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Part 2 of 2: USING SoCIaL MEDIa IN YoUr PraCtICE

9 important do’s and don’ts for using 
social media to promote your practice
Last month we talked about ethical and professional issues raised by 
a medical office’s social media and online activity. Federal and state 
laws are also implicated when a medical office decides to promote its 
services, whether through establishing a website for the medical office 
or participating in forums such as Facebook, LinkedIn or Twitter. This 
second article in our series about medical office use of social media 
and online resources will focus on the do’s and don’ts arising from 
federal and state laws on advertising and privacy. 

1. Do be truthful 
When a medical office establishes a website or other online presence, 
one purpose is usually to promote its services. Advertising and 
promotion raise potential for scrutiny from the Federal Trade 
Commission (FTC) and state agencies. Federal and state laws protect 
consumers from misleading advertising, misrepresentations about 
goods and services and unsubstantiated claims. Even laws regarding 
professional service providers or licensing may include provisions that 
prohibit advertising or promotion of professional services that may 
be false, misleading or deceptive. For example, California’s Business 
and Professions Code, Section 651 prohibits “public communication” 
including “Internet, or other electronic communication” that is false, 
misleading or deceptive, including claims “of professional superiority 
or of performing services in a superior manner, unless that claim is 
relevant to the service being performed and can be substantiated with 
objective scientific evidence.” A violation of that law is categorized 
as a misdemeanor and could lead to disciplinary action including 
suspension or revocation of a professional license.

™medical office manager

WorKING WItH PHYSICIaNS

What to do when your doctor 
becomes a patient
Their role as healers makes it easy to forget physicians are subject to the 
same illnesses that befall other humans. They are not invincible, even 
though their silence about their own health might lead staff and patients 
to believe otherwise.

(continues on page 4)

(continues on page 14)
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Try this policy to help control staff cell 
phone use during office hours
“Like many offices, we have had problems with employees using 
cell phones for personal calls, texts, etc. during business hours,” 
says Beverly Bragg, administrator at San Antonio Preventive & 
Diagnostic Medicine. 
It hasn’t been an easy problem to resolve.
“Although we’ve talked about this issue on a routine basis at our 
monthly staff meetings, employees continued to use their cell 
phones for non-emergent reasons during the workday,” Bragg tells 
Medical Office Manager.
And so Bragg decided to take a different approach.
“At our June staff meeting, I asked for volunteers from different 
areas of the office to form a committee to discuss our current 
cell phone policy and to come up with changes to this policy that 
would apply to the entire office staff, including management,” she 
says.
The committee jumped at the chance to solve the problem. 
Committee members not only met to discuss the situation and 
come up with ideas, they also talked to their fellow employees to 
find out their concerns about not being able to use their cell phones 
during the day. The committee took everything into consideration 
and presented their policy to the entire staff. According to the 
policy, cell phones are to be put away during the day. If an 
employee needs to use their phone for an emergency, they are to 
inform their immediate supervisor and step away from their desk 
to use the phone.  “The committee agreed that our progressive 
discipline policy was effective and should be used in regard to cell 
phone use. However, they added an additional aspect to the policy 
for those employees who have been given a verbal reminder, as 
well as a written reminder,” Bragg says.
Employees with prior offenses who are caught using their phones 
during business hours without permission are suspended and sent 
home, based on the time of day the offense occurs. Bragg explains: 
“If an employee is caught on their phone at 10:00 a.m., they will 
be counseled, sent home and told not to report for work until 10:00 
a.m. the next day. If an employee is caught on their phone at 3:00 
in the afternoon, the employee will be counseled, sent home for 
the remainder of the day and all of the next day, and will report to 
work when their shift begins the following day.”

(continues  on Page 13 )
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CoDING
New ICD-10 compliance 
deadline on October 1, 2015
Now that the CMS has confirmed the new go-live 
date for ICD-10-CM as October 1, 2015, medical 
offices must focus on making their ICD-10-CM 
implementation strategy a top priority.
ICD-10-CM is the International Classification of 
Diseases, 10th Revision, Clinical Modification 
provided by the Centers for Medicare and Medicaid 
Services (CMS) and the National Center for 
Health Statistics (NCHS), for medical coding and 
reporting in the United States. The ICD-10-CM 
classifies diagnoses and reason for visits in all 
healthcare settings in the United States. The ICD-
10-CM replaces ICD-9.
The vast majority of healthcare providers expect to 
encounter a wide range of barriers to the ICD-10 
implementation within the first six months of the 
compliance deadline, which will prevent them from fully 
realizing the potential benefits until the second quarter 
of 2016. Therefore, planning and budgeting for all 
aspects of the conversion process in order to diminish the 
economic and operational impact is paramount.
In an effort to ensure your practice will be ready in time, 
listed below are the best practice methods to assure key 
operational milestones are achieved and maintained 
during the next year of your ICD-10 preparatory journey.

Assess ICD-10 training needs
Training will be one of the critical areas impacted 
by the adoption of ICD-10. Validate and re-assess 
the scale and scope. Customize the educational plan 
to meet the needs of a diverse workforce during 
and following the transition. Place emphasis on 
role-based training, as opposed to one-size-fits-all 
solution. Healthcare practices will need to work with 
a vendor that will classify the roles into different 
subgroups. There must be consensus as to the extent 
of training that needs to be done, who (what roles) 
need to be trained, what level of training is needed, 
and how training will be delivered.  Different levels 
of training will need to be based on the impact of 
ICD-10 on roles and functions.

Conduct clinical documentation readiness
Establish a clinical documentation program, 
internal communications operations, and physician 
champions to train and engage the organization’s 
medical staff in ICD-10. Perform a code level 

analysis on the selected 50 records of those ICD-9-
CM codes that have more than one possible ICD-10 
code to assess the accuracy of ICD-10 code and the 
accuracy of clinical documentation to support the 
specificity of the potential ICD-10 codes.

Assess vendor and payer readiness
In the review of previous CMS regulatory 
initiatives, for example, v5010, there has never 
been 100 percent compliance. Your organization 
should consider the following steps:

 j Create an inventory of your external trading partners, 
sorting by annual dollar volume (high to low).

 j Reach out to your trading partners and schedule 
a test of healthcare transactions (837 and 835 
transactions) using claims with ICD-10 codes.

 j Act appropriately to insulate your organization 
by preparing for dual processing and dual 
coding contingency strategies.

