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ICD-10-CM ICD-9-CM ICD-10-CMICD-9-CM
A09 Infectious gastroenteritis and

colitis, unspecified
009.0 Infectious colitis, enteritis, and

gastroenteritis
009.1 Colitis, enteritis, and

gastroenteritis of presumed
infectious origin

009.2 Infectious diarrhea
009.3 Diarrhea of presumed infectious

origin

J02.0 Streptococcal pharyngitis
J03.00 Acute streptococcal tonsillitis,

unspecified
J03.01 Acute recurrent streptococcal

tonsillitis

034.0 Streptococcal sore throat

A60.04 Herpesviral vulvovaginitis054.11 Herpetic vulvovaginitis

A60.01 Herpesviral infection of penis054.13 Herpetic infection of penis

B17.9 Acute viral hepatitis, unspecified
B19.9 Unspecified viral hepatitis without 

hepatic coma

070.9 Unspecified viral hepatitis
without mention of hepatic
coma

B27.00 Gammaherpesviral mononucleosis
without complication

B27.01 Gammaherpesviral mononucleosis
with polyneuropathy

B27.02 Gammaherpesviral mononucleosis
with meningitis

B27.09 Gammaherpesviral mononucleosis
with other complications

B27.10 Cytomegaloviral mononucleosis
without complications

B27.11 Cytomegaloviral mononucleosis with
polyneuropathy

B27.12 Cytomegaloviral mononucleosis with
meningitis

B27.19 Cytomegaloviral mononucleosis with
other complication

B27.80 Other infectious mononucleosis
without complication

B27.81 Other infectious mononucleosis with
polyneuropathy

B27.82 Other infectious mononucleosis with
meningitis

B27.89 Other infectious mononucleosis with
other complication

B27.90 Infectious mononucleosis,
unspecified without complication

B27.91 Infectious mononucleosis,
unspecified with polyneuropathy

B27.92 Infectious mononucleosis,
unspecified with meningitis

B27.99 Infectious mononucleosis,
unspecified with other complication

075 Infectious mononucleosis

B37.0 Candidal stomatitis
B37.83 Candidal cheilitis

112.0 Candidiasis of mouth

B37.3 Candidiasis of vulva and vagina112.1 Candidiasis of vulva and vagina

E01.0 Iodine-deficiency related diffuse
(endemic) goiter

E01.1 Iodine-deficiency related
multinodular (endemic) goiter

E01.2 Iodine-deficiency related (endemic)
goiter, unspecified

E04.0 Nontoxic diffuse goiter
E04.9 Nontoxic goiter, unspecified

240.9 Goiter, unspecified

E04.1 Nontoxic single thyroid nodule241.0 Nontoxic uninodular goiter

E03.9 Hypothyroidism, unspecified244.9 Unspecified acquired
hypothyroidism

E11.9 Type 2 diabetes mellitus without
complications

250.00 Diabetes mellitus without
complication, type II or
unspecified type, not stated as
uncontrolled

E10.9 Type 1 diabetes mellitus without
complications

250.01 Diabetes mellitus without
complication, type I, not stated
as uncontrolled

E16.2 Hypoglycemia, unspecified251.2 Hypoglycemia, unspecified

E78.0 Pure hypercholesterolemia272.0 Pure hypercholesterolemia

E78.4 Other hyperlipidemia
E78.5 Hyperlipidemia, unspecified

272.4 Other and unspecified
hyperlipidemia

M10.9 Gout, unspecified274.9 Gout, unspecified

E87.70 Fluid overload, unspecified
E87.79 Other fluid overload

276.69 Other fluid overload

E66.09 Other obesity due to excess calories
E66.1 Drug-induced obesity
E66.8 Other obesity
E66.9 Obesity, unspecified

278.00 Obesity, unspecified

E66.01 Morbid (severe) obesity due to
excess calories

278.01 Morbid obesity

E66.3 Overweight278.02 Overweight

D50.9 Iron deficiency anemia, unspecified280.9 Iron deficiency anemia,
unspecified

D64.9 Anemia, unspecified285.9 Anemia, unspecified

D68.8 Other specified coagulation defects
D68.9 Coagulation defect, unspecified

286.9 Other and unspecified
coagulation defects

D69.59 Other secondary thrombocytopenia287.49 Other secondary
thrombocytopenia

D69.6 Thrombocytopenia, unspecified287.5 Thrombocytopenia, unspecified

D72.829 Elevated white blood cell count,
unspecified

288.60 Leukocytosis, unspecified

I88.8 Other nonspecific lymphadenitis
I88.9 Nonspecific lymphadenitis,

unspecified

289.3 Lymphadenitis, unspecified,
except mesenteric

D68.51 Activated protein C resistance
D68.52 Prothrombin gene mutation
D68.59 Other primary thrombophilia
D68.61 Antiphospholipid syndrome
D68.62 Lupus anticoagulant syndrome

289.81 Primary hypercoagulable state

D68.69 Other thrombophilia289.82 Secondary hypercoagulable
state

F41.0 Panic disorder [episodic paroxysmal
anxiety] without agoraphobia

300.01 Panic disorder without
agoraphobia

F41.1 Generalized anxiety disorder300.02 Generalized anxiety disorder

F10.10 Alcohol abuse, uncomplicated
F10.120 Alcohol abuse with intoxication,

uncomplicated
F10.129 Alcohol abuse with intoxication,

unspecified

305.00 Nondependent alcohol abuse,
unspecified drinking behavior

F17.200 Nicotine dependence, unspecified,
uncomplicated

F17.201 Nicotine dependence, unspecified,
in remission

F17.210 Nicotine dependence, cigarettes,
uncomplicated

F17.211 Nicotine dependence, cigarettes, in
remission

F17.220 Nicotine dependence, chewing
tobacco, uncomplicated

F17.221 Nicotine dependence, chewing
tobacco, in remission

F17.290 Nicotine dependence, other tobacco
product, uncomplicated

F17.291 Nicotine dependence, other tobacco
product, in remission

Z72.0 Tobacco use

305.1 Tobacco use disorder

G43.109 Migraine with aura, not intractable,
without status migrainosus

346.00 Migraine with aura, without
mention of intractable migraine
without mention of status
migrainosus

G50.0 Trigeminal neuralgia350.1 Trigeminal neuralgia

G51.0 Bell's palsy351.0 Bell's palsy

G56.00 Carpal tunnel syndrome, unspecified
upper limb

G56.01 Carpal tunnel syndrome, right upper
limb

G56.02 Carpal tunnel syndrome, left upper
limb

354.0 Carpal tunnel syndrome

© 2013 American Medical Association  1 
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Kudos

Please send your letters to the editor to:  
letterstotheeditor@aapc.comLetters to the Editor

Identify Information on  
Every Page of the Patient Record
I love when standards of medical re-
cord documentation are discussed in 
AAPC Cutting Edge. Your recent arti-
cle, “Deliver Constructive Criticism 
the Thoughtful Way,” (June 2013, p. 
30-31) brought this scenario to mind:
As an auditor, I receive chart notes to 
review daily. One thing often missed 
is the need for patient identifying in-
formation on each page of the record. 
A patient record may start out as an 
electronic file or a front/back copy, 
but by the time it’s printed down or 
copied and faxed, it’s a multiple page document—and patient iden-
tifying information is still a necessary element on every page. Using 
an electronic health record or a front/back page system doesn’t over-
ride this need; I often have to send records back to have this infor-
mation added.

