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 003.8 Other specifi ed salmonella infections
Any specifi ed salmonella infection which does NOT 

assign into any of the above codes (not specifi ed as 
localized)

❑ 003.9 Salmonella infection, unspecifi ed
Unspecifi ed in the documentation as to specifi c type of 

salmonella

 004 Shigellosis
An infectious disease caused by a group of bacteria (Shigella)
Includes  bacillary dysentery

 004.0 Shigella dysenteriae
Infection by group A Shigella (Schmitz) (Shiga)

 004.1 Shigella fl exneri
Infection by group B Shigella

 004.2 Shigella boydii
Infection by group C Shigella

 004.3 Shigella sonnei
Infection by group D Shigella

 004.8 Other specifi ed shigella infections

❑ 004.9 Shigellosis, unspecifi ed

 005 Other food poisoning (bacterial)
See Table A, Table of Bacterial Food Poisoning, page 1158
Excludes  salmonella infections (003.0– 003.9)

 toxic effect of:
food contaminants (989.7)
noxious foodstuffs (988.0– 988.9)

 005.0 Staphylococcal food poisoning
Staphylococcal toxemia specifi ed as due to food

 005.1 Botulism food poisoning  
Botulism NOS 
Food poisoning due to Clostridium botulinum
Excludes  infant botulism (040.41) 

 wound botulism (040.42) 
 005.2 Food poisoning due to Clostridium perfringens 

[C. welchii]
Enteritis necroticans

 005.3 Food poisoning due to other Clostridia
 005.4 Food poisoning due to Vibrio parahaemolyticus

 005.8 Other bacterial food poisoning
Excludes  salmonella food poisoning (003.0– 003.9)

 005.81 Food poisoning due to Vibrio vulnifi cus
 005.89 Other bacterial food poisoning

Food poisoning due to Bacillus cereus

❑ 005.9 Food poisoning, unspecifi ed

 006 Amebiasis
An intestinal illness caused by the microscopic parasite 

Entamoeba histolytica
Includes  infection due to Entamoeba histolytica
Excludes  amebiasis due to organisms other than Entamoeba 

histolytica (007.8)
 006.0 Acute amebic dysentery without mention 

of abscess
Acute amebiasis

 006.1 Chronic intestinal amebiasis without mention of 
abscess

Chronic:
amebiasis
amebic dysentery

 006.2 Amebic nondysenteric colitis
 006.3 Amebic liver abscess

Hepatic amebiasis
 006.4 Amebic lung abscess

Amebic abscess of lung (and liver)
 006.5 Amebic brain abscess

Amebic abscess of brain (and liver) (and lung)

 006.6 Amebic skin ulceration
Cutaneous amebiasis

 006.8 Amebic infection of other sites
Amebic:

appendicitis
balanitis

Ameboma
Excludes  specifi c infections by free-living amebae 

(136.21– 136.29) 

❑ 006.9 Amebiasis, unspecifi ed
Amebiasis NOS

 007 Other protozoal intestinal diseases

Includes  protozoal:
colitis
diarrhea
dysentery

 007.0 Balantidiasis
Infection by Balantidium coli

 007.1 Giardiasis
Infection by Giardia lamblia
Lambliasis

 007.2 Coccidiosis
Infection by Isospora belli and Isospora hominis
Isosporiasis

 007.3 Intestinal trichomoniasis

 007.4 Cryptosporidiosis
Coding Clinic: 1997, Q4, P30-31

 007.5 Cyclosporiasis

 007.8 Other specifi ed protozoal intestinal diseases
Amebiasis due to organisms other than Entamoeba 

histolytica

❑ 007.9 Unspecifi ed protozoal intestinal disease
Flagellate diarrhea
Protozoal dysentery NOS

 008 Intestinal infections due to other organisms

Includes  any condition classifi able to 009.0– 009.3 with 
mention of the responsible organisms

Excludes  food poisoning by these organisms (005.0– 005.9)

 008.0 Escherichia coli [E. coli]
Coding Clinic: 1988, Q2, P10

❑ 008.00 E. coli, unspecifi ed
E. coli enteritis NOS

 008.01 Enteropathogenic E. coli

 008.02 Enterotoxigenic E. coli

 008.03 Enteroinvasive E. coli

 008.04 Enterohemorrhagic E. coli

 008.09 Other intestinal E. coli infections

 008.1 Arizona group of paracolon bacilli

 008.2 Aerobacter aerogenes
Enterobacter aerogenes

 008.3 Proteus (mirabilis) (morganii)

Figure 1– 1 Electron micrograph of 
escherichia coli (E. coli) expressing 
P fi mbriae. (From Mandell, Bennett, & Dolin: 
Principles and Practice of Infectious 
Diseases, 6th ed. 2005, Churchill 
Livingstone, An Imprint of Elsevier.)

Item 1– 2 Escherichia coli [E. coli] is a gram-negative bacterium 
found in the intestinal tracts of humans and animals and is usually 
nonpathogenic. Pathogenic strains can cause diarrhea or pyogenic 
(pus-producing) infections. Can be a threat to food safety.
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 006.2 Amebic nondysenteric colitis
 006.3 Amebic liver abscess

Hepatic amebiasis
 006.4 Amebic lung abscess

Amebic abscess of lung (and liver)
 006.5 Amebic brain abscess

Amebic abscess of brain (and liver) (and lung)

 008.02 Enterotoxigenic E. coli

 008.03 Enteroinvasive E. coli

 008.04 Enterohemorrhagic E. coli

 008.09 Other intestinal E. coli infections
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 008.2 Aerobacter aerogenes
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Escherichia coli [E. coli] is a gram-negative bacterium Escherichia coli [E. coli] is a gram-negative bacterium Escherichia coli [E. coli]
found in the intestinal tracts of humans and animals and is usually 
nonpathogenic. Pathogenic strains can cause diarrhea or pyogenic 
(pus-producing) infections. Can be a threat to food safety.
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Detailed disease explanations 
help you code accurately 

E. coli enteritis NOS
 008.01 Enteropathogenic E. coli

 008.09 Other intestinal E. coli infections

 008.02 Enterotoxigenic E. coli

 008.03 Enteroinvasive E. coli

 008.04 Enterohemorrhagic E. coli

 008.09 Other intestinal E. coli infections

 008.1 Arizona group of paracolon bacilli

 008.3 Proteus (mirabilis) (morganii)

Illustrations 
help clarify 

anatomy
Entamoeba histolytica

Includes  infection due to Entamoeba histolytica
Excludes  amebiasis due to organisms other than Entamoeba  amebiasis due to organisms other than Entamoeba 

histolytica (007.8)
 006.0 Acute amebic dysentery without mention 

of abscess
Acute amebiasis

 006.1 Chronic intestinal amebiasis without mention of 
abscess

Chronic:
amebiasis
amebic dysentery

 006.2 Amebic nondysenteric colitis
 006.3 Amebic liver abscess

Hepatic amebiasis
 006.4 Amebic lung abscess

Amebic abscess of lung (and liver)
 006.5 Amebic brain abscess

Amebic abscess of brain (and liver) (and lung)
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 006.2 Amebic nondysenteric colitis
 006.3 Amebic liver abscess

Hepatic amebiasis
 006.4 Amebic lung abscess

Amebic abscess of lung (and liver)
 006.5 Amebic brain abscess

Amebic abscess of brain (and liver) (and lung)
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Offi cial Guidelines
  Use additional    Code fi rst  
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  Code fi rst    Omit code  

Coding tips and notes 
aid in better 

understanding 

ICD-9-CM coding resources—
your foundation for coding success

 006.8 Amebic infection of other sites

 c infections by free-living amebae 
(136.21– 136.29) 

 007 Other protozoal intestinal diseases

Infection by Balantidium coli

Infection by Giardia lamblia

Infection by Isospora belli and Isospora hominis
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It’s evident that there are many problems 
with health care today. Patients, physi-
cians, and administrative staff are frus-

trated with so many regulations, differences 
in what each payer wants, and never-ending 
changes—all of which equate to extremely 
high costs. Since coming to AAPC six years 
ago, I’ve been racking my brain for ways 
AAPC can offer some relief to members.

Offering Lower Cost  
Products and Services
The first way to help was easy: AAPC is pro-
viding products and services to the coding 
community at lower costs. Our code books, 
exams, membership, and continuing educa-
tion unit (CEU) offerings all come at low-
er prices than anyone else. This cost savings 
creates a trickle-down effect that, in our 
tiny little way, is helping to lower the cost of 
health care.

Branching Out to the  
Business Side of Health Care
To make upcoming health care changes 
more manageable, we are going beyond just 
helping coders to helping other parts of phy-
sician practices and ambulatory surgical 
centers (ASCs). We offer credentials in spe-
cialty coding, ASCs or hospital outpatient 
work CPC-H®, auditing, regulatory com-
pliance, and practice management. Billing 
will be next. This expansion enables AAPC 
to provide non-clinical staff in a practice or 
center certification evidence of the skills 
required of them, as well as education and 
training for all involved.

Taking Health Care  
Professionals Further
AAPC can provide everything an office or 
ASC needs to handle administrative, com-
pliance, and revenue cycle activities more 

efficiently. AAPC can help members enter 
and take advantage of a career path, begin-
ning with billing. You can move up to prac-
tice manager with training, skill develop-
ment, desire, and examination evidence. We 
have thousands of members who either are, 
or could be, working at a higher level than 
AAPC has traditionally credentialed.
Providing all this at very reasonable costs 
and teaching our members to make their 
practice or ASC as efficient as possible al-
lows clinicians to do what they do best. This 
efficiency enables physicians to make more 
money and, hopefully, share it with their 
skilled staff. Although this will not solve all 
health care cost challenges, it will ensure our 
members have a place to obtain information 
about the business side of medicine, and 
that they are the most skilled and most val-
ued employees in their organization.

Changing Content to  
Reflect Evolving Health Care
Soon you will see our web-based publica-
tions change to reflect this new capacity. 
We will retire EdgeBlast and replace it with 
weekly emails that focus on different top-
ics each week:

• Coding and billing
• Auditing and compliance
• Practice management
• ICD-10

These will be resources and tips to help 
you improve in your job. We will provide 
periodic news alerts with immediate in-
formation on important and time-sensitive 
changes. And by January 2013, Coding Edge 
will include more articles on auditing, com-
pliance, practice management, and billing. 
Rest assured, coding will remain our dom-
inating focus, at least until health care re-
form dictates otherwise. 

AAPC is 118,000 members strong and will 
drive the business side of health care into 
the future. 
Sincerely,

Reed Pew
AAPC Chairman and CEO

AAPC Leads Physician Practices 
to Greater Efficiency

Letter	from	the	Chairman	and	CEO
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It’s time again for local chapters to consid-
er current members as nominees for next 
year’s slate of officers. 

Where do these officer nominees come 
from, and how will they know what to do? 
Some are eager chapter members ready to 
step up and help out, while others are mem-
bers recommended by chapter officers. Too 
often, local chapter members are hesitant 
to step up, possibly due to not having the 
time to commit to serving the chapter or the 
fear of failing. Some members feel they lack 
“what it takes” (the skill or knowledge) to be 
a chapter officer. I assure you that unless you 
are very new to the field of health care, you 
have value as an officer. 
Here are the skill sets you need in each 
position:

• Education Officer: Organized, pays 
attention to details and schedules, 
and able to persuade others

• Member Development Officer: 
Love helping others and meeting 
new people, and making them feel 
comfortable

• Treasurer: Able to balance a check 
book, can maintain a budget, and is 
considered a “numbers” person

• Secretary: Learns visually, loves 
taking notes, and is detail orientated

• Vice President: Team player who 
is willing to step up whenever and 
wherever needed

• President: Passion for leadership, 
able to understand the needs of a 
diverse group, can delegate and 
mentor others to help them fulfill 
their potential 

Fire Up the Leadership  
in Your Local Chapter
If you want regional leadership training, 
don’t miss the Chicago, Ill. AAPC Region-
al Conference on Oct. 25-27. The confer-
ence opens with the General Session “Fire 
Up the Leadership in Your Local Chap-
ter,” which provides additional education, 
support, and networking for current local 
chapter officers, those interested in becom-
ing an officer, and anyone who wants to 
start a chapter in their community. It fea-
tures handbook clarification, group break-
outs for each officer role, chapter challeng-
es, and common questions the national Lo-
cal Chapter Department receives. The goal 
is to leave with hot new ideas that will light 
a fire in your chapter!
Remember: To keep local chapters strong 
and continue to offer quality education 
and continuing education units (CEUs), 
local chapter members must step up and 
volunteer. Our members make our chap-
ters successful; please help keep your chap-
ter strong!

Get the Ball Rolling
Officers can create interest and alleviate 
member concerns regarding each of these 
positions by describing their officer expe-
riences. Many officers say it is an incredibly 
rewarding experience. 
Current officers can create a smooth-
er transition by mentoring incoming of-
ficers. Mentoring could be a brief meet-
ing or a phone call from the current officer 
to welcome the new officer and share the 
“how to’s” of the office they will be assum-
ing. Many chapters pass electronic data or a 
notebook containing information to each 
office from year to year. This can give the 
new officers a better sense of how to conduct 

their meetings. It helps to answer questions 
the new officers will encounter instead of re-
inventing the wheel each year. Other chap-
ters have a lunch or dinner get-together with 
the outgoing and incoming officers and use 
it to network and plan. 

Evolution of Leadership
For current officers who still feel they have 
more to contribute, consider applying at the 
national level. AAPC offers a great opportu-
nity to ask questions of the AAPC Nation-
al Advisory Board (NAB) at the Chicago re-
gional conference during the “National Ad-
visory Board Officer Meet and Greet.” Stop 
by and introduce yourself, find out what it 
takes to become a leader on the national lev-
el, and learn more about the NAB’s role at 
AAPC. 

Hope to see you in Chicago!
Best Wishes,

Cynthia Stewart, CPC, CPC-H, CPMA, 
CPC-I, CCS-P
President, National Advisory Board

From Chapter to National 
Level, New Elections Are Here

Letter	from	Member	Leadership
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Quick Tips

By G.J. Verhovshek, MA, CPC

Fast Rules for Reporting Venipuncture
Routine collection of blood samples by venipuncture is reported to 
all payers using CPT® 36415 Collection of venous blood by venipunc-
ture. Per CPT® instruction, do not append modifier 63 Procedure per-
formed on infants less than 4 kg when performing routine venipunc-
ture, even for very young patients.
The Centers for Medicare & Medicaid Services (CMS) 2012 Na-
tional Physician Fee Schedule Relative Value File assigns 36415 an 
“X” status code, meaning the service is “not in the statutory defi-
nition of ‘physician services’ for fee schedule payment purposes.” 
Medicare will not reimburse for routine venipuncture. Some private 
payers also may not pay for the service (check with your individual 
payer for details). 
CPT® includes several other codes to describe venipuncture requir-
ing a physician’s skill. These codes differentiate patients by age and, 
for those patients younger than three years old, by the vein accessed:
36400 Venipuncture, younger than age 3 years, necessitating phy-

sician’s skill, not to be used for routine venipuncture; femo-
ral or jugular vein

36405 scalp vein

36406 other vein

36410 Venipuncture, age 3 years or older, necessitating physi-
cian’s skill (separate procedure), for diagnostic or therapeu-
tic purposes (not to be used for routine venipuncture)

Medicare will separately reimburse for 
these procedures (the rate is approximate-
ly $5 to $10, depending on the code). 
Report 36400-36410 only if documen-
tation supports medical necessity—in-
cluding any special circumstances—for 
the physician to perform the venipunc-
ture. Do not report 36400-36410 if a 
nurse or physician assistant (PA) admin-
isters the venipuncture, or if the physi-
cian draws blood simply because an assistant is not available to do so.
Note, also, that 36410 is a “separate procedure” and would not be 
separately billed if the venipuncture occurs as a part of a more exten-
sive service. In all cases, you may report venipuncture (whether rou-
tine or requiring a physician’s skill) only once per patient encounter, 
regardless of the number of specimens drawn.

G.J. Verhovshek, MA, CPC, is managing editor at AAPC.

Code for Qualitative vs. Quantitative Drug Testing
Codes related to drug testing in the 
Pathology and Laboratory chapter 
of the CPT® codebook are defined 
as either qualitative or quantitative. 
A qualitative test tells you if a partic-
ular substance (analyte) is present in 
the specimen. A quantitative test, 
by contrast, tells you how much (the 
quantity) of an analyte is present.
Quantitative testing often follows 
qualitative testing: After the pres-
ence of an analyte has been estab-

lished (which may involve a second, confirmatory test), the amount 
of the analyte present in the sample may be measured. For example, 
you could test for the presence of alcohol in the blood (qualitative), 
and then test for the actual blood alcohol level (quantitative).
CPT® lists the drugs/drug classes such as alcohols, amphetamines, 
barbiturates, methadones, and opiates that may be assayed under 
the Drug Testing subhead. The most common mechanism by which 
drug screens are performed is known as chromatography, which in-
volves passing a mixture that’s dissolved in a mobile phase through to 
a stationary phase. This process isolates different molecules by type, 
after which each type can be identified and measured. 
When chromatography is used to identify multiple drug classes si-
multaneously, the appropriate code to report is 80100 Drug screen, 
qualitative; multiple drug classes chromatographic method, each proce-

dure. Per CPT® instructions, you should count each combination of 
stationary and mobile phase as one procedure. “For example,” CPT® 
guidelines continue, “if the detection of three drugs by chromatog-
raphy requires one stationary phase with three mobile phases, use 
80100 three times [once for each of the mobile phases]. However, if 
multiple drugs can be detected using a single analysis (e.g., one sta-
tionary phase with one mobile phase), use 80100 only once.”
In a nutshell: When coding qualitative testing for multiple drug 
classes, search for documentation that tells you how many mobile 
phases were done, then report 80100 that number of times.
When any method other than chromatography is used to identify 
multiple drug classes, you should report 80104 Drug screen, qualita-
tive; multiple drug classes other than chromatographic method, each pro-
cedure. If qualitative methods other than chromatography are used 
to test for a single drug only, report 80101 Drug screen, qualitative; 
single drug class method (eg, immunoassay, enzyme assay), each drug 
class. Finally, per CPT®, report 80102 Drug confirmation, each proce-
dure “for each combination of mobile phase with stationary phase” 
necessary for confirmation. 
Codes for quantitative testing are more specific to the type of drug 
being measured. For example, quantitative testing for amphet-
amines is reported with 82145 Amphetamine or methamphetamine, 
while the same testing for phencyclidine is reported with 83992 
Phencyclidine (PCP). You can find a quick and easy reference guide 
for drug testing codes—both quantitative and qualitative—by drug 
type, in the Pathology and Laboratory chapter’s table of contents.
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Unsure of what direction to take in  
preparing for the CPMA® exam? 

Let NAMAS Help! 

Log onto www.NAMASinfo.com and take the 
 SELF ASSESSMENT TEST 

This test will suggest the training that is best suited for you based on your 
current auditing knowledge. Training suggestions may include: 
◊ You are ready! Take the exam       ◊ Self Study Guide only 

◊ AAPC Online Training Program       ◊  Live NAMAS Training Event 

NAMAS proudly offers CPMA® training as well as 
additional educational opportunities.  

Visit our website and check our calendar to see  
all of the exciting places NAMAS will be visiting! 

NAMAS wants to help coders and auditors  
“Enhance Your Career Through Education” 

 We want to help propel your auditing career to the next level! 
Attend a NAMAS Training session in 2012 and you will be registered for the: 

Auditor’s Career Kit 
 

This kit will include: 
◊ 2013 CPT®/ICD-9/HCPCS books     
◊ 2013 Coding Updates Book 
◊ NAMAS and AAPC paid memberships for 2013 
◊ Paid Admission to the NAMAS 5th Annual Auditing Conference 
◊ Paid Admission to the 2013 AAPC Annual Conference 
◊ A tablet for making you mobile and on-the-go 
 
EVERY educational session you attend increases your chance 

of winning this auditor's career kit! 

www.NAMASinfo.com      877-418-5564 
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Hot Topic

PQRS and EHR Incentives: 
Take Advantage of the Overlap
It isn’t double dipping, so cash in.

By G.J. Verhovshek, MA, CPC

The Physician Quality Reporting Sys-
tem (PQRS) is a voluntary program that 

pays eligible professionals (EPs) (includ-
ing Medicare physicians and select provid-
ers and therapists) who provide services to 
Medicare beneficiaries and report on ap-
proved quality measures. For 2012, the in-
centive equals 0.5 percent of the EP’s total 
estimated Medicare Physician Fee Schedule 
(MPFS) allowed charges for covered profes-
sional services furnished during the same re-
porting period.
One of the PQRS measures overlaps with 
“meaningful use” incentives for physicians 
to adopt an electronic health record (EHR). 
EPs may receive incentives from both pro-
grams simultaneously. If you’re already 
working toward meaningful EHR adop-
tion, you’re that much closer to collecting 
PQRS reimbursement, as well.

