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AAPC’s 22nd National Conference

HEALTHCON

Education | Networking | Fun

Keynote: Impacts of Healthcare Reform

Bill Gracey, CEO of BlueCross BlueShield Tennessee, will discuss what
healthcare reform means to the whole industry—from the health plan
to the provider. In a session that will prove to be both engaging and
informative, Mr. Gracey will bring together his vast knowledge of the
healthcare industry with his unique southern style and charm.

Healthcare Feud

The perfect mix of business and pleasure, Healthcare Feud infuses
industry trivia with a game show twist. Network with attendees from
your region and members of both AAPC boards, the NAB and AAPCCA.

Southern Barbeque Exhibitor Reception

You can't travel to Tennessee without trying the local BBQ!

This finger-lickin, mouth-waterin’ reception will be as authentic as it gets.
: _ Whatever your preference—mild or spicy, pork or beef—you'll rave
T W e« SR about this event for weeks!
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For more information, or to register, visit:
www.healthcon.com
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Join Us in

HASHYVILLE

Nashville, "'ennessee
May 12th-16th at
the New Omni Hotel

INTERVENTIONAL
RADIOLOGY
CARDIOLOGY &
VASCULAR SURGERY
CODING SEMINAR
WITH 1CD-10

CAN'T MAKE THE SEMINAR? YOU'RE IN LUCK!
WE NOW OFFER THE VEGAS SEMINAR ON

VIDEO. GET YOUR CEUs AT YOUR OWN PACE.
FOR MORE INFO: ZHEALTHPUBLISHING.COM

~ ZHealth

PUBLISHING

WWW.ZHEALTHPUBLISHING.COM



Go Green!

Why should you sign up to receive Healthcare Business Monthly in
digital format?

Here are some Qreat reasons:

« You will save a few trees.

- You won't have to wait for issues to come in the mail.

« You can read Healthcare Business Monthly on your computer, tab;

otherm i here, anytime.

- Digital issues take up a lot less room in your home or office than paper
issues.

Go into your Profile on www.aapc.com and make the change!
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Achieving Our Full Potential Together

hile AAPC’s more diverse and growing membership rep-

resents all roles within the healthcare business communi-

ty, we all seek the same goal of improving the revenue cy-

cle, patients’ care, and healthcare as a whole. I'm thank-
ful to be part ofa 129,000 member organization where we can work
together to do this.

In the race to keep up with the changes to our healthcare system, we
reach out to our colleagues in AAPC to help us learn and advance.
We look to them in our 527 local chapters for information, mentor-
ship, and networking. We reach out to fellow members from down
the hall or across town, in the Coding Discussion Forums on www.
aapc.com, via social media, and through those all-important phone
calls. We pull together, and we help each other achieve our personal
best by sharing information and coaching each other.

Coaching Fosters Improvement

One of my favorite authors is Dr. Atul Gawande, a Boston surgeon
who wrote the article “Personal Best” for 7he New Yorker. It’s about
the criticality of receiving performance feedback from coaches and
ongoing training from experts in healthcare. “When the stakes are
our lives and the lives of our children, we want no one to settle for av-
erage,” he said.

Coachingis a key component of ongoing improvement. AAPC’s re-
gional and national conferences, such as our national conference,
called HEALTHCON, April 13-16, in Nashville, Tenn., are great
opportunities to coach and be coached. In addition to more than 50
education sessions and specialty ICD-10 training, AAPC’s nation-
al conference allows all of us to share and listen, to teach and learn,
and to establish professional and personal friendships that help make
us all better. They provide everything we need to achieve success.

Coaching Fosters Success

I believe our success improves healthcare in general. I'm taking ad-
vantage of visiting local chapters, participating in conferences, and
other opportunities to meet and learn from you. I'm excited and
grateful for the opportunity to receive your coaching. It helps me
achieve my personal best, AAPC achieve its best, and I hope it helps
you, as well.

Personally and professionally, in the long run, success is not about

just getting oneself across the finish line, it’s about helping all those
we care about get across the finish line, as well.

Jason VandenAkker
AAPCCEO
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MARCH WORKSHOP

Unlock the Secret to

E/M Coding

Medical Necessity Skills for Coders

6 CEUs | 4 hours | Author: Stephanie Cecchini, CPC, CEMC, CHISP, Approved ICD-10 Trainer

Evaluation and management (E/M) codes are the most commonly billed codes. Although there are guidelines to
proper E/M code selection, Medical Necessity is the primary driver of correct coding. We are told that a physician may
take a full history and provide a full physical, but without medical need to back it up...we should select a lesser code.
For example, a resolved contact dermatitis with no other problem or complaint, is not a Level Five service because
there is no need for a full Level Five service. It is a coder’s responsibility to verify that the diagnosis in the chart
supports the procedure being billed. The question becomes: How does a coder, who is not a medical peer, challenge
the questions of Medical Necessity when the reason for the services are NOT so black and white? And the largest
shade of grey, what supports a Level Three versus a Level Four? This workshop will provide you with the insights
necessary to unlock the secret of accurate E/M coding by introducing the skills needed to accurately identify and
effectively address Medical Necessity concerns.

This workshop is designed to make the topic of Medical Necessity less intimidating for coders. It also teaches you how
to connect with documenting physicians to make E/M coding easier, audit ready, and accurate for fair payment.
Maybe even...fun!

In this workshop, you will learn:

* Three little known secrets to accurate E/M coding * How to clinically differentiate E/M service levels
e The definitions of Medical Necessity for purposes o Effective techniques for communication with
of accurate coding physicians regarding medical necessity

e Documentation guidelines

{ WORKSHOP FEATURES J\

:‘ Interactive and 4-hours includes g Comprehensive Access on-demand
T hands-on exercises presentation and d workbook including recording
with case studies skill-building practice presentation slides

0 Q Q PC Find a workshop location near you and
register today at: aapc.com/2014emcoding



Letter from Member Leadership

2014 Brings Excitin

ere we are, just a few months into 2014, and my New Year’s res-

olutions are already on shaky ground. Even so, I enjoy celebrat-

ing a time when I can start over fresh. Here are ways AAPC is
staying fresh and ahead of healthcare changes.

Association Rebranding
By now, you've seen a couple of obvious changes at AAPC:

e AAPC’s magazine is now Healthcare Business Monthly. We
are proud of our new look, and know the content changes and
updated design will appeal to a much broader and more diverse
membership base.

¢ AAPC National Conference is now HEALTHCON, to more
accurately reflect the expansion of our organization into broader
areas of healthcare.

Speaking of HEALTHCON, I am really excited about this year’s con-
ference because it’s in my hometown, Nashville, Tenn. (April 13-16).
If you've never been to the Opryland Hotel, you're in for a treat. And if
you've never been to an AAPC conference, you're in for an even bigger
treat. The National Advisory Board, AAPC Chapter Association, and
AAPC conference team are hard at work to make this event the most
outstanding ever. There will be many opportunities for you to enhance
your education while enjoying an exciting and beautiful setting.

ICD-10-CM Is This Year!

Changing gears a little bit, let’s talk about the one big change in 2014
that’s on everyone’s mind: ICD-10 implementation on Oct. 1. I have
some ideas to help with your apprehension, but first I have some num-
bers to share with you: 9,000, 1,009, and 303.

If at First You Don’t Succeed, Try, Try Again

Thomas Edison tried and failed 9,000 times to make the incandescent
light bulb, but he eventually created one that worked. At the age of 65,
Colonel Harland Sanders was allegedly told “no” 1,009 times before fi-
nally franchising and selling his recipe for Kentucky Fried Chicken.
Walt Disney failed 303 times to get the financing fora park he wanted to
build in California before finally succeeding, and Disneyland was born.

I mention these examples because you're entering a new phase of ICD-
10 coding preparation and challenges. Most of you have completed the
preliminary training and are now in the first phase of application, when
many providers are testing ICD-10 preparedness by adding ICD-10
codes to their ICD-9 coding,.

Distinguish Between Learning and Doing

You already may be experiencing the difference between learning and
doing. Doing is the sometimes painful reality check, the bench test of
how well you have learned what you set out to learn. Scientists tell us
failure is the most important part of learning and thatyou learn far more
(and retain it for a longer) by failing and overcoming failures than you
learn from your successes. Now is the time to do just that: Testand hone
your skills, gain confidence, and, yes, fail and learn from those failures.

g Changes

Learn to Fail Well

Failing wellbegins with removing the fear of failure from your thoughts.
People who learn to fail well do not let failure overshadow determina-
tion. They are empowered by failure rather than being overcome by it.
It’s important for managers to create and encourage an environment
where people can fail and learn from those experiences without fear.
Failure is the fire that tempers the steel of resolve and ultimately leads
to success.

The Final Step: Proofing

The final step of this process is the most critical: proofing the new pro-
cesses that are in place. Every provider needs to have an objective, au-
thoritative, and reliable way to test (and re-test) the new measures he or
she hasinitiated. For some, it’s seeking outside expertise, and for others,
it’s a combination of proofing methods. Whatever the method, the fi-
nal test is the accuracy of your efforts.

Make 2014 an amazing year—one of challenge, accomplishment, and
personal growth. Nothing of value is ever easy, but together we can ac-
complish anything—as individuals and as medical professionals.

Take care,

il ), S

David B. Dunn, MD, FACS, CIRCC, CCVTC,CCC,CPC-H,CCS,RCC
President, National Advisory Board
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Lesion Diagnosis May Be Payer Dependent

The October 2013 article “Skin Lesion
Excisions: Three Answers in the Report =
Will Help You Piece Together the Cod- | =5 ===
ing Puzzle” (pages 40-42) states:

Per ICD-9-CM Official Guidelines for

Coding and Reporting (chapter 2: Neo-

plasms), “To properly code a neoplasm -

it is necessary to determine from the re- _

cord [e.g., pathology report] if the neo- o
plasm is benign, in-situ, malignant, or | 7+

of uncertain histologic behavior.” I have
two comments about this statement.

First, I want to clarify that “[e.g., pathology report]” is the author’s
interjection, as indicated by the brackets. ICD-9 guidelines do nor
specifically require a pathology report as the document of record to
determine the classification of a neoplasm.

Secondly, some payers may require skin lesion excision claims to be
coded with the diagnosis at the time of the procedure, rather than
what is on the pathology report. For example, the local coverage de-
termination (LCD) for Skin Lesion Removal for CMS Jurisdiction
F states, “... proper coding requires the highest level of diagnosis
known at the time the procedure was performed ...” [emphasis added]
(Medicare Coverage Database at www.cms.gov).

I suggest you remind coders to check with their local carriers for
guidelines when coding for specific scenarios.

Jeannie Ryder, BA, CPC, CEMC

Your comments are accurate and well made. Although the pathology
report is always a safe bet, you may likewise report a diagnosis that the
provider has properly documented and confirmed in the patient record
for the encounter in question. If provider documentation lacks sufficient
detail or includes potentially conflicting information, you should ask for
clarification rather than risk reporting a “rule out” or “suspected” diagno-
sis—which may, for instance, label the patient with a malignancy that he
or she does not, in fact, have.

Specific payer guidelines and contract requirements are the ultimate
authority on coding and claims processing, and coders are always wise
to check with their individual payers when coding specific scenarios.
Note, however, that payer requirements may conflict with American
Medical Association (AMA)/CPT® and/or ICD guidelines, as is the case
with the LCD referenced. Per ICD-9-CM Official Guidelines for Coding and
Reporting, “For outpatient encounters for diagnostic tests that have been
interpreted by a physician, and the final report is available at the time

of coding, code any confirmed or definitive diagnosis(es) documented in
the interpretation. Do not code related signs and symptoms as additional
diagnoses.”

If your payer specifies requirements contrary to generally recognized
coding standards, be sure to confirm the instructions in writing, and keep
them on hand to defend your claims against any potential look-backs.

Healthcare Business Monthly
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Please send your letters to the editor to:

Lund-Browder Chart Correction

On page 27 of the February issue, the “Lund-Browder Classifica-
tion Method Chart” reproduced from the CPT* codebook includes
anerror. In the “Birth-1 year” column, the right thigh is listed as 2.5
percent; the correct number is 5.5 percent (the same as the left thigh).

Peripheral Line Differs from Arterial Puncture

On page 28 of the February issue, the
article “Account for Complex Proce-
duresin the ED” includes an error. The
text reads:

T G | (AARC

et

“Note that a line placed in the external
jugular vein is considered a peripheral
line and is reported using CPT* 36600
Arterial puncture, withdrawal of blood
for diagnosis. This service is not sepa-
rately billable if the physician reports
critical care (e.g., 99291 Critical care,
evaluation and management of the criti-
cally ill or critically injured patient; first 30-74 minutes).”

The appropriate code for a peripheral line is 36000 Introduction of
needle or intracatheter, vein.

(Good, Honest, and Inspirational

Chris Leber, MD, CPC, has taken his credentials and expertise
in an entirely different direction than the
average Certified Professional Coder
(CPC®). He has written two self-help
books for teenagers and young adults:
Trust Your Radar and Trust your Radar,
W Slackers’ Edition (www.TrustYourRadar.com). The
books are written from the perspective ofa
| parent, surgeon, firefighter, police officer,
scuba divemaster, golfer, and amateur
comedian. According to Leber’s website,
his books contain “Honest advice about
personal safety, health, decision making,
savings and debt, driving, and how to identify good people—
and avoid bad ones.”

Please send your kudos to:

Kudos, doctor, on the publication of your motivational books!



Healthcare Business News S8

ACOs Pay Off for Some

Results for Accountable Care Organization (ACO) efforts under
the Affordable Care Act show decreased spending for Medicare, but
not much in the way of bonus payments for participants. The goal of
ACOs is to coordinate patient treatment among providers to reduce
unnecessary care, improve health outcomes, and ultimately reduce
government spending.

Participating hospitals and physicians are awarded a percentage of
the money they save only when quality care and health spending
meet Medicare targets.

The Centers for Medicare & Medicaid Services (CMS) Innovation
Center launched a Pioneer ACO model in 2012, resulting in:

e Afteritsfirstyear, nine of the 32 participating organizations
exited the program.

* Nine of the remaining 23 organizations saved money.

Of'the 114 organizations who participated during the first 12
months of participation in 2012:

e Alittle more than half did not reduce health spending to
reach below targets, and the rest slowed health spending
slightly.

e Outof the participants who did not
meet targets, 29 reduced spending
enough to keep some of their savings.

The downside for 114 participating ACOs:

* Fivedid not report quality data and two
of those won’t get bonus payments.

*  Four may have to return money to
Medicare for exceeding spending
targets.

* Two may owe CMS because they did not
slow spending.

Since its inception, ACOs have expanded to
340 participating organizations.

CMS said it isn’t surprised by the results be-
cause the ACO program is designed to foster
long-term savings. The program has showed
to reduce Medicare spending, while improv-
ing quality of care, despite inconsistent results.
CMS also said that Medicare plans to keep
$128 million from the first yearand share $126
million of that with ACOs.

For more information regarding ACOs, go to
http://innovation.cms.gov/initiatives/aco/.

=

Source: Modern Healthcare, “Providers net un-
even results from ACO experiment,” Jan. 30,
2014.

NCD Quarterly Release
Includes ICD-10 Translations

To better prepare for this year’s ICD-10 implementation, CMS pro-
vided ICD-10 translations in the April 2014 quarterly release of the
edit module for clinical diagnostic laboratory services. The chang-
es are effective for services on or after April 1, 2014 (for ICD-9) and
Oct. 1, 2014 (for ICD-10).

The quarterly release notifies Medicare contractors of laboratory
edit module updates in the laboratory national coverage determina-
tion (NCD) code lists for April 2014. The translations are for NCDs
190.12-190.34.

Download the changes at www.cms.gov/Regulations-and-Guidance/Guidance/
Transmittals/Downloads/R2852CP.zip.

Source: Change Request 8585 arwww.cms.gov/Regulations-and-Guidance/
Guidance/Transmittals/Downloads/R2852CP.pdf

Self-Paced Medical Chart Auditing Course

Health Care Fraud & Abuse Concepts / Health Care Fraud Prevention & Enforcement /
Medical Records / Medical Coding Policies & Guidelines / Chart Auditing Principles
Chart Auditing Practice Exercises / Module Quizzes / End of Course Final Exam

Visit our site for access to free medical audit practice quizzes.

"GPRING

SALE

www.physicianauditconsultants.com
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Core A and Core B:

Continuing education units (C

eep

your professional credentialS in tune.

rofessional musicians excel at playing one

particular instrument, but often are ca-
pable of playing several others. For exam-
ple, a classical pianist might also be an ac-
complished guitarist. To maintain that sec-
ondary proficiency, she may take guitar les-
sons to improve fretting and strumming
skills, but she must also constantly prac-
tice playing the piano to keep her core skills
fine-tuned.

You can apply that analogy to explain why
keeping up with both Core A and Core B
CEUs is so important for AAPC creden-
tialed members.

Gettothe Core

Core A focuses on work/activities that
AAPC credentialed members do at the core
of their daily practice. If coding is your pri-
mary job responsibility, AAPC-approved
continuing education courses that relate to
coding and billing are considered Core A
of your core educational content. Contin-
ue Education Units (CEUs) must be com-
prised primarily of Core A educational con-
tent to show competency. AAPC-approved
Core A CEUs must comprise no less than 66
percent (2/3) of the total CEUs earned per
CEU period.

Educational course content that helps a
Certified Professional Coder (CPC®) im-
prove other skills (communication, time
management, stress) is considered Core B.
Education topics and content that are not
core to a member’s certification can com-
prise no more than 33 percent (1/3) of the
total CEUs earned in the reporting period.

Earningboth Core Aand Core B CEUs can
help with job performance and advance-

12 Healthcare Business Monthly

ment preparation. To maintain CPC® and
specialty credentials, AAPC requires you to
earn CEUs with core education content to
show competency. If one core credential is
held, 12 of the 36 total CEUs due every two
years may be obtained from Core B core ed-
ucation content.

The following are examples of core educa-
tion content that fulfills Core A CEUs:

Coding/Billing Core Content:
CPT®
ICD-9-CM (Vols. 1-3)
ICD-10-CM
HCPCS Level I
Coding and billing policy and

procedure
Clinical Core Content:
Anatomy
Physiology
Medical terminology
Pharmacy
Pathophysiology
Compliance Core Content:
Compliance auditing
Compliance planning
Selfreporting
Compliance training
Regulatory Core Content:
Medicare regulations
Medicaid regulations
Office of Inspector General Work Plan

The Centers for Medicare &
Medicaid Services (CMS)

transmittals

By Faith C. M. McNicholas, RHIT, CPC, CPCD, PCS, (DC

Teaching regulations

National and local coverage
determinations

Data/Claims Core Content:
Data management
Account receivables management
Appeals
Revenue cycle
Insurance Core Content:
Payer contract negotiations

The following are examples of education
content that fulfills Core B CEUs:

Professional Self Improvement Core Con-
tent:

Communication skills
Management skills
Time management
Stress management
Employee issues

Occupational Safety and Health
Administration

Workers’ compensation benefits

The Joint Commission
Exception: Core B topics focus on practice
management responsibilities. Limitations

are not enforced for the Certified Physician
Practice Manager (CPPM°®) certification.

Obtain AAPC-approved CEUs

The most effective, least expensive way to
obtain AAPC-approved CEUs is through
regular attendance at local chapter meet-
ings. Chapter officers requestapproval from
the AAPC CEU Vendor Department forall
chapter meetings to be assigned with an in-



dividual catalog number, which indicates
an AAPC CEU seal of approval. Note that
CEUs are not awarded retroactively.

~ You can also receive educational content
from other institutions, such as the Centers
for Medicare & Medicaid Services (if it’s
pre-approved by the AAPC CEU Vendor
Department and a catalog index number is
issued to confirm approved CEUs).

Another way to earn CEUs is to review
Healthcare Business Monthly for answers to
the associated Test Yourself quiz posted on
the AAPC website for every issue. Please
note that CEUs earned from this publica-
tion are counted based on the issue date and
not the date of completion.

Aim High

AAPC aims to ensure all of its credentialed
members maintain the highest caliber of
professionalism through continuing edu-
cation. By maintaining your core require-
ments, you'll soon become a maestro in the
business of healthcare.

For more information on core education re-
quirements, visit www.aapc.com/medical-coding-
education/help/index.aspx. wem

Faith .M. McNicholas, RHIT, CPC, CPCD, PCS,
CDC, has experience in soloand group practice medi-
cal specialties. She is assistant editor for American
Academy of Dermatology’s (AAD) Derm Coding Con-
sult, and a contributor for Association of Dermatology
Managers/Administrators (ADA/M) newsletter and Journal of Derma-
tology Nurses Association (JDNA). McNicholas presents at AAD annual
and summer meetings, AAPC regional conferences, ADA/M and JDNA
annual meetings, and AAD monthly webinars and regional symposia.
SheisanCD-10-CM/PCS expert and approved trainerand a past presi-
dent, president-elect, and secretary of the Des Plaines, Ill., local chapter.

e

By Brenda Edwards, CPC, CPB, CPMA, CPC-I, CEMC; Barbara Fontaine, CPC; and Donna Nugteren, CPC, CEMC

Together, Officers Complete
the Local Chapter Puzzle

Officers are the puzzle
pieces of your local 9
chapter. To complete the
picture, all the pieces
must be accounted for
and fitted together.

The Local Chapter Hand-
book gives a full descrip-
tion of expectations and
duties of chapter officers.
All officers have specif-
ic assignments, and must

realize how their individ- S—_—

ual assignments (pieces) .
fit into the bigger puzzle.

A chapter without this co-

operation becomes disjointed, and moving ahead often becomes impossible.

Here’s how to make sure your chapter uses all of its puzzle pieces.

Structure with Corner Pieces

Organize the pieces, determine the boundaries and outside borders, and place the corner
pieces (your president). Under the guidance of the Local Chapter Handbook, your president
brings all the officers together to ensure they understand their duties and leads the way to
the finished picture. He or she sees the entire puzzle, but can focus on each piece as it’s built.
This leadership makes chapter members feel like part of a well-structured, fun organization.

Build the Frame

The vice president, secretary, and treasurer are the side pieces that hold the puzzle all togeth-
er, making the perfect frame. These officers all follow strict guidelines under the direction
of the president to ensure your chapter stays true and on a straight path. The inside pieces of
the puzzle, however, come in many shapes and sizes to create variety. For example, officers
can fill the inside pieces of your chapter’s puzzle with a fun game night, networking, small
group activities, and speakers.

