
While all managers are conscientious about HIPAA
privacy and security, one area that hasn’t generated
much concern is the breach notification rule.
It’s HITECH, or the Health Information Technology

for Economic Clinical Health Act, and it requires
HIPAA-covered entities to notify patients, the govern-
ment, and sometimes the media of breaches in the
confidentiality of protected health information, or
PHI.
It’s time to start worrying about it.
Until recently, when breaches were reported, the

government has in most cases responded simply by
helping the office or hospital get into compliance with
HITECH.
No more. The government is now investigating

breaches and imposing heavy fines. And while it is
initiating some investigations on its own, the greatest
number are being triggered by the breach notifications
offices and hospitals are required to file.
Some of the larger violations have brought million-

dollar fines. But the government is going after viola-
tions of all sizes, not just those that bring in signifi-
cant money, says JEANINE LEHMAN, a health care
attorney in Austin, TX.
In one case, for example, a medical practice was

fined $100,000 – not much for the government, “but
devastating for a small office.”

breaches of all shapes and sizes

The breach notification rule says that when an
office or hospital or payer experiences a breach in the
confidentiality of unsecured PHI, it has to notify the
patients and the government. Unsecured means the
PHI can be read or used.
Offices have to file a year-end report of all breach-

es, no matter how small. However, breaches that
involve 500 or more patients have to be reported to
the government within 60 days and often to the media
as well.
Breaches occur in all sorts of ways, Lehman says.
Most common are losses and thefts of laptops along

with situations were employees steal backup drives or

entire computers. But there are also violations no one
could ever anticipate.
In one case, for example, a medical office posted its

surgical calendar on the internet by mistake.
Another office gave away a file cabinet with patient

files and didn’t empty it first.
A lab found that a batch invoices that had not been

mailed was missing.
And in a case Lehman terms “bizarre,” people pos-

ing as employees of a recycling company came into an
office and took out the x-ray films – all of which had
PHI on the jackets.

the HITECH provisions to know

The main points managers need to be aware of are
these:
• What constitutes a breach. A breach occurs only

when the data involved is unsecured, which means an
(please turn to page 3)
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this month’s
idea

Online manual shows how the office
runs and what the manager does
AWashington, D.C., manager has set up an operations manual

that covers every imaginable item of managing the office. As a
result, when she is out, the practice “can keep the trains running on
time,” says JILL D. HIRSCH, chief operating officer of the law
firm of Slevin & Hart.
And, she says, “it’s for me as well as for someone stepping in for

me,” because no manager can remember every detail of everything.
It’s a quick reference whenever a question arises.
And perhaps most important, it spells out “the official way to do

things.”
Hirsch began the manual a year and a half ago, and since then, it’s

been a work in progress. She keeps it as a Word document that’s
available to the entire office. To find something, all anybody has to
do is enter a search term.
The manual outlines the daily procedures, the emergency proce-

dures, the accounting procedures – everything. Many items follow
templates. For example, there’s a template for new-employee orien-
tation that’s been adapted to the individual jobs.
The section on human resources tells how the office recruits staff

all the way to what the progressive discipline procedure entails and
how to document disciplinary actions.
There are summaries of the FLSA, FMLA, and ADA and the pro-

cedures for each – how to make a complaint and what elements and
remarks “should be a red light” to management.
When she first came to the job, Hirsch says, a pregnant employee

asked her for FMLA forms, and it was a scramble to find them. Now,
however, if somebody comes in and says “I’m having back prob-
lems,” there’s a procedure for an ergonomics assessment.
There is a facility section that tells how to arrange for HVAC ser-

vice and even “how often the carpets should be cleaned.”
There are emergency phone numbers for the entire building.
Another section summarizes the IT service contracts. Another

covers the telephone software and the policy on mobile devices and
when the warranties run out. Along with that are directions for han-
dling the more uncomplicated IT problems that come up.
There’s also a summary of Hirsch’s job description. “It’s an

overview of all my responsibilities,” she says – administrative, HR,
technology, and business functions – plus her reporting path.
At the end is a timeline showing all the things that happen every

month, such as when bills go out, and also the annual items, such as
when to renew contracts, when to do staff evaluations, and when to
make pension plan contributions.
And the timeline is a tickler system, Hirsch says. For each item,

there’s a start date such as “March 10 – X will be due in 30 days.
Start working on it now.” �
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(continued from page 1)
unauthorized person can read it or use it. It’s data that
either has not been encrypted or has not been com-
pletely destroyed.
Along with that, the disclosure has to pose a signifi-

cant risk to the patient’s finances or reputation.
There are three exceptions, or situations where an

unauthorized disclosure isn’t considered a breach
because it doesn’t pose any harm to anybody.
– One is when the data goes to somebody in the

office who is not authorized to see it and who returns
it immediately.
– One is when the data goes by mistake to someone

in another HIPAA-covered entity who is authorized to
access it but isn’t supposed to be getting it.
– And the third is when the data goes to an unautho-

rized person outside the office who could not have
kept it or used it.