Sarah Hobson, CPC, CPC-H, CPC-P, CPMA, CANPC

Thank you, Sarah, for reminding us all of how important this is. 

AAPC	Cutting	Edge

Extreme Coding = Extreme Education 
Whatever happened to the “Extreme Coding” articles that appeared 
in past editions of Coding Edge [AAPC Cutting Edge]? I liked those 
and found them quite educational. Would you consider reinstat-
ing them?

Ken Camilleis, CPC, CPC-I, CMRS, CCS-P

For members who are unfamiliar with this column, it was a feature in 
AAPC	Coding	Edge from August 2007 through June 2009. It included 
difficult-to-code medical scenarios submitted by our members. These 
records often presented jaw-dropping cases that required a great deal 
of imagination and research to code the services properly. We’ll look at 
bringing it back.

AAPC	Cutting	Edge

Use 33983 when VAD Involves Bypass
In June’s “Learn VAD Management to Help Failing Coding,” there 
is a typo in the second example (page 24): 
You should report 33983 Replacement of ventricular assist device 
pump(s); implantable intracorporeal, single ventricle, with cardiopul-
monary bypass for the replacement of intracorporeal ventricular as-
sist device (VAD) pump with bypass, not 33982 Replacement of ven-
tricular assist device pump(s); implantable intracorporeal, single ventri-
cle, without cardiopulmonary bypass.

CPC®	Unleashes	Her	Dark	Side
You may recognize the name Belinda S. Frisch, CPC, as an author 
of killer coding content. She has contributed articles for AAPC Cut-
ting Edge and has written 2006 and 2007 editions of Correct Coding 
for Medicare: Compliance and Reimbursement for educational pub-
lisher Cengage. If you’re wondering why you haven’t 
seen her talents in AAPC Cutting Edge for a while, 
it’s because she retired from non-fiction writing and 
crossed over to the dark side of fiction. Frisch has 
written a number of novels, including “Crisis Hos-
pital: Dark Tales from the Ward, the World, and the 
Bedside,” “Dead Spell,” “City of Hell Chronicles,” 
“Payback,” “Cure,” and “Afterbirth.”
AAPC Cutting Edge asked Frisch why she made the 
switch from coding to horror. Her tongue-in-cheek 
response was that she switched because of “the real 
life impending horror that is ICD-10. After 15 years 
in the business, many of them spent in compliance, I 
just didn’t want to start over with the new code set.” 
The truth is Frisch has always written horror stories, 
and she made the switch for personal reasons. “Real 

life made it hard to continue with a demanding day job,” said Frisch. 
“I spent a good deal of time over the past two and a half years help-
ing my grandfather with chemo for the late-onset mesothelioma that 
took him last September.”

Frisch’s horror stories are medicine-influ-
enced and her clinical writing experience has 
influenced her latest writing projects. The 
textbook writing for Cengage, according to 
Frisch, “really sharpened my prose and put 
me through the necessary editorial paces. I 
call on those lessons when I’m writing fic-
tion. So far, all of my fictional stories have 
at least a bit of medicine in them, so writing 
about coding and medicine influenced my 
fiction, too.” 
The first book, “Cure,” in Frisch’s Strandville 
series “was the culmination of years working 
with an infectious diseases department—the 
real life horror of difficult-to-cure illnesses 
and outbreaks—and my grandfather’s can-



www.aapc.com	 July 2013	 9

It’s July, and that means changes to the 
Ambulatory Surgical Center Payment Sys-
tem (ASCPS) have been released. Among 
the latest changes, effective July 1, 2013, 
HCPCS Level II code C9736 Laparosco-
py, surgical, radiofrequency ablation of uter-
ine fibroid(s), including intraoperative guid-
ance and monitoring, when performed is as-
signed for payment under the ASCPS (ASC 
payment indicator G2).
Also of note, the following two Category III 
CPT® codes are now separately payable un-
der the ASCPS:

• 0331T Myocardial sympathetic 
innervation imaging, planar 
qualitative and quantitative assessment 
(ASC payment indicator Z2)

• 0332T Myocardial sympathetic 
innervation imaging, planar 

qualitative and quantitative 
assessment; with tomographic SPECT 
(ASC payment indicator Z2)

Two drug and biological codes have been 
granted OPPS pass-through status:

• C9131 Injection, ado-trastuzumab 
emtansine, 1 mg (ASC payment 
indicator K2)

• Q4122 Dermacell, per square 
centimeter (ASC payment indicator 
K2)

And there are two new HCPCS Level II codes:
• Q2050 Injection, doxorubicin 

hydrochloride, liposomal, not otherwise 
specified, 10 mg (ASC payment 
indicator K2)

• Q2051 Injection, zoledronic acid, 
not otherwise specified, 1 mg (ASC 
payment indicator K2)

You should also note that code J9002 Injec-
tion, doxorubicin hydrochloride, liposomal, 
doxil, 10 mg is replaced with code Q2050.
And ASC payment indicators for HCPCS 
Level II codes Q4126 Memoderm, dermas-
pan, tranzgraft or integuply, per sq cm and 
Q4134 Hmatrix, per sq cm will change from 
Y5 to K2.
Lastly, HCPCS Level II code C9297 Omac-
etaxine mepesuccinate has a corrected pay-
ment rate of $2.53 and C9298 Injection, 
ocriplasmin has a corrected payment rate of 
$1,046.75. Both codes have an ASC pay-
ment indicator of K2.
See CMS transmittal 2717 (www.cms.gov/Reg	

ulations-and-Guidance/Guidance/Transmittals/2013-

Transmittals-Items/R2717CP.html), issued May 31, 
for complete details of this ASCPS update.

