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Medical Office Manager Special alert

Start getting ready for 
ICD-10 now 

track paymentS, benefitS from induStry repS

What every medical office manager needs to know about 
the Sunshine Law
Another product of the Affordable Care Act, the 
Sunshine Law (also called Open Payments) begins 
implementation this year. The law requires that 
manufacturers and group purchasing organizations 
publicly report certain transfers to or transactions 
with physicians. The goal is transparency and 
avoiding improper influence of physician’s prescribing 
practices. Physicians should make sure any information 
reported about them and their financial transactions with 
manufacturers is accurate. To do that, they will likely lean 
heavily on their practice administrator. This article will 
help you respond to the new Sunshine Law disclosures.

What you need to know about Sunshine Law
Here are the basics you need to know about the 
Sunshine Law and what it means for your practice:

What is being reported? 
The new law requires manufacturers of drugs, 
devices, biologicals and medical supplies and certain 
group purchasing organizations annually report 
to CMS (Centers for Medicare and Medicaid) the 
following information:

 j Manufacturers must report payments and transfers 
of value they make to physicians and their practices.

 j Manufacturers must also report certain ownership 

™medical office manager

ICD-10 takes effect October 1, 2014, which doesn’t 
leave much time to prepare – especially when you 
consider the dramatic impact the new code sets 
will have on medical offices from the standpoint of 
staffing, training, and, perhaps most significant of all, 
financial management.
 “About 90 percent of physician practices have not 
started down the ICD-10 path,” says ira Shapiro, 
CEO of The CODESMART Group, a company that 
provides a full range of ICD-10 transition solutions.
According to Shapiro, lack of preparation will impact 
the practice’s bottom line.
 “If you’re not ready, and if you submit a claim that 
is not correct, your payment will be delayed,” he 

(continues on page 12)

(continues on page 14)
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If your office has a system that helps operations run smoothly, 
Medical Office Manager would like to write about it. Contact the 
Editor at barb@plainlanguagemedia.com. We pay $100 for every 
idea we write about in this column.  

This Month’s Idea
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Get personal and improve collections  
Set the expectation of payment before the patient comes in.
When the office calls to confirm an appointment, whether it’s a live 
conversation or an automated message, say, “Your co-pay is due when 
you check in.” In other words, “bring your wallet.”
Some offices go so far as to refuse people who don’t have the co-pay 
at the time of the visit. However, such a strict policy fails to take into 
account patients’ individual circumstances and can cause bad feelings 
and loss of business.

Plan what to say
You should have a script ready to use when the patient checks in for 
the appointment.
Here is an example: “Welcome, Mrs. Patient. I see you are still 
covered by XYZ Insurance. May we collect your $20 co-pay now?”
If the response is, “Oh gee, I forgot my wallet,” have an alternative 
solution.
Direct the patient to the nearest ATM and or offer to hold the 
appointment for a reasonable time so she can run home and get the 
checkbook.

Offer to swap appointments
You may be able to swap their appointment time with the next person 
in the schedule to allow time for this. 
This also sends a clear message to those in the waiting room that there 
is a policy regarding payment at the time of service and it is adhered to.

Hard to say no
Here is how to make discomfort work in your favor. This technique will 
make it uncomfortable for the patient to ask for a payment deferral.

 j Ask for the payment.
 j Drop your gaze instead of looking expectantly at the patient.
 j Begin to create the receipt on the computer or write it out.

If this doesn’t work, try the following payment option that is positive 
and personal. Give the patient a copy of the invoice plus an addressed 
envelope to mail the payment in. Tell the patient, “Here’s an envelope 
you can use to send in your payment. I am Staffer A, and I’m putting 
my name here on the envelope for you. I’ll watch for it.”



MedicalOfficeMgr.com

For more information about coding with ICD-9 and ICD-10, visit 
our website at medicalofficemgr.com

If you are a current subscriber to Medical Office Manager you are 
automatically a PREMIUM member of MedicalOfficeMgr.com. 
There is no extra cost! Here’s what you get when you log-in:

 j Hundreds of searchable articles on virtually every medical office 
management topic

 j Downloadable, ready-to-use medical office policies, best practices, 
forms, checklists and many other practical “working tools” you can 
use to make your job easier

 j FREE professional development webinars from leading experts
 j And MUCH MORE!

Visit MedicalOfficeMgr.com TODAY!  If you don’t yet have a User Name and Password, 
please call Customer Service at 1-888-729-2315 and we’ll get you registered in just minutes!

Medical Office Manager is Pleased to Announce the Launch of our New Website:
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ICD-10 is more detailed than 
ICD-9 for osteoporosis and all 
musculoskeletal conditions 
By Judy Monestime, MBA, CDIP, CPC, 
AHIMA Approved ICD-10-CM/PCS Trainer

ICD-10 M81 Osteoporosis without current 
pathological fracture
Chapter 13 covers diseases of the musculoskeletal 
system and connective tissue (M00-M99); m stands 
for musculoskeletal. The chapter contains many 
more subchapters, categories and codes than ICD-
9-CM. Rather than having just four subchapters 
grouping many conditions together, ICD-10-CM 
organizes the musculoskeletal system and connective 
tissue in the following blocks:

 j M00-M02 Infectious arthropathies
 j M05-M14 Inflammatory polyarthropathies
 j M15-M19 Osteoarthritis
 j M20-M25 Other joint disorders
 j M26-M27 Dentofacial anomalies [including 
malocclusion] and other disorders of jaw

 j M30-M36 Systemic connective tissue disorders
 j M40-M43 Deforming dorsopathies
 j M45-M49 Spondylopathies
 j M50-M54 Other dorsopathies
 j M60-M63 Disorders of muscles
 j M65-M67 Disorders of synovium and tendon
 j M70-M79 Other soft tissue disorders

 j M80-M85 Disorders of bone density and structure
 j M86-M90 Other osteopathies
 j M91-M94 Chondropathies
 j M95 Other disorders of the musculoskeletal 
system and connective tissue

 j M96 Intraoperative and postprocedural 
complications and disorders of musculoskeletal 
system, not elsewhere classified

 j M99 Biomechanical lesions, not elsewhere classified

Almost every code in Chapter 13 of ICD-10-CM 
has been expanded in some way with the expansion 
including very specific sites as well as laterality. 
Category M80-M81 in ICD-10-CM classifies the type 
of osteoporosis. The condition of strictly osteoporosis 
without pathological fracture is classified with 
codes in category M81.  The official ICD-10-CM 
Coding Guidelines provides plenty of instructions. 
Let’s review the guidelines for osteoporosis without 
pathological fracture:
Category M81 Osteoporosis without current 
pathological fracture  is for use for patients with 
osteoporosis who do not currently have a pathologic 
fracture due to the osteoporosis, even if they have 
had a fracture in the past. For patients with a history 
of osteoporosis fractures, status code Z87.310, 
personal history of (healed) osteoporosis fracture, 
should follow the code from M81. 