Meet PQRS and Meaningful Use  
Requirements with Certification
PQRS measure 124, “Health Information 
Technology (HIT): Adoption/Use of Elec-
tronic Health Records (EHR)” may be re-
ported when an EP has adopted and used a 
certified, PQRS-qualified, or other accept-
able EHR system. 

The terms “certified,” “PQRS-qualified,” 
and “other acceptable” require clarifica-
tion. They are not interchangeable, and 
only “certified” systems meet “meaning-
ful use” requirements as well as PQRS re-
quirements.
Per the 2012 Physician Quality Reporting 
System Measure Specifications Manual for 
Claims and Registry Reporting of Individu-
al Measures:

• A certified EHR has received 
certification from an authorized 
testing and certification body. For 
a list of certified EHR technology, 
visit the Certification Commission 
for Health Information Technology 
website (www.cchit.org/).

• A qualified EHR has been approved 
by PQRS. A list of qualified EHR 
vendors for 2011 PQRS is available 
on the Centers for Medicare & 
Medicaid Services (CMS) website 
(www.cms.gov/Medicare/Quality-Initiatives-

Patient-Assessment-Instruments/PQRS/

AlternativeReportingMechanisms.html).
• Other EHR systems that are not 

certified or qualified must be able to:

 à Manage a medication list
 à Manage a problem list
 à Manually enter or electronically 

receive, store, and display 
laboratory results as discrete 
searchable data elements

 à Meet basic privacy and security 
elements

Although any of the above will allow the EP 
to report measure 124 for PQRS, only qual-
ified systems will meet “meaningful use” re-
quirements. 

Numerator and  
Denominator Reporting
All PQRS measures have a numerator and 
denominator. The numerator describes the 
action required by the measure for report-
ing and performance; the denominator de-
scribes eligible patients for the measure. 
For measure 124, select the appropriate nu-
merator depending on whether the EHR 
system the EP used to record the service was 
“certified” (G8447) or not (G8448).
You many use any of the codes listed in the 
infobox as the denominator.

A Sound Investment
You have to report more than a single per-
formance measure to earn PQRS incentives. 
But, if you’re already working toward mean-
ingful use, you’re gaining momentum to 
participate in PQRS, as well. The financial 
incentives, and the possibility of improved 
patient care, can only help your practice. 
To learn more about getting started with 
PQRS, visit the CMS website: www.cms.gov/

Medicare/Quality-Initiatives-Patient-Assessment-

Instruments/PQRS/How_To_Get_Started.html. 

G.J. Verhovshek, MA, CPC, is managing editor at AAPC.

Making PQRS Measure 124 Add Up
There are only two possible numerators for PQRS measure 124: G8447 Patient encounter was 
documented using an EHR system that has been certified by an authorized testing and certifica-
tion body (ATCB) or G8448 Patient encounter was documented using a PQRI qualified EHR or 
other acceptable systems.

Eligible patients for measure 124 include those receiving a broad array of CPT® and HCPCS Level 
II codes, including:

90801, 90802, 90804, 90805, 90806, 90807, 90808, 90809, 92002, 92004, 92012, 92014, 
92506, 92507, 92526, 92541, 92542, 92543, 92544 92548, 92552, 92553, 92555, 92557, 
92561, 92562, 92563, 92564, 92565, 92567, 92568, 92570, 92571, 92572, 92575, 92576, 
92577, 92579, 92582, 92584, 92585, 92586, 92587, 92588, 92601, 92602, 92603, 92604, 
92610, 92611, 92612, 92620, 92621, 92625, 92626, 92627, 92640, 95920, 96150, 96151, 
96152, 97001, 97002, 97003, 97004, 97750, 97802, 97803, 97804, 98940, 98941, 98942, 
99201, 99202, 99203, 99204, 99205, 99212, 99213, 99214, 99215, D7140, D7210, G0101, 
G0108, G0109, G0270, G0271, G0402, G0438, G0439
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New Waived Tests Have Retroactive Effective Dates
The Centers for Medicare & Medicaid Services (CMS) recently notified contrac-
tors of 11 new tests approved by the U.S. Food and Drug Administration (FDA) as 
waived tests under Clinical Laboratory Improvement Amendments of 1988 (CLIA).
Effective Oct. 1, 2012 appropriately certified facilities may be reimbursed for the 
following 11 new waived tests:

CPT® Code Effective Date Description

G0434QW March 14, 2012 Wondfo Oxycodone Urine Test {Dip card format}

G0434QW March 14, 2012 Wondfo Oxycodone Urine Test {Cup format}

87880QW March 23, 2012 McKesson Strep A Test - Dipstick

87880QW March 23, 2012 McKesson Strep A Test - Twist

86318QW April 3, 2012 McKesson H. pylori Test (Whole Blood)

87804QW April 20, 2012
Sofia Analyzer and Influenza A+B FIA (for user with 
nasal swabs and nasopharyngeal swabs)

85610QW May 8, 2012
AlereINRatio®2 PT/INR Home Monitoring System 
{Prescription Home Use}

83986QW May 8, 2012 Dale Medical Products, Inc. RightLevel pH

83986QW May 8, 2012 Dale Medical Products, Inc. RightSpot pH

G0434QW May 22, 2012
Chemtron Biotech, Inc. Chemtrue Single/Multi-Panel 
Drug Screen Cassette Tests

G0434QW May 22, 2012
Chemtron Biotech, Inc. Chemtrue Single/Multi-Panel 
Drug

AAPCCA Hardship Scholarship for Members
Thanks to the many members who have generously do-
nated to AAPCCA’s Project AAPC fund, which goes to 
the American Red Cross or Feeding America. Did you 
know that AAPCCA also sponsors a hardship scholar-
ship fund for AAPC members who are having difficul-
ty maintaining their AAPC membership and certifica-
tion? If you’d like to donate, you may do so through your 
local chapter or you can make a check payable to AAPC-
CA Hardship Scholarship and send it to:
AAPCCA Hardship Scholarship
2480 South 3850 West Suite B
Attention: Local Chapter Department
Salt Lake City, UT 84120

Note the effective date for each test. Contractors will 
not search their files to retroactively pay claims, but fa-
cilities may bring such claims to the attention of their 
contractor.
See CMS transmittal 2496 (www.cms.gov/Regula tions-

and-Guidance/Guidance/Transmittals/Downloads/R2496CP.

pdf) for the complete list of waived tests.
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Rise to the Challenge of Finding Officers
Get members excited about running for a local chapter office.

By Angela Jordan, CPC

September means 
back to school, va-
cations are over, 
and summer is 
coming to an end. 
It also means local 

chapter officer elections are right around 
the corner. Hopefully, you have a slate of 
volunteers eager to take your chapter into 
2013. If you don’t, you’re not alone. Finding 
members willing to be officers can be quite 
a challenge for some chapters. Prior to year-
ly elections, the AAPC Local Chapter De-
partment fields dozens of calls from officers 
concerned their chapter may close due to 
lack of members willing to volunteer.

Start Recruiting Now
If your chapter is in this predicament, here 
are some last-minute things you can do to 
elicit excitement about the upcoming year: 

• Take time at your next meeting for 
officers to describe their positions and 
what they find most exciting about 
their duties.

• Plan a special social event and invite 
members who are interested in 
becoming an officer or who simply 
want to learn more. Plan a potluck 
at an officer’s home, meet at a local 
coffee house, have a cookout at a local 
park, or simply bring special snacks 
and stay after a local chapter meeting.

• Approach Certified Professional 
Coder-Apprentices (CPC-As®) who 
have recently joined your chapter. 
They are an untapped resource and 
are often eager to show their skills. 

• Nominate new, non-credentialed 
chapter members for secretary, 
treasurer, and member development 
officer positions. This will get 
new members more involved and 
help them gain new contacts for 
networking as they prepare to take 
the certification exam.

• Have each current officer approach a 
member whom he or she feels would 
be a good candidate for his or her 
position. The current officer can 
encourage the member to accept the 
nomination and offer to mentor the 
candidate through the transition, if 
elected.

• Run a reconnaissance mission to find 
members who have served in other 
officer positions or leadership roles, 
in other organizations such as  parent-
teacher association (PTA), youth 
sports philanthropic groups, church, 
or local communities.

• Remind members of the great 
benefits the chapter provides. The 
chapter is only able to provide 
education and networking because 
members have stepped up to “pay it 
forward.” Without members willing 
to volunteer, chapters close and 
opportunities are lost.

Don’t Overlook an Opportunity
We’ve focused on what officers can do to 
find new officers, but now let’s focus on 
those of you who have never considered be-
ing an officer. You may be afraid to get up 
and speak, feel you don’t have the time, or 
think you don’t have the skills to hold an of-
fice, but consider this: It’s no different than 
when you made the decision to become cer-
tified. You can accomplish whatever you set 
your mind to do.
Here’s what you should know about being 
an officer:

• It can be one of the most enjoyable 
and rewarding things you’ll ever do. 

• Not every officer role requires you to 
speak in front of the membership.

• Some skills you use when performing 
job duties are the same skills you need 
to be an officer: communicating 
effectively with your peers, 

prioritizing tasks when planning 
your day or work week, and providing 
guidance and education to others on 
coding issues.

• You have a great support system to 
help you. Not only do you have past 
chapter officers, but you have the 
AAPC Local Chapter Department 
and your AAPC Chapter Association 
(AAPCCA) Regional Board 
members to assist you at any time.

• There are many resources available on 
AAPC’s website, including the Local 
Chapter Handbook (http://static.aapc.

com/ppdf/LC_Handbook4.pdf, chapter 
5, “Responsibilities of Local Chapter 
Officers”) and tools and forms found 
on the Officer page. 

• One of the perks of being an officer is 
getting a portion of your national or 
regional conference registration cost 
waived.

• As an officer, you have the 
opportunity to meet and acquire 
new contacts you would not make 
otherwise.

• The best part is that you have the 
opportunity to make a difference. 
You can bring new ideas and a fresh 
perspective to your chapter. 

I encourage you to consider running for one 
of the local chapter offices: president, vice 
president, secretary, treasurer, education, 
or member development. Think of it as the 
next step in your professional development, 
and a way to give back to your peers. 

AAPCCA Chair Angela Jordan, CPC, is manag-
er of coding and compliance at EvolveMD by 
WHN with more than 20 years experience in 
health care. Her primary focus is electronic 
health record training, provider education, and 

documentation audits. Angela received her CPC® in 2000, and 
is consistently active in her local chapter. She was honored by 
her peers as “Coder of the Year,” “Educator of the Year,” and 
“Networker of the Year” by the Kansas City chapter.
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AAPCCA Handbook Corner

Elections and Ballots Done by the Book

By Susan Edwards, CPC, CEDC

Chapter elections offer members the oppor-
tunity to serve, and they encourage partici-
pation in local chapters. Participation in local 
chapter elections is vital to the success of each 
chapter, because without members volunteer-
ing time and leadership, local chapters would 
cease to function.
Here is a quick review of Local Chapter Hand-
book guidelines for ballots and voting (found 

in chapter 6, page 23):
• The vice president is responsible for conducting nominations 

and the election process.
• A call for nominations should be made by the vice president no 

later than September.
• A notice of at least 30 days must be given to all chapter members 

announcing the election date.
• Elections must be finalized by Oct. 31.
• Voting must be conducted with a private ballot. Chapters should 

not use show-of-hands, verbal voting, etc., when electing chapter 
officers.

• Absentee ballots may be available for members who cannot 
attend the election. 

• The decision to allow absentee ballots is made by each chapter.
• Ballots must include a “yes” or “no” vote for members who run 

unopposed.
• Members can only vote in the chapter to which they are assigned, 

per the local chapter’s membership list. 
• Chapters should allow no more than seven days for casting 

ballots. 
• Ballots should be submitted to and kept by the vice president 

during the voting period.
• If the vice president is on the ballot, another member of the 

elections committee (or another officer) will hold the ballots.
Acceptable notifications of elections for your chapter include a post on 
your chapter’s AAPC forum, an article in your chapter’s newsletter, an-
nouncements at chapter meetings, and an email to all members on your 
chapter’s roster. 
Chapter officers can find examples of ballots, vote tally sheets, and call 
for nominations under “Best Practices” in the Officer Resources section 
of www.aapc.com. Make 2013 the year you become an officer!
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Coder’s Voice

Coding Isn’t a Med School Requirement, 
but It Should Be
My day in medical school was an opportunity to educate future doctors.

By Barbara Fontaine, CPC

I’ve worked with physicians for almost 
30 years. Looking back, I remember 
thinking each time we added a new pro-
vider, “I wish I could have taught you 
what you need to know about coding 
while you were learning to be a doctor.” 
If medical students took a coding class 

while they were learning and practicing medical procedures, per-
haps they would be able to see the vital connection between caring 
for their patients and coding for their services. 

Living the Dream
Recently, I had the chance to live out my fantasy of teaching medi-
cal students about coding. I was invited to speak to students at the 
Saint Louis University School of Medicine. Approximately 35 stu-
dents made up the audience, forming a new focus group of potential 
physicians who are interested in learning the financial side of their 
profession.

Doctors Wear Many Hats
I informed the students that they would be many things over their 
lifetime: a student, a resident, a doctor, a healer, a partner, a business 
person, and—most of all—a target. I opened their eyes when I ex-
plained that in the course of their career they would be reviewed, au-
dited, and compared to peers by their patients, insurance carriers, 
and the government. The fact that the government has so many dif-
ferent agencies to monitor physicians really surprised the students. 
After explaining what the Centers for Medicare & Medicaid Services 
(CMS), recovery audit contractors (RACs), comprehensive error rate 
testing contractors (CERTs), and zone program integrity contractors 
(ZPICs) are, and how each department has a different focus, I told 
them that possibly the hardest lesson they’ll learn is what it takes to 
expertly document their services, and explained why it’s so impor-
tant they make the effort. 

Enter CPT®, ICD-9-CM, and HCPCS
My first task was to introduce them to the tools of our trade: CPT®, 
ICD-9-CM, and HCPCS Level II codebooks. I held up each of the 
books and asked if anyone was familiar with the publications. Only 
one hand was raised, and I wasn’t surprised that this student’s dad 
was a physician. I told the other students that CPT®, ICD-9-CM, 
and HCPCS Level II books would become as important to them as 
their textbooks are today, and that they contained everything neces-
sary to report any service performed for their patients.

Meet Your Diagnosis Codes
I explained that ICD-9 is an older set of codes, having been estab-
lished originally in 1893. When the International Classification of 
Diseases (ICD) originally came about, it was meant as a reporting 
tool for the World Health Organization (WHO) to track the spread 
of epidemics and other diseases, but in the United States, insurance 
carriers had adopted ICD for assigning medical necessity to proce-
dures. Over time, the U.S. insurance industry completely changed 
the original intent of the book. 
I told them that ICD-9 was adopted in this country for use on claim 
forms in 1979 and was mandated by the Health Insurance Portabil-
ity and Accountability Act (HIPAA) in 2003. I also told them that 
the medical world is currently preparing for the biggest change in the 
history of health care as we gear up for ICD-10. By the time the stu-
dents graduate, ICD-10 will be in full swing, and there will be near-
ly five times the number of diagnoses codes from which to choose. 
The students now know that tied correctly to the procedure codes in 
Current Procedure Terminology (CPT®), diagnosis codes establish 
medical necessity for every procedure billed. I explained that cor-
rect coding accompanied by good documentation establishes med-
ical necessity for what they do, and it will keep them safe in a world 
swarming with audits.

Meet Your Procedure Codes
Next, I discussed how CPT® was established in 1966 by the Ameri-
can Medical Association (AMA). The AMA owns the copyright on 
these codes, and updates them quarterly. Providing a standard set of 
codes, CPT® makes it possible to report and bill services in a com-
mon language. In other words, learning medical coding and billing 
is like learning a foreign language — a language in which all doctors 
should be proficient. We also talked about the Resource Based Rel-
ative Value Scale (RBRVS), which was developed to assign a mon-
etary value to each CPT® code. I shared with them why it is impor-
tant for providers of medical services to know how properly assigned 
codes will affect their income. 
We concentrated on the CPT® section containing the evaluation 
and management (E/M) codes because these are the most frequent-
ly used codes. We talked about:

• How it takes history, examination, and medical decision-
making (MDM) to successfully document a patient visit;

• The subtle differences between a new patient visit, a 
consultation, and an established patient visit; and how to 
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carefully document to obtain the correct reimbursement;
• How leaving out just one small fact or mistakenly reporting 

the location of a service can often change the level of a service 
drastically, and alter the reimbursement of a code; and 

• How these errors can cost a practice proper reimbursement or 
overcharges to the patient and the carrier.

The students seemed surprised that small documentation oversights 
can affect the bottom line of a practice. 

Meet Your Supplies and Other Services Codes
Lastly, I explained that HCPCs Level II codes are used to report du-
rable medical goods, drugs and biologics, supplies, orthotics, ambu-
lance charges, and other medical services not defined in CPT®. Al-
though HCPCS Level II codes are not used as often as CPT® in most 
practices, the codebook that contains them is still a necessary part of 
a good set of coding books.

More to Coding than the Medical Book Trilogy
I told the students that there are other sources billers and coders 
use to help establish a successful practice. Following close behind is 

the need for a good medical dictionary, anatomy books, terminol-
ogy guides, and a great network of peers through listserves, work-
shops, and conferences, all of which will keep their valuable coders 
up-to-date with coding guidance, and keep them safe in a chang-
ing industry.

Mission Accomplished
Although it may never become a requirement of medical school cur-
riculum, I hope these students will remember what they learned in 
my class, and it will help them in their careers.
I encourage other coders to look around for opportunities to make 
an impact on the lives of medical students. Look to nearby medi-
cal schools and consider how you might enlighten our future doc-
tors with this essential information. Share what you know. Make a 
difference. 

Barbara Fontaine, CPC, serves on the AAPCCA Board of Directors and is busi-
ness office supervisor at Mid County Orthopaedic Surgery and Sports Medicine, a 
part of Signature Health Services. She served on several committees before be-
coming a local chapter officer. In 2008, she earned the St. Louis West, Mo. local 
chapter and AAPC’s Coder of the Year awards.

I explained that correct coding accompanied by good documentation 
establishes medical necessity for what they do, and it will keep them 

safe in a world swarming with audits.

A&P Quiz

Think You Know A&P? Let’s See …
By Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC

Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC, is vice president of 
ICD-10 Training and Education at AAPC.

A 36-year-old female is brought by her spouse to the emer-
gency department (ED) because she has been behaving 
strangely for several days. A known user of methamphet-
amine, she has not eaten or slept in 48 hours. She threat-
ened to shoot one of her spouse’s friends because she 
believes this friend is plotting against her. On examination, 
she is extremely agitated, appears to be underweight, and is 
unable to give a coherent history. She has to be restrained 
to prevent her from walking out of the ED and into traffic on 
the street. Her blood pressure is 160/100 mm Hg, heart rate 
is 100, temperature is 39°C, and respirations is 30/min. Her 
arms show evidence of numerous intravenous injections. The 
remainder of her examination is unremarkable. After evalu-
ation, she is given parenterally a sedative, fluids, a diuretic, 
and ammonium chloride. 

Test yourself to find out where your A&P skills rank:

What is the purpose of the ammonium chloride?
A. To determine the quantity of the drug taken

B. To determine the substance taken

C. To help promote diuresis to eliminate more rapidly the drug taken

D. To relieve the agitation

Correction
The A&P Quiz in August 2012’s Coding Edge (pages 45 and 49) gave the 
wrong answer to the question, “What does the acronym DIP stand for?” 
The acronym DIP stands for distal interphalangeal joint (answer B), not 
distal intra-articular joint (answer D).

Answer is in this issue.
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Choose Which to Use:  
Modifiers 58, 78, or 79?
If this confusing trio has you stumped, read on.

Modifiers are critical to telling the story of 
your claim. Just as words with similar def-
initions convey distinct meanings (“plan” 
versus “scheme,” for instance), so do modi-
fiers with similar descriptors. We’ll discuss 
three such modifiers that require precise ap-
plication: 58, 78, and 79.

Modifier 58
Modifier 58 Staged or related procedure or 
service by the same physician during the post-
operative period may be necessary to indicate 
the performance of a procedure during the 
postoperative period was: 

• Planned prospectively at the time of 
the original procedure, or “staged;” 

• “More extensive” than (that is, goes 
beyond) the original procedure; or 

• Therapy following a diagnostic 
surgical procedure.