July	Update	to	ASC	Pay	Rates	Released

Kudos
Please send your KUDOS to:  

kudos@aapc.com

Coding News

cer treatment,” she said. The book, Frisch 
explains, “is a different take on a worldwide 
viral outbreak … The zombie element is in 
the background and it could be any easily 
transmitted, lethal virus.” 
Frisch still uses her clinical expertise as a 
Certified Professional Coder (CPC®) for 
occasional healthcare consulting, and she 
plans to expand her writing genre to medi-
cal mysteries (http://belindaf.blogspot.com/).
Congratulations and kudos to Frisch for 
taking her clinical expertise and creativity 
in a unique direction! 

Belinda Frisch

CMS	Pays	for	Three	New	DME	Codes
The Centers for Medicare & Medicaid 
Services (CMS) added three new custom-
ized durable medical equipment (DME) 
HCPCS Level II codes for payment effec-
tive July 1.
K0008 Custom manual wheelchair/base

K0013 Custom motorized/power wheel-
chair base

K0900 Custom durable medical equip-
ment, other than wheelchairs

To use these codes, your DME must meet 
Medicare’s regulatory definition of a “cus-
tomized item.” Medicare claims with these 
codes will be manually processed and eval-
uated by payers to ensure the items meet 
this definition.
A customized DME item, per 42 Code 
of Federal Regulations (CFR) Section 
414.224(a), is a covered item (including a 
wheelchair) that must be:
1. Uniquely constructed or substantial-

ly modified for a specific beneficiary 
according to a physician’s description 
and orders; and

2. So different from another item used 

for the same purpose that the two 
items cannot be grouped together for 
pricing purposes. 

Medicare’s example of a customized item:

“For example, a wheelchair that is custom 
fabricated, or substantially modified, so 
that it can meet the needs of wheelchair-
confined, conjoined twins facing each oth-
er is unique and cannot be grouped with 
any other wheelchair used for the same 
purpose. It is a one-of-a-kind item, fabri-
cated to meet specific needs.”

According to CFR section 414.224(b), 
“The lump-sum payment made for pur-
chase of the customized item is based on 
the Medicare contractor’s individual con-
sideration and judgment of a reasonable 
payment amount for each item.”
For a full explanation of “customized 
item” requirements and what is fac-
tored into the “contractor’s individu-
al consideration,” see CMS transmittal 
1239 (www.cms.gov/Regulations-and-Guidance/

Guidance/Transmittals/Downloads/R1239OTN.pdf), 
issued May 21. 
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Being a member of the nation’s largest as-
sociation of medical coders, billers, au-

ditors, regulatory compliance experts, and 
physician practice managers has its privileg-
es. When was the last time you explored all 
AAPC membership has to offer? You might 
be surprised by the variety of benefits mem-
bership affords you.

Education
AAPC offers a wide range of competitive-
ly-priced online courses in medical coding, 
billing, auditing, compliance, and practice 
management—including supplemental class-
es and study guides for anatomy, medical ter-
minology, and evaluation and management 
(E/M). 
AAPC also offers:

• Preparation courses for those getting 
ready to sit for a certification exam. 

• Training for ICD-10, from boot camps 
to the online course, beginning in July 
2013.

• Webinars throughout the year on a 
myriad of specialties.

• Quarterly workshops, which you can 
attend in person; or buy a recorded 
webinar and learn at your convenience.

• AAPC national and regional 
conferences.

• Free or low-priced education and 
continuing education units (CEUs) 
made available through AAPC local 
chapters.

Jobs
AAPC provides an employment database con-
taining thousands of job listings from across 
the country for coding, billing, auditing, com-
pliance, and practice management positions. 
There is also an externship program, Project 
Xtern, which offers real-world experience to 
participating members. Local chapter meet-

ings and AAPC discussion forums provide 
members with additional avenues to locate new 
employment opportunities. 

Networking
AAPC provides unmatched networking op-
portunities through local chapters, offering 
a support system with other like-minded pro-
fessionals. Some local chapters even have a 
new mentoring program set up to help you 
further your career. 
Forums are also a great way to network. 
AAPC forums contain thousands of posts 
from members across the country on just 
about every specialty and topic you can imag-
ine. It’s an easy way for members to post ques-
tions and learn from experts in various spe-
cialties and backgrounds. 
Another great networking opportunity can be 
realized by attending workshops and confer-
ences. Take plenty of business cards to share 
with friends and colleagues.

Recognition
With more than 90,000 healthcare profes-

sionals across the country holding an AAPC 
certification, AAPC members are recognized 
for excellence. AAPC membership and certi-
fications carry weight in the healthcare indus-
try and are backed by a lobbyist in Washing-
ton, D.C., who represents our common inter-
ests on matters affecting healthcare.

Resources
Let’s start with the obvious: AAPC Cutting 
Edge magazine is a valuable resource that ar-
rives in your mailbox each month. Did you 
know that AAPC also publishes several elec-
tronic newsletters? If you haven’t been receiv-
ing them, check out your member settings 
when you log in to the AAPC website. Speak-
ing of which: The member area on AAPC’s 
website is another valuable resource worth ex-
ploring. You’ll find great research tools and 
other resources free of charge in your custom-
ized member area.

Savings
You can save on coding books, as well as oth-
er medical books, when you purchase them 
through the AAPC Vendor Bookstore. The 
savings doesn’t stop there, however. Take the 
time to visit the “Savings” link under the “Re-
sources” tab on the AAPC website. A link to 
“Member Perks” will show you where you can 
save on shopping, travel and hotels, insurance 
and services, and entertainment. You can find 
offers for almost anything you need, from ma-
jor retailers and service providers such as car 
rentals, telephone services, and even prescrip-
tions. There is also a Medical Coding Buyer’s 
Guide to assist members with additional in-
formation on the companies found in the Ven-
dor Bookstore. 
Now that you know the benefits of your mem-
bership, use them to your advantage to fully ap-
preciate what it means to be a part of AAPC. 

Angela Jordan, CPC, is managing consultant 
at Medical Revenue Solutions, LLC. She has 
more than 10 years of experience in healthcare, 
including working as a coding and compliance 
manager for a large physician network and HCA. 
Jordan is well versed in many areas of health-

care. She served as AAPCCA Board of Directors chair from 
2012-2013, and is a past-president of the Kansas City chapter. 

AAPCCA

Privileges	Abound	for	AAPC	Members

By	Angela	Jordan,	CPC

Advance your career, save money,  
and broaden your network of peers.
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Look What’s Changing in the Appendices
Not many of us can say we’ve read through the Local Chapter Handbook, 
page by page, cover to cover. It’s too bad because the handbook (avail-
able for download at www.aapc.com/memberarea/chapters/index.aspx) is filled 
with valuable information that’s continually updated—especially the 
appendices. The handbook is easily accessible online, and you can save 
it to your desktop for quick reference. At the very least, chapter secretar-
ies should review the handbook in its entirety and keep the rest of their 
chapter up to date. 