(continues on page 11)

coding update



THIS STORY WILL HELP YOU Protect your medical office from harm that can 
result when employees date their co-workers

4 steps to take immediately when a work-      place romance blossoms in your office

To meet that one special guy or gal… It’s the stuff 
dreams are made of. But when that love connection 
takes place within a workplace, it can be an employer’s 
worst nightmare. Couples that live happily ever after 
are manageable. But when a workplace romance ends 
in breakup, it usually creates big problems at work. 
As manager it’s your mission to protect your medical 
office against these problems.
As a Valentine’s Day gift to you, cherished subscriber, 
we’ll lay out 4 different strategies that have proven 
successful and show you how to implement each one 
at your own medical office. There’s also a Model 
“Love Contract” on page 6 that you can adapt and ask 
employees to sign when they date their co-workers.

The problem
A medical office’s control over an employee doesn’t 
normally extend to the employee’s love life. At the 
same time, when conducting the romance affects 
the workplace and the medical office’s business, it 
becomes an employment matter. This is most likely to 
happen when a relationship ends. So let’s concentrate 
on this aspect of workplace romance. 
With most romantic relationships, the parties go their 
separate ways after breaking up. Rhett Butler walks 
out that door and Scarlett never sees him again. But 
just imagine if Rhett and Scarlett worked in the same 
medical office! 
Unfortunately, lots of Rhetts and Scarletts do work 
side by side. And when their romance ends, the 
relationship doesn’t; it just enters a new and awkward 
phase. Unless one or both of the parties leave the 
medical office, they’ll probably keep bumping into 
each other day in and day out. At best, this can lead to 
tension; at worst, it can poison the work environment 
and give rise to sexual harassment and other legal 
claims against the medical office.
example: Two employees who worked for the same 
city agency became romantically involved. Then, 
one day, she decided to break it off. He wasn’t so 
willing to let go. For weeks, he pursued her. When it 
became clear that he couldn’t woo her back, he turned 
nasty. And his nastiness spilled into the workplace 

and affected just about everybody in it. He bugged 
her co-workers; he spied on her at the office; and 
he even spoke to her supervisor and tried to get her 
fired. When the situation became intolerable, he was 
the one who ended up getting fired. He then sued the 
agency for wrongful dismissal. The court ruled that the 
employee’s behavior amounted to serious misconduct 
and dismissal for cause was warranted. 
Sure, the agency won the case. But it probably 
wished it didn’t have to. Defending itself against the 
worker’s claim doubtlessly cost the agency a great 
deal of money, time and effort. The moral: Winning in 
litigation isn’t an effective risk management strategy 
for these kinds of situations.

The resolution
So what strategy should you follow? 
Why you shouldn’t ban employees from dating co-
workers
Before answering that question, let’s talk about 
what NOT to do. Historically, many medical offices 
and other employers have dealt with the workplace 
romance problem by banning dating between 
employees. This is a bad idea.
Why? First of all, imposing a blanket policy banning 
dating between employees is an unwarranted intrusion 
on privacy for which there’s no legal basis. An 
employer’s attempt to prohibit workplace romances 
can also lead to discrimination and other legal 
complaints. 
The issue isn’t just about law. Stated simply, a 
no-romance policy is unworkable and just about 
impossible to enforce. Sociological trends show that 
the workplace has become the 21st century singles bar, 
where 1 in 5 meet their spouse. So, trying to stop the 
phenomenon at your medical office makes about as 
much sense as ordering the sun to set in the east and 
rise in the west. 
At the end of the day, banning romance will succeed 
only in breeding resentment, harming morale and 
forcing employees to conduct their affairs on the sly. 
And clandestine romances are much harder to deal 
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4 steps to take immediately when a work-      place romance blossoms in your office
with than ones carried out in the open.

4 strategies you can use
Workplace romances clearly create problems. But 
don’t ban the romance; instead, deal directly with the 
problems you’re afraid the romances is going to create. 
There are 4 strategies you should use.
Strategy 1: Ban conflicts of interest
Establish a policy that spells out what behavior and 
actions associated with romantic relationships may 
constitute a conflict of interest that can hurt the 
medical office. Our recommendations: 

 j Ban personal activities that conflict with an 
employee’s job duties and responsibilities. For 
example, exclude physicians from decisions 
involving pay, benefits and promotions of nurses or 
administrative staff that they happen to be dating. 

 j Ban behavior that can compromise the reputation 
of your medical office, physicians and patients. 

 j Make it clear that all employees—physicians, 
nurses, medical technicians, administrative staff, 
and others—must notify the medical office of the 
existence of any romantic relationships they have 
with their colleagues.

 j State that violation of this policy will result in 
discipline. (See Model Policy on page 6).

Strategy 2: add dating rules to your code of 
conduct
Another appropriate method for addressing 
workplace romances is to directly address it in your 
code of conduct. List examples of appropriate and 
inappropriate forms of conduct. For example, ban the 
overt displays of affection and spending too much time 
socializing with one another to the extent it impinges 
on job duties. Require employees to keep their 
romantic squabbles and disputes a personal matter and 
not bring them into the workplace. The basic objective 
is to get the parties to behave in the workplace just the 
way they would if they weren’t romantically involved.
Strategy 3: instruct your employees
Written policies aren’t always enough. Make sure 
your employees know what is expected and receive 
appropriate training on what behavior is—and isn’t—
acceptable in the workplace. Training and instruction 
should flow naturally from the content of your conflict 
of interest and code of conduct policies.

