
Though it applies only to states where same-sex
marriage is legal, the recent Supreme Court ruling on
gay marriage warrants attention from managers in all
states.
For those in Washington, DC, and the 13 states

where gay marriage is recognized, there are new
employment law requirements.
For those in all the other states, the ruling calls for

increased emphasis on nondiscrimination.

a matter of two rulings
In a nutshell, the decision, which came down June

26, says that in states where same-sex marriage is rec-
ognized, gay couples who are legally married are enti-
tled to the same federal benefits as opposite-sex mar-
ried couples.
There were actually two decisions, each of which

was decided by a 5-to-4 vote.
The first invalidated DOMA, or the Defense of

Marriage Act, which had said that federal law only
recognized heterosexual marriage and that one state
could refuse to recognize gay marriage legally per-
formed in another state.
The second decision ousted an attempt to reinstate

Proposition 8, a constitutional amendment in
California (later ruled unconstitutional) that had
banned same-sex marriage. That decision was made
on technical grounds – the case was not properly pre-
sented to the court.
The court did not say same-sex marriage is valid,

explains MICHAEL CALDWELL, an employment
and labor law attorney with DeLong, Caldwell,
Bridgers & Fitzpatrick in Atlanta. It left it up to the
states to determine that.
What is did say is that if a state recognizes a mar-

riage, the federal government does too. And federal
benefits extend to all legally married people.
Thus, the marital benefits now available to same-

sex couples include health insurance, retirement bene-
fits, and Social Security survivor benefits.
What’s more, gay couples can now make medical

decisions on behalf of a partner and take sick leave to
care for a partner.
They can change their tax filing status from single

to married filing jointly.
A surviving spouse can take a spousal rollover in

an IRA and delay the distributions until after age 70.
Previously same-sex spouses were treated as general
beneficiaries and had to take the distributions immedi-
ately and pay tax on them.
More still, the tax exemptions available to a surviv-

ing spouse are now available to the survivor in a
same-sex marriage.

the FMLA changes too
The decision “will also change some important

things related to employee rights,” Caldwell says.
In states where gay marriage is legal, “employers

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

How one consultant and one
manager handle the staff issues
This month’s idea is a triple one. It comes from a consultant and

also from a manager, and it is three approaches to solving a single
problem – dealing with one staffer’s complaint about another.
The consultant is CINDY FONDREN-MUISE, a practice man-

agement consultant in Peyton, CO, who has also served as practice
administrator of a pain management clinic.
And the manager is PATRICIA BOARD of Santa Barbara

Cardiovascular Medical Group in Santa Barbara, CA. (Last month,
Board discussed ongoing staff training in her office. See “In
California office, training starts on day #1 and never ends.”)

FIRST, CULL OUT THE UNNECESSARY
The first approach is to sift through the complaints to identify

which ones warrant the manager’s attention and which ones staff
should deal with on their own.
Make it a rule that before anybody brings in a complaint about

another staffer, that person has to be prepared “to tell what can and
should be done to fix it so it’s fair to everybody,” Fondren-Muise
says.
That forces staff “to set their feelings aside for a minute and think

of a solution and understand how that other person might react to
it.”
And in the process, staff many times realize the issue isn’t so bad

after all.
And even when the complaint is valid, considering how the other

person will respond often generates a new attitude of “I know how
busy Staffer A is” or “she does a lot for me, and this isn’t a big deal
for me to do for her.” And that leads to a more pleasant solution.‘
SECOND, DISCUSS IT AT THE NEXT STAFF MEETING

If the matter isn’t resolved there, go to the second element, which
is to discuss the issue in a staff meeting.
Suppose a medical assistant gets overwhelmed with work and

starts sending patients’ prescription refill calls to the receptionist. In
turn, the receptionist comes to the manager complaining “that’s not
my job.”
Tell the receptionist that the issue will be brought up – anony-

mously – at the next meeting. And at the same time, show the recep-
tionist how to participate in the discussion.
The opener at the meeting might be “is anybody overwhelmed

with work and needing help?” And the receptionist is prepared to
say “I’m getting calls about X. Am I supposed to be handling
them?”
That not only gets the problem identified but also gives the med-