Here is a sample of the type of information in the appendices:

Appendix	A—Submitting Information/Seeking Approval for Events. In the 
electronic format of the Local Chapter Handbook there are hyperlinks 
to areas of the website where information can be uploaded for online 
submission to the Local Chapter Department such as attendance sheets, 
meeting minutes, and the quarterly meeting/financial report. Reviewing 
this list of required information at least once a year is a great way to know 
what is expected of local chapter officers.

Appendix	B—Summary of Infractions/Consequences. Although this is 
one area that no one wants to talk about (guess that’s why it’s in the 
back of the book, right?), you’ll find some of the most frequent infrac-
tions reported by the Local Chapter Department in this section, as well as 
explanations of the related consequences, and actions needed to be taken 
by the local chapter, officer, or member, depending on the situation. 

This section was recently reviewed 
and edited by the AAPCCA Local 
Chapter Handbook Committee. Some 
edits include:

• Making consequences 
consistent for infractions with 
similar caliber;

• Clarifying statements that 
may have been unclear or 
vague; and

• Adding the summary of consequences and remedies for 
mishandling the election process at the local chapter level. 

Appendix	C—AAPC and AAPCCA Contacts. There is a list of AAPC local 
chapter staff and AAPCCA board contacts by region. The AAPCCA board 
term begins and ends at the annual AAPC National Conference. The new 
board is announced on the last day of conference for the upcoming year. 
Use Appendix C to find your chapter’s current representatives. 

Every member should be familiar with the handbook. Know what region 
you live in and its color (helpful at AAPC conferences), and who the 
AAPCCA and the National Advisory Board representatives are for your 
region. Knowing who to contact is essential when you have questions or 
suggestions for AAPC or the Local Chapter Department. 

By	Melissa	Corral,	CPC,	AAPCCA	Local	Chapter	Handbook	Committee	chair

Score a Coding Ace
with FAST CODER

Avoid claim denials and boost your profitability instantly as
SuperCoder offers you online access to all medical codes
information and compliance tools - All at one place.

Compliance
Check allowed CPT®,
CMS, and ASA
modifiers along with a
code’s Medicare status

Online Coding using 
codesets’ indexes
autosuggestions to
provide fast, accurate
code results

Claims Edits
that simultaneously 
check CCI edits for all
of a claim’s codes

Denials
Identify drugs
associated with CPT®
procedure codes

www.SuperCoder.com/cpt-codes

For more information call 866-228-9252 and mention code AAPC050.

The Coding Institute LLC, 2222 Sedwick Drive, Durham, NC 27713 | CPT® copyright 2012 American Medical Association
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The annual update of the CPT® codebook 
includes many hundreds of changes, but 

what especially caught my attention for 2013 
was the revision of many code descriptors to 
replace the word “physician” with “physician 
or other qualified health care professional” or 
“individual.”

Define the New Term
Within the context of coding for services, a 
qualified healthcare professional is an indi-
vidual who is qualified by education, train-
ing, and licensure/regulation and/or facility 
privileges (when applicable) who performs a 
professional service within his or her scope of 
practice, and independently reports that pro-
fessional service. Scope of practice will vary by 
provider type and state regulation. Individual 
payers may also specify guidelines, which you 
should review and follow.
Physicians—such as doctors of medicine, doc-
tors of osteopathic medicine, and doctors of 
chiropractic—certainly are qualified health-
care professionals. A licensed practicing phy-
sician has successfully obtained and main-
tained a degree after completing extensive ed-
ucation and residencies, and has passed the re-
quirements exams. Other qualified healthcare 
professionals include registered nurses, physi-
cian assistants, nurse practitioners, certified 
registered nurse anesthetists, and physical, 
speech, occupational, and massage therapists. 
All have demonstrated skill and expertise in 
their field of study to complete the education 
and regulatory requirements, to obtain licen-
sure, and to remain in good standing with the 
respective licensing boards.

Qualified healthcare professionals are sepa-
rate from “clinical staff.” Clinical staff is de-
fined as someone working under the supervi-
sion of the physician or other qualified health-
care professional, who is allowed by the law, 
regulation, and facility policies to perform 
(and/or, to assist in the performance of) a spe-
cific service, but who does not separately re-
port that professional service.

Scope of Practice for  
Clinicians Hasn’t Changed
The CPT® definition of modifier 25 has ex-
panded to “Significant separately identifiable 
evaluation and management by the same phy-
sician or other qualified health care profession-
al on the same day of the procedure or oth-
er service.” 
Although the definition is expanded to in-
clude other qualified healthcare professionals, 
those professionals must still practice accord-
ing to regulations. In other words, the require-
ments for scope of practice have not changed.

Evaluation and management (E/M) guide-
lines in CPT® 2013 further clarify the chang-
es. A Coding Tip states, “Solely for the purpose 
of distinguishing between new and established 
patients, professional services are those face-to-
face services rendered by physician or other qual-
ified health care professional who may report 
evaluation and management services reported by 
a specific CPT® code(s)” [emphasis added]. No-
tice the inclusion of “who may report.” The 
language may be subtle, but it has significant 
meaning. The “other qualified health care 
professional” must be the one who provides 
the service within his or her own scope of prac-
tice, and who may rightfully bill independent-
ly for that service.

When in Doubt, Find Out
Throughout CPT® “physician,” “other quali-
fied health care professional,” and “individu-
al” are used interchangeably. The use of these 
terms does not indicate that other (unspec-
ified) individuals cannot report the service. 
When in doubt, review the instructions for 
specific services to be clear whether the service 
is limited to a specific professional or other en-
tity (e.g., home health or hospital).
Bottom line: When deciding who may bill for 
what, make certain to follow scope-of-practice 
and all other regulatory requirements. 

Jonnie Massey, CPC, CPC-P, CPC-I, CPMA, 
AHFI, is a senior investigator with Blue Shield of 
California. She is an accredited healthcare 
fraud investigator, served on AAPC's National 
Advisory Board from 2007-2009, and is a fre-
quent presenter at conferences and workshops 
for numerous organizations. 

Quick Tip

Coding/Billing

Who	Is	an	“Other	Qualified	
Health	Care	Professional”?
Staying within scope-of-practice requirements will 
require an understanding of this new term.

By	Jonnie	Massey,	CPC,	CPC-P,	CPC-I,	CPMA,	AHFI
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The business of healthcare requires procient 
billers with skills to handle all aspects of the 
revenue cycle. Without expertise in the nuances 
of the requirements of payers, reimbursement 
may be compromised. The Certied Professional 
Biller (CPB™) exam is a comprehensive evaluation 
of a biller’s prociency in all aspects of the 
revenue cycle, including claims creation and 
submission, follow-up, accounts receivable,
denials management, and appeals.

