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ComplianCe

What you need to know 
about medical marijuana 

Coding

IDC-10 delay gives time to handle critical staffing challenges
Congress has voted to delay ICD-10 for one year, 
until Oct. 1, 2015.
But this is not a reprieve; it merely provides more 
time to address critical staffing issues. It helps to 
first understand the many reasons for implementing 
the new code set.

Advantages of ICD-10
Indeed, doing so will benefit your practice and the 
delivery of health care in the United States and 
worldwide.
As Chelsea marrs, senior marketing specialist at 
health information technology company Coping 
Systems Inc., points out, ICD-10 will result in:

 j fewer errors, since the new system is designed 
to be more intuitive and logical

 j more money, “because the new system is 
tailored around modern pay-for-performance 
models, including the newest health care 
technologies that would otherwise go 
unreported with the old codes. In addition, 
increasingly specialized codes can equate to 
huge cost savings for providers and payers, 
through more detailed trend and cost analysis.”

 j better research, as a result of more detailed, 
accurate classification

 j improved performance, through better tracking 
of medical procedures

 j and sharing of best medical practices globally

Yet, for all this to occur, practices must be prepared 
to implement the change – and have the staff to 
handle the process.

™medical office manager

With medical marijuana now legal in 20 states and 
Washington, D.C., and legislation pending in 13 
other states*, medicinal use of cannabis has very 
much become a national issue – and of course it’s 
an issue with numerous implications for medical 
practices and the people who manage them.
Richard F. Comenzo is a Massachusetts attorney 
specializing in medical marijuana laws. His 
practice assists physicians, dispensary owners, and 
patients navigate the new landscape. Medical Office 
Manager asked him for information and insight.
mom:  What is the biggest misconception with 
regard to medical marijuana?
RFC:  The biggest misconception in Massachusetts 
currently is both that it is a “public safety” issue, 

(continues on page 16)

(continues on page 12)



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.  

Reader Tip
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A clean office is a healthy and 
profitable office
Patients lose faith in an office when they see clutter and dusty 
plastic plants and dirt in the corners.
The likely reaction is “this office is okay for a common cold, but I 
don’t want to have a biopsy here.”
So it is important to place continued emphasis on keeping the 
office not only clean but orderly. “People are judged by their 
appearance,” says the manager of a Florida dermatology office, 
and her goal is an appearance that gives patients “100% proof that 
we take what we do very seriously.”
The office has a staff of 12, and although a cleaning service comes 
in every night, staff are responsible for keeping it clean during the 
day, with the focus points being the front desk, reception room, 
and exam rooms.
At the front desk, everything is kept in cupboards so patients 
see a clear area from the window. For the counter behind the 
receptionist’s desk the rule is that nobody can set anything on it.
The staffer keeps her working papers “directly in front of her.” 
And the office is laid out so patients can’t see into the file room.
The manager has also made the front desk “very calm” by locating 
the telephones in a separate room. With the orderliness and lack of 
commotion, she says, “patients feel they are important.”
For the reception room, one staffer picks up items patients leave 
and straightens the magazines during the lunch break. It’s part 
of her job description. The carpets get cleaned routinely every 
six months. More still, the manager does a walk-through of the 
reception area at least three times a week to see if there are stains 
on the furniture or if repairs are needed. 
In the exam rooms, again, everything is kept in cupboards. There 
are no form holders on the walls, no magazines sitting about, and 
nothing on the counters. Staff also empty the trash as soon as the 
bags start to fill up so the rooms always “look wiped-off clean.”
Office appearance is discussed at every staff meeting, the manager 
says. “I tell staff to walk into the office as if they are going to sign 
in and tell me what they see.” The continued emphasis “gives them 
pride in the office,” she says, and the reward is the fact that patients 
remark on the cleanliness– “at least two or three times a day.”
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Risk management
When to call an HR expert 
for help
As a medical office manager, you typically handle day-
to-day HR responsibilities and likely feel comfortable 
in this role, at least most of the time. Yet, there are 
times when expert assistance would be welcomed 
or even seems required. The question is: How do 
you know when you need the help of an expert?

Going it alone
Among the various HR (human resources) 
responsibilities, several are relatively 
straightforward and require little, if any, external 
support, according to steve Cohen, president of 
Labor Management Advisory Group, a human 
resources management consulting firm, and HR 
Solutions: On-Call, an advisory service for medical 
practices and other small businesses.
These responsibilities include:

 j Recruiting and hiring. For the most part, 
you know who you’re looking for and you’ll 
know when you find that person, Cohen says. 
However, you should make sure you are aware 
of the rules and regulations that pertain to 
employee selection and hiring.

 j onboarding. In case you’re not familiar with 
the term, it refers to bringing a new employee 
“onboard” and everything it entails, including 
completing necessary paperwork, introducing her 
or him to the staff, touring the facility, providing 
a work area and appropriate supplies, arranging 
for any necessary training, and so forth.

 j Basic coaching. Employee coaching, aimed at 
supporting staff and helping them develop and 
enhance their skills, should be part of every 
manager’s job.

 j Basic judging. This includes judging the 
quality of things, services or people, and how 
they interrelate.

 j Policy formation and policy clarification. 
Setting policy, creating written policies, and 
providing clarification when necessary are 
likewise relatively straightforward.

Asking for assistance
Nevertheless, when it comes to certain areas of 
responsibility, an office manager is often over her 
or his head.

These areas include employee discipline and 
termination, and allegations of sexual harassment. 

Discipline and termination
A medical office manager is capable of taking 
the first step in conflict resolution, Cohen says, 
pointing out that this involves due process and 
perhaps an oral warning.
The office manager may be able to also handle a 
written warning, with a few guidelines about what a 
written warning should look like, he says.
Yet, when a situation escalates, a manager should 
seek assistance.
“We think that the office manager should call for 
help when there are problems that go beyond the 
written warning,” Cohen says, adding, “for sure 
when you terminate someone.”
The worst thing that can happen when you 
terminate is that someone comes back with a gun, 
Cohen says, indicating the next worst thing is a 
lawsuit.
 “Every time you terminate, the government calls 
that a precipitous action. It’s a good idea to bring in 
a third party, and to have the third party serve as the 
bomb squad,” he says. “This way, it becomes the 
consultant’s fault.”
According to Cohen, the third party spares the 
client the legal heat and the political heat, meaning 
the issues that have a tendency to arise in the office 
as a result of terminating an employee.