• How to give notice. When a breach does occur,
the office has to give notice, and there are three types
of notification.
– Individual notice. The office has to notify each

patient by mail or e-mail. If there are 10 or more
patients with no address, it has to post a notice on the
home page of its web site or in a major print or broad-
cast media where those patients most likely live. If
there are fewer than 10, the office has to make an
effort to reach them by telephone or whatever means
are necessary to find them.
The notice has to be made no later than 60 days

after the breach is discovered. But it also has to be
made as quickly as possible, Lehman says. “The
office can’t sit on it for 60 days.”
The notice has to tell what information has been

disclosed, such as patient addresses, Social Security
numbers, medical information, or whatever.
It has to tell the patients what to do to protect

themselves, perhaps notify their credit card compa-
nies.
It has to tell what the office is doing to mitigate the

harm and prevent future breaches.
And it has to give contact information so patients

can call with questions. If the notice is posted on the
web site or in the media, it has to include a toll-free
number.
– Media notice. If 500 or more patients are affect-

ed, the office has to notify them individually and also
put a notice in the main media outlets in the states
where they live. The media notice is usually a press
release containing all the information the letter con-
tains.
Both notices have to be made within 60 days.
– Government notice. The office must also notify

the Department of Health and Human Services.
Offices are required to keep a log of all breaches

and send the information to the government at the end

of each year. The deadline for submission is March 1.
For breaches that affect fewer than 500 patients, the

year-end notice is sufficient. However, if 500 or more
patients are affected, the office has to submit a sepa-
rate breach report. The form can be found at
http://www.hhs.gov/ocr/privacy/hipaa/administrative/
breachnotificationrule/brinstruction.html.
Again, the time frame is 60 days.
– Business associate notice.When a business asso-

ciate breaches the confidentiality of the office’s data,
it has to tell the office – also within 60 days of discov-
ery. It’s then the office’s responsibility to notify the
patients.
That poses a problem, because not all business

associates are covered by HIPAA. If they don’t report
a breach, the office is the one holding the risk.
Lehman therefore recommends adding a provision

to the business associate agreement that the company
will report all breaches to the office as soon as they
are discovered.
With that provision, she says, if an issue arises from

the associate’s practices, the manager can show that
the office has taken all possible steps to comply with
the HITECH requirements.

encryption: just common sense

For electronic data, the office’s best protection
against breaches of confidentiality and government
audits, Lehman says, is proper encryption. The gov-
ernment doesn’t require it, but common sense does.
If the data is absolutely protected, the office doesn’t

have to a file breach notification with the government
if someone tries to access it, because reports are only
required for unsecured data. Once encrypted, it’s
secure.
Keep a record of when and how the encryption is

done, so if, say, a laptop is stolen, there’s a record of
the fact that the data was encrypted and how, and
there’s no need to report the event. If the government
ever asks about it, the office can say “our data was
encrypted, so it was not a reportable incident.”
She adds that it makes good sense not to be overly

cautious and report an event unnecessarily, because
any notification can generate an investigation.

what’s proper encryption?

The encryption has to be done properly, which
means it’s thorough to the point that there is very low
probability of anybody’s accessing the data without an
encryption key. And the key has to be kept somewhere
other than where the data is kept, Lehman says, “not
taped to the laptop.”
The National Institute of Standards and Technology

has set out encryption processes the office can follow.
They cover data at rest, or on the computer, and data
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The requirement

The office has to notify patients, the government,
and sometimes the media when patients’ protected
health information, or PHI, security is breached.

Unsecured data only

Notice is required only for breaches involving unse-
cured data, or data that can be read and used.
By contrast, secured data is either encrypted or

destroyed and therefore cannot be read or used by
anybody unauthorized to access it. (Guidelines for
encryption and destruction can be found in the April
27, 2009, issue of the Federal Register. Go to
www.hhs.gov/ocr/privacy/hipaa/understanding/
coveredentities/federalregisterbreachrfi.pdf.)

What is a breach?

A breach occurs when three things happen:
– There is unauthorized acquisition, access, use, or

disclosure of unsecured PHI.
– The security or privacy of the PHI is endangered.
– There is significant risk of harm to the patient’s

finances or reputation.

Three exclusions

There are three situations where a release does not
pose enough risk to be considered a breach:
– a disclosure to another HIPAA-covered entity or

business associate where the data is not used
– a disclosure to somebody who is authorized to

access the information but where no risk to
any patient occurs

– a disclosure to an unauthorized person who is not
able to retain or use it

In those situations, however, the office should doc-
ument what happens and explain why it is not a
breach. If a situation is challenged, the office will
have to prove that no breach occurred.

Notifying the patients

• Notify patients by first-class mail no later than 60
calendar days after the office finds out about the
breach – or should have found out about it.
If a patient is deceased, notice goes to the next of

kin or to the patient’s representative.
• For patients whose addresses cannot be located,

notice can be given in other ways.
If there are fewer than 10, the office can notify

them by telephone or any other means. However, if
there are 10 or more, the office has to put a “conspicu-
ous” notice on the home page of its website or in a
major print or broadcast media in the areas where
those patients likely live.
The office also has to maintain a toll-free number

for at least 90 days that patients can call to find out if
their information is included in the breach.

Notifying the government

• Keep a log of all breaches, no matter how small,
and submit it to the Department of Health and Human
Services at the end of the year, no later than March 1.
It has to be submitted electronically.
• If fewer than 500 people are involved in a breach,

notify HHS via the year-end log.
• If as many as 500 patients are involved, notify

HHS within 60 days.
(The electronic submission forms can be found at

http://ocrnotifications.hhs.gov/.)

Notifying the media

If more than 500 patients are involved, the office
also has to send a press release to the major media
outlets serving the city or state where the patients live.
The office has 60 days to do so.
The media notice has to include the same informa-

tion given in the notice posted on the website.

What the notice has to say:

The notice has to include five things:
– a description of what happened, the date, and the

date the office discovered it
– the data involved, e.g., name, Social Security

number, date of birth, address, diagnosis, and
so on. But don’t include the information itself
in the notice.

– whatever protective steps the patient needs to
take, such as how to contact credit bureaus
and how to find credit monitoring services

– what the office is doing to mitigate harm and
protect against further breaches

– office contact information for questions

Breaches by business associates

The business associate has to tell the office about
any breach within 60 days of finding out about it. The
office then has to notify the patients. �

HITECH – an outline for staff training
The Health Information Technology for Economic Clinical Health Act requires offices to notify patients,

the government, and sometimes the media when protected health information is compromised. It also requires
staff training in the basics of the rule. Here is an outline managers can follow for the training.



in motion, which is data being sent electronically.
They can be found at http://www.hhs.gov/ocr/privacy
/hipaa/administrative/breachnotificationrule/brguidan
ce.html.
Lehman advises that if the office is not set up to

establish an encryption procedure on its own, bringing
in a data management consultant “is a wise invest-
ment.”

staff training is required too

Still another requirement of HITECH is staff train-
ing. It needs to cover the general requirements of the
rule and also instruction on how to identify breaches
as well as breach risks.
Staff need to know that so they can report suspected

violations to the manager who in turn can decide if
notification is required.
As part of the training, Lehman recommends asking

staff to identify places in the office where breaches
could occur.
Many offices, for example, throw out papers con-

taining PHI without shredding them or dispose of
electronic data without destroying it.
Breaches can occur too from oral disclosures. A

staffer might try to help a personal injury attorney
drum up business by giving the attorney information
on patients who have had injuries. Or a staffer might
give a celebrity patient’s PHI to the media.
Thumb drives can pose great danger because they

are easy to misplace. Some office have stopped using
them altogether.
Taking work home can also be risky. In one situa-

tion, a manager took home backup tapes of the prac-
tice management system and they were stolen from
her home. Had she made a stop on the way home,
Lehman says, they could just as easily have been
stolen from her car.
A breach could also happen as a result of embezzle-

ment where an employee tries to cover up theft by
modifying records or even removing them from the
office. �
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Beware Lilly Ledbetter;
it extends the time limit
for unequal pay claims
Who is Lilly Ledbetter?
She’s the source of the Lilly Ledbetter Fair Pay Act,

a relatively new law that all but does away with the
time limits on when women can sue for equal pay vio-
lations.
The law came about three years ago, but it’s fast

becoming a significant point of interest, even to the
extent of Lilly Ledbetter’s being an opening speaker
at the Democratic national convention.
Expect an upswing in claims of underpayment from

female employees, says DENISE MURPHY, an
employment law attorney with Rubin and Rudman in
Boston.
And not always without good reason.
Current statistics show that women still make from

73 cents to 77 cents on the dollar compared to what
men make, even when they have the same job title,
responsibilities, education, and experience.

180 days from the last paycheck

The new law is an amendment to the Civil Rights
Act of 1964.
Originally, women only had a small window of time

to file equal-pay lawsuits. The limit was 180 days
after the employer’s first act of unfair pay (usually the
first pay check), though some states extended that to
300 days.
But 180 days or 300 days, after just a few months

on the job, “women were out of luck,” Murphy says.
If a female employee was being paid less than her
male peers and didn’t find out about it until two years
into the job, she could not file a complaint. It was too
late.
The Lilly Ledbetter law changed that. Under its

provisions, the days are counted from the date of the
last unfair paycheck – not the first.
And that gives a woman up to 180 (or 300) days

even after the job ends to file a suit.

2 years’ back pay multiplied by ??

The damages in fair pay claims are significant. The
employee can collect up to two years of back pay plus
legal fees.
So if Ms. Employee was paid $40,000 a year to do

the same job Mr. Employee was doing for $60,000,
the damages could come to two years at $20,000 each,
or $40,000.
But the real damages happen when the pay chal-

lenge is made by a group, perhaps all the women in a

by john chase

They’re having an e-scripting competition.
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large accounting department. There, the damages are
multiplied by the number of women affected.

what about the next employee?

That applies whether the woman and man are work-
ing at the same time or not, Murphy says.
Suppose the office terminates Employee Gentleman

who makes $60,000 and replaces him with Employee
Lady who has the same qualifications at $40,000.
Unless the manager can show a strong, legitimate

business reason for the lower pay, perhaps that the
business structure of the practice has changed, that’s
discrimination. The office “hired a woman knowing
she was cheaper.”
The law also applies to insurance benefits, vacation

time, and retirement contributions. If the benefits
package “only allows the boys in,” it’s discriminatory
and subject to the law.

there had better be a good reason

To keep safe from fair pay claims, Murphy’s advice
is to audit the pay scales of the male and female
employees in similar jobs. And that includes the
physician employees.
For example, if there are two nurses and the man

makes a higher salary, see if there is a legitimate busi-
ness reason for the difference, and if there is, “docu-
ment it and explain why there’s a disparity,” perhaps
that the man has X years’ more experience and sees
more patients than the woman.
And a word of caution: put the documentation in a

separate file, not in the personnel file of either of the
employees.
If there’s anything in an employee’s file “that in

any way, shape, or form shows some type of employ-
ment action,” the employer has to tell the employee
about it within 10 days, and doing that “could incite
litigation needlessly.”

what to do when there’s a violation

What if the manager discovers a violation where a
woman’s lower salary is, in fact, discriminatory?
One remedy is simply to admit the mistake, give the

woman two years’ of back pay, and raise her salary to
whatever the man is getting. That at least avoids the
legal fees of defending a suit, because now the dam-
ages are paid and there’s nothing more to claim.
Another approach is to raise the woman’s salary

and hope she doesn’t find out anytime soon that there
was a pay difference.
“That stops the bleeding, because the pay will be

fair from that day forward.”
It can also ward off a suit, because the statute of

limitations starts on the date of the most recent unfair

paycheck, and if 180 (or 300) days pass after that
check, the employee no longer has a claim.

a waiver? no

Another question is whether the office should raise
the woman’s salary and then offer her a bonus in
exchange for an agreement not to sue for the back pay.
And the answer, Murphy says, is no.
The EEOC can still come in and investigate and

require that the office give the back pay.
What’s more, asking for a waiver will only alert the

woman that the office is trying to avoid having to pay
what it owes her.
Murphy’s final recommendation: be careful of retal-

iation claims. Don’t take any adverse employment
action against an employee who has claimed back pay
unless it is both justified and documented. �

Don’t find out why staff
leave; find out instead
what makes them stay
Rarely does a manager get useable or even accurate

information in an exit interview.
When somebody quits, it’s often because of a lack

of trust in the employer. And nobody is going to admit
that, says KRISTINE SEXTER, president of
WorkWise Productions, a Tulsa organization that pro-
vides consulting in staff recruiting, development, and
retention.
Ask “why are you leaving?” and the answer won’t

be candid, if for no other reason than the staffer wants
to use the office as a reference. “People don’t want to
burn their bridges.”
On the other hand, it’s not uncommon for an angry

employee to get vitriolic and cite a long list of things
that weren’t acceptable. And no manager is going to
do anything with that information except try to forget
it. “It’s going to be brushed off with ‘Thank God he’s
gone!’”
Enter the entrance interview.
It’s productive. It catches the employee at the most

positive moment of the employment. The answers are
straightforward and create a profile of the staffer that
the manager can use to make the job interesting and
help that person develop professionally.

week #1 and very informal

Entrance interviews are best done during the first
week of employment, Sexter says, because that’s
when people are most eager to talk candidly about
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themselves and about their expectations of the job.
And there’s good information to be had, because

the manager can ask questions that could not be asked
in the job interview – questions about family and per-
sonal experience.
Do it informally, preferably over lunch.
As to what to talk about, she lists the following

items. Give the staffer a copy of the questions a few
days beforehand so there’s time “to give some thought
to them,” she says. Some people will even make
notes.
• Start with a get-to-know-you question: Tell me

more about yourself. Where did you grow up? What
was your first job? What are your hobbies? your out-
side interests?
“Probe, probe, probe,” she says. “This is about get-

ting to know the person you just married” and decid-
ing on the best way to set up a long-term relationship
that’s mutually beneficial.
Motivating somebody requires knowing personal

interests and likes and dislikes. For example, if the
manager wants to give a gift card as a reward and
knows the staffer is a golfer, the card can be for a golf
shop. That’s far more significant than a department
store card “that gets spent on ketchup and socks and
diapers.”

• Find out what the office is doing right in its
recruiting: What are some of the things about our
office that made you want to work here?
Those are the things that set the office apart from

the rest. Make a note of them and emphasize them in
the next hiring search.
The answers here will also evidence the staffer’s

drive, Sexter says. Somebody who can’t name any-
thing in particular is somebody “who was just looking
for a job” and may not be easy to motivate.

• What aspects of this job are you excited about?
What people mention here are their strengths. The

things they are excited about are the things they’re

To a great extent, managing staff (and also under-
standing the doctors) depends on recognizing where
each person stands in the generational scale.
Here’s how the generations from the beginning of

the 20th century to the present differ as employees.

• The Lost Generation (born 1883-1900). These are
the people who fought in World War I.

• The Greatest Generation (born 1901-1924). This
is the G.I. Generation, or the World War II veterans.

• The Silent Generation (born 1925-1945). These
are the children of the past two generations. Many
grew up in the Depression. They respect authority,
they conform, and they are well disciplined. They like
one-on-one communication. They put duty and work
before personal life and never combine the two.
As managers they are commanders-in-chief and

expect everybody to respect them for their long-term
experience.
They save their money and they pay cash.

• The Baby Boom Generation (born 1946-1964).
The Baby Boomers grew up in affluent times and see
themselves as privileged and different from everybody
else. They are optimistic and communicative.
Many are workaholics and are happy to put in long

hours to make more money. They question authority,
and as leaders they are chummy. They are team play-
ers, and they like to have meetings. They like titles.
They want to feel needed.
They are also the buy-now-pay-later generation.

• Generation X (born 1965-1981). These are the
Baby Busters or the 13th Generation. These people are

cautious and conservative, and they cherish their time
away from work.
They are the children of divorce, so they tend to be

self-sufficient and like figuring things out for them-
selves. Micromanagement won’t work here.
They don’t want to spend time meeting with any-

body but prefer to communicate fast with e-mail.
They are entrepreneurs and will change jobs at the

drop of a hat to get ahead.
They save their money.

• Generation Y (born 1981-1999). Other titles are
the Millennials, the Net Generation, Generation Next,
the Echo Boomers, and the Eighties Babies.
These people are good workers, good team players,

good multitaskers, and good goal-setters. But they are
also impatient and don’t want to wait for recognition.
They want immediate gratification.
They want their work to have meaning and they

want recognition for it, but they question authority.
They choose family over work.
Many have outstanding school loans, yet they don’t

hesitate to spend their money.

• Generation Z (born in the mid 1990s onward).
This is the Internet Generation, Generation Text, or
the Digital Natives. It remains to be seen what type of
employees they will be.

• Generation AO (born after 2000). This is the
Always-On Generation. They view the internet as part
of their brain, and some studies say that because of
that they will be quick-thinking and multitasking
employees but won’t have much patience and will not
be known for deep thinking. �

To understand employees, understand their generations
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good at. Follow those interests in making assign-
ments.
If somebody says “I’m excited about working the

front desk because I like seeing a lot of people during
the day,” that’s where the staffer’s talents should be
used. People do better work and stay in their jobs
longer “when they love what they’re doing.”

• Which parts of this job are you concerned about?
And that’s where training is needed. If the answer is

“I’m concerned about learning X software,” some-
body needs to provide help with that.
Also, she says, knowing the office will provide

training in those areas gives the staffer confidence. “It
allays some of the fear and reduces the anxiety” about
performing well in the new job.

• What style of management allows you to perform
at your best?
Some people want to be left alone; others want

close supervision. If the answer is “I hate microman-
agement,” don’t hover. On the other hand, someone
who says “I like coaching where the manager checks
with me every morning” wants an interpersonal rela-
tionship and daily contact with the manager.

• What advancement would you like to make? What
motivates you?
A new staffer who says “I want to be a supervisor

one day” is somebody who wants to get on the fast
track, somebody who will make good use of every
strength and move upward.
Or the answer might be “I have a baby, so it moti-

vates me to be out the door by 5:00 p.m.” Now the
manager knows that as long as that staffer performs,
it’s worth it to make an effort to help her leave on
time every day.

• What are you most eager to learn here? Are there
any areas of development you’d like us to help you
with?
The answer might be “I want to learn more about

infectious diseases” or “I want to learn such-and-such
skill” or communication or public speaking or how to
resolve conflicts. Some people might want to earn
professional certification.
Whatever is mentioned is an area of strong interest

and one the manager should expand with training.
Again, Sexter says, what people want to do is what
they do best.

• What kind of challenges let you to perform at
your best?
And follow that with What elements of a job do you

find least exciting?
If an answer is “I can’t stand accounting work,”

know ahead of time not to assign that staffer to
accounting tasks.
People may be quite good at various tasks, but

being good at them “doesn’t mean they like them.”

• What types of recognition do you really enjoy?
“People never say a raise.” Instead they cite

nonmonetary things such as “I’d really like to earn a
day off” or “I’d like the opportunity to go to the XYZ
conference.”
Some people like plaques. Some like gifts. Some

say they don’t want to be recognized publicly, and for
them, be private. “But most people like fanfare.”

• What would make you leave this job?
People are often at a loss of what to say. But what-

ever answer comes out is a foreshadowing “of what
the realities will be.”
This question will elicit some unexpected answers.
Someone might say “I had a boss who relied on

intimidation and threats, and I told my family I’d
never let anyone put me through that again.” Or there
could be personal issues such as “My husband has
cancer. If they give him a limited amount of time to
live, I’ll have to leave.”