Complete the Picture

Not every chapter is large enough to elect a dedicated education officer or member develop-
ment officer. These individuals are the inside “wavy” pieces that fill in the gaps of your puz-
zle. They assist the other officers to find good programs, welcome new members, or men-
tor. If your chapter doesn’t have these officers, you can form a committee to help with these
tasks. For example, find someone to draft a newsletter, to furnish refreshments or door priz-
es, or to keep your chapter history.

Each chapter is unique and held together with the time and effort your members commit to
completing your chapter’s puzzle. Encourage your members to help assemble the pieces be-
cause, just like solving puzzles, chapter involvement is addicting! nem
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Chapter Building Blocks:

Get more out of AAPC local
chapter meetings than CEUs.

am an advocate for AAPC local chapters and here’s why:

I attended my first local chapter meeting while in college. My cod-
ing class was at night, and once a month it occurred on the same day
that the New Orleans local chapter held their meetings. My teach-
er (advisor) attended these meetings and encouraged me and my fel-
low classmates to become AAPC members and attend chapter meet-
ings, as well. I did, and that’s where I learned the importance of men-
toring and networking.

The Meaning of Mentorship

To realize the benefits of mentorship, you must first look at its core
meaning:

Mentorship is a personal developmental relationship in which a
more experienced or more knowledgeable person helps to guide a less
experienced or less knowledgeable person. True mentoring is more
than just answering occasional questions.'

Note the word “relationship” in this definition. A true mentorship
requires a connection between two people. That’s where the impor-
tance of attending local chapter meetings comes into play. Mem-
bers who attend chapter meetings on a regular basis develop true re-
lationships.

Realize the Importance of Mentoring

When you are fresh out of school with no coding experience, you are
excited about earning your Certified Professional Coding (CPC®)
or Certified Professional Coding—Apprentice (CPC-A®) credential
and you cannot wait to start working. That excitement quickly fades,
however, if no one will hire you due to lack of experience. Many new
coders attend meetings every month hoping to speak with someone
who can offer them encouragement and advice.

Mentoring Relies on Experienced Coders

If you are a seasoned coder, you are instrumental in the develop-
ment of new coders in this profession and your attendance is es-
sential at chapter meetings. It's not about what you can get out
of meetings; it's about what you can offer your chapter and its

14 Healthcare Business Monthly

By Angela Clements, CPC, CEMC, COSC

members. At the very least, you can offer the wisdom of your suc-
cesses and your failures. :

Sometimes my favorite part of the day is when I bounce information
off fellow coders while deciphering a difficult case or determining
how to code a new procedure. It’s a great feeling to know I am not
alone, spinning my wheels.

My mentor was my college advisor. She guided me through the
education process and, 15 years later, she still encourages me,
congratulates me, guides me, listens to me, and offers assistance. She
is someone in the coding profession who I know I can always count
on when I need advice. I am indebted to her for my professional
success. Although there are many others who have fostered my
growth, she was my initial contact and remains a constant mentor.

The Meaning of Networking

Now let’s look at the definition of “networking”

Networking is the exchange of information or services among in-
dividuals, groups, or institutions; specifically: the cultivation of
productive relationships for employment or business.

There’s that word again: “relationship.” Establishing relationships
isn’t easy even in the best of circumstances, but it’s nearly impossi-
ble if you're a remote coder. Without face-to-face interaction with
co-workers on a daily basis, it’s vital that you have a network of peers
who you can contact for guidance or advice. Once again, local chap-
ter meetings are the best place to establish contacts and to build a
solid network.

Realize the Importance of Networking

Networking involves making connections with those who can help
you with a difficult case or with whom you can share your successes.
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It's a great feeling to know lam
not alone, spinning my wheels.

Networking not only benefits the individuals involved, but also the
organization to which they belong.

According to Adam Small, founder of the Strategic Business Net-
work, “NETWORKING is the single most powerful marketing
tactic to accelerate and sustain success for any individual or orga-
nization!”

Step Up to the Challenge

Most chapters meet for a couple of hours, once a month. That’s a
small investment to foster growth in others, as well as yourself. I'd
call that a profitable return! Think of the people you will meet, the
friendships you will form, and the information you will obtain to as-
sist with your personal and professional growth—that which you
can use to nurture growth in others.

Seasoned coders: Become a resource for up-and-coming coders.
Make others fall in love with coding and become as passionate as
you are about it. Attend your next local chapter meeting, and make
aworld of difference in someone’s life. em

Angela Clements, CPC, CEMC, COSC, is aninternal consultantin the Coding and Education
Departmentat Ochsner Health Systemsin New Orleans, with 15 years of healthcare experience
in multi-specialty. She is a member of the AAPC National Advisory Board for Region 5 and
member development officer of the Covington, La., local chapter.

1 htep://en.wikipedia.org/wiki/Mentorship

)

hetp://www.merriam-webster.com/dictionary/networking

AAPC Chapter Association
By Kathy Burke, CPC, CPB

Gear Up for May MAYnia

It's time to start thinking about how
you'll showcase your chapter in May.

May MAYnia is just two months away. Now is a good
time to start planning how your local chapter will
celebrate and roll out the welcome mat to quests and
prospective members.

Prizes, Prizes, and More Prizes!

Prizes are awarded to the chapters with the great-
est number of guests and percentage of chapter
members in attendance at May MAYnia meetings.
Profession-specific prizes from AAPCand other
vendors may include webinars, code books, how-to
books, tote bags, etc. The AAPC Local Chapter
Department also provides free giveaway items to all chapters that schedule meetings in May; in the
past, these items included sticky note pads, coasters, nail files, and pens. Many chapters also give
members more customized tokens of appreciation, such as calendars marked with upcoming events
and copies of the chapter newsletter.

Advancing Healthcare

As AAPC membership expands, so does the diversity of its members. These days, coders are in

good company at meetings with practice managers, billers, auditors, compliance officers, and other
healthcare business professionals. You'll see at HEALTHCON in April that AAPCis making a concerted
effort to advance the business of healthcare.

Your chapter's annual May MAYnia is an excellent opportunity to engage and connect professionals
in your area, as well. When preparing for May MAYnia, consider choosing presenters and topics with
an appeal to a broad audience of healthcare professionals. During this all-important year of CD-10
implementation, everyone involved in the business of healthcare will have more reasons than ever to
connect and work together!

Get Creative!

AAPC's local chapters have a history of creating fun and exciting programs. For some chapters, May
MAVnia serves as a member appreciation event, including chair massages, themed prizes, raffles,
and delicious food. Other chapters hold their annual seminar during the month of May to give their
members an extra boost in continuing education units (CEUs). Inviting a national speaker is a great
way to introduce prospective members to the high-quality educational programs available through
AAPC.

Other tried and true ideas include:

Inviting a motivational or inspirational speaker to present topics such as communication skills or
stress management, which appeals to a broad audience (see this month’s AAPC Chapter Associa-
tion article, “Core A and Core B: Music to Your Career,” for other topic ideas).

Playing coding games that get everyone engaged.

(reating opportunities for your guests to experience the power of networking.

Spring to Your Local Chapter

Encourage chapter members to start planting seeds with colleagues and co-workers about coming
to the May MAYnia meeting. Reach out to instructors and students from local colleges to make sure
they know about the meeting, as well. Connect with chapter members via email and your local
chapter forum to provide a heads up for what's in store. Spring is a time of renewal and growth—
the essence of what May MAYnia is all about! wem

Kathleen R.Burke, CPC, isinterim manager of HIM Coding for Tucson Medical Centerand the 2013-2014 AAPC
Chapter Association board of directors, Region 7 representative.
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By David Dunn, MD, FACS, CIRCC, CPGH, CCVTC, CCC, CCS, RCC

Consider New Interventional

7, Radiology Coding Concepts

Significant changes—including
code deletion and new bundling
concepts—are critical to know
for accurate coding.

CPT* 2014 includes significant changes to interventional radiol-
ogy (IR) coding. This article will discuss code changes related to
stenting, fenestrated stent grafts for repair of visceral aorta, emboli-
zations, drainage procedures, and breast biopsies. We’ll also take a
quick look at new Category III codes for renal sympathetic denerva-
tion and pulmonary tumor ablations.

Editor’s note: Because of the number of codes and the richness of their nomenclature,
which would take a good deal of extra space, we have paraphrased the code descriptions in
this article. A glossary is provided on page 20. Please consult your CPT® 2014 codebook for the
official descriptions.

Stents

For 2014, there is one new code (37217) for common carotid or in-
nominate stent placement, when performed via a carotid cut-down.

Notes:
¢ Ipsilateral catheter selection and imaging is bundled to 37217.
* Angioplasty within the deployment zone is bundled to 37217.

Example: In the operating room, the cervical carotid is exposed via
an incision. A puncture is made, and angioplasty followed by stent
placement in the innominate stenosis is performed.

Proper coding is 37217, which includes the open exposure, catheter
selection, angioplasty, and stent.

16 Healthcare Business Monthly

The remaining stent code changes relate to non-carotid, non-verte-
bral, and non-lower extremity stent placements.

Codes 37205-37208 and 75960 are deleted. New, replacement codes -
are 37236 for the initial stent placementin the artery and +37237 for
each additional artery; and 37238 for the initial stent placement in
the vein and +37239 for each additional vein.

Notes:
*  Use these codes for either open or percutaneous approach.
* Codesinclude access creation and routine closure.

* Supervision and interpretation (S&I), guiding, and
completion imaging are included.

* Angioplasty within the stent area, or within the same vessel
that is stented, is not additionally reported.

*  Code per vessel treated (not per lesion or per stent placed).

*  You may report catheter selections and first-time diagnostic
angiography.

*  You may report intravascular ultrasound (IVUS) when
performed.

*  You may report ultrasonic guidance for access when
performed and documented appropriately.

* Only one initial arterial and/or venous stent is reported per
encounter.

* Bridginglesions between two vessels are reported with one
stent placement.

* Reportstentif used as the sole treatment for aneurysm,
pseudoaneurysm, or vessel trauma.

¢ Do not code for stent if used to facilitate vessel occlusion with
other embolization techniques, such as coils.

Example: A patient has bilateral, severe subclavian artery stenosis.



Coding/Billing: IR Concepts

For fenestrated visceral aortic endografts, catheter placements within
the graft deployment zone are bundled, but catheter placements
outside of the deployment zone may be reported separately.

Via a common femoral approach, the bilateral stenoses are angio-
plastied, followed by a stent placement in the left subclavian artery.
Proper coding is 36216, 36215-59, 372306 for the left subclavian an-
gioplasty (included) and stent, as well as 35475 and 75962 for the
right subclavian angioplasty.

Fenestrated Visceral Endograft

Category III endovascular repair codes 0078T-0081T are deleted.
New, replacement codes for repair of visceral aorta by deployment of
a fenestrated visceral aortic endograft are:

34841 Repairofvisceral aorta; including one visceral artery endoprosthesis

34842 including two visceral artery endoprosthesis
34843 including three visceral artery endoprosthesis
34844 including four or more visceral artery endoprosthesis

If the anatomy requires placement of the fenestrated graft through
the infrarenal aorta into the common iliac arteries, you will select
from the following new codes:

34845 Repairofvisceral aortainto the commoniliacs; including one visceral prosthesis

34846 including two visceral artery endoprostheses
34847 including three visceral artery endoprostheses
34848 including four ormorevisceral artery endoprostheses

These codes are for the repair of abdominal aortic aneurysm, pseu-
doaneurysm, dissection, penetrating ulcer, hematoma, or disrup-
tion. The visceral aortic vessels include the celiac, superior mesen-
teric artery (SMA), and renal arteries.

Notes:

* Do not use 34841-34848 for chimneys, snorkels, or periscope
procedures.

* Imagingand angioplasty/stent placement within the
deployment zone is bundled.

Renal
arteries

5 Abdominal
aortic aneurysm

Common

\\\ iliac arteries

Left
coronary
artery

Right
coronary
artery

Q\i

Plaque

—_— =
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Coding/Billing:

* Catheter placements within the graft deployment zone are
bundled, but catheter placements outside of the deployment
zone may be reported separately.

¢ Extensions that terminate distally in the common iliac artery
(CIA) and/or proximal aortic extensions are bundled.

* If performed, extensions into the internal or external iliacs
or common femoral may be reported using 34825, 75953,
34826, or 75953-59.

*  You may separately report embolization if performed.

*  You may report 34812 for open approach when performed.
Example: Via a cut-down of the right common femoral and percu-
taneous access of the left common femoral, a fenestrated endograft
is deployed from the suprarenal aorta extending into the common
iliacs. Through fenestrations in the graft, three endoprotheses were

deployed into the renals and the SMA.
Proper coding is 34847 and 34812 because the graft extended into

the common iliacs, and three visceral endoprostheses were deployed.
Only one cut-down (34812) was performed, on the right.

Embolizations
Endovascular embolization is used to treat abnormal blood vessels.

Embolization codes 37204 and 37210 are deleted. The new codes
for 2014 are:

37241 Non-hemorrhagic venous abnormalities (i.e., venous malformation, hemangioma, varicocele, dialysis
fistula side branches)

37242 Non-tumorand non-hemorrhagicarterial abnormalities (i.e., arteriovenous malformations (AVM), an-
eurysm, arteriovenous (AV) fistula)

37243  Tumorsororgan infarction (i.e., benign ormalignant tumors, including uterine fibroids)

37244  Hemorrhagic arterial, or venous or lymphatic, extravasation (i.e., hemorrhage related to postpartum,
gastrointestinal, trauma; Thoracic duct for chylous effusion)

Notes:

* Thereare no changes to codes for central nervous system

(61624) or head and neck (61626) embolizations.

* There may be overlap in the new codes; choose the
appropriate code based on the primary reason for the current
embolization procedure.

*  You may separately report diagnostic angiography and
catheter placements.
* Reportonly one embolization code per surgical field.

e S&lisincluded in the new embolization codes; do not report

75894 with 37241-37244.

18 Healthcare Business Monthly

External carotid
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External iliac
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* Follow-up embolization angiography is included in the new
embolization codes; do not report 75898 with 37241-37244.

Example: A patient presents with significant hemorrhage second-
ary to the rupture of a splenic artery aneurysm. Coils are placed in
the splenicartery, with occlusion noted on the follow-up angiogram.
Report 37244 because the primary indication is hemorrhage (by
contrast, 37242 is for arterial abnormality (aneurysm)). The follow-
up angiogram (75898) is bundled; you may not report it separately.

Drainage Procedures

Abscess drainage codes 32201, 44901, 47011, 48511, 49021, 49041,

49061, 50021, and 58823 are deleted. The new codes are:

10030  Image quided drainage by catheter; soft tissue

49405  Image quided drainage by catheter; visceral (not for thoracentesis, pleural drainage, or cholecystosto-
my)

49406 Image quideddrainage by catheter; peritoneal orretroperitoneal, percutaneous approach (notfor para-
centesis or peritoneal lavage)

49407  Image quided drainage by catheter; peritoneal or retroperitoneal, transvaginal or transrectal approach
Notes:

* These codes are specific to the drained anatomical area as well
as the approach.

> Report only one embolization code per surgical field.



Coding/Billing:

For breast procedures, the placement of markers

*  Code for each drained collection with a separate catheter.

e The new, image guided drainage codes bundle all imaging;
do not additionally report 75989, 76942, 77002, 77003,
77012, or 77021.

Example: A percutaneous puncture is made under ultrasound guid-
ance into a subcutaneous abscess in the right thigh. Purulent mate-
rial is obtained and a catheter is left. Proper coding is 10030, which
includes the imaging.

Breast Procedures
Breast biopsy codes 19102, 19103, 19290, 19291, 19295, 77031, and
77032 are deleted. New codes are:
19081 Percutaneous breast biopsy; firstlesion, with stereotactic guidance
+19082 each additional lesion, stereotactic
19083 Biopsy; firstlesion, with ultrasound quidance
+19084

19085 Biopsy, first lesion, with magneticresonance imaging (MRI) guidance

eachadditionallesion, ultrasound

+19086 each additional lesion, MRI

Notes:
* Imagingguidance is bundled to codes 19081-19086.
o Ifperformed, specimen radiograph (76098) is bundled.

 For breast procedures, the placement of markers is bundled
with percutaneous biopsies.

¢ Useadd-on codes for additional biopsies when the same
imaging modality is used.

e Useanother primary code if an additional percutaneous
biopsy is performed with a different imaging modality.

Example: A percutaneous breast biopsy is performed with stereotac-
tic guidance of a solid mass in the left breast, with a clip also placed
to mark thesite. This is followed by percutaneous breast biopsy with
ultrasound guidance performed in a separate breast lesion in the left
breast.

In this case, you'd report both 19081 and 19083 because different
imaging modalities were used. The clip is bundled, as is the imag-
ing guidance.

There are also new codes for breast marker/device placement for lo-
calization (when performed without a percutaneous image-guided
breast biopsy). Markers might include clips, wires, needles, or seeds/
pellets:

19281 Percutaneous placement of breast localization device(s); firstlesion, mammographic guidance

+19282 eachadditional lesion, mammographic

is bundled with percutaneous biopsies.

19283 Device placement; firstlesion, stereotactic quidance

+19284 eachadditionallesion, stereotactic
19285 Device placement; firstlesion, ultrasound quidance
+19286 each additional lesion, ultrasound

19287 Device placement; firstlesion, MR guidance
+19288 eachadditional lesion, MR
Notes:
* Imagingguidance is bundled with 19281-19288

¢ Use add-on codes for additional localization device
placements with the same imaging modality.

* Useaprimary code ifan additional localization device
placement is performed with a different imaging modality.

Category 1l Codes

There are two new codes for renal sympathetic denervation: 0338T
(unilateral) and 0339T (bilateral). Radiofrequency energy is applied
to the renal arteries to help control resistant hypertension.

Notes:

» S&I, including aortography and renal angiography, is
bundled.

* Pressure gradients, if performed, are bundled.

There is also a new code, 0340T, for cryoablation of pulmonary
tumor(s).

Notes:
¢ Code0340T is unilateral.
* Imagingis bundled.

* The procedure includes extension of tumor to chest wall/
pleura.

Incorporate Changes

New codes can be learned, but old habits die hard. When coding in-
terventional radiology procedures performed in 2014, be ever vigi-
lant of the new bundling concepts. vam

David Dunn, MD, FACS, is vice president of ZHealth. He oversees physician coding, instructs
Health educational programs, and contributes to Dr. Z's Medical Coding Series. A graduate of
Texas A&M University, Dunn completed his M.D. atthe University of Texas, his surgical residen-
cy atScott & White Hospital, and his vascular surgery fellowship at Baylor College of Medicine.
Adiplomat of the American Board of Surgery, Dunnis also certified in vascular surgery. Heis a
fellow ofthe American College of Surgeons and a member of the Southern Association for Vascular Surgery. Dunn
is president of the AAPC National Advisory Board and amember of the Nashville, Tenn., local chapter.
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G I-OSSA RY New IR C(PT® Codes for 2014

20

10030

19081

+19082

19083
+19084

19085
+19086

19281

+19282

19283

+19284

19285
+19286

19287
+19288

34812
34825

+34826
34841

34842

34843

34844

34845

34846

34847

34848

35475
36215

Image-quided fluid collection drainage by catheter (eg, abscess, hematoma, seroma, lymphocele,
cyst), softtissue (eg, extremity, abdominal wall, neck), percutaneous

Biopsy, breast, with placement ofbreast localization device(s) (eg, clip, metallic pellet), when per-
formed, andimaging of the biopsy specimen, when performed, percutaneous; firstlesion, includ-
ingstereotacticquidance
eachadditional lesion, including stereotactic quidance (List separately in addition to code
for primary procedure)
firstlesion, including ultrasound guidance
each additional lesion, including ultrasound guidance (List separately in addition to code
for primary procedure)
firstlesion, including magnetic resonance guidance

eachadditional lesion, including magneticresonance guidance (List separatelyin addition
to code for primary procedure)

Placementofbreastlocalization device(s) (e, clip, metallic pellet, wire/needle, radioactive seeds),
percutaneous; firstlesion, including mammographic guidance

eachadditional lesion, including mammographic guidance (List separatelyin addition tocode
for primary procedure)

Placement of breast localization device(s) (eq, clip, metallic pellet, wire/needle, radioactive seeds),
percutaneous; firstlesion, including stereotactic quidance

eachadditional lesion, including stereotactic quidance (List separately in addition to code
forprimary procedure)

firstlesion, including ultrasound quidance

each additional lesion, including ultrasound guidance (List separately in addition to code
forprimary procedure)

firstlesion, including magnetic resonance guidance

eachadditional lesion, including magneticresonance guidance (List separatelyin addition
to code for primary procedure)

Open femoral artery exposure for delivery of endovascular prosthesis, by groinincision, unilateral

Placement of proximal or distal extension prosthesis forendovascular repair of infrarenal abdom-
inal aortic oriliacaneurysm, false aneurysm, or dissection; initial vessel

each additional vessel (List separately in addition to code for primary procedure)

Endovascularrepairof visceral aorta (eg, aneurysm, pseudoaneurysm, dissection, penetrating ul-
cer, intramural hematoma, or traumatic disruption) by deployment of a fenestrated visceral aor-
ticendograftandall associated radiological supervision and interpretation, including target zone
angioplasty, when performed; including one visceral artery endoprosthesis (superior mesenter-
ic, celiacorrenal artery)

including two visceral artery endoprostheses (superior mesenteric, celiac and/or renal
artery(s))

including three visceral artery endoprostheses (superior mesenteric, celiac and/or renal
artery(s))

including four or more visceral artery endoprostheses (superior mesenteric, celiacand/orre-
nalartery(s))

Endovascularrepair of visceral aortaand infrarenal abdominal aorta (eg, aneurysm, pseudoaneu-
rysm, dissection, penetrating ulcer, intramural hematoma, or traumatic disruption) with a fenes-
trated visceral aortic endograft and concomitant unibody or modular infrarenal aortic endograft
and all associated radiological supervision and interpretation, including target zone angioplasty,
when performed; including one visceral artery endoprosthesis (superior mesenteric, celiac orre-
nalartery)

including two visceral artery endoprostheses (superior mesenteric, celiac and/or renal
artery(s))

including three visceral artery endoprostheses (superior mesenteric, celiac and/or renal
artery(s))

including four or more visceral artery endoprostheses (superior mesenteric, celiacand/orre-
nalartery(s))