(continues at right)
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(continued from page 1)
have to extend all the benefits to gay couples that they
extend to heterosexual couples.”
And that includes leave under the FMLA. Offices

in the areas touched by the ruling now have to allow
same-sex married employees up to 12 weeks’ leave to
care for their spouses.
He recommends that managers in those areas send

employees a notice that the benefits provided by fed-
eral law have been extended to same-sex couples, but
only if they have a legally recognized marriage.
Tell them the leave policies and medical insurance

are being adjusted so that all married couples, same-
sex or heterosexual, have the same benefits.

gender, not sexual orientation
That doesn’t give a free pass to states that don’t

recognize gay marriage.
While Title VII of the Civil Rights Act does not

protect against discrimination based on sexual orienta-
tion, it does protect against discrimination based on
gender.
And included there is discrimination based on

stereotypes – and heterosexual marriage is a stereo-
type. Thus, if employees are treated differently
because they don’t conform to the stereotype of het-
erosexual marriage, “that’s discrimination.”
Caldwell cites one case where a feminine-acting

man who worked in a manual labor job was harassed
by the other men because of his demeanor. He sued
for discrimination and won “because he was treated
differently based on the stereotype of how genders
should act.”
In another case, a professional office wanted to

help its women employees advance and so adopted a
mentor program for them. One woman’s mentor told
her that to succeed she needed to show more defer-
ence to the male coworkers, act less aggressively, and
wear more feminine clothes.
She did not advance and sued for sexual discrimi-

nation, the evidence being that she didn’t conform to
the gender stereotype the company had of women.
That same reasoning well applies to an employer’s

attitude toward gay people, he says. When there is
evidence that a decision is made because of gender or
racial stereotype, “there’s evidence of unlawful dis-
crimination.”

discrimination is discrimination
“In terms of discrimination, the ruling really does-

n’t change anything,” he says. It simply affirms “that
every human being has inherent dignity that has to be
respected.” And no employer can disciminate against
someone because of sexual orientation.
He also points out that employers’ religious beliefs

do not affect the enforcement of the new ruling. “It

idea (continued from left)
ical assistant an invitation to say something about
being unable to take all the calls because of extra
work.
“Not everybody will be happy with the resolution

all the time,” Fondren-Muise says. But staff know
they can bring problems to the manager and the man-
ager will help get them solved.

THIRD, HANDLE IT QUIETLY AND ALONE
The third approach comes from Board, and it is the

approach she uses it with all complaints, serious or
small – perhaps that Staffer A is being rude to patients
or that Staffer B is always visiting instead of working
or that Staffer C is doing something wrong with the
computer.
Her standard response to any valid complaint is “I

will watch for this until I see it myself. Then I’ll
decide what to do.”
Board then watches for a few days to see what is

actually going on. “It always appears,” she says. And
when it does, she goes to the staffer at fault and says
“I have noticed X. It is not appropriate, so let’s talk
about it.”
There’s no indication at all that somebody else has

said something. It’s only something Board has seen.

She takes the same route even if a physician com-
plains about a staffer. She observes and approaches
the staffer herself, and nobody is the wiser that a
physician mentioned the issue.
Knowing they can bring concerns to the manager

without having to get involved in them “makes staff
feel safe in reporting things,” she says. There’s trust.
They know there won’t be any “So-and-So said this
about you.” And because of that trust, they don’t hesi-
tate to tell Board about anything that is detrimental to
the office.
Obviously, not all complaints can be kept confiden-

tial, she notes. For example, if the complaint is that a
staffer is being unkind to patients, “there’s no way I
could go in and observe that, because it will never
happen in front of me.”
So in that situation she asks the complaining staffer