Strategy 4: Have romantically involved employees 
sign a ‘love contract’
In recent years, some medical offices have begun 
using an innovative approach to regulate workplace 
romances: the “love contract,” i.e., a document signed 
by both dating employees in which the parties make 
certain acknowledgements and promises to the medical 
office and each other. 
The simplest form of love contract is one where 
the parties acknowledge that their relationship is 
consensual and agree to follow the medical office’s 
policies and procedures on sexual harassment, personal 
conduct and other matters. But other love contracts go 
further. For example, they:

 j Spell out which party will resign if the relationship 
turns sour;

 j Require the parties to agree to use an internal 
grievance process or go to arbitration to settle any 
disputes stemming from the relationship;

 j Ban the parties from suing the medical office or its 
management for anything in connection with the 
relationship; and/or

 j Make both parties promise that a future break-up 
won’t hurt their job performance. 

How to use love contracts effectively
Like any other contract, the love contract must be 
properly administered to be effective. Here are some 
pointers:
Keep it simple. The term “contract” is actually a 
misnomer. A love contract is less contract than an 
acknowledgment that the romance is consensual 
and subject to the employment rules, guidelines and 
policies of the medical office.
What good is an acknowledgment? First, it 
educates employees and puts them on notice that 
their relationship is subject to certain professional 
boundaries. This makes it more likely that they will 
honor these boundaries and keep their relationship out 
of the workplace. An acknowledgement can also serve 
as evidence that everyone knew what they were getting 
into if you must defend the firm down the line. 
Use it sparingly. Don’t automatically pull out the 
love contract every time single employees have a 
drink or flirt with each other. “No employee wants 
to work in an Orwellian environment,” cautions one 
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manager. “Save the contract for when there clearly is 
a romantic relationship and the situation poses risks 
to the business.” Appropriate situations for a love 
contract:

 j The relationship is between a superior and 
subordinate; or 

 j The circumstances of workplace might generate 
some sort of conflict of interest—for example, 
when one party has a direct or indirect reporting 
relationship with the other, when one party can 
impact the work or job of another, or when the 
relationship between the two parties has a level of 
work dependency.

Conclusion
So, as Valentine’s Day approaches, make sure your 
medical office takes the right approach to love in the 
workplace. Yes, romance between co-workers does 
create complications; and, yes, it is an employer’s 
right and, in some cases, obligation to ensure that 
romantic relationships don’t harm the workplace 
environment or the practice, especially when those 
relationships end. But managing the potential 
consequences of romance at work requires subtlety, 
caution and, above all, a sense of reality. The key 
to success is to refrain from trying to stop the 
romance and concentrating your efforts on ensuring 
that both parties involved understand and adhere to 
professional limits in the way they conduct it.

tool  
Model Conflict of Interest Policy for Romantically Involved Employees: 
ABC Medical Office
1. Principles
ABC Medical Office (“ABC”) respects the rights of employees to engage in romantic relationships with their co-workers. At the same time, ABC 
expects that employees will in no way allow their romantic relationships with other ABC employees interfere with their obligation to comply with 
all medical office policies, rules of conduct and procedures.

2. Purpose
The purpose of this Policy is to clarify how ABC’s conflict of interest policy applies to situations in which employees are romantically involved, spell 
out the circumstances in which a romance may lead to a conflict of interest and define the employees’ obligations if it does.

3. Avoiding conflicts of interest
All employees must avoid situations which create a conflict of interest between their personal activities and their duties and responsibilities as 
an employee, including situations in which their romantic ties might interfere with their duties to ABC, its physicians, employees and patients. 

4. What constitutes a conflict of interest 
A conflict of interest occurs when an employee engages in personal conduct or activities which—whether in the context of a romantic relationship 
or otherwise:

a. Are competitive with the operations of ABC;
b. Place the employee in the position of obtaining a personal benefit by virtue of his or her status as an employee of ABC;
c. Bring ABC or its physicians, employees or patients into disrepute; or
d. Otherwise have a negative or detrimental impact upon ABC.

5. Disclosure of possible conflicts of interest 
A. Employees who are involved in romantic relationships with an ABC co-worker that they believe create or have the potential to create a 

conflict of interest are obligated to report their circumstances or activities to ABC management.

B. Employees who believe they have witnessed, or are otherwise aware of, the occurrence of a conflict of interest arising out of an inter-office 
romance or other situation must report that occurrence to ABC management..

6. Discipline for conflicts of interest 
Employees who are found to be, or to have been, in a conflict of interest due to an inter-office romance or other circumstances will be subject to 
disciplinary action up to and including termination of employment.  
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A 20 minute interview is a 20 minute performance. 
Anybody can keep the charm going for that long.

page 7 medical office manager / february 2014 / medicalofficemgr.com 

(continues on page 8)

HirinG and firinG
5 proven ways to spot and 
avoid hiring potentially “toxic 
employees” … and what to do if 
you already hired them  
Got toxins in the office? Toxins are people who cause 
dissent. They undermine people. They create an 
atmosphere of mistrust and suspicion. They kill the 
camaraderie.
They are toxic because they cause enough misery to 
force worthwhile staffers to leave.
Medical firms can find themselves with toxic people 
at both the physician and staff levels. 
So here are ideas on how not to hire toxins in the first 
place and what to do with the one already working 
down the hall.

1. Identify toxic employees

 j They are obnoxious time-wasters.
 j They are the people who run to the physicians or 
to the manager with complaints and demands.

 j They are preoccupied with everything that isn’t 
essential to the business. They are consumed by 
things like gossip.

 j They are opinionated and biased.
 j They don’t take responsibility for anything but 
instead blame other people for what goes wrong 
and are very vocal about it.

 j They aren’t motivated by anything that has to do 
with the office. Instead, they put their energy onto 
nonbusiness. They are the first to come to the 
office baby shower but the last to show up for the 
staff meeting.

 j They think they are irreplaceable. And counting 
on that, they set rules for what they will and 
won’t do. 

 j They have a negative attitude. They are always 
having a bad day. They are inconsolable. They 
never give off a good vibe.

 j The most obvious indication of toxicity, however, 
is poor productivity and toxins have it because 
they waste their time talking and paying attention 
to their own interests while everybody else is 
working. When anybody has less to do than the 
other people in the office, count on it that there’s 
a toxin involved.