A new global period begins 
with each subsequent pro-
cedure, and usually there 
is no reduction in reim-

bursement. Modifier 58 
may be used during the glob-

al surgical period for the original 
procedure only. It may not be used for 

staged procedures when the code descrip-
tion indicates “one or more visits” or “one or 
more sessions.” 
Note that Medicare requires a return to 
the operating room (OR) to apply modifi-
er 58, “unless the patient’s condition was so 
critical there would be insufficient time for 
transport.” The Medicare Claims Process-
ing Manual, chapter 12, section 40.1 B, de-
fines an operating room “as a place of ser-
vice specifically equipped and staffed for 
the sole purpose of performing procedures. 
This term includes a cardiac catheterization 
suite, a laser suite and an endoscopy suite.” 
For example, a patient presents to the OR 

on May 1 for a cheek-to-nose skin flap. The 
operating surgeon performs the formation 
of a pedicle flap. The flap is formed and at-
tached to the nose, maintaining the blood 
supply from the cheek. On June 1, the flap is 
divided and is permanently inset at the nose. 
Appropriate coding is:

May 1: 15576 Formation of direct or 
tubed pedicle, with or without transfer; 
eyelids, nose, ears, lips, or intraoral (90 
global days).
June 1: 15630-58 Delay of flap or sec-
tioning of flap (division and inset); at eye-
lids, nose, ears, or lips. Modifier 58 indi-
cates that the procedure was planned 
prospectively. (Source: CPT® Assistant 
March 2010, volume 20, issue 3).

A new global period begins, and most pay-
ers will reimburse the second surgery based 
on 100 percent of the fee schedule.
A second example describes a procedure 
that is more extensive than the original pro-
cedure: On May 1, the patient presents to 
the OR for the removal of a right breast le-
sion. On May 3, the pathology report re-
turns and indicates the lesion is malignant. 
On May 9, within the global period of the 
initial surgery, the patient is returned to the 
OR for a modified radical breast mastecto-
my by the same surgeon. 
Appropriate coding is:

May 1: 19120-RT Excision of cyst, fi-
broadenoma, or other benign or malig-
nant tumor, aberrant breast tissue, duct 
lesion, nipple or areolar lesion (except 
19300), open, male or female, 1 or more 
lesions (90 global days). Modifier RT 
Right side indicates location. The di-
agnosis is 239.3 Neoplasms of unspeci-
fied nature; breast.
May 9: 19307-58-RT Mastectomy, 
modified radical, including axillary 

By Nancy Clark, CPC, CPC-I

Takeaways:

• Modifier 58 may be necessary to indicate 
the performance of a procedure during 
the postoperative period.

• In contrast to Modifier 58 (which involves 
a planned return to the OR), you should 
append modifier 78 when treatment for 
complications requires a return to the 
operating or procedure room.

• Append modifier 79 to surgery codes 
to indicate that an unrelated procedure 
was performed by the same physician 
or a physician of the same specialty 
in the same surgical group during the 
postoperative period of the previous 
procedure.
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lymph nodes, with or without pectora-
lis minor muscle, but excluding pecto-
ralis major muscle with 174.1 Malig-
nant neoplasm of female breast; cen-
tral portion.

The diagnoses are different for each proce-
dure. The subsequent diagnosis discovery 
on May 3 resulted in the need for a more ex-
tensive procedure.

Modifier 78
In contrast to Modifier 58 (which involves 
a planned return to the OR), you should ap-
pend modifier 78 Unplanned return to the 
operating/procedure room by the same physi-
cian or other qualified health care profession-
al following initial procedure for a related pro-
cedure during the postoperative period when 
treatment for complications requires a re-
turn to the operating or procedure room. In 
other words, the subsequent procedure rep-
resents an unintended outcome of the pre-
vious surgery. Examples include a post-sur-
gical infection, debridement that requires 
a return to the OR, and hemorrhage after 
surgery.
Modifier 78 does not reset global days from 
the previous surgery, so the procedure usu-
ally is not reimbursed at 100 percent of the 
allowed amount (depending on the carrier’s 
guidelines). Some carriers reimburse only 
the intra-operative portion of the fee sched-
uled payment (usually 70-90 percent of the 
total). When applying modifier 78, the di-
agnosis is usually different for each proce-
dure. 
For example, on May 1 the patient under-
goes a partial colectomy (90-day global pe-
riod). On May 8, the patient is returned to 
the OR for treatment of partial dehiscence 
of the incision with secondary suturing of 
the abdominal wall. 
Appropriate coding is:

May 1: 44140 Colectomy, partial; with 
anastomosis with 153.3 Malignant neo-
plasm of colon; sigmoid colon.
May 14: 49900-78 Suture, secondary, 
of abdominal wall for evisceration or de-
hiscence with 998.32 Other complica-
tions of procedures, not elsewhere clas-
sified; disruption of external operation 
(surgical) wound. 

Note the use of different diagnoses.

Modifier 79
Append modifier 79 Unrelated procedure or 
service by the same physician during the post-
operative period to surgery codes to indicate 
that an unrelated procedure was performed 
by the same physician or a physician of the 
same specialty in the same surgical group 
during the postoperative period of the pre-
vious procedure.
The new procedure is usually linked to a 
different diagnosis. A new global period 
begins, and the new procedure should be 
reimbursed at 100 percent of the allowed 
amount, as determined by the carrier. Mod-
ifier 79 may override payer edits that would 
include this procedure as part of the previ-
ous surgery. 
For example, on May 1 at 9:00 a.m., a pa-
tient presents to the OR for treatment of a 
closed fracture of the right ulna. Later that 
day, at 1:00 p.m., the patient presents to the 
emergency department (ED) with an un-

controllable nosebleed. The patient is re-
turned to the OR, where the same physician 
repairs the posterior arterial hemorrhage 
with cautery. 
Appropriate coding is:

9:00 a.m.: 25535-RT Closed treat-
ment of ulnar shaft fracture; with ma-
nipulation with 813.22 Fracture of ra-
dius and ulna; shaft, closed; ulna (alone)
1:00 p.m.: 30905-79 Control nasal 
hemorrhage, posterior, with posterior 
nasal packs and/or cautery, any method; 
initial with 784.7 Symptoms involving 
head and neck; epistaxis

In this instance, the diagnosis codes are dif-
ferent. You may also append modifier 79 to 
a subsequent surgery using the same diag-
nosis code.
For example, on May 1 the patient presents 
to the OR for a cataract removal on her right 
eye (90-day global). One month later (June 
1), the patient presents to the OR for cata-
ract removal on her left eye. The same sur-
geon performs both procedures. 
Appropriate coding is:

May 1: 66984-RT Extracapsular cat-
aract removal with insertion of intraoc-
ular lens prosthesis (1 stage procedure), 
manual or mechanical technique (eg, ir-
rigation and aspiration or phacoemulsi-
fication) with 366.16 Cataract; nucle-
ar sclerosis (nuclear cataract)

Modifiers 58, 78, 79 – How to Choose Which to Use
Use When

Modifier 58
You are performing a “more extensive” procedure or performing procedures in 
stages, in a postoperative period.

Modifier 78
The patient needs additional surgery due to complications of the original 
surgery and is returned to the OR.

Modifier 79
The patient has an unrelated surgery during the postoperative period of the 
original surgery.
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orJune 1: 66984-79-LT Left side with 
366.16 

Note the use of modifiers RT to indicate the 
right eye in the initial procedure, and LT to 
indicate the left eye in the subsequent pro-
cedure. The “paying” modifier, or the mod-
ifier that may affect payment (in this case, 
modifier 79), is listed before the HCPCS 
anatomical, or “informational” modifier. 

Nancy Clark, CPC, CPC-I, is a member of the 
2011-2013 AAPC National Advisory Board. She 
is director of the Healthcare Business Re-
source Center in New Jersey. She is also an 
AAPC certified instructor and is a health care 
consultant. Ms. Clark participates in the Novi-

tas Medicare Provider Outreach and Education Advisory Group. 

Modifier Trilogies: 
The Saga Continues
For information on another confusing modi-
fier trilogy (24, 25, and 57), see “Identify 
the Correct Global Period E/M Modifier” in 
last month’s Coding Edge, page 34.

To discuss this  
article or topic,  
go to www.aapc.com

Note that Medicare requires a return to the operating room (OR) to 
apply modifier 58, “unless the patient’s condition was so critical 
there would be insufficient time for transport.”

How long has it been since your last A&P course? AAPC’s online ICD-10 Anatomy and 
Pathophysiology training covers body areas and systems for common conditions in 14 different 
modules. This self-paced curriculum blends online multimedia presentations with downloadable 
manuals and evaluation quizzes to ensure comprehension. It offers the information and CEUs 
you need at an affordable price.

•	 Fully	prepares	for	increased	clinical	requirements	of	ICD-10

•	 Teaches	how	to	identify	the	appropriate	diagnosis	or	condition

•	 Covers	key	areas	of	challenge	posed	in	ICD-10

•	 Select	individual	modules	or	the	entire	series

www.aapc.com/icd-10anatpath

14 CEUs  |  $149.95  |  14 Modules

Anatomy & Pathophysiology

Online Training for ICD-10

Now with Anatomical Resources Included 



2012 Best Practices for ICD-10-CM 
Documentation and Compliance

Understanding the new documentation requirements for ICD-10-CM is vital 
to a successful transition to ICD-10.  ICD-10-CM requires more detailed 
documentation for assignment of the most specific diagnosis code(s). 

The 2012 Best Practices for ICD-10-CM Documentation and Compliance 
addresses the documentation analysis phase of ICD-10-CM coding and 
provides all the tools required for an effective documentation analysis and 
a corrective action plan including:

•	 Comprehensive review of each ICD-9-CM chapter and the corresponding 
ICD-10-CM chapter or chapters with identification of diagnoses/conditions 
requiring additional documentation and discussion of the relevant coding 
guidelines and coding notes 

•	 An ICD-9-CM to ICD-10-CM comparison of code categories and  
subcategories requiring more specific documentation 

•	 A table with ICD-9-CM codes and the applicable ICD-10-CM codes for the 
same condition 

•	 Checklists to identify the new documentation elements for categories,  
subcategories and/or codes in ICD-10-CM 

•	 Scenarios showing required documentation in ICD-9-CM and ICD-10-CM 
with the additional documentation elements in ICD-10-CM highlighted 

•	 Codes (ICD-9-CM and ICD-10-CM) and explanations including applicable 
guidelines for each scenario 

•	 End of chapter quizzes including coding practice of conditions discussed in 
the chapter 

•	 Specialty-specific checklists for documentation review of current records 
to help identify documentation deficiencies

•	 And more! 

Regular Price: $159.95    Your Price: $127.96 

Order your copy at www.codingbooks.com/documentation.  
Be sure to enter promo code AAPCDOC to receive your discount.

20296 4 Choke Cherry Road, 2nd Floor | Rockville, MD 20850 | www.codingbooks.com | Tel: 1-800-334-5724
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NPP Visits Can Affect  
“New vs. Established” Status 

You never stop learning; and, it pays to network.

By G.J. Verhovshek, MA, CPC

A letter to the editor in the July 2012 Cod-
ing Edge, (“New vs. Established Patient 
Rule Applies to Physicians Only,” page 

10) asked how the “new vs. established patient” 
rule applies to visits by nurse practitioners (NP). 
In response, Coding Edge editors—specifically, 
this editor—responded that an NP technical-
ly would not count as a physician under the new 
vs. established patient rule. And, if an NP with-
in the practice had provided face-to-face servic-
es within the previous three years, but no phy-
sician had done so, the patient would be “new” 
to the group. 
As it turns out, my advice was wrong.
In fact, if an NP or other non-physician prac-
tioner (NPP) within a practice provides a face-
to-face service for a patient within a three-year 
period, the patient would be established with 
the practice, regardless of whether a physician 
had also seen the patient during the same time. 
While endeavoring to correct my mistake, I was 
reminded of two very important lessons: 1) A coder can never stop 
learning; and 2) As coders, our greatest resource is one another.

School Is in Session
Shortly after the July issue was mailed, Jules Enatsky, RT, BSN, 
CPC-H, sent me an email challenging the advice I had given. “NPs 
in many rural areas are the primary provider for patients,” he wrote. 
“If NPs don’t follow the [“new vs. established patient”] rule as it per-
tains to physicians, what rules would you expect them to follow?”
Mr. Enatsky had a point. I wrote him back, promising I’d look into 
the matter. 
I’ve been a coding educator for nearly a dozen years. I’ve read every 
word of every year’s CPT® and ICD-9-CM manual since 1999. I’ve 
poured over thousands upon thousands of the Centers for Medicare 
& Medicaid Services’ (CMS’) guidelines, again and again, in pur-
suit of arcane coding knowledge. I can quote chapter and verse from 
the Medicare Claims Processing Manual. Yet, all that education and 
all that time invested has made me realize: You can never know it 

all. There’s just so much to know. So many 
guidelines leave room for interpretation, or 
vary by payer. And always, what you need 
to know is changing, evolving, and ex-
panding. Even after all these years, I’m still 
just scratching the surface. 
I had researched the question of how an NP 
visit affects a patient’s “new vs. established” 
status carefully. At least, I thought I had. 
Clearly, there was more to know. Luckily, 
I had yet to tap into my single greatest re-
source: my fellow coders.

The Power of Your Peers
No individual can know it all, but if you are 
willing to ask for help and share advice of 
your own, there’s very little you can’t learn 
when you go to your coding peers for help. 
We all benefit by sharing our collective 
knowledge and experience.
I have the advantage of working alongside 

AAPC National Advisory Board President Cynthia Stewart, CPC, 
CPC-H, CPMA, CPC-I, CCS-P; AAPC Director of Curriculum 
Katherine Abel, CPC, CPMA, CPC-I, CMRS; and AAPC Direc-
tor of Education Raemarie Jimenez, CPC, CPMA, CPC-I, CAN-
PC, CRHC. I turned to them for help with Mr. Enatsky’s question: 
Are NPs really “exempt” from the new vs. established patient rules as 
they apply to physicians?
Ms. Abel answered my email first, summing up her answer by cit-
ing Medicare’s definition of a new patient, taken from the Medicare 
Carriers Manual: 
“Interpret the phrase ‘new patient’ to mean a patient who has not re-
ceived any professional services, i.e., E/M service or other face-to-
face service (e.g., surgical procedure) from the physician or physi-
cian group practice (same physician specialty) within the previous 
3 years.” 
“In my opinion,” she continued, “an NPP would be part of the ‘phy-
sician group practice’ and would fall under the same guidelines.”
Ms. Jimenez quickly concurred, answering: “With the ongoing 
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No individual can know it all, but if you are willing to ask for 
help and share advice of your own, there’s very little you 

can’t learn by turning to your coding peers for help.    

changes in CPT® to include the verbiage from physician to include 
‘other qualified health care professionals,’ it is safe to say that an NP 
would fall under the ‘physician group practice.’”
Ms. Stewart made the vote unanimous, reasoning, “When payers 
adjudicate claims, they look at the tax ID and taxonomy code (per 
credentialing) of the provider to determine if the patient is new or 
established … the patient seen previously by the NP would be es-
tablished.”
I verified the sources and, thanks to the keen eyes and advice of my 
peers, I was able to identify the problem and find the information I 
needed to correct my original advice. 

Lesson Learned
The next time you run into a tough coding case, remember that cod-
ers are curious and always looking to learn something new; nothing 
could be more suited to the job they face. Coders are also generous 
with their knowledge and experience, and take as much delight in 
teaching others as in learning. 

G.J. Verhovshek, MA, CPC, is managing editor at AAPC.
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Billing Fractures in the ED  
Depends on the Care Given
Location, whether it’s restorative or definitive care,  
and modifier use determine coding.

There is a common misconception that 
you cannot bill for fracture care in 
the emergency department (ED). The 

truth is that emergency physicians provide 
fracture care on a regular basis. To deter-
mine if fracture care can be billed in the ED, 
you must decide if the emergency physician 
is providing restorative care (manipulation) 
or definitive care (e.g., a splint or the same 
care an orthopedist would provide). 

Restorative Care
Some of the most common fractures pre-
sented in the ED requiring manipulation 
are: 

• Finger fractures 
• Toe fractures
• Metacarpal fractures
• Distal fibular fractures
• Bimalleolar and trimalleolar ankle 

fractures
• Distal radius fractures

It is important for physicians to provide a 
procedure note to ensure the coders can bill 
appropriately for the procedure performed.
For example, a patient presents to the ED 
with wrist pain. An X-ray is performed, re-
vealing a distal radius fracture. The physi-
cian reduces the fracture by using manip-
ulation (restorative care). In this situation, 
you would report the code for closed treat-
ment of a distal radius fracture with manip-
ulation (CPT® 25605 Closed treatment of 
distal radial fracture (eg, Colles or Smith type) 
or epiphyseal separation, includes closed treat-
ment of fracture of ulnar styloid, when per-
formed; with manipulation).

Definitive Care
The most common fractures for which an 
emergency physician performs definitive 
care in the ED are:

• Finger fractures
• Toe fractures
• Clavicle fractures
• Rib fractures

One of the most common fracture codes not 
being billed in the ED is 21800 Closed treat-

ment of rib fracture, uncomplicated, each. 
When a patient has a rib fracture, the physi-
cian almost always provides definitive care. 
The emergency physician treats the patient’s 
pain; reviews all medical documentation; 
explains the expected progression of symp-
toms, healing process, and potential for 
complications; and orders a spirometer to 
prevent secondary pneumonia. The patient 
is then discharged home with a prescription 
for pain management.
In the above example, the emergency phy-
sician did not perform any type of manipu-
lation, but did provide the same treatment a 
“specialist” would have. This qualifies as de-
finitive care. You would report CPT® 21800 
for each rib that is fractured. 
When billing for definitive care, the normal 
time requested for follow-up is five to seven 
days. If the patient needs to be seen by a spe-
cialist in less than one week, the ED phy-
sician most likely provided palliative care 
only, and not definitive care. 

E/M Documentation,  
Modifier Use
When a patient is seen for a fracture, a very 
detailed exam is commonly required. The 
physician must check for the extent of the 
injury, neurovascular status, and other in-

By Jeannie Dean, CPC, CPC-H, CPMA

Takeaways

• When billing fracture care in the ED, 
determine whether the care is restorative 
or definitive.

• The type of fracture may determine the 
type of care.

• Fracture care in the ED must be well 
documented and modifier use precise.
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One of the most common fracture codes 

not being billed in the ED is 21800 …

juries. Because of this, the physician should 
make sure to document thoroughly. Frac-
ture treatment evaluation and manage-
ment (E/M) levels typically start at a lev-
el IV (99284 Emergency department visit for 
the evaluation and management of a patient, 
which requires these 3 key components: A de-
tailed history; A detailed examination; and 
Medical decision making of moderate com-
plexity …). Because fracture care is consid-
ered a major procedure code (having a 90-
day global period), you must append modi-

fier 57 Decision for surgery to the appropriate 
E/M procedure code reported at the same 
time as fracture care. 
Remember, also: When the emergency phy-
sician provides fracture care and the patient 
requires follow-up by the specialist, append 
modifier 54 Surgical care only to the CPT® 
code being billed. This modifier shows the 
preoperative and operative care only were 
provided in the ED, and the postoperative 
care will be handled elsewhere. When using 

modifier 54, the ED physician will typical-
ly receive 70 percent of the revenue associat-
ed with the fracture care service. 

Jeannie Dean, CPC, CPC-H, CPMA, is direc-
tor of client services, coding manager at Medi-
cal Reimbursement, Inc. (MRI) in Cincinnati, 
Ohio. She directs MRI’s coding department, 
compliance, and physician education. Ms. Dean 
has over 20 years experience in health informa-

tion management (HIM) including consulting, teaching, techni-
cal, and management. She provides coding, compliance, physi-
cian documentation, and revenue cycle management services 
to specialty physician practice management organizations and 
private practices. Ms. Dean speaks for MRI and other organiza-
tions and can be reached by email at jdeanmri@bizcinci.rr.com.
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Cover: Roadmap to ICD-10-CM

By Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC

Understand Mental and Behavioral 
Disorders for ICD-10-CM Coding
Knowing their characteristics and codes is essential for reporting 
these disorders in ICD-10-CM. 

Coding for mental and behavioral disorders in ICD-10-CM will de-
pend on the documentation found in the medical record. Working 
with clinicians on the new coding system and the expanded codes 
will allow for clarity in documentation so correct codes can be as-
signed. 