Conduct ICD-10 testing
It is recommended that providers plan several 
phases and levels of testing for ICD-10 prior 
to implementation, and verify the accuracy in 
documentation and coding in order to ensure 
payment of claims. Before you begin testing, 
identify testing workflows and scenarios for your 
practice that apply use cases, test cases, test reports, 
and test data. Identify when your practice will be 
able to run test claims using ICD-10.
Payers are critical to the financial viability of the 
practice. Denials or payment delays may result in a 
substantial decline in revenues or cash flow. Payers 
may struggle with the ICD-10 transition because of 
the significant system changes needed to support 
policies, benefit/coverage rules, risk analysis, 
operations, and other critical business functions 
impacted by this change. Payer testing should 
identify and resolve any issues prior to go-live.
There are significant consequences of poor 
preparation for the transition. As providers, we 
depend on smooth processing of claims for cash 
flow, so it is important that we devote our full 
attention to preparation. Potential consequences 
include denials, processing delays, backlogs, and 
so on. The good news is that these problems can be 
mitigated with proper advance preparation.  

QUICK LINK: 2329 
Sources for this article are available at medicalofficemgr.com. Go to the 
website and enter the code in the Quick Link search box.

http://www.medicalofficemgr.com
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Therefore, be wary of how your medical office 
highlights or promotes its services on a professional 
website or on social media such as Facebook, 
Twitter, LinkedIn and other platforms. “What is 
paramount is being honest and truthful,” cautions 
Peter t. Berk, a Chicago lawyer at McDonald 
Hopkins. Berk advises all his clients to ensure 
“if you are going to post something, make sure 
it’s truthful.” While the goal of marketing and 
advertising is to highlight the positives and 
motivate prospective patients to come to your 
medical office for healthcare services, you must be 
careful how you do that and the words you choose. 
Your materials “can’t be half true or even creatively 
spin things,” says Berk. 

2. Don’t assume testimonials or 
endorsements are okay
Happy patients talking about how great your 
medical office is, how competent the providers are 
and how wonderful and efficient the staff are can 
be great publicity for your medical office. But think 
twice about including those types of references 
formally on your website or social media platform. 
First, “medical and ethical issues are paramount 
because that’s a licensing issue,” explains Berk. 
Your state’s licensing entities or other state laws 
addressing the medical profession may address 
or even prevent use of testimonials to promote a 
licensed medical professional.
“If you can get past the medical and licensing 
issues, the FTC wants it to be clear that people who 
provide endorsements must disclose any interest 
they have in your medical office,” advises Berk. 
The FTC has guidelines on the use of testimonials 
and endorsements. The need to avoid misleading 
consumers is a primary concern. Not only the FTC 
but state laws as well often require that, like any 
advertisement, a testimonial is not misleading or 
deceptive. For example, the California Business 
Professions Code referenced above prohibits use of 
a testimonial “that is likely to mislead or deceive 
because of a failure to disclose material facts.” 
Berk warns that any testimonial must therefore 
disclose any interest the entity has in the service 
or product they are endorsing. So for example, if a 
staff member receives medical treatment from one 
of the physicians practicing in the medical office, 
that staff member can’t provide a testimonial on 

the practice’s website or on the Facebook or other 
social media platform without disclosing the fact 
that she or he also works for the medical office. The 
FTC looks at that as misleading, explains Berk.

3. Don’t mislead 
If you do use testimonials, you also want to make 
sure they aren’t misleading about services and 
potential results. Be sure to note that because 
a particular patient had this result doesn’t 
mean others will too. If you fail to say that in 
connection with the testimonial, it can create 
misrepresentations that the FTC and state agencies 
will be concerned about, says Berk. 
If your medical office has an interactive website 
and allows patients to post comments, note that a 
patient’s post doesn’t just raise issues regarding 
testimonials but it raises some HIPAA (Health 
Insurance Portability and Accountability Act) 
concerns as well. For example, if a patient says 
in a comment on your website or in any social 
media or online platform that a physician in your 
medical office did a great job on an ACL (anterior 
cruciate ligament) repair, or that the nurses at your 
medical office are exceptional, no one from the 
medical office can respond in any way—whether it 
be even just to say thank you or, if the comment is 
negative, to defend your office against or refute that 
comment, warns Berk. Doing so could be a HIPAA 
violation, he says. That’s because the comment 
confirms that the individual received services 
from the medical office and depending on the 
circumstances, could give away protected health 
information, he explains. This principle could be 
equally applicable to retweeting a positive Tweet 
about the medical office.  

4. Do add disclaimers
When your medical office establishes a website, 
be sure to set some boundaries and limits for 
individuals using that website. To do that, you 
should have a terms-of-use policy available on 
the website which includes disclaimers about the 
purpose of the site and what users can and can’t do 
on the site or expect from the site. For example, 
according to healthcare Internet technology (IT) 
lawyer Lisa W. Clark, of Duane Morris LLP in 
Philadelphia, such disclaimers should include notice 
to users of the following:

 j Information on the site or social media platform 
presented by the medical office doesn’t create 

(Using social media, continued from page 1)
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a physician patient relationship or constitute 
medical advice for a specific patient; 

 j Information provided does not replace the need 
for face-to-face consultation with a physician; 

 j The medical office is not promoting or 
endorsing any product or service mentioned on 
the site and doesn’t address the quality of any 
product or service; and

 j The medical office has no control over third 
party links to the medical office website.

Clark warns that a third party could link to your 
office’s website or make representations about the 
practice. You don’t want to be misleading visitors, 
so emphasize that the medical office has no control 
over third parties that link to the site, she says. 
Consider adding a banner at the bottom or top 
of your website, advises Clark, to make certain 
essential disclaimers immediately prominent for 
all visitors to your site. “If your website includes a 
patient portal in which the patient may communicate 
with you or the medical office with respect to 
treatment, billing or other matters, you should 
also consider whether specific terms of use are 
necessary,” she adds.

5. Don’t confuse HIPAA with general 
privacy issues 
Don’t think that just because you have a HIPAA 
Notice of Privacy Practices included on your 
medical office’s website all privacy issues have 
been addressed. The medical office must have 
a policy that addresses HIPAA but it must also 
have a General Privacy Policy for the website that 
addresses privacy concerns other than HIPAA 
concerning the use of data on the website, such 
as whether the site uses cookies, what types of 
information may be collected from users of the 
site, and what will or will not be done with that 
information, warns Clark. “The FTC likes to see that 
a website, whether it is sponsored by a healthcare 
provider or not, lets the customer know all the ways 
in which data will be protected,” says Clark. 

6. Do be careful about using information 
collected from patients 
With any website there is the potential to collect 
information about visitors to the site. “Be aware 
of what information you are collecting and how 
you are using it,” says Berk. He indicates that state 
attorneys general are expressing concern about 

privacy practices of medical related websites. 
For example, Berk notes that the Illinois attorney 
general has inquired of medical-related entities 
about the information, they collect via their websites 
and what they do with it. 
If you collect information or track the activity of 
visitors to your site and then use the information 
gained to target individuals with specific messages, 
that activity could create problems. For example, 
if your medical office uses information gained 
through cookies to generate pop up messages 
targeted to only certain patients meeting specific 
criteria, “that could be improper use of protected 
health information that could prompt the 
government’s interest,” warns Clark. 
Note too that HIPAA requires patient authorization 
for certain marketing activities. If a medical office 
website contains information encouraging patients 
to buy a product or use a service or the medical 
office uses information gained from patients to 
promote a product to them, that could be marketing 
that could require a HIPAA authorization, says 
Clark. The Department of Health and Human 
Services (HHS) provides examples of conduct 
considered marketing under HIPAA, requiring 
patient authorization. Those examples include 
a provider selling a drug manufacturer a list 
of patients so the manufacturer can send those 
patients coupons for specific medication. Such use 
of a patient list would constitute marketing under 
HIPAA and require the patient’s authorization. If a 
third party pays a medical office to communicate 
to its patients about certain products, HIPAA 
likely would require patient authorization for 
that communication, adds Clark. The pop-up 
communications mentioned above would also 
likely constitute marketing under HIPAA. There 
are exceptions to the definition of marketing, such 
as general healthcare information provided to all 
patients, but any time remuneration is involved 
those exceptions may be inapplicable. Given the 
complexities, a medical office should always 
consult an experienced HIPAA lawyer before 
engaging in potential marketing activities.

7. Don’t forget to get business associate 
agreements 
Your medical office may consider getting help 
setting up or managing its website or handling 



EDItor tIP
3 good reasons to follow MOM 
on Twitter
You already read the Medical Office Manager 
newsletter each month, and you regularly visit our 
website, www.medicalofficemgr.com, where you 
find additional articles, tools, policies, and other 
information that help you manage your medical 
office. 
So, why follow Medical Office Manager on 
Twitter?
There are several reasons.

1. Our tweets alert you to Medical Office 
Manager content you may have missed – 
important stories relevant to current events, as 
well as how-to articles, policies, and tools that 
help you address workplace challenges. 

2. We also share information about upcoming 
webinars on Twitter, and tweet about special 
reports that are sure to be of interest. 

3. In addition, we retweet information and links 
from the many industry professionals we follow 
so that our followers have access to what’s 
important. When doing this, we sift through the 
noise to bring you what you need to know.

Twitter is one of the many ways we stay in touch 
with the Medical Office Manager community. We 
look forward to engaging with you there.
Follow Medical Office Manager on Twitter: 
@MedOfficeMgr  
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a social media presence. It could be from a web 
designer, marketing consulting or advertising 
agency. Regardless of the entity, remember to 
get business associate agreements with those 
outside entities if they will be having any access to 
protected health information, warns Clark. 

8. Do consider kickback and 
self-referral issues 
As with many aspects of managing a medical 
office, you must also remember kickback and self-
referral laws when dealing with a medical office 
website or online platform. If a medical office 
website references other providers with whom the 
practice has a relationship or if it mentions products 
or utilizes any service or resource that is provided 
without cost or at discounted cost to the practice, 
Clark warns that the medical office needs to be 
concerned about potential liability for kickback and 
self-referral violations. For example, if your medical 
office’s website includes ads for another provider’s 
services, or uses an appointment reminder system 
that is provided by a drug manufacturer, she advises 
that your medical office should consult a lawyer 
experienced with kickback and self-referral issues 
to evaluate if there are any improper inducements, 

payment for referrals or other issues relating to 
kickback and self-referral laws. 

9. Don’t assume it’s okay to do 
something you see other offices doing
Don’t assume that something you see another 
medical office doing online –either on their website 
or on a social media platform such as Facebook 
or LinkedIn—is okay for your medical office to 
do too, warns Clark. “Every case is different,” she 
explains. Just because another practice is providing 
something on its website or undertaking some type 
of marketing or promotional activity, doesn’t mean 
it is safe and won’t cause potential legal problems 
for your medical office. Laws vary from state to 
state and application of those laws depends on the 
facts and circumstances. The underlying facts and 
circumstances may not be the same for your medical 
office. Always seek professional legal advice to 
ensure your medical office’s online practices are 
compliant with the law.  

QUICK LINK: 2331 
For more resources on the legal risks of social media, go to medicalofficemgr.
com com and type this code into the Quick Link search box.

http://www.medicalofficemgr.com
http://www.medicalofficemgr.com
http://www.medicalofficemgr.com


There’s nothing wrong with basing layoff decisions on salary. 
But if the office later fills those positions with people younger 
than 40, it smacks of age discrimination.
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CoMPLIaNCE
Avoid these 3 deadly age 
discrimination traps
Age discrimination has become today’s big 
employment law issue. And it’s because people live 
longer than in the recent past and also work longer. 
Some work longer by choice; others have seen 
their retirement funds obliterated and are forced to 
continue working.

It’s yet another danger spot managers need to 
watch.

Older job applicants and employees have strong 
protection under the Age Discrimination in 
Employment Act (ADEA), which prohibits 
employment discrimination based on age.

The law applies to employers with 15 or more 
employees, and it covers people who aren’t very 
old at all. It starts at age 40.

Trap 1: Age fishing during job 
interviews
A spot where many ADEA violations happen is in 
hiring. And one of the most common violations is 
asking questions that could be construed as probing 
into an applicant’s age.

Anybody knows not to ask, “How old are you?” 
But just as bad is, “How old are your children?” or, 
“Do you have grandchildren?”

Neither should one ask when somebody graduated 
from school. There may be good reason to ask what 
the major was or if the applicant did an internship, 
but there’s no reason to ask for the graduation date. 
That’s a query into age.

It is not illegal to ask someone’s age. But the 
danger is that the question will spawn an argument 
that the office was trying to cull old people. And if 
the manager asks a 60-year-old’s school graduation 
year and the job is then offered to someone 
much younger, watch out for a claim of age 
discrimination.

A similar problem is created by the fact that people 
now go back to school in midlife to pursue new 
careers. Be careful of giving the nod to a young 
nursing school graduate while turning down a more 
qualified 45-year-old graduate.

Trap 2: Hinting at retirement
Another ADEA danger area is intimating 
someone needs to retire. The office can fall into it 
unwittingly. Suppose the doctors are employees of 
the corporation. Dr. Smith has his 65th birthday, 
the office throws a party, and the managing 
physician claps him on the back and says, “You’re 
getting ready to retire soon I bet” or, “So you’re 
moving to Florida now, right?” If Dr. Smith is later 
fired or doesn’t get a raise or is passed over for a 
promotion, those comments can turn into evidence 
that the adverse employment decision was made 
because of his age.

Trap 3: Laying off the old folks
Layoffs come into play, too. Basing them on age is 
illegal and, when it happens, it’s easy to prove.
Suppose a new manager comes in eager to shake 
things up and get rid of the deadweight. The 
manager sees the older receptionist who has been 
at the front desk for years and says, “Let’s get 
somebody who’s more presentable.”
Or suppose the layoffs are necessary to cut 
expenses and the office targets the people who 
make the most money. Invariably, the highest-paid 
people are the ones who have been there the longest 
– and they’re older than 40.
There’s nothing wrong with basing layoff decisions 
on salary. But if the office later fills those positions 
with people younger than 40, it smacks of age 
discrimination. And along with that can come a 
claim of disability discrimination, because older 
people take more time off for medical reasons.
For safety, if the positions are refilled, offer them 
first to the people who got laid off. This can 
actually thwart a claim of discrimination.
The safest route is to lay off the same number of 
people under 40 as over 40. And as part of the 
severance agreement, have each person sign a 
statement acknowledging that the layoffs were 
made fairly. It’s difficult to claim any type of 
discrimination when there’s proof the employer 
tried to be fair.  



Can the office ask the mother if she will continue working after 
the baby is born? Not really.
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CoMPLIaNCE
How to protect your practice 
against costly pregnancy 
discrimination claims
“I’m having a baby!”
When an employee utters those words, it’s time 
for congratulations. It’s also time for caution. The 
danger is pregnancy discrimination, and it happens 
often because employees are well attuned to their 
rights. The protection comes from the Pregnancy 
Discrimination Act, which is an amendment to Title 
VII of the Civil Rights Act. It applies to offices 
with 15 or more employees. And many states 
extend the same protection to offices with even 
fewer employees. 

What does the law say?
The Pregnancy Discrimination Act (PDA) says 
an employer can’t discriminate on the basis 
of pregnancy, childbirth, or related medical 
conditions. It says that with a pregnancy-related 
absence, the woman’s job has to be held open 
for the same amount of time required for sick or 
disability leave. The individual has to come back 
to a job with the same position and pay. It states 
too that an employer can’t refuse to hire a woman 
because of her pregnancy or pregnancy-related 
condition. 
It forbids harassment about the pregnancy. And 
it prohibits retaliation against anybody who 
complains about discrimination or harassment.
Pay attention to state laws on pregnancy protection 
as well. Many states provide even greater 
protection, and when state law is more stringent, 
it trumps the federal law. The stricter law prevails. 
With pregnancy, the Family and Medical Leave Act 
comes into play as well, because it allows leave for 
childbirth and adoption. However, the two laws are 
quite separate. The PDA is a discrimination statute; 
the FMLA is a leave statute.

Pregnancy an impairment?
The most important point managers need to be 
aware of is that pregnancy has to be treated the 
same as a temporary impairment or disability. Too 
often that doesn’t happen. It’s not uncommon, 
for example, to see a manager give light duty to 
someone with, say, a broken leg but not to someone 
who is pregnant.

That type of discrimination can happen easily 
in a professional organization where many 
staff report to different bosses. Doctor A makes 
accommodations for her assistant who broke a 
leg in a car accident but Doctor B doesn’t make 
accommodations for his pregnant assistant.
What about attendance during the pregnancy? 
Unless state law says otherwise, the office can 
require the same attendance as always. Also, if 
there are going to be frequent doctor visits, it can 
ask the mother to schedule them during “the least 
disruptive times” so the workflow isn’t interrupted. 
But as usual, apply that equally across the board. 
If the office requests that for pregnancy, it should 
request the same for all situations that require 
frequent medical visits, such as treatment for 
allergies or chronic back problems.

And here’s the catch
Another caution is to be on the lookout for 
inappropriate behavior toward pregnant employees. 
The behavior can be malicious and intentional, 
perhaps a lewd a comment such as “my-oh-my, 
we’ve been busy, haven’t we?” or an inappropriate 
action such as rubbing the woman’s belly. But it 
can also be innocent and unintentional. A manager 
might make an embarrassing reference to the 
pregnancy such as “how are you feeling?” or 
“morning sickness again, eh?” Even talking about 
the pregnancy too much can be risky. That doesn’t 
mean the office has to pretend the pregnancy 
doesn’t exist, however. In fact, doing that can also 
lead to a discrimination claim that the employer 
wasn’t sensitive enough because no questions were 
asked.

While all that seems like a bunch of contradictions, 
there is a safe road to take. When an employee 
announces she is pregnant, recognize the situation. 
Say “congratulations.” Then say that the office will 
provide whatever assistance is required by law. 
Phrase it as “if something about your health comes 
up and you need assistance, please let me know.” 
That’s the appropriate thing to say to anyone who 
has a temporary disability, because it makes no 
assumptions about what the person can or cannot do.



By now, you probably know that Medical Office Manager is also online 
at www.medicalofficemgr.com, where you’ll find a library of articles, 
tools, policies, past issues of the print newsletter, and much more.

But what you may not know is that the Medical Office Manager 
website has been optimized for viewing on your smartphone or tablet. 

This means that when you’re on the go, you can take your favorite 
resource with you. Read us when you commute (provided you’re not 
driving, of course) or whenever you’re mobile. 

Trains, planes, and automobiles. We’ve got you covered. Medical 
Office Manager. Learn more, earn more, be a better manager.  

Medical Office Manager is mobile friendly
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fIrING
3 proven ways to make staff 
terminations easier for 
everyone
The termination process is difficult for a manager, 
as well as the staffer being fired. These three steps 
won’t alleviate all the pain, but they will make the 
process easier for all concerned.

1. Do it Friday
While some human resources experts say firing 
is best done in the middle of the week, most 
recommend doing it on Friday afternoon. This time 
is best for the office because it lessens the possibility 
that the person will set up a support group in the 
hours immediately following. It also eliminates 
the possibility that the person will stay around and 
damage office data.
In addition, it is best for the staffer because there’s 
not the embarrassment of having to clean out the 
desk in front of the other employees. Moreover, 
Friday gives the person the weekend to recover 
emotionally and plan what to do Monday morning.

2. Make it short
Keep the meeting to no more than 15 minutes. Here 
is what to say:
“Please come in. We need to talk. As you know, 
we’ve talked on several occasions, particularly A, 
B, and C. But we haven’t seen a change in your 

performance, and we believe it is in your best 
interest and in the office’s best interest that you 
seek employment elsewhere. We regret this did not 
work out. You have strengths that will work well 
for you in a different setting, but they don’t fit this 
setting.”
If necessary, add: “This should not come as a 
surprise to you. We have talked to you about this on 
(date) and (date).”
Don’t say, “I’m sorry.” It is not the manager’s fault. 
It is the employee who has caused the termination.
Tell what will happen with the final pay check. 
But keep the rest of the information short, because 
the staffer likely won’t remember all that is said. 
Say that the office will send the paperwork about 
benefits in the mail and “when you get it, give me a 
call and we will discuss it.”
As soon as the conversation ends, escort the person 
out of the office.

3. Provide severance pay
The kindest approach is to give a severance 
allowance. The standard amount is two weeks’ pay, 
but after several years’ employment it can be 30 
days’ pay. Severance pay can make a significant 
difference in how someone copes with being fired. 
It means the person doesn’t have to face Monday 
morning with no money. And it means the person 
has two weeks or more to look for another job and 
still be able to say, “I am employed.”  

One final caution
Can the office ask the mother if she will continue 
working after the baby is born?  Not really. It is 
appropriate to ask if she will take leave after the 
baby is born. But it’s not appropriate to ask what 
her plans are after having the baby – if she plans to 
quit, or come back full time or part time.

What’s the difference between asking about leave 
and asking about plans? Asking about leave is not 
personal but business related. Asking about plans, 
on the other hand, “draws on stereotypes about 
women.” It implies that the woman will probably 
quit after having the child. And that can be the basis 
for a discrimination claim.  

http://www.medicalofficemgr.com


page 10 medical office manager / october 2014 / medicalofficemgr.com 

tECHNoLoGY
Reports provide detailed 
analysis of telemedicine by 
state
The American Telemedicine Association (ATA), 
a leading international resource and advocate 
promoting the use of advanced remote medical 
technologies, recently released two state policy 
reports which identify gaps in coverage and 
reimbursement, and in physician practice standards 
and licensure. 
These reports compare state policies on a report 
card, assigning each state grades ranging from 
A-to-F based on telemedicine reimbursement and 
physician practice standards. ATA has captured 
the complex policy landscape of 50 states with 
differing telemedicine policies and translated the 
data into an easy-to-use format. 
“We hope these reports serve a dual purpose: to 
showcase the states that are doing an excellent 
job when it comes to telemedicine, and to serve 
as a wake-up call to those who are failing to 
extend quality and affordable care to the residents 
of their state,” says Jonathan Linkous, CEO 
of ATA. “We hope that states will respond by 
streamlining policies to improve medical practice 
rules, licensure, healthcare quality, and reduce costs 
through accelerated telemedicine adoption.”

Coverage and reimbursement
The first report, 50 State Telemedicine Gaps 
Analysis – Coverage & Reimbursement, is based on 
a review and comparison of telemedicine coverage 
and reimbursement standards for every state in the 
U.S., using 13 indicators related to coverage and 
reimbursement.
The analysis reveals that decades of evidence-based 
research highlighting positive clinical outcomes 
and increasing telemedicine utilization have been 
met by a mix of reactions from those who develop 
state-based policy. 
With regard to payment and service delivery 
options that enable telemedicine adoption, seven 
states received the highest possible composite 
score suggesting a supportive policy landscape 
that accommodates telemedicine adoption. Those 
states with the highest scores include: Maryland, 
Maine, Mississippi, New Hampshire, New Mexico, 
Tennessee, and Virginia. 

States receiving the lowest possible composite 
score include: Connecticut, Iowa, and Rhode 
Island.

Physician practice standards and 
licensure
The second report, 50 State Telemedicine Gaps 
Analysis – Physician Practice Standards & 
Licensure, is based on a review and comparison 
of physician practice standards and licensure for 
telemedicine for every state in the U.S. 
The review of state laws and medical board 
standards regarding telemedicine finds 23 states 
and D.C. have the highest possible composite 
score suggesting a supportive policy landscape that 
accommodates telemedicine adoption and usage. 
These states include:

 j Colorado 
 j Connecticut 
 j District of Columbia 
 j Delaware 
 j Idaho 
 j Illinois 
 j Indiana 
 j Kansas 
 j Maine 
 j Maryland 
 j Minnesota 
 j Montana 
 j New Hampshire 
 j New Jersey 
 j New Mexico 
 j New York 
 j Ohio 
 j Oregon 
 j South Carolina 
 j Tennessee 
 j Utah 
 j West Virginia 
 j Wisconsin

Alabama received a C, the lowest composite score 
of all the states.
Both reports, which include research methodology 
and state-specific report cards, may be downloaded 
at the ATA website: http://www.americantelemed.org/
policy/state-telemedicine-policy#.VA3RxfldU1I  

http://www.prweb.net/Redirect.aspx?id=aHR0cDovL3d3dy5hbWVyaWNhbnRlbGVtZWQub3JnL3BvbGljeS9zdGF0ZS10ZWxlbWVkaWNpbmUtcG9saWN5Iy5WQTNSeGZsZFUxSQ==
http://www.prweb.net/Redirect.aspx?id=aHR0cDovL3d3dy5hbWVyaWNhbnRlbGVtZWQub3JnL3BvbGljeS9zdGF0ZS10ZWxlbWVkaWNpbmUtcG9saWN5Iy5WQTNSeGZsZFUxSQ==
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tECHNoLoGY
New mobile app helps improve 
care and safeguard patient 
privacy
More physicians are going mobile, and iPhones and 
iPads are the devices of choice, with more than 68 
percent of doctors preferring Apple technology over 
Android.
According to a study published in the New 
England Journal of Medicine, 59.3 percent of all 
primary care physicians’ daily emails are for the 
interpretation of test results, while 21.7 percent 
are responses to patients. Nevertheless, the use of 
email generally increases the risk for doctors and 
their patients as most email services are not HIPAA 
compliant.
Another study, published in the Journal of the 
American Medical Association (JAMA), reports 
that researchers from the Michael E. DeBakey 
Veterans Affairs Medical Center in Houston 
conducted a survey of primary care practitioners 
and found that a third were missing alerts about test 
results from an electronic health record notification 
system designed to inform them when a patient has 
abnormal test results.
But new solutions, like the approved Apple® 
enterprise mobile application offered by Health 
Gorilla, an online healthcare marketplace 
connecting doctors and clinicians with diagnostic 
labs and radiology centers, allow physicians to use 
their mobile devices more safely and effectively. 
Using Health Gorilla mobile, physicians can place 
electronic orders to diagnostic labs, radiology 
centers, physical therapy facilities, skilled nursing 

facilities (SNFs), durable medical equipment 
(DME) providers, and other medical providers 
nationwide with the ability to track and review the 
results immediately. Physicians can then forward 
electronic results within their practice or exchange 
them with peers and patients to streamline the 
process and improve quality of care.
This kind of app has the potential to be a game 
changer as doctors increasingly use iPhones and 
iPads to communicate with peers and patients. 
Mobile integrated messaging, like the application 
offered by Health Gorilla, greatly reduces the 
risk in communication between a doctor and 
his or her patients by offering a fully HIPAA 
compliant environment. The technology also 
enables a physician to securely and compliantly 
forward diagnostic test results, radiology images, 
admission and discharge summaries, and other 
clinical documents to patients and care coordinators 
through secure messaging.
Other benefits include:

 j HIPAA compliant and ONC modular certified 
MU2 solution

 j Order in less time than it takes to use fax forms
 j Receive results faster, regardless of location
 j Forward results to patients instantly
 j Immediately refer results to another doctor and 
send messages

 j Eliminate error prone paper processes
“We believe that the value proposition is clear and 
compelling for doctors and their teams,” says Steve 
Yaskin, Chief Executive Officer of Health Gorilla.
One thing appears certain: mobile is here to stay.  

http://www.MedicalOfficeMgr.com


Let’s practice! 
How do you code the following encounter?
Patient presented to the emergency department two weeks after being 
admitted for a previous MI and was diagnosed with an acute inferior wall 
myocardial infarction. She is still being monitored following an initial heart 
attack, three weeks earlier and continues to have atrial fibrillation. She will 
be transferred to a larger facility for cardiac catheterization and possible 
further intervention. 

 j I22.1 Infarct, Infarction, myocardium, myocardial (acute) (with 
stated duration of 4 weeks or less), subsequent (recurrent) 
(reinfarction), inferior (diaphragmatic) (inferolateral) 
(inferoposterior) (wall) 

 j I21.3 Infarct, Infarction, myocardium, myocardial (acute) (with 
stated duration of 4 weeks or less)

 j I48.91 Fibrillation, atrial or auricular (established) 

Rationale: Guideline I.C.9.e.1
The ICD-10-CM codes for acute myocardial infarction (AMI) identify the site, 
such as anterolateral wall or true posterior wall. Subcategories I21.0-I21.2 
and code I21.3 are used for ST elevation myocardial infarction (STEMI). 
Code I21.4, Non-ST elevation (NSTEMI) myocardial infarction, is used for 
non ST elevation myocardial infarction (NSTEMI) and nontransmural MIs.  

If NSTEMI evolves to STEMI, assign the STEMI code. If STEMI converts to 
NSTEMI due to thrombolytic therapy, it is still coded as STEMI.

For encounters occurring while the myocardial infarction is equal to, or less 
than, four weeks old, including transfers to another acute setting or a postacute 
setting, and the patient requires continued care for the myocardial infarction, 
codes from category I21 may continue to be reported. For encounters after the 4 
week time frame and the patient is still receiving care related to the myocardial 
infarction, the appropriate aftercare code should be assigned, rather than a 
code from category I21. For old or healed myocardial infarctions not requiring 
further care, code I25.2, Old myocardial infarction, may be assigned.

CHAPTER 9: Diseases of the circulatory system contains the 
following blocks:

 j I00-I02 - Acute rheumatic fever

 j I05-I0 9 - Chronic rheumatic heart diseases

 j I10-I15 - Hypertensive diseases

 j I20-I25 - Ischemic heart diseases

 j I26-I28 - Pulmonary heart disease & diseases of pulmonary circulation

 j I30-I52 - Other forms of heart disease

 j I60-I69 - Cerebrovascular diseases

 j I70-I79 - Diseases of arteries, arterioles and capillaries

 j I80-I89 - Diseases of veins, lymphatic vessels and lymph nodes, 
not elsewhere classified

 j I95-I99 - Other and unspecified disorders of the circulatory system
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Expanded codes for circulatory 
system diseases in ICD-10-CM
By Judy Monestime
ICD-10-CM Chapter 9: Diseases of the Circulatory 
System (I00-I99) contains an expanded number 
of specific codes that describe coronary, cerebral, 
and vascular diseases. This chapter contains 
codes for diseases of the heart and blood vessels. 
Hypertension is one of the most common 
conditions coded in this chapter. 

The terminology used to describe several 
cardiovascular conditions has been revised to 
reflect more current medical practice. For example, 
acute myocardial infarction is now identified as 
ST elevation myocardial infarction (STEMI) and 
non-ST myocardial infarction elevation (NSTEMI). 
Intermediate coronary syndrome is identified in 
ICD-10 CM as unstable angina. 

STEMI and NSTEMI myocardial 
infarction
Included under category 121, STEMI and NSTEMI 
myocardial infarction, is the terminology of cardiac 
infarction, coronary (artery) embolism, coronary 
(artery) occlusion, coronary (artery) rupture, 
coronary (artery) thrombosis, and infarction of heart, 
myocardium or ventricle.

ICD-10-CM uses 4 (28 days) weeks to distinguish 
between acute and old MIs compared to 8 weeks 
for ICD-9- CM. For encounters occurring while the 
myocardial infarction is equal to, or less than, four 
weeks old, including:

 j Transfers to another acute setting

 j Transfers to a post-acute setting

The note with category I22 says that a code from 
category I22 must be used in conjunction with a 
code from category I21. The I22 code should be 
sequenced first, if it is the reason for the encounter 
or, it should be sequenced after I21 code if the 
subsequent MI occurs during the encounter for the 
initial MI.

Judy Monestime, MBA, CDIP, CPC, AHIMA, is an 
ICD-10 CM/PCS Trainer/Ambassador.  

coding alert
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And here’s the real repercussion. Employees who 
are sent home are not paid for missed time. Also, no 
float coverage is available for those employees who 
are sent home, which means the employee’s fellow 
staff members from their assigned stations are 
responsible for providing coverage to the physician 
who is short a staff member.
So, how have staff members responded to the 
change?
“This policy has led to a more responsible approach 
to cell phone use by our employees,” Bragg tells 
Medical Office Manager. “Employees are now 
more inclined to ask for permission if they really 
need to use their cell phone for a family emergency, 
etc., because they do not want to lose pay, nor do 
they want to be the reason their team members are 
short staffed.”
And Bragg is no longer the lone cell phone 
police officer. “The policy has also led to better 
communication and personal responsibility between 
employees. Employees who were once reluctant to 
tell a coworker to put away their cell phone now 
have no problem telling a coworker to do so,” she 
says.

Texas practice uses “Staff 
Appreciation Week” to boost 
morale
As a busy practice administrator at Capital 
Otolaryngology in Austin, TX, Sangita Lakhia has 
a difficult time keeping track of the “special days” 
– admin assistants week, nurses day, sleep tech day, 
surgical tech week, and so forth.
“I also felt bad giving a gift or breakfast to just one 
department and not others,” she tells Medical Office 
Manager.  
So this year, Lakhia decided to drop the Hallmark 
appointed days and have a CAPOTO Staff 
Appreciation Week.  
“I hyped it up the weeks leading up to it to get 
everyone excited,” she says.
Here’s what the week involved:
For the first four days of the week, Lakhia gave 
staff a little something, like breakfast, ice cream, 
cookies, and lunch. During the week, she had a 
raffle box placed by the goodies, telling everyone 

to enter the raffle by writing what they love the 
most about working at CAPOTO. On the final day, 
she drew a name each hour and emailed everyone 
what that person said they loved about working at 
CAPOTO and the prize they were awarded.  
“The prizes were $50 to $100 gift cards from 
different places that I got for free from our business 
AMEX points,” Lakhia explains.  
What was the reaction to CAPOTO Staff 
Appreciation Week, and the raffle in particular? 
“The staff loved it,” Lakhia says. “Everyone was 
excited about who was going to win next and what 
they got.”
She says that long emails were sent even the 
week after from staff stating why they loved their 
coworkers, physicians, supervisors, and patients.  
“Morale is always pretty good here, but this took 
it to whole new level,” Lakhia tells Medical Office 
Manager.

Oregon manager turns 
mandatory staff training 
into fun
Staff need not respond with groans when you say the 
word “training,” even if that training is complicated.
Leigh Payne, RN, manager of Good Shepherd 
Medical Group Pediatrics in Hermiston, OR, has 
found a way to actually get staff enthusiastic about 
mandatory training.
Good Shepherd Medical Group operates a family 
practice and specialties clinic in a growing rural 
town in northeastern Oregon. Its Rural Health 
section includes family practice and pediatrics.
“Because we participate with the Oregon 
Immunization Program VFC (vaccines for children) 
one requirement is regular or annual staff education 
regarding immunization practices,” Payne says.
She tells Medical Office Manager that because 
the vaccine world is ever-changing and can be 
complicated, keeping up can make staff “groan and 
moan to try and keep abreast.” 
So, during the annual update/refresher a few 
months ago, Payne decided to make the nurse 
meeting fun and challenging. 
“Staff members were informed there would be a fun 
quiz at the end of the program with two prizes (notepad/
pen sets – nice ones) to the winners,” she says.

(Reader Tips, continued from page 2)
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Physician illness is a topic that’s not often 
discussed, even within the physician community. 
When physicians do broach the subject, it’s usually 
from the standpoint of working while fighting 
minor illnesses – plowing ahead so as not to disrupt 
the schedule and the practice.
As Dr. Darrell White, an ophthalmologist and 
founder of Skyvision Centers of Northeast Ohio, 
points out in a blog post for KevinMD.com: “When 
the doc does go down he/she never goes alone. 
Private practice or huge institutional setting, we are 
each an integral part of a complex micro-economic 
and social ecosystem. Set apart, but never truly 
separate. We never go down alone.” 
The practice depends on the physician; in many 
ways, he/she is the practice. So, what happens 
when a physician is seriously ill? And what is your 
role, as medical office manager?

Upon diagnosis
A physician facing a serious illness has many of the 
same concerns as anyone else. Granted, he or she 
most likely has a greater understanding of disease 
and treatment, which may be advantageous; then 
again, it may not. While knowledge is power, it can 
also disclose a harsh reality.
Don’t assume a physician is any less frightened 
than anyone else – and allow for the fact that he/

she might be dealing with an array of feelings. For 
a physician, these might include recognizing the 
limitations of the medical field, which can be a 
complex and emotional issue.
When the physician shares a diagnosis with you, 
your first responsibility is to him or her as a 
coworker and fellow human being. Your role is to 
listen and offer support. He/she may have a plan for 
medical treatment, and for the practice. But he may 
not have gotten that far. 
After expressing personal concern, a statement 
like, “Please let me know what I can do,” can be 
very effective. If the physician hasn’t yet thought 
about the office, this will prompt him to do so. 
As important, it opens the door for conversations 
about practical matters, matters that are your 
responsibility.

What you need to know
You will undoubtedly have numerous questions 
about how the physician’s illness will affect the 
practice. 
It helps to step back, after the initial conversation 
and shock of illness disclosure, and make a list of 
issues that have to be addressed.
Questions that require answers include:

 j Will the physician continue to see patients 
while undergoing treatment?

Recognizing that staff members could say some 
clinical staff might have an advantage over others 
who did not administer vaccines as often (such as 
the pediatric CMAs and nurses), Payne encouraged 
everyone to listen carefully and assured staff the 
quiz would be fair.

After completing the quiz, the correct answers 
were reviewed and staff were asked to write their 
names on the quiz and pass them in. But, instead 
of being graded to find the two highest scores, the 
quizzes were placed in a large paper sack, mixed 
up well, and randomly drawn by two different 
staff members to discover the winners. It was an 
unexpected way to make it fun and rewarding, and 
no one had an advantage over another as originally 
thought, Payne explains.

The quiz made the training session more enjoyable, 
and the unexpected turn of events should have a 
future benefit as well. “Next time, I expect staff 
to look forward to their immunizations update/
refresher,” Payne says.

And she also enjoyed it. “I love to inspire staff to 
learn and become confident with their knowledge 
and skills,” Payne tells Medical Office Manager. 
“Learning can be fun!”

Medical Office Manager wants to 
send you $100
Tell us how you solved a problem or implemented a 
successful program – or share any idea we can use 
in our Reader Tip column and we’ll send you $100. 
Contact paula@plainlanguagemedia.com.  

(when your doctor becomes a patient , continued from page 1)

mailto:paula@plainlanguagemedia.com


Sales of e-cigarettes are expected to increase and increase 
substantially: by approximately 25 percent annually through 2018.
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 j Will the physician cut back on his workload? 
 j If so, what are the new hours?
 j Will another physician be covering for your 
doctor?

 j If another physician is covering, will he/she see 
patients at your office or will you be referring 
patients?

 j Should staff be told about the physician’s illness? 
If so, how much information should be shared?

 j Should patients be told about the physician’s 
illness? If so, how information should be 
shared?

Handling appointments, juggling schedule changes, 
and working with a new doctor require attention to 
detail and good organizational skills. But the people 
issues require ongoing sensitivity, as well as a level 
of professionalism.

How much to share
It’s important to respect the physician’s privacy, 
while also providing staff and patients with enough 
information so that they feel comfortable. You will 
need to have a conversation with the physician to 
obtain guidelines.

Although the physician may not want to disclose 
specifics about his illness, if he/she is going to be 
completely unavailable for an extended period of 
time, patients will need to know this and be given 
some explanation as to why. The term “medical 
leave” is one way to address the matter.
How the physician decides to handle the issue 
will depend on a number of things, including 
his personality, his relationship with the patient 
community he serves, and the community itself. In 
a small town, for example, it might be impossible 
to keep details of his illness private.
Nevertheless, the way the situation gets handled is 
ultimately up to the physician. You can gently make 
suggestions about what to share and how to share 
it, while obtaining answers to questions about how 
the practice will function in his absence so that you 
can do your job to the best of your ability. 
Remember to be kind and respectful when you 
have these conversations. This is a difficult time in 
the physician’s life and he can use your support. He 
will appreciate that you are interested in doing your 
job well, but it will matter even more that you are 
compassionate and concerned.  

MaNaGING Staff
Why your firm needs a 
“vaping” policy now
Your employment policies address cigarettes, and 
so you think you have the smoking issue covered. 
Well, think again. Electronic cigarettes have created 
new challenges for employers.
Electronic cigarettes, also known as e-cigarettes, 
first became available in the United States in 2006 
and have grown in popularity. Designed to look 
like cigarettes, they are battery-powered devices, 
usually made of plastic or metal, that convert liquid 
nicotine into a mist, or vapor, that the user inhales. 
The liquid nicotine is often flavored and the vapor 
produced resembles smoke.
How popular are e-cigarettes? Popular enough 
to spawn the terms “vaper,” for a smoker, and 
“vaping,” for the act of smoking, not to mention 
a product line that Forbes magazine estimates 
currently generates $1.5 billion annually in 
sales. Even though sales of traditional cigarettes 

have declined, sales of e-cigarettes are expected 
to increase and increase substantially: by 
approximately 25 percent annually through 2018.
Part of the attraction has been that while cigarette 
smoking is regulated, e-cigarettes have yet to be 
restricted. The key word is “yet”.
The Food and Drug Administration (FDA) is 
reviewing proposed options for a regulatory approach 
to electronic cigarettes. However, even the FDA finds 
the issue unclear and has extended the original 75-day 
comment period by an additional 30 days.
Among the debate points of view is that e-cigarettes 
help smokers of traditional cigarettes quit, although 
survey findings have been inconsistent. Proponents 
of vaping also say electronic cigarettes are not 
addictive, or at least not as addictive as traditional 
cigarettes. Initial findings also suggest secondhand 



medical office manager™

subscription form

(Make checks payable to: Plain Language Media)

 payment enclosed       please bill me 
name:                   
title:                   
company:                  
address:                  
city:         state:         zip:              
phone:                   

or pay by credit card:   Visa      MasterCard      AMEX

name on card:                  
card #           exp date:            /             
billing address:                  
email:                   

(email address required for receipt and special report)

city:     state:    zip:              

medical office manager™

PO Box 509, New London, CT 06320
Phone: 1-888-729-2315 • Fax: 1-855-649-1623 • Web: medicalofficemgr.com

Get 12 Monthly Issues PLUS Full access to MedicalOfficeMgr.
com AND Your Valuable Special Report, 10 Policies Every 

Medical Office Needs, For Just $297 + $19.95 S/H

page 16 medical office manager / october 2014 / medicalofficemgr.com 

exposure may not be as much of an issue with 
e-cigarettes, although the chemicals used to help 
make the vapor haven’t been analyzed.
Meanwhile, for employers, there are considerations.

Where there’s smoke
Electronic cigarettes do use nicotine, and they emit 
vapor that nonsmokers may, at the very least, find 
unpleasant.
If smoking is not allowed in the office or on 
practice property, it would therefore make sense to 
include e-cigarettes in the policy. 
Indeed, several states and municipalities have 
already banned e-cigarettes from smoke-free 
zones and/or public places. As of August 1, 2014, 
states with e-cigarette bans include New Jersey; 
North Dakota; Arkansas; and Utah. Cities include 
Boston; Chicago; New York; Philadelphia; Seattle; 
Tempe, AZ; Pocatello, ID; Mountain View, CA; 
San Angelo, TX; Savannah, GA; Gainesville, FL; 
Indianapolis, IN; and Duluth, MN, among others.
Because debate and legislative changes are 
ongoing, you’ll want to check local laws. Keep 
in mind that even if a law addresses e-cigarettes 
in your city or state, it may not pertain to all 
smoking areas (the office lunchroom, for example). 
Nevertheless, local legislation may help you in your 
efforts to set practice policy.  
At the same time, when implementing policy 
changes at your practice, remember: You have to 
get specific.
This means amending policies to include electronic 
cigarettes – and note the word “policies,” plural.
With e-cigarettes growing in popularity, now is an 
ideal time to take a look at any and all policies that 
might be affected.

Tightening any loopholes
For example, does your practice refuse to hire 
smokers? If so, should smokers of e-cigarettes also 
be banned as part of this employment policy?
For medical practices, the move could be 
considered counterproductive, as a number of 
physicians have cited the merits of e-cigarettes. 
Cancer surgeon and NBC News Chief Medical 
Editor Dr. Nancy Snyderman has gone on record 
as saying that electronic cigarettes are an effective 
alternative to smoking tobacco.

And Snyderman is not alone. A recent study of 128 
physicians in North Carolina finds that two-thirds 
of the doctors believe the devices could be a useful 
tool to help people quit smoking – and in fact, 35 
percent of surveyed physicians have recommended 
e-cigarettes to their patients.
Given that opinions vary when it comes to electronic 
cigarettes, it is best to consult the physicians at your 
practice before implementing policy changes. And it’s 
advisable to have the conversation and address the matter 
before a vaper creates controversy at your practice.
Policies to consider with regard to electronic 
cigarettes include employment, on-premises 
smoking, and any restrictions with regard to health 
insurance benefit offerings. 
Knowing where the practice stands with regard to 
e-cigarettes, and amending policies to include these 
nicotine products, can prevent all your past efforts 
at managing the issue of tobacco use from going up 
in smoke.  