Some toxins are passive, or simply unintentional 
pains in the neck. Those can be tolerated—
sometimes.
But the active toxins need to be gotten rid of. Those 
are the ones who have an actual agenda of getting 
into everybody’s business far enough to undermine 
the office and its leadership.
An example is an associate who tries to find out 
all about the politics within a partnership and 
form sympathetic relationships with the unhappy 
physicians.
The higher up the toxin is, the farther the disaster 
spreads. A toxic physician affects a lot more people 
than a toxic clerk can.

2. Head them off at the hire
The best defence against such dreadful people is not 
to hire them in the first place.
Here are several tactics that can cull those people 
at an interview:
Mostly, the tactics make it possible to get the person 
to talk enough to reveal whether there’s a negative 
attitude, too much interest in the nonbusiness or a 
selfish outlook on employment.
a little extra time on the uptake. The easiest way to 
get complete information about people is to hold long 
interview.
A 20 minute interview is a 20 minute performance. 
Anybody can keep the charm going for that long.
But at 45 minutes, true traits start to come out. 
Two 45-minute interviews will produce more valid 
information about a person than six shorter ones.
a telephone screen. To get to the heart of the 
interview faster, screen for job factors ahead of time.
Call and say, “There are a few factual questions I’d 
like to ask you.” Then ask about the experience, 
training and so on, and save the in-person interview 
for more personal, and more telling conversation.
put the person at ease. Start the interview with a 
rapport-building remark such as, “How was your trip 
over here?” or “Nice to meet someone from my home 
state.”

(continues on page 15)



These are all the articles that appeared in Medical Office Manager, print edition, during 
2013. They are listed chronologically by topic. This index is a good reference for 
tracking past information. 
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Index to Medical Office   Manager – 2013

ACA/health care reform
 j Health reform’s delay on the employer mandate raises lots of 

questions — July

Billing and collections
 j Staff work as a financial team and increase the up-front 

payments — January

 j Simple but workable ways to improve the collections — 
March

 j Sequestration: another 2% cut on doctors’ payments — April

 j Concierge medicine – coming on strong — April

 j Don’t let the office get caught in Medicare’s pay cuts — June

 j 10 accurate acronyms ensure you get paid — October

Changes at Medical Office Manager
 j Editor watches staggering changes in medical office 

management — November/December

Coding
 j List ICD-10’s documentation requirements for the office’s 

current ICD-9 codes — January

 j Two more items for ICD-10-CM preparation: clearinghouses 
and coders — February

 j Leave no stone unturned; get an ICD-10 vendor timeline – 
with the cost — May

 j A clearinghouse isn’t the answer to ICD-10 — June

 j What effect will ICD-10 have on the office’s clinical 
documentation? — July

 j Will you be ready for the big ICD-10 changeover? — 
November/December

Coding Update column
 j CPT’s 2013 updates to the surgery codes — January

 j Analyzing CPT’s updates from radiology to the end — 
January

 j Poisonings, adverse effects, and now underdosing — March

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

 j Alcohol/drug abuse and addiction in ICD-9 and ICD-10 — April

 j The asthma codes take a new turn with ICD-10 — May

 j Coding stroke and its effects with ICD-9 and ICD-10 — June

 j CKD with ICD-9 and ICD-10: not very much difference — July

 j Coding For Newborns in the US and the UK — August

 j Changes in facet joint coding affect your bottom line — 
September

 j Coding subluxation of radial head — October

Compliance
 j Keep safe from the RACs and the courts by making the 

corrections correctly — February

 j Five employment law questions that crop up in just about 
every office — February

 j Two ADA surprises: odd disabilities and attorney’s fees that 
can hit the sky — May

 j Same-sex marriage ruling brings in new legal issues — July

HIPAA
 j HIPAA is now striking small offices; the first hit is on mobile 

devices — January

 j HIPAA’s rules get tighter and its penalties get higher — 
February

 j HIPAA and records hiding somewhere in hospital — 
February

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

 j HIPAA: it’s time to update the office’s privacy notice — May

 j The 3 keys to better HIPAA compliance: risk assessment, 
training, Revised Notice — August

 j How to self-audit your compliance with the HITECH final 
rule — October

 j Are your business associate agreements up-to-date with 
the latest HIPAA requirements; compliance checklist — 
November/December

Hiring and firing
 j Seven guides for a safe and somewhat pleasant firing — 

January

 j Is that resume a sham? Is that job candidate lying? — 
February

 j A telling way to interview job candidates — March

 j The ADEA is waiting and watching for violations; anybody 
as old as 40? — April

 j Employment law danger zones — June

 j The best ways to find and hire qualified office staff — October



These articles and many more are available now on the our new 
website, medicalofficemgr.com

As a subscriber you have access to all of them online, as well as new 
tools such as model policies and checklists.

You can download the full current issue, as well as back issues, from 
the website.  
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Index to Medical Office   Manager – 2013
Managing staff

 j How to respond when a staffer is suspected of drug or 
alcohol abuse — January

 j For a better new year, as staff what’s going wrong and right 
with the office — January

 j Paid time off can be anything under the sun, even unlimited 
vacation — May

 j Three kinds of irritating staffers and how to deal with them 
amicably — May

 j Turn staff from ‘critters’ into smart thinkers with ownership 
in their jobs — June

 j Better productivity and a happier staff happen when 
ergonomics step in — June

 j How one consultant and one manager handle the staff issues 
— July

 j 5 proven ways to motivate your staff without spending 
money — August

 j 10 tested ways to make your staff meetings more interesting 
and productive — September

Managing the office
 j Just moving the furniture sets new management atmosphere 

— March

 j Office handbook: danger in saying too much or too little — 
March

 j A half dozen plus one good ideas — March

 j Keeping the records long enough… but not too long — July

 j 18 great ideas to make you a better manager — August

Managing patients
 j How to handle “emergency” appointment requests that really 

aren’t emergencies — September

 j How to handle patient abuse of workers’ compensation or 
disability claims — November/December

 j When patients diagnose themselves — November/December

Marketing
 j For good marketing, try an open house, but focus on bonding 

and besting — March

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

 j How to use media releases to build practice recognition — 
August

 j Marketing the practice: printed material — November/December

Purchasing and leasing
 j Here’s how to evaluate a transcription company and also get 

top service — March

Risk management
 j How to prevent violence… and deal with it when it happens 

— June

 j Five dangers in dealing with harassment claims —June

 j Why you need an employee social networking policy to help 
protect your practice — October

 j 8 traps to avoid when investigating a sexual harassment 
complaint — September

 j Got a good sexual harassment policy? — September

 j How your staff can help prevent costly malpractice lawsuits 
— September

 j Model policy on social networking by employees — October

 j Liability risks of serving alcohol to employees and how to 
manage them — November/December

 j OSHA Bloodborne Pathogens: A 13 Step Compliance Game 
Plan — November-December

This Month’s Idea Column
 j With quality a monthly topic, improvements are never ending 

