with 100 or more providers – 2,500

And doctors and groups that aren’t able to do that
can only avoid the cuts by showing they are exempt.
They can show that by submitting one of the two G
codes below on a claim by June 30. Or, if neither of
the G codes applies, by submitting a request for a
hardship exemption online.
The exemptions are
• unable to prescribe electronically due to local,

state, or federal law or regulation
• write fewer than 100 prescriptions from

January 1 through June 30 of this year
• practice in a rural area without sufficient high-

speed Internet access (G8642)
• practice in an area without sufficient available

pharmacies for electronic prescribing (G8643)

requesting an exemption online

For requesting an exemption online there is a rather
long form that has to be submitted by June 30. The
address is http://www.qualitynet.org/pqrs.
To complete the form, offices will probably need to

follow a user manual, which can be downloaded at
https://www.qualitynet.org/portal/server.pt/community
/communications_support_system/234#.
But be careful. There’s a bit of a trick to getting to

it. On the far right side of the page, click the help but-
ton. That downloads the manual. Also note that on
page 8 of the manual at section 4.3 (“Accessing the
System”) is a link to the actual request site.
On that same request site, doctors can submit

requests for feedback reports on the success of their
quality reporting and e-scripting.

the pay cuts to avoid

Electronic prescribing is a requirement for just
about all providers and group practices. Fail to meet

the guides, and the Part B Medicare payments get cut
as follows:
2012 – 1% ( or, provider gets 99% of Medicare

payments)
2013 – 1.5% (provider gets 98.5% of payments)
2014 – 2% (provider gets 98% of payments)
There are only a few exemptions.
One is that the provider has fewer than 100 patients

with encounter codes that apply to e-prescribing dur-
ing the first six months of this year.
One is that less than 10% of the provider’s charges

come from e-prescribing encounter codes.
And the last is that the provider doesn’t have pre-

scribing privileges. If that’s the case, code G8644 has
to appear on a claim between January 1 and June 30 of
this year.

what about the 2014 pay cut?

But don’t forget that 2% cut appearing in 2014. The
only way to avoid it is to e-prescribe now. And the
good news is that doing so not only avoids the cut but
gets a 2% incentive payment.
Once again, there is a minimum number of claims

that have to carry the G8553 e-scripting code. And
those claims have to carry dates of service for this
year – or from Jan. 1, 2012 through Dec. 31, 2012.
The required numbers of electronic prescriptions

are the same as the current requirements – 10 for indi-
viduals and 625 and 2,500 for small and large groups
respectively. �

Watch out for ADA claims;
they are now easier to file
and a lot easier to win
(Note: The ADA applies to offices with 15 or more

employees. Depending on the practice’s business
structure, the physicians may be included in that
count.)
An amendment to the Americans with Disabilities

Act is putting more employees under ADA protection.
It’s called the ADAAmendments Act, or ADAAA.

It went into effect last year, and it has broadened the
definition of disability so it’s easier for an employee
to claim ADA protection and easier to win the claim.
In the past, people who brought claims had a hard

time proving they actually had disabilities, says ANN
KIERNAN, a New Brunswick, NJ, attorney who
focuses on preventive law for employers. Kiernan is
also a trainer in management law.
Disabilities were narrowly defined to the point that
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employees won ADA discrimination claims only 10%
of the time, mainly because their conditions didn’t
pass muster as full-fledged disabilities.
By contrast, the employee win rate in other kinds of

discrimination claims is 60%.
The ADAAA, however, “stops the fighting over

whether someone is disabled.” And it does so by lean-
ing heavily in favor of the employee so that a large
number of medical conditions can now be considered
disabilities and the people who have those conditions
can get the nondiscrimination and reasonable accom-
modations the ADA provides.
As a result, employers are seeing more ADA claims

and are having to provide more accommodations. In
fact, the Equal Employment Opportunity Commission
estimates the amendment will put from 12 million to
38 million more people under ADA coverage and that
employers will have to provide from 400,000 to 1 mil-
lion more ADA accommodations each year at a cost of
from $60 million to $180 million.

‘regarded as’ is a term to watch

The ADA applies to any physical or mental impair-
ment that substantially limits one or more major life
activities, Kiernan explains.
And it covers anybody who has such an impairment

or has a history of it or who is “regarded as” having it.
That hasn’t changed. What has changed is that it’s

now easier for people to establish coverage in the
“regarded as” part of the law.
An employer “regards” an individual as having a

disability if it takes any adverse action such as termi-
nation or demotion or not hiring because of an
impairment or because the employer believes there is
an impairment.
Until now, that provision has applied only if the

employer perceived the disability as substantially lim-
iting a major life activity. And that provided a built-in
excuse. All an employer had to say was “we realized
there was an impairment but we didn’t think it limited
a major life function.”
The ADAAA has done away with that argument. It

says that whether a condition is “regarded as” a dis-
ability depends not on whether the employer thinks it
limits a life function but on how the employer treats
the individual.
If the employer takes some adverse action against

somebody because of a disability – whether the dis-
ability is real or only perceived – ADA protection
steps right in.