Transluminal balloon angioplasty, percutaneous; brachiocephalic trunk or branches, each vessel

Selective catheter placement, arterial system; each first order thoracicor brachiocephalic branch,
within a vascular family
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36216
37217
37236

+37237
37238

+37239
3241

37242

37243
37244
49405

49406
49407
61624

61626
75894
75898

75953

75962

75989

76098

76942

77002
77003

77012

77021

0338T

0339T
0340T
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article or topic, go to
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initial second order thoracic or brachiocephalic branch, within avascular family
initial third order ormore selective thoracic or brachiocephalicbranch, withinavascular family

Transcatheter placement of anintravascular stent(s) (exceptlower extremity, cervical carotid, ex-
tracranial vertebral orintrathoracic carotid, intracranial, or coronary), open or percutaneous, in-
cuding radiological supervisionand interpretation and includingall angioplasty within the same
vessel, when performed; nitial artery

eachadditional artery (List separately in addition to code for primary procedure)

Transcatheter placement of an intravascular stent(s), open or percutaneous, including radiolog-
ical supervision and interpretation and including angioplasty within the same vessel, when per-
formed; initial vein

eachadditional vein (Listseparately in addition to code for primary procedure)

Vascularembolization orocclusion, inclusive of all radiological supervision and interpretation, in-
traprocedural roadmapping, and imaging guidance necessary to complete the intervention; ve-
nous, other than hemorrhage (eg, congenital oracquired venous malformations, venous and cap-
illary hemangiomas, varices, varicoceles)

arterial, other than hemorrhage or tumor (eg, congenital or acquired arterial malformations,
arteriovenous malformations, arteriovenous fistulas, aneurysms, pseudoaneurysms)

fortumors, organ ischemia, or infarction
forarterial orvenous hemorrhage orlymphatic extravasation

Image-quided fluid collection drainage by catheter (eg, abscess, hematoma, seroma, lymphocele,
cyst); visceral (eg, kidney, liver, spleen, lung/mediastinum), percutaneous

peritoneal orretroperitoneal, percutaneous
peritoneal orretroperitoneal, transvaginal or transrectal

Transcatheter permanent occlusion orembolization (eg, for tumor destruction, to achieve hemo-
stasis, to occlude a vascular malformation), percutaneous, any method; central nervous system
(intracranial, spinal cord)

non-central nervous system, head or neck (extracranial, brachiocephalic branch)
Transcatheter therapy, embolization, any method, radiological supervision and interpretation
Angiography through existing catheter for follow-up study for transcatheter therapy, emboliza-
tionorinfusion, other than for thrombolysis
Placement of proximal or distal extension prosthesis for endovascularrepair of infrarenal aortic or
iliacarteryaneurysm, pseudoaneurysm, or dissection, radiological supervision and interpretation
Transluminal balloon angioplasty, peripheral artery other than renal, or other visceral artery, iliac
orlowerextremity, radiological supervision and interpretation
Radiological guidance (ie, fluoroscopy, ultrasound, or computed tomography), for percutaneous
drainage (eg, abscess, specimen collection), with placement of catheter, radiological supervision
and interpretation
Radiological examination, surgical specimen
Ultrasonic quidance for needle placement (eg, biopsy, aspiration, injection, localization device),
imaging supervision and interpretation
Fluoroscopicquidance forneedle placement (g, biopsy, aspiration, injection, localization device)

Fluoroscopic quidance and localization of needle or cathetertip for spine or paraspinous diagnos-
ticor therapeuticinjection procedures (epidural or subarachnoid)

Computed tomography guidance forneedle placement (eg, biopsy, aspiration, injection, localiza-
tion device), radiological supervision and interpretation

Magnetic resonance quidance for needle placement (eg, for biopsy, needle aspiration, injection,
orplacement of localization device) radiological supervision and interpretation
Transcatheterrenal sympathetic denervation, percutaneous approachincluding arterial puncture,
selective catheter placement(s) renal artery(ies), fluoroscopy, contrastinjection(s), intraprocedur-
alroadmapping and radiological supervision and interpretation, including pressure gradient mea-
surements, flush aortogram and diagnostic renal angiography when performed; unilateral
bilateral
Ablation, pulmonary tumor(s), including pleura or chest wall wheninvolved by tumor extension,
percutaneous, cryoablation, unilateral, includesimaging guidance

Modifier59 Distinctprocedural service
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By Brenda Chidester-Palmer, CPC, (PG, CASC, CEMC

dentify Signs and Symptoms of

Allergic Reactions

Proper diagnostic coding requires

knowing what to look for in

documentation and patient history.

Allergic reactions are troublesome and not always easy to diagnose
or code. For example, an allergic reaction might include nasal con-
gestion and sneezing, rashes and itching, or all of the above. These
symptoms can also be associated with the common cold, influen-
za, insect bites, or eczema. In ruling out these other known causes, a
physician is able to diagnosis and treat the patient accordingly.

Allergy: Nasal Symptoms

When a patient presents with nasal symptoms, the provider general-
ly begins the exam by taking a patient history. In reviewing the pa-
tient’s history and current symptoms, the provider is able to deter-

mine whether the symptoms are short-lived or longstanding and pos-
sibly allergic reactions. If the provider believes the patient is experi-
encing an allergic reaction, a skin prick test may be ordered to deter-
mine what environmental factors or foods are causing the allergic re-
action in the patient.
Some of the common allergens to test for are:

* Legumesand nuts—lima, soy, green beans, green peas,

peanuts, and pecans
® Cereal grains — corn, oats, rye, rice, wheat, and barley

e Milk - cow’s milk
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In reviewing the patient’s history and current symptoms,

the provider is able to determine whether the symptoms are
short-lived or longstanding and possibly allergic reactions.

* Egg-eggwhite, egg yoke
* Fowl —chicken and turkey

* Vegetables —onion, gatlic, green pepper, white potato,

broccoli, carrot, squash, and tomato

* Meats—beef, pork

* Fruits — strawberry, banana, watermelon, cantaloupe, lemon,

orange, peach, apple, and grapes

* Miscellaneous —yeast and chocolate

* Fish and seafood — tuna, salmon, catfish, trout, bass, perch,

shrimp, crab, and lobster

* Spices— mustard, black pepper, and

vanilla

* Inhalantscreening— mold, trees 1
and 2, grass, fall pollen, mite (P and
F), dog, and cat

* Histamine positive control

Only positive skin reactions are recorded.
Positive reactions are typically scored with
a “+,” which indicates a slight or question-
able reaction, to a “4+,” which indicates a
strong reaction. Additional testing may be

performed based on results.

Diagnosis codes (as shown in Table A) are
based on positive reactions, whether slight
or strong.

When the allergens are identified,
histamines and nasal sprays may be used
for adequate control. The histamine
positive control is important in testing
because it tells the physician whether the
patient’s immune system will respond
to histamines to help the body combat
these irritants. Severe allergies, or those
that cannot be adequately controlled with
histamines, may require allergy injections
to de-sensitize patients.

Histamine positive control is also impor-

tant when a patient presents with allergy symptoms of nasal conges-
tion, drainage, and sneezing, but reacts to none of the allergen skin
tests. If the histamine control is positive, it validates the test results
as negative. This usually, but not always, leads a physician to a diag-
nosis of vasomotor rhinitis (coding is shown in Table B).

Vasomotor rhinitis is a condition in which something that irri-
tates the nose causes the symptoms (e.g., perfumes, scented candles,
hair sprays, chemical fumes, household cleaning products, tobacco
smoke, dust, molds, or air pollution). Symptoms may also be trig-
gered by change in temperature or barometric pressure, alcohol in-
gestion, spicy foods, infections, or even emotions. Patients with vaso-

Table A: Diagnosis codes forallergic nasal symptoms

Allergy ICD-9-CM ICD-10-CM
Legumes and nuts 4771 Allergic rhinitis due to food J30.5 Allergic rhinitis due to food
Cereal grains 4771 130.5
Milk 4771 1305
Egg 4771 1305
Fowl 4771 1305
Vegetables 4711 130.5
Meats 4771 1305
Fruits 4771 130.5
Miscellaneous 4771 1305
Fish and seafood 4711 130.5
Spices 4771 130.5
Inhalant screening 477.0 Allergic rhinitis due to pollen J30.1 Allergic rhinitis due to pollen
(pollen, dog, cat, trees, mold) | 477.2 Allergic rhinitis due to animal (cat) J30.81 Allergic rhinitis due to animal (cat)
(dog) hair and dander (dog) hair and dander
477.8 Allergic rhinitis due to other allergen J30.89 Other allergic rhinitis (applicable to
perennial allergic rhinitis)
J30.2 Other seasonal allergic rhinitis

Table B: Diagnosis when a histamine control is positive

Diagnosis

Vasomotor rhinitis

ICD-9-CM

4779 Allergic rhinitis, cause unspecified

ICD-10-CM

130.0 Vasomotor rhinitis
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motor rhinitis are usually treated with nasal sprays, antihistamines,
or leukotriene modifiers such as montelukast.

Allergy: Itching or Rash Symptoms

Itching and rash symptoms can be caused by so many things: Aside
from an allergic reaction, itching and rash may be due to an insect
bite, eczema or psoriasis, nerves, etc. A patient who presents with one
or more of these symptoms may require multiple office visits before
the physician can determine whether the patient is experiencing an
allergic reaction, and if skin testing is merited.

Example

A woman begins scratching her stomach and legs. She makes an ap-
pointment to see her doctor. The physician reviews the history, along
with current symptoms, and determines the rash is of unknown ori-
gin. He advises the patient to use anti-itching topical medication and
to return if the problem persists.

Several weeks later, the patient returns with itching on her legs. In

Table C: Apatientmay receive numerous diagnoses before specific allergens are detected.

this patient’s case, the history reveals the woman had been working
in heryard. The physician determines that these are mostlikely chig-
ger bites because itching and redness is confined to the lower legs.

Several weeks later, the woman again has itching on her abdomen
and forearms, with raised areas. She returns to her physician. After
obtaining a history, the physician determines this is probably der-
matitis due to using a new detergent, and recommends she discon-
tinue the product.

Two weeks later, the patient is back in the office with complaints of
arash and itching on her shoulders, forearms, stomach, and back of
knees. The physician takes a history and determines that this is der-
matitis due to the hydrochlorothiazide (HCTZ) the patient has been
taking for her hypertension. The physician advises a change in med-
ication. The patient agrees.

Four weeks later, the patient returns to her physician with com- -
plaints of an itchy rash, mainly on the arms, shoulders, and thighs.
The patient has discontinued the HCTZ. The physician decides to

send the patient to a dermatologist. ?

Condition ICD-9-CM

Rash, unknown 782.1  Rash and other nonspecific skin eruption
Chigger bites 1338 Other acariasis
Dermatitis due to detergent 692.0  Contact dermatitis and other eczema due to detergents .
Dermatitis due to drug Hydrochlorothiazide 693.0  Dermatitis due to drugs and medicines taken internally
£9443  Saluretics causing adverse effects in therapeutic use
Hives, unspecified 7089  Urticaria, unspecified
Allergic urticarial (hives) 7080 Allergic urticaria
Allergy to shellfish/fish 4771
Allergy to cantaloupe/peach 4771
Allergy to trees 1 &2 4778
Allergy to peanuts/pecans 4771
Table D: Anaphylactic shock hasits own set of codes.
Diagnosis ICD-9-CM ICD-10-CM
Anaphylactic reaction to:
Unspecified food 995.60 Anaphylactic reaction due to unspecified food 178.00 Anaphylactic reaction due to unspecified food
Peanuts 995.61 Anaphylactic reaction due to peanuts 178.01 Anaphylactic reaction due to peanuts
(rustaceans 995.62 Anaphylactic reaction due to crustaceans 178.02 Anaphylactic reaction due to shellfish (crustaceans)
Fruits and vegetables 995.63 Anaphylactic reaction due to fruits and vegetables | T78.04 Anaphylactic reaction due to fruits and vegetables

Tree nuts and seeds 995.64 Anaphylactic reaction due to tree nuts and seeds

178.05 Anaphylactic reaction due to tree nuts and seeds

Fish 995.65 Anaphylactic reaction due to fish

178.03 Anaphylactic reaction due to fish

Food additives 995.66 Anaphylactic reaction due to food additives

178.06 Anaphylactic reaction due to food additives

Milk products 995.67 Anaphylactic reaction due to milk products

178.07 Anaphylactic reaction due to milk and dairy products

Eggs 995.68 Anaphylactic reaction due to eggs

178.08 Anaphylactic reaction due to eqggs

Other specified food 995.69 Anaphylactic reaction due to other specified food

178.09 Anaphylactic reaction due to other food products

Note: Codes T78.00-T78.09 require a 7th digit to form avalid code.
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Anaphylactic shock is the most
severe allergicreaction, and it has
its own set of ICD-9-CM codes ...

The patient presents to the dermatologist with active areas of red-
ness and itching. The dermatologist determines the areas are hives,
and ask about her allergies. The patient’s only known allergies are to
medications she is not currently taking. The dermatologist suggests
allergy testing.

This patient has had numerous diagnosis codes on her way to being
diagnosed with several allergies. From the first visit with symptoms
to the final diagnosis, ICD-9-CM coding is shown in Table C (on
the preceding page).

When testing was performed, the patient relayed she had been trim-
ming trees and hauling tree branches, and eating a lot of the foods
to which she is allergic. These allergies may have just cropped up, or
she may have just increased her exposure to them. Obtaining a his-
tory and keeping records helped determine this patient’s diagnosis
of allergic hives.

Coding/Billing:

Allergic Reaction:
AnaphylacticShock

Anaphylactic shock is
the most severe allergic
reaction, and it has its
own set of ICD-9-CM
codes, shown in Table D
(on the preceding page).
Anaphylactic shock is an allergic reaction associated mainly with
ingestion of foods. Allergy to peanuts or other nuts is probably the
most common to produce anaphylactic shock. During anaphylac-
tic shock, a person must seek immediate medical attention because
swelling of the eyes, nose, tongue, and throat can inhibit breathing.
Death is a likely result without medical attention.

As shown here, patient history and other documentation play crucial
parts in both diagnosing and coding allergies. vem

Brenda Chidester-Palmer, CPC, CPC-I, CEMC, CASCC, has 18 years of coding and billing
experience. She is the principal of Palmer Coding Consultants and the former coding compli-
" ance manager for Kelsey-Seybold, a large group practice in Houston. Chidester-Palmer is an
(. !j AAPCworkshop presenter, past president of the Tyler, Texas, local chapter, and a former AAPC
National Advisory Board member. She was a presenter at AAPC National Conferences in Long

Beach, Calif., Jacksonville, Fla., and Las Vegas.

One Powerful Tool for Your
Multispecialty Coding Challenges

Locate a code and read up to 120 multispecialty articles
from over 25 coding and compliance newsletters from Eli
Healthcare and TCI - all in one Multispecialty Coder!

Plus you get more than 7 user-friendly online tools:
v Code Search for CPT®, HCPCS, ICD-9-CM & ICD-10
v Color-Coded CCl Edits Checker

v CPT*<ICD-9 CrossRef
v 7-in-1 Fee Schedule

v LCD/NCD

v Maodifier Crosswalk

v ICD-10 Bridges

v/ CMS 1500 Scrubber

v 32 AAPC approved CEUs

Take a Free 14-Day Trial at www.supercoder.com/multispecialty-coder
or send us the request at customerservice@supercoder.com

SuperCoder.com

\

For more information call 866-228-9252.
The Coding Institute LLC, 2222 Sedwick Drive, Durham, NC 27713
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Compliance

The purpose of a physician’s sig-
nature in a medical record or op-
erative report is to clearly identi-
fy who ordered and provided sup-
plies or services for the patient. It
also serves as a testament that the
services he or she provided were ac-
curately and fully documented, re-
viewed, and authenticated. Equal-
ly important: Payers deny claims
unsubstantiated by the service pro-
vider’s signature. And not just any
signature will do.

Acceptable Signatures

Each signature must be legible, and
include the provider’s first and last
name. The signature also should
include the provider’s credentials

Without a
valid signature,
you risk payer

reimbursement.

26 Healthcare Business Monthly

(e.g» PA,MD, DO).

Medicare specifies acceptable
methods of signing records/tests
orders and findings, which include:

* Handwritten signatures or initials

* Electronicsignatures usually contain
date and timestamps and include
printed statements, “electronically
signed by” or “verified/reviewed by,”
followed by the practitioner’s name
and a professional designation.

* Digital signatures are an electronic
method of a written signature
typically generated by encrypted
software, allowing sole usage.

Note: Electronic and digital signatures are
not the same as “auto-authentication” or
« . » .
auto-signature” systems, some of which do
not mandate or permit the provider to re-
view an entry before signing. Documenta-
tion that has been “signed, but not read” is

By Susan Edwards, CPC, CEDC

Authenticate Services
with Proper
Physicians’ Signatures

notacceptable as part of the medical record.
Acceptable signature examples:

* Chart “accepted by” with provider’s
name

* “Electronically signed by” with
provider’s name

*  “Verified by” with provider’s name

* “Reviewed by” with provider’s name
* “Released by” with provider’s name
» “Signed by” with provider’s name

*  “Signed before import by” with
provider’s name

* “Signed: John Smith, MD” with

provider’s name

* Digitalized signature: handwritten
and scanned into the computer

* “Thisisan electronically verified
report by John Smith, MD”

* “Authenticated by John Smith, MD”
* “Authorized by John Smith, MD”

* “Digital signature: John Smith, MD”
* “Confirmed by” with provider’s name
*  “Closed by” with provider’s name

* “Finalized by” with provider’s name

* “Electronically approved by” with
provider’s name

Unacceptable Signatures

Reports or records dictated and/or tran-
scribed that do not include valid signatures
finalizingand approving the documentsare
unacceptable and will not serve to support
claims for reimbursement. At one time, sig-
nature stamps were permitted, but they are
no longer recognized as valid authentication
for Medicare signature purposes.
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Unique Signature Situations

Sometimes the lines of acceptability aren’t
drawn quite as cleatly.

Physician Left Practice

If a physician leaves a group practice before
signing documentation for services he or
she provided, another physician within the
group may sign on his or her behalf; howev-
er, an explanation is required.

For example:

* The submitting provider, John
Smith, MD, is unable to sign this
medical record because he expired on
10/08/13; or

¢ John Smith, MD, relocated to
Colorado on 10/08/13 and was
unable to sign this medical record.

Incident-to

Incident-to a physician’s professional ser-
vices means the services or supplies are fur-
nished as an integral, although incidental,
partof the physician’s personal professional
services in the course of diagnosis or treat-
ment of an injury or illness. Only the past,
family, and social history and review of sys-
tems may be documented by ancillary per-
sonnel incident-to, and incorporated in to
the evaluation and management (E/M)
documentation, which must be reviewed
and signed by the billing provider.

ElectronicHealth Records (EHRs)

EHR systems include a process that verifies
that the individual signing his or her name
has reviewed the contents of the entry, and
has determined it contains the intended in-
formation.

Co-signatures

Early laws required all physician assistant
(PA)-written chart entries to be signed by
physicians, but this is no longer the case.
PAs may now sign under their own nation-
al provider identifier (NPI) for services they
provide. Co-signatures may continue to be
used, however, to ensure a physician over-
sees the practice of a PA.

The American Medical Association (AMA)
states physicians are ultimately responsible
for coordinating and managing patient care

and, with appropriate input of PAs, ensur-
ing the quality of healthcare provided to pa-
tients. Whereas The Joint Commission rec-
ommends each accredited organization de-
termine the necessity for co-signatures.

Be sure to annually review physician/PA
team policies for your practice and update
them as needed to reflect changes in health-
care regulations.

Sloppy Signatures
CallforaSignature Log

Providers will sometimes include a signa-
ture log in the documentation that iden-
tifies his or her initials, or an illegible sig-
nature, as the author of the documenta-
tion. The signature log might be included
on the same page where the initials or illeg-
ible signature appear, or it might be a sepa-
rate document. Reviewers will consider all
submitted signature logs regardless of cre-
ation date.

A signature log should include the physi-
cian’s printed name, full signature, and ini-
tials that appear on the document. The phy-
sicians can also list his or her credentials for
further proof and validation.

Medicare transmittal 327 (www.cms.gov/Regu
lations-and-Guidance/Guidance/Transmittals/downloads/
R327PLpdf) states that there are circumstances
in which a provider does not need to sign an
order for diagnostic testing. When the order
is unsigned, the treating physician must in-
clude documentation, such as progress note
indicating why he or she intended the diag-
nostic tests to be performed, and must au-
thenticate this by a handwritten signature
or e-signature.

Medicare does not require the ordering phy-
sician’s signature on laboratory service reg-
uisitions. Although the physician’s signa-
ture on a requisition is one way of docu-
menting that he or she ordered the service,
it’s not the only permissible way of docu-

WWWw.aapc.com
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menting it. For example, the physician may
document in the medical record that he or
she ordered specific services.

Keep an Eye on the Time

Providers should not add signatures to the
medical record beyond the short delay that
occurs during the transcription process,
which is generally 24-72 hours. Instead,
providers may employ the signature authen-
tication process. Per Medicare guidelines,
Medicare Program Integrity Manual (Pub
100-08):

Late signatures may not be added to the

record, beyond the short delay that occurs

during the transcription process. Medi-

care does not accept retroactive orders. If
the provider’s signature is missing from

the medical record, submit an attestation

statement from the author of the medi-

cal record.

If the order is unsigned, you may sub-

mit progress notes showing intent to or-

der the tests. The progress notes must spec-

ify what tests you ordered. A note stating
“ordering lab” is not sufficient. If the or-

ders and the progress notes are unsigned,
your facility or practice will be assessed an

error, which may involve recoupment of
an overpayment.

Signatures seem so insignificant in the
grand scheme of things, but providers must
be diligent and implement measures to en-
sure they are in compliance with signature
guidelines. The consequences of non-com-
pliance are grim. vem

Susan Edwards, CPC, CEDC, is lead outpatient cod-
er at Copley Hospital Morrisville, Vt., and she teaches
medical terminology atthelocal adult learning center.
Edwards is a member of the AAPC National Advisory
Board, northeast Region 1 representative, a past member of the AAPC-
CA board of directors (2010-2013), and is on the ethics committee for
AAPC. Sheisamember of the Newport, Vt., local chapter.
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ICD-10-CM

Prepare healthcare providers to document and code for ICD-10

These 3-hour courses are offered by medical specialty and teach ICD-10-CM documentation requirements at the
physician level. Developed by physicians and for physicians, each calls out the critical documentation

practices required to maintain reimbursement once the ICD-10 transition occurs. In addition, the

top clinical conditions for each specialty are addressed with specific emphasis on their

associated documentation and coding requirements.

® 3-hour online course (depending on specialty) $ 2 95 3 A 0
Per

® Taught by a physician and from a provider's perspective AMA PRA Catedorv 1
® Covers format, structure, guidelines, and requirements for ICD-10 Physician Credit( 5)3 y
e Review case examples for top clinical conditions (per specialty)

BONUSES:
e Quick reference pocket manual with condition-specific
guidelines (per specialty)
e [CD-9toICD-10 crosswalk with top 50 codes ==

(per specialty)
Courses oftered for the following specialties:
*  Anesthesia * Internal Medicine e Orthopaedics
e Cardiology e Mental and Behavioral e Otolaryngology (ENT)
e Dermatology e Multi-Specialty e Pathology
e Emergency Department e Neurology e Pediatrics
e Family Practice e OB/GYN e Pulmonology
*  Gastroenterology *  Oncology/Hematology e Radiology
e  General Surgery e Ophthalmology * Urology

The University of Utah School of Medicine designates this Enduring Material for a maximum of 3.0 AMA PRA Category 1 Credit(s)TM.
Physicians should only claim credit commensurate with the extent of their participation in the activity.

This activity has been planned and implemented in accordance with the Essential Areas and policies of the Accreditation
Council for Continuing Medical Education through the joint sponsorship of The University of Utah School of Medicine and
i el AAPC.The University of Utah School of Medicine is accredited by the ACCME to provide continuing medical education for physicians.

The University of Utah does not exclude, deny benefits to or otherwise discriminate against any person on the basis of race, color, national origin, sex, disability, age,
veteran’s status, religion, gender identity/expression, genetic information, or sexual orientation in admission to or participation in its programs and activities.
Reasonable accommodations will be provided to qualified individuals with disabilities upon request, with reasonable notice. Requests for accommodations or inquiries

or complaints about University nondiscrimination and disability/access policies may be directed to the Director, OEO/AA, Title IX/Section 504/ADA Coordinator,201 S
President’s Circle, RM 135, Salt Lake City, UT 84112,801-581-8365 (Voice/TTY),801-585-5746 (Fax).

AAPC 800-626-2633
aapc.com/icd10physician




By Susan Ward, CPC, CPGH, CPC, CEMC, CPCD, CPRC, and G.J. Verhovshek, MA, CPC

Code Mohs

Coding/Billing M

in U Easy Steps

Look for location, stages, and tissue blocks in documentation.

When reporting Mohs surgery for treatment of skin cancer, docu-
mentation must confirm that a single provider acted as both the sur-
geon and pathologist. From there, you need only know the location
of the treated lesion, plus the number of “stages” and required tissue
blocks, to select an appropriate code.

Step 1: Confirm the Surgeon and
Pathologist Are the Same

Mohs requires that a single physician act as both surgeon (excising
tissue) and pathologist (immediately examining excised tissue to de-
termine clear margins). Per CPT*, “if either of these responsibilities
is delegated to another physician or qualified health care profession-
al who reports the services separately, the ... [Mohs] codes should
not be reported.”

Step 2:|dentify Location

CPT® categorizes Mohs procedures by location:

* Forlesions of the head, neck, hands, feet, and genitalia, or any
location with surgery directly involving muscle, cartilage,
bone, tendon, major nerves, or vessels, look to code 17311 and
add-on code 17312.

 Forlesions of the trunk, arms, and legs, select code 17313 and

add-on code 17314.

Regardless of location, you might also need to report add-on code
17315, as explained in the Mohs Code Definitions sidebar. |

Step 3:How Many Stages?
How Many Blocks?

. Things become more complicated at this step. It helps greatly if you
understand what the surgeon/pathologist does in the procedure
room.

WWWw.aapc.com
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To spare as much healthy tissue as possible (while still eradicating
cancerous cells), the physician removes tissue in szages. The first stage
is to excise the lesion. The specimen is divided into smaller portions,

called blocks.

Per CPT*, “a tissue block ... is defined as an individual tissue piece
embedded in a mounting medium for sectioning.” The location of
each block within the stage is carefully mapped, and each block is ex-
amined for cancer cells.

Where the surgeon sees a clear margin (no malignant tissue), no fur-
ther excision is necessary beyond that block. Where the physician
finds malignancy, a further stage is required to remove additional
material (this is the second stage, which isagain divided into blocks).
The process continues until no further cancer cells are identified.

Bottom line: Each time the surgeon excises material counts as a
stage. Each slide resulting from an individual stage counts as a block.

Step 4: Separately Consider
Fach Lesion Treated

If the surgeon/pathologist uses the Mohs technique on multiple le-
sions during the same session, code for each lesion separately.

Step 5:Put It All Together

Using steps 1-4, test your skills with these coding scenarios.

Scenario 1: The patient presents with a basal cell carcinoma of the
central portion of the forehead. After prepping the patient and site,
the physician removes the carcinoma (first stage) and divides it into
four tissue blocks for examination. Upon microscopic examination,
the physician finds the margins are clear of carcinoma.

The appropriate coding would be:

CPT*: 17311

ICD-9-CM: 173.31 Basal cell carcinoma of skin of other and unspeci-
fied parts of face

Scenario 2: The patient presents with a squamous cell carcinoma
of the nose. After prepping the patient and site, the physician re-
moves the carcinoma (first stage) and divides the stages into six tissue
blocks for examination. Upon microscopic examination, the physi-
cian finds there are positive margins. He removes the positive mar-
gin with another excision (second stage), which is divided into three

30 Healthcare Business Monthly

A thin, horizontal
layer of tissue is
removed. The
wound is immediately
mapped and a frozen
slide prepared

Lesion s

Deeper tissue
is removed in
stages until each
mapped area is
free of disease

Mohs micrographic technique is often used
for basal and squamous cell carcinoma. The
incisions are repeated until review shows
absence of disease. A single physician
perfoms all aspects

For tissue involving head, neck, hand, foot or
genitalia or for deeper or more complex
tissue, report 17311 for up to 5 blocks and
17312 for each additional stage up to 5 blocks

tissue blocks for examination. Upon microscopic examination, the
physician finds the margins are negative.

The appropriate coding would be:
CPT*: 17311 (first stage)
+17312 (second stage)
+17315 (six blocks)
ICD-9-CM: 173.32 Squamous cell carcinoma of skin of other and un-
specified parts of face

Scenario 3: The patient presents with three skin cancers: basal cell
carcinoma of the right neck, squamous cell carcinoma of the right
hand, and squamous cell carcinoma of the left ala. After prepping
the patient and the sites, the physician first removes the BCC of the
neck. He divides it into two tissue blocks. Under microscopic exam-
ination, the margins are negative. Next, the physician removes the
SCC of the hand, dividing that stage into three tissue blocks. Un-
der microscopic examination, the margins are negative. Lastly, the
physician removes the SCC of the left ala, dividing the stage into six
blocks. Under microscopic examination, there is a positive margin.
The physician then takes a second stage, which is divided into two
blocks. Under microscopic examination the margins are negative.

The appropriate coding in this scenario is:



CPT*®:

e 17311 (neck)

* 17311-59 Distinct procedural service (hand)

e 17311-59 (nose)

e 17312 (second stage of nose)

e 17315 (extra block of first stage of nose)
ICD-9-CM:

* 173.41 Basal cell carcinoma of scalp and skin of neck

*  173.62 Squamous cell carcinoma of skin of upper limb, including
shoulder

e 173.32 (nose)

Tip: Refer to the ICD-9-CM neoplasm table for the most appropri-
ate diagnosis for the patient’s skin cancer.

Step 6:Be on the Lookout for
Separate Procedures

The physician may need to conduct additional procedures during
the same encounter as a Mohs procedure. Depending on the proce-
dure and the circumstances, you may be able to separately report ad-
ditional work.

Biopsy and Histopathologic Exam

Because histopathologic examination is includ-
ed in the Mohs procedure, you may not sepa-
rately report pathology codes 88302-88309.
Likewise, you would not typically report biopsy
separately with a Mohs procedure.

The exception to this rule occurs when there
is “no prior pathology confirmation of a diag-
nosis,” according to CPT*. In such a case, the
same-day biopsy (11100 Biopsy of skin, subcuta-
neous tissue and/or mucous membrane (including
simple closure), unless otherwise listed; single le-
sion, +11101 Biopsy of skin, subcutaneous tissue
and/for mucous membrane (including simple clo-
sure), unless otherwise listed; each separateladdi-
tional lesion (List separately in addition to code for
primary procedure)), and frozen section pathol-
ogy (88331 Pathology consultation during sur-

several stages.

Coding/Billing:

gery; first tissue block, with frozen section(s), single specimen) may be
reported separately, in addition to the Mohs surgery. You must ap-
pend modifier 59 Distinct procedural service to the biopsy and pa-
thology codes to confirm these procedures are not a routine part of
the Mohs procedure.

For example, a new or established patient is seen in clinic for a rou-
tine skin check. During the examination, the provider identifies a
suspicious lesion of the left cheek. After discussion with the patient
on treatment options, the patient consents to a biopsy of the lesion.
The area is prepped and draped in a sterile fashion, with the use of
a 3 mm punch tool. The provider takes a biopsy of the lesion. The
specimen is then prepared for frozen section, and is found to be pos-
itive for BCC. With the patient’s permission, the physician performs
asingle stage Mohs in removing the carcinoma.

In this example, the proper reporting would be:
CPT*:

* 17311 (for the Mohs surgery of the cheek)

* 11100-59 (for the biopsy)

* 88331-59 (for the frozen section of the biopsy)

Stains

Mohs surgery includes “routine stains,” such as hematoxylin and eo-
sin (H&E) or toluidine blue. If the physician performs an addition-
al, atypical stain, you may report the appropriate special stain code.
CPT* instructs, “When a nonroutine histochemical stain on frozen

More on Mohs

Mohs micrographic surgery is named after Frederic E. Mohs, MD, (1910-2002) who, as a 28-year-old medical student,
developed the technique to treat malignant skin lesions, nearly 75 years ago. During Mohs surgery, the surgeon removes
the lesion in small sections, examining each section in the procedure room to determine where further excision is
required to eliminate all cancerous cells. The procedure usually takes place in an outpatient setting, and typically involves

The Skin Cancer Foundation reports:

Today, Mohs surgery has come to be accepted as the single most effective technique for removing Basal Cell Car-
cinoma and Squamous Cell Carcinoma (B(Cs and S(Cs), the two most common skin cancers. It accomplishes the
nifty trick of sparing the greatest amount of healthy tissue while also most completely expunging cancer cells;
cure rates for BCC and SCC are an unparalleled 98 percent or higher with Mohs, significantly better than the rates
for standard excision or any other accepted method.

Source: www.skincancer.org/skin-cancer-information/mohs-surgery
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Mohs Code Definitions

17311 Mohs micrographic technique, including removal of all gross tumor, surgical excision of tissue speci-
mens, mapping, color coding of specimens, microscopic examination of specimens by the surgeon, and
histopathologic preparationincluding routine stain(s) (eg, hematoxylin and eosin, toluidine blue), head
neck, hands, feet, genitalia orany location with surgery directly involving muscle, cartilage, bone, ten-
don, major nerves or vessels; first stage, up to 5 tissue blocks

+17312 each additional stage after the first stage, up to 5 tissue blocks (list separately in addition to code

for primary procedure)
Report 17312 only with 17311.

17313 Mohs micrographic technique, including removal of all gross tumor, surgical excision of tissue speci-
mens, mapping, color coding of specimens, microscopic examination of specimens by the surgeon, and
histopathologic preparation including routine stain(s) (eg, hematoxylin and eosin, toluidine blue), of
thetrunk, armsorlegs; first stage, up to 5 tissue blocks

+17314 each additional stage after the first stage, up to 5 tissue blocks (list separately in addition to code
for primary procedure)

Report 17314 only with 17313.

Codes 1731117314 define “up to five tissue blocks.” If a single stage must be divided into more
than five blocks, you may report an add-on code for each additional block beyond the initial
five.

+17315 Mohs micrographic technique, including removal of all gross tumor, surgical excision of tissue speci-
mens, mapping, color coding of specimens, microscopic examination of specimens by the surgeon, and
histopathologic preparation including routine stain(s) (eg, hematoxylin and eosin, toluidine blue), each
additional block after the first 5 tissue blocks, any stage (list separately in addition to code for primary
procedure)

You may report 17315 with all codes 17311-17314, when appropriate.
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tissue is utilized, report +88314 [Special stains (List separately in
addition to code for primary service); histochemical staining with
frozen section(s)] with modifier 59.”

Repair of Surgical Wounds

CPT*instructs, “Ifarepairis performed, use separate repair, flap,
or graft codes.”

For example, in scenario 3, the surgeon/pathologist closes the
surgical wound using a cheek rotation flap measuring 5.2 cm2.
In this case, correct coding would allow you to separately report
14040 Adjacent tissue transfer or rearrangement, forehead, cheeks,
chin, mouth, neck, axillae, genitalia, hands andfor feet; defect 10 sq
cm or less. Because treatment is directed at the suspicious lesion,
which was proven to be carcinoma, your diagnosis for the entire
encounter would be 173.31. vam

SusanWard, CPC, CPC-H, CPC-1, CEMC, CPCD, CPR, is coding and billing manager for
Travis C. Holcombe, MD. She has over 20 years of coding and billing experience, is an AAPC
workshop presenter and AAPCICD-10 expert trainer, and served on the 2007-2009 Na-
tional Advisory Board. Ward was the 2012 president of the Glendale, Ariz., local chapter,
and has held offices with the Phoenix, Ariz., local chapter. She is a member of the 2013-
2014 AAPC Chapter Association board of directors, region 8-West.

G.J.Verhovshek, MA, CPC, ismanaging editor at AAPCand amember of the Fort Myers, Fla., local chapter.
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Julia K. Merritt, MEd, RT CPC, RCC

never considered coding as a career option. I couldn’t have been
more surprised by the positive turn my life took when I began train-
ing forajob in medical coding at Thomas Jefferson University Hos-

pital, Philadelphia.

Having a background in radiology technology afforded me a solid
understanding of anatomy, physiology, and medical terminology.
I bought the Radiology Certified Coding (RCC) exam book, and
passed the exam on the first try.

To learn more about medical coding, I attended a medical coding
course at Montgomery County Community College in Blue Bell, Pa.
My teacher asked me to assist with presenting the Radiology CPT*®
70000 series. I jumped out of my seatand ran to the front of the class,
excited to share advancements in radiology procedures.

I passed the Certified Professional Coder (CPC®) exam on the sec-
ond try. I cannot preach enough about time management when tak-
ing the exam.

Credentials Open Doors

Armed with new credentials, I sent my resume to Montgomery
County Community College Work Development division for the
Blue Bell and Pottstown campus and was offered a part-time posi-
tion teaching the same course. Taking this course and passing the
CPC® exam allowed me to share with my students, and soon-to-be

| couldn’t have been more
surprised by the positive
turn my life took when |

began training forajobin

medical coding ...

colleagues, what is necessary to become a skilled CPC®. T know it will
have along reaching effect on their lives.

The Place to Be

Discovering new skills within has stretched my journey from radio-
logic technologist to neuroradiology technologist, to patient regis-
trar, to ultrasound scheduler, to patient account representative, and
now to senior radiology coder and college faculty. Whether I am
scheduling webinars for employees, tutoring students, interpreting
procedure notes to accurately assign codes, attending compliance
and chapter meetings, or answering a call from a human resourc-
es representative to give a reference for a job applicant, this is where
I want to be.
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CPT® and Affordable Care Act
Create Payer Conundrum

When it comes to meeting “first
dollar coverage” requirements
using CPT®, the two are at odds.

he Affordable Care Act (ACA), or Obamacare, includes a list of

services that payers are required to cover without a deductible or

co-pay—what is commonly referred to as “first dollar coverage.”
These services include preventive care for adults and children, as well
as prenatal (antepartum) care for pregnant women.

These codes have worked well for many years, but do create a co-
nundrum in coding under the ACA. Let’s take a look at the difficul-
ty payers face when following the ACA first dollar coverage require-
ment using current CPT* coding.

Author’s note: This article has no political intent, and is neither an endorsement nor a criticism
of the ACA. Likewise, the article is not a critique of the American Medical Association's CPT®
codebook.

Maternity Care

Under the ACA, prenatal care is a first dollar benefit. It’s not yet clear

36 Healthcare Business Monthly

what, specifically, is included under prenatal care. But it’s certain
that the routine services of the obstetrician, family physician, mid-
wife, or other provider are subject to this requirement. For the sake
of brevity, let’s use the term obstetrician to include all healthcare pro-
fessionals providing routine prenatal services.

For many years, obstetricians have billed for maternity services us-
ing the global obstetrical codes:

59400 Routine obstetric careincluding antepartum care, vaginal delivery (with or without episiotomy and/or
forceps) and postpartum care

59510  Routine obstetric careincluding antepartum care, cesarean delivery and postpartum care

59610 Routine obstetric careincluding antepartum care, vaginal delivery (with or without episiotomy and/or
forceps) and postpartum care, after previous cesarean delivery

59618  Routineobstetric careincludingantepartum care, cesarean delivery and postpartum care, following at-
tempted vaginal delivery after previous cesarean delivery

These codes now create a problem for payers. Under ACA, payers
are required to pay part of the global service as first dollar coverage,
while the remainder of the service is subject to policy deductible and
co-payment. This leaves payers with two options, neither of which
isappealing:

1. The payer can re-code the global service into antepartum and
delivery/postpartum codes.

For instance, 59400 (global vaginal delivery) can be split into
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Under the ACA, prenatal careis afirst dollar
benefit. It's not yet clear what, specifically,
isincluded under prenatal care.

59426 Antepartum care only, 7 or more visits and 59410 Vaginal
delivery only (with or without episiotomy and/or forceps); including
postpartum care. If the payer has an agreed fee schedule with the
provider, and the sum of these two codes equals the fee schedule
for the global code, this option can work. Although, it likely will
require manual adjudication, resulting in payment delay and in-
creased administration costs.

2. The payer can opt to pay a percentage of the global fee as first
dollar, with the remainder subject to policy provisions.

One large national provider recently announced that it will use
this option. But because the decision for cesarean section typi-
cally does not affect the antepartum care, and the fee schedule
for global maternity care varies by the four aforementioned glob-
al codes, a fixed percentage payment for antepartum care will
also vary. Depending on the chosen percentage, this may result
in over or under valuation of the antenatal care services.

Thereis also a third option:

3. The obstetrician could submit all claims for global materni-
ty care, splitting the services into the antenatal portion (59425
Antepartum care only; 4-6 visits, 59426) and the delivery por-
tion (59410, 59514 Cesarean delivery only, 59614 Vaginal deliv-
ery only, after previous cesarean delivery (with or without episiot-
omy and/or forceps); including postpartum care, 59622 Cesarean
delivery only, following attempted vaginal delivery after previous
cesarean delivery; including postpartum care).

Although this may seem like a logical solution, most payers have
claims software that considers this unbundling, and will re-bun-
dle the two claim lines into the global service code. To make mat-
ters more complicated, some payers may request this split, and oth-
ers will want the claim bundled to pay a percentage of the total.

0B Panel

In addition to the global maternity care codes, obstetricians routine-
ly order an obstetric panel (80055 Obstetric panel) as part of the first
obstetrical visit screening. This panel, by CPT* definition, must in-
clude:

*  Complete blood count (several potential codes)

* Hepatitis B surface antigen (HBsAg) (87340)
* Antibody, rubella (86762)

* Syphilis test (86592)

* Antibody screen, RBC (86850)

* Blood typing, ABO (86900)

* Blood typing, Rh (D) (86901)

The ACA spells out that some of these components fall under the
United States Preventive Services Task Force (USPSTF) (A) or (B)
recommendations requiring first dollar coverage. Specifically, the
USPSTF recommends:

* Routine screening for iron deficiency anemia in
asymptomatic pregnant women (B)

*» Screening for hepatitis B virus infection in pregnant women
at their first prenatal visit (A)

* Rh (D) blood typing and antibody testing for all pregnant
women during their first visit for pregnancy-related care (A)

* Screening for all pregnant women for syphilis infection (B)

Alchough the ACA also requires first dollar coverage of prenatal set-
vices, it does not spell out the specifics (other than in reference to the
USPSTF recommendations). We don’t know if the intent was to cov-
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er the other components of an obstetrical profile at first dollar.

The ACA also requires first dollar coverage of other maternity tests,
as spelled out in the USPSTF recommendations, but these are not
included in panels (and are outside of the scope of this article). These
include screening:

* Forasymptomatic bacteriuria with urine culture in pregnant
women at 12 to 16 weeks’ gestation or at the first prenatal
visit, if later (B)

* Forchlamydial infection in all pregnant women age 24
years and younger and for older pregnant women who are at
increased risk (B)

* Allsexually active women, including pregnant women, for
gonorrhea infection if they are at increased risk (i.e., young
women or those who have other individual or population risk
factors) (B)

* All pregnant women for human immunodeficiency virus
(HIV), including women in labor who are untested and
whose HIV status is unknown (A)

Other USPSTF recommendations not specific to pregnant women
may still apply based on age, gender, and risk.

OtherLab Panels

The CPT® codebook lists a number of lab panels that include one
or more components of USPSTF recommendations. Like the glob-
al obstetrical care codes, thisalso creates a conundrum for payers. In
most cases, the relative value of the USPSTF recommendation that
requires first dollar coverage is a small fraction of the relative value
of the overall panel. This allows the payer to choose options similar
to those outlined under global maternity care:

1. Pay for only the relative value of the USPSTF recommended

GGG

Although global obstetrical care can be

splitinto only two components, the panels

may include up to 17 components.
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componentat first dollar, and subject the remainder of the pan-
el to contract provisions.

2. DPay for the entire panel at first dollar coverage.

There are some inherent difficulties in the first option. Although
global obstetrical care can be split into only two components, the
panels may include up to 17 components. According to CPT*® rules,
all components must be performed to use the panel code.

For instance, if the provider bills 80050 General health panel using
a screening diagnosis code, USPSTF recommendations require the
payer to cover the glucose (82947 Glucose; quantitative, blood (except
reagent strip)) component of the comprehensive metabolic panel at
first dollar, but leaves the remainder of the panel subject to contract
provisions. This is based on the USPSTF recommendation, “The
USPSTF recommends screening for type 2 diabetes in asymptom-
atic adults with sustained blood pressure (either treated or untreat-
ed) greater than 135/80 mm Hg. (B)”

Other panels that include glucose (82947) are:
80047
80048
80053
80069

Basic metabolic panel (Calcium, ionized)
Basic metabolic panel (Calcium, total)
Comprehensive metabolic panel

Renalfunction panel

Lipid Panel

Code 80061 Lipid panelincludes:

82465  Cholesterol, serumorwhole blood, total

83718  Lipoprotein, direct measurement; high density cholesterol (HDL cholesterol)
84478  Triglycerides

The USPSTF includes the following lipid screening recommenda-
tions:

* Screening men age 35 years and older for lipid disorders (A)

* Screening men ages 20 to 35 years for lipid disorders if they
are at increased risk for coronary heart disease (B)

* Screening women age 45 years and older for lipid disorders if
they are at increased risk for coronary heart disease (A)

* Screening women ages 20 to 45 years for lipid disorders if they
are at increased risk for coronary heart disease (B)

This appears to require first dollar coverage (based on age and gen-
der) of the lipid panel. The clinical considerations section of the
USPSTF recommendations states, however, “The preferred screen-
ing tests for dyslipidemia are total cholesterol and HDL-C on non-
fasting or fasting samples. There is insufficient evidence of the bene-
fitof including TG (triglycerides) as a part of the initial tests used to
screen routinely for dyslipidemia.” This means you could make the




argument that only the total cholesteroland HDL portions of the lip-
id panel are subject to first dollar coverage, and the triglycerides are
subject to contract provisions.

Acute Hepatitis Panel

Code 80074 Acute hepatitis panel includes:
86709  Hepatitis Aantibody (HAAD); IgM antibody
86705  Hepatitis B coreantibody (HBCAb); IgM antibody

87340  Infectiousagentantigen detection by enzymeimmunoassay technique, qualitative or semiquantitative,

multiple-step method; hepatitis B surface antigen (HBsAg)
86803  Hepatitis Cantibody

The USPSTF recommends screening for hepatitis C virus (HCV)
infection in patients at high risk for infection. The USPSTF also rec-
ommends offering one-time screening for HCV infection to adults
born between 1945 and 1965 (the USPSTF hepatitis B recommen-
dation is included under the aforementioned maternity discussion).

Based on this recommendation, only the hepatitis C antibody por-
tion of the acute hepatitis C panel would be covered at first dollar.
This panel creates an additional twist because it’s named an “acute”
panel; and, based on the included components, one could argue that
this panel is not for screening. Therefore, the one component in-
cluded in the USPSTF recommendation is not being performed for
screening and, as such, is not subject to first dollar coverage.

Colonoscopy

The final area to look at is the screening colonoscopy. The AMA
added modifier 33 Preventive service to allow providers to document
that—despite the findings at the time of the procedure—the colo-
noscopy was performed for screening purposes. CPT®, however, does
not offer an easy method to distinguish screening from diagnostic.

This would be easier to code and to process claims if the coding were
changed to an “add-on” status, where the base code was the colonos-
copy (45378 Colonoscopy, flexible, proximal to splenic flexure; diag-
nostic, with or without collection of specimen(s) by brushing or washing,
with or without colon decompression (separate procedure)) and the add-
on codes were the procedures. This could be accomplished by add-
ing a semi-colon after the description of colonoscopy (45378) and
changing procedure codes 45379-45392 to add-on codes. These
codes could then be revalued to reflect only the additional work for
each procedure over and above that which is required to perform a
screening colonoscopy.

Until, if ever, such a code restructuring takes place, payers are forced
to find innovative methods for handling these codes. For example:

1. Pay the first colonoscopy procedure code as first dollar pre-
ventive care, and pay any additional colonoscopy procedure

Coding/Billing:

Until, if ever, such a code restructuring takes
place, payers are forced to find innovative

methods for handling these codes.

codes—subject to contract provisions—at whatever reduced
secondary procedure payment scheme the provider chooses.

2. Pay only the portion of the first colonoscopy code equal to
the payment for a screening colonoscopy without a procedure
(45378); pay the remainder of the first procedure code as an ini-
tial procedure; and pay any additional colonoscopy procedure
codes subject to contract provisions at whatever reduced sec-
ondary procedure payment scheme the provider chooses.

Some payers use a hybrid of the second option. Rather than use the
standard 50 percent reduction to the second surgical procedure
claim, they pay only the portion of the second procedure code that
exceeds the value of the base colonoscopy.

The bottom line: Payers and providers must agree to and observe
workarounds that allow for proper reporting and reimbursement
of many services requiring first dollar coverage under the ACA. ven

Kenneth D. Beckman, MD, MBA, CPC, CPC-P, CPC-H, CPE, is a family physician, and
certified physician executive and chief medical officer of a health insurance company. He is a
member of the Milwaukee, Wisc, local chapter.
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By Jim Strafford, CEDC, MCS-P

2014 OPPS Collapses Clinic
Visit E/M Levels for G0463

Recognize the impact of “one clinic code fits all” on
hospital reimbursement and your coding process.

outpatient clinic visits furnished to Medicare patients

using a single, new HCPCS Level II code, G0463 Hos-
pital outpatient clinic visit for assessment and management of
a patient, rather than CPT® evaluation and management
(E/M) codes 99201-99205 (new patient) and 99211-99215
(established patient). Let’s explore how this reduction to

Effective Jan. 1, 2014, hospitals are required to report

a single code might affect reimbursement and coding for
your facility.

Note: This particular regulation affects only facility-side
clinic services, not physician services or the professional
component of services provided in the hospital clinic.

Reimbursement for G0463

Payment for G0463 under the 2014 Outpatient Prospec-
tive Payment System (OPPS) is $92.53 and, according to
the Centers for Medicare & Medicaid Services (CMS), is
revenue neutral because it is based on “average reimburse-
ment” to hospitals for all outpatient levels. That’s not exact-
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ly correct. A hospital’s 2014 revenue generated from G0463
will depend on its clinic acuity mix and the average E/M
levels it reported prior to Jan. 1.

A hospital’s average Medicare payment for outpatient clin-
ic visits depends heavily on its outpatient acuity mix. Clin-
ics with an older, sicker patient population generally ex-
perience higher acuity levels. Coding guidelines a facility
follows also play a role; hospitals have no equivalent of the
1995 or 1997 Documentation Guidelines for Evaluation and
Management Services to standardize coding for E/M servic-
es. Many hospitals code based on CPT® guidelines, with
hospital clinic time and cost factored in.

One aspect of CPT* guidelines recognized by CMS and
used by hospitals is the distinction between new and es-
tablished patients. Hospital clinics are not required to fol-
low these guidelines, but from a reporting and census view,
tracking new vs. established outpatients is appropriate.

For hospital outpatient/clinic visits for services prior to Jan.
1,2014 codes 99201-99205 and 99211-99215 translated to
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Atfirst glance, it appears Medicare has greatly simplified
outpatient coding. “One code fits all” should result in greater
coder productivity. It should be audit proof, too.

five distinct ambulatory payment classifications (APCs) for
outpatient reimbursement. Chart A illustrates the payment
affect of G0463 on reimbursement.

If your hospital has not done so already, it should calculate
its average Medicare payments for the 10 E/M outpatient
clinic visit codes that are no longer accepted by Medicare
(99201-99205 and 99211-99215). If the hospital’s average
payment was greater than $92.53, the impact of G0463 will
be a decrease in Medicare outpatient revenue. If the hospi-
tal was averaging less than $92.53 per Medicare outpatient
visit, the revenue impact should be positive.

Level Ground

The elimination of “levels” is perhaps part of a trend to-
ward code bundling that has been going on for many years,
as well as a move to reduce government spending. There is
no difference between new and established patient visits re-
ported using G0463.

For hospitals that reported mostly lower level new (99201-
99202) and established (99211-99213) CPT® codes,
G0463 represents a reimbursement increase, ranging from
$18.85 to $35.76 per visit. For hospitals that reported most-
ly higher level new (99203-99205) and established (99214-
99215) CPT*® codes, G0463 means a reimbursement de-
crease, ranging from $4.46 to $83.26 per visit.

Higher level, new patient CPT® codes (99203-99205) are
more highly valued than the corresponding established pa-
tient codes (99213-99215). Prior to Jan. 1, the five APCs
for clinic services (0604-0608) were applied differently to
new vs. established patients. For example, new patient code
99205 Office or other outpatient visit for the evaluation and
management of a new patient, which requires these 3 key com-
ponents: A comprehensive history; A comprebensive examina-
tion; Medical decision making of high complexity merited the
highest reimbursement (APC 0608, $175.79), while the
highest-level established patient code (99215 Office or oth-
er outpatient visit for the evaluation and management of an es-
tablished patient, which requires at least 2 of these 3 key com-
ponents: A comprehensive history; A comprebensive examina-

tion; Medical decision making of high complexity) correlated
to APC 0607, which reimbursed only $128.78.

Analysis:

* Hospital clinics that previously reported mainly
99201-99212 and/or 99211-99213 (e.g., low-level
services) for Medicare clinic visits should see a
revenue gain from G0463. This scenario is unlikely
because Medicare typically serves an older, sicker
population with the expectation of higher acuity
visits.

* Hospital clinics with higher acuities (e.g., more
high-level E/M clinic visits) will likely see a revenue
decrease.

* Hospital with a higher proportion of new patients
vs. established patients will also likely see a revenue
decrease.

Coding Conundrum

At first glance, it appears Medicare has greatly simpli-
fied outpatient coding. “One code fits all” should result
in greater coder productivity. It should be audit proof, too.
In fact, CMS cited administrative and coding simplifica-
tion as justification for the new code. But hospital outpa-
tient coders most likely will (and should) continue to code
all 10 outpatient E/M levels, for all payers, for a number of
reasons:

* Hospitals will still want to track outpatient acuity
levels for all payers. Calculating a single service
level for Medicare will compromise critical metrics
related to outpatient acuities at the facility, diagnoses
that typically correspond to each level, treatment
and medications by level, etc.

* Forsimilar reasons, hospitals will also want to
continue tracking new vs. established clinic visits,
as well as demographic changes and clinic growth,
which will require hospitals to identify new vs.
established patients.

Although coders may continue to assign CPT*® codes
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Coding/Billing:

There is no difference between new and established
patient visits reported using G0463.

Table A:Impact of G0463 for Clinic Visits

Through 12/31/13 As of 1/1/14
Payment Variance
APC Payment APC LEVWLEN T in $ (2013 vs 2014)
Clinic Visit New Patient 99201 604 $56.77 60463 634 §92.53 3576
99202 605 §73.68 60463 634 §92.53 18.85
99203 606 $96.99 (0463 634 §92.53 -4.46
99204 607 $128.48 60463 634 §92.53 -3595
99205 608 $175.79 60463 634 §92.53 -83.26
Established Patient 99211 604 $56.77 60463 634 §92.53 3576
99212 605 $73.68 60463 634 §92.53 18.85
99213 605 $73.68 60463 634 §92.53 18.85
99214 606 $96.99 (0463 634 §92.53 -4.46
99215 607 §128.78 60463 634 §92.53 -36.25

99201-99205 and 99211-99215 for all outpatient clinic vis-
its, the hospital billing system will be set up to convertall 10
outpatient levels to G0463 for Medicare patients. G0463
most likely will not—and should not—affect your coding
process. A “one code fits all” philosophy is most likely nota
path to staff reduction. If your hospital has moved to cod-
ing G0463 only, without conversion to levels for reporting
purposes, you might take the issue up with your manage-
ment, for all of the reasons listed above.

Other Payers, Services, May Adopt “One Code” Approach

A “one code fits all” approach will simplify the claims pro-
cess for Medicare payers, who now can reduce their pay-
ment codes and, hopefully, their rejection and denial codes.
Other payers may try to follow CMS’ lead. Your hospi-
tal managed care personnel should review the language of
your current contracts. If CPT*® codes are clearly spelled
out with fees, you could have an argument against changes
in payment methodology. Note, however, that many man-
aged care contracts include clauses that allow the payer to
“follow government changes.”
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Emergency department (ED) services have avoided the
“one code” fate; however, CMS has said that it “intends to
further explore the cost issues related to facility billing for
ED visits.” It seems that the ED facility levels have received
a temporary reprieve—not a pardon. CMS has accepted
the argument that one-level ED coding would punish high
acuity, inner city trauma centers. CMS may seek to over-
come this objection by designating one ED HCPCS Level
I1 for designated high acuity hospitals and teaching facili-
ties in the inner city, and a second (lower valued) ED service
HCPCS Level Il code for facilities not meeting those crite-
ria. For this reason, groups lobbying CMS for retention of
the five ED levels found in CPT® should likewise continue
to lobby for (and offer) uniform documentation and cod-
ing guidelines for the ED. uem

W= JimStrafford, CEDC, MCS-P, hasover 30 years of experience asa consultant,
g Tf.l manager, and educatorin all phases of medical coding, billing, compliance, and
:I‘ L5 | reimbursement. Strafford is a published, nationally recognized expert on ED
W revenue cycle and coding issues. Strafford is director of special projects for

Healthcare Administrative Partners and is a member of the Philadelphia, Pa.,

local chapter.




A&P Quiz g
By Betty Hovey, CPC, CPCH, CPB, CPMA, CPCI, CPCD

Due to the clinical nature of ICD-10-CM—
the diagnosis code set the healthcare indus-

What are the four valves of the human heart?
a. Semilunar, mitral, ventricular, tricuspid ) AR
try will begin using Oct. 1, 2014—a strong
b. Aortic, mitral, atrial, tricuspid understanding of anatomy and physiology
(A&D) will be required for accurate report-

c. Aortic, tricuspid, pulmonary, chordae ing of patients’ medical conditions.

Take this monthly quiz, in addition
to AAPC’s ICD-10 Anatomy and
Pathophysiology advanced training, to

d. Tricuspid, mitral, pulmonary, aortic

Check your answer on page 65. prepare for the increased clinical specificity
requirements of ICD-10-CM. To learn
more about AAPC’s ICD-10 training, go to
www.aapc.com to download AAPC’s ICD-10

Service Offering Summary.

Betty Hovey, CPC, CPG-H, CPB, CPMA, CPC-I, CPCD, is director of
|CD-10Developmentand Training at AAPC.

AUditOl‘S, we have “THE” conference for you!

As a health care professional working in compliance, auditing and administration,
concerns surrounding ICD-10 are everywhere — don’t panic we have you covered!!!

Don’t wait to register!  The ONLY auditor specific  Multiple tracks with
conference various breakout sessions

* [CD-10 training for auditors ¥0.chedsp irdm

e Hands-on auditing during

o Effectively teach your .
the main conference

provider ICD-10

Don’t miss this opportunity to be trained by the official ICD-10
trainers for the American Academy of Orthopaedic Executives

EARLY BIRD SPECIAL and the Texas Medical Association!

Take advantage of our Early Bird Special
and receive FREE tickets to the Biltmore
for the Christmas Candlelight Tour and
Dinner (while supplies last). Register now
before this offer runs out!

6" ANNUAL

Auditing Conference 2014

http://namas.co/events/namas-conference
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By Dennis PH. Mihale, MD, MBA; Sidney Summers Welch, JD, MPH; and Jeremy P. Burnette, JD, MA

Respond to a Payer Audit

Not so fast!
Part 3: Learn how to appeal appropriately.

Being audited is serious business. If you think there is an error with
the payer’s findings, you have a right to appeal the decision and
should do so, as appropriate. But you'll need to have a firm grasp on
the issues involved and act accordingly. In some cases, a settlement
may be the better option. Let’s look at the appeal process and your
options for appropriate recourse.

Editor’s Note: This is the last in a series of articles providing you with advice on how to handle
payer audits, minimize exposure, and limit future audits. Part 1 (January, pages 54-56), and Part
2 (February, pages 48-53) of this series explored how to respond to private and government
payer audits. In this final installment, we discuss the appeals process.

To Appeal or Not: That’s the Question

Following an audit, the payer will send the provider a notification
ofits findings. The notification will include a request for repayment
if the audit shows overpayment on behalf of the payer. When decid-
ing whether to appeal a demand for repayment, be aware of appeal
deadlines and what you must do to preserve your rights. Decisions
regarding whether to appeal a repayment demand are often made
on a cost-benefit analysis, and are evaluated against this framework
throughout the process.

An appropriate first step may be to call the payer’s medical director.
This strategy is a good option if:

*  Youare certain the payer has made an error that requires a
level of understanding beyond that of a payer representative;

* Payer representatives are being uncooperative; or
* The subject of the audit is clinical in nature and requires
clinical input.
If you pursue this option, you must have a firm understanding of
the issues involved. Conversations with the medical director are not

privileged and could be subject to discovery or testimony in a pro-
ceeding. Confirm any information from the director with a follow-
up email to create a record of the conversation, and save this email
in the case file.
Consider filing an appeal if:
* Theissue is not resolved by conversation with the payer’s
medical director;
* Repayment would seta dangerous precedent for future
payment disputes; or

* The demanded repayment amount is significantly inaccurate.
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When deciding whether to appeal a demand for

repayment, be aware of appeal deadlines and

what you must do to preserve your rights.

Gatherthe Facts

If the alleged overpayment is the result of a coding issue, first review
the claims in question with a Certified Professional Coder (CPC®).
A physician with extensive experience in coding matters also may be
particularly persuasive. Such an expert should be retained through
the provider’s attorney, who should manage the review to preserve
the confidentiality of the findings under applicable privilege. The
provider should give the coding expert all of the information and
correspondence that has been gathered regarding the paymentissue.
This will enable the expert to evaluate the merits of the repayment
demand. Based on the expert’s review, an appeal may be warranted.

If clinical issues are the basis of an overpayment claim, clinical lit-
erature (particularly authoritative, justifying the implementation
and reimbursement of a particular medical treatment) authored by
a reputable third party may further support your position. Collect
and evaluate this literature, in addition to the expert’s support and
your provider’s documentation, before appealing a payment decision
based on a clinical determination.

Throughout the appeal process, focus on clinical authority and
the payer’s own guidelines rather than unsupported arguments of
“fairness.”

Appealing Private Payer Decisions

For private payers, your contracts (or ancillary policies and proce-
dures) will specify your appeal rights and processes. Review your
provider agreement and related policies and procedures carefully—
both before signing contracts and when faced with a repayment de-
mand. If you do not have a copy of the payer’s appeals process, re-
quest one in writing. All plans are different, and the appeal process
will vary among payers.

Generally, the appeal process will have three levels: informal com-
plaint, formal appeal, and filing a grievance.

Informal Complaint

Many provider agreements allow the provider to file a complaint
about how the payer has processed a claim. Typically, the initial com-
plaint process is relatively informal and requires a written complaint
to the carrier’s customer service department. Some carriers permit
complaints to be conducted telephonically. This process can end a
payment dispute quickly and easily when it’s based on something
simple (e.g., a clerical error or when the payer lacks sufficient records
to make an informed payment decision).

Take contemporaneous notes of all your conversations with the pay-
er, keep copies of all correspondence, and confirm the resolution in
writing. Document that, although the matter is resolved, you do not
waive your rights to challenge the payer if, despite the assurances you
have received, the payer attempts to reopen the matter. Also make
sure the person responding to your appeal has authority to resolve
the matter from the payer’s perspective.

Again, be mindful of time deadlines for informal resolution. You al-
ways want to preserve as much time as possible for a formal appeals
process, if necessary.

Formal Appeal

Provider agreements (or the ancillary documents) outline the formal
processes to appeal payers’ payment decisions. You must review your
agreement (or ancillary documents) with the specific payer to com-
ply with the rules of the appeal process. Failure to do so may resultin
afailed appeal simply because you didn’t meet deadlines, follow out-
lined procedures, or provide necessary information.

For example, the payer may set a time limit for when a provider may
appeal a payment decision. These time limits may range from 60-180
days, or more. State law may set certain time limits for such appeals,
as well. You’'ll need to reconcile the two sets of deadlines.

Most plans provide for multiple levels of administrative appeal. The
initial appeal is likely to be reviewed by an individual who did not
work on the original payment decision. If the underlying dispute is a
utilization review question, request for a physician in the same med-
ical specialty to review the payment decision. If the payer does not
have such a physician on staff, you may request an independent ex-
ternal review to gain that expertise.

If you are not satisfied with the results of the initial appeal level, you
can typically file a higher-level appeal. Again, follow the procedures
outlined in the provider agreement (or ancillary documents) closely.
An elevated appeal usually provides a hearing for you to present ev-
idence or explain your position more fully. A panel (rather than an
individual) typically reviews the payment decision.

Grievance

Ifyou'restill notsatisfied with the payment decision, you may be able
to file a formal grievance with the insurance carrier. The payer will
investigate the grievance confidentially and issue an opinion within
the time specified in the provider agreement or ancillary documents.

The formal grievance is often the final step in the internal, adminis-
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trative review process. If you remain unsatisfied after exhaust-
ing the appeals and grievance procedures, you may be able to
turn to your state insurance commissioner or court system for
resolution. Often, however, payer contracts require such dis-
putes to be resolved by binding arbitration. Know what your
contract requires and be prepared to negotiate these provi-
sions, depending on the payer’s history and reputation in your
state.

Appealing Medicare Audit Decisions

If a Medicare contractor determines the Centers for Medicare
& Medicaid Services (CMS) has overpaid your provider for a
beneficiary’s health services, the provider will receive notifica-
tion of the overpayment amount. CMS will send the providera
demand letter requesting repaymentand explaining thatinter-
estwill begin to accrue if the overpayment is not received with-
in 30 days. CMS may send the provider a second demand letter
if it does not receive a response in a timely matter.

If you do not repay the overpayment amount or make pay-
mentarrangements within 40 days of the original demand let-
ter, CMS will begin recoupment pro-
cedures to recover the overpay-
mentamount by withholding
funds from currently due
payments or from future
claims.

You can respond to a
demand letter by re-
funding the overpay-
ment, requesting an
extended repayment
plan, or filing an ap-
peal. If you disagree
with the audit determi-
nation, there are five levels
of appeals you can use to con-
test CMS’ repayment demand.

Note: Each state’s Medicaid program is
free to establish its own appeal procedures, but they will likely
resemble the processes established for Medicare claims.

Rebuttals

A physician or supplier has 15 days from the date of the de-
mand letter to file a rebuttal statement to the contractor ex-
plaining why CMS should not recoup the amountin question.
A rebuttal statement is not a formal appeal, and will not fore-
stall the recoupment process.

First Level: Redetermination

A provider who mounts an appeal, also known as an “appel-
lant,” must ask the Medicare contractor that made the original
claim determination for a redetermination of its adverse audit
decision. Members of the contractor’s staff who did not par-
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ticipate in making the initial overpayment determination will
conduct the redetermination.

The appellant must file the request for redetermination with-
in 120 days from the receipt date of the initial audit determi-
nation; however, the appellant must file an appeal within 30
days of the demand letter to stop recoupment. No minimum
dollar amount is required for a redetermination.

The Remittance Advice will include instructions for request-
ing a redetermination. Providers are encouraged to use form
CMS-20027. If not using that form, a provider’s written re-
quest for redetermination must include the beneficiary’s name,
the Medicare health insurance claim (HIC) number, the spe-
cific services for which the provider is requesting a redetermi-
nation, the dates of service, and the appellant’s name and sig-
nature. The appellant should also include all supporting doc-
umentation with the request for redetermination. The Medi-
care contractor will usually respond with its decision within
60 days of receipt of the request.

Second Level: Reconsideration

If you are dissatisfied with the redetermination decision is-
sued by the Medicare contractor, CMS hires qualified inde-
pendent contractors (QICs) to conduct reconsiderations. You
must file a request for reconsideration by a QIC within 180 cal-
endar days of receipt of the redetermination decision. To stop
the recoupment process, you must file the request for recon-
sideration within 60 days of the redetermination decision date.

A reconsideration allows a panel of physicians or other health-
care professionals to independently review the medical neces-
sity determinations underlying the initial decision and redeter-
mination. CMS encourages providers to submit a request for
reconsideration using form CMS-20033, buta written request
that contains the following will suffice:

* Beneficiary name;

¢ HIC number;

*  Specific services for which reconsideration is sought;
e Exact date(s) of service;

* Name and signature of the party submitting appeal (or
personal representative); and

* Name of the contractor that made the redetermination
in question.

Provide a clear explanation of the rationale for disputing the
redetermination, and a copy of the original remittance advice
with the request for reconsideration. Provide the QIC with all
pertinent documentation and other evidence supporting your
challenge to the redetermination. If you do not provide evi-
dence prior to the issuance of a reconsideration decision, you
will notbe able to submit relevant evidence in later stages of the
appeal process without showing good cause.

The QICwillissue its decision within 60 days of the request for re-
consideration. If the QIC cannot finish its review in time, it will
inform you of your right to advance to the next appeal level.



To discuss this
article or topic, go to

Third Level: Administrative Law Judge Hearing

If you remain dissatisfied after the QIC’s re-
consideration decision, you can request an
administrative law judge (ALJ) hearing if at
least $140 remains in controversy. You must
file the request within 60 days of receipt of
the reconsideration decision. Appellants must
serve all other parties to the QIC reconsid-
eration with the request for an ALJ hearing.
ALJ hearings are typically conducted via vid-
eo teleconference or telephone. You may obtain an in-person
hearing by demonstrating good cause for such a proceeding.
ALJs will determine whether to grant in-person hearings on a
case-by-case basis.

The AL]J sets the hearing procedures. CMS or its contractors
may be a party to the hearing with notice to the ALJ and all
parties. Generally, the ALJ will issue a decision within 90 days
of his or her receipt of the hearing request. This deadline may
be extended for reasons such as the submission of additional
evidence or a request for an in-person hearing. If the ALJ fails
to issue a decision within the allotted time, the appellant may
request the ALJ to escalate the case to the nextlevel of appeal.

Fourth Level: Appeals Council Review

Any party dissatisfied with the result of the ALJ hearing may
request the appeals council to review the case. There is no
monetary minimum threshold for appeals council review. The
appellant must request this review in writing within 60 days
of receipt of the ALJ’s decision, and the request must identi-
fy the contested issues and findings. The appeals council will
typically issue a decision within 90 days of receipt of the review
request. If the appeals council fails to issue a decision within
the allotted timeframe, the appellant may request the appeals
council to escalate the case to the final appeal level.

Fifth Level: Judicial Review in U.S. District Court

Finally, a party dissatisfied with the appeals council decision
can appeal that decision to the U.S. District Court if at least
$1,400 remains in controversy after the council decision. The
dissatisfied party has 60 days after the appeals council decision
to request such review.

Consultyour legal counsel throughout the appeal process. Le-
gal representation is particularly important at this repayment

appeal level.

Mea Culpa: Settlements

If you determine the provider’s documentation was deficient,
or coding and/or billing was inaccurate, you may wish to ap-
proach the payer about settling the dispute. Medicare and
Medicaid recovery audit contractors (RACs) are unable to set-
tle claims with providers, but CMS or the state equivalent can.
Private insurance companies regularly settle with providers to
resolve payment disputes.

When deciding whether to approach a
payer about a settlement, double-check
your coding and billing and the payer’s audit

sampling and extrapolation.

When deciding whether to approach a payer about a settle-
ment, double-check your coding and billing and the payer’s
audit sampling and extrapolation. Consult legal counsel re-
garding whether to attempt to negotiate a settlement with the
payer. Calculate the payer’s error rate, which is the percent
age of cases the payer has incorrectly identified as problemat-
ic: The higher the payer’s error rate, the stronger your negoti-
ating power.

Providers can make concessions that may facilitate settlement.
For example, a provider may commit to improved education
and training of physicians, billers, and/or coders; follow-up au-
dits to verify the provider has implemented the agreed-upon
corrections; or community service, such as physicians provid-
ing teaching opportunities at local medical schools.

Ideally, a settlement agreement should prevent the payer from
future “look backs.” The agreement should settle the parties’
dispute with finality, and the payer should agree not to chal-
lenge future payments involving the same issue that occurred
prior to the settlement. Negotiate for the billing errors to be
characterized asadministrative errors; and make sure there are
no citations, indicia, or allegations of fraud or abuse in the set-
tlement agreement.

If you have agreed to implement changes, such as training
or changes in billing procedures, negotiate for enough time
to fulfill those obligations (usually 60 or 90 days). Your legal
counsel should negotiate the settlement agreement language
and draft or review the agreement before you sign it.

If you have any questions or require additional information,
please contact the authors. vem
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Hospital Admission
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By Julie E. Chicoine, Esg., RN, CPC, CPCO

Healthcare Business Monthly

Il too often, chronically ill, medically fragile patients present to a

hospital’s emergency department (ED) or outpatient clinic with
exacerbation of chronic problems the patient and family members
cannot manage alone. In some cases, the patient may be “admitted”
for observation status, only to find out later that his or her care did
not constitute a true “inpatient” hospital admission, which results in
unexpected financial costs. Equally frustrating is when hospitals are
concerned about Medicare Part A payment rejection from Medicare
administrative contractors (MACs) and/or recovery audit contrac-
tors (RACs) for these “outpatient services” when it’s not clear the pa-
tient’s condition merits an inpatient admission.



To ensure compliance with the two-midnight rule, CMS clarifies in
the revision that it will defer to the physician’s clinical judgment
as to whether a beneficiary’s complex situation and “risk of
morbidity or mortality” merits inpatient hospital admission.

CMS Provides Clarification

In light of these challenges, the Centers for Medicare & Medicaid
Services (CMS) issued a revision to the 2014 Inpatient Prospective
Payment System final rule (CMS-1599-F, published Aug. 19,2013),
aswell as subsequent guidance and answers to frequently asked ques-
tions (FAQ) to clarify CMS payment policy for inpatient hospital
and critical access hospital (CAH) admissions.

Per these collective documents, and in addition to services CMS has
designate as covered inpatient services, additional care such as sur-
gical procedures, diagnostic tests, and “other treatments” is appro-
priate for inpatient hospital admission and payment under Medicare
Part A when the physician:

* Expects the patient to require a stay that spans at least two
midnights; and

* Admits the patient to the hospital based upon that
expectation.

Note: CMS clarifies that procedures defined as “inpatient-only” are
not included in the two-midnight rule and may be furnished on an
inpatient basis regardless of the beneficiary’s length of stay.

The following summarizes key requirements for compliance with
the two-midnight rule.

Physician Order/Certification: CMS clarifies that a Medicare
beneficiary is considered a hospital inpatient when formally admit-
ted pursuant to an order for inpatient admission by a physician (or
other qualified practitioner). The medical record must include the
physician’s order and certification, documenting:

* Authentication — the physician must certify the inpatient
admission orders comply with Medicare regulations and
services are reasonable and necessary;

* Reason for the inpatient services;

* Estimated time the beneficiary requires to be in the hospital;

and
* Plans for post hospital care.

Certification begins with the order for inpatient admission and must
be furnished (verbal orders permitted) “at or before the time of the
patient’s admission.” CMS makes it clear that retroactive orders are
unacceptable.

Factors to Consider when Admitting a Patient

To ensure compliance with the two-midnight rule, CMS clarifies in

the revision that it will defer to the physician’s clinical judgmentas to
whether a beneficiary’s complex situation and “risk of morbidity or
mortality” merits inpatient hospital admission. For payment, CMS
willlook for documentation that supports such a decision, including
“the beneficiary’s age, disease processes, comorbidities, and the po-
tential impact of sending the beneficiary [safely] home.”

Timeframe

Per CMS, the timeframe used in determining the two-midnightstay
begins when “care” in the hospital begins. Care includes all of the
time the beneficiary has spent in the hospital receiving services in
outpatient observation, the ED, an operating room, or other treat-
mentareas in the hospital. CMS, however, emphasizes that the time
a beneficiary spends waiting for care (i.e., in the ED triage or wait-
ing area) before the formal inpatient admission order is 7oz consid-
ered inpatient time.

Note: The ambulance time prior to arrival at the hospital does not
start the clock for calculating the two-midnight benchmark.

Documentation

In clarifying that “no specific procedures or forms” are required
for certification, CMS provides guidance to contractors review-
ing claims under this new benchmark (see “Reviewing Hospital
Claims for Patient Status: Admissions On or After October 1,2013,”
http://cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medical-Re
view/Downloads/ReviewingHospi
talClaimsforAdmissionFINAL.pdf).

CMS guidance states that
medical record documenta-
tion “must support a reason-
able expectation of the need
for the beneficiary to re-
quire a medically necessary
stay lasting at least two mid-
nights.”

In terms of what would con-
stitute sufficient documen-
tation, CMS’s FAQ publica-
tion advises, “sufficient doc-
umentation will be rooted
in good medical practice,”
meaning that documenta-
tion must support the med-
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ical necessity for the level of services rendered. CMS further states
that the “[e]xpected length of stay and the determination of the un-
derlying need for medical or surgical care at the hospital must be sup-
ported by complex medical factors such as history and comorbidities,
the severity of signs and symptoms, current medical needs, and the
risk of an adverse event, which review contractors will expect to be
documented in the physician assessment and plan of care.”

Outreach and Education Cases Provide Guidance

In regard to the new standard, CMS continues outreach and educa-
tion efforts and hosted an MLN Connects™National Provider Call on
Jan. 14, 2014. This call provided an overview of the inpatient hospi-
tal admission and medical review (payment) criteria. As part of the
call, CMS provided six case scenarios to illustrate how to apply the
two-midnight rule to sample medical records. Let’s take a look at
two of them:

g:?ﬂ
P
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Case Scenario 3: Treatment in the ICU (paraphrased):

Dec. 14t 9:00 a.m., a 73-year-old male with accidental environmental toxic exposure
presents to the emergency department via ambulance. He is awake and alert.At 9:03 a.m.,
Poison Control is consulted. They advise that the patient requires telemetry monitoring, and
1o plan to intubate as needed. Because the hospital facility is small, telemetry monitoring is
only available in their ICU. At 9:07 a.m., therapeutic and diagnostic modalities are ordered
and initiated, and the patient’s airway remains intact. At 10:00 a.m., the physician requests
transfer to the ICU for telemetry monitoring. At that time, the physician is unsure whether
the patient will need medically necessary hospital-level care or services for two or more
midnights. This determination depends on the clinical presentation and the diagnostic tests
results.

Dec. 2 at 10:30 a.m., the medical concerns are resolving, and the airway continues to
remain intact. At 12:00 p.m., the physician determines the patient is safe for discharge
home.

This should be billed as an outpatient claim for services. When bill-
ing this to Medicare, the location does not matter because, according
to Melanie Combs-Dyer, acting director of the CMS Provider Com-
pliance Group, “despite the placement in the intensive care unit, the
decision still should be centered around whether or not the physician
expects the beneficiary to remain in the hospital for medically neces-
sary services for 2 or more midnights.” (See FAQ 4.4).
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CMS will not pay for social and
custodial care, convenience factors, or
wait times when calculating the two-
midnight benchmark in this scenario.

Case Scenario 6: Medical Necessity (paraphrased):

Nov. 9 (Saturday), a 78-year-old male with a past and current medical history of chronic
illnesses well controlled with medication presents alone to the emergency department

at 7:30 p.m., following a fall from home. He slipped while shoveling, fell, and sustained a
closed wrist fracture. At 11:30 p.m., the patient’s arm fracture is confirmed by the practitio-
ner and pain medication is provided.

Nov. 10 (Sunday) at 3:30 a.m., the patient’s pain is well controlled, and he is stable for
discharge, but he requires custodial care. No family or friends are available, and the hospital
social services are unavailable until Monday morning. He is held in the hospital pending a
home care plan, has no IV access, and his pain is well controlled with oral medication.

Nov. 11 at 10:00 a.m. (Monday) morning, the patient is released to home with a family
member. No other complications are noted.

In this scenario, it would be appropriate to bill Medicare for the out-
patient services only. CMS will not pay for social and custodial care,
convenience factors, or wait times when calculating the two-mid-
night benchmark in this scenario.

“The patient must be receiving medically necessary hospital care,
and if a beneficiary is kept in the hospital beyond 2 midnights, but
it appears that the beneficiary is kept solely for purposes of system-
atic gaming or abuse in order to surpass the 2-midnight presump-
tion, this claim may be reviewed by Medicare review contractors,”

Combs-Dryer said.
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Find Out More

CMS is still making decisions in
regard to two-midnight rule rare
and unusual circumstances, and
is accepting submissions for eval-
uation at IPPSAdmissions@cms.hhs.gov.

To read the “2-Midnight Bench-
mark for Inpatient Hospital Ad-
missions MLN Connects™ Na-
tional Provider Call” transcript,
go to www.cms.gov/Outreach-and-Edu-

cation/Outreach/NPC/Downloads/01-14-14-2Midnight-transcript.pdf. You can also
download presentation materials from www.cms.gov/Outreach-and-Educa-
tion/Outreach/NPC/Downloads/2014-01-14-Midnight-Presentation.pdf. wem

JulieE. Chicoine, Esq., RN, CPC, CPCO, is senior attorney for Ohio State University Wexner
Medical Center. She earned her Juris Doctor degree from the University of Houston Law Center.
e | Chicoine also holds a Bachelor of Science and a nursing degree from the University of Texas
] Health Sciences Center at Houston. She has written and spoken widely on healthcare issues,

andis an active member of the AAPC community and the Columbus, Ohio, local chapter.

Links for additional information on the two-midnight rule:

= Final rule: www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcutelnpatientPPS/FY2014-

IPPS-Final-Rule-Home-Page.html

= FAQ: www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medical-Review/
Downloads/QAsforWebsitePosting_110413-v2-CLEAN.pdf

= Inpatient hospital reviews: http:/cms.gov/Research-Statistics-Data-and-Systems/Monitoring-
Programs/Medical-Review/InpatientHospitalReviews.htm|

The valves of the human heart (tricuspid, mitral, pulmonary,

and aortic) are fibrous cusps that help regulate the flow of blood
through the heart by opening to permit blood flow and closing
to prevent backflow. There are two atrioventricular valves, the
tricuspid and mitral valves, which get assistance opening and
closing by the chordae tendineae. The chordae are tendons con-

sisting mostly of collagen that link the papillary muscles to the
tricuspid valve and the mitral valve. When the papillary muscles

. © Copyright AAPC 2012

Providing Quality €ducation at Affordable Prices

contract and relax,
the chordae trans-
mit an increase or
decrease in tension
to the valves, caus-
ing them to open
or close. There
are two semilunar
valves, the aortic
and pulmonary,
which gauge pres-
sure to determine
when to open and
close.

We are the only program that provides interactive training incorporating audio, text and graphics to ensure you
comprehend the information being taught. You will receive live updates as codes change and content is added.
You always have access to the most current information, even if you purchased the course five years ago.

Over 70 Courses Approved for CEUs startln% @ $30.
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ICD-10 Conversion
Takeaways for Health Plans

Understand ICD-10's effects on healthcare plans, and
take steps to pave the way to a smooth conversion.
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is propelling the healthcare industry to adopt HIPAA

5010 transaction standards and the ICD-10 code set to
leverage advancements in healthcare technology—namely,
electronic healthcare records (EHR)—for the purpose of re-
ducing government spending. These upgrades are also oc-
curring because code categories are full, and ICD-9-CM
codes do not always offer the desired specificity.

The Centers for Medicare & Medicaid Services (CMS)

ICD-10 Value Proposition

The purpose of ICD-10 implementation is to improve clin-
ical communication through precise documentation and
comprehensive reporting of quality measures, advancing
clinical quality outcomes. Health plans will benefit from
the greater clinical communication and detail that ICD-10
codes offer. For example, health plan medical management
departments may be able to more promptly identify mem-
bers who should be enrolled in case management programs.

As the Oct. 1, 2014 compliance date approaches, recognize
that the ICD-10 transition may affect health plans in sever-
al ways. If you are a healthcare plan, consider the following
ICD-10 conversion takeaways:

1. Collaboration
and Education

Collaborate with significant healthcare providers for test-
ing purposes. As the ICD-10 conversion will require chang-
es to your health plan system, configure and test well in ad-
vance of Oct. 1.

Healthcare Business Monthly

By Lanaya Sandberg, MBA, CPCO

Create and distribute provider educational materials as soon
as possible. To mitigate risks, work closely with major clear-
inghouses. You should also establish specific goals (e.g., fore-
seeable revenue and costs) related to your ICD-10 conversion
strategy (and to which providers also can relate), and publi-
cally disseminate these goals.

2. Payment Accuracy

Although ICD-10 won’t transform provider reimbursement,
it will facilitate reimbursement methodologies that more
precisely reflect member status and care. Specifically, pro-
viders may experience:

* Better discovery of fraud, waste, and abuse;

* Improved coordination of care across the healthcare
delivery continuum;

* Better case management;

* More transparent provider performance reporting;
and

* Improved patient centered medical home and pay-for-
performance initiatives.

3. Systems Assessment

You should conduct a thorough analysis of all the health
plan’s systems affected by the ICD-10 conversion. This may
include claims adjudication systems and contract manage-
ment software.

4. Recommended Steps

The following are suggested actions, in chronological order,
for health plans to take in preparation for the ICD-10 con-
version:

Provider Steps

5. Collaborate with providers.
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As the ICD-10 conversion will require changes to your

health plan system, it's imperative for configuration F
and testing to occur well in advance of Oct. 1.
6. Identify and escalate risks. .
Coder Preparation
7. Develop provider contracting strategies.
PP BT for ICD-10
8. Execute any necessary provider contract legal docu-
ments. For coders, AAPC recommends a five-step process to prepare for the Oct. 1,
2014 implementation of ICD-10:
9. Conduct testing with providers. 1. ICD-10Implementation Traiing

Finance Steps 2. |CD-10 Anatomy and Pathophysiology Training

1. Conductassessment of those providers affected by the 3. General Code Set Training

ICD-10 transition.
4, Specialty ICD-10 Code Set Training
2. Determine which providers will be impacted the most.
5. 1CD-10Proficiency Assessment
3. Ascertain diagnosis related group (DRG) changes.
Learn more at www.aapc.com/icd-10coder.

4. Update financial modeling based on any new provider
contracting executed documents.

5. Monitor financials after implementation on Oct. 1 Ifyouare interested in learning more about the ICD-10 con-
2014 version for health plans, visit CMS’ payer resources website
at: www.cms.gov/Medicare/Coding/ICD10/Payer_Resources.html. wem

System Steps Editor’s note: The views and opinions expressed in this article are those of the
author and do not reflect the official policy or position of AAPC or any organization

1. 11 ICD-1 liant.
Update all systems to be ICD-10 compliant “ssociated herein.

2. Make applicable DRG changes.

Lanaya Sandberg, MBA, CPCO, is chiefof staffand head of strategy fora Med-
3. Update contract management software. icaid managed care organization. She is a member of the Hartford, Conn., local

chapter.

4. Update systems for ICD-10 Medicare severity-DRG
(MS-DRG) conversion project.
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By Stephanie Cecchini, CPC, CEMC, CHISP

(DI: Lighten the Load for Physicians

Customize communication to help your
practice meet CDI goals and objectives.

linical documentation improvement (CDI) has become a hot
Ctopic, especially as we gear up for ICD-10. The goal of CDI is

for providers to augment their documentation processes to col-
lect patient care data more fully, but also succinctly. In turn, coders
are better equipped to code claims accurately and to the added spec-
ificity ICD-10-CM demands; and payers have the supporting data
they need to process and appropriately pay claims. As logical as this

sounds, you may encounter resistance.

Physicians May Cringe at (DI

According to the Medscape® Physician Compensation Report 2012,
half of all physicians spend more than five hours per week on paper-
work and other administrative activities. With so much effort devot-
ed to non-clinical requirements and regulations, nearly half (46 per-
cent) of physicians also say that if given another chance, they would
not choose medicine as a career. For many providers, it’s simply too

54 Healthcare Business Monthly

hard to “buy in” when they see no correlation between the seman-
tics required for medical documentation data elements and their true
purpose in patient care.

To complicate matters, CDI education requires much more than
subject matter expertise; it requires truly effective communication.
Without a physician’s buy-in, education is a very difficult objective
to meet. Communication barriers between coders and physicians of-
ten create difficult and opposing points of interest. How, then, cana
practice meet CDI goals and objectives?

Customize Communication

Make learning less of a chore for your physician by using a custom-
ized approach to communication. For example, a physician is more
likely to listen and respond to communication that is succinct and
based on fact. This may require a CDI expert and documentation
assessment.
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Coders are often excellent communicators

Coders are often excellent communicators for CDI issues because
they understand both the mindset of the physician and documenta-
tion requirements. The person selected to conduct CDI education
must be an expert at both documentation assessment and commu-
nication. A documentation assessment allows the CDI expert to see
where deficiencies exist, and tailor training to match the physician’s
unique learning style. A physician’s medical specialty also plays a
big partin narrowing the learning curve. For example, an orthopae-
dic surgeon doesn’t need to learn documentation requirements for
trimester notations in obstetrics care; nor do cardiologists need to
know the requirements for documenting open fractures according
to Gustilo classification.

Advance Your Career

In Practice Management

CPPM

Learn best practices, explore new skills, take on new
challenges, and make a great income as a Certified

Physician Practice Manager (CPPM°®).

For a FREE career consultation, contact Jane Baldwin at

1-800-626-2633 x.160

for CDl issues because they understand

both the mindset of the physician and
documentation requirements.

If there are no coders in your practice who meet the qualifications,
consider CDI outsourcing to help providers navigate complex doc-
umentation requirements. Analyze your practice to select the right
CDI partner. The best partners are leaders who are capable of effec-
tive planning and producing quality deliverables. Practices that se-
lect CDI consultants based on their evaluation of a firm’s reputa-
tion, experience, and service philosophy will have the best results. uem

Stephanie Cecchini, CPC, CEMC, CHISP, is an ICD-10 trainer and member of the Salt Lake
(ity, Utah, local chapter. She can be reached at (801) 664-3639.

www.aapc.com/cppm
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By Serine A. Haugsness, CPC

Medical Coding Is Vital
to Healthcare Data Analysis

Coding accuracy and completeness leads to better healthcare data.

ealthcare data have been used in public health for many years—

hundreds, in fact! During the Black Death in London, England
in 1664-1665, weekly Bills of Mortality were posted in public plac-
es to help warn citizens about how the plague was spreading within
their communities. Today, such agencies as the Centers for Disease
Control and Prevention and World Health Organization continue
to gather and publish information about new and emerging infec-
tious diseases, as well as more common infections such as influenza.

Healthcare data analyses are not limited to acute and infectious dis-
ease. Many chronic diseases, such as asthma and diabetes, are care-
fully studied and tracked. In fact, if you have a chronic disease, you
may be enrolled in a disease management program through your em-
ployer and health insurer.

56 Healthcare Business Monthly

Look to Claims for Data Analysis

Medical claims are a smorgasbord of information.
They contain member and provider demographics,
dates, diagnoses, procedures, medications, and much
more. Much of these data are protected health infor-
mation as defined by HIPAA, and law prohibits release
of information that can identify a specific person. But
even redacted claims data (patient data that has been
stripped of all “direct identifiers”) provide relatively
instantand easy insight into alarge amount of valuable
information. As part of the shift toward greater trans-
parency, the Centers for Medicare & Medicaid Ser-
vices (CMS) has made redacted Medicare claims data
available for purchase. These are known as Basic Stand
Alone Medicare Claims Public Use Files, and anyone
can apply to access them.

Because claims are submitted in a standardized for-
mat, databases can be created easily to house the data
in structured ways. Data analysts can pull informa-
tion from these large databases to perform everything
from a simple analysis (How many people in this clin-
ic were diagnosed with influenza in the month of Jan-
uary?), to complex statistical modeling that uses past
claims information to predict the future (When is flu
season likely to hit Texas?). Analysis of claims data can
be used to identify problem areas within a population,
and subsequently to develop strategies to keep patients healthier.

Although claims are probably the most widely used source of data
today, technology is constantly evolving. Electronic health records
capture information, such as vital signs, laboratory test results, and
other data elements that are not captured on claims. Provider and
other healthcare professionals’ documentation and optical character
recognition (OCR) technology can “read” those images and pull out
elements that might be meaningful to the dataanalyst. This technol-
ogy is still being developed; therefore, handwritten chart documen-
tation and image quality problems can pose challenges to gathering
complete and accurate data. Even with these limitations, the pros-
pects for OCR technology in retrieving healthcare data are exciting.
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... good coding practices lead to better data. Better
data lead to better medical decisions. Better medical

decisions lead to better patient outcomes.

Why Care About Healthcare Data? Check the References to Get the Facts

It’s simple: Medical coders translate medical record documentation " www.resdacorg/

into the alphanumeric language of which healthcare data consists. » Regarding the press release from CMS on Dec. 5, 2011,
Quality and accuracy in medical coding doesn’t just affect the rev- detailing the release (for a fee) of de-identified Medicare

enue cycle—although that is an important part of the claims pro- claims data, go to: www.cms.gov/apps/media/press/release.asp?Counter=42
cess—it also directly affects the quality of healthcare data. 06&intNumPerPage=10008&checkDate=&checkKey=_&srchType=1&numDays=08&sr.
The quality of claims data can positively or negatively affect provid- = More about public use of Medicare claims database can be

er reimbursement (programs such as CMS’ Physician Quality Re- found at wwwfiercehealthcare.com/story/cms-opens-medicare-claims-data-
porting System (PQRS) or other pay-for-performance measures), or provider-quality-reports/2011-12-06.

cause iflcorrect ho.spital ?liagnosis—relatefi group (DRG) payment » London’s Bills of Mortality 1664-1665 images can be found at
due to improper diagnosis code sequencing. Incorrect and incom- http://chnm.gmu.edu/cyh/primary-sources/159.

plete diagnosis coding can adversely affect patient care by indicating

the presence of disease where it does not exist, and not revealing the
presence of a disease where it does exist. This can affect the accuracy = www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-

of quality measurements such as the Healthcare Effectiveness Data Reports/BSAPUFS/index.html?redirect=/bsapufs/

and Information Set. Ultimately, it can lead to patients not being = OCR: www.computerworld.com/s/article/73023/Optical _Character_Recognition
identified for case management where they may need extra support.

= www.cms.gov/site-search/search-results.html?q=public%20use%20files

It all boils down to doing what’s right. What is required is striving
to code accurately and completely, according to all applicable feder-
al, state, and local regulations, and following coding guidelines for
all code sets (CPT®, HCPCS Level I, and ICD-9-CM). More than
that, good coding practices lead to better data. Better data lead to
better medical decisions. Better medical decisions lead to better pa-
tient outcomes.

Whether you're a coder or a nurse, physician, or hospital adminis-
trator, and whether you work at a payer or a medical school, we all

want the same thing. We all want the health of our patients, com- \J
munities, friends, and family to be better. By upholding high stan-
dards for medical coding, we have a direct influence on making that

happen. HBM

s SerineA.Haugsness, CPC,is manager of Risk Adjustment at Centene Corporation. She holds
". N abachelor'sdegreein Healthcare Management and an associate degree in Medical Billing and
;-‘; Coding, and has over 12 years of healthcare experience. Haugsnessis a member of the St. Lou-

B e = isWest, Mo, local chapter.
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By Kelly Loya, CPC-I, CHC, CPHT, CRMA

DME Scrutiny Increases:
Fix Documentation Misses

Although determining
supply codes is pretty
straightforward,
diagnosis coding and
medical necessity is not.

hen it comes to durable medical equipment

(DME), the most important risk for non-gov-
ernment payers is who pays for the items—the pa-
tient or the insurance. For government payers, the
requirements for supporting documentation are
more critical. To give you a better understanding of
their importance, let’s focus on the basics of docu-
mentation as it applies to Medicare for DME (The
guidance may affect Medicaid and commercial
payer coverage, also).

The Truth About DME

Everyone knows DME coding and billing is a

“piece of cake.” The DME supplier applies a predetermined HCPCS
Level I code based on characteristics of the supply. Modifiers for
certain claim types can be applied relatively easily, based on the de-
tails of the delivered supply.

While coding for the supply is often straightforward for most suppli-
ers, determining the appropriate diagnosis code can be tricky. The
ICD-9-CM code is the first link to support medical necessity of or-
dered item(s).

A denial or recoupment of a DME payment occurs most often when
the ordering clinician does not properly document medical necessi-
ty. There are two types of orders: The preliminary or dispensing or-

der, and the detailed written order (DWO).

The dispensing order is usually a written or verbal communication
documented by the supplier, which explains which item(s) is need-
ed and when. Only basic information is required, and may be docu-
mented by the supplier alone; however, a claim for the dispensed item
can be filed only after the DWO is received.

DWO documentation elements vary, depending on the ordered
DME supply and payment category. Basic order requirements that

58 Healthcare Business Monthly

always must be present include:

1. Patient (beneficiary) name

Prescribing physician’s name

Detailed item description, including any modifications
Dispense quantity

Order date and start date (if different than the order date)

AN

Physician signature and physician signature date

Additional information is required for supplies provided on a peri-
odicbasis. Elements of the order need to include the strength and/or
frequency of use, and the number of refills, as applicable.

Signand Date Is More than a Formality

Often, upon review of supporting DME records, the DWO’s signa-
ture is lacking a date personally noted by the signing physician, or
does not adhere to Medicare’s signature requirements, as set forth in
the Medicare Program Integrity Manual, chapter 3, section 3.3.2.4.

The physician must personally (either by hand or electronically) sign
the DWO and date the signature. Signature stamps are unaccept-
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The DME supplier is receiving the reimbursement
for the item dispensed and is just as liable for

able. Even if the physician’s staff completes the order, the physician
must personally sign and date the DWO.

“If the supplier does not have an order that has been both signed and
dated by the treating physician before billing the Medicare program,
the item will be denied as not reasonable and necessary,” according to
DME Medicare administrative contractor (MAC) supplier manuals.

This requirement may seem trivial, but the timing and intent of the
order cannot be validated if the physician does not personally note
the date. The order is by far the most important document to sup-
port a medical need for DME based on clinical judgment. Merely
having the DWO to support the codes submitted on the claim does
notsupport the medical necessity. There must be corroborating evi-
dence documented in the medical record.

Clearly Demonstrate the Need

Insufficient documentation to support basic coverage criteria is an-
other common deficiency. Remember: The physician’s order is not
considered part of the patient’s medical record. The DME MAC
supplier manual and the Medicare Program Integrity Manual, chap-
ter 5, section 5.2.3, state, “A prescription is not considered as part of
the medical record. Medical information intended to demonstrate
compliance with coverage criteria may be included on the prescrip-
tion but must be corroborated by information contained in the med-
ical record.”

For the DME supplier to be certain all coverage criteria is support-
ed, the supplier should request the treating provider’s notes, which
lead up to and include ordering of the supply (at a minimum). DME
suppliers may need a standard process, requiring all received DWOs
to be accompanied by the ordering/treating physician’s documen-
tation.

The diagnosis supporting the supply’s necessity must be present in
the medical record. Upon review of the order and supporting med-
ical record, discrepancies are often seen between the DWO and the
progress note. If the condition necessitating the supply is in question,
the supplier should seek clarification.

Some supplies also require the patient to complete a follow-up eval-
uation with his or her treating physician to verify the ordered equip-
ment or supply is effectively improving or stabilizing the patient’s
condition. The supplier should not only validate the initial support-
ing information is within the medical record, but also that the fol-
low-up evaluation is completed and continues to support medical ne-

Medicare fraud as the provider.

cessity. Depending on the supply dispensed, the supplier should veri-
fy that the medical record justifies each additional element added to
the supply or accessories provided, and the purpose for use.

Why is the DME supplier responsible for what is contained in the
physician’s record? The answer is simple: The DME supplier is re-
ceiving the reimbursement for the item dispensed and is just as liable
for Medicare fraud as the provider.

DMEIs for Home Use

Lastly—and perhaps one of the most important factors for cover-
age——consider where the patient is located, and his or her status.

DME is a Part B benefit; therefore, the ordered device or supply is
for use in the patient’s home. This doesn’t mean the patient can’t use
the item outside the home; however, Part B coverage is only valid if it
maintains or improves the patient’s daily living activities in the home
or place of residence. A patient is ineligible to receive the Part B ben-
efit for DME supplies while receiving a level of care covered under
Part A because the facility would be responsible for providing the
necessary DME for the patient’s use while in the facility.

DME Under Surveillance

DME is under a microscope like never before. With the increased
scrutiny of government funded healthcare reimbursement, and the
high error rates in this area, the Office of Inspector General and
DME MAC:s are on the alert. Many MACs, such as Jurisdiction B
MAC Noridian Healthcare Solutions, are conducting widespread
prepayment reviews and are publishing the results on their web-

sites. wem

KellyLoya, CPC-I, CPhT, CHC, CRMA, is director of Reimbursement Advisory Services at Al-
tegra Health, Inc. She has more than 25 years of experience in medical coding, billing, reim-
bursement, internal audit, compliance, and clinical operations. Loya also assists clients with
litigation support services for related areas of focus, including data analysis and statistical
sampling services. She isamember of the Charlotte, N.C., local chapter.
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Resources:

8 CMS Manual System, Pub. 100-08, Medicare Program Integrity Manual, chapter 5,
sections 5.2.3,5.8

Social Security Act, sections 1833(e), 1879, 1861(r)

42 CFR, section 405.841(c)(1)

CMS Manual System, Pub. 100-04, Medicare Claims Processing Manual, chapter 20

Noridian medical reviews, www.noridianmedicare.com/dme/reviews/medical_review.html
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WE ARE AUDITING.

In the puzzling world of medical auditing,
NAMAS is the piece that fits...

National Alliance of Medical Auditing Specialists (NAMAS) is comprised of the industry’s most
respected and sought-after auditors & educators. As a nationally-recognized auditing and
education firm, we can supply you with all the advanced specialty-specific training, continuing

education and all the auditing tools you will ever need.

For more information on audit training and resources from the nation’s most experienced
auditing instructors, visit us at www.NAMAS.co or call us at 1-877-418-5564!

NAMAS has provided extensive training events and education
to include training for The Department of Justice, Texas Medical

Association, American Academy of Orthopedic Executives,
Centers for Medicare and Medicaid Services, Office of Inspector
General and The Recovery Audit Contractors.
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Medical Auditing and Education
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Dawnel Skinner, CPC

Debbie A Hawkins, CPC
Debbie Devalk, CPC

Debbie M Skwarlo, CPC
Debby Shunk, CPC

Debojyoti Dey, CPC, CPC-P
Debora Morales, CPC
Deborah A Brookhart, CPC
Deborah A Humphries, CPC
Deborah laniro, CPC

Deborah R Moore, CPC
Debra Ade, CPC

Debra Ann Smouse, CPC
Debra D Groce, CPC

Debra Hilborn, CPC

DeeDee A Miller, CPC
Demetrius Byrd, CPC

Denise Marie Breithaupt, CPC
Denise Willams, CPC, CPC-H
Derek Ryan Maas, CPC
Devica Pittiman, CPC

Diana Iris Santana, CPC, CCC
Diana Morris, CPC

Diane Johnson, CPC

Diane K Maulding, CPC
Dianne Colon, CPC, CPC-H, CPC-P
Dolores Dominguez, CPC
Donna Bisuna, CPC

Donna Harp, CPC

Donna Jean Forsyth, CPC
Donna McAuley, CPC

Donna Wilkins, CPC

Dwanita Mcdade, CPC

Elaine R Hutson, CPC
Elizabeth Lasak, CPC

Eric Johnson, CPC

Erica Hickman, CPC

Erica Kirkland, CPC

Erin Brooke Thais, CPC

Erin Cieslik, CPC

Erin Potter, CPC

Ewa Zakiewicz, CPC

Farhat Nasir, CPC-H

Feng-Ju Lin, CPC, CPC-P
Franklin Deva Dayavu, CPC
Freda Beyah, CPC

Gail Weinberg, CPC

Gina Marie Gleason, CPC

Gloria Edwards, CPC
Grace Apostol, CPC
Gunasekar Panchatcharam, CPC
Ha Yong Landers, CPC
Hajee Ali SK, CPC-H
Hanh Tran, CPC

Heather Frederick, CPC
Heather Staton, CPC
Heidi Lannen, CPC

Helen C Young, CPC
Helen Galban, CPC
Hisham Rasheed, CPC-H
Holly Behling, CPC

Holly Bruce, CPC

Holly Wright, CPC

Ingrid Mangum, CPC
Jacklyn N Spring, CPC
Jaclyn R Edwardson, CPC
Jacqueline Crespo, CPC
Jagannathan Radhakrishnan, CPC
Jamie Matsko, CPC
Janeen Pierson, CPC
Janelle Anderson, CPC
Janet Milosevich, CPC
Janice J Lee, CPC

Jason A Rosenberg, CPC
Jason Friedman, CPC
Jayne Conrad, CPC
Jeanne Amold, CPC
Jeanne S Gershman, CPC, CPC-H
Jeannette Baptiste, CPC
Jenifer Hammond, CPC
Jenifer Lewis, CPC
Jennifer M Huskey, CPC
Jennifer Marie Simmers, CPC
Jeri Wallace, CPC

Jerica Flores, CPC
Jerome R Randall Jr, CPC
Jessica Maciulis, CPC-H
Jessica Owens, CPC
JessieRae Baker, CPC
Jewel Wilcox, CPC
Joanna Rupert, CPC
Joanne Gutierrez, CPC, CPC-H
Jodi Rapp, CPC

John A Brainerd, CPC
John Spiteri, CPC

Joi Clark, CPC

Jose Golamco, CPC
Joyce Dodd, CPC
Joycelyn Jenkins, CPC
Juanita S Fellows, CPC
Judy Barnhil, CPC

Judy S Arrubla, CPC

Julie Brumgard, CPC
Kaitlyn Rae Bass, CPC
Karen Berdahl, CPC

Karen D Hennessy, CPC, CPC-H, CPMA

Karen Elizabeth Hildreth, CPC
Karen G Paradis, CPC
Karen Lynn Kramer, CPC
Karen Rotunda, CPC

Kari Lewis, CPC

Karleen Coyne, CPC

Karri Sirlena Comelli, CPC
Karthikeyan Jayaram, CPC
Karyn Breznau, CPC
Kasandra J Norris, CPC
Katherine E Switzer, CPC
Kathleen A Ehrmann, CPC
Kathleen Cramer, CPC
Kathy Donehew Harris, CPC
Kathy Ludemann, CPC
Kayla Lowney, CPC

Kelli Sims Vickers, CPC

Kelly Byrd, CPC

Kelly Cornwith, CPC

Kelly Rupe, CPC

Kemberly A Rastella, CPC
Kendyonna Cooley, CPC
Keoca Janelle Acker, CPC
Keturah Neshell Havior, CPC
Kia Lockett-Scott, CPC

Kim AWells, CPC

Kim Bliss, CPC

Kim Blocker, CPC

Kim Simpson, CPC
Kimberly Ann McCune, CPC
Kimberly King, CPC
Kimberly R Dunn, CPC
Kimberly Travers, CPC
Kiplyn Gilbert, CPC

Kristen Faith Cosme, CPC
Kristen Leigh Lemon, CPC

Kristie Ann Fissler, CPC, CPC-H, COSC

Kristine M Gronhagen, CPC
Kristy Johnson, CPC

Krystal Wells, CPC

Kyrstyn Gee, CPC

LaPhandra Hoyes, CPC, CPC-H
Larhonda Kiara Marcell, CPC
Larisa Vlada, CPC

Laura Carrion-Solis, CPC

Laura Walker, CPC

Laura Wisehart-Riester, CPC
Lauren Stutsky, CPC

Laurie Beglau, CPC

Laurie Conn, CPC

Leelavathy Dharanisigh, CPC-H
Leneice Kippers, CPC
Leosvaldo Viamonte, CPC
Leslie Belanger, CPC-H

Leslie Gregg, CPC

Leticia Gomez, CPC

Lilian Casados, CPC-P

Lillian V Clayton, CPC

Linda Crutcher, CPC

Linda S Sutphin, CPC

Lisa Ann Ballard, CPC

Lisa Anne Lohrey, CPC

Lisa M Foehner, CPC

Lisa Marie Hucklebee, CPC
Lisa Marie Meagher, CPC

Lori L Pittenger, CPC

Lori Lynn Duncan, CPC
Lourdes C. Alvarado Pino, CPC
Lynette Jackson, CPC

Lynn Garrity, CPC, CPC-H

Lynn Phillips, CPC

Magnolia Christina Lymon, CPC
Mallikarjun Goud Lingala, CPC-H
Manju Narayanan Thampan, CPC-H
Marco Unzueta, CPC

Margaret E Meacham, CPC
Maria L Querubin, CPC
Marianne Stephens, CPC

Marie Fleming, CPC

Marie Jo Reniva Tumbaga, CPC
Mariela Dominguez, CPC
Martha Gouvis-Loizides, CPC
Martha M Yanez, CPC

Mary Brown-Sutton, CPC

Mary Elizabeth Livingston, CPC
Mary Jane Strobel, CPC
MaryRose Camp, CPC-H
Mattie L Martin, CPC

Maureen Murdock, CPC

Mayi Tatiana Suarez, CPC
Megan Brennan, CPC

Megan Elaine Shook, CPC
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Megan Laney, CPC

Megan Lee Cocchi, CPC

Melanie Ward, CPC

Melinda Leigh Chandler, CPC, CPC-H
Melissa Ann Smith, CPC

Melissa Holly, CPC

Melissa Johnson, CPC

Melissa Selia Contreras, CPC
Melissa Watson, CPC

Melissa Wright, CPC, CANPC
Mercedes Varas, CPC

Mia M Griffie, CPC

Michael Marsee, CPC

Michelle Hall, CPC

Michelle Lee Cummings, CPC
Michon Rozier, CPC

Miloslava Hensley, CPC-H

Misty Quinton, CPC

Mohammed Abdul Naseer, CPC
Monica Anderson, CPC

Monica Niedbalski, CPC

Monica White, CPC

Monina Aguilar Martini, CPC
Munish Kumar, CPC

Myra Simmons Sneed, CPC
Nagisha Griffin, CPC

Nancy L Reading, RN, BS, CPC, CPC-P, CPC-
Nancy Millet, CPC

Nancy Reed, CPC, CASCC
Nancy Vazquez, CPC

Natasha Bradley, CPC

Nicole Ashton, CPC

Nicole Davis, CPC

Nicole M Koons, CPC

Nisha S.K, CPC

Norma J Alferez, CPC

Nydmar Alvarez, CPC

Pamela Ann Walters, CPC
Pamela J Rourke, CPC, CPC-H, CEDC
Pamela J Sizemore, CPC, CPC-H
Pamela Jean Finch, CPC

Pat Schiprett, CPC

Patricia Bauer, CPC, CPC-H, CPMA
Patricia Marie Kent, CPC

Patricia Parga, CPC

Patricia Risano, CPC

Patty Dobson, CPC

Peddi Sneha, CPC-H

Penny Burkhart, CPC

Phil Prince, CPC

Philip T Silva, CPC

Priya Krishnan, CPC

Rachel Romano, CPC

Radha Krishna Inampudi, CPC-H
Ramasubbu Subburayalu, CPC, CPC-H, CPC-P
Rana Dean, CPC-H

Randi J Marquis, CPC

Raquel Herrera South, CPC, CPC-H
Raquel Sotomayor, CPC

Rasa Adomaityte, CPC

Raye Ann Ramsarran, CPC
Rebecca Mrazik, CPC, CPC-H
Rebecca Newman, CPC
Rebekah Ashdown, CPC

Rene Ronning, CPC

Renea Buchanan, CPC

Rhonda Lynn Stubbs, CPC

Ricki Barnes, CPC

Rita M Garcia, CPC

Rose Timmons, CPC, CPC-H
Roxana Evora, CPC

Royann Lund, CPC, CPC-H
Sandie Felice, CPC

Sandra L Crawford, CPC, CPC-H
Sandra Maria Orozco, CPC
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Sandra Valdez, CPC

Sara Swift, CPC

Sarah B Long, CPC

Sarah Valentine, CPC

Saralea Bouthillette, CPC
Saranya GP, CPC

Selethia King, CPC

Shannon Cervantes, CPC
Sheila Allen, CPC

Sheila Hickman, CPC

Shelley Jean Wertz, CPC
Shelly Kipper, CPC

Sheronda Rose, CPC

Sherrill Gray, CPC

Shirley Mize, CPC

Siobhan Ferrazzano, CPC
Sivakumar Ramachandran, CPC
Stacey Andrews, CPC, CPC-H
Stacey Ann McCollum, CPC
Stacey Hennessey, CPC
Stacey Holmes, CPC

Stacie Fosler, CPC

Stacy Brunette, CPC

Stacy Shamblin, CPC

Stacy Thompson, CPC
Stephanie Clifford, CPC
Stephanie Marie Cave, CPC
Stephanie Meimann, CPC
Stephanie Thomas, CPC
Stephanie Zook, CPC

Suma Rao, CPC

Sundra S Jones, CPC, CPC-H, CPCO, CPC-P,
CPMA, CPC-, CHONC

Susan Anderson, CPC, CANPC
Susan Baity, CPC-P

Susan H Holsinger, CPC
Susan Lynn Halstead, CPC
Susanne J Tuck, CPC

Sylvia Valdez, CPC

Takela Z Mickle, CPC

Tammy D Pence, CPC
Tammy K Adams, CPC

Tana Russel, CPC

Taryn Nidey, CPC

Temika Nelson, CPC

Teresa Ellis, CPC

Teresa Pierce Gamer, CPC
Terri Jones, CPC

Theresa Manley-James, CPC
Tiffany Morrissey, CPC

Tina Carlson, CPC

Tonda Thompson Dawson, CPC
Toni D Conner, CPC

Tonia Zharkoff, CPC

Tonya Lee Baker, CPC, CPC-H
Tonyette Marie Tate, CPC
Tracey Austin, CPC

Traci Payne, CPC

Tracie Ann Aldous, CPC

Tracy Morris, CPC

Trenae Hoskin, CPC

Trina Blackwell, CPC

Trina Juneman, CPC

Valencia Favaroth, CPC
Valerie Laufenburger, CPC
Vanessa Rhey Patrick, CPC
Veronica Ann Smith, CPC
Veronica Michelle Bilello, CPC
Victor Abutu, CPC

Victoria Garcia, CPC, CPC-H, CPB
Vidya Reddy Bodapatla, CPC-H
Wanda Mieles, CPC

Wendy Marie Harmon, CPC
Yiset Carreno, CPC

Yolanda L Hill, CPC

Yvonne Moncovich, CPC, CPCO
Zandra R Flowers, CPC
Zarina Kerawala, CPC, CPC-P, CUC

Apprenti

Abarna Sundarraj, CPC-A
Abby Davis, CPC-A

Abby Tohinaka, CPC-A

Adrian Barnes, CPC-A

Adrian Hargrove, CPC-A
Adrianne Hudspeth, CPC-A
Aisha Braun, CPC-A

Ajay Kumar, CPC-A

Alaina Bradshaw, CPC-A

Alan Bergquist, CPC-A, CPCO, CCPC
Alda Medeiros, CPC-A
Alejandra Chamorro, CPC-H-A
Alex Dickert, CPC-A

Alex Hernandez, CPC-A

Alicia Gavin, CPC-A

Alicia S Jones, CPC-A, CPC-H-A
Alicia W Lucas, CPC-A

Alisa Gale Langston-Ricks, CPC-A
Alisha Curtin, CPC-A

Ally Newman, CPC-A

Alma Rostro, CPC-A

Alysia Martinez, CPC-A
Amanda Claire Devita, CPC-A
Amanda Evans, CPC-A
Amanda King, CPC-A
Amanda Stancil‘Womack, CPC-A
Amber Anderson, CPC-A
Amber Gage, CPC-A

Amber Lynn Paupst, CPC-A
Amber Sexton, CPC-A

Amber Toennies, CPC-A
Amber Walsh, CPC-A

Amy Binnix Standridge, CPC-A
Amy Procell, CPC-A

Amy Wetzel, CPC-A

Amy Woodall, CPC-A

Analisa Thirlwall, CPC-A

Andy Elderman, CPC-A
Andy J Mohammed, CPC-A
Aneiris Nunez, CPC-A

Angel S Bilings, CPC-A
Angela Burton, CPC-A

Angela L Taylor, CPC-A

Angela Lindsey, CPC-A

Angela Maura, CPC-A

Angela Morse, CPC-A

Angela Salazar Ruelas, CPC-A
Angelica Siguenza, CPC-A
Anish Mathew, CPC-A

Anitha Aennu, CPC-A
Anjalidevi Chelliah, CPC-A
Anjaneyulu PSR, CPC-A

Ann Marie Stone, CPC-A
Anna Malek, CPC-A

Anne C Faulconer, CPC-A
Anne Carstens, CPC-A

Anne Lozinski, CPC-A

Annette Diaz, CPC-A

Annie Scott, CPC-A, CPPM
Anthony Wattie, CPC-A
Anuradha Tiwari, CPC-A
Anusha Ramu, CPC-A

Anya Luchtman, CPC-A
Aparna Dindi, CPC-A

April Ball, CPC-A

Ariatna Prince, CPC-A
Arivazhagi Vijayasekaran, CPC-A
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ArunKumar Narasimhalu, CPC-A
Aseena Asees, CPC-A

Asha Gangadharan, CPC-A
Ashlee Prisbrey, CPC-A

Ashley VanLandingham, CPC-A
Ashley Ann Vernon, CPC-A
Ashley Boucher, CPC-A

Ashley Bowser, CPC-A

Ashley Grover, CPC-A

Ashley L Bruso, CPC-A

Ashley Marie Harlow, CPC-A
Ashley Marie Loomis, CPC-A
Ashley Reeves, CPC-A

Ashley Renee Cormier, CPC-A
Ashley Rosiek, CPC-A

Ashton Bryann Butcher, CPC-A
Aswathy Sivan, CPC-A

Athena L Roxas, CPC-A

Athira S Nair Jayasurian, CPC-A
Aubrey Cooley, CPC-A

Avril Taitt, CPC-A

Aysha Mol Shaneer, CPC-A
Bala Venkata Subbarao Maddi, CPC-A
Balagam Sandhya Rani, CPC-A
Barbara Barwick, CPC-A
Barbara Adaire, CPC-A

Barbara Goetz, CPC-A

Barbara Noe, CPC-A

Becky Aronhalt, CPC-A

Becky L Huttenlocher, CPC-A
Becky Stevenson, CPC-A

Beena Kumari Asokan, CPC-A, CPC-H-A
Belinda Williams, CPC-A

Belkish Rani Arokiadoss, CPC-A
Ben Ellis, CPC-A

Bernadette Stove, CPC-A
Bethany King, CPC-A

Bettina Lomaestro, CPC-A
Betty Lynn Gould, CPC-A

Betty McDaniel, CPC-A

Beverly Sue Becker, CPC-A
Bharath Chandrakesavan, CPC-A
Bhuvaneswari Muruganandham, CPC-A
Bill Howell, CPC-A

Bilie Ann Bevels, CPC-A

Bindu Issac, CPC-A

Bindu Jimmy, CPC-A

Bobbie Harper, CPC-A

Bonnie Brklacich, CPC-A
Bonnie Mae Weaver, CPC-A
Bonnie Marie Morgan, CPC-A
Brandy Donbeck, CPC-A
Brandy Kubischta, CPC-A
Breanna Simeona, CPC-A
Brenda Keels, CPC-A

Brenda Murfin, CPC-A

Brenda Tinerella, CPC-H-A
Brenda Torres, CPC-A, CPC-H-A
Brian Lloyd Baker, CPC-A
Brianna Thompson, CPC-A
Bridget Corns, CPC-A

Bridget Davisson, CPC-A
Bridget Hood, CPC-A

Bridget L. Ruehmann, CPC-A
Bridgett Bowling, CPC-A

Bridie Noel Fortier, CPC-A
Bright King John Asirvadam, CPC-A
Brittany Ann McWilliams, CPC-A
Brittany Balch, CPC-A

Brittany Smith, CPC-A

Brittney Welling, CPC-A
Bunthoeun Nuon, CPC-A
Candace Hardy, CPC-A
Candice S Drakeford, CPC-A
Candice Williams, CPC-A

Cari Bunch, CPC-A

Carlye M Hansen, CPC-A
Carmelita Lorenzo, CPC-A
Carmen Davis, CPC-A

Carmen J Badilo, CPC-A
Carmen M Tempone, CPC-A
Carol Hebert, CPC-A

Carol Thomas, CPC-A

Carolyn Jelinek, CPC-A

Carolyn Marie King, CPC-A
Carolyn Redden, CPC-A

Carrie Cromer Harmon, CPC-A
Carrin Fuller, CPC-A

Carynne Pierzchalski, CPC-H-A
Casey Lynn Mele, CPC-A

Casey Pearson, CPC-A
Cassandra Lee Burger, LPN, CPC-A
Cassandra Slette, CPC-H-A
Catherine Ann D'Aquila, CPC-A
Catherine Burroughs, CPC-A
Catherine Hullett, CPC-A
Cathleen Smith, CPC-A

Celin Simon, CPC-A

Chalapathi Rao Menda, CPC-H-A
Chandrakant Garudachar, CPC-A
Charanya Ramula, CPC-A, CPC-H-A
Charity Renee Herrin, CPC-A
Chelsea Clements, CPC-A
Chelsea Smith, CPC-A

Cherie L Finley, CPC-A

Cheryl AReincke, CPC-A
Chinchu Merin Mathew, CPC-A
Chinni Kumari Bhimisetty, CPC-A
Chinta Samhitha, CPC-A

Chris Gilbert, CPC-A

Chris Pevytoe, CPC-A

Christa Phillips, CPC-A

Christian Dismute, CPC-A
Christian Dixon, CPC-A

Christina Alvarado, CPC-A
Christina Benevides, CPC-A
Christina Cabanillas, CPC-A
Christina Delos Santos Rosales, CPC-A
Christina Eastwood, CPC-A
Christina Lee, CPC-A

Christina Llampay-Medina, CPC-A
Christina M Callahan, CPC-A
Christina Montoya, CPC-A
Christine Benito, CPC-A

Christine Comeaux, CPC-A
Christine Cyr, CPC-A

Christine Diane Ingvalson, CPC-A
Christine Rebecca Carter, CPC-A
Christy Karren, CPC-A

Christy Smith, CPC-A

Chyleina Kay Herron, CPC-A
Cindi Brau, CPC-A

Cindy Case, CPC-H-A

Cindy Conner, CPC-A

Cindy Lawrence, CPC-A

Cindy Lee McCurley, CPC-A
Cindy Verhovshek, CPC-A

Claire Mitchell, CPC-A

Claudia Gonzalez, CPC-A

Clifton Nickle, CPC-A

Coleen Chambers, CPC-A
Colette Nancy Henriquez, CPC-A
Conchita Theresa Brito, CPC-A
Connie Birth, CPC-A

Cori Ann Plaza, CPC-A

Courtney Ranabargar, CPC-A
Craig Laursen, CPC-A

Criste Melton, CPC-A

Crystal Buensuceso Cabag, CPC-A
Crystal Romat, CPC-A

Crystal Sullivan, CPC-A

Cyndi Baker, CPC-A

Cynthia Alegre, CPC-A
Cynthia Brown, CPC-A
Cynthia Devroy, CPC-A
Cynthia L Bermingham, CPC-A
Dalean VanBrocklin, CPC-A
Dana Bedar, CPC-A

Dana Jones, CPC-A

Dana S Handley, CPC-A
Daniel Grzesiak, CPC-A
Daniela McCroby, CPC-A
Danielle C. Murdock, CPC-A
Danielle Crochet, CPC-A
Danielle 'Shay Moore, CPC-A
Danielle Renee DeHart, CPC-H-A
Danielle Ribakow, CPC-A
Danielle Schaefer, CPC-A
Danielle Westbrook, CPC-A
Danijela Karan, CPC-A

Danny R Crum, CPC-A

Dara Morgan, CPC-A

Darla J.S. Wallace, CPC-A
Darlene Dean, CPC-A, CEMC
Darlene J Turner, CPC-A
Darlene Quintana, CPC-A
David Arturo Carras-Pol, CPC-A
Dawn Brown Toole, CPC-A
Dawn Mathews, CPC-A
Dawn Morris, CPC-A

Dawne Marie Tacheny, CPC-A
Debbie Jones, CPC-A

Debbie Kaplan, CPC-A
Debbie Louise Thacker, CPC-A
Deborah Ann Cacioli, CPC-A
Deborah Avolio, CPC-A
Deborah Dumont, CPC-A
Deborah Kabot, CPC-H-A
Deborah O'rourke, CPC-A
Deborah Smith, CPC-A
Deborah Sullivan, CPC-A
Debra Bowman, CPC-A
Debra Carr, CPC-A

Debra D Mick, CPC-A

Debra K Wilkinson, CPC-A
Debra Michelle Zohler, CPC-A
Debra Nelson, CPC-A

Debra Pennington, CPC-A
Debra Rose Edmonds, CPC-A
Deena Famfeelia Jayakumar, CPC-A
Deepa Raghunath, CPC-A
Deepak Kumar, CPC-A
Deidre L McBroom, CPC-A
Demesha Copeland, CPC-A
Deneen Hutchins, CPC-A
Deniese C Barringer, CPC-A
Devan Safer, CPC-A

Devi S. Chitrapu, CPC-A
Devika Mohan, CPC-A
Dhanajayan Suresh, CPC-A
Dhilip Palanisamy, CPC-A
Diana Erives, CPC-A

Diana Webster, CPC-A

Diane Bucon, CPC-A

Diane K Young, CPC-A

Diane L Broomall, CPC-H-A
Diane McNamara, CPC-A
Diane Sparks, CPC-H-A
Dionne McFarlane Cotterman, CPC-A
Divya Benraj, CPC-A

Divya Kapoor, CPC-A
Donghong Wang, CPC-A
Donna Carlstedt, CPC-A
Donna Cramer, CPC-A
Donna Hammonds, CPC-A
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Donna Jacobs, CPC-A
Donna Little-Staten, CPC-A
Donna Masukawa, CPC-A
Donna Minter, CPC-A

Donna Parks, CPC-A

Dustin Schappell, CPC-A

E Ashley VanMeter, CPC-A

E Jewell Lawson, CPC-A
Eboni Rackley, CPC-A
Edward Godfrey, CPC-A
Edward T Allen, CPC-A

Eileen McGuire, CPC-H-A
Eileen Kay Pattarozzi, CPC-A
Ekaette Joseph-Isang, CPC-A
Elaine Crowley Watson, CPC-A
Elaine Brewer, CPC-A

Elbin Sebastian, CPC-A
Elilnidhi Palanikumar, CPC-A
Elizabeth Carreno, CPC-A
Elizabeth Allen, CPC-A
Elizabeth Cole, CPC-A
Elizabeth Earley, CPC-A
Elizabeth Napoles, CPC-A
Elizabeth Thornton, CPC-A
Ellen V Martin, CPC-A
Ellenann Gatza, CPC-A
Ellenlee Chun, CPC-A

Elsie Wright, CPC-A

Elyse Bergeron, CPC-A

Elysia Gail York, CPC-A
Eman M Kisba, CPC-A
Emilie Moss, CPC-A

Emily Caplan, CPC-A

Emma Jean Brown, CPC-A
Enoch Blatnick, CPC-A

Eppa Ravi, CPC-A

Erica Lews, CPC-A

Erica Nielsen, CPC-A

Ericka Watson, CPC-A

Erin Donovan, CPC-A

Erin Fitch, CPC-A

Erin Price, CPC-A

Erin Spring Rudisill, CPC-A
Esther Jayapriya Jayachandran, CPC-A
Esther Mark, CPC-A

Estrellita Castille, CPC-A
Eulalia Vilegas, CPC-A

Evan April Deynata Capistrano, CPC-H-A
Evans Georges, CPC-A
Evelyn Lyle, CPC-A

Feneca J Carter, CPC-A
Fonda Lynn Jones, CPC-A
Fonda Renee Addison, CPC-A
Fonessa S Knuckles, CPC-A
Frances Lewis, CPC-A
Frances Pileggi, CPC-A
Francesca Marin, CPC-A

Gail Dunkle, CPC-A

Gail Rickaby, CPC-A

Gail Robin Harper, CPC-A
Gajalakshmi Murugesan, CPC-A
Gajendra Singh, CPC-A
Garima Thakur, CPC-A
Gemma Sobretodo, CPC-A
Genevieve M Schlichting, CPC-A
Genevieve Schroeder, CPC-A
Georgina Rameau, CPC-A
Geraldine Gadwa, CPC-A
Gina Marie Josefowicz, CPC-A
Gina Schultz, CPC-A

Ginette Krumrie, CPC-A
Giselda Hernandez, CPC-A
Gloria Yang-Kolodji, CPC-H-A
Gokul N Nagalingam, CPC-A
Gopi Subramani, CPC-A

Grace DeZemn, CPC-A

Grace Muyco, CPC-A

Gregory Hall, CPC-A

Gufran Ali, CPC-A

Gwendolyn Tysor, CPC-A
Habeebur Rahman Bakshi Gulam, CPC-A
Hannah Gerig, CPC-A

Hari Polarpu, CPC-A

Hariharan Muruganantham, CPC-A
Hariprasad Malladi, CPC-A
Harsh lyas, CPC-A

Harshini Koyya, CPC-A
Heather Bradley, CPC-A
Heather Rice, CPC-H-A
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A&P Quiz Answer

(from page 43)

The correct answer is D.

The four valves of the human heart are tricuspid,
mitral, pulmonary, and aortic.
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Minute with a Member

Robert Lewis, CPG-A

Assistant Project Manager at
Health Revenue Assurance
Associates (HRAA), Plantation, Fla.

Tell us a little bit about your career—how you gotinto coding,
what you've done during your coding career, what you’re doing
now, etc.

Fiveyearsago, at theage of 58, I ended my telecommunications con-
sulting practice of 20 years. It was time for a change. I had always
wanted to work in the medical field, but I had no desire to work di-
rectly with patients. Coding interested me because the skill sets of
a telecom analyst and coder are similar (although the “language” is
different). Also, I didn’t think my age would be as big of a concern as
it could be in other occupations.

Afterayear of schooling for coding/billing, I faced the same employ-
ment issues as all new coders do with no experience, except I was 59,
and a “newbie.” Being a little creative, I talked my way into a con-
tract job as a scheduler for other abstractors/reviewers during a three
month Healthcare Effectiveness Data and Information Set project.
Due to attrition, I was eventually allowed to review charts, as well.
Armed with that experience, I eventually found employment coding
encounters for a small practice.

I became certified at the age of 62; and I worked as a remote audi-
tor for Orlando Health Group, reviewing inpatient and outpatient
charts. I really enjoyed the daily challenges working with coding re-
view (and correction) in a variety of specialties. Each chart was a new
experience. It was rewarding, lucrative, flexible, and allowed me to
work in an industry that’s not as concerned with age as it is skill set.

Most recently, I have become assistant project manager at HRAA.
My next goal is to obtain Certified Professional Medical Auditor
(CPMA”®) certification.

What is your involvement with your local AAPC chapter?

I attend local AAPC chapter meetings as regularly as possible. I am
also considering running for an officer position in the next selec-
tion cycle.

What AAPC benefits do you like the most?

I enjoy the constant opportunity to update my skills by taking ad-
vantage of the education and training opportunities AAPC offers,
such as the ICD-10 code training I'm currently taking online.

What has been your biggest challenge as a coder?
My biggest challenge as a coder (aside from reading illegible physi-
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| faced the same employment issues
as all new coders do with no experi-
ence, except | was 59, and a “newbie.”

cian handwriting on paper charts) is keeping my electronic health
record skills sharp. This is an ongoing process because of evolving
software. Another challenge is staying abreast of medical advances
for a variety of specialties.

How is your organization preparing for ICD-10?

My organization is offering in-house seminars and training to pre-
pare the coding/auditing team for ICD-10 conversion.

Ifyou could do any other job, what would it be?

I enjoy reviewing charts remotely, but also would enjoy interacting
in the field, reviewing charts at provider locations.

How do you spend your spare time? Tell us about your hobbies,
family, etc.

I have two beautiful daughters, 24 and 19, and have been married to
my wife, Andrea, for 26 years. My elder daughter is pursuing a mas-
ter’s at Johns Hopkins University and my younger daughter works
for Barbie™: The Dream House Experience™ in Sunrise, Fla. I spend
most of my spare time with my life-long passion, playing guitar. vem
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