— February

 j In Seattle office, a good free perk for staff is financial 
education — May

 j In California office, the training starts on day 1 and never 
ends — June

 j Front desk moves its phones into a communications center — 
October

 j Manager clarifies authority and makes the office run better — 
November/December

Working with physicians
 j For personal success, get beyond the words and 

metacommunicate — May

 j Avoid costly errors in physician recruitment — September

Workplace safety and health
 j 4 proven ways to increase handwashing — September

 j Safety Briefing: Prevent needlestick injury and exposure to 
bloodborne pathogens — November/December

http://www.medicalofficemgr.com


People actively seek medical information. Indeed, medical 
websites are among the most highly used sites on the Web, books 
by physicians and other medical practitioners sell well, and one of 
daytime television’s most popular television shows is “The Doctor 
Oz Show.”

Choose a hot medical topic, one that a physician or clinician from 
your practice has knowledge of and can provide commentary on, 
and approach the local newspaper about contributing an article on 
the topic.
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increaSinG profitS
Marketing the practice: Attract 
more clients by positioning your 
physicians and clinicians as 
thought leaders  
The medical practitioners in your office are more 
than knowledgeable; they are thought leaders in their 
respective fields. So why not share their expertise, 
and market the practice in the process?

Seeking information
People actively seek medical information. Indeed, 
medical websites are among the most highly used 
sites on the Web, books by physicians and other 
medical practitioners sell well, and one of daytime 
television’s most popular television shows is “The 
Doctor Oz Show.”
There is an audience of would-be patients waiting for 
information and insight from your experts. 
As important, there is a community of medical 
practitioners interested in exchanging ideas and 
sharing opportunities. This community could serve as 
a potential audience for your experts, and a source of 
new patients.

Taking advantage of opportunities
There are numerous ways to connect with others.
issue press releases. Each time something significant 
happens at the practice, issue a press release. “While 
there are no hard and fast rules, the most important 
factor is that you’ve got to make sure it’s newsworthy 
and useful to the reader,” says Scott lorenz, 
president of Westwind Communications, a firm 
specializing in medical practice public relations and 
marketing. 
Reasons for a press release include a new physician 
or clinician joining the practice, awards or accolades 
a practitioner has received, new practice offerings, 
new office location, and more. Assuming the news 
has value, spread the word. 

And while you’re at it, make sure you distribute 
the press release widely. Use an online distribution 
network, like PRWeb or PRNewswire, but also 
send your news directly to local newspapers and 
information outlets. Doing so may result in an article 
about your practice.
contribute an article to the local newspaper. A 
press release may get others to write your story, 
but don’t overlook offering one of your practice’s 
medical experts as an author. Choose a hot medical 
topic, one that a physician or clinician from 
your practice has knowledge of and can provide 
commentary on, and approach the local newspaper 
about contributing an article on the topic. In lieu of 
payment for the article, ask that a photo of the author 
and his or her short bio appear with the piece. 
create a blog. A blog at your practice’s website that 
speaks to patient care and concerns can serve as a 
valuable resource, while generating traffic to the site. 
It can be written by one or more of the practice’s 
physicians or clinicians.
contribute to a website. Medical websites and 
general interest websites that cover health topics 
are often seeking credentialed experts to share 
information. Conduct a search using Google and 
explore sites that might be a fit for the experts at your 
practice.
become active on social media. By joining LinkedIn 
groups and participating in group discussions, 
physicians and clinicians can showcase their 
expertise. Encourage them to leverage LinkedIn 
to share information and ideas, build professional 
community, and, as a result, promote the practice. 
Twitter also offers opportunities for sharing and 
image-building. Although the practice may already 
be tweeting, creating separate accounts for physicians 
or clinicians will call attention to these experts as 
individuals and help to position them as thought 
leaders.
present at a webinar. Publishers, media companies, 
professional associations, and other organizations 
offer webinars to their members. Webinar presenters 
generally choose the topic, or at least have a say 



None of these activities should take place in a vacuum.

Your practice has dynamic medical experts who are thought leaders.

Is your office ready for the changeover to ICD-10? For more 
information, visit our website at medicalofficemgr.com
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in the direction it will take. Because webinars tend 
to get heavily promoted, a presenter gets a lot of 
publicity. And of course the webinar itself provides 
exposure.
Speak at conferences. Sure, professional 
conferences allow for networking. But speaking at 
a conference provides the ultimate opportunity to 
be seen—and heard. Like webinars, conferences 
are heavily promoted, which means your medical 
expert’s name, photo, and bio will appear in 
marketing material. This, along with the presentation 
itself, can generate a great deal of interest.
“Conference speakers enjoy many benefits, including 
introductions to new colleagues which often result 
in new business,” says anna brekka, principal of 
Brekka Consulting, a B2B marketing and events 
planning firm.
contribute to medical journals and publications. 
It’s important to stay connected to the medical 
community, as colleagues are an excellent source 
of patient referrals. When physicians or clinicians 
from your practice contribute to medical journals 
and publications it brings notoriety to the practice, 
and keeps these experts top of mind in the medical 
community.
If one of your medical experts publishes in a 
prestigious journal or publication, you can build 
on this fame by—you guessed it—issuing a press 
release. 
Which raises an important point: None of these 
activities should take place in a vacuum. Issue a 
press release to announce an upcoming webinar or 
conference presentation. After the event, use social 
media to link to the archived presentation. Similarly, 
link to a published article within a blog post.

Find ways to use as many available outlets as 
possible to create buzz with attention to the main 
message: Your practice has dynamic medical experts 
who are thought leaders. Make people take notice and 
watch the practice grow.  

Coders are instructed to report codes from category 
M81 for osteoporosis without pathological fracture. 
Report these codes for patients with osteoporosis 
who do not currently have a pathologic fracture due 
to osteoporosis even if they have had one in the 
past. Site is not a component of the codes under this 
category. The type of osteoporosis is identified at the 
fourth character level: 

 j M81.0 Age-related osteoporosis without current 
pathological fracture

 j M81.6 Localized osteoporosis [Lequesne]
 j M81.8 Other osteoporosis without current 
pathological fracture

There is a “use additional code” note that appears 
at the heading of M81 that reminds coders to use 
a code for any major osseous defect (M89.7-) or 
personal history of (healed) osteoporosis fracture 
(Z87.310.) if applicable.  For code M81.8 coders are 
instructed to “use additional code” for adverse effect, 
if applicable, to identify drug (T36-T50 with fifth or 
sixth character 5).

let’s practice! How do you code the following?
Postmenopausal osteoporosis in a 65-year-old female 
with a history of healed osteoporotic fracture of the 
ankle.

 j M81.0 Age-related osteoporosis without current 
pathological fracture

 j Z87.310 Personal history of (healed) osteoporosis 
fracture

rationale: The personal history codes include 
expanded codes to identify past conditions. The 
note at category M81 states: Use additional code to 
identify personal history of (healed) osteoporosis 
fracture, if applicable (Z87.310). The documentation 
for the fracture states that it is healed and not causing 
any complications.
Judy Monestime is vice-president for consulting 
and ICD-10 expert at CodeSmart Group, Inc. She 
can be reached at 305-409-6899 or jmonestime@
codesmartgroup.com.  

(Coding update, continued from Page 3)



Timeline for Implementation
As we went to press, CMS’s latest information indicates registration 
will begin early 2014. Manufacturers and GPOs must report data 
covering August 1 – December 31, 2013 by March 31, 2014. The 
information will be publicly published in September 2014. Each 
year thereafter, public postings will be made June 30.
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or investment interests held by physicians or their 
family members. 

 j Certain group purchasing organizations (including 
those physically located or operating in the 
US) must report physician (or family member) 
ownership and transfers to physician owners.

Physicians addressed in this reporting include doctors 
of medicine and osteopathy, dentists and dental 
surgeons, podiatrists, optometrists and chiropractors. 
The data reported for 2013 must include individual 
payments or transfers of $10 or more, or aggregate 
payments of $100 or more when multiple payments are 
made in the same year to a physician. Those numbers 
are adjusted according to the consumer price index so 
2014 payments that must be reported are those $10.18 
or over or aggregate payments over $101.75.  
CMS then publishes the reported data on a public 
website so anyone can see what arrangements exist 
between manufacturers and GPOs and providers.
Why is this important to your practice?
You may have noticed that it’s the manufacturers 
and GPOs that have reporting obligations—not the 
physicians. So, many physician practices may think 
they don’t need to do worry about the Sunshine law 
because technically, they aren’t required to do anything. 
But ignoring the law is not a good idea. Your physicians 
and the practice should know what the public–and your 
patients and the government—will be told they received 
from manufacturers and GPOs.
Why? Well, as with any system, errors can occur. If 
the database inaccurately reports that your physicians 
or practice received payments or hold ownership 
or investment interests in an entity, you can get 
the report corrected (we’ll tell you how, below). 
Although there are legitimate reasons for these types 
of payments, the public perception may be that these 
payments create a bias when it comes to prescribing 
drugs and devices. So avoid any unnecessary issues 
with that perception by ensuring your physicians 
aren’t credited with receiving some benefit they 
didn’t really get. Even when the reporting is accurate, 
physicians should be aware of what is reported so 
they can respond to patient questions and explain the 
legitimate services related to that payment. 
While you may think many patients have no idea 
about this law and may not take the time to look 
at the database, you could be wrong. Maryland 
health care attorney William t. mathias, of Ober 

Kaler, notes that this transparency concept isn’t a 
completely new idea. Several years ago, medical 
device companies entered into settlement agreements 
with federal prosecutors obligating them to publicize 
all consulting arrangements they had with physicians. 
Mathias notes the media can review reports under 
such agreements or the Sunshine Law and call public 
attention to payments or arrangements. 
He adds that physicians working part time for 
academic medical centers may be very concerned 
about what is reported. Such institutions often have 
detailed policies about accepting anything of value 
from the industry and these payments could violate 
their employment agreement, Mathias explains. So 
physicians listed as receiving payments or holding 
ownership or investment interests in industry could 
face some questions from any teaching facility with 
which they are involved. 
Don’t forget too that the government will also have 
access to the database. There is no indication the 
OIG plans to use the Open Payments system to 
ferret out fraud and abuse but Mathias indicates it is 
“definitely a possibility.” Remember too, it’s not just 
payments but ownership and investment interests 
that will be publicly reported as well. The reporting 
could call certain arrangements into question with the 
government. Thus, physicians and their practices need 
to be checking to make sure accurate data is reported.

What your practice should do now before 
data is published
So, what should you do? As practice manager, you 
should emphasize the need to track all payments or 
transfers of value received by individual physicians 
in your group or by the practice generally. You also 
need to make sure you can compare your practice’s 
records with those reported to CMS by manufacturers 
and GPOs. Tell your physicians it’s important that the 
practice participate in CMS’s Open Payments system.
Mathias encourages all physicians to register in the 
Open Payments system so they get a notice when 

(Sunshine Law, continued from Page 1)



editor’s note: One manufacturer we found, 
Genentech, provides a tracking feature on its website 
that allows providers to see what the company has 
recorded as being received by providers from the 
company. Other manufacturers may have similar 
options. You should still keep your own records, 
however, to compare with the manufacturer’s data.
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information is reported about them. Your physicians 
can do that on the CMS Open Payments website, 
which is listed in our online resources section (see 
link at the end of this article). The registration link 
wasn’t available yet at the time we went to press but 
CMS predicted it would be ready in January 2014. 
Registering ensures your physicians get a chance to 
review information reported and address and resolve 
with the manufacturers any inaccuracies before the 
information is made public. Each physician creates a 
user profile that they must update or confirm annually. 
Although manufacturers and GPOs have deadlines 
for registration, physicians can register any time. But 
there is a limited amount of time in which physicians 
can review reported information and request 
corrections. CMS cautions that registering after that 
window for reviewing and disputing manufacturer’s 
reported information means CMS can’t guarantee 
that corrections will be made before the data is made 
public. So if your practice’s physicians aren’t yet 
registered, make sure they register. 
CMS also encourages physicians to “[k]eep records 
of all payments and other transfers of value received 
from applicable manufacturers or applicable GPOs.” 
Mathias agrees, suggesting practices “start having 
some type of digital records so you can protect your 
practice from false or inaccurate reports.” You want 
organized and accessible data about your interaction 
with manufacturers’ representatives and GPOs so you 
can quickly check the accuracy of reported information.

How to track benefits from industry reps
You can keep paper records of manufacturer 
representatives’ visits and the payments or transfers 
made. But electronic recordkeeping can simplify and 
speed the task, particularly for large group practices.
CMS has a free mobile app available to help 
physicians track transfers of value they receive from 
manufacturers. It is available at the Google Play™ 
app store or iOSApple™ app store. Search for 
“Open Payments” to find it. CMS indicates the app 
is password protected and allows the user to record 
and edit information about each payment or transfer 
received. A summary of the information recorded can 
be exported using email so physicians can all transfer 
data tracked on their mobile devices to a group 
practice computer for administration. A QR code 
helps with transfer of data to another user’s device, 
such as physician profiles, industry representative 
profiles and details regarding individual transactions. 

CMS cautions that the data is only stored on the 
local device (not on a CMS database) so CMS 
recommends users make frequent backups of the data 
recorded via their mobile app. One important reason 
to make frequent backups is that a security feature 
allows the user to try entering a password up to 10 
times and if the correct password isn’t entered on the 
11th try the information stored will be erased. 
Another electronic tool that could be used to track this 
information is a web-based platform, RxVantage, which 
helps physician practices manage their relationship with 
industry representatives visiting their practice. Like the 
CMS mobile app, use of this platform is free for medical 
practices and there is a free version also for industry 
representatives. James a. dwyer, Vice President of 
Sales at RxVantage explains that the platform facilitates 
scheduling by allowing practice managers to fill out 
profiles that specify the practice’s parameters for 
manufacturer representatives’ visits to the office. 
For example, the practice can list time slots during 
which they will accept visits from representatives, 
rules for frequency of visits, directions to the office, 
parking instructions, product sample requests and 
even dietary restrictions for cases in which food will 
be provided as part of the meeting, Dwyer explains. 
Industry representatives can also create profiles 
providing contact and other information and sign 
up for visits to the practice in the web platform, 
according to the parameters set by the practice. 
A new feature of RxVantage helps practices track 
payments or transfers of value subject to reporting 
under the Sunshine Law. Using this feature, the cost 
of any meals, payments or other benefit provided to 
the practice physicians can be recorded. For meals 
during meetings, the system even allows the practice 
to record which physicians were in attendance. “It’s 
the same as a sign in sheet that representatives will 
have,” explains Dwyer. The practice can generate a 
report showing the amount a representative has spent 
at a particular office or by provider, adds Dwyer. It’s 
a “snapshot in time,” he says. 



editor’s note: Note that some manufacturers 
may already publicly post this data on their own 
websites. Like the device companies Mathias 
mentioned, some manufacturers may be required 
to publicly publish such information as a condition 
of settlement agreements or corporate integrity 
agreements with the government.

Resources
Go to our website for a complete list of Resources to help you deal with 
the Sunshine Law as it relates to your medical practice. You will find 
it here: http://medicalofficemgr.com/sunshine-law-resources  
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Dwyer suggests using RxVantage gives physicians 
and practices “peace of mind.” That’s because as 
Mathias noted, physicians have a small window of 
time to review and challenge inaccurate reports to 
the Open Payments database before they are made 
public. Having the data immediately available 
electronically allows physician practices to more 
efficiently check and refute reporting of transfers to 
its physicians. Dwyer indicates that RxVantage has 
plans to add a feature that will provide alerts “when a 
threshold is reached or almost reached.” For example, 
says Dwyer, it can send an alert that a particular 
physician has received $80 through attendance at 
meals with an industry representative. 
Regardless of whether you use the CMS mobile app 
or the RxVantage resource be aware that its not just 
benefits received at representatives’ visits that you 
need to track. You also have to track any benefit 
received at any time from a manufacturer or GPO and 
any ownership or investment interest your physicians 
or their family members may have in a relevant 
manufacturer or GPO.

How to dispute data reported
Using your own data about transfers of value and 
ownership/investment interests held, you should 
check the accuracy of what manufacturers and GPOs 
have reported to CMS concerning your practice 

physicians. As we said above, after reports are made 
to CMS, there is a “review and resolution period” 
that begins at least 60 days before the data is publicly 
published. Once data is reported, physicians have 
45 days to review the information and dispute any 
reports that are inaccurate. Physicians work with the 
manufacturer or GPO to resolve the dispute. If the 
dispute isn’t resolved in those 45 days, the data is 
publicly reported but noted as under dispute. After 
the 45-day period, physicians still have another 15 
days to dispute data but any changes may not be 
shown in the publicly published data.

tells Medical Office Manager, pointing out the result 
could be a serious cash flow issue.

By way of background
ICD-10, the tenth revision of the medical classification 
list published by the World Health Organization 
(WHO), is far more complicated than ICD-9. Where 
ICD-9 consists of 17,000 codes and a five-digit 
numbering system, ICD-10 includes 155,000 codes 
and a seven-character alpha-numeric system.
The “new” system isn’t exactly new; it is currently 
used in many countries. In fact, the United States is 
the last among developed nations to implement the 
new code sets.
Deadlines for U.S. implementation have been 
announced in the past, and then implementation was 
delayed. This may explain some of the reluctance with 
regard to preparation, and the perceived lack of urgency. 
But make no mistake: October 1, 2014 is the deadline.

There is good reason to move ahead with the change. 
ICD-10 code sets allow for greater specificity, 
providing more information for physicians and 
clinicians, which will result in better patient care.
Yet, it is this specificity that creates challenges for 
medical office managers.

Productivity implications
Under ICD-10, the average inpatient medical 
chart requires about one hour of coding, according 
to Shapiro, where an outpatient chart requires 
approximately half an hour – which, on average, is 
about twice as long as ICD-9.  
Expect a drop-off in productivity of 50 percent, 
Shapiro says.
As a result, medical offices need to hire more coders 
and/or outsource a portion of coding. Outsourcing, at 
least in part, seems to be a popular solution. “Every 
single hospital is outsourcing coding to some degree,” 
Shapiro says.

(Start getting ready for ICD-10, continued from page 1)

http://medicalofficemgr.com/sunshine-law-resources


ICD-10 requires a whole new knowledgebase.

“Budget for it; it’s not going to be free.”

Were there disparaging remarks about the people in the firm, 
such as, “Who was that geeky physician I met?”
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They often have little choice. The problem with hiring 
more coders is that the good ones are being snapped 
up. Meanwhile, others are leaving the profession. “We 
think we’re going to lose one-third of the coders,” 
Shapiro tells Medical Office Manager. Indeed, he 
expects a shortage of 3-4 million coders as a result of 
ICD-10.

Knowledge requirements
With so many job openings, why are medical 
coders leaving? And why aren’t more entering the 
profession?
ICD-10 requires a whole new knowledgebase. 
Coders must have subject matter expertise in medical 
terminology, as well as in anatomy, physiology, and 
pharmacology, Shapiro explains.
In other words, coding is more than a clerical job. 
Indeed, the average starting salary for an ICD-10 coder 
with no experience is $50,000 to $60,000 per year.

Moving forward
Needless to say, lack of preparation means many 
practices have not budgeted for expenses related to 
ICD-10. These expenses may be related to training, 
higher payroll, and/or the cost of outsourcing coding.
Shapiro tells Medical Office Manager that the American 
Medical Association (AMA) puts the cost of transitioning 
to ICD-10 at $50,000 to $120,000 annually.
His recommendation? “Budget for it; it’s not going to 
be free.”

Meanwhile, Shapiro stresses the importance of 
making sure everyone is properly training in coding, 
billing, and clinical documentation. “Education is 
key; it’s the most important thing,” he says.
In addition, he says it’s essential to look at your 
electronic health record (EHR) system and make sure 
it’s ICD-10 compliant.
He suggests medical office managers approach the 
transition from a project management perspective, 
with attention to detail and the looming deadline.
“Take ICD-10 very seriously,” Shapiro says. “If you 
don’t, the practice can go out of business.  

Everyone is on best behavior at an interview, but get 
that person comfortable and the behavior relaxes to 
its true level.
elicit long answers. Ask questions that force the 
applicant to talk, for example, “What if you were 
assigned to someone you didn’t want to work with? 
How would you get out of that?” or “How would you 
go about getting a good raise?”
Instead of talking about the functions of the previous 
jobs, ask questions that force the person to give 
opinions about those jobs, such as, “What did you 
learn from that job? What would you have done 
differently? What jobs have you had that were 
difficult? If you had your ideal day at work, what 
would that be?”
To keep the answers going, after each one say, “Tell 
me more about that.”
ask for questions. Ask if the individual has 
questions, and look out for anything that forces the 
person to give opinions about those jobs, such as, 
“How do you get ahead here?” or “Who are the 
important people work for?”
Conversely, give high points for honest questions about 
how to succeed such as, “What kind of support do you 
give to new people to help them with trouble spots?”

3. Bring out the peer snoop
But perhaps the most revealing interview tactic of all 
is to have a peer take the applicant to lunch.
Choose someone who is easy to talk with, and tell 
that person to chat about the applicant’s background 
as part of the natural flow of conversation—“Where 
have you worked before? What kind of role did you 
have? What kind of pressures did you have? What 
did you like about that? Hate about it?”
Afterwards, ask the peer if the applicant made 
negative comments about previous employers or the 
people who worked there. Particularly damning is a 
remark such as, “Why do you think I’m leaving? I 
hate my boss!”
Ask too if there were disparaging remarks about the 
people the applicant has talked with in the firm, as in, 
“Who was that geeky physician I met?”

(Toxic employees, continued from page 7)
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Don’t think comments like that don’t get made. 
People let their guard down with peers, and in a 
relaxed setting where an applicant feels nobody is 
paying close attention to what’s said, the truth starts 
to flow.
What’s more, a peer interview can reveal a Jekyll-
and-Hyde personality. It’s not uncommon for a toxin 
to make a superb showing with the senior people but 
snub the juniors.

4. Offer a six-month job
What if the firm isn’t quite sure about an applicant 
but wants to give that person a try?
You can throw out a safety net. Offer only three or 
six months’ employment.
That’s different from a probationary period in that 
the firm says up front the job may only last for that 
period of time. Phrase the hire as, “We think you 
have the skills we need, but with budget reviews 
coming up, we are not sure we can continue this job 
past six months.”
If the applicant turns out to be toxic, the firm can end 
its problems with no confrontation at all.

5. Detoxing the irritant on board
What about that toxic person who is already working 
down the hall?
Unfortunately, the only solution is to confront the 
problem. Although, but you should start off softly to 
eliminate the possibility that the bad attitude is being 
caused by some issue that actually warrants attention.
Take time to ask how things are going and if the 
staffer is happy with the job. But if nothing turns up, 
cut to the chase.
Point out specific examples of behavior that isn’t 
acceptable, for example, “I’ve had five people ask 
me why you have been so rude to them and to the 
patients who call. What’s going on?”
Then put it under a magnifying glass. Tell what’s 
happening as a result of the behavior, perhaps that 
people see that person as angry and are reluctant to 
communicate and that the work is getting stymied as 
a result.
Explain what has to be done. “This is the behavior 
that we have to see: You have to adjust your attitude. 
How do you think you can do that?”
Nail it down. “We need to see substantial progress, 
and I will verify that it is being made. I will be 

talking with the people you work with to find out if 
your attitude improves.”
Finally set a time a few weeks hence to meet again 
and review the progress. “Here is what we have 
talked about. These are the expectations. We believe 
these expectations can be met. Let’s meet in two 
weeks to talk about how you’re doing.”
That’s a warning. If there’s no improvement, it 
becomes a matter of discipline.
There will probably be a slide back to old behavior.
Keep in mind, however, that toxic people are a 
nightmare to manage. Rarely do they change.
Even if they do change, often the improvement is 
only short-lived and the person goes right back to the 
obnoxious ways.
Keep tabs on the progress, but recognize there’s 
simply not time to handhold that person through a lot 
of meetings. If improvement isn’t satisfactory, forget 
it, fire and move on to the business of running the 
office.  