Sexual harassment
When it comes to sexual harassment, time 
definitely is not on your side.
“If there’s even a hint of sexual harassment, 
the government requires a thorough and timely 
investigation, and the investigation must start 
within 72 hours,” Cohen tells Medical Office 
Manager. 
Talk about pressure. But wait, it gets worse.
 “The government holds the office manager strictly 
accountable for maintaining a sexual harassment-
free zone,” he says.
Then there are the financial consequences.
 “The fine for a confirmed sexual harassment 
allegation is 25 percent of the net worth of the 
organization,” Cohen explains.
And this is only the government fine, once 
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the EEOC (Equal Employment Opportunity 
Commission) confirms that sexual harassment has 
taken place. The victim then sues and the practice 
ends up paying even more. “It is literally designed 
to bankrupt the organization,” Cohen says.
In order to avoid this scenario, he recommends taking 
precautionary measures. “A practice needs to set up a 
very specific sexual harassment prevention program, 
and that’s an area an expert can help with,” Cohen 
says. He points out that it helps to have an ongoing 
relationship with an expert, so that “if anything goes 
bump in the night, a manager can pick up the phone.”

Other areas requiring support
Medical practices also utilize Cohen’s firm to 
establish an HR system; write job descriptions; 
and provide clarity and continuity with regard to 
wage and salary structure, performance appraisal 
programs, and policy manuals.
In these areas, outside support is not critical but 
valuable, Cohen says. 
However, he emphasizes that termination and 
sexual harassment are areas where a medical office 
manager does not want to go it alone.  

How to use Modifier 24 and 25
By Aimee Wilcox, MA, CST, CCS-P

Modifier 24 is reported as follows:
 j Append only to Evaluation and Management 
(EM) codes.

 j Use only to report an EM service beginning the 
day after a procedure performed by the same 
physician during the past 10 or 90 postoperative 
days.

 j The patient’s record must document that the 
EM service was solely for the treatment of an 
underlying condition and not for postoperative 
care.

Example:
The patient is two weeks status post laryngectomy 
for cancer and is seen in the surgeon’s office for 
EM service to begin chemotherapy for the next six 
weeks. Documentation supports an established visit 
level 99214.

Code:  99214-24
Do not use Modifier 24 if the following 
circumstances apply:

 j Surgical complication is considered part of the 
surgery package so would not qualify.

 jWound infection is part of the surgical package.
 j Patient is admitted to skilled nursing facility for 
a condition related to the surgery.

 j If the postoperative period (10 or 90 days) is 
over, the Modifier should not be used.

 jModifier 24 should not be used for services 
rendered on the same day as the procedure. (See 
Modifier 25 explained below).

How will the insurance company respond to 
Modifier 24?
Each insurance company has their own sets of rules 
for processing claims with Modifiers. Some of the 
responses you may experience include:
1. Denial of the claim as incidental to the service 

and leave it up to you to pursue appeal.
2. They may request proof that the service was 

unrelated to the minor or major surgery for 
which the postoperative period is applicable.

3. They can also pay the claim and then at a later 
date (sometimes up to three years) request proof 
that the service actually qualified for Modifier 24 
and if not, request a refund of the monies paid.

Sometimes the patient scenario can be complicated, 
requiring the coder to think through each scenario 
to determine applicable services and Modifiers. 
Review the following scenario and see if you would 
have coded it correctly.

Example:
The patient is two weeks status post neuroplasty 
for carpal tunnel of the right hand and presents 
to his surgeon today for a new complaint of right 
knee swelling and pain. The patient has a history 
of fluid on the knee and following examination 
and x-ray, the physician decided it would be best 
to drain the fluid from the knee in the office. 
The procedure was performed, the patient put on 
antibiotics and scheduled him to return for follow-
up exam in one week.

coding update

(continues on page 15)
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take BasiC ComplianCe steps now
Get ready for HIPAA breach 
before it happens
HIPAA requires you have breach notification 
policies and procedures to ensure proper handling of 
a breach of unsecured protected health information 
(PHI). Do you have breach notification policies 
and procedures that comply with HIPAA, including 
the latest changes that went into effect last year? 
Are you training your staff about how to handle 
suspected breaches? If not, you could end up like 
Skagit County in Washington, which just agreed 
to a settlement with HHS that includes a $215,000 
penalty and a three-year corrective action plan.

What happened?
The Skagit County Public Health Department 
assists individuals otherwise unable to pay for 
healthcare services. The Office for Civil Rights 
opened an investigation of Skagit County after 
receiving a breach report that individuals’ ePHI 
contained on receipts was inadvertently made 
publicly accessible on a web server. According 
to an HHS press release, Skagit County thought 
only seven individuals’ ePHI was involved but 
OCR’s investigation revealed 1,581 individuals 
were affected. The ePHI included information 
about testing and treatment of infectious diseases. 
HHS also indicated the OCR investigation found 
Skagit County noncompliant with HIPAA Privacy, 
Security and Breach Notification Rules.
OCR said Skagit failed to:

 j properly notify individuals when Skagit “knew 
or should have known” their ePHI was affected 
by the breach 

 j implement policies and procedures to prevent, 
detect and address security breaches

 j have and implement policies and procedures 
compliant with the HIPAA Security Rule

 j provide security awareness and training 
to its staff, particularly those dealing with 
information security. 

As a result of the OCR investigation, HHS and 
Skagit County entered into a resolution agreement 
requiring Skagit County to pay a $215,000 fine and 
institute a three-year corrective action plan. Skagit 
County must develop and get HHS approval for 
breach notification forms and substitute notice as 
well as policies and procedures concerning privacy, 

security, breach notification and hybrid entities. 
The county must also assess risks and implement 
security measures to reduce identified risks to “a 
reasonable and appropriate level,” train all workers, 
comply with reporting requirements and get 
documented assurances that its business associates 
will protect PHI. 
Skagit must also investigate any allegation a worker 
hasn’t complied with privacy, security or breach 
notification policies and procedures and report 
violations (“reportable events”) to HHS within 
30 days. Annual reports must be made regarding 
compliance with the corrective action plan.

Why is this important to you?
So why should a medical office be concerned about 
an enforcement action against a county government 
in Washington state? Former HHS deputy general 
counsel and acting general counsel, paula m. 
stannard, now a health care attorney with Alston 
& Bird LLP in Washington, D.C., says the Skagit 
case is the first time OCR actually alleged in a 
resolution agreement, in addition to breach, that the 
covered entity failed to provide notice required by 
the breach notification rules. 
This case is also the first time OCR has sought 
enforcement against a local county government. 
Generally, when you think of HIPAA violations, 
“you think of private entities, health plans, 
providers—you don’t think about government 
entities,” says Chicago attorney kimberly J. 
kannensohn, of McGuire Woods.
Most importantly, Skagit County is a relatively 
small entity with only 118,000 residents according 
to the HHS press release. OCR is saying: “We don’t 
care how small you are, you are still dealing with 
personal health information and you need to have 
policies and technical safeguards and you need 
to train your employees,” explains Kannensohn. 
This is an important message for medical offices of 
any size. “OCR is serious about investigating and 
enforcing failure to comply by covered entities of 
all sizes and types,” agrees Stannard.