You Know
Reimbursement

Now AvailableNow Available

www.aapc.com/medical-billing
Learn more at:

CPBCPB™

Certied Professional Biller
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Troubleshoot	and	Fix	Possible	
ICD-10-CM	Revenue	Cycle	Issues

By	Yvonne	Dailey,	CPC,	CPC-I,	CPB

The “new” code set 
will bring back end 
workflow changes;  
prepare now to save 
money later.

The Centers for Medicare & Medicaid Services (CMS) is holding 
firm on the ICD-10-CM implementation date of Oct. 1, 2014. Al-
though we don’t know exactly what affect the code set change will 
have on the revenue cycle, we do know the best way to face the un-
known is to prepare early. To get the ball rolling, consider ICD-10-
CM implementation issues that may affect your billing system.

Assign the Right Person for the Job
Assign a lead person to address all of your claim submissions to en-
sure things don’t fall through the cracks. Once you find that per-
son, begin by reviewing your current workflow for claim submis-
sions. This will enable you to see what areas will be affected and how 
it should be handled. 
Regardless of whether you are on a paper system (charge tickets) or 
an electronic health record (EHR) system, the office needs to run 

a frequency report for the most com-
monly used diagnosis codes. Create a 
crosswalk between the current ICD-
9-CM codes and the equivalent ICD-
10-CM codes. This will enable you to 
see whether the level of specificity has 
changed and how the changes will af-
fect documentation and code selection. 
For example, you may need to add “lat-
erality” as a component of a code.
Because of ICD-10-CM code speci-
ficity, carriers are saying they may not 
cover unspecified codes. Eliminating 
those codes from your system, wherev-
er possible, is an easy solution. 

Spot Shortfalls in  
Documentation 
Offices should begin now to perform 
mini chart assessments for ICD-10-
CM documentation to be sure pro-
viders are recording enough detail to 
choose codes accurately and effective-
ly. Addressing this issue now will elim-
inate having to go back to query your 
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providers after Oct. 1, 2014. Even though you may not be using “lat-
erality,” for instance, it’s simple enough for providers to begin docu-
menting that information now.
Providers, billers, and coders need to work closely together to make 
everything run smoothly and reduce the time required to go back 
and forth with inquiries. Without the proper documentation, cod-
ers and billers will not be able to process claims. They can help assist 
providers by informing them of what is necessary to get claims paid. 
For example, they can alert them as to the necessary information for 
coding and billing laboratory procedures and/or radiology. Work-
ing together will help ensure success. 

Make Sure Your EHR Is Online
If you use an EHR or practice management system, you’ll need to ask 
your vendor how your system will be updated with the new codes. 
Often, updates are tied to the support contract. If you haven’t been 
keeping up to date on support, you may have to pay extra for these 
changes.
Keep in mind: Generally, when these updates are performed, your 
system will get all of the codes available at the time of the update. 
Often, if a code needs to be extended, it doesn’t happen automati-
cally. Ask how these updates will be handled. For example, will the 
codes be updated already, or will your staff have to enter them man-
ually after Oct. 1, 2014? 

Review Carrier Contracts
Now is also a good time to review your carrier contracts; some con-
tracts are tied to specific diagnosis codes. Contact your carrier and 
ask how those codes will crosswalk to ICD-10-CM codes, as this will 
greatly affect billing and reimbursement. 

Get on Board 5010
In preparation for ICD-10-CM, your practice management system 
was supposed to be converted from version 4010 to 5010 as of Jan. 
1, 2012. Version 5010 is the latest Health Insurance Portability and 
Accountability Act (HIPAA) electronic administrative transactions 
standard—which, in layman’s terms, means the way your claims are 
sent and received electronically by clearinghouses and carriers. 
Although the implementation deadline has come and gone, there are 
still some systems that have not made the transition. It’s important 

to ask your vendor, billing agency, and clearinghouse if the system 
being used to process your claims is in compliance. Some clearing-
houses are able to take your 4010 claims and convert them to 5010; 
however, when the new code system goes live, they may not be able 
to do this any longer. 
CMS has a great side-by-side comparison to understand the differ-
ence between 4010 and 5010. One change is the need to have the 
correct National Provider Identifier (NPI), not only for your staff, 
but for your referring providers, as well. Carriers will read the NPI in 
combination with the tax identification or Social Security number to 
identify the rendering physician. This is something billing agencies 
must keep up to date because providers don’t include referring pro-
viders’ NPIs. Review your system and make sure you have all of your 
referring providers’ information in your system now. 
Another thing to watch out for: Version 5010 allows for an increase 
in the number of diagnoses that can be submitted with a claim; how-
ever, some carriers have stated that although they are able to accept 
up to 25 diagnosis codes for an 837I file (UB-04) and up to 12 diag-
nosis codes for an 837P file (CMS-1500), for billing purposes, only 
four codes can be linked on a specific service line level. Check with 
your payers to make sure you are entering and linking procedure and 
diagnosis codes correctly. 

When Paper Claims Are Still in the Picture
Often a carrier cannot accept claims electronically. Instead, the prac-
tice submits all of their claims electronically to the clearinghouse, 
and the clearinghouse drops and mails the paper claims to the carrier 
on behalf of the practice. If you have a similar setup, inquire wheth-
er the clearinghouse will continue this practice after the conversion 
and how it will be handled. 

Not All Contractors Will Make the Change
Another area to review is your current workers’ compensation and 
auto claims contracts. These payers are not required to convert to 
the new coding system; the option will vary from state to state and 
from carrier to carrier. If you process many of these claims, ask car-
riers what their plans are. This will greatly affect chiropractic and 
physical therapy facilities, for instance, and may require you to main-
tain duel systems. 

Because of ICD-10-CM code specificity, carriers 
are saying they may not cover unspecified codes.
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A&P QUIZ

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

Pneumonia is an infection that inflames the air sacs in one or both lungs, 
causing the air sacs to fill with fluid or pus. The signs and symptoms of 
pneumonia vary from mild to severe, depending upon factors such as 
the type of germ causing the infection—a variety of organisms can cause 
pneumonia—and the patient’s age and overall health. Mild signs and 
symptoms often are similar to those of cold or flu, but last longer.

Pneumonia is classified according to the type of germ that caused it, and 
where the patient acquired the infection:

Community-acquired	pneumonia	is the most common type of pneumo-
nia. It occurs outside of hospitals and other healthcare facilities, and is 
caused by:

• Bacteria, such as Streptococcus pneumoniae

• Bacteria-like organisms, mycoplasma pneumoniae

• Viruses and fungi

Hospital-acquired	pneumonia	is a bacterial infection that occurs in 
people 48 hours or more after being hospitalized for another condition. 
Patients who are on a breathing machine (ventilator), often used in inten-
sive care units, are at higher risk of this type of pneumonia.