• What would keep you in this job?
The answers usually run along the lines of “a good

manager” or “being treated fairly” or “having flexibil-
ity in my schedule” or “being asked my opinion.”
These are the things that will determine how long

the new hire stays in the job. �

Asthma and its formats
and comparing 493 to J45
BY THERESE M. JORWIC, MPH, RHIA CCS, CCS-P, FAHIMA

The asthma codes are worth understanding, because
many offices, regardless of specialty, see patients with
that condition.
What’s more, the CDC reports a great rise in the

number of asthma patients. No one seems to know
why, but from 2001 to 2009, the number of people
experiencing asthma grew by 4.3 million. Put in
another way, in 2001 about 1 in 14 people had asthma;
by 2009, 1 in 12 had it. Most affected were African
American children, who saw a 50% increase in the
disease during those eight years.
Among adults, women are more likely than men to

ICD-9-CM and CPT
coding update
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have the disease, though with children, it’s the other
way around – more boys than girls have it.

from mild to status asthmaticus

Asthma is chronic and life-long and can be quite
serious, even causing death.
As air is breathed in, it has to pass through the

nose, throat, and airways to the lungs. But asthma
hampers that passage by creating swelling and inflam-
mation in the airways. In response, the airways pro-
duce extra mucus, which narrows the path even more
and obstructs the breathing.
An attack can be triggered by a number of things –

cold temperature, dust, smoke, pet dander, and chemi-
cals.
At its most severe, the condition becomes status

asthmaticus where there is no response to typical
bronchodilator therapy. At that point, the asthma is a
true medical emergency.

ICD-9: category 493

In ICD-9-CM, asthma is coded at category 493 and
covers these types of the disease.
• extrinsic asthma, or asthma caused by an

environmental source such as hay (493.0x)
• intrinsic asthma, which is asthma with no

apparent external cause (493.1x)
• chronic obstructive asthma, which is asthma

with COPD, or chronic bronchitis (493.2x)
• other forms (493.8x)

This includes
– exercise-induced bronchospasm, which
is an attack brought on by exercise or
sports activity (493.81)

– cough variant asthma where the only
symptom is coughing (493.82)

• unspecified asthma (493.9x)
Note that four of those – extrinsic, intrinsic, chronic

obstructive, and unspecified – have required fifth dig-
its of

0 – unspecified
1 – with status asthmaticus
2 – with (acute) exacerbation

There are two documentation points to note here.
First, with the fifth digit 2, there are parentheses

around the word acute. They show that while the
record has to indicate acute status, the word itself
does not have to appear in the documentation.
With the fifth digit 1, however, the term status asth-

maticus does have to appear in the record. There’s no
assuming it even if the documentation says there’s an
intractable attack or that the airway obstruction is not
relieved by bronchodilators.
The second documentation point is that when the

term status asthmaticus appears in the record, that’s
what gets coded. If the record notes exacerbation as
well as status asthmaticus, don’t code both. Just use
the one code for the status asthmaticus, which is the
more serious of the two.

ICD-10-CM: J45

In ICD-10-CM, the asthma codes are in the J45 cat-
egory.
The first item to note here is that these codes don’t

distinguish between extrinsic and intrinsic asthma.
Instead, both are included in the general category of
asthma.
However, these codes do identify the type of asth-

ma, which depends on the frequency of the symptoms.
The types are
• mild intermittent, or symptoms on 2 or

fewer days per week (J45.2)
• mild persistent, or symptoms on more than

2 days a week (J45.3)
• moderate persistent, or symptoms occurring

every day (J45.4)
• severe persistent, or symptoms throughout

the day (J45.5)
• other and unspecified (J45.9)
For the first four of those codes, there are fifth

characters of
0 – uncomplicated – the patient has asthma

but no symptoms at the present
1 – (acute) exacerbation – and again note the

parentheses
2 – status asthmaticus

For the last code, J45.9, there are fifth characters to
show unspecified and other as well as sixth characters
to show exacerbation/status asthmaticus/uncompli-
cated or exercise-induced/cough variant/other.
So if the asthma is moderate persistent and the

patient has no symptoms right now, the code is J45.40.
Or if that same patient is having an attack right now
and the symptoms have worsened to the point of acute
exacerbation, the code is J45.41. Or if the patient has
status asthmaticus, the code is J45.42
And as with ICD-9-CM, if there is both acute exac-

erbation and status asthmaticus, the status asthmaticus
is what gets coded.

a separate code for COPD

One somewhat significant difference between the
old and new codes is that while ICD-9-CM’s asthma
codes cover chronic obstructive asthma (493.2x),
ICD-10-CM’s codes don’t. Instead, there is a general
code outside the asthma category, and it is J44.9
(chronic obstructive pulmonary disease, unspecified).
There is an excludes note at J45 showing that. It is
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the second note, and it says that obstructive asthma is
not included in J45 and must be coded separately.
So if the patient has moderate persistent asthma

with exacerbation plus COPD, ICD-9-CM codes it at
493.2x. But for ICD-10-CM, there need to be two
codes – J45.41 plus J44.9.

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, published by AHIMA Press. �

It’s time to pin down
that software vendor:
what? when? how much?
An essential step in the move to ICD-10 is to estab-

lish what the software vendor will do – and when and
how much it’s going to cost.
The Centers for Medicare and Medicaid services

emphasizes that the vendor needs to guarantee that the
office will have completely functional ICD-10 soft-
ware set up early enough to allow for thorough test-
ing. And the testing, it says, can take up to 19 months.
What’s more, CMS says, the vendor needs to guar-

antee that it will provide enough training and mainte-
nance for the office to avoid reimbursement holdups
and work flow interruptions.
Here are the questions to ask of current vendors and

also of new vendors the office is considering using.

questions to ask current vendors

THE SOFTWARE UPGRADES

• What upgrades will you make on our system?
– What is your timeline for making them?
– What is the cost?
– Are the upgrades covered by our existing

contract?
– When will the upgrades be ready for

testing?
– When will they be ready for full use?
– Will the ICD-10 software require that we

buy any new hardware?

THE TRANSITION

The office will need both systems for several
months after ICD-10 takes over Oct. 1, 2014, CMS

says, because there will still be outstanding claims for
services provided before that date, and those claims
will be in ICD-9 language.
• Do you have a phased approach for moving our

office from ICD-9 to ICD-10?
• Will our system accommodate both ICD-9 and

ICD-10 during the transition?
– For how long?

• Are you discontinuing any of the applications we
currently use for ICD-9?
– If so, when?

TRAINING AND SUPPORT

• What training will you provide for using the
upgrades?

• What customer support will you provide?
– Will there be a charge for either the training

or the support, and if so, what will it be?

questions to ask new vendors

If the office is moving to a new vendor, the govern-
ment recommends asking those questions plus these:
• How will your software simplify our office’s

transition to ICD-10?
• How does your system’s ease of use compare to

that of our current system?
• Based on what we already have in place, how

much will it cost to convert to your system?
• Will your product require a complete system

conversion?
• What is the cost of maintenance for your

product?
• Who in this area is using your system now?
• What kind of quality guarantees do you offer?

– Are these guarantees set out in the contract?
• What is your timeframe for implementation?

the one-time changeover

OCT. 1, 2014

On Oct. 1, 2014, everybody – offices, hospitals,
payers, suppliers – quits ICD-9 and moves to ICD-10.
Offices will use ICD-10-CM, which is the diagnosis

codes. Hospitals will use ICD-10-CM plus ICD-10-
PCS, which are the inpatient procedures codes.
PCS is only for hospitals, not offices. For proce-

getting ready for ICD-10-CM

ICD-10-CM: not case specific
The ICD-10-CM codes have both numbers and

letters, and the letters are always shown as capi-
tals.
However, ICD-10-CM is not case-sensitive. The

office can enter them on claims as capital or lower-
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ment consultant BOB BOWMAN of Human Resource
Management Consultants in Longmont, CO. “And
they all have to be dealt with – the sooner the better.”

the pouters with protruding lips

AFRAID THEY DON’T HAVE
THE RIGHT TO CHALLENGE

First is the staffer who pouts.
The pouter is somebody who expresses displeasure

or disagreement or disappointment by sulking. And
the facial expression that goes along with it is protrud-
ing lips.
Pouters are people “who have never been given the

right or earned the right to express themselves, and
they have turned inward as a result,” Bowman says.
They are passive aggressive. They use the pouting

as a socially acceptable way to abuse the people who
offend them.
Why do people pout?
In most cases, “because they don’t have a feeling of

empowerment.” They don’t think they have the right
to challenge anything. So they get back at people by
being negative toward them.
The way to approach the pouter is the same way to

approach any unacceptable behavior: define what it is
that has to be changed.
Be candid, Bowman says. Introduce it with “It

appears to me that in certain situations you project a
negative pouting persona.”
Then give examples: “I noticed it in situation A and

in situation B.”
There’s a good chance the staffer will pout right

through the conversation, and if so, don’t let that pass
unnoticed either. Say “and right now, you’re demon-
strating the same behavior.”
From there, show what effect the pouting is produc-

ing: “This behavior is causing the other staff to react
to you by doing X.”
What the manager has just said is “This is what

needs to stop, and this is why it needs to stop.”
People have to come to the conclusion on their own

that their behavior is inappropriate. The manager has
just told the staffer why it’s inappropriate and has left
it up to the individual to see that it is.
Now the job is to get the staffer to stop the pouting.
The way to get people to change, he says, is to get

them to recognize the situations that bring about their
undesirable behavior. So ask the why of it: “What’s
bringing this on? What is it about these situations that
you have to present yourself in this way?”
Then help the staffer see alterative ways to deal