What should you be doing now?
A “compelling reason for a compliance policy 
is the cost of a corrective action plan,” explains 
Kannensohn. “The actual cost to Skagit County 
isn’t just the penalty. It goes so far beyond that,” 
she says. “If a covered entity is out of compliance 
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and is required to agree to a corrective action plan, 
the administrative and regulatory burdens will be 
more significant than if the entity just complied in 
the first place.” So avoid Skagit’s fate by focusing 
on compliance now. 
The lesson from the Skagit County case is “the 
importance of focusing on the basics,” says 
Stannard. The Skagit County corrective action 
plan requires it to develop and implement basic 
compliance policies and procedures that address 
privacy, security and breach notification. So it 
appears the entity didn’t already have compliant 
policies and procedures in place. 
You need to make sure your medical office has taken 
all necessary steps to comply with privacy, security 
and breach notification rules. First, HIPAA requires a 
covered entity to “perform a risk assessment, iterate 
all your security assets, figure out your vulnerabilities 
and reduce your identified risks to a reasonable 
and appropriate level,” advises Kannensohn. OCR 
won’t be expecting all entities to select the same 
method of compliance. The government allows some 
flexibility in how covered entities comply with these 
requirements. A small physician practice won’t be 
expected to hire a big nationally recognized firm to 
complete the risk assessment; a local consultant with 
sufficient IT experience may be sufficient in that case, 
says Kannensohn.
But at a minimum, to avoid the problems Skagit 
County encountered, all medical offices should 
have the following:
1. A risk assessment 
2. A risk management plan (including policies and 

procedures and security measures) that reduces 
risks and vulnerabilities found in the risk 
assessment to a reasonable and appropriate level

3. A privacy officer
4. A security officer
5. A privacy policy
6. A security policy
7. A policy and protocol for addressing breaches 

and handling breach notification
8. HIPAA training for staff, including breach 

notification training.

What should you do if you find a breach?
There are several things you should do if 
you suspect a breach has occurred. Here’s an 
explanation of key steps you need to take:

determine if there’s a reportable breach
Remember that under the new breach notification 
requirements, a breach is presumed reportable 
unless you complete a risk analysis that focuses on 
four factors:
1. Type and extent of PHI involved in the breach 

(type of information and how likely is it the 
information can be identified or linked to a 
person);

2. Who gained unauthorized access to the 
information;

3. Whether the information was accessed or 
acquired; and

4. What mitigation efforts were made.
Your personnel need to understand that every 
unauthorized disclosure must be investigated 
but not every unauthorized disclosure may be a 
breach, says Kannensohn. It’s the privacy officer 
or other designated individual that has to make 
that determination, she cautions. So tell staff they 
must bring suspected unauthorized disclosures 
or breaches to the privacy officer’s (or other 
appropriate person’s) attention. An employee 
shouldn’t assess the seriousness of it themselves.
notify affected individuals, HHs and possibly media 
Once a breach is determined, the covered entity 
must notify the affected individuals, the HHS 
Secretary and in some cases, the media. Notice to 
individuals must be by first class mail, or email if 
the individual agreed to email notices. If the entity 
doesn’t have up-to-date or complete information for 
the affected individuals, substitute notice must be 
used. For less than 10 people, that substitute notice 
could be other form of written notice or telephone 
notice. If there isn’t sufficient information to 
contact 10 or more of the affected individuals, the 
covered entity must give substitute notice either 
posted on its website for 90 days or publicized in 
major print or broadcast media where the affected 
individuals are likely to reside. Individual notice 
must be given no more than 60 days after the 
breach is discovered. If more than 500 individuals 
are affected, the covered entity must not only notify 
the individuals but also prominent media in the 
jurisdiction or State. The entity must also notify the 
Secretary of HHS, within 60 days if more than 500 
individuals are affected or in an annual report (60 
days after end of the calendar year) if less than 500 
individuals are affected.



To give you an idea of what could be involved in a corrective action plan, 
here is a summary of the measures included in the Skagit County corrective 
action plan:

Skagit must develop and get HHS approval for the following:
 j a breach notification form 
 j substitute breach notification to be published conspicuously in major 

print or broadcast media in the geographic area in which individuals 
not previously individually notified likely reside (or conspicuous 
posting on Skagit’s home page for 90 days)

 j accounting of disclosures procedure
 j hybrid entity documents (including compliance policies and procedures 

and safeguards requirements and sample business associate agreement) 
 j risk analysis and description of risk management measures 
 j policies and procedures for privacy, security and breach notification

The corrective action plan also requires Skagit County:
 j document implementation of hybrid entity and related safeguards 

policies and procedures
 j document satisfactory assurances from BAs that they will safeguard PHI
 j assess risks for ePHI held by covered health care components of Skagit 

County identified in its hybrid entity documentation
 j implement security measures reducing risks and vulnerabilities 

identified in risk assessment to a reasonable and appropriate level
 j train all workers with access to ePHI in privacy, security and breach 

notification rules (including new policies and procedures) and train 

new hires within 30 days of employment (workers must certify they 
received training)

 j review training annually and update to reflect changes in law
 j prohibit worker access to ePHI until they have been trained
 j comply with the following investigation and reporting obligations:

 � Investigate any worker that fails to comply with privacy, security 
or breach notification policy or procedure and report to HHS any 
violations (“reportable events”) within 30 days, in writing (describe 
event and relevant policies and describe actions taken to address the 
issue, mitigate harm and prevent recurrence and sanctions imposed)

 � Submit an annual report on the status of and findings regarding 
compliance with the corrective action plan. An annual report is due 
60 days after the end of the reporting period (including a summary 
of security management measures, reportable events and status of 
corrective action, officer’s attestation that the report was reviewed 
and reasonable inquiry revealed it is accurate and truthful; the last 
annual report is due in the fourth year for the final year of the three 
year corrective action plan).

 j Retain documentation relating to corrective action plan for six years

To read the HHS press release & the resolution agreement with corrective action 
plan, see: www.hhs.gov/news/press/2014pres/03/20140307a.html  

Terms of Skagit County corrective action plan

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

Include all required content in your notification 
The breach notification rules set specific 
requirements for the contents of your breach 
notification. First and most importantly, make sure 
the notice is written in plain language. Make sure 
your notice tells the recipient: 

 j What happened, when it happened and when it 
was discovered;

 j Types of PHI involved (e.g. social security 
number, name, date of birth, address etc.);

 j What the individual should do to protect self 
from harm;

 j What the covered entity is doing to investigate 
and mitigate the breach and prevent further 
breaches; and

 j How to get more information (toll free number, 
email address, website or postal address).

implement lessons learned from skagit County 
In addition to these basic steps described above, 
there are two lessons specific to Skagit County’s 
breach notification case that you should keep in 

mind as well when handling breach notification: 
1. scope of breach: When you find a breach, 

“it’s essential you accurately determine the 
extent of the breach,” advises Kannensohn. 
Remember that the HHS press release says 
Skagit indicated only seven individuals were 
affected but OCR found 1,581 individuals had 
PHI affected by the breach.