“do you mind if I use your name?” And only if the
answer is yes does she mention that person’s name.
What about the exceedingly petty things, particular-

ly personal issues not related to the office?
Every complaint gets respect, she says, but in that

case “the mom hat goes on.” She explains that the
issue doesn’t involve work and then helps the staffer
come up with an appropriate way to handle the prob-
lem. �
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doesn’t matter what their religious views are on this.”
They have to comply.

watch out for risky talk
A final point of concern for managers in all states

is derogatory conversations about the new ruling,
Caldwell says.
Tell people that negative and unkind remarks about

same-sex marriage “are off-limits for talk.”
Conversations of that sort “can create a sexually

hostile working environment” – and a law suit.
He recommends sending out a memo emphasizing

that conversations about the issue must be respectful.
That reinforces the office’s position that it will not
tolerate harassment of any sort.
He gives this sample:
It is a fundamental principal of our practice

that every individual who works with or for us

has inherent dignity that is worthy of and
demands the respect of others. That dignity is not
affected by sexual orientation.
The Supreme Court recently ruled that same-

sex marriage partners are entitled to the same
benefits that heterosexual marriage partners
enjoy.
That decision will likely become a topic of

conversation. While we do not censor speech, we
do require that employees treat the office and the
people in it respectfully. We will not tolerate
statements that belittle individuals or harm their
sense of self esteem.
Discussions that descend into debates, name

calling, or other offensive behavior ignore our
rule of respect. Moreover, if they distract
employees from their jobs, they hurt our produc-
tivity.
Every person’s sexuality is a private matter.

We ask our employees to maintain the privacy of
their own sexuality, whether gay or straight. �

What effect will ICD-10
have on the office’s
clinical documentation?
A big concern about ICD-10 is how the require-

ments for clinical documentation will change.
The answer is that the new codes will not change

the way a provider documents.
Instead, they call for more information than ICD-9

requires. Yet most of it is information doctors are
already documenting.
Generally, the new required information falls into

these areas:
– initial encounter
– subsequent encounter
– sequela (or aftereffect)
– acute
– chronic
– right
– left
– normal healing
– delayed healing
– nonunion of fractures
– malunion of fractures
– trimester of pregnancy
The government recommends that offices look at

the documentation the doctors are currently producing
(continues on page 8)

How the states stand
on same-sex marriage
Currently, there are 13 states plus the District of

Columbia where same-sex marriage is legal. Offices
in these areas now have to extend marital benefits to
gay couples.
They are

California
Connecticut
Delaware
District of Columbia
Iowa
Maine
Maryland
Massachusetts
Minnesota
New Hampshire
New York
Rhode Island
Vermont
Washington

Of the other states, 35 have adopted constitutional
amendments or state laws banning gay marriage. They
are Alabama, Alaska, Arizona, Arkansas, Colorado,
Florida, Georgia, Hawaii, Idaho, Illinois, Indiana,
Kansas, Kentucky, Louisiana, Michigan, Mississippi,
Missouri, Montana, Nebraska, Nevada, North
Carolina, North Dakota, Ohio, Oklahoma, Oregon,
Pennsylvania, South Carolina, South Dakota,
Tennessee, Texas, Utah, Virginia, West Virginia,
Wisconsin and Wyoming.
The remaining two – New Jersey and New Mexico

– have no laws banning or allowing same-sex mar-
riage. �

getting ready for ICD-10-CM
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Keeping the records long enough
. . . but not too long
– a MOM mini seminar –

Record retention raises questions in almost all offices. And as a result, offices tend to hang onto records
far too long, says attorney and records management expert DONALD S. SKUPSKY, JD, CRM.
Skupsky is president and CEO of Information Requirements Clearinghouse in Denver, which provides

consulting services as well as software and publications on the legal requirements of record keeping. Here he
outlines what to keep and for how long and why.