Depression
Depression (also referred to as clinical depression, dysthymic disor-
der, major depressive disorder or unipolar depression) is a disorder of 
the brain with a variety of causes (genetic, environmental, psycho-
logical, and biochemical) that affects over 20 million people in the 
United States. Depression usually starts between the ages of 15 and 
30, and is more common in women. It can result in increased work 
absenteeism, short-term disability, and decreased productivity, and 
may also adversely affect the course and outcome of common chron-
ic conditions, such as arthritis, asthma, cardiovascular disease, can-
cer, diabetes, and obesity.
The ICD-10 classification of Mental and Behavioral Disorders, de-
veloped in part by the American Psychiatric Association (APA), clas-
sifies depression by code. Typically the patient suffers from lowering 
of mood, reduction of energy, and a decrease in activities. The pa-
tient’s capacity for enjoyment, interest, and concentration is reduced 
and is marked by tiredness after even a minimum of effort. Sleep pat-
terns are usually disturbed, appetite is diminished, and self-confi-
dence and self-esteem are reduced. Depending on the number and 
severity of the symptoms, a depressive episode may be specified as 
mild, moderate, or severe.
For mild depressive episodes, two or three symptoms are usually 
present.
A. The general criteria for depressive episode must be met.
B. At least two of the following three symptoms must be present:

1. Depressed mood to a degree that is definitely abnormal to 
the individual, present for most of the day and almost every 
day, largely uninfluenced by circumstances, and sustained 
for at least two weeks

2. Loss of interest or pleasure in normally pleasurable activities 

3. Decreased energy or increased fatigue

C. An additional symptom or symptoms from the following list 
should be present to give a total of at least four:
1. Loss of confidence or self-esteem

2. Unreasonable feelings of self-reproach or excessive and inap-
propriate guilt

3. Recurrent thoughts of death or any suicidal behavior

4. Complaints or evidence of diminished ability to think or 
concentrate, such as indecisiveness or vacillation

5. Change in psychomotor activity, with agitation or retarda-
tion (either subjective or objective)

6. Sleep disturbance of any type

7. Change in appetite (decrease or increase) with correspond-
ing weight change

For moderate depressive episodes, four or more of the symptoms not-
ed above are usually present and the patient is likely to have great dif-
ficulty in continuing with ordinary activities.
For severe depressive episodes without psychotic symptoms, several 
of the above symptoms are marked and distressing—typically loss 
of self-esteem and ideas of worthiness or guilt. Suicidal thoughts 
and acts are common. A number of somatic symptoms are usual-
ly present.
For major depressive disorders, ICD-10-CM includes:

• Agitated depression
• Major depression} single episode without psychotic symptoms

Takeaways:

• Coding for mental and behavioral disorders in ICD-10-CM depends 
on the documentation found in the medical record.

• The ICD-10 classification of Mental and Behavioral Disorders 
classifies depression by code.

• ICD-10-CM recognizes bipolar I and bipolar II disorders. 

• Cyclothymia and dysthymia are treated separately, but similarly in 
ICD-10-CM. 
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ICD-10-CM classifies depression by episodes and types (such as 

mild, moderate, severe, and with or without psychotic features).

• Vital depression
ICD-10-CM classifies depression by episodes and types (such as 
mild, moderate, severe, and with or without psychotic features). 
ICD-10-CM Example:
F32.2 Major depressive disorder, single episode, severe without 

psychotic features

ICD-10-CM also includes codes for recurrent depressive disorders, 
as well as those in remission or partial remission. A recurrent depres-
sive disorder is characterized by: 

• Repeated episodes of depression without any history of 
independent episodes of mood elevation and increased energy 
or mania

• At least one previous episode lasting a minimum of two weeks 
and separated by the current episode of at least two months

• No past hypomanic or manic episodes 
For a classification of “in remission,” the patient has had two or more 
depressive episodes in the past, but has been free from depressive 
symptoms for several months. This category can still be used if the 
patient is receiving treatment to reduce the risk of further episodes.
ICD-10-CM Examples:
F33.0 Major depressive disorder, recurrent, mild

F33.41 Major depressive disorder, recurrent, in partial remission

Bipolar Disorder
Bipolar disorder is a serious mental illness. People who have it ex-
perience dramatic mood swings. They may go from overly energet-
ic, “high” and/or irritable, to sad and hopeless, and then back again. 
They often have normal moods in between. The up feeling is called 
mania. The down feeling is depression.
Bipolar disorder can run in families. It usually starts in late adoles-
cence or early adulthood. A medical checkup can rule out other ill-
nesses that might cause the mood changes. Repeated episodes of hy-
pomania or mania only are classified as bipolar. It includes manic-
depressive illness, psychosis, or reaction.
In ICD-10-CM, bipolar I is classified as to whether the patient’s cur-
rent episode is hypomanic, manic, and with or without psychotic 
symptoms. 
A hypomanic episode is characterized by a persistent mild elevation 
of mood, increased energy and activity, and is usually marked by 
feelings of well being and both physical and mental efficiency. In-
creased sociability, talkativeness, over-familiarity and increased sex-
ual energy, and a decreased need for sleep are often present.
A manic episode is characterized by mood elevated out of keeping 
with the patient’s circumstances, and may vary from carefree jovial-

ity to almost uncontrollable excitement. Elation is accompanied by 
increased energy, resulting in over-activity, pressure of speech, and a 
decreased need for sleep. Attention cannot be sustained and there is 
often distractibility. Loss of social inhibitions may result in behav-
ior that is reckless, foolhardy, or inappropriate for the circumstanc-
es, and out of character for the patient. In some manic episodes, the 
mood is one of irritability or suspiciousness rather than elation.
Bipolar II is similar to bipolar I disorder, with moods cycling be-
tween high and low over time; however, with bipolar II disorder, 
the “up” moods never reach full-on mania. The less-intense elevat-
ed moods in bipolar II disorder are called hypomanic episodes, or 
hypomania. A person affected by bipolar II disorder has had at least 
one hypomanic episode in life. Most people with bipolar II disorder 
also suffer from episodes of depression. This is where the term “man-
ic depression” comes from.
In between episodes of hypomania and depression, many people 
with bipolar II disorder live normal lives.
ICD-10-CM Examples:
F31.11 Bipolar disorder, current episode manic without psychotic 

features, mild

F31.64 Bipolar disorder, current episode mixed, severe, with psy-
chotic features

F31.8 Bipolar II disorder

Cyclothymia and Dysthymia
Cyclothymia is a persistent instability of mood involving numerous 
periods of depression and mild elation, none of which is sufficiently 
severe or prolonged to justify a diagnosis of a bipolar or recurrent de-
pressive disorder. This disorder is often found in the relatives of bi-
polar patients, some of whom eventually develop bipolar disorder.
Dysthymia is a chronic depression of mood, lasting at least several 
years. It is not severe, and episodes are not prolonged enough to jus-
tify a diagnosis of severe, moderate, or mild recurrent depressive dis-
orders.
ICD-10-CM Examples:
F34.0 Cyclothymic disorder

F34.1 Dysthymic disorder

Mental and behavioral disorders can be grave in their consequenc-
es, and affect hundreds of millions of people worldwide. Coders will 
require a comprehensive understanding of these disorders to extract 
the appropriate information from medical record documentation for 
ICD-10 code treatment and diagnostic assignment. 

Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC, is 
vice president of ICD-10 Training and Education at AAPC.
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Coding & Billing

By Marcella Bucknam, CPC, CPC-H, CPC-P, CPC-I, CCC, COBGC, CCS, CCS-P

Coordinate Physician Billing  
when Splitting Surgical Package Services
Clear up the confusion about what’s bundled to maximize proper payment 
and minimize audits.

The surgical package is a reimbursement 
concept that bundles all typical care relat-
ed to a specific surgical service into a single 

payment. Many surgeons find information about 
what is bundled confusing, and either inappro-
priately bundle all of their work into a single pay-
ment or bill separately for services that should be 
included in the package. Even more confusing is 
when two physicians “split” services bundled into 
the surgical package. In such cases, careful coor-
dination of billing is necessary.

Define What Is Included
CPT® defines the surgical package as the opera-
tion, and also includes:

• Local infiltration, metacarpal/metatarsal/
digital block, or topical anesthesia

• Subsequent to the decision for surgery, 
one related evaluation and management 
(E/M) encounter on the date immediately 
prior to or on the date of the procedure 
(including the history and physical)

• Immediate postoperative (post-op) care, 
including dictating operative notes 
and talking with the family and other 
physicians

• Writing orders
• Evaluating the patient in the post-

anesthesia recovery area

• Typical post-op follow-up care
Medicare guidelines bundle additional servic-
es, including:

• Preoperative visits after the decision is 
made to perform surgery, beginning with 
the day before the day of surgery for major 
procedures and the day of surgery for 
minor procedures

• Intra-operative services that are normally 
a usual and necessary part of a surgical 
procedure

• Complications following surgery—all 
additional medical and surgical services 
required of the surgeon during the post-op 
period due to complications not requiring 
additional trips to the operating room 
(OR)

• Post-op visits (follow-up visits in the post-
op period of the surgery related to recovery 
from the surgery)

• Post-surgical pain management by the 
surgeon

• Supplies, except those identified as 
exclusions

• Miscellaneous services integral to the 
surgical procedure, such as dressing 
changes; local incisional care; removal 
of operative pack; removal of cutaneous 
sutures and staples, line, wires, tubes, 
drains, casts, and splints; insertion, 
irrigation and removal of urinary 
catheters, routine peripheral intravenous 
(IV) lines, nasogastric (NG) and rectal 
tube; and changes and removal of 
tracheostomy tubes

Payment for all of these services is considered part 
of the global payment and may not be billed sep-
arately. To bill separately for any of these services 
could lead to duplicate payment.

Define What Is NOT Included
Not everything is bundled into the surgical pack-

age. The following services are never bundled and 
are separately billable during the global period:

• Care of pre-existing conditions
• Care of new problems arising during the 

post-op period
• Care of the underlying disease process 

when this is not cured by the surgical 
procedure

• Services of other physicians, except where 
the surgeon and the other physician(s) 
agree on a transfer of care

• Diagnostic tests and procedures, including 
diagnostic radiological procedures

• Treatment for post-op complications that 
require a return trip to the OR

• Procedures that are planned to be 
performed in stages 

• Immunosuppressive therapy for organ 
transplants

One of the most challenging issues related to sep-
arately billable services is the fourth bullet above: 
“Services of other physicians, except where the 
surgeon and the other physician(s) agree on a 
transfer of care.” 
This exception is meant to clarify that medical-
ly necessary care outside the surgeon’s skill set is 
separately billable when performed by a physi-
cian in another specialty. For example, the sur-
geon is expected to take care of the patient’s post-
op wound and manage healing. But, if the patient 

Takeaways:

• The surgical package is a reimbursement 
concept that bundles all typical care 
related to a specific surgical service into a 
single payment.

• Defining what is and isn’t included in the 
surgical package is essential to accurately 
coding it.

• Proper payment depends on site, situation, 
and payer. 
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develops an infection and the surgeon needs as-
sistance from an infectious disease (ID) special-
ist, the ID physician may bill separately for his or 
her services.
This is not a “blank check” to bill separately for 
services that are part of the surgical package when 
performed by other physicians. Medicare and 
other payers do not intend to pay twice for the 
same services. When the American Medical As-
sociation (AMA) Relative Value Update Com-
mittee (RUC) values surgical procedures, it in-
cludes the costs associated with the surgical pack-
age—including the history and physical (H&P) 
or clearance for surgery, typical inpatient follow-
up care (which can include critical care level ser-
vices for some procedures), and outpatient fol-
low-up visits with removal of stitches and staples, 
dressing changes, and other appropriate post-op 
care. When these services, which are already paid 
as part of the surgical package payment, are per-
formed by other physicians, there are a number 
of factors to consider when deciding how to bill.

Pre-op H&P
A pre-op H&P is included in the surgical pack-
age; however, if the patient has medical condi-
tions that require separate clearance and man-
agement beyond the standard H&P, these servic-
es can be billed separately. These circumstances 
might occur if the patient develops a new prob-
lem, or experiences another significant status 
change in the days prior to surgery (e.g., A urolo-
gist schedules a patient for a transurethral resec-
tion of the prostate (TURP). Because the patient 
also has a heart condition, the urologist sends the 
patient to a cardiologist for preoperative clear-
ance). To establish medical necessity for the vis-
it, you’ll need to link the appropriate diagnosis or 
signs and symptoms to any E/M service reported. 
If the surgeon routinely sends his or her other-
wise healthy patients to primary care physicians 
for clearance, even when there is no medical ne-
cessity for that service, the primary care physi-
cians are in a tough spot. The clearance is part of 

the surgical package and shouldn’t be paid twice. 
There is also no medical necessity for a separate 
E/M service unrelated to the surgery. This means 
that the primary care physicians cannot bill for 
services, or must send patients back to the sur-
geon for this care.
If the surgeon reduces his package payment, pri-
mary care physicians can bill for the standard 
pre-op care; although, CMS dictates the surgi-
cal package should not routinely be broken. Un-
less the patient cannot reasonably receive this ser-
vice from the surgeon because of geographic dis-
tance or other factors, Medicare considers it abuse 
to cause unnecessary extra costs and risks in pro-
cessing two claims (one for the surgeon and one 
for the primary care physician).

Inpatient Follow up
Highly complex postop management is typical 
for patients who have had heart surgery, brain 
surgery, transplants, and other procedures requir-
ing close monitoring in the intensive care unit 
(ICU)—even when everything is normal—and 
the reimbursement for that level of post-op care 
is included in the package payment. This can be 
a problem in hospitals with “closed” ICUs staffed 
by certified intensivists. If the intensivists try to 
bill their services in the post-op period, when the 
monitoring is simply the appropriate critical care 
level monitoring required after the procedure, 
they will find that these services are included in 
the package reimbursement and are not separate-
ly billable. 

Find Billing Solutions
If the surgeon hands off work for which he or she 
has already been paid as part of the surgical pack-
age, the physician who performs this work must 
be careful how he or she bills.
If the surgeon has reduced his or her package bill-
ing using modifier 54 Surgical care only, the oth-
er physician(s) involved in the patient’s care can 
bill for his or her services using modifiers 55 Post-
operative management only and 56 Preoperative 

management only. If this happens routinely, it’s 
possible the practice will be questioned because 
it adds claims processing costs to the payer, and 
is unnecessary if there is no reason for splitting 
the package.
Some surgeons have found that having this care 
provided by someone else with whom they have 
developed special contracts is very beneficial to 
them and to the patient. The surgeon pays an-
other physician separately for the pre-op work in-
cluded in the package payment. This can be es-
pecially advantageous because the patients get 
good care; the surgeons are not stuck in the clinic 
when they’d rather be in the OR; and the prima-
ry care physician providing follow-up care gets re-
imbursed for his or her work. Surgeons choosing 
this option should be careful to prove the full sur-
gical package was performed for the patient be-
cause this issue is under Office of Inspector Gen-
eral (OIG) and recovery audit contractor (RAC) 
scrutiny.
Surgeons may hire someone into the practice to 
handle these patient care services, which resolves 
the aforementioned problems. With appropriate 
documentation, these individuals may bill sepa-
rately for those medically necessary services iden-
tified as separately billable, and may be motivat-
ed to do so because they do not have surgical re-
imbursement to offset the cost of their practice.
When looking for ways to resolve payment issues 
related to the surgical package, physicians and 
surgeons must consider OIG, Medicare admin-
istrative contractor (MAC), RAC, and zone pro-
gram integrity contractor (ZPIC) issues, as well 
as Medicaid and commercial payer issues. Prop-
er surgical package billing should be a priority in 
any surgical office, or any other practice that col-
laborates with surgeons for care related to surgi-
cal procedures. 

Marcella Bucknam, CPC, CPC-H, CPC-P, CPC-I, CCC, 
COBGC, CCS, CCS-P, is internal audit manager at Chan Health-
care. She is the long-time consulting editor for General Surgery 
Coding Alert, and has presented at five AAPC national meetings. 

If the surgeon routinely sends his or her otherwise healthy 
patients to their primary care physician for clearance, 

even when there is no medical necessity for that service, 
the primary care physician is in a tough spot.
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EHRs Coding Urgent Care 
Come at a High Price
Human coding is necessary to accurately distinguish E/M 
level documentation and to recoup proper payment. 

Are you intrigued at the prospect of reducing your medical claims 
coding costs? Have you heard the promise of an electronic health re-
cord (EHR) that will eliminate your paper records and choose bill-
able codes for you? 
My advice: If it sounds too good to be true, it probably is. Be skepti-
cal of the claim that artificial intelligence built into some EHRs can 
code for you.

Documentation Components  
of a Medical Encounter
To understand why current EHRs aren’t up to the task of selecting 
codes for urgent care encounters, a brief explanation of the compo-
nents of evaluation and management (E/M) documentation and 
coding is necessary. 
The Center for Medicare & Medicaid Services (CMS) established 
1995 and 1997 Documentation Guidelines for Evaluation and Man-
agement Services. The 1995 guidelines are typically easiest to fol-
low and yield the most appropriate coding in the urgent care setting. 
The components of an E/M visit are history, exam, and medical de-
cision-making (MDM).
A.) HISTORY (three areas)

Chief complaint: Required. 
1.) History of present illness (HPI): Location; quality; tim-

ing; duration; severity; context; moderating factors; and 
associated signs and symptoms (four+ elements are re-
quired for a level five E/M). 

2.) Review of systems (ROS): 14 elements of system re-
view: constitutional; eyes; ears, nose, mouth, throat 
(ENMT); cardiovascular; respiratory; gastrointesti-
nal; genitourinary; musculoskeletal; Integumentary 
(skin and/or breast); neurological; psychiatric; endo-
crine; hematologic/lymph; and allergic/immunolog-
ic. You need at least 10 elements for new patients and 
two elements for established patients (10+ elements 
are required for a level five E/M).

3.) Past, family, and social history (PFSH): You must have 
two of three elements for new patients (all three elements are 
needed for a level five E/M).

B.) EXAM
You must have a documented exam of the affected body areas/or-
gan systems.
Organ systems: Eyes; 
ENMT; cardiovascular; 
respiratory; gastrointes-
tinal; genitourinary; 
musculoskeletal; 
integumentary; 

Billing & Practice Management

By Thomas A. Maher, CPA, CPC 

Takeaways:

• EHR systems should not be relied on for evaluation and E/M coding.

• Only a human can determine the context and importance of the 
review and history.

• Medical decision making limits E/M decisions in a manner 
machines cannot yet mimic.
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neurologic; psychiatric; hematologic/lymph; allergic/immuno-
logic (eight+ organ systems are needed for a level five E/M).
Body areas: Head, neck, chest, (include breast and axilla), abdo-
men, genitalia (includes groin and buttocks), back, each extremi-
ty (body areas may be used only for E/M levels 1-4 on established 
patients and E/M levels 1-3 on new patients).
C.) MDM (three areas) 

1.) Number of diagnosis/management options (Must be 
a new problem to the provider, with additional workup 
planned, to attain a level five for this section of E/M.)

2.) Amount and complexity of data reviewed (point system) 
a.) Order of labs (1 point) 
b.) Order of X-rays/radiology (1 point) 
c.) Order of medicine section tests (1 point)
d.) Independent or second interpretation of an image, trac-

ing, or specimen (2 points) 
e.) Discussing results with performing or consulting phy-

sician (1 point) 
f.) Decision to obtain old records or additional history 

from someone other than patient (1 point) 
g.) Review and summary of data from old records or histo-

ry from someone other than patient (2 points)
Documentation in the chart must support four total 
points to reach a level five E/M for this section.

3.) Risk: This is measured based on the provider’s determined 
probability of the patient becoming ill or diseased, hav-
ing complications, or dying between this encounter and 
the next planned encounter. Risk indications include the 
nature of the presenting problem, the urgency of the vis-
it, co-morbid conditions, and the need for diagnostic test 
or surgery.
a.) Risk classifications: Minimal, low, moderate, and 

high (high risk is required for level five E/M in this sec-
tion).

b.) The provider must indicate “the plan” in the chart 
so the coder can properly assess MDM into one of 
the above four categories (minimal, low, moderate, 
or high). It is helpful to list certain management op-
tions, such as drug management, further testing, and/
or surgery.

Checkboxes Don’t Account for  
Context of History Elements
The history section of the chart lends itself to “checkboxes,” with 
associated provider comments. Although the EHR can easily 
count the number of boxes (quantity) checked in each section, it 
is quite another thing for the EHR to verify that the “checks” are 
correct or appropriate.

EHRs Count Detail,  
but Not Appropriateness
A common example related to HPI is the “context” element. The 
context identifies where the patient was, or what the patient was 
doing, when the symptoms first began. It can also identify what 
was present before and after the problem began. An example of 
poor provider documentation next to the context element might 
be: “Patient reports it was not the result of an injury, which had 
a gradual onset.” In this case, the provider’s statement is insuffi-
cient to support the context element; therefore, counting this ele-
ment toward the scoring for a higher level E/M code would be in-
correct. The EHR cannot, however, distinguish the insufficient 
“context” documentation from proper documentation. An exam-
ple of this might be: “Patient injured foot while riding her bike on 
the sidewalk.”
Another common error is reusing information from one section of 
the history to count toward another section of the history. For ex-
ample, a patient presents with an ulcerated foot. In the HPI, “his-
tory of diabetes” is used as an associated sign and symptom. This 
detail is also used in PFSH as past medical history. The history 
of diabetes may be used in either the HPI or PFSH, but not both. 
Crediting the same detail twice may raise the E/M level improp-
erly. This is another case when an EHR—which is merely count-
ing detail items, not analyzing their appropriateness—would be 
unable to distinguish the problem. 

Not All Exam Components Are Equal
The exam section presents yet another issue: The EHRs we have 
reviewed make no distinction between organ systems and body ar-
eas. And, although body areas can be counted for the lower level 
E/M codes, they cannot be used for the higher level codes, where 
only the organ systems count. Documentation and coding errors 
occur when all exam details are “counted” equally.

MDM Limits E/M Level Selection
Astute coders use the MDM section as a limiting factor when cod-

Billing & Practice Management

A patient can arrive with a hangnail, and the provider 
can document the history and exam sections to a 
level five and “throw away” the MDM …
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If the EHR treats the history, exam, and MDM 
as equal, however, the visit might indeed be 

reported as a level five.

ing a chart. Medical necessity remains the overarching criterion 
in the selection of an E/M level, and helps to prevent common er-
rors occurring due to over-documenting the history and exam.
This is relevant because established patient E/M guidelines al-
low you to ignore any one of the three primary components (his-
tory, exam, or MDM). A patient can arrive with a hangnail, and 
the provider can document the history and exam sections to a level 
five and “throw away” the MDM. Yet, a hangnail obviously pres-
ents minimal risk and would not warrant a level five visit. If the 
EHR treats the history, exam, and MDM as equal, however, the 
visit might be reported as a level five.
Remember: The presenting problem and associated risk limit 
the E/M level, regardless of work performed. The above example 
clearly illustrates the importance of medical necessity to ascertain 
the proper code level.

Case Study: Reviewing an EHR  
Often Used in the Urgent Care Setting
Earlier this year, our company reviewed the E/M coding of a pro-
spective urgent care center (UCC) client using a popular “coding 
EHR.” A CPC® performed the review.
A cursory review of the codes billed identified a 94 percent fre-
quency of level four E/M codes for all new and established pa-
tients. This was a clear indication that something was amiss in the 
coding portion of the software. Our review resulted in an average 
error rate of 35 percent (seven charts coded incorrectly based on a 
random sample of 20 charts).
The estimated total overpayment on these seven charts for this cli-
ent’s payer mix was $95.18. If we were to annualize the impact of 
these overpayments to all visits for this UCC, based on 10,000 vis-
its per year, the result is staggering. The overpayment on each in-
correctly coded chart was $13.59. The 35 percent error rate would 
include 3,500 encounters incorrectly coded, for an annual over-
payment of $47,565.

Pricing Model of EHRs
Based on a small sample review of EHR products that pitch cod-
ing as part of their EHR package, it appears that this feature is cer-
tainly priced into the software. For example, we have seen sub-
scription pricing for these EHR packages in the range of $2-$2.50 
per medical encounter. For a typical UCC with 12,000 visits per 
year, this is an annual cost of $24,000-$30,000. The addition-
al cost (over a package that does not code) is designed to save the 

UCC the expense of a human coder. This additional cost is of no 
value because, as there is a high probability the results will not 
stand up to an audit. Potential upcoding and over-billing can re-
sult in payment recoveries by government and commercial insur-
ance carriers.

Buyer Beware
The aforementioned examples of potential coding compliance is-
sues are just a few of the problems that can result in an EHR ap-
plying a higher E/M code than an encounter warrants. Don’t be 
surprised if the Office of Inspector General (OIG), recovery au-
dit contractors (RACs), and commercial insurers’ audit depart-
ments look to EHRs with a coding function to recover large over-
payments.
Our research indicates the current technology for coding in EHR 
packages can be helpful, but it is not close to replacing the neces-
sary human element in arriving at the correct code. The human 
element applied correctly will cost about the same as the tech-
nological “replacement,” while avoiding a potential compliance 
nightmare. 

Tom Maher, CPA, CPC, began his career as health care auditor for a local 
CPA firm in his hometown of Buffalo, N.Y. in 1982. He has continued his work 
in health care as a CPA. He became a CPC® in 2008.
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An occasional problem occurs at 
AAPC when a member attends an 
education class (typically profession-

al development) and the vendor has not re-
quested pre-approved continuing education 
units (CEUs). To ensure credit is given when 
due, starting Oct. 1, 2012 members can go 
on www.aapc.com and submit CEU approval 
requests for professional development (Core 
B) educational material.

The decision to offer this benefit to you 
comes from knowing that most non-cod-
ing related educational vendors may not 
have thought about applying with AAPC 
for CEU approval. AAPC is assuring that 
you will receive credit for education de-
signed to enhance or elevate your personal 
professional development. 
To facilitate this, an online application is 
available for you to submit. The application 
process is designed to be simple and easy.

Submit the CEU  
Application for Approval
Here is how the process works:

• Within two weeks after attending the 
event, submit the online application 
for CEU approval consideration. 

• Within one week, you will receive an 
email notification with the status of 
your application (denied, withdrawn, 
or incomplete). 

• If the application is incomplete, the 
email will include the additional 
information necessary to review the 
request. If the request is denied, the 
reason for denial will be included in 
the email. 

• If the event is approved for CEUs, 
the CEUs are assigned automatically 
to your CEU Tracker. A certificate 
will not be provided to you and it will 
not be required if you are selected for 
random verification.

Resource materials will be readily available 
to you before and during the application 
process. Detailed guidelines and FAQs will 
help to answer your common questions, and 
a contact form will send an email directly 
to AAPC’s CEU Vendor Department for a 
prompt response back. 

Events Considered for CEU  
Requests from Members
Applications are considered for live, non-
coding-related events only. Live events in-
clude seminars, workshops, audios, telecon-
ferences, live web-based trainings, courses, 
and post secondary school courses. Record-
ings and published materials are not con-
sidered for CEU approval since the time of 
completion cannot be quantified. Appli-
cations cannot be submitted for multiple 
members; each member must submit sepa-
rately for their own approval. 

Know Approval  
Request Requirements
Complete member applications submitted 
for CEU consideration will require:

• Proof of registration – For example, 
a signed and dated certificate of 
attendance. Receipts will not count 
because they do not prove attendance.

• Title of the event
• Name of sponsoring organization or 

company
• Date and time of the live event
• Agenda with details about the 

provided educational content
• Name of speakers

Remember: Registrations, welcomes, intro-
ductions, and other non-educational activ-
ities such as breaks, lunches, and network-
ing lunches are not eligible for CEUs. Time 
spent taking quizzes or post tests are not el-
igible for CEUs.
Realize the benefits of the new, easy approv-
al process and start earning CEUs for valu-
able professional development education 
on Oct. 1. 

Shelly Cronin, CPC, CPMA, CPC-I, CAN-
PC, CGSC, CGIC, is CEU Vendor Department 
manager at AAPC.

Get CEUs for Professional Development
New	process	for	members	to	seek	CEU	approval	

By Shelly Cronin, CPC, CPMA, CPC-I, CANPC, CGSC, CGIC

AAPC is assuring 
that you will receive 
credit for education 
designed to 
enhance or elevate 
your personal 
professional 
development.
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with case studies
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Comprehensive 
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recording after the 
live event

2013 CPT® CODING UPDATES
Up to 6 CEUs  |  $149.95  |  Author:  Raemarie Jimenez, CPC, CPMA, CPC-I, CANPC, CRHC 

Co-Author:  G. John Verhovshek, CPC

Get prepared now for the 2013 CPT® code changes.  Our half-day workshop available in 40+ cities will provide you 
with in-depth instruction and hands-on application of the coming changes. 

You’ll Learn To:
•	 Which	new,	deleted,	and	revised	codes	will	affect	your	coding	and	reimbursement

•	 The	“why,”	not	just	the	“what”	–	includes	rationales	for	all				
	 major	changes

•	 How	to	stay	compliant	with	new	code	changes

•	 Learn	how	to	get	buy-in	to	reduce	under-coding.

•	 How	to	apply	the	updates	to	coding	situations	through		
	 hands-on	exercises,	led	by	expert	presenters

Workshop Features 

Find a workshop location  
near you and register today! 

www.aapc.com/2013cpt
1-800-626-CODE (2633)
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Decipher Post Mastectomy  
Breast Reconstruction Techniques
Find out how to code breast reconstruction and its advancing procedures.

By Govind Acharya, MD, FACS

Reconstructive plastic surgeons offer sev-
eral procedures for breast reconstruc-

tion. Many women opt for immediate 
breast reconstruction at the time of mas-
tectomy. Here, we will discuss immediate 
breast reconstruction using expander-im-
plant and dermal allograft. 

Breast Reconstruction  
Progresses in Three Stages
Stage 1
A patient is scheduled for mastectomy by 
her oncologic surgeon. As part of recon-
struction, the surgeon marks the patient’s 
midline, inframammary fold, lateral mam-
mary fold, and planned skin excision. Fol-
lowing mastectomy, the pectoralis major 
muscle is elevated from the chest wall us-
ing electrocautery. Care must be taken not 
to disturb surrounding muscles, such as the 
pectoralis minor, serratus, and rectus ab-
dominis muscles; although, part of the in-
feromedial pectoral muscle may be released 
for better placement of the expander-im-
plant. 
A dermal allograft-alloderm is reconstitut-
ed, prepared, and placed. The graft is fash-
ioned into an extension of the pectoral mus-
cle pocket. A sterile tissue expander is pre-
pared and placed under the muscle/allo-
derm pocket and filled with sterile normal 
saline. Drains are placed and skin flaps are 
meticulously closed.
Most patients are discharged on the same 
day, or the day after, surgery. Serial expan-
sion begins in the office after the surgical 
incision has healed (usually, two to three 
weeks), and normally continues for four to 
six weeks.
This portion of the reconstruction is report-
ed with CPT® 19357 Breast reconstruction, 
immediate or delayed, with tissue expander, 

including subsequent expansion and 15777 
Implantation of biologic implant (eg, acel-
lular dermal matrix) for soft tissue reinforce-
ment (eg, breast, trunk) (List separately in ad-
dition to code for primary procedure). If these 
procedures occur bilaterally, append modi-
fier 50 Bilateral procedure. 

Stage 2
When expansion is complete, the patient is 
scheduled for removal of the expander and 
placement of a silicone gel implant. A sep-
arate inframammary incision is done to re-
move the expander, and minor modifica-
tions of the pocket may be necessary to ex-
change the expander and gel implant. 
This stage of the procedure is reported with 
CPT® 11970 Replacement of tissue expander 
with permanent prosthesis.

Stage 3
This stage includes nipple reconstruction/
creation of the nipple bud with flaps (19350 
Nipple/areola reconstruction) and areola tat-
tooing (11920-11922), depending on the 
area tattooed:
11920 Tattooing, intradermal introduc-

tion of insoluble opaque pigments 
to correct color defects of skin, in-
cluding micropigmentation; 6.0 sq 
cm or less

11921 6.1 to 20.0 sq cm

11922 each additional 20.0 sq cm, or 
part thereof (List separately in 
addition to code for primary 
procedure)

“Balancing” Procedures
To achieve symmetry with the reconstruct-
ed breast, the surgeon may perform “bal-
ancing” procedures to the opposite breast. 
These can include breast reduction (19318 
Reduction mammaplasty), mastopexy (19316 
Mastopexy) with implant (19340 Immediate 

insertion of breast prosthesis following mas-
topexy, mastectomy or in reconstruction or 
19342 Delayed insertion of breast prosthe-
sis following mastopexy, mastectomy or in re-
construction, depending on when the inser-
tion occurs).

Complications
Breast reconstruction using tissue expand-
ers or implants is one of the most commonly 
used procedures. Complications such as im-
plant rippling, malpositioning of implant, 
and capsule contracture may occur. Com-
plications are usually handled as second-
ary procedures. The most common proce-
dure codes are 19380 Revision of reconstruct-
ed breast and 19371 Periprosthetic capsulec-
tomy, breast.

What the Future May Hold
There have been recent reports of one-stage 
breast reconstruction without the use of ex-
panders. Acellular dermis has been used in 
thousands of surgical patients. In breast re-
construction, it acts as a scaffold for cellu-
lar ingrowth and revascularization. There 
is minimal fibrosis or contracture, and the 
acellular dermis allows rapid expansion, less 
pain during expansion, fullness to the low-
er pole of the breast, and reduced need for 
reoperation procedures. It has also been 
shown to withstand radiation therapy quite 
well with minimal side effects to implant re-
construction. The advent of skin and nipple 
sparing mastectomy, along with the use of 
dermal allografts, has made direct implant 
immediate breast reconstruction feasible. 

Govind Acharya, MD, FACS, is board certified in plastic sur-
gery and a member of the American Society of Plastic Sur-
geons, American Society of Aesthetic Plastic Surgery, a Fellow 
of American College of Surgeons, and a member of the clinical 
teaching faculty at the Mayo Clinic, Ariz. He has more than 30 
years in practice, and works in private practice in Phoenix, Ariz.
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What’s Your Repayment  
Obligation Under the FCA?

31 USC § 3729 - False Claims

(a) Liability for Certain Acts.— 

(1) In general.—Subject to paragraph (2), any person who—

(A) knowingly presents, or causes to be presented, a false or fraudulent claim for payment or approval; 

(B) knowingly makes, uses, or causes to be made or used, a false record or statement material to a false or fraudulent claim; 

(C) conspires to commit a violation of subparagraph (A), (B), (D), (E), (F), or (G); 

(D) has possession, custody, or control of property or money used, or to be used, by the Government and knowingly delivers, or 
causes to be delivered, less than all of that money or property; 

(E) is authorized to make or deliver a document certifying receipt of property used, or to be used, by the Government and, intend-
ing to defraud the Government, makes or delivers the receipt without completely knowing that the information on the receipt is 
true; 

(F) knowingly buys, or receives as a pledge of an obligation or debt, public property from an officer or employee of the Govern-
ment, or a member of the Armed Forces, who lawfully may not sell or pledge property; or 

(G) knowingly makes, uses, or causes to be made or used, a false record or statement material to an obligation to pay or transmit 
money or property to the Government, or knowingly conceals or knowingly and improperly avoids or decreases an obligation to 
pay or transmit money or property to the Government, is liable to the United States Government for a civil penalty of not less than 
$5,000 and not more than $10,000, as adjusted by the Federal Civil Penalties Inflation Adjustment Act of 1990 (28 U.S.C. 2461 
note; Public Law 104–410 [1] ), plus 3 times the amount of damages which the Government sustains because of the act of that 
person.
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After the 2012 AAPC National Conference, a question was presented to AAPC’s Legal Advisory Board:

Q: I recall a question and discussion at AAPC’s National Conference in Las Vegas about the coder/consultant who 
is aware of an overpayment. It seemed to me that your guidance could be interpreted to mean the individual had 
no obligation to recommend repayment of the overpayment (and should even avoid making such a suggestion in 

the audit report to his or her client). The highlighted language below might suggest otherwise: 

Michael D. Miscoe, Esq., CPC, CASCC, CUC, CCPC, 
CPCO, CHCC, responds:
I understand your point and am very familiar with the statu-
tory provisions and the case law interpreting and applying this 
provision. This is commonly referred to as the reverse False 
Claims Act (FCA).
You must consider who is a proper party for FCA analysis 
in the example we dealt with. The coder is not a recipient of 
money from the government relative to services performed 
and reported by the provider; therefore, he or she has no di-
rect obligation to repay an overpayment received by the doc-
tor. For that same reason, a coder knowing of an overpay-
ment—as long as he or she doesn’t collaborate to actively con-
ceal the existence of an overpayment—has no obligation to 
contact the government if the provider refuses to refund. Even 
in the case where the overpayment is clear and the provider 
refuses to refund, a coder’s obligation and liability ends with 

identifying the overpayment to the provider. It is not a cod-
er’s obligation or duty to advise the provider of his or her le-
gal responsibilities under the FCA. The provider is charged 
with such knowledge. A “heads up” or suggestion by the cod-
er to contact health law counsel would not be inappropriate, 
but it is not required. To suggest a coder has an obligation to 
report such conduct to the government would be to eliminate 
the purpose of the incentive provisions of the qui tam statute. 
Returning to the question, “What should a coder do in a sit-
uation where he or she believes an overpayment has been re-
ceived—for example, as a result of an internal audit?” At na-
tional conference, I suggested simply reporting the findings 
to the provider. I also recommended that the provider could 
either have the concern evaluated independently if there was 
some disagreement about the internal audit results. In such a 
case, involvement of health law counsel is a good idea. Either 
way, if the overpayment is real, the provider will likely need 
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assistance with the disclosure. If the provider 
refuses to refund, that decision and the result-
ing consequences rest solely on the provider.
An offshoot question was also discussed 
where the conduct arose out of claims to a 
purely commercial carrier. Usually, there is 
no legal duty to disclose, as similar to the duty 
for federal plans under the FCA. I suggested 
at the conference that it’s a good idea to dis-
close and refund any known overpayment. 
The coder’s obligation, however, remains the 
same. Report the findings to the provider or 
compliance officer. A provider who demon-
strates a willingness to refund where appro-
priate is not only likely to be perceived more 
favorably by the carrier, but the fact that the 
provider willingly disclosed such overpay-
ments when they became known may be-
come useful evidence in the face of some fu-
ture fraud allegation. Plus, it is simply the right thing to do.

Q: You seem to be relying on the “conceal” part of the statute. 
I’m more concerned about the “knowingly and improperly 
avoids or decreases an obligation to pay” language. 

I also don’t understand the importance of there being a “ legit-
imate disagreement” between the parties. Are you suggesting a 
“ legitimate disagreement” forms some sort of FCA reporting re-
quirement threshold?
What if the facts are established and changed around a bit? Let’s 
say the coder works for a large group practice. The coder reports 
the overpayment to the compliance director. Does the compliance 
director’s liability also end when he or she identifies the overpay-
ment to the group practice’s provider or board of directors?

Miscoe: 
To answer your three questions:
1. Knowing and improper avoidance is connected to an ob-

ligation to repay. A coder would have no such obligation 
to repay; only the provider would.

2. With respect to circumstances when there is a disagree-
ment: I have been involved in a number of cases when a 
coder, biller, or other staff member raised an issue indi-
cating that payment was inappropriate. Investigation re-
vealed that the staff member either misunderstood the 

situation, misapplied the relevant rule, or applied a prin-
ciple or standard that did not apply. In such a case, the 
provider has a legitimate basis for not disclosing the al-
leged error and refunding.

3. In response to your hypothetical question, the answer is, 
“Yes.” The compliance officer or director has no obliga-
tion to personally repay the money that was inappropri-
ately received. The compliance director also cannot be 
charged with inappropriately retaining the money be-
cause he or she is not likely in control of the money. If the 
compliance director had such authority and responsibil-
ity and failed to disclose, then there might be personal li-
ability. More commonly, the provider or group would 
get tagged with FCA liability where it was discovered the 
provider or group knew of the overpayment, and know-
ingly and improperly retained the money.

Michael D. Miscoe, Esq., CPC, CASCC, CUC, CCPC, CPCO, 
CHCC, has a bachelor of science degree from the U.S. Military Acad-
emy, a juris doctorate degree from Concord Law School, is presi-
dent of Practice Masters, Inc., and founding partner of Miscoe 
Health Law, LLC. He is a past member of AAPC’s National Advisory 
Board and a current member of the Legal Advisory Board. He is ad-
mitted to the Bar in California and to practice law before the U.S. Dis-
trict Courts in the Southern District of California and the Western 

District of Pennsylvania. He has nearly 20 years of experience in health care coding and 
over 15 years as a coding and compliance expert testifying in civil and criminal cases. 
He is a national speaker and has been published in numerous national publications.

Even in the case where the overpayment is clear and the 
provider refuses to refund, a coder’s obligation and liability 

ends with identifying the overpayment to the provider.
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Quality Resource and Usage Reports (QRURs) are the first reports 
to use performance measures that may be included in the Physician 
Feedback/Value-based Modifier Program the Center for Medicare 
& Medicaid Services (CMS) is proposing to begin in 2015. 
The Value-based Purchasing (VBP) initiative, part of the Affordable 
Care Act of 2010, requires differential Medicare payments for physi-
cians or physician groups based on the quality of care they furnish, as 
compared to the cost of that care. The driving concept behind VBP is 
that health care buyers, including consumers and third-party payers, 
should hold providers responsible for both the quality and the cost 
of care. To implement this concept, CMS will apply a yet-to-be-de-
termined, value-based payment modifier (VBPM) to physician ser-
vices billed under the Medicare Physician Fee Schedule (MPFS). By 
2017, the VBPM will be applied to claims for most or all physicians 
who submit claims under the MPFS (see the accompanying informa-
tion, “Value-based Payment Modifier Timeline”). 
The QRURs are designed to:

• Make physicians aware of their resource use and total cost per 
beneficiary;

• Put forth the idea of being paid for both quality of care and 
the amount of resources expended;

• Inspire care coordination across various specialties; and
• Help work out the bugs with physician feedback before the 

program is initiated and your payments are affected.
In March 2012, CMS distributed 23,730 QRURs to physicians in 
Iowa, Kansas, Missouri, and Nebraska. The QRURs were derived 
from 2010 Physician Quality Reporting System (PQRS) claims data 
and claims-based reports for any physician in the above four states 
that billed at least one claim through the MPFS. They did not in-
clude PQRS measures reported electronically or through registries. 

More Essential Acronyms to Learn
Make quality initiative processes and efficiency a priority for your practice.

By Lynn Berry, PT, CPC

Takeaways:

• QRURs are the first reports to use performance measures 
that may be included in the Physician Feedback/Value-based 
Modifier Program.

• VBP initiative, part of the Affordable Care Act of 2010, requires 
differential Medicare payments for physicians or physician 
groups based on the quality of care they furnish, as compared to 
the cost of that care.

• QRURs inform providers where they stand compared to other 
providers of the same specialty regarding quality measures 
reporting and the cost of care.

&
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Value-based Payment Modifier Timeline
2013 2015 2016 2017

The initial performance period 
is slated to begin. Services pro-
vided during 2013 will be used in 
calculating the 2015 modifier.

The value-based payment 
modifier (VBPM) will be phased 
in over two years. The U.S. 
Department of Health & Human 
Services (HHS) secretary has 
discretion to apply the VBPM 
to specific physicians and/or 
groups of physicians that he or 
she deems appropriate.

The HHS secretary will continue 
efforts to apply the VBPM to spe-
cific physicians and/or groups of 
physicians deemed appropriate.

The VBPM will apply to most, or 
all, physicians who submit claims 
under the MPFS. 

Source: CMS Special National Provider Call Series Physician Feedback and Value-based Modifier Program (Feb. 29, 2012) download, “Physician 
Value-Based Payment Modifier Program: Experience from Private Sector Physician Pay-for-Performance Programs.”

The reports were confidential and for use only by the indi-
vidual physicians, at that time. They were removed from the 
website July 13, 2012 and will be replaced by new reports 
containing 2011 data in the fall of 2012 for nine states (Cal-
ifornia, Iowa, Illinois, Kansas, Michigan, Minnesota, Mis-
souri, Nebraska, and Wisconsin). 

What QRURs Tell You
QRURs inform providers where they stand compared to 
other providers of the same specialty regarding quality mea-
sures reporting and the cost of care. CMS designated 28 
quality measures and 13 sub-measures (41 total, including 
preventive care, cancer, diabetes, and heart conditions) to 
determine whether the beneficiary received the indicated 
treatment during 2010 for primary care and preventive ser-
vices. The National Quality Forum (NQF) is working on 
additional measures for chronic diseases (asthma and chron-
ic pulmonary disease) and other conditions (pneumonia and 
hip and knee replacements). 
The QRURs separately identify services that the physician:

• Directed (the physician billed for 35 percent or 
more of all of the patient’s outpatient evaluation and 
management (E/M) visits;

• Influenced (the physician billed fewer than 35 
percent of the patient’s outpatient E/M visits, but 
accounted for 20 percent or more of the professional 
cost of care); and 

• Contributed to the (physician billed for less than 35 
percent of the patient’s outpatient E/M visits and 
accounted for less than 20 percent of the patient’s 
total professional cost of care).

For each category, the actual Medicare costs of care were as-
signed per beneficiary, and were risk-adjusted by medical 
history and patient demographics. Percentages were pro-
vided for higher or lower cost per care, per physician, com-
pared with peers and whether their quality of care was bet-
ter than, equal to, or worse than average for the particular 
quality measures. 
CMS provides the template used for the QRURs on its web-
site: www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/

PhysicianFeedbackProgram/Downloads/QRURs_for_Individual_Phy 

sicians.pdf. 
CMS distributed the QRURs to a few states first, allow-
ing these physicians to look at the overall quality of care re-
ceived by patients they cared for using the PQRS measures 
noted, even though the physician might not have provided 
the measures him- or herself. It also allowed physicians to 
compare the number of PQRS measures they reported ver-
sus their peers, and provided them with an overview of the 
true total cost of care for each of their patients.
The QRURs also provided a way to analyze individual phy-
sician involvement with each of the patients treated. This 
type of data has not been previously available. It is hoped 

The new proposed rule for the 2013 MPFS (CMS-1590-P) 
notes that participation in PQRS will affect the way in 
which the VBPM is applied.
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that physicians will use this data to think about the way they 
practice, and how they can coordinate resources with oth-
er physicians and hospitals to reduce overall costs. They can 
look at the reports and see where they excel in providing effi-
cient care, and where they can make improvements in quali-
ty and/or cost by using resources better.

QRURs Foretell  
Value-based Reimbursement
A practice that currently is not using PQRS might want to 
consider which measures are applicable to their practice, and 
implement their use to show the quality of care they are ac-
tually providing as individuals. Remember: In 2015 there 
will be a payment penalty from CMS for not reporting qual-
ity measures.
The new proposed rule for the 2013 MPFS (CMS-1590-P) 
notes that participation in PQRS will affect the way in 
which the VBPM is applied.
For physician groups with 25 or more eligible professionals 
that have met satisfactory reporting criteria for PQRS, the 
value-based payment modifier would not affect payments 
(it would be set at 0.0 percent)—unless they choose an op-
tion to earn an upward payment adjustment for high per-
formance, “high quality and low cost.” This option would, 
however, place the group at risk for a payment adjustment 
for poor performance, “low quality and high cost,” with a 
maximum downward payment adjustment of -1.0 percent, 
initially.
For those physicians that have not met PQRS reporting cri-
teria, or do not participate in PQRS, their value-based pay-
ment modifier would be set at -1.0 percent, in addition to the 
-1.5 percent for non-participation in PQRS. CMS is seek-
ing comment on whether this should apply to physicians in 
solo practice or groups with less than 25 eligible providers.
Over time, other measures will be included in the QRURs, 
such as Healthcare Effectiveness Data and Information Set 
(HEDIS) measures, Medicare EHR Incentive Program 
measures, and patient satisfaction scores. Another area in 
development is an “episode grouper” to include episode-
based costs, including clinical-related data to apply to an ep-

isode of care (a specific period of time from the onset to con-
clusion of care). An example of this would be a hip or knee 
replacement surgery that includes all related services and 
costs for that episode (inpatient and/or outpatient surgery, 
physician visits, home health, rehabilitation, skilled nursing 
facility (SNF), etc.).
See the MPFS proposed rule of 2013 at: www.ofr.gov/

OFRUpload/OFRData/2012-16814_PI.pdf 
As new programs replace the existing fee-for-service (FFS) 
payment model, providers will need to pay more attention 
to the various demonstration projects and initiatives being 
started. It will take a lot of time and effort, but comments on 
the new models from current providers will aid Medicare in 
making provider-friendly choices in the future as they mod-
ify their system designs. 
If your practice is in one of the four states, and you have re-
ceived a report and wish to comment, you can email CMS at 
CMS_Medicare_Physician_Feedback_Program@mathematica-mpr.

com, or participate by asking questions and providing feed-
back at any upcoming conference calls yet to be announced. 
CMS is enlisting your feedback now as they work to im-
prove the process.
If your practice is not in the states where QRURs have been 
distributed, go to the CMS website to learn what is in store 
for you when your geographic area is accessed, and to ask 
questions or comment on ways to make the process more 
valuable. For more information, go to www.cms.gov/physician 

feedbackprogram. 
You may also comment on the regulations for the VBPM 
found in the proposed rule at www.regulations.gov.
Learn the new acronyms. Join the discussion. Be a part of 
the process early in the game! 

Lynn Berry, PT, CPC, had over 35 years of clinical and manage-
ment experience before beginning a new career as a coder and au-
ditor. She later became a provider representative for a Medicare 
carrier. She now has her own consulting firm, LSB HealthCare Con-
sultants, LLC, furnishing consulting and education to diverse pro-
vider types. She is also a senior coder and auditor for The Coding 
Network and a pilot tester for CMS web-based training courses. 

She has held several offices in her local AAPC chapter and continues as one of the di -
rectors of the St. Louis West chapter. 

As new programs replace the existing fee-for-service (FFS) payment 
model, providers will need to pay more attention to the various 

demonstration projects and initiatives being started.
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Aagnel	A	Naveen, CPC
Abinaya	Rajappan, CPC
Aida	Flor	Garcia	Sogui, CPC
Alex	Joy, CPC
Alicia	G	Breeze-Tackett, CPC
Allyson	Jones, CPC
Amber	Dick, CPC
Amber	Lavinder, CPC
Amit	Singh, CPC
Amy	Burnett, CPC
Amy	Jones, CPC
Amy	Lee	Wynn, CPC
Ananda	Kumar, CPC
Andrea	Joy	Topjian, CPC
Angela	Eubanks, CPC
Angela	J	Lindley, CPC
Angela	Webb, CPC
Angela	Woodard, CPC,	COSC

Anita	Candler,	CPC, CPC-H
Anita	Christy	Rani	Robin, CPC
Anne	Rene	Elliott, CPC
Annette	Chatman, CPC
Arathy	V, CPC
Archana	Murali, CPC
Archana	Narayana	Bhat	Kaudur, CPC
Ariana	Harris, CPC-H
Armine	Azaryan, CPC
Ashley	Headley, CPC
Audrey	Carter, CPC
Ayeesha	Siddiqua, CPC
Barbara	Amoia, CPC
Benjamin	Gnanapragasam, CPC
Bernadette	Nagib, CPC
Bernadette	Russell, CPC
Beth	D	Licter,	CPC, CPC-H
Beth	Murray, CPC
Beverly	J	Black, CPC
Bhargava	Vani	Gavvala, CPC
Birendra	Meher, CPC-H
Brandi	L	Hamilton, CPC
Brenda	Mott	Griggs,	CPC,	CPC-H, CPC-P
Brigette	Petty, CPC
Brooke	Karo	McLean, CPC
Carol	Peterman, CPC
Carol	Prince, CPC
Carolyn	Foster, CPC
Carolyn	Stedman, CPC
Cathy	J	Hubert, CPC
Cathy	Sue	Jarvis, CPC
Chandelle	McClure, CPC
Christa	Armstead, CPC
Christina	Boyles, CPC
Christine	Putterman,	CPC, CPC-H
Collin	Vickery, CPC-H
Connie	L	Shoemaker, CPC
Connie	T	Oleson, CPC
Corine	Thiessen, CPC
Courtney	L	Angora, CPC
Crystal	Canoy, CPC
Cynthia	Thompson, CPC
Danielle	Marie	Sowers, CPC
David	Seffers	Lane, PhD,	CHC,	CAPPM,	CPC
Davida	Westman, CPC
Dawn	Goldsmith, CPC
Dawn	Romaine, CPC
Debbi	Corkish, CPC
Deborah	Ann	Smith, CPC
Debra	Becker, CPC
Debra	Schneider, CPC
Dee	Ann	Moody, CPC
Deepa	Tamil	Oli, CPC
Dhanalakshmi	Durairaj, CPC
Diana	DeFonzo, CPC

Diana	L	Reece,	CPC, CPC-P
Diana	Pavlevsky, CPC
Dr	Kishore	Kumar	Kunur, CPC
Dr	Pradeep	Enige, CPC
Durgadevi	Chandrasekaran, CPC
Eileen	Vega, CPC
Elaine	Joy	Dimla	Capulong, CPC
Elizabeth	Sabina, CPC
Elizabeth	Smith, CPC
Ellen	Marie	Brown, CPC
Emily	Beth	Suski, CPC
Eric	D	Daigle, CPC
Eric	Gruntfest, CPC-H
Esther	Amargo, CPC
Farheen	Kirmani, CPC
Garett	Moyer, CPC
Genita	J	Smith-Peacock, CPC
George	Watkins, CPC-H
Gigeesh	Mathew, CPC
Gina	Roybal, CPC
Gina	Steele, CPC
Gregory	Quinn, CPC,	CHONC

Heather	Elaine	Ingerick, CPC
Heather	Laffin, CPC
Heather	Richardson, CPC
Irma	Jordan	Jones, CPC
Jacqueline	Clay, CPC
Jacqueline	Espinosa, CPC-H
Jaime	Lynn	Richey, CPC
Jane	Gray, CPC,	CPC-P

Jane	Leuchtner, CPC
Jeannie	Mosley	Mikeman, CPC
Jegatheesan	Punitha,	CPC, CPC-P
Jennie	Tucker, CPC
Jennifer	Clark, CPC
Jennifer	Lynn	Muhlestein, CPC
Jennifer	Stinely, CPC
Jessica	M	Schulz, CPC
Jessica	Parra, CPC
Jessica	Spellicy, CPC
Jesus	Jimenez, CPC
Jo	Jones, CPC
JoAnn	Boyd	Hudson, CPC
Joanna	Elizabeth	Boyle,	CPC,	CPC-H, CPC-P
Joanne	Alderman, CPC
Jodi	Lynne	Zigan, CPC
John	Snider, CPC
Jonaki	Das	Hazra, CPC
Joseph	Patrick	Geer, CPC
Joyce	D	Moore, CPC
Judi	Smith, CPC
Julia	M	Gilbert, CPC,	CPC-H

Julie	Simons, CPC
Juliet	Hernandez, CPC-H
Kandi	Mardis, CPC
Karen	Jean	Tyler, CPC
Kassy	D	Bailey, CPC
Katherine	Kemmerzell, CPC
Kathy	Apodaca, CPC
Kathy	Snell, CPC
Kathy	Warren, CPC
Katie	Lynn	Woods, CPC
Kavona	Kuyat-Reyes, CPC
Keisha	Danielle	Patterson, CPC
Keisha	M	Tennefrancia, CPC
Kellie	B	Honeycutt,	CPC, CPC-P
Kelly	Shanks, CPC
Keshia	Williams, CPC
Kimberly	Dawn	Brophy, CPC
Kimberly	Hayes, CPC
Kimberly	Liverman, CPC
Kristen	Ware, CPC,	CPC-P

Kristi	Brantley, CPC

Kristin	Armes, CPC-H
Kristin	Breeden, CPC
Lara	Chahinian, CPC
Larry	H	Pridgeon, CPC
LaShunda	Hooks, CPC
LaTrivia	L	Edwards, CPC
Laura	M	Hazel, CPC
Laura	McKinzie, CPC
Laura	Murdock, CPC
Lauri	Gates, CPC
Laurie	Riegel, CPC
Leigh	Ann	Hixon, CPC
Leslie	Luttrell, CPC
Lina	Kerr, CPC
Linda	Miller, CPC-H
Linda	Turner, CPC
Linda	Lawler	Clark, CPC,	CPCD

Linda	Renee	Cannon, CPC
Lisa	Matthews, CPC
Lisa	Paprocki, CPC
Lisa	Purnell, CPC
Liza	Green, CPC
Loganatha	Karthikeyan, CPC
Lynn	Brehmer	Murphy, CPC
M.S.	Satish	Kumar, CPC
Mahvash	Hall, CPC
Mario	Angel	Gutierrez, CPC
Marissa	Vasquez, CPC
Marlon	Carlos	Calso, CPC
Mary	Muthleb, CPC
Mary	Meier, CPC
Maryann	M	Lidestri, CPC
Melissa	A	Black, CPC
Melissa	A	Schell, CPC
Melissa	Ann	Emerick, CPC
Melissa	Monak, CPC,	CHONC

Melony	Eriksen, CPC
Micah	Cozette	Dawson, CPC
Michele	Nielsen, CPC
Michelle	Biondo, CPC
Michelle	Logsdon, CPC
Michelle	Olson, CPC
Michelle	Renz, CPC
Michelle	Silveira, CPC-H,	CEDC

Michelle	Stratton, CPC
Molly	Cobb, CPC
Monica	Catherine	Wilson, CPC
Monica	Mikkela	Blow, CPC
Mosses	Manova	D, CPC
Nancy	J	Bendis, CPC
Nick	H	Kupferle, CPC
Nicole	Koshiol, CPC
Pam	Lee, CPC
Pam	Hunt, CPC
Pamela	Swiger	Bailey, CPC
Patricia	Rundle, CPC
Patricia	Anne	Stenquist, CPC
Patricia	Flood, CPC
Prasanth	K	S, CPC-H
Pratiksha	Patel, CPC
Priyadarshini	Kamalakannan, CPC
Racheal	Kay	Peabody, CPC
Ragunath	Amalraj, CPC
Rajesh	Karunanithi, CPC
Raquel	Vera, CPC
Rebecca	Eastman, CPC
Rebecca	Reese, CPC
Renee	Geier, CPC
Renee	Kathleen	Croft, CPC
Robert	Sanders, CPC
Robin	Mcbride, CPC
Rosalyn	Pennington, CPC
Rose	Jorgensen, CPC

Roslin	Kavitha	Mariaraj, CPC
Roxanne	Welch, CPC
Ryan	John	Roberts, CPC
Sally	Sylvia, CPC
Sandra	Jean	Natale, CPC
Sandra	Sperrazza, CPC
Sarala	Shankarasivam, CPC
Saranya	Sasi, CPC
Sarena	Fritch, CPC
Scott	Sill, CPC
Senthil	Kumar	Subbas, CPC
Shannon	McGrath, CPC
Shannon	Halvorson, CPC
Shannon	Marie	Hammerle, CPC
Sharon	Connolly, CPC
Shauna	Cranford, CPC
Shawntae	Baliat, CPC
Shelly	Beery, CPC
Sherian	Smith, CPC
Sherrie	Ann	Johnson, CPC
Shobana	Mani, CPC
Shonte	Bridges, CPC
Sophia	Gomez, CPC
Sreelakshmi	Anjaneyareddy, CPC
Srividhya	Gunasekaran, CPC
Stacey	Lipp, CPC
Stacy	Ann	Lapuaho, CPC
Stephanie	Frances	Nock, CPC
Sujata	Dey, CPC
Susan	Baylis, CPC-H
Susan	Denise	Riley, CPC
Susan	Stull, CPC
Swati	Chakraborty, CPC
Sylvia	Alcala, CPC
Sylvia	LeBlanc, CPC
Tabatha	A	Southard, CPC
Tamara		Tripp	Dietzel, CPC
Tammi	Cannon, CPC
Teresa	Clontz, CPC
Theresa	D	Berry,	CPC, CPC-H
Thomas	Wieler, CPC-H
Tiffany	Shaw, CPC
Tina	Stade, CPC
Todd	John	Bisaillon, CPC
Tracy	Brill, CPC
Tracy	Henry, CPC
Tracy	Jane	Belanger, CPC
Tracy	Wright, CPC
Treena	Hall, CPC
Trisha	Moya, CPC
Usha	Durai, CPC
Uzie	Y	Sasmita, CPC
Uzie	Y	Sasmita, CPC
Vasan	Radha, CPC
Velma	Maloney, CPC
Victoria	B	Peori, CPC
Victoria	M	Perkins,	CPC, CPC-H
Vini	Alex, CPC
Wanda	Irizarry, CPC
Wendy	Almanza, CPC
Whitney	Pace,	CPC, CPC-H
William	Anthony	Lawson, CPC

Apprentices
Abby	Howell, CPC-A
Abirami	Mayandi, CPC-A
Adrianna	Corine	Hollis, CPC-A
Akhilesh	Kumar	Rai, CPC-A
Alberto	Martinez, CPC-A
Alka	Rathore,	BHMS, CPC-A
Allison	Zablo, CPC-A
Alysanne	M	Cochrane, CPC-A

Amanda	Deanna	Simpson, CPC-A
Amanda	Gail	Dyer, CPC-A
Amanda	Leger, CPC-A
Amanda	Southcott, CPC-A
Amit	Kathuria, CPC-A
Amrita	Raveendran, CPC-A
Amy	E	Milligan, CPC-A
Amy	Hansen, CPC-A
Amy	Marie	Milliano, CPC-A
Amy	Pulford, CPC-A
Amy	S	Lusk, CPC-A
Ana	Patel, CPC-A
Anandh	Ramakrishnan, CPC-A
Anandhi	Manivannan, CPC-A
Anchela	Sultan	Ahmed, CPC-A
Andrea	Thorpe, CPC-A
Andrea	Bellis, CPC-A
Andrea	C	Antoniou, CPC-A
Andrea	Guy, CPC-A
Andrea	LaFoca, CPC-A
Andrea	Lynn	Dittmar,	CPC-A, CPC-H-A
Andrea	Rose, CPC-A
Andrela	Riley, CPC-A
Angee	Hughes, CPC-A
Angel	Harris, CPC-A
Angel	L	Ruiz, CPC-A
Angela	C	Bitely, CPC-A
Angela	Heeralal, CPC-A
Angela	Heuerman, CPC-A
Angela	Kay	Fowler, CPC-A
Angela	L	Dobush, CPC-A
Angela	Pennington, CPC-A
Angela	Pike, CPC-A
Angela	Voight, CPC-A
Angeli	M	McMillan, CPC-A
Angelica	Cross, CPC-A
Anitha	Jayaseelan, CPC-A
Anitha	Ravikumar, CPC-A
Anna	Christine	Fitzsimmons, CPC-A
Anna	Elsishans, CPC-A
Anna	Grindel, CPC-A
Anne	Elizabeth	Briggs, CPC-A
Anne	Palomar	Simeon, CPC-A
Annette	T	Marshall, CPC-A
Anoush	Ketsoyan, CPC-A
Anthony	Lusi, CPC-A
April	D	Davis, CPC-A
April	Sexton, CPC-A
Aravind	Sivasubramanian, CPC-A
Arianna	Sassone, CPC-A
Arina	Gowen, CPC-A
Arunkumar	S, CPC-A
Asha	Chaudhary, CPC-A
Ashley	E	Thompson, CPC-A
Ashley	French, CPC-A
Ashley	Jo	Roberts, CPC-A
Aubrey	Zeiders, CPC-A
Aurora	Baker, CPC-A
Aurora	Miras	Payawal, CPC-A
Balaji	Venkatappan, CPC-A
Barath	Raghuraman, CPC-A
Barbara	Littman, CPC-A
Beatriz	Ixta, CPC-A
Becky	Devoy, CPC-A
Benjamin	Shinn, CPC-A
Berlyn	Davis, CPC-A
Bernice	B	Hasher, CPC-A
Beth	Ann	Miller, CPC-A
Beth	Jaggers, CPC-A
Beth	Rochelle	Shelton, CPC-A
Bharakath	Nisha	Satheesh	Babu, CPC-A
Billie	McCarthy, CPC-A
Birundha	S, CPC-A

newly credentialed members
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Blake	Carswell, CPC-A
Bonnie	Sue	Connors, CPC-A
Brandon	Taylor, CPC-A
Brandy	Perkins, CPC-A,	CPCO

Brenda	Venezia, CPC-A
Brittany	Huston, CPC-A
Brittany	Rae	Curnow, CPC-A
Brittany	Rogers, CPC-A
Brooke	Celeste	Davide, CPC-A
Candrell	Niverba	Ajido, CPC-A
Carla	J	Weaver, CPC-A
Carla	Jean	Williams, CPC-A
Carol	Cavallaro, CPC-A
Carol	Siminoski, CPC-A
Carol	Stanley, CPC-A
Carole	Conte, CPC-A
Caroline	Powell, CPC-A
Carolyn	J	Wilson, CPC-A
Carolyne	Sipek, CPC-A
Carrie	Fowler, CPC-A
Caryn	Slack	MD, CPC-A,	CPC-P-A

Casey	Wosepka, CPC-A
Cassy	Kusuma, CPC-A
Catharine	Lookingbill, CPC-A
Cathrine	Annette	Grundman, CPC-A
Cathy	Roberts, CPC-A
Chantel	Kuznia, CPC-A
Charles	Talunton	Montealegre, CPC-A
Charmaine	Shim, CPC-A
Charumathi	Sundararajan, CPC-A
Chelsea	Monique	Gilster, CPC-A
Cheryl	Beckman, CPC-A
Cheryl	Gale	Bussell, CPC-A
Cheryl	L	Tepen, CPC-A
Cheryl	Lynn	Bruce, CPC-A
Cheryl	Shaffer, CPC-A
Chitra	Ponnusamy, CPC-A
Christina	Daniels, CPC-A
Christina	Mann, CPC-A
Christina	Terrill, CPC-A
Christine	Gulden, CPC-A
Christine	Krause, CPC-A,	CPMA

Christine	Pendarvis, CPC-A
Christopher	Balch, CPC-A
Christopher	D	McDonald, CPC-A
Christopher	De	Castro	Yutuc, CPC-A
Chrysanne	M	Fife, CPC-A
Cindy	Naze, CPC-A
Claudia	Sotelo, CPC-A
Colony	Wilson-Ray, CPC-A
Connie	L.	Petras, CPC-A
Corey	Scott	Royer, CPC-A
Courtney	Nichole	Burge, CPC-A
Courtney	Samone	Walker, CPC-A
Crystal	Gail	Williams, CPC-A
Cynthia	Cooke, CPC-A
Cynthia	Encinas, CPC-A
Damini	Chugg, CPC-A
Dana	Little, CPC-A
Dana	Mary	Lancaster, CPC-A
Daniel	Sakurai, CPC-A
Danielle	Hynes, CPC-A
Danielle	Marderosian, CPC-A
Danielle	Ray, CPC-A
Daris	Redmon, CPC-A
Darlene	C	Shimatsu, CPC-A
Darrell	James	Hoover, CPC-A
David	Scott	Partin, CPC-A
David	Scott	Sullivan, CPC-A
Dawn	Antoinette	Markve, CPC-A
Dawn	Erickson, CPC-A
Dawn	Holub, CPC-A
Dawn	Levingston, CPC-A
Debbie	Ann	Ross, CPC-A
Deborah	Knopp, CPC-A
Deborah	Kopper, CPC-A
Debra	Stoner, CPC-A
Deepa	Sharma, CPC-A

Deepa	Lakshmi, CPC-A
Deepak	Bhandari, CPC-A
Deidre	Lynn	Stiefel,	CPC-A, CPC-H-A
Denise	R	Roberts, CPC-A
Derek	Christopherson, CPC-A
Diana	Esther	Cabrera, CPC-A
Diana	G	White, CPC-A
Diana	Tuttle, CPC-A
Diane	Heiple, CPC-A
Diane	L	Hutchinson, CPC-A
Dipali	Mane, CPC-A
Divya	Rajagopal, CPC-A
Dolly	Gupta, CPC-A
Donald	H	Sherman,	CPC-A, CPC-H-A
Donald	P	Davis, CPC-A
Donna	Badger, CPC-H-A
Donna	L	Champ, CPC-A
Donna	Libby, CPC-A
Donna	Lynn	Dill, CPC-A
Donna	Powell, CPC-A
Donna	Pritchard, CPC-A
Doreen	M	Amedeo, CPC-A
Dr	Preeti	Mehla, CPC-A
Dr.	Priyanka	Kaushik, CPC-A
Drenn	Workman, CPC-A
Dyna	Wactor, CPC-A
Edlaine	April	Pagente, CPC-A
Edna	Dewenter, CPC-A
Edna	Pabalan	Lor, CPC-A
Elaine	Coble, CPC-A
Elaine	Jolivet, CPC-A
Elizabeth	Gale, CPC-A
Elizabeth	Acevedo, CPC-A
Elizabeth	Pope, CPC-A
Elizabeth	Thompson	Chombor, CPC-A
Elizabeth	Urrecho, CPC-A
Ellen	Heffner, CPC-A
Ellen	Kittel, CPC-A
Ellen	N	Holman, CPC-A
Ellen	Stanfield, CPC-A
Elvira	Deak, CPC-A
EmaLee	Shirley, CPC-A
Emily	M	Saplagio, CPC-A
Emily	Shipman, CPC-A
Emily	Siegmann, CPC-A
Emmanuel	A	Sanchez, CPC-A
Erica	Aguilar, CPC-A
Erica	Michelle	Rector, CPC-A
Erika	Bergstresser, CPC-A
Erika	Razo, CPC-A
Erin	Ruth	Mabry, CPC-A
Erin	Spry, CPC-A
Erlyn	Maragay	Valdeavilla, CPC-A
Esther	R	Vogan, CPC-A
Esther	Rousseau, CPC-A
Ethel	Garcia	Magbuhos, CPC-A
Fareethabanu	Syed, CPC-A
Florida	Paleno	Cobilla, CPC-A
Fran	Dirienzo, CPC-A
Gayle	Radice, CPC-A
Geetanjali	Singh, CPC-A
Gena	Marie	Dupee, CPC-A
Georgia	Anne	Schmidt, CPC-A
Gina	L	Cason, CPC-A
Gladys	Merchan, CPC-A
Gokilambal	Subramaniam, CPC-A
Grace	Riddell, CPC-A
Grace	Schuessler, CPC-A
Gregg	Paddie, CPC-H-A
Hans	Mendoza	Aliwalas, CPC-A
Harriet	Anderson, CPC-A
Hazira	Begum, CPC-A
Heather	Bailey, CPC-H-A
Heather	Clapp, CPC-A
Heather	Payne, CPC-A
Heather	Settlemyer, CPC-A
Heather	Van	Slyke, CPC-A
Heather	Woodworth, CPC-A

Helen	M.	Jess, CPC-A
Helen	Martin, CPC-A
Helen	McMillan, CPC-A
Helen	Stancil, CPC-A
Hollie	Steele, CPC-A
Holly	Land, CPC-A
Hsiaomei	Yu, CPC-A
Isabel	Pereira, CPC-A
Jackie	Stambaugh, CPC-A
Jaclyn	Sorbo, CPC-A
Jacqueline	Rogers, CPC-A
Jamie	Allen, CPC-A
Jamie	Michelle	Esteban, CPC-A
Jamie	Politz, CPC-A
Jan	Cole, CPC-A
Jana	Cole, CPC-A
Janet	Colucci, CPC-H-A
Janet	Houghten, CPC-H-A
Janet	Louise	Shafer,	CPC-A, CPC-H-A
Janet	Martin, CPC-A
Janifa	Raj	Durai	Raj, CPC-A
Janis	KR	Castro, CPC-A
Jasmina	Alshawy, CPC-A
Jasmine	Pawa, CPC-A
Javed	Khan, CPC-A
Jaya	Velayudhan, CPC-A
Jean	Emerson, CPC-H-A
Jeanne	Nastovski, CPC-A
Jeanne	Whiteside, CPC-A
Jeannette	Bram, CPC-A
Jeeva	Rufus, CPC-A
Jeffrey	Cole, CPC-A
Jennefer	Larson, CPC-A
Jennie	Aguayo, CPC-A
Jennifer	Atkins, CPC-A
Jennifer	Bell	Monroe, CPC-A
Jennifer	Jackson, CPC-A
Jennifer	Lee	Koeller, CPC-A
Jennifer	McKnight, CPC-A
Jennifer	Miller, CPC-A
Jennifer	S	Neitzel, CPC-A
Jennifer	Smith	Fox, CPC-A
Jessa	Ayleon	Bacong, CPC-A
Jessica	List, CPC-A
Jessica	Barbeiro, CPC-A
Jessica	Gail	Avery, CPC-A
Jessica	Leland	Stroud, CPC-A
Jessica	Lynn	Louis, CPC-A
Jessica	Nicole	DiTolla, CPC-A
Jessica	Pate, CPC-A
Jessica	Searnock, CPC-A
Jessy	Thorgal	S, CPC-A
Jhenna	Arce, CPC-A
Joann	Janeschek, CPC-A
Joann	Coleman, CPC-A
Joann	McClusky, CPC-A
Joanne	Davis, CPC-A
Joanne	Holland, CPC-A
Joellyn	Anderson, CPC-A
John	Falsario	Arquero, CPC-A
John	J	Borges, CPC-A
Johnnie	Patterson, CPC-A
Jon	J	Spezzano, CPC-A
Jonah	Benjamin	Abrams, CPC-A
Joni	Kay	Maile, CPC-A
Joshua	Windeknecht, CPC-A
Josie	Pangasian	Aleonar, CPC-A
Joy	Ann	Marino, CPC-A
Joyce	Calhoun, CPC-A
Joycelyn	Bowes, CPC-A
Joymarie	Verdisco, CPC-A
Judie	M	Gordon, CPC-A
Judith	P.	Betz, CPC-A
Judy	Borcky, CPC-A
Juli	A	Devolve, CPC-A
Julia	Frazier, CPC-A
Julia	Nicole	Martin, CPC-A
Julianne	Kawachi, CPC-A

Julie	A	Clemons, CPC-A
Julie	Anne	Tipping, CPC-A
Julie	Haskell	Lytle, CPC-A
Julie	Parrillo, CPC-A
Julieta	Jaminal, CPC-A
Kalaivani	Prathap, CPC-A
Kara	Curtis, CPC-A
Kara	Pate, CPC-A
Karan	Singh	Chauhan, CPC-A
Karen	Pike, CPC-A
Karen	Ann	Balduzzi, CPC-A
Karen	Green, CPC-A
Karen	Lee	Eberl, CPC-A
Karin	Donado, CPC-A
Karisma	L	Stubbs, CPC-A
Karla	Eaves, CPC-A
Karthik	S.V, CPC-A
Karthisan	Namachivayam, CPC-A
Katharine	Meissner, CPC-A
Kathleen	Bigelow, CPC-A
Kathleen	Comalli	Dillon	RDMS, CPC-A
Kathleen	Moran, CPC-A
Kathrine	Forstie, CPC-A
Kathryn	Engle, CPC-A
Kathy	King, CPC-H-A
Kathy	Gottlieb, CPC-A
Kathy	Lowe, CPC-A
Kathy	Radomile, CPC-A
Kaycee	Della	Marie	Cain, CPC-A
Kayla	Wojciechowski, CPC-A
Keeley	Jo	VanHorn,	CPC-A, CPC-H-A
Kelly	Linette	Guidry, CPC-A
Kelly	Lynn	Lugo, CPC-A
Kendra	L	Green-Newell, CPC-A
Kendra	Lynn	Thomas, CPC-A
Kenneth	P	Lemanski,	CPC-A, CPC-H-A
Kenny	George, CPC-A
Kevin	Wilber, CPC-A
Kim	Couse, CPC-A
Kim	Edmunds, CPC-A
Kim	Johnson-Lee	,	RHIT, CPC-A
Kim	Wilson, CPC-A
Kimberly	Foster, CPC-A
Kimberly	J	Piccirilli, CPC-A
Kimberly	Moyer, CPC-A
Kimberly	Palmer, CPC-A
Kiran	Pal	Singh, CPC-A
Krishnamoorthy	Meenacha	Thilakar, CPC-A
Krishnamurthy	Ganesan, CPC-A
Krista	Strazza, CPC-A
Kristi	Broughton, CPC-A
Kristi	Close, CPC-A
Kristin	Jane	Piper, CPC-A,	CPC-H-A

Kristin	Renfro, CPC-A
Kristle	Ritterbush, CPC-A
Kristy	Carr, CPC-A
Kristy	Jackson, CPC-A
Kristyn	Gunn, CPC-A
Krystle	Marie	Byerly, CPC-A
Laken	Hooten, CPC-A
Lanisha	Russ, CPC-A
Lara	Kristina	Rodes	Lunaria, CPC-A
Laura	Besheres, CPC-A
Laura	T	Skiver, CPC-A
Lauren	Abrams, CPC-A
Lauren	Diane	Casey, CPC-A
Lauren	Jones, CPC-A
Lauren	K	Carusone, CPC-A
Lauren	Nichole	Edwards, CPC-A
Lauretta	Kay	Tiell, CPC-A
Laurice	Anne	Bisarra	Renteria, CPC-A
Laurie	Keegan, CPC-A
Leah	A	Brumberg, CPC-A
Lelica	Svalina, CPC-A
Leonard	Emuren, M.D.,	CPC-A
Lesa	Lagmay, CPC-A
Leslie	Williamson, CPC-A
Leslie	Friend, CPC-A

Leslie	Gesino, CPC-H-A
Leslie	Klaers, CPC-H-A
Leslie	Williamson, CPC-A
Linda	B	Furman, CPC-A
Linda	Jaegers, CPC-A
Lindita	Gashi, CPC-A
Lindsi	Meter, CPC-A
Lisa	B	Forman, CPC-A,	CPC-H-A

Lisa	Barrett, CPC-A
Lisa	Dolphin, CPC-A
Lisa	Dyer, CPC-A
Lisa	Martinez, CPC-A
Lisa	McCance, CPC-A
Lisa	Nazworth, CPC-A
Lisa	Walthall, CPC-A
Lisa	Wilcox, CPC-A
Loretta	Jordan, CPC-A
Lori	Baker, CPC-A
Lori	Beth	Pindel, CPC-A
Lori	Farmer, CPC-A
Lorraine	Forcier, CPC-A
Lorrie	Ann	Stover, CPC-A
Lovely	Grace	Espina, CPC-A
Lucy	Burger, CPC-A
Luvenia	Stafford, CPC-A,	CPC-H-A

Lydia	Aduamah, CPC-A
Lynn	Ellis, CPC-A
Madesh	Ragu, CPC-A
Maggie	Ann	Rowe, CPC-A,	CPC-H-A

Mailyn	Anabelle	Yap, CPC-A
Maiu	Reismann, CPC-A
Mandy	Cassley, CPC-A
Manjula	Dhanbahadur, CPC-A
Manjula	Gnanasekar, CPC-A
Manoj	Kumar	Singh, CPC-A
Marci	Lee	Lyons, CPC-A
Marcia	Taub, CPC-A
Marcy	J	Reynolds, CPC-A
Margaret	Reyes	Gross, CPC-A
Maria	Alexander, CPC-A
Maria	Criselda	Santos, CPC-A
Maria	Dunbar, CPC-A
Marianne	Chapman, CPC-A
Marie	A	Yarian, CPC-A
Marie	Baker, CPC-A
Marie	Levine, CPC-A
Marie	Roche, CPC-A
Marina	Rizzi, CPC-A
Marjorie	Suarez-de	Luna, CPC-A
Mark	A	Booher, CPC-A
Marla	Polgrean, CPC-A
Marlene	B	Abbott, CPC-A
Marlyn	Graff, CPC-A
Marna	Burns, CPC-A
Marnie	Tarleton, CPC-A
Marta	Cruz	Santiago, CPC-A
Martha	A	Eustace, CPC-A
Martha	Kervin, CPC-A
Martha	Ridings, CPC-A
Mary	Bishop, CPC-A
Mary	Ann	O’Brien, CPC-A
Mary	Jane	Mauricio, CPC-A
Mary	Jo	Efaw	Nobles, CPC-A
Mary	Judge, CPC-A
Mary	McKinley, CPC-A
Mary	Taylor, CPC-A
Marya	Torres-Olmo, CPC-A
Maryalice	Inskeep, CPC-A
Maureen	Barton, CPC-A
Maureen	Murphy, CPC-A
Meaghan	Holt, CPC-A
Mecca	E	Alston, CPC-A
Megan	Froemling, CPC-A
Megan	Sanches, CPC-A
Meghan	Case, CPC-A
Melanie	Bellar, CPC-A
Melanie	Remacle, CPC-A
Melinda	J	Garcia, CPC-A
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Melissa	Maniscalco, CPC-A
Melissa	West, CPC-A
Michael	Bruning, CPC-A
Michael	D	Graham, CPC-A
Michele	Akita, CPC-A
Michelle	Zeldenrust, CPC-A
Michelle	Adams, CPC-A
Michelle	L	Ohlendorf, CPC-A
Michelle	Lynette	Wright, CPC-A
Mindy	Sanchez, CPC-A
Minerva	Williams, CPC-A
Misty	Lane	Graham, CPC-A
Mohanbabu	Sundaram, CPC-A
Molly	Krempa, CPC-A
Monica	Barnett, CPC-A
Monica	Horton, CPC-A
Monique	Wilkerson, CPC-A
Morgan	Gauthier,	CPC-A, CPC-H-A
Murugesan	Devaraj, CPC-A
Mythili	Vijayasekaran, CPC-A
Nadine	Guiliano, CPC-A
Nakita	Bouie, CPC-A
Nancy	L	Riem,	CPC-A, CPC-H-A
Nandini	Natarajan, CPC-A
Naoko	Goodson, CPC-A
Naomi	Leaman, CPC-A
Natalie	Fritz, CPC-H-A
Natalie	H	Balderson, CPC-A
Neeraj	Tyagi, CPC-A
Nicola	Walters, CPC-A
Nicole	Clapp, CPC-A
Nicole	Cope, CPC-A
Nicole	Wamser, CPC-A
Nikhil	Bhardwaj, CPC-A
Nikhila	Manoj, CPC-A
Nikki	Lynn	Baugh, CPC-A
Nimisha	Patel, CPC-A
Olga	Magee, CPC-A
Oscaralin	Rodriguez, CPC-A
Padmini	Ashok, CPC-A
Pam	Hamilton, CPC-A
Pamela	Arcuri, CPC-A
Pamela	Walton	Hicks, CPC-A
Pamela	Wolfram, CPC-A
Patricia	Anna	Douglas, CPC-A
Paul	Corey, CPC-A
Paula	Rogers, CPC-A
Pavithra	Elangovan, CPC-A
Pawan	Gupta, CPC-A
Peggy	Stuckey, CPC-A
Perla	Enriquez, CPC-A
Pierre	Sales, CPC-A
Polly	R	Houchins, CPC-A
Prabhakaran	Boopathy, CPC-A
Prasanna	Subbulakshmi, CPC-A
Praveen	Kumar	Veeramani, CPC-A
Preetha	Vasantha	Krishna, CPC-A
Purva	Sobti, CPC-A
Rachel	Kyker, CPC-A
Raghupathy	Dharmaraj, CPC-A
Rajeev	Kumar, CPC-A
Rakel	Leyva, CPC-A
Rameshkumar	Ramamoorthy, CPC-A
Ramone	Echols, CPC-A
Rathenasapapathi	Vetrivelan, CPC-A
Rebeca	Herrera, CPC-A
Rebecca	Chatham,	CPC-A, CPC-H-A
Rebecca	L	Odell, CPC-A
Rebecca	Lynn	Combs, CPC-A
Rebecca	Lynn	Shoemaker, CPC-A,	CRHC

Rebecca	Stapley, CPC-A
Rebekah	Stock, CPC-A
Regina	Poole, CPC-A
Rekha	Kesavan, CPC-A
Renee	Faust, CPC-A
Renee	Goodwin, CPC-A
Reshma	Dsouza, CPC-A
Rhonda	Bell, CPC-A

Rhonda	Counts, CPC-A
Richard	Wendorf, CPC-A
Rinjo	Paul, CPC-A
Rita	Campbell, CPC-A
Rita	Urbina, CPC-A
Robert	Smith, CPC-A
Roberto	Rivera, CPC-A
Robin	Brooks, CPC-A
Robin	Erinn	Bay, CPC-A
Robin	L	Will, CPC-A
Robin	Lynn	Keim, CPC-A
Rochelle	Boersma, CPC-A
Rodelia	Anna	Gonzales, CPC-A
Ronald	Perez	Mendoza, CPC-A
Rosa	Ramos, CPC-A
Rosa	Esther	Santos, CPC-A
Rosalyn	Graham, CPC-A
Rose	Marie	Mayer, CPC-A
Roshni	Choksi, CPC-A
Roxann	Gomez, CPC-A
Roxanne	Leon, CPC-A
Ruchi	Kala, CPC-A
Ruth	M	Price, CPC-A
Sabrina	Marie	Robinson, CPC-A
Sachin	Bhardwaj, CPC-A
Salai	Suganya	Bharani	Kumar, CPC-A
Samantha	Elizabeth	Sherrill, CPC-A
Samantha	Jo	Robertson,	CPC-A, CPC-H-A
Samantha	L	Dunn, CPC-A
Sandhya	Rani	Dasari, CPC-A
Sandip	Kumar	Singh, CPC-A
Sandra	Angevine, CPC-A
Sara	Harris, CPC-A
Sara	Ann	Aurand,	CPC-A, CPC-H-A
Sara	Wild, CPC-A
Sarah	Devin, CPC-A
Sarah	L	Barriger, CPC-A
Sarah	Malley, CPC-A
Sarah	Manker, CPC-A
Sarah	Salaneck, CPC-A
Sarah	Schubert, CPC-A
Sarah	Tarala, CPC-A
Sarah	Taylor, CPC-A
Scott	Michael	Roper, CPC-A
Sean	Bradshaw, CPC-A
Seema	Bapat, CPC-A
Senta	Sue	Alden,	CPC-A, CPC-H-A
Shameka	N	Best, CPC-A
Shannele	Sommer	Peters, CPC-A
Shante	White, CPC-A
Shantyl	Mercado, CPC-A
Shaphali	Sagar, CPC-A
Sharell	Unique	Erwing, CPC-A
Shari	Holtz, CPC-A
Sharon	Ann	Reno, CPC-A
Sharon	Brooks, CPC-A
Sharon	Mcmanus, CPC-H-A
Shavawn	Perschka, CPC-A
Shawn	Danforth, CPC-A
Shawn	Wilkins, CPC-A
Sheila	S	Loggins, CPC-A
Shekera	Hutchins, CPC-A
Shelly	Pankan, CPC-A
Sherie	Haymore, CPC-A
Sherry	Bare, CPC-A
Sherry	Gaul, CPC-A
Sheryl	Arlene	Hinecker, CPC-A
Sheryl	Wagner, CPC-A
Shinu	Raj, CPC-A
Shirley	A	Baker,	CPC-A, CPC-H-A
Shirley	D	Allen, CPC-A
Shivashankari	Kasi, CPC-A
Shweta	Jha, CPC-A
Sivanantham	Ananthakrishnan, CPC-A
Sivapriya	Angamuthu, CPC-A
Sivaraman	Dhamodharan, CPC-A
Slavica	Stjepic, CPC-A
Sonya	J.P.	Canon, CPC-A

Sophana	Meas, CPC-A
Srilakshmi	Muralimohan, CPC-A
Stacey	A	Riddle, CPC-A
Stacey	Ary, CPC-A
Stacey	Hendricks, CPC-A
Stacey	L	Smith, CPC-A
Stacey	Louise	Schattgen, CPC-A
Stacia	Dekeyser, CPC-A
Stacy	Franke, CPC-A
Stacy	Louch, CPC-A
Stacy	Tague, CPC-A
Stephane	Beth	Jackson, CPC-A
Stephanie	Ray, CPC-A
Stephanie	Charlene	Fuentes, CPC-A
Stephanie	M.	Taylor, CPC-A
Stephanie	Marie	Gallegos, CPC-A
Stephanie	Moseman, CPC-A
Stephanie	Ulerich, CPC-A
Sudarmani	Selvaganapathy, CPC-A
Susan	Dean, CPC-A
Susan	Elizabeth	Williams, CPC-A
Susan	F	Stannard, CPC-A
Susan	K	Mullen, CPC-A
Susan	M	Jayjohn, CPC-A
Sweta	Dugar, CPC-A
Syamala	Devi	Chavatapalli, CPC-A
Takiyah	Shani	Lawrence, CPC-A
Tami	Tirado, CPC-A
Tammy	Shae	Mohan, CPC-A
Tanisha	Anderson, CPC-A
Tanya	D	Vincent,	CPC-A, CPC-H-A
Tanya	J	Meyer, CPC-A
Tara	Spann	Huguley, CPC-A
Taybree	Sorensen, CPC-A
Tereca	Lakeisha	Coleman, CPC-A
Teri	Mele, CPC-A
Terri	Gray-Smith, CPC-A
Terry	Lee, CPC-A
Theresa	Nelson, CPC-A
Thilaga	durga	lakshmi	Raj, CPC-A
Thiyagu	Jayavelu, CPC-A
Thomas	A	Hays, CPC-A
Thomas	R	Ford, CPC-A
Tierney	L	Riley, CPC-A
Tiffany	M	Green, CPC-A
Tiffany	Mitchell, CPC-A
Tina	R	Baker, CPC-A
Tina	Sell, CPC-A
Tisha	L	Mayle, CPC-A
Tolonyia	Michelle	Mathies, CPC-A
Tong	Parngs, CPC-A
Tori	Hunt, CPC-A
Tracy	L	Wright, CPC-A
Tracy	R	Mcdowell, CPC-A
Vada	Cook, CPC-A
Varisaimydeen	Jailane, CPC-A
Venkata	Rakesh	Chakravarthy, CPC-A
Veronica	Arriaga, CPC-A
Veronica	Rodriguez, CPC-A
Vevica	Gray, CPC-A
Vicki	L	Peltier, CPC-A
Vicki	Lloyd, CPC-A
Vicki	Wagner, CPC-A
Victoria	A	Mele, CPC-A
Victoria	Lynn	Politte, CPC-A
Vidhya	Sivakumar, CPC-A
Vipin	Kumar, CPC-A
Vivek	Kohli, CPC-A
Wanda	Santiago, CPC-A
Warren	Rolf	Gabrillo, CPC-A
Wendi	Weygandt, CPC-A
Wendy		Walters, CPC-A
William		Iannotti, CPC-A
Yami	Ilangovan, CPC-A
Yashwant	Singh	Rawat, CPC-A
Yovanna	Hardy, CPC-A
Yvette	Stone, CPC-A
Yvonnie	D	Gonzales, CPC-A

Zarita	Barrios, CPC-A
Zita	Quaschnick, CPC-A

Specialties
Adriana	Silva,	CPC, CEMC
Alison	J	Luckett,	CPC, CUC
Amy	Baker, CPMA
Apoorba	Ganguly,	CPC, CPMA
April	M	Ramos,	CPC, CPMA
Ashlyn	Smith,	CPC, CPCD
Barbara	Baldwin,	CPC, CPMA
Bernard	M.	Bettencourt	Jr., CPMA
Brandy	Joe	Buechner,	CPC, CEMC
Cecilia	G	Vela,	CPC, CIRCC
Chastity	K	Radcliff,	CPC, CPMA
Diptika	Vijay	Patel,	CPC, CANPC
Dnyanada	Barde, CIRCC
Elaine	Meyer, CENTC,	CUC

Haley	Hettmansperger,	CPC, CEMC
Heath	Seacrist,	CPC, CEMC
Jacklynn	Noel	Desiato, CPMA
Jeffrey	Henderson, CEDC
Joseph	E	Newsome	HCS,	HAS, CPC,	CPC-H,	

CPCO,	CPMA,	CPPM,	CPC-I,	CEMC

Karen	A	Bruneau,	CPC, CCC
Karen	Leise,	CPC, CPMA,	CGSC

Karrie	Hinch, CIRCC
Kathy	Bryan, CEMC
Kelsey	M	Beadle,	CPC, CEMC
Khafayat	O	Edwards,	CPC, CPMA
Kimberly	Gizzio,	CPC, CEMC
Kristina	Elaine	Suberbielle, CPCO
Linda	J	King,	CPC, CPCO,	CCVTC,	CEMC,	CGSC

Lisa	Livingston, CPMA
Lisa	M	Bertrand,	CPC-A, CCC
Long	Yong	Chao,	CPC, CIRCC
Lucita	Francisco	Vartanian,	CPC, CIRCC
Lynda	L	Hargis,	CPC, CEMC
Marlye	Rodriguez, CPEDC
Martha	Esther	Delgado, CEDC
Mary	Ann	Griffin,	CPC, CPMA
Mary	Hobbs,	CPC-A, CEMC
Matthew	Evans, CPCO
Megan	Hill, CPMA
Michael	D	Manhart,	CHCA, CPC,	CPC-H,	CPMA
Michael	Mendoza,	CPC, CHONC
Michelle	Brock, COBGC
Michelle	Yvonne	Miller,	CPC,	CEDC, CEMC
Muthukannairam	Paulsamy,	CPC, CPMA
Nancy	Kwan,	CPC-H, CPMA
Nancy	S	Swope,	CPC,	CCVTC, CEMC
Naomi	Mosley, CCC
Natalie	Hernandez,	CPC, CIRCC
Ramya	Kesavan,	CPC, CPMA
Sandra	Pedersen,	CPC, CEMC
Sharon	A	Calabria,	CPC, CCVTC
Sheri	C	Smith,	CPC, CHONC
Sona	Palankar,	CPC, CPC-H,	CANPC,	CASCC

Sona	Palankar,	CPC, CPC-H,	CANPC,	CASCC

Susan	Evans,	CPC, COSC
Susan	Gabriel	Felicissimo, CGIC
Susan	Johnston	Duchesneau, CEMC
Tammy	Luttenberger,	CPC,	CPMA, CASCC
Tiffanie	Bass-Wallace, CEMC
Tina	Muela,	CPC, CIRCC
Trella	M	Davis,	CPC, CEMC
Valerie	Haysom,	CPC, CPMA

Magna Cum Laude
Alan	Moon, CPC-A
Ana	B	Baez, CPC-A
Andrea	Arnzen, CPC-A
Andressa	Stults, CPC-A
Ayms	Lang, CPC
Brad	Davey, CPC-A
Carrie	Burger, CPC
Crystal		Benitez, CPC-A
Damaris	Aviles, CPC
Daniel	Lee	Johnson, CPC
Darnell	Wilson, CPC-H
Darshana	Jamdar, CPC-A
Dawn	Marie	Skovran, CPC
Deanie	Danette	Rodriguez, CPC
Debra	Riedhammer, CPC
Eileen	M	Forsner, CPC-A
Elizabeth	Davey, CPC-A
Erica	Botkin,CPC-A
Erin	Nigro, CPC,	CPC-P,	CPMA,	CEMC
Glenda	Jimenez, CPC-A
Jane	Turley, CPC-A
Jason	DiFusco,	MD, CPC-A
Jeannine	D	Monagle, CPC
Jennifer	Dawn	Perez,CPC-A
Jeremy	R	Monday, CPC
Joanna	Lung, CPC
Kathleen	Van	de	Voorde, CPC-H
Kelly	Knutson, CPC-A
Kelly	Myers, CPC
Laura	Louise	Ogershok, CPC-A
Lauren	A	Ayr, CPC
Linda	Doran, CPC
Lisa	Cline, CPC-A
Lourdes	Valles-Ferguson, CPC-A
Lydia	Chitwood, CPC
Magdalene	Dorothy, CPC
Mare	Perouty, CPC
Mark	Edward	Oloughlin, CPC
Mohammed	Yaseen	Mohiuddin,	CPC, CPC-P
Natarajan	Krishnasamy, CPC
Norma	Sanchez, CPC-A
Papitha	Abdulkhader, CPC-A
Paul	V	Johnson, CPC
Priyanka	Darekar, CPC-A
Rebecca	J	Moore, CPC
Terri	B	Pawliski, CPC
Theresa	Marie	Gleason, CPC-A
Therese	Jentz, CPC-A
Valerie	Currie, CPC-A

A&P Quiz Answer
The correct answer is C. The patient intravenously self-
administered an overdose of methamphetamine, a weak 
base. This drug is freely filtered at the glomerulus, but 
can be rapidly reabsorbed in the renal tubule. Adminis-
tration of ammonium chloride acidifies the urine, con-
verting a larger fraction of the drug to the protonated, 
charged form, which is poorly reabsorbed and more 
rapidly eliminated. Note that not all experts recom-
mend forced diuresis and urinary pH manipulation after 
methamphetamine overdose because of the risk of renal 
damage. (Source: Basic & Clinical Pharmacology 12th Edition; Ber-

tram Katzung, Susan Masters, Anthony Trevor)
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Minute with a Member

Jennifer M. Oravecz, BA, CPC
Medicare Program Coordinator,  
Capital BlueCross, Harrisburg, Pa.

1. Tell us a little bit about your ca-
reer—how you got into coding, 

what you’ve done during your coding 
career, what you’re doing now, etc.
I earned my Certified Professional Coder 
(CPC®) credential in 2006, shortly after be-
coming a hospital coding auditor. I was famil-
iar with ICD-9-CM, CPT®, and HCPCS Lev-
el II codes from a previous life, when I worked as 
a customer service representative for a health in-
surance company, so earning my coding certifi-
cation seemed less daunting. At the time I earned 
my CPC® I was an auditor, but I delved into the 
Health Insurance Portability and Accountabil-
ity Act (HIPAA)/compliance part of our indus-
try, as well. 
I worked in compliance for a few years (specifi-
cally, coordinating compliance activities in hos-
pitals) and eventually transitioned to a fraud 
and abuse investigator for a health insurance 
company. In this role, I had a dual focus on 
both HIPAA/compliance and hospital and phy-
sician coding. I really enjoyed using my coding 
skills again!
I’m now a Medicare program coordinator with 
Capital BlueCross in Harrisburg, Pa. I over-
see Medicare Advantage products as they re-
late to risk adjustment, benefits’ design and con-
figuration, and contract compliance (in a gen-
eral sense) around these products. The basis of 
risk adjustment is diagnosis coding, so my cod-

ing skills are put to good use. I love the variety 
of tasks on which I focus. The Medicare Advan-
tage environment is ever-changing and keeps 
me on my toes.

2. What is your involvement with your  
local AAPC chapter?
I am the vice president of Professional Coders 
of Central Pennsylvania (PCOCPA) located in 
Harrisburg. In 2011, I was the education offi-
cer for this chapter and prior to that, I was active 
in Professional Coders of Tidewater in Chesa-
peake, Va. I enjoy serving my chapter and think 
it’s an important role. I would like to encourage 
everyone at some point to step up and take a lead-
ership role in his or her local chapter. It’s a great 
way to connect with one’s peers (chapter mem-
bers and other officers alike), it’s important to 
have fresh ideas flowing to keep the chapter alive 
and well, and it’s fun, actually!   

3. What AAPC benefits do you like  
the most?
I look forward to receiving Coding Edge each 
month because it keeps me current on a variety of 
topics on which I don’t focus every day.
I enjoy conferences and have benefited from 
each one. AAPC’s conference team always co-
ordinates and executes a great event. My favorite 
conference was Jacksonville, Fla. I am a country 
music lover and was really excited to attend the 
conference planned for Nashville, Tenn. Moth-
er Nature, however, had another plan: Nashville 
suffered damage from massive flooding and the 
location was changed. I was awed by AAPC’s 
conference team and the smooth transition. I 
am sure it took many tireless hours and much ef-
fort to coordinate such an awesome conference 
that year. I also loved that my organization came 
together to support those affected by the flood, 
via Project AAPC. And, I still got to enjoy some 
country music fun at one of the venues in down-
town Jacksonville.

4. What has been your biggest chal-
lenge as a coder?
My challenge, like many other coders, is keeping 

up with all of the industry changes. The good 
news is: There are so many resources to keep us 
current. The bad news is: There are so many re-
sources to keep us current! I have found some-
thing that offsets this challenge: Folks in the in-
dustry generally are very willing to share their 
experience and knowledge. This has been in-
valuable to me, and much appreciated.

5. How is your organization preparing 
for ICD-10?
Capital BlueCross recognized the importance 
and impact of this enormous challenge. Since 
the summer of 2010, we have been preparing 
and have been going strong. Since the Cen-
ters for Medicare & Medicaid Services (CMS) 
and U.S. Department of Health & Human Ser-
vices (HHS) statements were made, there have 
been many conflicting opinions on the direc-
tion of ICD-10. Capital BlueCross anticipated 
a potential delay and has contingency plans in 
place. We continue to move forward with our 
ICD-10 efforts, and Capital BlueCross is where 
it needs to be. 

6. If you could do any other job, what 
would it be?
I have had an interest in health care law ever since 
I was a hospital coding auditor, where I worked 
closely with the hospital’s legal counsel. I en-
joyed reading and interpreting regulatory ma-
terials, and that interest has not waned. I love to 
learn, and at some point I will pursue additional 
formal education (I have a Bachelor of Arts de-
gree in Psychology). For now, I’m still deciding 
in which discipline.

7. How do you spend your spare time? 
Tell us about your hobbies, family, etc.
I like to read and exercise as often as I can, either 
doing Zumba or long-distance running (I’m a 
fair-weather runner!). I ran a half marathon a few 
years ago and would like to do that again soon, 
along with some 5Ks later this year. I’ve loved to 
bowl since I was a teenager. I also have recently 
become a licensed motorcycle rider and am on 
the hunt for my first bike: a Harley, of course! 
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5th Annual 2013 Medical Coding Update and Reimbursement Conference

We're excitedly counting the months till we see you in Orlando, Florida for CodingCon’s 
5th Annual 2013 Medical Coding Update and Reimbursement Conference happening on 
December 6-8, 2012 at the Buena Vista Palace, Orlando, Florida!
 
This 2 ½ day event is the only multi-specialty conference that will equip you with the tools 
you need in correcting codes from the start, avoiding claim denials, maximizing your 
productivity and increasing your practice’s bottom-line.
 
Call (866) 251-3060 or register at www.codingconferences.com today!

Featured Specialties       
•       Anesthesia
•       Ambulatory Surgery
•       Billing and Collection
•       Ob-Gyn
•       Orthopaedic
•       Otolaryngology
•       Pain Management
•       Pathology and Clinical Lab
•       Pediatrics
•       Urology

Who Should Attend:
• healthcare coding & billing professionals
• coders
• billing & compliance professionals
• consultants
• clinical documentation integrity professionals
• physicians
• industry leaders
 

Earn as
much as
16 CEUs!

Type in AAPC195 
as Promo Code 
to claim your 
exclusive 
$195 Price Off!

What's better than 
preparing your coders to pass 

their medical coding certi�cation exam in 
just 3 days? Doing so from the comforts of your o�ce!

That’s right – if you have coders in your facility who have been waiting for the right opportunity to prepare 
for their medical coding certi�cation exam, but found prep courses to be too time-consuming and costly, 
then you’ll be glad to know that you can bring the preparation to YOU.
  
What is an On-site Training Camp?
 The On-Site Training Camp is an intensive 3-day course that thoroughly covers the principles of ICD-9 Coding, 
HCPCS Coding, CPT Coding, and Medical Terminology.
 
Best of all, we will bring an expert instructor directly to you. With the On-Site Training Camp, you and your team can 
prepare for the certi�cation exam from the comforts of your facility that our expert instructors are AAPC-Certi�ed to 
teach AAPC’s Medical Coding Curriculum.
 
Call us at 866-458-2962 to receive your AAPC Member Discount 
for an Onsite Medical Coding Certi�cation Training Camp.
 

PREPARE FOR YOUR
MEDICAL CODING
CERTIFICATION EXAM
IN JUST 3 DAYS!

CodingCert.com



WANT A NATIONAL CONFERENCE 
BUILT EXCLUSIVELY FOR AUDITORS? 

This one’s for you! 

Earn up to 20 CEUs when you       
attend the preconference and      
conference 
 
Special two day Friday/Saturday 
classes to include: 

CPMA® education training—2 day  
course to prepare you for the CPMA® 
credential 

An additional training session will 
be available on Friday/Saturday. 
Please see the website for further    
details. 

 

Conference held at  
Grove Park Inn Asheville, NC    

on December 3-4, 2012 

Conference Auditing topics to include: 
Keynote Speakers—Sean Weiss, VP & 
Chief Compliance Office for          
DecisionHealth                              
Shannon DeConda- Founder and    
president of NAMAS                                       
Interventional Pain Management 
Observation Services 
Regulatory Control and Compliance 
Laboratory Language & the Auditor 
Developing an Auditing Compliance Plan 
Medical Necessity 
Presenting Audit Results 
ICD-10 for physicians 

 

Preconference Event - December 2, 2012  Special “Hands-on” Auditing skill 
building event with box lunch provided. 

Visit our website for more details!! 
www.NAMAS-Auditing.com 

877-418-5564 