limited, but not so substantially

Another area that loosens the requirements is that of
“substantially limits.”
In the past, substantially limiting a life activity was

defined as significantly restricting it. The ADAAA,
however, defines substantially only as “greater than
moderate,” Kiernan says.
The new amendment also says the term substantial-

ly has to be interpreted by the employee’s individual
circumstances and more in favor of a yes than a no.
For example, before the amendment, a condition

that lasted only a few months wasn’t considered sub-
stantially limiting. Now it can be.
The same is true for inactive disabilities. Before the

amendment, employees couldn’t always get ADA pro-
tection for a disability that wasn’t active. An employ-
ee with cancer, for example, came under the ADA
only if the cancer was active, not if it was in remis-
sion.
Now, however, it doesn’t matter if a condition is

active or not. If it limits a major life activity when it’s
active, the ADA applies.
Thus, if there’s a chronic condition where the symp-

toms come and go, that’s considered a disability, even
if the life activity is only affected when the impair-
ment is active.
That would apply, for example, to epilepsy, hyper-

tension, asthma, diabetes, and bipolar disorder. It
would also apply to cancer that’s in remission but that
could return and limit a life activity.
Along with that, “mitigating measures” can no

longer be taken into consideration when deciding if
there’s a substantial limitation.
Before the amendment, ADA protection didn’t

apply if a condition could be controlled or mitigated
with things such as medication or hearing aids or an
artificial limb. Somebody who had a medical condi-
tion that would be limiting if left untreated was not
disabled if the condition was under control.
But that’s no longer the case. The mitigating ele-

ments don’t get considered at all. For example, an
employee with a hearing problem that limits a major
activity is considered disabled even if the hearing
issue is corrected by a hearing aid.
There is an exception to that, however. A vision

by john chase

I’m sorry. The doctor is unavailable. Would you
like to send him a Facebook message?



problem that’s corrected by ordinary eyeglasses or
contact lenses is still not a disability.
But outside glasses and contact lenses, no matter

how successful the mitigating factor may be in allow-
ing the person to overcome the disability, “that person
is still disabled.”

even medicine can be a disability

Another change the ADAAA has brought is a clari-
fication that medicine can create a disability even if
the disease it’s treating doesn’t require an accommo-
dation.
For example, if an employee is taking a diuretic

that creates a need for frequent restroom breaks, tak-
ing the diuretic can be ADA-covered and the office
might have to allow the extra break times.

don’t try to fight it

What it all comes down to, Kiernan says, is that
employers need to quit haggling over whether a condi-
tion qualifies as an ADA disability or not. Under the

broadened definition laid out in the ADAAA, it proba-
bly does.
Spend the time instead on making sure the office

complies with the ADA, and that starts by making an
honest effort to decide if an employee needs an
accommodation.
Be aware that the employee doesn’t have to men-

tion the ADA when asking for an accommodation. The
request can be as vague as “I’m having trouble on the
job because of X condition, and I need Y to help me
with that.”
Be aware too that the request doesn’t have to come

from the employee. It can come from a spouse, a fam-
ily member, or a doctor. Or the manager might simply
recognize the need for an accommodation.
Any time there’s a request for a change in some-

body’s job because of a mental or physical issue,
“consider it a request under the ADA.”
Then find out what accommodation is needed. But

be careful. Don’t ask for too much information. All
the office needs to know is what the disability is and
what accommodation is necessary.
Kiernan recommends asking no more than three

questions:
• What is the condition?
• What is the restriction?
• What accommodation do you need? or How can

we help you be successful in your job?
The office can ask for physician verification of the

condition. If somebody says, for example, “my back is
hurt so I need a different type of chair,” it’s permissi-
ble to say “I need a note from a doctor to find out
what you need.”
And if the employee refuses to provide it, there’s no

need to go further. Unless the employee follows the
ADA requirements, there’s no protection.
The accommodation doesn’t have to be exactly

what the employee requests. It only has to be reason-
able, which means “it gets the job done.” For that rea-
son, Kiernan’s advice is not to ask the doctor what
accommodation the person needs. The doctor might
recommend something “that’s too costly and isn’t
needed.”

a good list of accommodations

The Department of Labor’s Job Accommodation
Network has a database that lists accommodations that
can fulfill the ADA requirements for various condi-
tions. Go to askjan.org and at the top of the page click
on “Search Accommodations Database.” Then click
on the general impairment (such as arthritis or cancer)
and after that, click on the specific problem to get a
list of accommodation options.
Kiernan points out that “the courts look favorably”

on any employer who uses the JAN source to deter-
mine what accommodation to provide. �
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