the business
• Tax records
What are tax records? Skupsky defines them as

everything that supports the return, such as records of
income, expenses, property, and investments.
The old opinion was that those records had to be

kept for seven years. But there was never such a rule,
he says. “Somebody made that up and passed the
rumor around.”
The IRS doesn’t say how long to keep tax records,

and neither do most states. Instead, they say how long
they can audit a taxpayer after the return is filed.
For the IRS, that’s three years after the date of fil-

ing or the due date, whichever is later. So if the office
filed a return in February 2013 that was due in March
2013, the government has until March 2016 to audit it
– no more.
To make it easy, his advice is to track the years

instead of the months. Treat the records as if they
were created on the last day of the year. And count
the filing year as a full year. That essentially gives a
very safe four-year retention period – if a return is
filed any time in 2013, consider it subject to an IRS
audit until January 2018.
Most states also follow the three-year rule. But not

all. Arkansas, Maine, Michigan, and Arizona, for
example, can audit for as long as six years after the
end of the fiscal year of filing, so offices doing busi-
ness in those states need to keep their records for six
years from the end of the fiscal year, not from the
time the return is filed.
The same is true for any business that operates in

all 50 states. Keep them for six years from the end of
the fiscal year.
One more item to consider is state audits following

IRS audits.
If there is an IRS audit, hold on to the record for a

year after it’s completed. Once the federal audit is
done, the state can resolve its own tax issues –
whether to collect more money or give a refund. And

most states have a year to do that.
He adds that with tax records, people are guilty

until proved innocent. The IRS usually knows their
incomes but not their deductions. So if there’s no
documentation to support the deductions, they lose.

• Corporate records
Keep the articles of incorporation and the minutes

only as long as the corporation is active.
After that, keep them for a few years. There’s no

law requiring that, but a corporation needs to be able
to refer to its official position on any issue.
Keep the correspondence and administrative

records for no more than one year. And chronological
correspondence files have no use at all and should be
destroyed.

• Internal records
Internal records such as budget projections and

revenue analyses don’t need to be kept at all. Hold on
to them only as long as the doctors need them.
For many years, businesses kept them forever,

Skupsky says. But as the paper mounted up, compa-
nies came to realize there’s no requirement to keep
them, and after about three years, they’re useless.
Like any records with no legal retention require-

ment, “they are candidates for short retention or
immediate destruction.”

• Contracts
The governing factor here is the state’s statute of

limitations for suing on a contract.
Though it has been longer in the past, “the longest

statue of limitations on contracts is now 15 years,”
Skupsky says. That means the office can get sued 15
years after a violation of the contract terms.
Even so, only a few states carry it out that long.

Some have 10-year limits. But most limit it to six
years or less.
So depending on state law, keep contracts while

they are active plus the amount of time set out by the
state statute of limitations.
An exception: government contracts such as grants
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follow a slightly different schedule. The government
has three years after the final payment to audit what
was done and verify that the costs were calculated
correctly. So keep those contracts plus the accounting
records for three years after the final payment.

the employees
• Employment records
Records on hiring, firing, reviews, promotions, and

demotions have to be kept for six years at most.
The office will have to produce them if there’s a

discrimination suit, and in most states, the limit for
filing that type of suit is three years.
In large organizations, however, paper files can

stymie that. The records become voluminous to the
point that it’s usually not practical to get into them
and destroy what’s unnecessary. Neither is it practical
to have staff purge them, because there’s too great a
risk of mistake. Thus, many employers “end up keep-
ing those records indefinitely.”
But where it’s possible, get rid of them after six

years.

• Retirement plan records
There’s misconception here, Skupsky says.

Employers tend to think that because a retirement
plan pays the employee for life, the records have to be
maintained for the same amount of time. But that’s
not correct.
In a defined contribution plan such as a 401k

where employer and employee contribute, the record
can be kept for a shorter time. That’s because the
Employee Retirement Income Security Act, or
ERISA, gives an employee only three years to sue and
get the contribution amounts corrected. Some other
laws extend the retention requirement, but only to six
years.
Old-style pension plans, where someone works a

certain number of years and then is paid a certain
amount for life, follow a different schedule, albeit not
a long one.
Those plans have defined benefits as opposed to

defined contributions, and the normal practice is to
keep the records for six years after the employment
ends. At that point, the employment information is
irrelevant for determining the value of the payout.
Regardless of the type of plan, the employer has a

fiduciary responsibility to protect the money and
therefore has to be able to show the contribution
amounts and how the money has been invested. But
even there, the limit is six years. With both federal
and state law, an employee has no more than six years
to sue for losses in a retirement plan.
A caution, however: the office needs to keep a

summary of the information indefinitely. That
includes the amount contributed and the accumulated
value, but not how the money was invested.

• Social security
Social Security often brings a surprise. Most

employers don’t realize that those records only have
to be kept for three years.
If there’s a mistake and contributions are not cred-

ited, the employee has just three years to correct it.
No more. So there’s no need to keep the records
longer than that.
And to make sure employees get the correct

amount, he recommends telling them to check their
benefit amounts each year with the Social Security
Administration.

• Worker’s Compensation
Keep the records of on-the-job injuries indefinite-

ly.
A Worker’s Comp claim can appear at any time,

because the effects of an injury may not show up for
many years. Or an injury might be treated and consid-
ered a finished matter only to recur years later.
OSHA requires keeping the medical records for 30

years after the employment ends, but even that’s not
long enough, he says, because a disease may not man-
ifest until after that. Asbestos exposure is an example.
Destroy injury records only in a batch and not until

there’s no conceivable need for them, perhaps records
prior to 1965.

the technology
• The Cloud
With the Cloud, Skupsky’s advice is don’t use it as

a back-up.
Once information is in the Cloud, the office “has

no idea what’s going on with it.” Neither does it have
any control over who accesses it.
Yes, the contract may say the Cloud vendor will

not voluntarily give up the information. But if the
vendor’s records get subpoenaed by the government,
the government will have access to all that informa-
tion, and the office will have no say in the matter.
By contrast, if the records are in the office’s hands,

there’s some amount of control. It can at least appeal
the subpoena.

• E-mail
E-mail poses four points that managers need to be

aware of, Skupsky says.
First, an e-mail “is not a record unto itself.” More,

an e-mail system “is not a record management system
or a filing system, though it’s been treated that way
for the last decade.”
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Record retention doesn’t apply at all to individual
e-mails or to the e-mail system. What counts is the
records within the system. Those need to be taken out
and put into the retention system.
Second, be watchful of the creation of e-mail con-

tracts.
Anything agreed to by e-mail “is a written con-

tract.” For example, an e-mailed offer of “I’ll paint
your fence for $50” with a response agreeing to it is a
contract.
And that applies if an employee agrees to some-

thing with a vendor that the manager doesn’t know
about. It’s a contract. And the entire sequence of mes-
sages needs to be moved to a purchasing file.
Third, don’t let any information that needs to be

saved languish in somebody’s personal e-mail. Sitting
there, “nobody else knows it exists,” and it’s all but
lost. What’s more, if the e-mail user quits, there’s no
way anybody can find it.
And fourth, destroy any e-mail message (minus its

attachments) within 30 days, “and 60 days at the
longest.”
One reason is to save back-up space. Most e-mails

are no more than “let’s do lunch” or “here’s a com-
ment on that.” And those little messages mount up.
But the key reason is litigation.
If an organization gets involved in litigation, all its

e-mails can be subpoenaed. And because they are
often written quickly and informally, “a skillful attor-
ney can interpret them to mean almost anything.”
That happens often in discrimination claims, he

says. A record subpoena comes in, the employer has
e-mails that aren’t actual records and that should have
been destroyed long ago, and they make the office
look bad.

• Personal computers
Then there’s the work information people put on

their personal computers and smartphones.
That’s the office’s information, and the office can

set rules on how it has to be managed.
Any office that does allow people to use work-

related information on PCs or smartphones needs to
set a policy that it can seize those computers and
phones at any time. Also be aware that in litigation,
they can be subpoenaed by the other side.
Even better, make it a rule that employees working

offsite cannot put any office information at all on
their PCs and phones but instead have to log onto the
central system and do the work there.
And for people who telecommute, use dumb termi-

nals, or terminals that connect only to the central sys-
tem and have no intelligence themselves.
Airlines and banks use dumb terminals for most

data inputs he says. It’s the only way to keep control
of the information.

• Social media and the office’s website
Another issue technology has brought about is

information people send out on social media such as
Facebook, LinkedIn, and Twitter.
And the main issue is contracts.
Any marketing or advertising information that gets

sent out “creates a bond with the viewer,” Skupsky
says. And if the viewer relies on that information to
make a decision, “it’s a quasi-contract.”
For that reason, the content needs to be treated as

contractual and retained for six years or whatever
state law requires.
Do what very few companies have done and set up

controls on what web and social media information
has to be stored and for how long, he says. Otherwise,
what happens if the office is required to produce
information on the content on the site Feb. 5, 2012?
“A lot of companies don’t know how to call that up.”
Whether social media or website, marketing and

advertising “make representations that entice people
to do business,” he explains. True, nobody actually
signs anything, but the information has the effect of
bringing two parties together.
If someone relies on a representation the office

puts out and is damaged as a result, the office is wide
open to a law suit. And it will likely lose. “If it made
a representation, how can it say it’s not true?”

• Back-up tapes
Finally, there are the backups.
For years, IT people “have been proud of them-

selves for backing up everything just in case,”
Skupsky says. “They could report that an executive
was looking for a memo and they had it on a back-up
tape and saved the day.”
But from a record-keeping and legal standpoint,

backing up absolutely everything creates problems.
On the administrative side are the time and money

required. He cites one company where the content
was so voluminous that it took 27 hours to do a back-
up of each 24-hour period.
On the legal side, blind back-ups can be disastrous.

In one case, a company’s back-up tapes were subpoe-
naed, and it turned out that the company had backed
up its e-mail server for the past 18 months, and there
were more than 400 tapes.
The company had to pay nearly $250,000 to

restore the information and produce it.
The sole purpose of back-ups is to get the office

operational the next day following a disaster. And to
do that, the most any office needs to keep is a
month’s worth. �

t
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ICD-10 (continued from page 4)
for their most common ICD-9 codes. Compare that to
what the new codes require and identify the gaps that
will have to be filled.
And start filling them now.
On the positive side, the government says that

more than one third of the ICD-10 codes are identical
to ICD-9 except for showing laterality, or whether the
right or left side of the body is affected.
Also, make it clear to the doctors that besides the

money loss they will see from denied claims, ICD-10
will increase the risk of fraud and abuse, which the
RACs are now pursuing aggressively.
Further, point out that it doesn't matter whether the

doctor is trying to defraud the government or the doc-
umentation is too skimpy to support the code. Inade-
quate documentation brings trouble.
For a good education in what the new codes

require, go to http://www.himss.org/files/HIMSSorg
/content/files/ICD-10-CM.pdf.
This is the complete guide for using ICD-10. It is

produced by the Centers for Medicare and Medicaid
Services and the National Center for Health Statistics,
and it covers the full picture of the new code system –
the overall guides for using the codes as well as direc-
tions for the individual coding chapters.
It’s lengthy – 113 pages – but it’s a document

every coder should have at hand.

two urban legends
And here are the latest ICD-10 urban legends.

SIGNS/SYMPTOMS AND UNSPECIFIED
The first regards the sign/symptom and unspecified

codes.
Word has been going around that offices will no

longer be able to use those codes with ICD-10 and
that as a result, doctors will have to perform unneces-
sary tests to determine an exact diagnosis.
Not true. Doctors should never perform medically

unnecessary tests. And the new codes don’t call for
them.
The sign/symptom and unspecified codes get used

in ICD-10 just as they do in ICD-9.
The rule remains: while an encounter has to be

coded to the highest level of certainty, sometimes
there’s not enough information to assign a specific
diagnosis. That might happen, for example, when
there is a diagnosis of pneumonia but the specific type
has not been determined.
In that case, a sign/symptom or unspecified code is

the best information available.

EXTERNAL CAUSES
The second regards the external cause codes. And

the legend is that ICD-10 requires them, which means

doctors will have to provide documentation that isn’t
strictly necessary.
Again, not true. The external cause codes aren’t

required in ICD-9, and they aren’t required in ICD-10.
There may be payer-specific or state requirements to
that effect, but not from the code systems themselves.
If the office is not coding external causes now, it

won’t have to do so with ICD-10.
However, it is good practice to use those codes,

because they provide data for research in injuries and
injury prevention. �

CKD with I-9 and I-10:
not very much difference

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

More than 26 million adults in the U.S. have chron-
ic kidney disease, or CKD. Millions more are at risk.
Determining the extent of damage is usually done

by testing the glomerular filtration rate, or GFR,
which indicates the level of kidney function.
And detection needs to be early, because left alone,

the disease allows waste to build up, causing hyper-
tension, anemia, weak bones, and nerve damage. It
increases the risk of heart and blood vessel disease.
And eventually it leads to kidney failure.
CKD is related to a number of other disorders, but

most commonly to diabetes and hypertension, which
account for about two thirds of the cases.
The symptoms are fatigue, low energy, poor con-

centration, loss of appetite, sleep issues, muscle
cramping at night, swollen feet and ankles, puffy eyes,
itchy dry skin, and a frequent need to urinate, espe-
cially at night.

coding today with ICD-9
Here’s a look at the coding today and tomorrow,

starting with ICD-9-CM. In the current code system,
CKD is coded at category 585 with fourth digits to
show the stage of the disease:

585.1 – stage I – GFR >90
585.2 – stage II (mild) GFR 60-89
585.3 – stage III (moderate) GFR 30-50

ICD-9-CM and CPT
coding update
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585.4 – stage IV (severe) GFR 15-29
585.5 – stage V (kidney failure) GFR <15
585.6 – end stage renal disease – patient

requires ongoing dialysis
585.9 – unspecified

A note here says that when the patient has both
CKD and hypertension, the hypertensive CKD gets
coded first. That’s because there is a presumed cause-
and-effect relationship between the two.
The hypertensive CKD is coded at category 403.

And if there is heart disease as well, the category is
404.
In each of those categories, there is a fourth digit to

show if the disease is malignant, benign, or unspeci-
fied.
There are also fifth digits.
For hypertensive CKD (category 404), they are

0 – with CKD, stage I-IV or unspecified
1 – with CKD, stage V or ESRD

And for hypertensive heart and chronic kidney dis-
ease (category 404), they are

0 – no heart failure, CKD stage I-IV
or unspecified

1 – heart failure and CKD stage I-IV
or unspecified

2 – no heart failure and CKD stage V
or ESRD

3 – heart failure and CKD stage V
or ESRD.

From there, go to the 585 codes to show the actual
stage of the CKD.
Four points:
• If the patient is at stage V but requires chronic

dialysis, code it as ESRD.
• If the patient has had a kidney transplant, show

that with code V42.0
• There is also a separate code – V45.11 – to show

that the patient is receiving dialysis.
• And there is another code – V45.12 – to show

noncompliance with the dialysis.

coding tomorrow with ICD-10
The ICD-10 coding is quite similar.
CKD is found in category N18, and just as with the

current codes, there are characters 1-6 and 9 to identi-
fy the stage of the disease. The stages are the same,
and once again, the notes say that stage V requires
ongoing dialysis.
With dialysis status, there is a small difference.
The ICD-10 notes say to use an additional code to

show the status, which means the extra code is
required. By contrast, ICD-9 has a status code but no
stated requirement to use it.
The ICD-10 code for transplant status is Z94.0. For

dialysis status, it is Z99.2. And for noncompliance

with the dialysis, the code is Z91.15. (For the most
part, ICD-9’s V codes are ICD-10’s Z codes.)
There is also another note on code sequencing. With

ICD-10, code first any CKD associated with diabetes
or hypertension.
For diabetic CKD, the codes are in the E category,

which covers endocrine and metabolic diseases. They
are E08.22, E09.22, E10.22, E11.22, and E13.22.
For hypertensive CKD, they are in the I category,

which covers diseases of the circulatory system. They
are I12.- and I13.-. (The - shows that another charac-
ter follows. In ICD-9, that’s usually shown with an x
as in 585.x.)
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. �

Health reform’s delay
on the employer mandate
raises lots of questions
There’s a new delay in health care reform.
It’s a one-year postponement of what’s known as

the employer mandate of the Affordable Care Act.
That mandate says large employers, or those with

50 or more full-time employees, have to provide
health insurance for their employees or pay a penalty.
Originally, the requirement was supposed to take
effect this coming January. Now the date is pushed
back to 2015.
That gives larger employers a year’s grace before

they have to provide health insurance that meets gov-
ernment standards.

all else is on go
The delay doesn’t change anything else, however.

The rest of the Affordable Care Act stays on schedule,
and for the immediate future, that includes these
items.
• The state exchanges. The government says these

are rolling along on time. The exchanges will begin
open enrollment October 1, and coverage will start
January 1.
States have three options here. They can set up their

own exchanges. They can set up exchanges that are in
partnership with the federal government. Or they can
do nothing and have only federal exchanges.
As of the end of May, 23 states plus the District of

Columbia had opted to set up exchanges. The remain-



ing 27 were scheduled to see only the federal
exchanges. Those setting up their own exchanges are
Arkansas California Colorado
Connecticut Delaware Dist. of Columbia
Hawaii Idaho Illinois
Iowa Kentucky Maryland
Massachusetts Michigan Minnesota
Nevada New Hampshire New Mexico
New York Oregon Rhode Island
Vermont Washington West Virginia

• The individual mandate. People who do not get
coverage either from their employers or on their own
have to pay a fine. Next year, the amount is $95 per
person or 1% of the taxable household income, and it
goes up each year from there until 2016 when it peaks
out at $695 per person or 2.5% of household income.
That begins in January
• Subsidies on plan premiums. People with

incomes lower than 400% of the federal poverty level
will get subsidies or tax credits on their premiums.
The subsidies will not go to the individual but will
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be paid monthly to the exchange plan.
• The coverage options notice requirement. All

employers, no matter how small, must give their
employees a written Notice to Employees of Coverage
Options by October 1 of this year, which is when the
new exchanges are set to become operational.
They must also give the notice to new employees at

the time of hiring.
It outlines the availability of the health insurance

exchanges in the state. It advises that the current cov-
erage the employer provides can be lost if the employ-
ee buys coverage through an exchange. And it tells
whether the employer’s plan meets the minimum
requirements under the health reform law.
The Department of Labor has sample forms avail-

able for employers who do offer health coverage and
for employers who do not.
Go to http://www.dol.gov/ebsa/healthreform

/index.html. Scroll down to “Notice to Employees of
Coverage Options” and click on the two items titled
“model notice.”

and that’s causing confusion
The mandate delay creates a lot of uncertainty.
For example, subsidies are available to employees

whose employers don’t provide government-approved
benefits. But now no employers are required to pro-
vide those benefits, so who gets a subsidy?
Also, under the individual mandate, which starts in

January, uninsured individuals who refuse employer
coverage have to pay a tax next year. But with
employers not required to provide anything just now,
what’s to refuse?

a lynchpin late in coming
The employer mandate is the lynchpin of the health

care reform system.
Under that provision, any company with 50 or more

full-time employees has to provide health insurance
that meets government requirements. And any compa-
ny that does not do so and has an employee who buys
federally subsidized health care at an exchange has to
pay a $2,000 penalty for each employee.
The provision is burdensome because of the admin-

istrative work involved. It requires businesses to sub-
mit monthly reports showing the work hours of their
full-time employees – particularly difficult for organi-
zations where employees work variable schedules.
Confusing matters even more, what health reform

considers full-time is 30 hours a week, not 35.
Many businesses with near 50 employees (they’re

being called the 49ers) have been trying to dodge both
penalty and paperwork by putting more workers and
new employees on part-time status. �


