
Sequestration. It began March 1. And it is hitting
doctors’ payments by 2%.

As to what managers need to do to meet the pay-
ment reductions, the financial experts are all advising
essentially the same things: get the copays and
deductibles up front, and set up a credit-card-on-file
for as many patients as possible.

The sequester specifics are these:
• The 2% cut applies to all claims with a date of

service of April 1 and afterwards.
• It also applies to the cost of physician-adminis-

tered drugs.
• And it applies to any Medicare EHR incentive

payments made April 1 and afterwards. However, the
sequestration does not apply to Medicaid, so offices
that are participating in a state EHR program will not
see a reduction in their incentive payments.
• Copayments and deductibles have not changed.

Only doctors’ payments are cut. And it’s the payment
itself, not the allowed charge, that gets the hit.

So if the total payment for a service is $100 and the
office’s payment is normally $80, that $80 is reduced
by 2% to $78.40, but the office still collects the full
$20 from the patient.
• Medicare’s payments to patients for unassigned

claims have been cut by 2%, and Medicare recom-

mends that offices that don’t take assignment notify
their patients of this reduction.
• Durable medical equipment, graduate medical

education, and ambulatory surgery center payments
have also been cut by 2%.
• Other federal health care spending has been cut

by more than 5% this year and will see deeper cuts in
the future. That includes programs of the National
Institutes of Health, the Centers for Disease Control
and Prevention, and the Substance Abuse and Mental
Health Services Administration.

sequestration until 2021?
Sequestration is a procedure that puts a cap on the

federal budget by bringing in across-the-board spend-
ing reductions.

The Budget Control Act of 2011 called for seques-
(please turn to page 3)
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this month’s
idea

A half dozen plus one good ideas
A good manager = a good people-problem solver. Here are some

solutions readers have told MOM about in the past. They are easy to
implement, and they work.
• To keep little problems from getting big, name a head staffer

for the clinical area, front desk, billing department, and so on.
When staff have comments or problems, they have to e-mail them

to those individuals. The head staffers then address anything that
needs immediate attention, such as a double-booked appointment.
Then at the next staff meeting, they report on what they did solve
and present the unsolved issues to the group for discussion.
• To end the petty interruptions, set up a comment form. At the

top, the staffer circles comment, concern, or complaint. Below that
is a space to describe the problem. And below that is a space for the
suggested solution. Then the staffer signs the form. No forms are
considered unless all the areas are filled out.
• To end the personal complaints, call the complainer’s hand. If

it’s that Staffer A is doing this or that, say “Let’s get Staffer A in
here so she can be a part of this conversation.” Nine time out of 10,
the response will be “Oh there’s no need for that. I just wanted you
to know about it.” The end.
• To keep the front desk operating perfectly, one manager meets

with the staff each month to talk about just one procedure. They out-
line what’s required and discuss what might work better.
If there’s a change, the manager includes it in the front-desk man-

ual, which is a work in progress. The manual stays at the front desk
so staff know how to cover for one another and so new staffers know
how to do the work correctly.
• To prevent the fake sick-day calls that leave the office short-

handed, especially around the holidays, give everybody, say, five
sick days a year, and allow them to take the unused days (or a cer-
tain number of days) into the next year as added vacation time.
That way, the office has advance notice for most absences.
• To get exactly what the office needs when remodeling an area,

ask the staff who work there to make recommendations on where the
desks should be placed, where cabinets need to go, what papers to
keep elsewhere, and even how to reduce noise. That will eliminate
the efficiency obstacles.
• The perfect formula for addressing performance issues:
1. Tell what the problem is – behavior, poor work, or whatever.
2. Give examples of the problem.
3. Tell how the issue is harming the office and the patients.
4. Explain what the staffer has to do to correct it.
5. Set a deadline for getting is corrected.
Any employee can understand that message, so if the issue isn’t

eliminated, the manager can discipline freely. �
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(continued from page 1)
tration if Congress did not pass deficit reduction legis-
lation. The sequestration was originally set to take
place January 1, but the American Taxpayer Relief Act
of 2012 delayed it until March 1.

The current cuts will continue until 2021 unless
Congress agrees on a new budget that addresses feder-
al spending and the deficit. �

HIPAA extends to gossip
as well as to searching out
dirt on an ex-spouse

Getting staff to maintain patient confidentiality
goes much farther than getting them to protect elec-
tronic data.

A significant risk for offices is just plain talk. A
staffer tells a friend about a patient’s condition. Or
there could be actual malice where a staffer looks up
information on an ex-spouse. Or there could be inno-
cent talk where a staffer in one office tells a staffer in
another office about a patient’s condition.

“Health care is confidential,” says RODNEY K.
ADAMS, a health care attorney with LeClairRyan in
Richmond, VA. If it’s protected information, it has to
be protected.

the problem is a human one
Breaches happen because of lapses in data security,

but they also happen because people are human,
Adams says.

Offices follow HIPAA’s requirements on setting
policies and procedures, but over time, the attitude
becomes one of “well, we all know what we’re sup-
posed to do,” and the continued education and ongo-
ing reminders fall by the wayside.

“That’s where it breaks down,” he says. Staff forget
about the seriousness of giving out patient information
and the strictness of HIPAA’s requirements, and they
start talking about patients with each other or with
friends.

It doesn’t matter that what’s said was not intended
to cause harm or maybe even was conveyed with good
intentions. It’s a breach of privacy.

more than just HIPAA
And with patient privacy breaches, there’s danger

from more than just HIPAA, Adams says. There’s the
risk of getting sued.

The patient can sue the office for negligence on the

grounds that it didn’t enforce its policies and proce-
dures or didn’t educate staff sufficiently or didn’t have
ongoing education or maybe didn’t have policies and
procedures to begin with.

And if the breach is a matter of idle gossip, not
only can the office get sued, but the staffer who talked
too much can get sued personally.

The claim might be that the patient’s reputation
was harmed or that there was emotional distress or
that the information caused the patient to lose a job or
damaged the patient’s business. And the outcome can
be anything. “The jury might say the damages are
$100 or $5 million.”

All that is on top of the HIPAA penalties the office
will have to pay.

does breach notification apply?
A question that arises when a staffer violates confi-

dentiality is whether the office should notify the
patient.

Adams points out that HIPAA’s breach notification
rules clearly require notification when the breach
involves electronic data. But the rules aren’t so clear
when it comes to a single verbal breach of confiden-
tiality.

The safest route, therefore, is to err on the side of
caution and notify the patient. “That’s a hard thing to

face,” he says. “But in the long term, it can reduce the
fallout.”

The notification might be phrased as that the office
respects and protects its patients’ privacy, that a
breach has occurred, and that the office has taken
steps to correct it.

Along with telling the patient, include the incident
in the annual breach notification report to HIPAA.
That’s just “safer practice,” he says.

The purpose of HIPAA is to maintain privacy, and
the office’s confidentiality policy needs to include
every possible privacy violation, including verbal

In a nutshell . . .
HIPAA covers protected health informa-

tion, which is “individually identifiable
health information” that the office has or
sends to another entity. That includes
• demographic information
• information about the patient’s physical

or mental health
• information about treatment
• information about payment
When any of that information is released

improperly and could harm a patient in any
way, there is a breach of HIPAA privacy.
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release of information. Thus, for true compliance, the
office should report a verbal breach.

disciplining the staffer
What sort of discipline is appropriate for the talka-

tive staffer?
If the information was released intentionally or if

the staffer knew the release was improper, the disci-
pline should be firing, Adams says.

But let the discipline fit the offense. If the release
was unintentional and the damage minimal, counsel-
ing and follow-up might be appropriate.

two protective measures to take
For breach prevention and protection, the manager

needs to do two things.
One is to review the privacy basics with staff

throughout the year. Remind them that they cannot
discuss patients amongst themselves or with friends or
family and that violations can result in firing.

Along with that, have them sign the office’s confi-
dentially policy every year.

The second protective measure is to check the
office’s professional liability policy to make sure it
covers breach of confidentiality. Many policies
exclude confidentiality breaches. If that’s the case, the
office needs to get a rider for that coverage

the problem of loose lips
Privacy is nothing new, Adams notes.
He gives the example of a court case that occurred

several years before HIPAA where a hospital employ-
ee was a patient in a nearby office.

An office staffer discussed the patient’s condition
with an employee at the hospital. And the patient sued
and won. The court said the duty to maintain privacy
extends throughout the health care setting.

That case, he says, “demonstrates the problem of
loose lips among health care providers.” �

E/M transitional care:
Q&A on how to code it
and get the payments in

Here is a bit of Q&A on the new E/M transitional
care codes 99495 and 99496.

These codes cover care coordination during the 30
days after discharge from a hospital or skilled nursing
facility, and they include communicating with the
patient or caregiver, reviewing the medication, and
coordinating the care with other providers and with
community services. They also require a face-to-face
visit with the patient.

This is the first time Medicare has paid for that
type of service, and the codes pay about $230 for the
level 1 service and $150 for level 2.

What date of service should the claim carry?
The 30-day period begins on the day of discharge

and continues for the next 29 days. The date of service
– and the date the office should report – is the 30th
day.

What place of service should the claim show?
Both codes require a face-to-face visit, so the place

of service is wherever that visit takes place.
The codes became effective January 1. Can they

include services completed before that date?
No. The 30-day period has to begin no sooner than

January 1. So the first payable date of service is
January 30.

Can the service be provided in a federally quali-
fied health center or rural health clinic?

Yes. The face-to-face visit can be a billable visit in
an FQHC or RHC.

If the patient is readmitted during the 30-day peri-
od, can the transitional care codes still be used?

Yes, the 30-day period can include time following
the second discharge. Or the doctor can bill instead
for the entire 30-day period after the second discharge
– but that’s only if no other provider bills for transi-
tional care for the first discharge.

There can’t be any overlap. Within 30 days of dis-
charge, the limit is one provider and one code per
patient.

What if the patient dies before the 30 days are up?
The codes can’t be used. There has to be a full 30

days of service. If the patient dies, the doctor uses an
E/M code for each service and face-to-face visit that
took place during the period.

Medicare will pay only one provider for the care
management. What happens if more than one
provider bills for the service?

The first claim submitted is the one that gets paid.
The other providers then have to bill for whatever

by john chase
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other services, including E/M services, they have pro-
vided during the 30-day period.

During the 30 day period, can the office bill for
other services?

Yes.
The doctor-patient communication has to take

place within two business days of discharge. Suppose
discharge is Monday. Does it have to take place by
close of business Tuesday or Wednesday?

By close of business Wednesday. It’s the second
business day following the day of discharge. So
Tuesday is the first business day, and Wednesday is
the second business day. �

Anybody as old as 40?
the ADEA is waiting and
watching for violations
Age discrimination can creep in quietly and unex-

pectedly.
It can come even from some well intentioned

remark such as “you’re overqualified for this job,” the
term overqualified being taken as a euphemism for
old.
Here ALIX RUBIN, an employment law attorney

in West Caldwell, NJ, outlines the elements of age
discrimination managers need to know about.

turning 40 = turning old
The age issue is governed by the Age Discrimina-

tion in Employment Act, which protects employees
40 and older from any kind of adverse employment
action based on age.
Many employers think protection doesn’t start until

age 55, Rubin says. But the number is 40. Anybody 40
or older is ADEA-covered.
Note too that there’s no exemption for people who

are 40 or older at the time of hire. “That’s no free
pass” for the office. No matter when employment
begins, the ADEA applies at 40.
And note further that many states have age laws

“more favorable to the employee” than the ADEA,
and when that happens, state law trumps federal.
In New Jersey, for example, age discrimination

applies when someone is viewed as too young, so peo-
ple 18 years old get protection.

all it takes is 20 employees
As to which offices are covered, the ADEA applies

to employers with 20 or more employees. Those

employees have to be on the payroll for at least 20
weeks during the current year or the preceding year.
And they don’t have to be full-time, Rubin says. If

they are on the payroll at all, they get counted.

the doctors can be covered too
Age discrimination can also extend beyond people

who are obviously employees.
Depending on their relationship with the practice,

doctors who serve as independent contractors or are
non-equity partners can be considered employees and
therefore come under the law.
Even doctors who are full partners can have protec-

tion. One law firm, for example, saw discrimination
charges when it demoted several of its partners
because of age.
That’s an area to be aware of, she says, because

older partners in a practice are sometimes asked to
move to a reduced work status.
If it’s because they are no longer generating enough

revenue or meeting performance standards, that’s not
discrimination. But if the practice bases the move on a
doctor’s decreasing revenues when everybody else’s
revenues are down by the same percentage, watch out
for the ADEA.

risk in job advertisements
Age discrimination can occur at any point in the

employment process.
The violation potential starts with the job advertise-

ment. It can’t give any indication that age matters.
Don’t use phrases such as “looking for recent col-

lege grads” or “up-and-coming people” or “young
people” or “aspiring 20-somethings,” Rubin says.
“That’s clearly illegal.”
Even using boy or girl instead of man and woman

can create issues.

risk in interviews
Interviewing is another vulnerable spot.
Nobody asks “how old are your kids?” or “I went to

school there too! What year did you graduate?”
But what if a candidate volunteers age-identifying

information such as “I know I’m older than most of
your staff, but I need a job”?
Don’t pursue the remark and don’t make any notes

about it. Stop the conversation right there by saying
the office doesn’t discriminate by age or any other
protected category. Even say directly “that will not be
a factor in whether we hire you or not.”
And so there’s never any question of what’s said,

set a standard response to give in that situation.
A similar risk occurs when the resume carries age-

(continues on page 8)
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$10,000 then; $1,800 now
Concierge medicine began in 1996.
In the beginning, it was criticized as elitist, or med-

icine reserved for those who could afford the extra
expense of an annual retainer. And the original retain-
ers were high – as much as $10,000.

In the last five years, however, concierge has
become considerably less expensive. The average
annual fee is now from $1,500 to $1,800, and a few
practices have reduced that to only a few hundred dol-
lars. As a result, patients of all incomes participate.
According to one study, about half of concierge
patients have annual incomes under $100,000.

Growth is continuous.
More than 4,000 physicians are now in concierge

medicine, and projections are that within five years
6.8% of primary care physicians – or another 17,000 –
will move to it. Overall, 9.6% of physicians who own
their practices say they plan to convert to concierge
within the next three years.

There is also growing corporate interest in it. Proc-
tor & Gamble now owns MDVIP, the largest
concierge group in the country, and Google Ventures
as well as venture capital firms owned by Michael
Dell of Dell Inc. and by Amazon.com’s CEO Jeff
Bezos have also invested in concierge practices – an
indication that the corporate community views it as a
viable and profitable approach to health care.

benefits on both sides of the care
Concierge medicine has advantages for doctors as

well as patients, Hoyt says.
On the physician side, it improves and often ends

many of the challenges offices are now facing, the
most obvious being low reimbursement, heavy sched-
ules, higher costs, and a lot of paperwork. The aver-
age primary care physician, he says, currently spends

as much as 22% of every day doing nonclinical paper-
work.

But mostly, it ends the need to see a large number
of patients to make up for the low reimbursement. For
a traditional primary care practice, the average patient
number is 2,200; with a concierge model, that number
runs from 300 to 600.

On the patient side, the system means 24-hour per-
sonal contact with the physician, more thorough care,
and more preventive care.

There’s also the convenience of time. In a tradi-
tional practice, the average patient wait is 63 minutes
past the appointment hour, and the average time with
the physician is six minutes. With concierge medicine,
waits are minimal, and visits last from 30 to 60 min-
utes

Managementwise, things stay somewhat the same.
The physician – or group or partnership – maintains
ownership of the practice, and in most cases there is
no reduction in staff.

not just primary care
Most concierge practices focus on primary care,

with about 77% of them in internal medicine and 20%
in family practice.

But specialties are beginning to move in, Hoyt
says. Any specialty such as pediatrics or cardiology or
gynecology that has continuously returning patients
can adapt to it.

total concierge v. a hybrid
A doctor can move 100% to concierge practice or

take a hybrid approach where the practice offers the
system to all its patients and those who choose not to
make the move stay on in the traditional mode.

The hybrid approach can be successful with groups
and hospital systems where some physicians convert

Concierge medicine – coming on strong
– a MOM mini seminar –

Direct care, boutique medicine, retainer medicine – by whatever name, concierge medicine is a patient-
physician arrangement where the patient pays an annual fee or retainer, the physician reduces the patient pop-
ulation from several thousand to an average of 300 to 600, and patients get personal 24-hour access to the
physician and, among other things, appointments that usually run from 30 to 60 minutes.

For some physicians, concierge has become an attractive alternative to decreasing reimbursement, the
need to see more patients to maintain revenues, and growing government regulations. And projections are
that the concept will expand considerably within the next few years.

Here NEIL R. HOYT outlines the basics of the system. Hoyt is vice-president of practice conversions for
Paragon Private Health, a concierge practice management company in New York City.
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and others don’t. That allows the practice to reach the
entire patient market via full-time concierge physi-
cians as well as full-time traditional physicians.

The hybrid approach can also be applied to a small
or solo practice. In that case, the office sets aside a
few hours a day to see the concierge patients and
makes greater use of physician assistants and nurse
practitioners for the traditional patients.

However, Hoyt says, for a small practice, “the neg-
atives outweigh the positives.” It’s difficult to get
enough patients into the concierge model to make the
program worthwhile.

The dual operation also creates more work for
staff.

And worse, the patients who remain with the tradi-
tional care tend to resent the arrangement, because
they see it “as a caste system.”

24/7, but no abuse
A major patient attraction of concierge care is that

the doctors give patients their cell phone numbers and
personal e-mail addresses and are available 24 hours a
day.

And that leads to the obvious question of whether
patients abuse that privilege.

The answer is no, Hoyt says. The industry estimate
is that physicians get only about one after-hours call a
week.

One reason is that concierge medicine emphasizes
preventive care, and that reduces the number of emer-
gencies. Another is that patients can always get same-
day or next-day appointments and so hold off on the
late-night calls. And obviously, the reduced number of
patients means a reduced number of calls.

He also notes that on-call coverage by other physi-
cians is the same in concierge as in traditional prac-
tices.

a retainer and transparent fees
On the money side are the retainer or annual fee

and the individual fees for services.
As for the retainer, the average is $1,800 per

patient. Usually, that has to be paid up front, though
some offices allow two payments or quarterly pay-
ments. And some practices – albeit not many – accept
monthly payments.

The office should have most of its money in at the
go-live date. That provides enough capital to cover the
initial operations. If there are 300 patients at $1,800,
for example, the office opens with $540,000 on hand.

As for the fees, it’s fee-for-service on everything.
And the doctor “should be completely transparent
with the pricing” so patients know ahead of time what

kind of costs and services they can expect.
Most offices give prospective patients a menu of

services plus the associated fee amounts.

insurance: none, a little, or a lot
Whether the practice accepts insurance is the

physician’s choice, Hoyt says, “and it’s all over the
board.”

Some offices don’t deal with insurance at all. They
simply give patients their superbills and other docu-
mentation and let them do their own filing.

Most, however, do accept insurance and file the
claims, though the doctor is almost always an out-of-
network provider.

Insurance can be all, nothing, or anything in
between. The office can accept Medicare or not. It can
accept some insurance but not others. It’s the prac-
tice’s choice.

a long and complicated conversion
For offices looking to make the conversation,

Hoyt’s advice is “don’t go it alone.”
There’s far more to the job than just telling patients

about the shift and collecting the money. It’s extensive
work, “and there’s an art and a science to it.” Most
offices need a conversion company to orchestrate the
process.

Once the move is made, “there is no second
chance,” he cautions. If the transition isn’t done right,
the physician can end up with zero patients and zero
business. “Some physicians have lost their practices
altogether.”

Sometimes there’s a legal snag. Sometimes the
marketing is inadequate. But whatever the reason, if
the goal is to get 300 of the current patients to join the
concierge practice and only 70 do so, there’s no get-
ting the old patients back. “They have already found
new medical homes.” They’re gone for good.

a three- to six-month process
A conversion requires from three to six months of

preparation, Hoyt says.
It starts with an evaluation of the practice to see if

a move is even feasible. Only about 20% of practices
his company evaluates are in a position to take on
concierge, he says. The patient demographics may not
adapt to it. Even the physicians’ attitude can make a
difference.

Also required is extensive marketing.
The office has to explain to patients what’s going

on with health care costs and services and how the
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age 40 and older (continued from page 5)

identifying information such as a graduation date.
Safety there, Rubin says, is to keep the resume

clean. Don’t mark on it. And if marks have to be
made, be sure there’s no age reference. For example,
circle the name of the school, not the graduation date.

risky rejection letters
Turning somebody down can also open the door to

a discrimination claim.
No one would say “we’ve decided we need to hire

someone younger.” But watch out for comments that
can be construed to relate to age such as “we felt you
were over qualified for the position.” Being qualified
usually entails long experience, so overqualified could
be taken to mean too experienced, i.e., too old.

risky background checks
Background checking poses its own problem,

because the employer has to get age-identifying infor-
mation such as driver’s license number, Social
Security number, and school graduation dates.
To stay safe, do the checking after making the offer.

Say that the employment is conditional based on the
successful completion of a background check.

and it doesn’t stop there
ADEA violation potential stays with the office

throughout the course of employment. Rubin cites
these elements to watch.
• Making remarks at performance evaluations such

as “given your age, it’s understandable you’re having
a difficult time with this new technology.” It’s one

changeover is a benefit to them. It has to outline the
cost and illustrate the value they will receive for the
retainer. And it has to set out the number of patients it
will accept and explain that patients will be accepted
on a first-come, first-served basis.

Along with that is education for both physicians
and staff so they can explain the changeover to
patients and answer questions.

And there are legal concerns.
The main concern is patient abandonment. The

office has to be sure its patients who don’t make the
move are able to get care elsewhere.

Another serious legal point is the contract restric-
tions the doctor may be under.

“Physicians often don’t know their contracts,” he
says. Doctors have left group practices for concierge
medicine without having their contracts reviewed only
to find too late that they are under noncompete agree-
ments and have no right to the patient data or can’t
market to their previous patients. And they have had
to surrender their concierge patients to the group.

He cites one physician with 3,000 patients who left
a group without realizing he could not market to them
and wound up with only 43 patients in the concierge
practice.

Along with those concerns, the model has to get
approval from the state insurance commissioner.
Otherwise, the retainer could be considered insurance
and the doctor could be found to be providing insur-
ance in violation of state law.

how much does it cost?
If the office opts to use a conversion company, the

cost is generally a percentage of the annual retainer
fee for each patient, Hoyt says. The amount varies,

but the industry standard is 33%. Along with that is a
contractual time period, most commonly for 10 years.
Thus, if the annual fee is $1,800, the company

might charge $600 per patient every year for 10 years.
He points out, however, that office and company

don’t necessarily make a complete split at the end of
the contract period, because the company provides a
lot of services the office may want to continue, not the
least of which is marketing to the current patients for
renewals, to new patients to make up for those lost to
attrition, and to other offices for referrals.
The office may also want to continue some of the

company’s support services such as billing and collec-
tion assistance or contract negotiations.

does the manager’s job change?
Perhaps the prime attraction of concierge medicine

is that it opens up more time for patient care and, in
turn, creates an even work/life balance for the doctor.
What about the manager and staff?
It does the same for them, Hoyt says. “Their world

improves dramatically.”
The office still needs the same number of staff. But

the work takes on a focus of patient service and satis-
faction instead of a paper chase. “It becomes normal
as they’ve never seen before.”
The company doesn’t manage the practice but

observes and makes recommendations for billing and
customer service and practice management software
and what the correspondence should look like “and
even how to move the furniture around” to make the
office customer friendly.
The conversion company takes care of the

concierge-related revenues, but for the most part, staff
retain their current duties – in manageable form. �
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thing to say somebody is not learning the new tech-
nology; it’s another to say it’s due to that person’s
age.
• Giving older staff the less desirable assignments

or work shifts without a justifiable business reason.
• Requiring medical testing for employees 40 or

older but not for younger employees.
• Joking that a staffer is senile or “doesn’t remem-

ber things like she used to” or “isn’t as quick on the
uptake as he used to be.”
• Changing the vacation policy in a way that

decreases the time the longer-term employees get. An
across-the-board change where everybody sees the
same percentage decrease is not discrimination, she
says. But if the cut hits only those who have accrued
the largest number of days – and those people are
invariably older – it could be.
• Excluding the older staff from social activities. If

the office sponsors an event and if it could help peo-
ple advance in their careers, those who are excluded
can claim discrimination.

layoffs gets touchy
Layoffs and terminations carry risk too.
Don’t explain a layoff as “we are moving toward a

more dynamic workforce” or “we are rejuvenating our
workforce.”
Also, when refilling the positions, hire staff in the

same age range as those laid off. And that doesn’t
mean just somebody older than 40. If a terminated
employee was 65 and the newcomer is 42, a claim
isn’t impossible.
Keep the age difference within an eight-year range.

And for absolute safety, make it five years. “Five
years or less is not going to be an issue.” But 10 years
can be problematic.
Yet another sefety step is to have the over-40 lay-

offs sign a severance agreement that releases the doc-
tors from discrimination liability of any type. The
minimum severance is usually one week’s pay for
every year of service; some employers go as high as a
month’s salary for every year.
But be aware that the severance agreement has to

meet the requirements of the Older Worker’s Benefits
Protection Act, which is an amendment to the ADEA.
It says the agreement has to be written “in clear,

plain, understandable language.” It has to explain that
the release does not apply to claims that arise in the
future. It has to advise the employee to consult an
attorney before signing it.
It also has to say that the employee has 21 days to

consider the agreement and another seven after sign-
ing to revoke it. And for layoffs involving more than
one person, the consideration time is 45 days.

Rubin points out, however, that there’s no real age-

discrimination risk in two situations.
One is layoffs that start with the highest paid

employees.
Yes, it’s usually the long-term people who make

the most money, and yes, those people are usually
older. But if the manager can show that the layoffs are
being made to cut costs, “that’s not age discrimina-
tion.”

The second is terminations made when people’s
skill sets become obsolete.

If the office has given the employee an opportunity
to improve the skills, that’s not discrimination,
because employees need to update their skills to keep
up with job requirements. �

Alcohol/drug abuse and
addiction in I-9 and I-10

BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P

Two diagnoses that appear in too many records are
alcohol and drug abuse and addiction.
There is a difference between abuse and addiction.
Abuse is the misuse of a substance; it could lead to

physical or psychological dependence. Addiction is
dependence; stopping the use will cause withdrawal.
Alcohol is the oldest drug around, and there are

from 10 million to 15 million alcoholics in the US.
Alcohol is responsible for 79,000 deaths each year,
and 50% of all teen deaths are related to it.
Here is a look at the coding and how ICD-10-CM

coding will differ from ICD-9-CM.

first, ICD-9-CM
In ICD-9-CM, the alcohol and drug codes are found

in the Chapter 5 (Mental, Behavioral and Neurodevel-
opmental Disorders).

ALCOHOL (303)
The alcohol dependence syndrome codes begin at

category 303 for alcohol dependence, and they include
acute alcoholic intoxication in alcoholism (303.0) and
other alcohol dependence (303.9).
A note here says to use an additional code for any

ICD-9-CM and CPT
coding update
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condition associated with the alcoholism such as psy-
chosis or cirrhosis of the liver.

DRUGS (304 AND 305)
With drugs, there are two categories. They are 304

for dependent drug abuse and 305 for nondependent
abuse. Alcohol abuse is also coded here at 305.0.
There is no note here saying to use another code for

complications.
With drug dependence (304), there is a fourth digit

to show the type of drug, and there are six specific
types – opioids, sedatives, cocaine, cannabis, amphet-
amines, and hallucinogens (304.0 to 304.5).
There are also fourth digits to show other specified

drugs, opioids with any drugs, combinations of non-
opioid drugs, and, of course, unspecified drugs.
The nondependent drug abuse codes (305) get used

when the patient has voluntarily taken a drug that is
causing harm to health or social functioning and there
is no other diagnosis. The patient has abused the drug
but is not dependent on it.
The first code here (305.0x) is for alcohol abuse,

and that includes drunkenness and hangover. How-
ever, it excludes acute alcohol intoxication in alco-
holism. That’s alcohol dependence and so is covered
at 303.0 (acute drunkenness in alcoholism).
The second code (305.1x) is for tobacco depen-

dence. (Yes, tobacco is a drug!)
From there the codes run to 305.9x, each showing

the type of drug – cannabis, hallucinogens, sedatives,
opioids, cocaine, amphetamines, antidepressants, and
other (305.2 to 305.9).

PLUS FIFTH DIGITS FOR ALL
And then there are fifth digits. They are needed for

all the 303, 304, and 305 codes, and it’s important to
note that they must be based on the documentation.
0 – unspecified
1 – continuous – the abuse or dependence is

ongoing and does not stop
2 – episodic – the abuse or dependence occurs

sometimes but not all the time
3 – in remission – not a current problem

A V CODE FOR ALCOHOLISM
ICD-9-CM also has a V code – V11.3, for personal

history of alcoholism. Use this if the documentation
shows alcoholism history.
There is argument that there is no such thing as a

history of alcoholism because alcoholism is not cur-
able but only goes into remission. However, that
won’t be argued for long, because ICD-10-CM doesn’t
have a code for personal history of alcoholism.

and now for ICD-10-CM
With ICD-10, alcohol and drug abuse once again

fall into the chapter of Mental, Behavioral and

Neurodevelopmental Disorders. The codes run from
F10 through F19.
Here, each substance gets its own category, and the

codes within each category distinguish between abuse
and dependence. For example, F10 is for alcohol relat-
ed disorders with subcategories F10.1 for alcohol
abuse and F10.2 for alcohol dependence.
The categories cover alcohol, opiods, cannabis,

sedatives and hypnotics, cocaine, other stimulants,
hallucinogens, nicotine, inhalents, and other sub-
stances (F10 to F19).
From there, the codes get more specific.
For example, with alcohol abuse, F10.12 shows

abuse with intoxication, and under that are three pos-
sibilities – uncomplicated (F10.120), with delirium
(F10.121), and unspecified (F10.129).
There are also lots of combination codes here. An

example is F10.1 for alcohol abuse followed by abuse
with alcohol-induced mood disorder (F10.14), with
anxiety disorder (F10.180), alcohol dependence with
intoxication, uncomplicated (F10.22), and with with-
drawal delirium (F10.23).
In ICD-9-CM, those secondary diagnoses have to

be coded separately.

A NEW CONCEPT: USE
Also note three items explained in the guidelines:
Remission: In ICD-9-CM, remission is shown by a

fifth digit. In ICD-10-CM, the codes themselves show
the remission. For example, F10.21 shows alcohol
dependence in remission, and F11.21 shows opioid
dependence in remission.
Be careful that the documentation says there is

remission. A statement that the patient hasn’t had a
drink for two years is not enough to support a remis-
sion code. The documentation has to say it.
Hierarchy: There is a hierarchy for coding use,

abuse, and dependence. They fall in that order, with
use at the bottom and dependence at the top, and it’s
the top level that gets coded.
That’s important to know, because the physician

could mention all three for the same substance, and
only one code can be used. So following that order,
the coding goes like this:
use + abuse = abuse
use + dependence = dependence
abuse + dependence = dependence
use + abuse + dependence = dependence
Use: ICD-10-CM also has a concept that’s not

found in ICD-9-CM, and that is use. For example,
F11.9 is for opioid use, F12.9 is for cannabis use, and
F14.9 is for cocaine use.
Does use get coded every time the documentation

mentions drinking?
No.
It only gets coded when the documentation says the
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drinking is associated with a mental or behavioral dis-
order that requires clinical care or evaluation. So if
the documentation says the patient drinks alcohol, that
doesn’t get coded. But if it says the patient drinks to
the point of depression or judgment impairment, it
does.

MORE COMBINATION CODES
Again, there are many combination codes for drug

use and the mental disorders associated with it.
For example, F11.250 covers opioid dependence

with opioid-induced delusions. And F11.251 covers
the same with hallucinations.
By contrast, combination codes aren’t so prevalent

with alcohol abuse. There are still situations where
two codes are needed. An example is alcohol depen-
dence with cirrhosis. ICD-10 still requires one code
for the alcohol dependence and another for cirrhosis
due to alcoholism. How the codes are listed will
depend on which condition is the reason for the care.
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. �

Telephone, e-mail, v-mail,
meeting new colleagues,
and how to look like a pro

In the professional world, proper communication
counts big.

Any manager or physician who wants to rise above
the competition has to know communication etiquette,
says Canadian etiquette consultant JAY REMER of
St. Andrews, New Brunswick.

People expect every doctor to know medicine. How
they choose a doctor depends on whether they connect
with the individual. And what makes the connection is
communication.

It doesn’t matter if the connection is made via tele-
phone, voice mail, e-mail, or in-person meetings, he
says. Communication technology has changed, “but
the old fashioned way of communicating hasn’t.”

rules for the telephone
• Treat a scheduled phone appointment just like

any other appointment. Be on time. If there’s going to
be a delay, call and ask for permission to reschedule.

Do otherwise, and the patient or colleague can only
assume the office takes the same uncaring approach to
the care it provides. What’s more, that other person

now feels no compunction to be on time for future
appointments.
• Take advantage of caller ID. If there’s not enough

time to talk with whoever is calling, don’t pick up the
phone. The only thing that will come across is “I’m
too rushed and too impatient to be interested in what
you have to say.” There’s no need to affront somebody
like that. Call back at a better time.
• Yes, dress professionally for a professional call.

Even if the conversation is taking place from home,
“put on office clothes,” Remer says. “Don’t lounge
around in jeans.” Dressing for business puts anybody
in a business frame of mind.
• And yes again, stand up during a telephone con-

versation.
Standing opens the airways, and that in turn creates

a more confident tone. That’s obvious in a speech. A
standing speaker makes a much stronger presentation
than somene who is sitting down.

“That same tone comes through on the phone.” In
fact, it’s usually possible to tell from the tone whether
a caller is standing or sitting.
• Be personable. The best way to do so is to smile

when talking. Many receptionists do that, and it
works. The physical motion of the smile makes the
speaker sound friendly.
• Summarize and clarify what’s said. Without see-

ing the other person’s face, people can only guess if
there’s understanding, “and more often than not, they
guess wrong.”

End the conversation with “I understand what
you’ve said is X” and “have I made myself clear on
Y?” That gives each side an opportunity to get things
straight.
• When a caller is upset, show empathy for the sit-

uation. That caller needs the security of hearing “yes,
I understand exactly what you’re saying.” Don’t say,
however, “I understand how you feel.” No one knows
how another person feels.
• Raise the voice sparingly. A slight raise can

emphasize a point. But too much of a raise “sounds
like a childish hissy fit” and deflates the point. Remer
references the old saying of “the first person who rais-
es the voice loses the argument.”

rules for e-mail

• Any e-mail is a letter. It should have an opening
such as “Dear John” or “Hi, Sue” or “Dear Mr.
Johnson” or even “Dear friend.” And it should have an
equally thoughtful closing such as “Best, Jack” or
“Kind regards, Ann.”
• Write in complete sentences, use proper grammar,

and spell things right. As with a letter, “sloppy
spelling and grammar are inexcusable.” Nobody wants



to associate with a manager “who has a fourth-grade
level of grammar.”
• Don’t respond to a question with just yes or no.

“That’s dismissive. The writer looks like a stuffed
shirt who doesn’t care about the other person.”

Any response should have at least three sentences.
Suppose another manager sends an e-mail asking if a
meeting can be postponed until Tuesday. A simple
“yes” is scarcely heartwarming. But anybody feels
honored to read “Hi Sue. Thanks for e-mailing me.
Yes, we can move the meeting to Tuesday. If there’s
anything else you need, don’t hesitate to let me know.
Kind regards, Jack.”
• Before sending an e-mail, read it out loud. “It’s

amazing how that works,” Remer says. Listening to
the words makes it obvious how the recipient will
receive the message.

rules for voice mail
• When leaving a message, give a date and time for

availability such as “the best time to reach me is this
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afternoon after 2:00 p.m.” That eliminates “the back
and forth ping-pong match.”
• Use an outgoing message that tells what informa-

tion to leave and along with that, give the preferred
time for a call-back.
• Speak slowly so the other person can write down

the information without having to replay the record-
ing.

and here’s how to meet somebody
Finally, for person-to-person etiquette, three ele-

ments are at play: the eye contact, the handshake, and
the introduction.
• The eye contact: In any conversation, there

should be eye contact about 60% of the time. Don’t go
beyond that. Anything more “borders on staring, and
that makes people uncomfortable.”

And anything less makes a person look shifty-eyed.
• The handshake: The webs of the two hands – or

the area between thumb and forefinger – should meet.
Mirror the other person’s grip. If it’s a weak-fish

handshake, give one in return. “If it’s a puffed-up
politician” with a strong grip, respond in kind.

Shake up and down two or three times. No more.
The hand “has thousands of nerve endings,” and a

handshake communicates a lot of information, Remer
says. A too-firm handshake conveys dominance. The
same for rolling the hand so it’s on top of the other
person’s hand. By contrast, a weak handshake shows a
lack of self esteem and confidence.

He adds that shaking hands improperly gives the
impression that there are a lot of other basic skills that
person doesn’t do right. “And you never know what
might kill a deal.”
• The introduction: Be respectful of the other per-

son’s position. Unless given permission to do other-
wise, always use the title of “Ms. Jones” or “Mr.
Smith.”

On the other side, however, give permission for
informality at the outset. Use the first and last name in
the self introduction: “hello, I’m Margaret Johnson.”
And if the other person answers with “hello, Ms.
Johnson,” say immediately “please call me Margaret.”

Another rule of introduction is don’t start with “it’s
nice to meet you.” Who knows if it’s nice to meet that
person or not?

Say instead “how do you do?” and save the “it’s
been nice meeting you” for the end of the conversa-
tion when there’s been time to decide if the meeting
was, in fact, a pleasure.

Said at the close of the meeting, the comment
shows a desire to continue the relationship.

It’s also good to add “thank you for coming” or
“thank you for meeting me.” There’s no such thing as
too many thank-yous. �


