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BILLING

Boost revenue by training all 
staff on coding sets
Last month, we told you about the importance of getting the right 
people to handle your coding and billing. But the work doesn’t stop 
once you’ve hired the best staff or outsourced with a reputable billing 
company. To keep on top of changes and compliance issues, training is 
essential. Here are answers to the classic five W’s: Who, What, When, 
Where and Why and the bonus, H: How? 

Why? Compliance is key
As Michael J. Sacopulos, JD, founder and president of Medical Risk 
Institute noted in Part I of this series: “Coding and billing is the life 
blood of the practice, it’s the income.” So you need to make sure you 
get coding and billing accurate and stay abreast of all the requirements 
for compliant coding and billing. 
That’s no easy challenge. “The landscape keeps changing,” notes 
Sacopulos. Medicare rules change annually, there are new codes 
annually and the OIG Work Plan—which highlights compliance 
concerns—changes annually, adds Karen Zupko, president of Karen 
Zupko & Associates, Inc. For example, “ICD-10 is a total game 
changer with [it’s] level of complexity,” notes Sacopulos. Zupko 
agrees, explaining that ICD-10 isn’t just about new codes but also 
“requires additional knowledge about anatomy and terminology.” Plus, 
with the burden of navigating different insurance carriers and benefits 
and qualifications, Sacopulos notes: “To think [coding and billing] is 
done accurately and professionally without lots of effort and training is 
just ridiculous.”

™medical office manager

MANAGING THE OFFICE

When a physician commits suicide
The death of a physician or staff member can be difficult for a practice. 
The loss has an emotional impact on the people who worked with the 
individual, and the person’s passing leaves an obvious void. It also 
results in numerous practical issues the office manager must address.
But a death by suicide takes loss to an entirely different level. And when 
a physician commits suicide, it’s fair to say the loss can rock a practice 
to its very core.

(continues on page 3)

(continues on page 7)

http://www.MedicalOfficeMgr.com
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Start local managers group to make job 
easier
“It doesn’t matter if there are three people or five or 20,” says the 
manager of an internal specialty medical office in Tennessee. It’s 
worth the effort to set up a local management group. She did that 
in her area 11 years ago and still finds it useful.
The set-up was not difficult. It was just a matter of calling the 
other managers and saying, “Why don’t we get together and 
share information rather than having to call each other about 
everything?” Interest was high because the area, which is rural, 
has a large number of small offices, and most of the managers 
have neither the time nor the staffing to travel to out-of-town 
meetings.
The decision was to meet once a month during the lunch hour. The 
location is a restaurant that provides a meeting room at no charge. 
There is an outside speaker at each meeting.
At the beginning, the most pressing issue was insurance 
contracting, so for the first several meetings, the speakers were 
representatives from different insurance companies who explained 
negotiations and the legal provisions of the contracts. Since then, 
speakers have addressed coding changes, Medicare, malpractice 
coverage, HIPAA, legal issues –anything pertaining to the office.
After the speaker, there’s general information sharing. Anybody 
can bring anything up. If one manager has advice from a payer or 
vendor worth passing along or useful printed information, it gets 
presented and discussed.
At the end of the meeting, this manager asks, “What do you need 
to discuss next time? What problems are you having?” Then she 
finds a speaker to address whatever the group is most concerned 
about. In addition, if several small issues are mentioned, different 
people agree to research them and report at the next meeting.
The only costs are lunch and a door prize – an appreciated addition, 
because medical managers have a lot of work and few rewards.
To any manager who doesn’t have a local group, her advice is 
to set one up. It’s a time saver and a work saver, because if one 
person has information, the others don’t have to look it up. What’s 
more, with little time to take off, it’s a quick way for a manager to 
get educated.

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

mailto:paula@plainlanguagemedia.com
mailto:paula@plainlanguagemedia.com
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He emphasizes that there are two reasons why you 
need to focus on continual training for coding and 
billing staff:
1. “It keeps them up to date because it’s a 

changing field.”
2. “Just as important is the message it sends that 

this practice takes this topic very seriously and 
we are going to devote resources to it,” he adds.

As the OIG makes clear in its Compliance Program 
for physician practices: “It is in the practice’s best 
interest to ensure that individuals who are directly 
involved with billing, coding or other aspects of 
the Federal healthcare programs receive extensive 
education specific to that individual’s responsibilities.” 

Who? Everyone.
Sacopulos says that coding and billing are so 
integral to the practice that you shouldn’t just limit 
training to those charged with filling out the claim 
forms but include everyone in at least some level 
of training for coding and billing issues. “Let’s 
make sure everybody understands the big picture,” 
he says. Especially in smaller offices where staff 
is limited and people have to cover for each other 
when someone is out, he emphasizes “that’s all the 
more reason people have to be trained on this topic 
even if not tasked with billing and coding.” If the 
medical office has a billing company handle coding 
and billing, remember that entity is a legal agent of 
the medical office, says Sacopulos. “So the practice 
needs to make sure its coding and billing is being 
done properly because it is still legally on the hook 
for the coding/billing. This is impossible to do if 
the practice is not familiar with its current legal 
obligations,” he explains.  Additionally, the practice 
is still part of the coding and billing process 
because it generates all the materials the billing 
company uses, adds Sacopulos, who warns “we 
cannot allow staff ignorance to hamper the billing 
company’s ability to do its job.”

When? Annually with periodic updates. 
The OIG says “there is no set formula” for when 
and how often you must provide training but it 
recommends at least annual training for staff 
involved with coding and billing functions. It 
emphasizes the ideal is to train new staff as soon as 
possible and have them work under supervision of 
an experienced coder until training is finished. 

Where? Anywhere that makes sense for 
your office.
Where you get the training will depend on what 
works best for your medical office needs and 
resources. In its compliance program guidance for 
physicians, OIG compliance program guidance 
for physician offices suggests a variety of training 
sources such as in-person seminars, community 
college certificate or associate degree programs, 
professional association continuing education 
and certificate programs and insurance carriers as 
sources for training.
“The best training is through one’s specialty society 
because every page of content is likely vetted by 
their CPT coding committee,” advises Zupko. Ask 
your physician’s specialty society if they offer 
coding education, she suggests, because they often 
offer sponsored coding seminars, webinars and 
other training resources. Professional societies or 
coding organizations such as the AAPC or AHIMA 
often provide in-person seminars and conferences 
that keep attendees updated on the most current 
changes and provide networking opportunities as 
well. Send a physician with a couple of staff people 
for training, suggests Zupko and you can use these 
trips as a reward for staff as well. In addition to 
the training, take them out to dinner or a show, she 
suggests, to add some fun to the venture. 
If you have a small office, sending someone away 
to a conference for several days may not be feasible, 
she acknowledges. You don’t always have to travel 
or pay a lot of money to get reliable training. 
Professional societies and other organizations often 
offer publications that provide coding updates 
and guidance as well as webinars and other online 
resources. For example, you can earn an AAPC 
credential all online, she notes. Zupko also suggests 
you take advantage of any free training that 
government entities provide. For example, CMS 
provides resources on its “Outreach and Education” 
webpage and the Medicare Learning Network offers 
free webinars and other resources. 
Finally, she notes that some medical offices provide 
in-house training either bringing in an outside 
provider or even holding lunches where a nurse or 
clinician provides information for the coding and 
billing staff. For example, with the increased need 
to know anatomy and clinical details for new ICD-
10 codes, having your clinical providers educating 
billing staff on clinical issues can be helpful. 

(training all staff on coding sets, continued from page 1)

http://www.cms.gov/Outreach-and-Education/Outreach-and-Education.html
http://www.cms.gov/Outreach-and-Education/Outreach-and-Education.html


Sources
 j U.S. Department of Health and Human Services, Office of Inspector General, OIG Compliance 

Program for Individual and Small Group Physician Practices (2000); available at: https://oig.
hhs.gov/authorities/docs/physician.pdf

 j U.S. Department of Health and Human Services, Office of Inspector General, Work Plan 
for Fiscal Year 2014; available at: http://oig.hhs.gov/reports-and-publications/archives/
workplan/2014/Work-Plan-2014.pdf

 j CMS Outreach and Education webpage: http://www.cms.gov/Outreach-and-Education/
Outreach-and-Education.html

 j Medicare Learning Network home page: http://www.cms.gov/Outreach-and-Education/
Medicare-Learning-Network-MLN/MLNGenInfo/index.html?redirect=/mlngeninfo
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Caution: Make sure the training you select is 
reputable and right for your medical office’s needs 
and operations. Sacopulos advises medical offices 
to ask training providers for references. Check with 
those references and spend five minutes to find out 
what was beneficial. He also suggests looking at the 
credentials of the trainers and those who endorse 
those trainers — ask if they are certified coders and 
how much experience they have. Zupko advises 
you proceed with caution concerning commercial, 
industry-sponsored coding training. Sacopulos also 
cautions against relying on list serves and message 
boards for coding guidance noting potential HIPAA 
concerns, the risk of publicly disclosing incorrect 
billing or relying on inaccurate advice.
What? Start with the basics and tailor it 
to your practice.
So what should your training encompass? Well, the 
OIG compliance guidance says there are certain 
risk areas in coding and billing that frequently get 
attention in audits and investigations. So, since the 
OIG is telling you these are common opportunities 
for trouble, it would be a good idea to include them 
in your training to ward off any problems. The OIG 
lists the following, among other items, as risk areas:

 j modifier use,
 j up coding,
 j billing for non-covered services as if covered,
 j and billing for items or services not rendered as 
claimed.

A good starting point is covering the risk areas 
the OIG has noted in that compliance guidance. 
Then also highlight issues the OIG has said are 
currently a concern. These are highlighted in the 
OIG Annual Work Plan and indicate where the OIG 
is seeing red flags, advises Sacopulos. Make sure 
those red flags are addressed in your organization. 
As we mentioned last month, Sacopulos observes 
that “shockingly few” medical offices make use of 
the guidance the OIG is giving in its Work Plan. 
For some highlights of compliance issues the OIG 
is focusing on that affect physician practices, see 
our article, “What you need to know about the new 
OIG 2014 Work Plan,” April 2014, p. 5.
The OIG compliance guidance says you should 
also be auditing your coding compliance. So it’s a 
good idea to consider what those audits reveal as 
potential weaknesses for your medical office and 
address those issues with more training. 

Finally, of course, it’s essential to make sure staff 
are updated on new developments. If your medical 
office is a specialty practice then also of course 
include specifics for that specialty. “Medicare 
requirements have gotten very specific,” notes 
Zupko. Just having a general AAPC coding 
credential may not be sufficient, she suggests, if 
your medical office includes a specialty such as 
orthopedics or behavioral health which “have their 
own nuances.” So get your coders trained on coding 
the specialty services that your office provides. 
How? Use your budget as a guide but not 
a barrier to training.
Remember how critical coding is to your bottom line 
when considering your budget for training. Training 
is an investment in your medical office’s financial 
and compliance success. While the sending staff to 
in-person seminars or conferences may be ideal, this 
may not always be possible for all medical offices. But 
don’t get too stingy with your training budget. “Saving 
money isn’t always saving money,” says Zupko. Some 
practices that are struggling are “struggling because no 
one knows what they are doing,” she explains. If there’s 
no investment in qualified staff, it becomes a self-
fulfilling prophesy, she warns. 
So if you can’t afford to send staff to an out-of-
state conference every year, consider other ways 
to provide training. “Invest in external training 
every other year,” suggests Zupko. To keep 
your staff reasonably current in the “off years,” 
rely on industry publications or your specialty 
society’s publications such as articles and coding 
columns. “Use those columns as discussion to 
keep everybody up-to-date,” she advises. You can 
also consider webinars and online training and the 
free government resources we mentioned above. 
Sacopulos agrees. If you can’t send staff to seminars 
every year, consider online education where staff 
spend 45 minutes to an hour with the training and 
it’s easier to do at different times, he advises.  

https://oig.hhs.gov/authorities/docs/physician.pdf
https://oig.hhs.gov/authorities/docs/physician.pdf
%20http://oig.hhs.gov/reports-and-publications/archives/workplan/2014/Work-Plan-2014.pdf
%20http://oig.hhs.gov/reports-and-publications/archives/workplan/2014/Work-Plan-2014.pdf
http://www.cms.gov/Outreach-and-Education/Outreach-and-Education.html
http://www.cms.gov/Outreach-and-Education/Outreach-and-Education.html
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNGenInfo/index.html%3Fredirect%3D/mlngeninfo
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNGenInfo/index.html%3Fredirect%3D/mlngeninfo


The terminology used to describe asthma has been updated to
reflect the current clinical classification.
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Coding tips for respiratory 
diseases
By Judy Monestime
ICD-10-CM chapter 10, “Diseases of the Respiratory 
System (J00–J99),” identifies codes for a wide 
variety of pulmonary conditions, ranging from acute 
upper respiratory infections, pneumonia, influenza, 
asthma, as well as diseases of the lower respiratory 
tract including chronic lung diseases and diseases 
acquired from exposure to external substances. 
Intraoperative and postprocedural complications 
are also available to be coded in this chapter. 
The chapter includes the following sections:

 j J00–J06, Acute upper respiratory infections
 j J10–J18, Influenza and pneumonia
 j J20–J22, Other acute lower respiratory infections
 j J30–J39, Other diseases of upper respiratory 
infections

 j J40–J47, Chronic lower respiratory diseases
 j J60–J70, Lung diseases due to external agents
 j J80–J84, Other respiratory diseases principally 
affecting the interstitium

 j J85–J86, Suppurative and necrotic conditions 
of the lower respiratory tract

 j J90–J94, Other diseases of the pleura
 j J95, Intraoperative and postprocedural 
complications and disorders of respiratory 
system, not elsewhere classified

 j J96–J99, Other diseases of the respiratory system
At the beginning of Chapter 10, the following 
instructional guideline appears that instructs the 
professional to use an additional code, where 
applicable, to identify:

 j exposure to environmental tobacco smoke 
(Z77.22)

 j exposure to tobacco smoke in the perinatal 
period (P96.81)

 j history of tobacco use (Z87.891) 
 j occupational exposure to environmental 
tobacco smoke (Z57.31)

 j tobacco dependence (F17.-)
 j tobacco use (Z72.0).

Asthma
The terminology used to describe asthma has been 
updated to reflect the current clinical classification. 
The term reactive airway disease is considered 
synonymous with asthma. The terms included in 
the codes to describe asthma are intermittent, mild, 
and three degrees of persistent: mild persistent, 
moderate persistent, and severe persistent.

Asthma Severity Frequency of Daytime Symptoms

Intermittent Less than or equal to two times per week

Mild persistent More than two times per week

Moderate persistent Daily. May restrict physical activity

Severe persistent
Throughout the day. Frequent severe attacks 
limiting the ability to breathe

Intrinsic (nonallergic) and extrinsic (allergic) 
asthma are both classified to J45.909, Unspecified 
asthma, uncomplicated.
The inclusion terms that appear under the 
category heading J45, Asthma, include allergic 
(predominantly) asthma, allergic bronchitis NOS, 
allergic rhinitis with asthma, atopic asthma, 
extrinsic allergic asthma, hay fever with asthma, 
idiosyncratic asthma, intrinsic nonallergic asthma, 
and nonallergic asthma. 
Conditions that are not classified to category J45, 
Asthma, included in the Excludes1 are detergent 
asthma (J69.8), eosinophilic asthma (J82), lung 
diseases due to external agents (J60-J70), miner’s 
asthma (J60), wheezing NOS (R06.2),  and wood 
asthma (J67.8). 
The Excludes2 note includes conditions that 
can be coded with Asthma J45 category codes, 
specifically: asthma with chronic obstructive 
pulmonary disease (J44.9), chronic asthmatic 
(obstructive) bronchitis (J44.9), and chronic 
obstructive asthma (J44.9).

Fourth & Fifth Characters Subcategories
The following subcategories describe the specific 
types of asthma along with the clinical status:

 j J45.2 Mild intermittent asthma
 � J45.20 Mild intermittent asthma, uncomplicated

coding alert



Let’s practice! 
How do you code the following encounter?
A 45-year-old female with a history of tobacco use is being seen 
because of severe persistent with acute exacerbation. 

 j J45.51 Severe persistent asthma with (acute) exacerbation

 j Z87.891 History of tobacco use

Rationale: 
There are categories of the three degrees of persistent asthma, 
with the ability to identify with or without exacerbation 
and status asthmaticus. At the beginning of the Chapter, the 
instructional guideline appears that instructs the professional to 
use an additional code to identify the history of tobacco use.  
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• Mild intermittent asthma NOS
 � J45.21 Mild intermittent asthma with (acute) 
exacerbation
 � J45.22 Mild intermittent asthma with status 
asthmaticus

 j J45.3 Mild persistent asthma
 � J45.30 Mild persistent asthma, uncomplicated
• Mild persistent asthma NOS
 � J45.31 Mild persistent asthma with (acute) 
exacerbation
 � J45.32 Mild persistent asthma with status 
asthmaticus

 j J45.4 Moderate persistent asthma
 � J45.40 Moderate persistent asthma, uncomplicated
• Moderate persistent asthma NOS
 � J45.41 Moderate persistent asthma with 
(acute) exacerbation
 � J45.42 Moderate persistent asthma with status 
asthmaticus

 j J45.5 Severe persistent asthma
 � J45.50 Severe persistent asthma, uncomplicated
• Severe persistent asthma NOS
 � J45.51 Severe persistent asthma with (acute) 
exacerbation
 � J45.52 Severe persistent asthma with status 
asthmaticus

 j J45.9 Other and unspecified asthma
 � J45.90 Unspecified asthma
• Asthmatic bronchitis NOS
• Childhood asthma NOS

The fifth digit subclassification describes whether 
the patient was in status asthmaticus or suffered 
what may be described as an exacerbation or acute 
exacerbation of asthma. Acute exacerbation or 
with exacerbation is an increase in the severity of 
the diseases of any of its signs or symptoms, such 
as wheezing or shortness of breath (SOB). Status 
asthmaticus is an acute asthmatic attack in which 
the degree of bronchial obstruction is not relieved 
by usual treatments. 

YOUR CAREER
7 tips to stay classy at the 
practice holiday party
‘Tis the season to socialize with physicians and 
other medical professionals from your practice, as 
well as coworkers and staff.
Here’s how to have fun while keeping it professional.

1. Prepare for the party
It doesn’t matter whether your employer is holding 
this year’s holiday party at the office or offsite. Nor 
does it matter if it takes place at lunchtime or after 
hours. It’s still a work-related event.
What does this mean?
For women, the message is leave the low-cut party 

dress in the closet, no matter how stunning you 
look in it. Yes, if you wear it you may indeed wow 
everyone, and you might even be the center of 
attention—but this isn’t the kind of attention you 
want as a manager. 
The same rule applies to dresses, skirts, and tops 
that are too short or too tight. This doesn’t mean 
you can’t wear something a little more festive; just 
remember it should be appropriate. When in doubt, 
err on the side of conservative.
For men, clothing should be event-appropriate. A 
dinner at an upscale restaurant, for example, may 
require a jacket and tie. When in doubt, ask what 
to wear. A simple inquiry can save you stress—and 
embarrassment. 

(continues on page 13)



A manager should expect a wide range of reactions from 
employees, including sadness and anger.
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Background
Every year, approximately 400 physicians in the United 
States take their own lives, according to best estimates, 
although the number may actually be higher.
Dr. Pamela Wible, a family physician who writes 
and lectures on various healthcare topics including 
physician suicide, shares her experience with trying 
to arrive at an accurate number, and the reasons 
behind it.
“During a recent conference, I asked a room full of 
physicians two questions: ‘How many doctors have 
lost a colleague to suicide?’ All hands shot up. ‘How 
many have considered suicide?’ Except for one 
woman, all hands remained up, including mine.”
Wible speculates on why physicians commit suicide. 
Among the many reasons she shares at her blog are:

 j While a physician’s greatest joy is the 
patient relationship, assembly-line medicine 
undermines the patient-physician relationship.

 j Most doctors are burned out, overworked, or 
exhausted.

 j Many doctors spend little time with their families.
 j Workaholics are admired in medicine.
 j Medicine values competition over nurturing.
 j Many doctors function in survival mode.
 j Doctors are not supposed to make mistakes.

Previously, Medical Office Manager looked at 
physician stress and burnout and how the office 
manager can help alleviate it.
Related reading at medicalofficemgr.com: How to 
help your physicians cope with stress and burnout. 

Aftermath
But once the situation has reached the point of 
no return, the office manager faces different 
challenges. 
A physician’s death by suicide is apt to leave staff 
and coworkers feeling shocked and confused, along 
with a number of other emotions which can include 
guilt. Patients, on the other hand, may experience 
feelings of abandonment and anger. 
The office manager, while dealing with her or his 
own reaction, must address the way the physician’s 
death affects the practice.

So, how do you handle such a sensitive matter?

Support for staff
Value Options, a health improvement company 
specializing in mental and emotional wellbeing 
and recovery, recommends giving staff plenty of 
opportunity to vent their feelings.
The firm also recommends watching for post-
traumatic stress symptoms among staff. This 
can manifest itself in various ways, including 
employees showing up late for work and/or 
workers seeming tired or forgetful.
A manager should expect a wide range of reactions 
from employees, including sadness and anger.
Individual staff members, especially those who 
worked closely with the deceased, may have a 
difficult time getting past the loss. Individual 
conversations and/or professional counseling may 
be necessary. If the entire staff seems to have 
difficulty coping, it might be appropriate to have a 
grief counselor speak to the group. 
Keep in mind that the anniversary of the 
physician’s death, as well as events in which she or 
he played a major role, such as the holiday party or 
a special project that now reaches completion, may 
trigger emotions.
Sensitivity and understanding are essential, as grief 
and loss affect everyone differently. Remember, 
too, that there is no set timetable when it comes to 
business returning to normal.

Support for patients
That said, the office must continue to operate, as 
patients have needs that must be met.
Decisions must immediately be made regarding 
physician referrals, and how to notify patients.
Patients are likely to be upset about the loss of their 
physician. Once they learn the circumstances, they 
may also be angry. Your role as office manager 
is to defuse the anger as much as possible, while 
expressing sympathy for their loss and assuring 
them that the practice will do everything possible to 
make sure their medical needs are met.

(continues on page 11)

(When a physician commits suicide, continued from page 1)
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Testing positive for cannabis is a ticket for 
termination under the kind of “zero tolerance” 
policy that has come to pervade the American 
workplace. But what if employees are medical 
cannabis patients? 

QUESTION
Does Reggie have a valid case against ABC 
Corporation?

ANSWER
Probably not, unless:

 j The case takes place in Arizona, Connecticut, 
Delaware, Illinois, Maine, Minnesota, Nevada, 
New York or Rhode Island; and

 j Reggie can prove that he didn’t use and wasn’t 
high on cannabis at work.

EXPLANATION
Since 2006, there have been at least 7 court cases 
brought by employees in Reggie’s position. 
The employee lost each time. But that doesn’t 
necessarily mean Reggie would lose his case. 

THE 4 BASIC RULES

Rule 1: Cannabis patients can’t use or be high 
AT work. 
Explanation: Most state laws expressly say that 
employers aren’t required to let an employee/
patient use or be impaired on the worksite or during 
work hours. So if Reggie was using or high on 
cannabis while on duty, he gets fired. 

Rule 2: State laws generally don’t protect 
against firing for OFF-SITE cannabis use. 
The physiological effects of THC and cannabis 
can stay in the body long after the initial buzz is 
gone. Consequently, testing positive for marijuana 
doesn’t necessarily prove use or impairment at the 
time of testing. The question then becomes whether 
medical marijuana laws protect patients against 
being fired for using cannabis away from work? 
So far, all of the courts have answered NO. The 
reasoning: Medical cannabis laws only protect 
patients from criminal prosecution, not workplace 
discipline.
Example: Federal court in Michigan upholds firing 
of Walmart patient for using medical cannabis 
for brain tumors. “Whatever protection the [state 
law] does provide users of medical marijuana, it 
does not reach to private employment,” the court 
explains [Casias v. Walmart Stores, Inc., 695 F.3d 
428 (6th Cir., 2012)].

Rule 3: 9 states DO protect patients from 
employment discrimination.
23 states have legalized medical marijuana. 9 
of these states include language banning firing, 
refusing to hire and other forms of employment 
discrimination against medical marijuana patients, 
as summarized in the chart below:

State

Ban Firing 
Person Just for 
Being Medical 

Marijuana 
Patient

Ban Firing Just 
for Testing 
Positive for 

Marijuana or 
Metabolites*

Other

Arizona  

Connecticut 

Delaware  

Illinois 

Maine 

Minnesota  

Nevada Requires employer 
to make “reasonable 
accommodations” 
for medical needs of 
patient

New York 

Rhode Island 

SITUATION
Reggie Sturd, an employee of ABC 

Corporation, tests positive for marijuana. He 
denies using or being high at work and claims 

he has permission under the state medical 
marijuana program to use cannabis at home 
to treat his seizures. Although his bosses are 
sympathetic, ABC fires Reggie for violating 
the company’s “zero tolerance” drug policy. 

Reggie sues.
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Adjust Your Zero Tolerance Drug Policy to 
Accommodate Medical Cannabis
Like so many other employers, you might have adopted a zero 
tolerance policy for employee drug use. But if you’re in any of the 
23 states (or the District of Columbia) that have legalized medical 
cannabis, you’ll need to adapt that policy. How you do that depends 
on: 1. How far you want to go to accommodate medical cannabis 
use; 2. Which state you’re in; and 3. What your obligations are under 
collective bargaining agreements:

MODEL POLICY

* Anti-discrimination provisions typically stipulate 
that an employer can, in fact, deny employment 
or take other adverse action against a person for 
medical marijuana if failing to do so would cause 
the employer to be in violation of federal law or 
lose a federal contract or funding. 
It’s important to note that every one of the medical 
cannabis firing cases to be decided has taken place 
in states that don’t include such protections against 
employment discrimination. We’ll know a lot more 
when and if cases get decided in the 9 protection 
against discrimination states.

Rule 4: Firing patients for medical cannabis is 
NOT disability discrimination.
Explanation: All of the medical marijuana states 
have human rights laws that ban an employer 
from discriminating against employees because 
they have a physical or mental disability. These 
laws also require employers to make “reasonable 
accommodations” for the medical needs of such 
employees. Accordingly, patients fired for cannabis 
use have argued that: 

 j They have a disability under the state law; and 
 j Making an exception to zero tolerance allowing 
them to use marijuana away from work is a 
reasonable accommodation that their employer 
must make.

So far, the disability discrimination argument has 
failed every time—in state courts in Washington, 
California, Oregon and Montana, and a federal 
court in Colorado. 
Example 1: Oregon Supreme Court says firing 
a millwright for using cannabis to treat leg 
spasms isn’t disability discrimination because the 
millwright wasn’t actually “disabled” [Washburn 
v. Columbia Forest Prods., Inc., 134 P.3d 161 
(2006)].
Example 2: California Supreme Court rules that 
reasonable accommodations doesn’t require 
employer to accept patient/employee use of drugs 
that are illegal under federal law [Ross v. Raging 
Wire Telecommunications, Inc., 174 P.3d 200 
(2008)]. 

Caution: New York is currently the only state 
whose medical marijuana law provides that using 
medical marijuana is a disability under the state’s 
disability discrimination law.

Conclusion
So where does all of this leave Reggie in our 
scenario?

 j ABC can fire Reggie if it can show that he used 
or was impaired at work; 

 j A positive cannabis test may not be enough to 
prove use or impairment at work;

 j Reggie may thus be able to make a claim by 
showing that he’s a legal cannabis patient and 
only used and was impaired off-site; and

 j Reggie’s chances are strongest in the 9 states 
that protect patients against employment 
discrimination.

So far, the disability discrimination argument has failed every 
time—in state courts in Washington, California, Oregon and 
Montana, and a federal court in Colorado.
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QUICK LINK: 2468 
Go to medicalofficemgr.com and type the code into the Quick Link box 
for the details of these 7 court cases on medical marijuana at work.
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ize and use for your own office policy on medical marijuana. Type the 
code in to the Quick Link box.
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ALASKA: Nothing in law requires accommodating medical use of 
marijuana in place of employment [Title 17: Food and Drugs, Chapter 
37. Medical Uses of Marijuana, Sec. 17.37.040(d)(1)]. 

ARIZONA: a. Unless failing to do so would cause an employer to lose 
a monetary or licensing benefit under federal law, employer may 
not discriminate against person in hiring, termination, conditions 
of employment or otherwise penalize based on: i. person’s status 
as a cardholder; or ii. registered qualifying patient’s positive drug 
test for marijuana or metabolites, unless patient used, possessed or 
was impaired by marijuana on premises of place of employment or 
during hours of employment [Arizona Medical Marijuana Act, Sec. 
36-2813(B)]; b. Nothing in law requires employer to allow ingestion 
of marijuana in workplace or employee to work under the influence 
of marijuana, except that a registered qualifying patient not deemed 
under the influence just because of presence of metabolites or 
marijuana components in insufficient concentration to cause 
impairment; and c. Nothing in law bans employer from disciplining 
for ingesting marijuana in workplace or working under influence of 
marijuana [Secs. 36-2814(A)(3) and (B)]. 

CALIFORNIA: Nothing in law requires accommodating any medical 
use of marijuana on property or premises of any place of employment 
or during hours of employment [Compassionate Use Act of 1996, Sec. 
11362,785(a)]. 

COLORADO: Nothing in law requires any employer to accommodate 
the medical use of marijuana in workplace [State Const., Art. XVIII(b)]. 

CONNECTICUT: a. Unless required by federal law or to obtain federal 
funding, no employer may refuse to hire a person or discharge, 
penalize or threaten an employee solely on the basis of status as a 
qualifying patient or primary caregiver under the law; and b. Nothing 
in law restricts an employer’s ability to ban use of intoxicating 
substances during work hours or discipline an employee for being 
under the influence of intoxicating substances during work hours 
[Palliative Use of Marijuana, Sec. 21a-408p(b)(3)]. 

DISTRICT OF COLUMBIA: Doesn’t say anything about cannabis in 
the workplace. 

DELAWARE: Unless failing to do so would cause an employer to lose 
a monetary or licensing benefit under federal law, an employer may 
not discriminate against a person in hiring, termination, conditions 
of employment or otherwise penalize based upon: i. status as a 
cardholder; or ii. a registered qualifying patient’s positive drug test 
for marijuana or metabolites, unless the patient used, possessed 
or was impaired on premises or during hours of employment 
[Delaware Medical Marijuana Act, Sec. 4905A]; b. Nothing in law 
requires employer to allow ingestion of marijuana in workplace 

or any employee to work under influence of marijuana, except 
that a registered qualifying patient may not be deemed under the 
influence of marijuana just because of presence of metabolites or 
marijuana components; and c. Nothing in law bans an employer 
from disciplining an employee for ingesting marijuana in workplace 
or working under influence of marijuana [Secs. 4907A(a)(3) and (b)].

HAWAII: Authorization for medical use of marijuana doesn’t apply 
to medical use of marijuana in workplace of one’s employment 
[Uniform Controlled Substances Act, Part IX, Medical Use of Marijuana, 
Sec. 329-122(c)(2)(B)]. 

ILLINOIS: a. Employer may not penalize person solely because of 
status as registered qualifying patient (RQP) or registered designated 
caregiver, unless failing to do so would violate federal law or cause 
loss of monetary or licensing benefit under federal law [Medical 
Cannabis Pilot Program Act, Sec. 40(a)(1)]; b. Employer may adopt 
“reasonable regulations” for consumption, storage or timekeeping for 
RQP use of medical cannabis; c. Employer may enforce drug testing, 
zero tolerance and drug-free workplaces in “nondiscriminatory 
manner”; d. Employer may discipline RQP for violating a workplace 
drug policy; e. Employer may discipline RQP for failing drug test if not 
doing so would violate federal law or cause loss of federal contract or 
funding; f. Employer may consider RQP impaired when he manifests 
“specific, articulable symptoms while working that decrease or 
lessen” his job performance, including speech, physical dexterity, 
agility, coordination, demeanor, irrational or unusual behavior, 
negligence or carelessness in operating equipment or machinery, 
disregard for safety or involvement in an accident resulting in serious 
damage, disruption or injury—but must give him a “reasonable 
opportunity to contest determination”; g. Nothing in law creates a 
cause of action against an employer for actions based on employer’s 
“good faith belief” that RQP: i. Used or possessed cannabis on work 
premises or during work hours; or ii. Was impaired while working on 
work premises or during work hours [Sec. 50]. 

MAINE: a. Employer may not refuse to employ or otherwise penalize 
person solely on basis of status as qualifying patient or primary 
caregiver unless not doing so would violate federal law or cause loss 
of federal contract or funding [Maine Medical Use of Marijuana Act, Sec. 
2423-E(2); and b. Law may not be construed as requiring employer 
to accommodate ingesting marijuana in workplace or any employee 
while working under the influence of marijuana [Sec. 2426(2)]. 

MARYLAND: Doesn’t say anything about cannabis in the workplace. 

MASSACHUSETTS: Nothing in law requires any accommodation of 
any on-site medical use of marijuana in place of employment [Act for 
the Humanitarian Medical Use of Marijuana, Sec. 5]. 

KNOW THE LAWS OF YOUR STATE
What State Cannabis Laws Say about Cannabis in the Workplace
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MICHIGAN: Doesn’t say anything about cannabis in the workplace.

MINNESOTA: Unless not doing so would violate federal law or cause 
loss of monetary or licensing benefit under federal law, employers 
may not discriminate against person in hiring, termination or terms 
of employment or otherwise penalize due to: i. Status as a patient 
enrolled in registry program; or ii. Patient’s positive drug test for 
cannabis components or metabolites, unless patient used, possessed 
or was impaired by medical cannabis on employment premises or 
during work hours [Chapter 311—S.F. No. 2470, Sec. 12(c)]. 

MONTANA: Nothing in law shall be construed as requiring an 
employer to accommodate the use of medical marijuana by a 
registered cardholder [Montana Marijuana Act, Sec. 50-46-320(4)(b)]. 

NEVADA: Law does not require: a. Employer to accommodate 
medical use of marijuana in workplace; or b. Employer to modify job 
or working conditions of a medical marijuana user to extent such 
conditions are based on employer’s “reasonable business purposes”; 
and c. Employer must try to make reasonable accommodations for 
medical needs of employee with valid registry identification card, as 
long as they don’t: i. Pose a threat of harm or danger to other persons 
or property or impose an undue hardship on the employer; or ii. 
Prohibit the employee from fulfilling any or all job responsibilities 
[Medical Use of Marijuana, NRS 453A.800]. 

NEW HAMPSHIRE: Nothing in law shall be construed as a: Requiring 
any accommodation of the therapeutic use of cannabis on property 
or premises of employment; or b. Limiting employer’s ability to 
discipline an employee for ingesting cannabis in the workplace 
or working under the influence of cannabis [Use of Cannabis for 
Therapeutic Purposes, Sec. 126-X:3(c)]. 

NEW JERSEY: Nothing in law shall be construed as requiring employer 
to accommodate medical use of marijuana in workplace [New Jersey 
Compassionate Use Medical Marijuana Act, Sec. C.24:6I-14]. 

NEW MEXICO: Qualified patient or primary caregiver can be 
prosecuted for possession or use of cannabis in his/her workplace 
[Lynn and Erin Compassion Use Act, Sec. 5(3)(c)]. 

NEW YORK: a. Certified patient is considered as having a “disability” 
under state anti-discrimination law; b. Employers can still enforce 
policies banning employees from being impaired while doing their 
job; and c. Nothing in section requires employer to do anything 
causing it to violate a federal law or lose a federal contract or funding 
[Medical Use of Marijuana, Sec. 3369].

OREGON: Nothing in law shall be construed as requiring employer 
to accommodate medical use of marijuana in workplace [Oregon 
Medical Marijuana Act, Sec. 475.340(2)]. 

RHODE ISLAND: a. Employer may not refuse to employ or otherwise 
penalize person solely for status as a cardholder [Edward O. Hawkins & 
Thomas C. Slater Medical Marijuana Act, Sec. 21-28.6-4(c)]; and b. Nothing 
in law shall be construed as requiring employer to accommodate medical 
use of marijuana in workplace [Sec. 21-28.6-7(3)(b)]. 

VERMONT: Nothing in law shall be construed as allowing smoking 
of marijuana in any public place, including a workplace or place of 
employment [Therapeutic Use of Cannabis, Sec. 4474c(3)(B)]. 

WASHINGTON: a. Nothing in law requires accommodation of on-site 
medical use of cannabis in place of employment; and b. Employers 
may establish drug-free work policies and nothing in law requires 
an accommodation for medical use of cannabis if an employer has a 
drug-free workplace [Medical Cannabis, Sec. 69.51A.060].  

EDITOR TIP
Find a medical office job fast
There are many reasons to visit the Medical Office Manager 
website, www.medicalofficemgr.com. The site features 
an extensive library of how-to articles that will help you do 
your job better, along with policies, forms, and other tools 
you can customize and use.
MedicalOfficeMgr.com also features a job board, which 
is tailored to medical practices and allows for job search by 
location. It is an ideal tool for advancing your career—or 
advertising your practice’s open positions. 
The job board is easy to use. You can search open positions 
by entering keywords (job title) or location (city, state, or 
zip), or narrow the search using both fields.
Why not check it out today?
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Support for yourself
Needless to say, providing support for grieving 
staff and patients who are feeling lost will require 
enormous strength on your part. In addition, you 
will be in uncharted waters when it comes to 
certain work matters.
Meanwhile, you will also be dealing with your own 
shock and grief, not to mention concerns about the 
practice and your ability to keep the office running 
smoothly. As with the death of anyone close to you, 
and especially the death of someone by suicide, it’s 
important for you to acknowledge your emotions 
and take time to grieve and process the loss.
While the inclination may be to do everything 
for everyone else, you don’t want to neglect your 
needs and your health. Don’t forget to take care of 
yourself so you can take care of the office during 
this difficult time.  

(When a physician commits suicide, continued from page 7)

http://www.medicalofficemgr.com
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MANAGING THE OFFICE
Forget Ebola—here’s the real 
danger
With the country’s attention focused on the Ebola 
virus, many Americans may overlook the fact that 
flu season is underway. And while it is impossible 
to predict how this flu season will compare to 
previous years, one thing is certain: Employers 
nationwide are likely to see millions of lost work 
days and billions of dollars in lost productivity.
“Obviously, there is a lot of concern about the Ebola 
virus, right now. While the anxiety is understandable, 
a widespread outbreak is considered by most experts 
to be unlikely. We are far more likely to see a flu 
outbreak, which certainly is mild when compared 
to Ebola. However, the impact on business can be 
anything but mild,” says workplace authority John 
A. Challenger, chief executive officer of global 
outplacement consultancy Challenger, Gray & 
Christmas, Inc.
“Last year was one of the worst flu seasons on 
record, with more than two-thirds of states reporting 
that the flu outbreak had reached ‘severe’ levels. 
New York alone saw more than 15,000 reported 
cases in the first month of the season, compared 
to fewer than 5,000 in the entire previous season. 
These outbreaks and the resulting workplace 
absenteeism can have a significant impact on a 
company’s bottom line; particularly in smaller 
companies where illness can spread quickly and 
incapacitate large portions of a workforce,” he says.
The Centers for Disease Control (CDC) estimates 
that, on average, seasonal flu outbreaks cost the 
nation’s economy $10.4 billion in direct costs 
of hospitalizations and outpatient visits. That 
does not include the indirect costs related to lost 
productivity and absenteeism. Online resource, 
Flu.gov, cites one study estimating that each flu 
season 111 million workdays are lost to flu-related 
absenteeism, which amounts to about $7 billion 
annually in lost productivity.
According to Challenger, employers need to enter 
flu season armed with information, as well as with 
a plan on how to prevent the virus from spreading 
through the workforce. Employers should also 
consider ways to sustain business continuity in the 
event of an outbreak.
 “By the time most employers react to some type 
of outbreak within the ranks, it is already too late. 

So, prevention is essential. For the most part, this 
entails some simple, common sense measures, such 
as encouraging employees to wash their hands, 
offering free or low-cost flu vaccination shots, and 
routinely washing and disinfecting work surfaces. 
Most importantly, workers who suspect they are ill 
should stay home from work,” says Challenger.  
“While sick employees may think they are doing 
the right thing by ‘toughing it out’ and coming 
in to work when they feel ill, they are only 
making matters worse.  Whether it is motivated 
by job security or a desire to continue making 
a contribution in an overburdened workplace, 
presenteeism, as it has come to be called, only 
spreads illness to more workers and further 
damages the employer’s ability to maintain 
optimum business operations,” Challenger explains.
“Beyond prevention, employers may also want to 
establish a plan for when it appears that the virus 
is spreading. For example, they may want to allow 
more workers to telecommute. They may also want 
to postpone all meetings or at least change them to 
conference calls. These steps might help ensure that 
the flu doesn’t take down your entire staff,” says 
Challenger.
Challenger offered some other steps employers 
might consider with flu season approaching:

 j Increase the number of shifts. This will reduce 
the number of people working in the office at 
one time.

 j Limit meetings.  If there is no need to gather 
large groups of workers in a confined space 
then do not do it. Conduct meetings via 
conference calls. Bigger companies may want 
to consider video conferencing.

 j Expand telecommuting. Determine who can 
work from home or other locations.  This will 
keep people off of public transportation and out 
of the office.

 j Allow sick workers to stay home without fear 
of losing their jobs.

 j Institute flexible leave policies to allow parents 
to care for an ill child or one who is home due 
to school closures.

 j Provide hand sanitizer and no-touch trash cans.
 j Encourage employees to wash their hands 
frequently, avoid handshaking, and take other 
hygienic precautions such as wearing a mask in 
heavily populated work areas.  
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If the event does require a suit or sport coat, make 
sure you’re dressed from head to toe. Unless you’re 
Sir Paul McCartney, this means you should leave 
the sneakers at home.

2. Watch your alcohol intake
You may think you can hold your liquor, but don’t 
risk going anywhere near your perceived limit at a 
work-related event. 
For one thing, your true limit is probably less than 
you realize. And, more importantly, one too many 
drinks can turn you into a babbling fool or worse 
If you find yourself feeling the effects, switch to 
a non-alcoholic beverage. Better safe than sorry 
(there’s a reason it’s a cliché).

3. Avoid behavior that might be 
construed as flirtatious
You already know not to sidle up to an attractive 
coworker with a drink in your hand as you attempt 
a sleazy one-liner. 
But other behavior, such as standing too close to 
the other person, also sends a message. Likewise, 
certain types of jokes might be misinterpreted.

4. Resist the urge to gossip
In social situations, the conversation often veers 
away from work.
One of the topics people tend to talk about is other 
people. Some conversations are innocent enough, 
as in, “I met Mary’s fiancé at the supermarket last 
week. What a nice guy he is.”
Other conversations, however, clearly are not 
going down a good path. If a person says, “I met 
Mary’s fiancé at the supermarket. He’s not nearly 
as attractive in person as his photos on Facebook,” 
it’s time to change the subject or move on to a 
conversation with someone else.

5. Mind your manners
It sounds basic, but it can be easy to forget some of the 
simple things, especially if you’re a little nervous.
When one of the physicians comes up to you and 
asks if you’re enjoying the party, you don’t want to 
talk with food in your mouth.
Similarly, you don’t want to wolf down your meal, 
even if you are famished. You also want to be 
polite and gracious to your host. Sure, it’s a work-

related event, but you should still thank the person 
responsible for the party and wish him or her a 
happy holiday season. 
If you sincerely had a great time and the event was 
spectacular, you might want to also seek out the party 
planner(s) and let them know you enjoyed yourself.

6. Remember your position
This point often gets overlooked and, as a result, 
can be a source of confusion.
In a social situation, people generally become 
more relaxed. But this doesn’t mean the workplace 
hierarchy has vanished.
Joe practice-owner-physician is still the boss; he’s 
not suddenly your buddy Joe. Similarly, people 
who report to your direct reports aren’t members of 
your new hang-out-and-party gang.
This doesn’t mean you can’t be friendly to one 
and all. You can and should socialize. Here again, 
though, don’t lose sight of the big picture. 
After the holiday party is over and you return 
to work, Joe won’t be hanging out at your desk. 
Likewise, you don’t want to give workers who 
report to your staff members the impression that 
you are their new best friend.

7. Party with confidence
Once you know how to turn your party animal 
into a cool cat, you can enjoy the festivities of the 
season and maintain—perhaps even enhance—your 
professional standing at work. Happy holidays!  

(holiday party , continued from page 6)
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SETTING GOALS
Is your career headed 
nowhere?
In your role as medical office manager, you no doubt 
set goals for the practice and your staff. But have 
you taken the time to think about your career goals?
As baseball great Yogi Berra said, “If you don’t 
know where you’re going, you might not get there.”

Understanding the process
Although a performance appraisal or a new 
year may seem like an ideal time to set goals, 
goal-setting should be an ongoing process. Life 
keeps changing, and priorities change as a result; 
therefore, goals must be reviewed regularly and 
adjusted accordingly.
Personal goal-setting is also different from goals 
you set in your role as medical office manager. For 
example, as manager, a goal may be to delegate 
more to staff. Your personal goal, on the other 
hand, may be to return to college. The two aren’t 
unrelated, however.
Perhaps it has always been a goal to obtain a college 
degree. Yet you don’t see how you could possibly 
have enough energy to take courses at night. How 
might giving your staff more responsibility affect 
your workday?
When contemplating your goals, you need to do 
just that: focus on you. When was the last time you 
asked yourself what you want? If you’re like most 
people with busy lives, personal goal-setting has 
probably been put on the backburner.

Making a commitment
Your first goal is to make goal-setting a priority. In 
order to do this, you’ll want to schedule the task as 
you would any other. Once the appointed time rolls 
around, where do you start?
PeopleTek, a coaching and leadership development 
firm, encourages clients to think in terms of 
individual vision and mission. Granted, these sound 
like job-related buzzwords. Nevertheless, this 
process is about your vision and mission.
Vision is defined as the aspiration you have for 
yourself and your career. It provides direction.
Mission represents what you are going to do, and 
how you’re going to do it to carry out your vision; 
it begins to bring clarity to your vision.

Goals, meanwhile, are the roadmap. Goals bring 
100 percent personal clarity to your vision and 
mission. Why? Because goals require action. 
PeopleTek encourages participants in its Leadership 
Journey program to think in terms of what, when, 
and how as they set goals.
Additionally, goals should be SMART: 

 j Specific 
 j Measurable
 j Actionable/achievable
 j Realistic/relevant
 j Time-bound

Goal-setting requires buy-in; you have to accept 
that the process works.
The biggest mistake people make is they don’t 
think they need goals, says Michael Kublin, 
founder and president of PeopleTek.
There’s another issue as well. For the process to be 
successful, goals need to be committed to paper or 
its equivalent. You need to write your goals down, 
Kublin says. 
But he cautions that they don’t have to be perfect. 
As long as they are SMART, and written, goals can 
help get you to your destination.

Example of a SMART goal
Say you’ve always wanted to learn a foreign 
language. “I want to learn a foreign language” isn’t 
Specific enough.
“I want to learn Spanish” is better, but it could be 
more Specific. 
“I want to learn Spanish so I can converse with 
patients at our medical practice.” 
Now you’re getting somewhere. This statement 
even covers the Measurable part, in that the goal 
will be achieved when you can speak conversational 
Spanish.
What do you need to do to make it Actionable/
achievable?
“I want to learn Spanish so I can converse with 
patients at our medical practice. In order to become 
conversationally proficient, I will need to take two 
classes, Conversational Spanish I and Conversational 
Spanish II. Each is a 12-week class that meets once 
per week at the adult educational center in my town.” 
Ah, now Actionable/achievable is overlapping 
with both Realistic/relevant and the Time-bound 
portion of the goal. You’ve figured out how to make 
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TECHNOLOGY
Solve the waiting-room jam-up
Every medical office manager knows that keeping 
patients waiting in long, slow-moving lines is a 
recipe for poor service. Not only can long waits 
cause patients to become upset and agitated, they 
can also result in lost opportunities in the form of 
walk-outs and poor patient reviews.
This is especially the case in today’s world of 
instant information. Consider that websites such 
as HospitalStats.com broadcast wait times for the 
world to see. No one wants to top the dubious list 
of the “longest wait” in their area.
Fortunately for hospitals, clinics, labs, and private 
offices that regularly deal with long queues, a little 
organization and a better system for informing 
patients as to their waiting progress can bring calm 
and quiet to an area that is too often in upheaval. 
For this reason, advanced “wait line management 
systems” are now being installed in an increasing 
number of medical institutions, labs, and offices.
Wait line management—also known as queue 
management—reduces the aggravation levels of 
patients and offers the potential to increase revenues, 
and it also benefits the employees who receive 
the brunt of complaints from angry patients kept 
waiting too long. At the same time, the latest systems 
improve operational efficiency through the accurate 
tracking and evaluation of wait times and processes.

Longer waits = greater frustration
By themselves, long wait lines create discontent 
among patients. “How long do I have to sit here 
before I get served?!” is an often heard sentiment. 
Not liking to be “kept in the dark,” people want 
answers. Without them, they get angry.

Adding to this frustration are environmental issues 
such as hot temperatures, sterile waiting rooms, 
uncomfortable chairs, or hard floors that tire the 
legs. Then there are individual issues such as the 
present medical complaint, a gnawing hunger, or 
problems that the patient has carried over from 
work or home. Added together, you have the 
potential for an unhappy patient.
This frustration translates into lost revenues, as 
some patients eventually leave an office and seek 
medical care elsewhere. At a minimum, unhappy 
patients will complain about the long wait to their 
family and friends. Today, that complaint can 
reach much further through review websites like 
RateMDs, Healthgrades, Rate a Dentist, and even 
ConsumerReports.org.
“News travels fast, but bad news travels faster,” says 
Terry Lang, owner and founder of Alzatex, Inc., an 
Aloha, Oregon-based manufacturer of high technology 
timing systems for military, medical, sporting, 
education, and municipal environments. “Not only that, 
but it takes about 10 good reviews to outweigh one bad 
one. No doctor or facility administrator can afford 
to let complaints about waiting in line too long 
tarnish an otherwise solid reputation.”
Patient frustration from unknown wait durations 
further hurts a business when that resentment gets 
taken out on front- and back-office personnel. 
The patient may not complain directly to the 
doctor, but they often vent their anger on the help. 
These workers can only take so much before they 
lash back and risk immediate patient alienation. 
Either that or the employee eventually becomes 
discontented and looks for employment elsewhere.
At the same time, poor wait time management 
accounts for losses on the balance sheets.

it happen, and there is a timetable to achieving the 
desired result.
Unfortunately, you’ve discovered a glitch. In order 
to take the classes, you’ll have to leave work half an 
hour early on Wednesdays.
The Realistic/relevant part of the goal-setting process 
isn’t always smooth. Still, with a little navigating, you 
can often work around any obstacles. And the more 
determined you are, the more likely you will come up 
with a solution. Funny how that works, isn’t it? 

Because this particular goal is work-related, why not 
share it with your boss and get her or his support? 
Explain how learning Spanish will help you in 
your job and ask if it’s alright to leave half an hour 
early one day per week to attend class. If your boss 
responds enthusiastically, you may even want to ask 
if the practice will pay for the class.

What are your goals? How might achieving them 
enhance your career, and your life?  
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“Without the accurate tracking of patient wait times, 
management cannot improve operations within that 
aspect of doing business,” explains Lang. “Medical 
practice today is all about shortening treatment times 
and other processes as much as possible. Unknown 
delays in any part add up to wasted opportunities in 
the form of lost income and cost overruns.”

Knowledge is power
Wait line management systems address these 
issues by coordinating wait times in order to help 
shorten them. Just as important, they keep those 
in line appraised of how long the wait is. This 
immediately provides the patient with a great sense 
of reassurance. Now they know how long the wait 
will be and can look forward to the end. They also 
regain some sense of control of that time.
“Through accurate notice of the ‘time interval to 
service,’ these systems transform wait time into free 
time,” says Lang. “Patients can then open a book, 
make telephone calls, surf the Web, or even delay 
their time of arrival based on the expected time of 
the service.”
The data to provide this knowledge is collected and 
broadcasted through several important components 
of hardware and software within a line management 
system. Basic systems include a “take-a-number” 
ticket dispenser (on a floor stand or mounted); 
hard-wired buttons that front-office personnel use 
to advance numbers; and flashing indicator lamps 
placed over service windows—like “admissions”—
to identify which window is now open.
More advanced systems serve several windows 
and incorporate wireless buttons. The Alzatex 
system, for one, also offers a controller with SD 
card memory for capturing wait times, number of 
people waiting, and several other events. As part of 
the system, that information is stored and organized 
in software that enables department administrators 
to handle all aspects of queue management in real-
time and make adjustments where needed; perhaps 
by troubleshooting delays, opening new lines, or 
lending assistance.
Information provided by such systems can include 
service type (as identified by letter codes); estimated 
wait time and number of patients still waiting; 
current ticket number for the patient being served; 
total patients served per hour or per day; and minutes 
taken to serve each patient. Such knowledge helps 
improve operations and the bottom line.

Spreading the benefits to all medical 
disciplines
If anything has delayed the wide adoption of 
wait line management systems, it is the fact that 
customization has been lacking. Until recently, 
such systems were only offered “off the shelf” for 
applications such as the post-office or bakeries. 
How could that carry over to a laboratory that does 
blood tests on large groups of waiting patients, for 
example?
This issue has now been addressed through systems 
that utilize customized engineering to link up the 
various hardware and software components in a 
manner tailored to meet the specific needs of even 
the most unusual applications.
“Every medical specialty or facility can now cost-
effectively improve patient relations through a 
customized wait-time system,” Lang says. “What 
better way to attract new patients than to advertise 
the fact that your office, lab, clinic or hospital 
features wait-time notification?”  