with those situations.
Pouters, he says, “need to know they have the right

to communicate.” Thus, the alternatives might be
“when you feel like you are going to withdraw, you
need to ask the other person for more information” or

dures, offices will continue to use the CPT codes as
always.
The 10/1/14 date is firm. It won’t change. Neither

will there be in grace period. ICD-9-CM codes will
not be accepted for services provided on or after that
date. And ICD-10 codes will not be accepted for ser-
vices provided before that date.
Hospitals will use ICD-10-CM and ICD-10-PCS on

claims with discharge dates of Oct. 1, 2014, and after-
wards. �

To change behavior, show
what needs to be done, but
let staff decide how to do it
When dealing with unacceptable behavior, the first

rule is to stay away from accusations such as “you
have a bad attitude” or “you are lazy.”
Focus instead on what the behavior is, how it is

affecting the other staff and the office, and how the
staffer is perceived by the manager and other staff
because of it.
Then show alternative behaviors. But leave it to the

staffer to decide that a change needs to be made and
what that change has to be.
Here’s how to put that to work with three kinds of

staffers – the pouter, the manager wannabe, and the
excuse-finder.
All three can be found in any office, says manage-

Statement of Ownership, Management, and Circulation
(PS Form 3526)

Medical Office Manager (publication no. 1052-4894) is
published monthly by Ardmore Publishing Company, 1800
Peachtree St., Suite 335, Atlanta, GA 30309. Telephone
404/367-1991. Annual subscription price is $267.

Publisher and contact person: Susan Crawford, same
address. Editor: Susan Crawford. Owner: Ardmore Publishing
Company. Stockholder: Susan Crawford. Bondholders, mort-
gagees, and security holders: none.

Circulation (average number of copies printed each month
followed by the number of copies published nearest filing
date): total number of copies (3,000-2,900), paid subscrip-
tions outside county (2,721-2,611), paid in-county subscrip-
tions (13-14), sales through dealers (0-0), other paid classes
mailed through USPS (0-0), total paid circulation (2,734-
2,625), free distribution by mail outside county (0-0), free
distribution inside county (0-0), other classes mailed free
through USPS (0-0), free distribution outside the mail (0-0),
total free distribution (0-0), total distribution (2,734-2,625),
copies not distributed (266-275), total (3,000-2,900), percent
paid circulation (100%-100%).



“you need to talk with that other person further and
find out why the conversation is affecting you the way
it is.”
From there, it’s up to the staffer to make the

change. No manager can force that. People won’t
change any behavior “unless they figure it out for
themselves.”

the wanting-to-be-the-boss staffers

FEELING SLIGHTED BECAUSE
THEY DIDN’T GET THE JOB

Next is the manager wannabe, or the person who
tries to tell other people what to do. It’s not even
uncommon for that type of person to shout at the man-
ager.
The solution there, Bowman says, is to make it

clear that Wannabe isn’t the boss. And be blunt about
it: “Look, So-and-So, you are not the boss in this situ-
ation. If you have a complaint or if you think things
need to be done differently, I want to hear what you
have to say, but your position does not give you the

authority to behave the way you are behaving.”
Wannabes have to understand their position and

also their role in the organization.
Again, tell what needs to be changed and why:

“You have done this in situation A, it is unacceptable,
and here’s why.”
People who try to be the boss are usually people

who feel slighted. That’s particularly true when some-
body wanted to be promoted to manager and didn’t
get the job. They act that way because they weren’t
selected.
With them, the manager has to stay in control but at

the same time let them feel valued.
That doesn’t mean rewarding the bad behavior, he

says.
But over time, find out what their strengths are and

use them.
Recognize their talents and show them how they

can be helpful within the office. If they have leader-
ship skills – and wannabes often do – provide leader-
ship opportunities.
Doing that “can turn someone who is bitter into

someone who thinks ‘at least I’m respected.’”
But as with any behavior issue, the decision to

change has to be the employee’s. With the wannabe,
that means accepting the fact that somebody else was
chosen for the job.

the accepting-no-blame people

NEVER WILLING TO
OWN UP TO FAILURE

The third problem type is the staffer who has an
excuse for everything – and never hesitates to put the
blame on somebody else.
Once again, tell what needs to be changed: “You

did not accept responsibility for what you did in A and
B.” And tell too the effect that has on how the manag-
er and the other staff perceive that person.
As for effecting a change, the best tactic for

excusers and blamers, Bowman says, “is to get them
to understand what their role” in whatever situations
are cited.
Ask outright: “What role did you play in A?”
And then get that person to recognize what change

needs to be made: “You may feel that it was someone
else’s fault, but you were in involved. Why do you
believe the mistake happened, and what would you do
differently next time?”
Excusers have to accept ownership for their actions.

When they cite some reason they aren’t at fault, bring
them back to reality with “We are not talking about
what Staffer Smith did. We are talking about you and
what your role was in this and what you can do differ-
ently next time.”
And hopefully, the excuser will come to the conclu-

sion of “oh, I could have done that differently.” �
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