2. substitute notice: Stannard notes that the 
resolution agreement appears to indicate the 
Skagit failed to provide alternative notice for 
individuals they couldn’t reach by regular 
mail. OCR has emphasized that if you know 
individuals haven’t received notice of a breach 
by first class mail you must comply with 
substitute notice. “You and your business 
associates facilitating breach notifications must 
be sure to follow-up. If you have incomplete 
addresses, or some notices are returned as 
undeliverable, you need to be prepared to 
provide substitute notice in accordance with the 
Breach Notification Rule,” explains Stannard.

QUICK LINK: 1817 
Enter this code at medicalofficemgr.com for helpful resources regarding 
the HIPAA Breach Notification Rules

http://www.hhs.gov/news/press/2014pres/03/20140307a.html
http://www.medicalofficemgr.com


Doctors have every right—and need—to be paid. But 
getting patients to pay their bills on time is a major 
challenge that forces you to confront a bewildering 
array of regulatory requirements, managed care and 
insurance contracts, and ethical constraints stemming 
from the doctor-patient relationship.
The centerpiece of juggling all of these 
requirements is to establish a financial policy 
that tells patients how they will be billed for the 
services they receive. In addition to laying the legal 
groundwork for billing and collection, including 
by a third party collection agency, a well-crafted 
financial policy plays a key role in providing 
effective communications with patients and 

preventing misunderstandings that can fester into 
nasty payment disputes. 
This Model Policy is for a medical group practice 
and is based not on any single example but a 
“greatest hits”-type of amalgamation of best 
practices and cutting edge provisions from provider 
models across the United States. Of course, no 
two offices do all things the same exact way. So 
you’ll need to modify the Policy—particularly 
the provisions regarding insurance—to your own 
circumstances, including the provisions of contracts 
with insurers and payers you deal with, as well 
as any regulatory requirements that apply in your 
particular state or city.

1. Statement of policy
The physicians and staff of ABC Medical Group are pleased to 
welcome you to our facility and to let you know that we are 
dedicated to not only providing you the very best medical treatment 
but to ensuring that your patient experience is a pleasant one.

2. Purpose
We have developed these financial policies to help you understand 
our patient billing policies and procedures to avoid any 
miscommunications about the handling of your bills and accounts. 
Being familiar with and following this Policy will go a long way in 
ensuring you a pleasant patient experience and maintaining the 
understanding and respect that are so important to the physician-
patient relationship.

If you have any questions or do not understand any aspects of this 
Policy, please contact the ABC Medical Group [list contact person(s) 
or department and information].

3. Check your coverage before making an appointment
We fully understand that health insurance plans and benefits can 
be quite confusing. But we also want to remind you that it is your 
responsibility to be familiar with the key aspects of your benefits 
plan, including whether it covers the specific treatment you seek 
from ABC Medical Group. If you are unsure of your coverage, we 
ask you to please call your insurance provider using the customer 
service telephone number listed on your insurance card before 
scheduling your appointment with ABC.

4. Registration
When you arrive for your initial visit to ABC, one of our patient service 
representatives will collect your billing information including your:

 j Address;
 j Telephone number; 
 j Social security number; 
 j Birth date;
 j Insurance information;
 j Employer information;
 j Emergency contact information;
 j [List any other patient information you collect during registration.] 

Keeping this information up-to-date is very important. Accordingly, 
when you arrive for each subsequent visit to ABC, one of our 
receptionists may ask you to verify that this information remains 
true and revise information that is no longer up-to-date before you 
see a physician.

5. Billing and payment 
Patients are ultimately responsible for paying for the care they 
receive even if they have insurance coverage. For your convenience, 
ABC Medical Group accepts cash, personal checks, and [list the 
credit cards your practice accepts].

a. Health Insurance: If you will be using health insurance to 
settle your account, you will be asked to present your current 
insurance card at each visit. This includes federal Medicare and 
[state name] Medicaid. ABC will also collect any co-insurance 
payment that applies under your insurance for the visit. 

ABC will gladly file a claim on your behalf with your health 
insurance company for the treatment you receive. We will file 
an initial claim based upon the information that you provide 
to us. Under state law, your insurance company has [fill in] 

Model patients’ billing, collection and financial policy: ABC Medical Group
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MODEL POLICY OF THE MONTH:               Billing, collection and financial policy



days to process and pay the claim, request more information, 
or deny the claim and notify us of the decision. If does not 
notify us within [fill in] days of the date of service, it will be 
assumed that your insurance coverage is no longer in force 
and you will be responsible for the unpaid balance. You are 
also responsible for services you receive from ABC that your 
health insurance plan does not cover.

b. Self-pay: [Insert your practice’s self-pay policy. Example:] If you 
are self-pay, you will be expected to pay the day’s charges on 
the day of the service. You will also be billed for any additional 
charges for tests and other services delivered after your visit. 
If you are having surgery, you will be expected to make 
mutually agreeable payment arrangements before receiving 
the service. If the service is considered elective, payment must 
be made in full before services are performed.

c. Workers’ Compensation: [Insert your practice’s workers’ 
comp policy, if any. Example:] ABC Medical Group physicians 
provide services under workers’ compensation plans. If you 
need to see a physician for an injury or illness related to 
your employment, please have your employer or workers’ 
compensation case manager make the appointment for you. 
You will need to provide us with the case number as well as 
the address to which the bill is to be sent.

d. Discounts: [Insert your practice’s discount policy, if any. Example:] 
ABC Medical Group offers discounts of 10% to patients who pay for 
the services they receive in cash. Patients who pay their bills on or 
before the date payment is due may also receive discounts of 15%.  

e. Financial assistance: [Insert your practice’s financial assistance 
policy, if any. Example:] ABC Medical Group offers financial 
assistance to needy patients through its ABC Financial Help 
Program. To qualify for such assistance, you must complete 
an application listing information about your current financial 
situation within 30 days of the date you receive services from 
ABC. Contact the ABC Medical Group office manager, Betty 
Jones, at (123) 456-7890, or bettyjones@abcmedicalgroup.com, 
for more information about the ABC Financial Help Program.

6. Uncanceled appointments fee 
ABC requests that patients please give at least 24 hours’ notice (one 
business day) if they will not be able to keep their appointment. 
Patients who fail to provide appropriate notice will be charged a 
cancellation fee of $50.

7. Returned checks fee
ABC Medical Group will charge a returned check fee of $35 for 
any returned check returned by your bank for non-payment 
(insufficient funds).

8. Billing statements and invoices
ABC will send you an itemized billing statement listing each thing 
you are being billed for and the balance due for the item from 
both you and your insurance company. Patients with a personal 
balance will receive a monthly statement showing the specific 
amounts due. These statements are due upon receipt. Because the 
posting of payments can sometimes be posted some days after the 
day of payment, there is a chance that payments made by you or 
your insurance company will not appear on the statement. These 
payments will be reflected in your next billing statement. If they 
do not, please contact an ABC Medical Group patient services 
representative so we can investigate and determine what to do 
about the situation.

9. Past due accounts
Past-due accounts are not just an inconvenience; they cost ABC 
Medical Group money and time. Accordingly, patients with delinquent 
accounts will be required to make payment at the time of service. If 
you are unable to make mutually agreeable payment arrangements 
at that time, we will be glad to reschedule your appointment to a 
time when you will be able to pay. ABC also charges interest at an 
annual rate of [list %] on all past due patient balances.

10. Collections
ABC Medical Group will refer the following accounts to a third party 
collection agency: 

 j Accounts with balances over $200 that are older than 90 days;
 j Accounts with balances over $500 that are older than 120 days;
 j Failures of patients to honor agreed-upon payment terms 

under a settlement or rescheduling agreement regardless of 
the amount due or age of the account.

If ABC refers your account to a collection agency, you must pay all 
past due amounts or make agreeable payment terms before you 
can schedule any more appointments with ABC physicians. Failure 
to make payments and honor repayment agreements may also 
be grounds for ABC Medical Group to terminate you as a patient 
under its Patient Termination Policy.

11. Billing questions and concerns
If you have any questions or concerns regarding your account 
or insurance claim, including what you think may be errors in 
your billing statement, contact the ABC Medical Group patient 
services department. Our representatives will make every effort 
to assist you, clarify any misunderstandings, and provide you the 
information you need to resolve your problem and restore your 
account to good standing.  
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appRopRiate oFFiCe weaR
Now’s the time to enforce 
your summer dress code  
After a long, cold winter, who doesn’t look forward 
to a long, hot summer? For office managers, 
however, summer brings a new set of challenges, 
including what staff members wear to the office.
Ah yes, warm weather work attire. Ultra-sheer 
blouses, midriff tops, plunging necklines, short 
skirts, shorts, and flip-flops. 
Whatever are they thinking?
If you don’t have a summer dress code policy, your 
practice is at the mercy of an individual’s fashion 
sense, which may not coincide with good business 
sense.

Establishing guidelines
Depending where in the country your practice is 
located, so-called summer clothing may be year 
round attire. Still, even in warmer climes, people 
tend to dress more casually during the summer 
months.
Nevertheless, you can ensure that the line between 
business and backyard barbecue attire doesn’t get 
crossed by taking a few simple steps:

 j create a summer dress code policy;
 j circulate the policy annually; and
 j remind employees why the policy exists.

Getting specific
When it comes to the policy, make sure you are 
specific. “Let employees know what is expected 
and what will and will not be tolerated in the 
office,” says mary lake, an HR consultant with 
HR Advisors Group. 
It helps to provide examples of appropriate attire, 
as well as what the practice considers inappropriate.
Here are suggestions for conveying what is and is 
not acceptable:

 j Appropriate summer attire for women may 
include sleeveless summer tops, with a jacket or 
cardigan. By contrast, a midriff top or a sheer 
blouse is inappropriate for the office.

 j Appropriate shoes for women may include 
open-toed shoes or dress sandals. Thong-
like sandals or flip-flops are considered 
inappropriate for the office.

 j For men, button-front short-sleeve shirts are 
considered professional and are therefore 
appropriate. T-shirts and golf shirts are 
inappropriate for the office.

This level of detail is necessary to ensure that staff 
members understand the practice’s interpretation 
of professional, appropriate, and acceptable 
attire. Don’t make assumptions that everyone’s 
interpretation of these terms is the same.
It’s helpful when sharing the policy to let 
employees know they should err on the side of 
caution. They should be told that if they question 
whether an article of clothing is appropriate for the 
office, they shouldn’t wear it. They can later ask 
whether it is acceptable; and, if the answer is yes, 
wear the item another day.

Enforcing the policy
A policy is only useful if it’s enforced. And 
policies, including summer dress code policies, 
must be uniformly (no pun intended) enforced.
Just because Jennifer is 22 years old and looks 
like a fashion model in a short skirt and cropped 
top is no reason to let Jennifer violate the policy. 
What happens if you look the other way and 
then Margaret, age 55 and overweight, decides 
to duplicate the look? If you cite Margaret for 
inappropriate attire after letting Jennifer slide, 
Margaret can claim age discrimination, and she 
may also be able to claim discrimination based on 
her weight. The moral of the story is one policy for 
all staff members.
Deciding how you will enforce the policy is 
important, and a little tricky. Will you send the 
employee home to change clothes? Give her or him 
a first-time warning? Base your decision on how 
inappropriate the attire is? 
Make sure you spell this out in your policy as 
well. Something to the effect that at the manager’s 
discretion, the employee may be given a written 
warning or sent home to change clothes should 
suffice.
With proper attention to detail ahead of time, you 
won’t have to sweat the small stuff during the 
summer months—and staff members can remain 
cool and comfortable, while looking professional.  
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managing staFF
2 proven ways to build staff 
morale fast  
What builds staff morale? Letting staff participate 
in the office’s operations, getting their ideas, and 
using their suggestions are good for morale. And 
there are two ways to achieve these ends.
One is to survey staff on their attitudes and 
opinions. The other is to set up a suggestion 
program. Simple as those may be, they work 
because people want to be listened to. They want to 
know their thoughts count. They want that so much, 
in fact, that just the act of asking questions can 
immediately improve attitudes.

First comes the survey
As to the survey, it needs to be writing, but beyond 
that there are no rules. It can be anonymous or not. 
An anonymous survey will bring out more candor, 
but be aware that it can be nastier, because the 
anonymity allows people to spew venom. Use it 
only if the manager truly wants the glaring ugly 
truth. Begin it with general topics, and give choices 
that translate to poor, adequate, or excellent. For 
example,

 j pay and benefits – if they are below par for the 
position, adequate, or excellent.

 j the workload – too much, okay, or just right
 j performance reviews
 j the staffer’s relationship with the other staff
 j the hours
 j the training the office provides
 j the physical environment – whether it’s bright 
and pleasant, adequate, or depressing.

 j the guidance from the doctors – whether the 
doctors offer praise and constructive criticism, 
criticism that’s sometimes helpful, or little or no 
feedback.

Then ask about the office’s individual situation. 
For example, if staff rotate between two offices, 
ask if that’s the most efficient way to operate or if 
there should be two different staffs. Or if there’s a 
new computer system, ask if there’s been enough 
training. To keep people from getting lulled into a 
mindset, make some questions positive (“what’s 
the best” or “what do you like most”) and some 
negative (“what’s the worst” or “what do you like 
least”). End with open-ended questions such as 

asking for suggestions to use the new computer 
more efficiently. Or if the office deals with 
terminally ill patients, ask for ways to cope with that 
type of situation. End with a wide open question: “Is 
there anything else you want to tell us?”

Mostly just a case of being heard
There’s no need to report the results. Nobody cares 
that 43.2% said X and Y. Just take the results to the 
next staff meeting and use them as a springboard 
for discussions. Say “here are some things we have 
learned,” and ask for comments and suggestions. 
Later, when changes get made, tell them it was their 
input that brought them about. Or, if something can’t 
be changed, say “thank you for your remarks, but we 
have to continue doing it this way because…” If the 
surveys reveal problems, talk about solutions.
She adds, however, that for topics that could lead 
to an unpleasant group discussion, talk one-on-one 
with staff and then tell the group “thank you for your 
input. This is what we are going to do about that.” 
What staff want to know is that the manager hears 
what they said, even if the response is “nothing can 
be done about that, but thank you for bringing it up.”

Then come the suggestions
After the survey, it’s the suggestion program that 
will keep the momentum going.
To set it up, tell staff the office wants their 
suggestions “to ensure the best possible 
experience” for both employees and patients. 
Emphasize that they should not hesitate to 
recommend “even the smallest thing,” and point 
out that the field is wide open, from a better way 
to arrange the furniture in the reception area to 
recommendations for providing patient care.
Make it a requirement that the suggestions be in 
writing. All that’s needed is a short form with one 
space to describe the suggestion, another to tell 
why it’s needed, and another to tell how the office 
can implement it. Thank each person who turns 
something in, even if the suggestion is outlandish. 
To keep the program from fading out, go over 
the ideas a every staff meeting. Or give staff a 
topic at each meeting and ask them to turn in 
recommendations before the next meeting. Also, 
make a hoopla over every suggestion that gets used. 
As long as staff can solve the problems and know 
their opinions matter, they see the office as a good 
place to work.  



Unlike a prescribe drug such as prednisone where dosage is well 
known and monitored, at the present time it is impossible to 
determine the exact dosage for medical marijuana.
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as propounded by law enforcement, courts, and 
probation officers, and also that doctors are 
certifying patients with “mental health” problems 
without involving their mental heath providers. I 
consider these misconceptions because the “public 
safety” issue is mere opinion not supported by any 
facts and not enough studies concerning the effect 
of THC or CBD on the “mental health” of patients 
have been documented.
mom: Why is the use of medical marijuana 
becoming more widespread?
RFC: Foremost, due to the ground-breaking 
research and the discovery of the cannabinoid 
system which regulates pain thresholds. Also, due 
to the prohibitive cost that the enforcement of 
marijuana laws have generated. 
mom: Laws vary greatly from state to state, so 
if you’ve worked for a physician’s practice in 
one state where medical marijuana is legal, and 
then move to another state where it is also legal, 
the requirements may be different. Can you give 
an example of how the law varies, and how the 
difference has implications for medical office 
managers?
RFC: The most obvious one is the difference 
between the laws in California and in Massachusetts 
concerning probationers and parolees. In CA, a 
patient who is on probation must provide his/her 
probation officer with information concerning the 
use of medical marijuana. In MA, any citizen may 
qualify for medical marijuana. No exceptions exist 
for probationers, parolees, felons, etc.
mom: People seem to have strong feelings about 
medical marijuana. If you are against marijuana use 
and a medical office manager, why is it important 
to separate your personal opinion from your 
professional responsibilities?
RFC: For the same reason that doctors separate 
their life-giving skills from let us say the Boston 
Marathon perpetrator, Mr. Tsarnaev. A manager of a 
medical office must provide services to the patients 
no matter what their personal opinion may be.
mom: When all is said and done, in the states 
where it is legal, medical marijuana is a prescribed 
drug. As such, should it be viewed the same as 
other prescription drugs or is it more complicated 
than that?

RFC: In Massachusetts it is not a prescribed 
drug. The Department of Public Health (DPH) 
specifically designates it as a qualifying certificate 
to use medical marijuana. I believe that it should 
be considered a prescription drug. For example, at 
the present time, a union member or probationer 
will not be violated if they produce a prescription 
for Percocet or Vicodin but may be fired if they test 
positive for THC. A way around this is to provide 
a patient with Marinol (an ineffective THC-based 
prescription) so that if THC is detected he has a 
“prescription.” Of course the obvious drawback is 
that the doctor is not providing any relief for the 
patient’s symptoms.

mom: Do you have any additional advice for 
medical office managers who are confused about 
medical marijuana and concerned about how it will 
impact their job?

RFC: The most important tool to possess is a 
good follow-up system that allows constant review 
of these patients. Right now there is no dosage 
requirement for medical marijuana patients. All 
patients must “experiment” with the dosage level. 
The medical profession does not know the proper 
dosage for the amount of pain or nausea or cramps 
a patient experiences. Unlike a prescribe drug such 
as prednisone where dosage is well known and 
monitored, at the present time it is impossible to 
determine the exact dosage for medical marijuana. 
So, as a medical manager I would ensure that 
these patients get the highest level of scrutiny 
and follow-up until their dosage is determined. In 
Massachusetts we have one caregiver designated 
per patient. The office manager can insure the 
highest quality of medical care by ensuring that the 
caregiver is competent and knowledgeable.

*As of April 2014  

QUICK LINK: 1820 
Enter this code at medicalofficemgr.com for a list of states where 
medical marijuana is legal and states where legislation to legalize 
medical marijuana pending.

(medical marijuana, continued from page 1)

http://www.medicalofficemgr.com
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woRking witH doCtoRs
Physicians behaving badly: 
what to do when it affects 
patients
Poor physician behavior. It can run the gamut from 
rudeness to actions that invite malpractice claims. 
When does it cross the line from unpleasant to 
necessitating action from the practice? The answer 
is when it impacts the patient or has potential legal 
significance. And sometimes it does both.

Patient losses, court losses
The first concern is the patients. Whenever a 
physician’s behavior negatively affects patients, the 
office needs to address it promptly. That doesn’t 
mean a patient has to be on the receiving end of 
rudeness or even experience direct harm. It simply 
means the behavior is bad enough that patients 
notice it.
When a doctor shows outbursts of anger or berates 
a nurse or staff member within earshot of patients, 
consequences are apt to arise. At best, there’s 
going to be a loss of patients. Some of that loss 
will occur because patients simply go elsewhere. 
The rest of it will come in the form of declining 
referrals. Other doctors witness the behavior at the 
hospital or hear about it via the grapevine and drop 
their referrals because they don’t want to subject 
their patients to it.
Added to the patient loss is the risk that the doctor 
will expose the group to employment law claims.
That can happen, for example, if the behavior 
is discriminatory or falls into the area of sexual 
harassment.
A big danger is malpractice exposure. A good 
doctor-patient relationship, characterized by 
communication and confidence, tends to keep 
malpractice at bay.

What if it’s hopeless?
While most practices are able to solve their 
physician personality issues amicably, it can be 
necessary to dismiss a physician – not an easy job. 
Dismissing a doctor is far different from firing an 
employee, because doctors almost always work 
under employment contracts, and dismissals are 
governed by the terms of those contracts. Review 
the contract to see if the dismissal terms need to be 
changed. Offices tend to put agreements into place 

and then not look at them for years until they’re 
needed. And by then, there are gaps and provisions 
that don’t suit the current situation.
Some contracts say the group can terminate a 
physician for any cause whatsoever with a certain 
amount of notice. Others set out carefully defined 
instances of termination. Stay away from the open-
ended contract, because it can lead to claims that 
the termination was personal retribution or age or 
racial discrimination. By contrast, when there is a 
carefully defined list of instances and one of them 
is violated, there’s little likelihood that a dismissed 
physician will bring litigation.
Make one of the trigger elements unacceptable 
behavior. The clause should say that disruptive, 
abusive, or unprofessional behavior will not be 
tolerated and that a doctor can be terminated for 
repeated instances of it.
With that spelled out, the office can handle a 
physician behavior problem the same way it would 
handle any staff behavior problem. All it has to do 
is build the case, or record what happens, warn, 
counsel, and document everything that’s done.
That way, a rare outburst on a bad day gets 
tolerated as an isolated event. But when the 
outbursts are habitual, the practice can show a 
pattern of repetition and solid ground for dismissal.

Behavior outside the office too
The behavior provisions of the contract need to 
cover behavior outside the practice as well as in it. 
It’s not uncommon to see that omitted. Employers 
are alert to issues that involve their own employees, 
yet rarely are they prepared to handle problems that 
involve somebody else’s employees.
One such situation had a physician who was 
middle-aged and married starting carrying on an 
affair with a 23-year-old technician at the hospital. 
It was a small town, and the affair became an 
embarrassment to the practice. The other doctors 
met with the physician and told him to quit the 
relationship, but the response was “I’m in love,” 
and the situation went from bad to horrible with a 
nasty divorce following.
The doctors were wringing their hands. But because 
there was nothing in the employment contract to 
address behavior outside the practice, they had no 
basis to act. In the end, the love-smitten doctor left. 

(continues on page 16)



BetteR delegating
Boost staff performance by 
communicating more clearly  
Not pleased with what staff are doing? It may not 
be their fault. Look at the directions they are getting 
– from the manager.
Whenever a staffer who is capable of doing a job 
doesn’t get that job right, chances are it’s because 
the manager didn’t explain what needed to be done.
A manager should assign projects via a written 
form that describes it all:

 j the date of the assignment and the deadline,
 j a description of what needs to be done and the 
quality expected,

 j the names of everybody involved in the project, 
and 

 j interim steps and their deadlines.
With the directions both complete and in writing, 
a staffer can never say “I forgot that part” or “I 
didn’t know it had to be done by then.” Neither is 
there any doubt that the manager has explained the 
project adequately.

When: no such thing as ASAP
The key to success is to be specific at every turn. 
Start with the deadline. Make it a date.
“I need this ASAP” won’t work, because ASAP sets 
no definite time and too often gets translated to “as 
soon as you get a chance.”
Be precise: “I need you to get this finished by 3:00 
p.m. Tuesday.”
Then go a step further and make it clear why 
that deadline has to be met: “I have to send it out 
Tuesday afternoon. If you’re late, I’m late.”
Staff have to appreciate that what the manager says 
is what the manager means. Lay it out: “If you have 
a problem with the deadline, you need to let me 
know long beforehand – not the day this is due.”

What: it’s all is in the details
Next comes the description of the job followed 
by the quality the manager expects to see. What’s 
necessary there is to give the staffer as much detail 
as possible. For example, you might say, “I need a 
report by 3:00 p.m. Tuesday on the best available 
vendors for copy machines.”

That’s not enough. The manager needs to explain 
the quality of the job, or what the finished product 
needs to look like: “It needs to be no longer than 
one page, it has to be typed, and it has to have the 
vendor information in this order.” If there needs 
to be a graph as well, say so. Otherwise, how can 
the staffer possibly know? If there’s another report 
that’s an example of what the manager is looking 
for, show it to the staffer.

Who: the people in the loop
The staffer also needs to know if there are other 
people involved in the project. If there are, give the 
staffer a loop list. This is the names of the people 
who are participating in the job or who need to be 
kept up to date on how the work is progressing. If 
the job is to select a copy machine, for example, 
the list might include the person in charge of 
purchasing. If certain aspects of the copier selection 
will need approval from several supervisors or 
the senior physician, put their names on the list. 
Or if a management committee has to approve the 
selection, list that.

That doesn’t mean hovering or checking up before the 
deadlines. That’s micromanagement and a sign the manager has 
no faith in the staffer’s ability to do the job.

How: interim steps for longer jobs
If the assignment is complex, outline the steps 
it will entail and giving the staffer a list of those 
steps along with the time when each should be 
completed. With the copy machine vendor list, the 
first step might be to create a list of vendors, the 
second to contact each one, the third to make a 
chart of the prices and options, and so on. Set mini 
deadlines for each of those steps and plan for the 
staffer to report at those intervals.
State it as “I want you to draw up a list of the 
vendors you will contact and then come back to 
me first before you start calling them.” Meet with 
the staffer at each point to make sure the work is 
progressing as it should.
That doesn’t mean hovering or checking up before 
the deadlines, however. That’s micromanagement 
and a sign the manager has no faith in the staffer’s 
ability to do the job.
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When to use Modifier 25 
Modifier 25 indicates that on the day of a procedure, the patient’s condition 
required a significant and separately identifiable EM service above and beyond 
that which is usual for a pre- and post-operative care that is associated with 
the surgical procedure.

Example: I saw my dermatologist for treatment of some dermatitis on my 
scalp that was itching and making me crazy. He wrote me a prescription for 
Prednisone and a special shampoo to help my scalp heal. He asked if there was 
anything else he could do for me and then I quickly remembered I had this 
suspicious spot on my neck that was not healing well and definitely wasn’t 
going away. I asked him to examine it, which he did, and recommended that 
I immediately have it biopsied. The biopsy was performed during the same 
office visit as my EM service. 

Modifier 25 is used to report an evaluation and management service that is 
significantly unrelated to the surgical procedure performed on the same day. 
The two services I received were significantly different from each other and 
the procedure was not planned for the same day but rather occurred as a 
spontaneous decision made at the time of the physical examination.

Modifier 25 must be appended to an EM code and not a procedure or other 
service code.

What would happen if no Modifier was appended to the EM service? Without 
Modifier 25 appended to the EM service, it would be denied as incidental to 
the surgical procedure performed the same day. In other words, the insurance 
company would believe that it was a preoperative service and deny it as 
included in the global package attached to the surgical procedure.

When the decision for surgery is made at the time of an EM service, but is 
performed as major surgery (not in the office), Modifier 25 is not applicable. 
Rather, Modifier 57 would be appended to the EM service to indicate this fact.
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But checking in at specific intervals keeps the work 
going at a steady pace. It also keeps the staffer from 
jumping off the deep end and going in the wrong 
direction.

Did you get all that?
Now the instructions are given and the form filled 
out. Don’t stop there. 
Ask if the staffer understands the assignment. 
But don’t phrase it as “do you understand the 
assignment?” Any employee will answer that 
with “yes, I understand it” if only to avoid the 
embarrassment. Say instead “now tell me your 
understanding of this assignment.”
Asking for an explanation is a non-demeaning way 
to get people to “think about and verbalize what their 
understanding is.”
Many times the employee’s understanding is far 
different from what the manager has in mind. But 
that doesn’t mean the staffer is stupid or didn’t pay 
attention.
It means the manager didn’t get the message across.
Don’t get angry and don’t make the staffer feel 
bad for not understanding. Take responsibility for 
the communication failure. Respond with “let me 
explain it better” or “let me explain it a different 
way.” or “I must not have explained it clearly. Let 
me try again.”
The worst thing a manager can do in this case is 
make a staffer feel inferior.
Don’t be sarcastic or make demeaning comments 
such as “that’s a ridiculous question” or “I thought 
we just covered that” or “you’re really not 
understanding this, are you?”
Don’t fall into negative body language such as 
rolling the eyes in frustration.
Don’t take phone calls or allow interruptions 
when the staffer is trying to ask questions about an 
assignment.
That only says the staffer’s concerns aren’t 
important.
Also don’t threaten the employee with “listen, you 
need to get this right or your job is on the line.” 
That may work in the short term, but long term it 
builds anger, and the outcome can be that staff turn 
the tables and try to bring the manager down by 
undermining assignments.  

This is a case in which you would report 
multiple Modifiers. The patient is currently in a 
postoperative period due to a major procedure 
by the same physician. The EM service today is 
unrelated to the surgery and during this EM service, 
the decision is made to perform another procedure.

Coding:
1. Code the EM service and append Modifier 24 

to explain that it is unrelated to the surgery with 
the 90 day postoperative period and then also 
append Modifier 25 to indicate that the decision 
to perform the procedure (draining fluid from 
the knee) was made during the EM service.

2. Code the knee procedure and append Modifier 
-79 to indicate that the procedure was performed 
during the 90-day postoperative period for the 
neuroplasty for carpal tunnel surgery.

example: 99214-24, 25 and 27370-79

Aimee Wilcox, MA, CST, CCS-P is a Certified 
Coding Guru (CCG) for Find-A-Code.com.  

(Coding update, continued from page 4)



Medical Office Manager will host a webinar 
with Ira Shapiro, CEO of The CODESMART 
Group, and Judy Monestime, VP of ICD-10 

Consulting for The CODESMART Group, on 
May 28 at 12:00 p.m. EDT. Register at the 

Medical Office Manager website, 
www.medicalofficemgr.com.  
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Additional staff required
Under ICD-10, the average inpatient medical 
chart requires about one hour of coding, and 
an outpatient chart requires approximately half 
an hour, according to Ira Shapiro, CEO of The 
CODESMART Group, a company that provides a 
full range of ICD-10 transition solutions.
Shapiro says that this is about twice as long as ICD-
9, and medical offices should expect a drop-off in 
productivity of 50 percent.
This means medical offices need to hire more 
coders and/or outsource a portion of coding.

Decisions required
Given that coding productivity will drop by 
approximately half, that your coding workload 
will essentially double, you have some important 
decisions to make.

 j Do you hire additional coders? 

 j Transition a part-time employee to full-time?

 j Make arrangements for training for staff 
members who have some knowledge of coding? 

 j Outsource all or some of the workload?
If you’re planning to hire more coders, you 
shouldn’t delay. Shapiro tells Medical Office 
Manager the good coders are being snapped up.
Meanwhile, if you’re planning to train current staff 
members, it’s critical that you allow plenty of time 
for training. ICD-10 is much more detailed than 
ICD-9 and takes additional time to learn.
With regard to outsourcing, although it may be a 
viable option, it takes time to interview service 
providers. 
The clock is still ticking. How will you meet the 
staffing demands of ICD-10?

But a provision in the contract could have given the 
practice a means of solving the issue much sooner.

The impaired physician – easier
Another type of behavior issue is impairment, 
whether by drugs or alcohol. Surprisingly, that’s 
easier to handle than the tense, stressed, brusque, 
and disruptive behavior. The place to turn is to the 
state licensing board’s impaired physician program. 
That type of program usually works quite well for 
several reasons. One is that doctors are willing 
to cooperate, because their entire professional 
life is at stake. They could lose their licenses. 
Another is that most practices don’t hesitate to refer 
doctors there because of the malpractice exposure 
impairment creates and also because the liability 
is worse when there is impairment. Impairment is 
quickly recognized in the medical office because 
the other doctors and staff are educated watchers 
and are aware when Dr. A is drinking or gobbling 
tranquilizers like candy.   

(IDC-10 delay, continued from page 1) (Physicians behaving badly, continued from page 13)
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