Healthcare-acquired	pneumonia	is a bacterial infection that occurs in 
people who are living in long-term care facilities or have been treated in 
outpatient clinics, including kidney dialysis centers. 

Aspiration	pneumonia	occurs when inhaling food, drink, vomit, or saliva 
into the lungs. This aspiration may happen if something disturbs the 
normal gag reflex, such as a brain injury, swallowing problem, or exces-
sive use of alcohol or drugs.

Antibiotics and antiviral medications can be used to treat many common 
forms of pneumonia; however, hospital-acquired pneumonia tends to be 

more resistant.

Test	yourself	to	find	out	where	your	A&P	skills	rank:
Routine signs and symptoms of pneumonia do not include:

A.	 Fever, sweating, and shaking chills

B.	 Lower than normal body temperature in people older than age 
65, and in people with poor overall health or weakened immune 
systems

C.	 Cough, which may produce thick, sticky fluid

D.	 Vertigo

Check your answer on page 65.

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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Learn the Reports Inside Out
Vendor, clearinghouse, and carrier electronic data interchange (EDI) 
departments all speak in terms of numbers for set reports. For ex-
ample, 837I claims are for institutions that file claims on a UB-04; 
837P claims are submitted by physicians; 835 are remittance advice 
forms; and 997/999 are acknowledgement reports. Familiarize your-
self with all of the reports and their correspondent numbers, as you 
may need to work with your vendors to fix any issues (e.g., if you are 
appealing timely filing, the carriers may request a specific report).
If your system has made the changeover to 5010, review your EDI re-
ports to familiarize yourself with the changes. 

Monitor Payments and Denials
Assign someone to track and manage any denials. Because of uncer-
tainties associated with ICD-10-CM, have someone stay on top of 
denials, appeals, improper payments, and other issues the code set 
change will bring. To offset payment delays and other unexpect-
ed costs that may initially occur, you may want to set up a cash re-
serve, too. 

Many practice management systems can track whether you receive 
improper payments based on fee schedules. For that feature to work, 
the fee schedule must be entered into your system. This may seem 
like a lot of work, but it will greatly assist you during the transition. 
There are clearinghouses that offer this service, as well. 

Testing, One, Two, Three
Finally, ask your vendors and carriers when they will test the new 
code set with your system. Allow plenty of time for testing between 
your system, the clearinghouse, and the carrier—or you and the car-
rier, if that’s the case. This transition is vendor dependant. There may 
be backlogs with the transition, so procrastination is not your friend. 
ICD-10-CM is not just a code set change; it will bring many changes 
to your backend workflow. The time to prepare is now. 

Yvonne Dailey, CPC, CPC-I, CPB, is owner of Dailey Billing Services Inc., found-
ed in 2001 to provide electronic medical billing services. With more than 10 years 
experience in the medical billing and coding field, she teaches her clients the “key 
role” for correct coding and documentation and its affect on the reimbursement 
process. Dailey has experience as an adjunct instructor for business schools in her 
area and is a PMCC instructor providing seminars for physicians, staff, and new 

coders. She serves on the 2013-2015 NAB and has served as president for the Monmouth Ocean 
and Toms River local chapters and on the 2007-2009 NAB. 

Now is also a good time to review your carrier contracts; 
some contracts are tied to specific diagnosis codes.

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



This September, join DecisionHealth at one of four specialty coding conferences in Las 
Vegas. Each conference includes an overview of the 2013 code changes, a look ahead to 
2014, and in-depth, specialty-specific coding, documentation, ICD-10 and compliance 
training. Cardio, ortho, anesthesia and pain coders will walk away ready to code accurately, 
boost productivity and secure proper payment. 

Plus, if you are part of a multi-specialty practice and would like to bring a colleague 
interested in a different specialty, call Erica Evans at 1-301-287-2394 to learn about our 
multi-attendee discount. 

Pain Management Billing,  
Coding & Compliance Summit
Sept. 16-18, 2013

Get solutions to challenges affecting your pain practice:

 � Take the shock out of NCS codes

 � Defend your E/M claims against audits

 �  Connect the doctor’s work, documentation  
and coding

www.decisionhealth.com/ 
painmanagement 

Cardiology Billing Coding  
& Compliance Summit
Sept. 16-18, 2013

Take a look at the coding issues facing cardio practices:

 � Billing and appeals for common cardio procedures

 � Get an ICD-10 cardio primer

 �  Regulatory changes to multiple procedure payment 
reduction, 3-day payment rule and POS rules

 �  2013 changes to coronary interventions, carotid, upper 
extremity and vertebral peripheral vascular codes

www.decisionhealth.com/cardio

Anesthesia Billing, Coding  
& Compliance Summit
Sept. 16 – 18, 2013

Receive the anesthesia-specific information you need to:

 �  Clear up confusion around post-operative  
pain blocks

 � Master anesthesia appeals

 � Learn what’s behind your provider’s documentation

www.decisionhealth.com/anesthesia 

Advanced Orthopedic Coding, 
Billing & Reimbursement 
Symposium
Sept. 16-19, 2013

Get ortho-targeted guidance on coding  
and billing, including:

 �  Coding fractures and shoulder to shin  
musculoskeletal surgeries

 � Foot and ankle procedures

 � 2013 physical therapy coding changes

 � Strategies for winning appeals

www.decisionhealth.com/orthoconference

Ortho…Cardio…Anesthesia…Pain

Advanced coding, billing and compliance training — 
tailored to your physician specialty practice.

Call toll-free 1-855-CALL-DH1  
for more information.

Approved for AAPC  
and BMSC CEUs!
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7	Essential	Rules	
for	Medicare	Telehealth	Services

By	G.J.	Verhovshek,	MA,	CPC

Provide healthcare 
at remote locations 
and, with careful 
reporting, get paid.

Telehealth services allow patients to receive 
healthcare from providers at remote loca-
tions. The Centers for Medicare & Med-
icaid Services (CMS) provides payment for 
telehealth services, but only under careful-
ly defined conditions. Here are the seven es-
sential rules for reporting telehealth servic-
es provided to Medicare patients.

Rule 1:  
Target Underserved Areas
Per Medicare rules, “beneficiaries are el-
igible for telehealth services only if they 
are presented from an originating site lo-
cated in a rural Health Professional Short-
age Area (HPSA) or in a county outside of 
a Metropolitan Statistical Area” (see Medi-
care Learning Network, “Rural Health Fact 
Sheet Series: Telehealth Services,” available 
at www.cms.gov/Outreach-and-Education/Medicare-

Learning-Network-MLN/MLNProducts/downloads/

telehealthsrvcsfctsht.pdf). An originating site is 
defined as, “the location of an eligible Medi-
care beneficiary at the time the service be-
ing furnished via a telecommunications sys-
tem occurs.” 
In other words, telehealth services aren’t 
available to patients in just any location. 
The patient receiving the service must be in 
an underserved area.
A list of HPSAs by state and county can be 
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found on the U.S. Department of Health & 
Human Services (HHS) Health Resources 
and Services Administration (HRSA) web-
site (http://hpsafind.hrsa.gov); and the U.S. Cen-
sus Bureau maintains a list of metropolitan 
statistical areas on its website (www.census.gov/

population/metro/).
Exception: Entities that participated in a 
federal telemedicine demonstration proj-
ect prior to Jan. 1, 2001 qualify as originat-
ing sites, regardless of geographic location. 

Rule 2:  
The Patient Must Be in a 
Medical Facility or Office
An originating site (where the patient is), 
in addition to being within an HPSA or in 
a county outside of a metropolitan statisti-
cal area, must be a type authorized by law. 
Originating sites include: 

• Physician or practitioner office
• Hospitals
• Critical access hospitals (CAH)
• Rural health clinics (RHC)
• Federally qualified health centers 

(FQHC)
• Skilled nursing facilities (SNF)
• Community mental health centers 

(CMHC) 
• Hospital-based or CAH-based renal 

dialysis centers (including satellites) 
(Independent renal dialysis facilities 
are not eligible originating sites.)

The originating site must be a medical fa-
cility (not, for instance, the patient’s home). 
There are no specific rules regarding the lo-
cation from which the telehealth services are 
delivered (i.e., the “distant” site or where the 
provider is). 

Rule 3:  
Providers Must Be Approved
Practitioners who may provide and bill for 
Medicare telehealth services include:

• Physicians
• Nurse practitioners (NP)
• Physician assistants (PA)
• Nurse midwives
• Clinical nurse specialists (CNS)
• Registered dietitians or nutrition 

professionals (RD)
• Clinical psychologists (CP) and 

clinical social workers (CSW)
Per CMS rules, CPs and CSWs cannot bill 
for psychiatric diagnostic interview exam-
inations with medical services or medical 
evaluation and management (E/M) servic-
es under Medicare, and may not bill or re-
ceive payment for codes:
 90792 Psychiatric diagnostic evaluation 

with medical service

+90833 Psychotherapy, 30 minutes with pa-
tient and/or family member when 
performed with an evaluation and 
management service (List separate-
ly in addition to the code for primary 
procedure)

+90836 Psychotherapy, 45 minutes with pa-
tient and/or family member when 
performed with an evaluation and 
management service (List separate-
ly in addition to the code for primary 
procedure)

+90838 Psychotherapy, 60 minutes with pa-
tient and/or family member when 
performed with an evaluation and 
management service (List separate-
ly in addition to the code for primary 
procedure)

Payment for telehealth services is the same 
as for services furnished without the use of a 

telecommunications system, but billed ser-
vices must be within a practitioner’s scope of 
practice under applicable state law. 

Rule 4:  
Services Must Be Interactive
Medicare pays only for interactive video 
consultation services, which mimic face-to-
face interactions between patients and pro-
viders. CMS stipulates that a video telecom-
munications system must permit “real-time 
communication between … the physician 
or practitioner at the distant site, and the 
beneficiary, at the originating site.”
In other words, telehealth has to be deliv-
ered in such a way that the patient and pro-
vider are in constant, two-way communica-
tion during the service.
What CMS defines as “asynchronous ‘store 
and forward’ technology” (e.g., video clips, 
still images, X-rays, magnetic resonance 
images, electrocardiograms, and electroen-
cephalogram, laboratory results, audio clips, 
and text) is covered only in federal telemed-
icine demonstration programs in Alaska or 
Hawaii. In all other cases, as a condition of 
payment, the patient must be present and 
participating in the telehealth visit. 

Rule 5:  
Report Covered Services 
Using Approved Codes
Medicare pays for a wide range of telehealth 
services, including consultations, office vis-
its, subsequent hospital care, and behavior-
al assessments. Table A (on the next page) 
provides a list of Medicare telehealth servic-
es and associated codes for 2013. 
All of the above-mentioned services must be 
delivered in accordance with specific, appli-
cable coding and documentation guidelines. 

… telehealth services aren’t available to patients 
in just any location. The patient receiving the 

service must be in an underserved area.
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Rule 6:  
Append Modifier GT
When reporting an approved telehealth ser-
vice, you must append modifier GT Via in-
teractive audio and video telecommunication 
systems to the appropriate service code(s). For 
example, to report a level III established pa-
tient office visit provided by telehealth, report 
99213-GT. The modifier tells your Medicare 
contractor the beneficiary was present at an el-
igible originating site when the telehealth ser-
vice was furnished. 
Special circumstance: When appending 
modifier GT with a covered ESRD-related 
service telehealth code, you are further certi-
fying that one visit per month was furnished 
“hands on” to examine the vascular access site. 
In those rare cases (limited to Alaska and Ha-
waii) when you may bill Medicare for non-
face-to-face telehealth services, you should re-
port the appropriate code for the profession-
al service with modifier GQ Via asynchronous 
telecommunications system.

Rule 7:  
Originating Sites  
Get to Bill, Too
The practitioner providing the telehealth ser-
vice bills for his or her professional service fol-
lowing rules 1-6 above. The facility serving 
as the originating site may also report Q3014 
Telehealth originating site facility fee to receive 
a separate Part B payment. See the Medicare 
Benefit Policy Manual, chapter 15, section 
270.5 for complete details. 

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

… telehealth has to be delivered in such a way 
that the patient and provider are in constant, 
two-way communication during the service.

Table A:	Covered	telehealth	services	and	their	codes

Service	 CPT®/HCPCS	Code	

Telehealth consultations, emergency department or initial inpa-
tient* 

G0425-G0427 

Follow-up inpatient telehealth consultations furnished to benefi-
ciaries in hospitals or SNFs*

G0406-G0408 

Office or other outpatient visits 99201-99215 

Subsequent hospital care services** 99231-99233 

Subsequent nursing facility care services*** 99307-99310 

Individual and group kidney disease education services G0420, G0421 

Individual and group diabetes self-management training ser-
vices, with a minimum of 1 hour of in-person instruction to be 
furnished in the initial year training period to ensure effective 
injection training 

G0108, G0109 

Individual and group health and behavior assessment and inter-
vention 

96150-96154 

Individual psychotherapy 90832-90834, 90836-90838

Psychiatric diagnostic interview examination 90791, 90792

End-stage renal disease (ESRD)-related services included in the 
monthly capitation payment: For ESRD-related services, at least 
one “hands on” visit (not telehealth) must be furnished each 
month to examine the vascular access site by a physician, NP, 
PA, or CNS. 

90951, 90952, 90954, 
90955, 90957, 90958, 
90960, 90961 

Individual and group medical nutrition therapy G0270; 97802-97804 

Neurobehavioral status examination 96116 

Smoking cessation services 
G0436, G0437; 99406, 
99407 

Alcohol and/or substance (other than tobacco) abuse structured 
assessment and intervention services 

G0396, G0397 

Annual alcohol misuse screening, 15 minutes G0442 

Brief face-to-face behavioral counseling for alcohol misuse, 15 
minutes 

G0443 

Annual depression screening, 15 minutes G0444 

High-intensity behavioral counseling to prevent sexually trans-
mitted infection; face-to-face, individual, includes: education, 
skills training and guidance on how to change sexual behavior; 
performed semi-annually, 30 minutes 

G0445 

Annual, face-to-face intensive behavioral therapy for cardiovas-
cular disease, individual, 15 minutes 

G0446 

Face-to-face behavioral counseling for obesity, 15 minutes G0447 

* Initial and follow-up inpatient telehealth consultations are subject to the criteria for inpatient telehealth consultation services, as 
described in pub. 100-04, Medicare Claims Processing Manual, chapter 12, section 190.3. 
** Subsequent hospital care services are limited to one telehealth visit every three days. 
*** Subsequent nursing facility care services are limited to one telehealth visit every 30 days. 
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Medicare stopped accepting claims for outpatient (99241-99245) 
and inpatient (99251-99255) consultations as of Jan. 1, 2010, but 
physicians haven’t stopped providing these services. How are they 
getting paid? After the 2010 Physician Fee Schedule (PFS) final 
rule was published, the Centers for Medicare & Medicaid Services 
(CMS) instructed physicians billing under the PFS to use other “ap-
plicable” evaluation and management (E/M) codes to report these 
services. Three years later, identifying which E/M code is most ap-
plicable is still a source of confusion for many. Let’s clear up that con-
fusion here and now.

Follow “Regular” E/M Guidelines  
for Outpatient Services

Report outpatient E/M services with the appro-
priate Outpatient Services code (e.g., 99201-
99215 for office outpatients). The service must 
be supported by the key components of his-
tory, exam, and medical decision-making 
(MDM)—or time, if counseling and/or coor-
dination of care dominates the encounter.
For example, a surgeon sees a new Medicare pa-
tient in the office for a consultation for anoth-
er provider in the area. The surgeon will bill the 
consultation visit as a new patient visit at the 
appropriate level using 99201-99205. For in-
stance, to report 99203 Office or other outpa-
tient visit for the evaluation and management of a 
new patient, which requires these 3 components; A 
detailed history; A detailed examination; Medical 
decision making of low complexity, the physician 
would need to document, at a minimum, a de-
tailed history, a detailed examination, and low-
complexity MDM. Alternatively, the physician 
may report 99203 if counseling and/or coordi-
nation of care comprise 50 percent or more of a 
visit lasting 30-44 minutes, and the content of 
the visit is properly documented.

How	to	Get	Medicare	
to	Pay	for	Consults

By	G.J.	Verhovshek,	MA,	CPC

Takeaways:

• In lieu of consultation codes (99241-99245, 99251-99255), 
Medicare requires you to report an appropriate E/M code. 

• Physicians need to include a request, reason, and report in their 
documentation. 

• Append modifiers and report telehealth services when appropriate. 

■	Coding/Billing

CMS says to use E/M codes to report these services, 
but you’ll have to play by their rules to get paid.
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Don’t Forget the “Three Rs”
Although you cannot report CPT® consultation codes (99241-99245 
or 99251-99255) to Medicare payers, the Centers for Medicare & 
Medicaid Services (CMS) instructs providers to continue to docu-
ment the request, reason, and report for consistency and improved 
patient care. 
Per MLN Matters® MM6740 revised, “Revisions to Consultation 
Services Payment Policy,” Dec. 14, 2009:

“Conventional medical practice is that physicians making a referral 
and physicians accepting a referral would document the request to pro-
vide an evaluation for the patient. In order to promote proper coordi-
nation of care, these physicians should continue to follow appropriate 
medical documentation standards and communicate the results of an 
evaluation to the requesting physician. This is not to be confused with 
the specific documentation requirements that previously applied to the 
use of the consultation codes.” 

Inpatient Services
Inpatient consultations should be reported using the appropriate 
Initial Hospital Care code (99221-99223) for the initial evalua-
tion and a Subsequent Hospital Care code (99231-99233) for sub-
sequent visits.
In some cases, the service the physician provides may not meet the 
documentation requirements for the lowest level initial hospital vis-
it (99221). According to CMS guidance found in MLN Matters® 
SE1010 (revised), “Questions and Answers on Reporting Physician 
Consultation Services,” you may report subsequent hospital care 
codes (99231-99233) in these cases:
Q. “How should providers bill for services that could be described by 
CPT inpatient consultation code 99251 or 99252, the lowest two of five 
levels of the inpatient consultation CPT codes, when the minimum key 
component work and/or medical necessity requirements for the initial 
hospital care codes 99221 through 99223 are not met?”
A. “There is not an exact match of the code descriptors of the low-
level inpatient consultation CPT codes to those of the initial hospi-

tal care CPT codes. For example, one element of inpatient consul-
tation CPT codes 99251 and 99252, respectively, requires ‘a prob-
lem focused history’ and ‘an expanded problem focused history.’ In 
contrast, initial hospital care CPT code 99221 requires ‘a detailed 
or comprehensive history.’ Providers should consider the following 
two points in reporting these services. First, CMS reminds provid-
ers that CPT code 99221 may be reported for an E/M service if the 
requirements for billing that code, which are greater than CPT con-
sultation codes 99251 and 99252, are met by the service furnished to 
the patient. Second, CMS notes that subsequent hospital care CPT 
codes 99231 and 99232, respectively, require ‘a problem focused in-
terval history’ and ‘an expanded problem focused interval history’ 
and could potentially meet the component work and medical neces-
sity requirements to be reported for an E/M service that could be de-
scribed by CPT consultation code 99251 or 99252.”
The same article assures providers that Medicare payers will pay for 
initial visits reported using subsequent care codes: 
Q. “How will Medicare contractors handle claims for subsequent hospi-
tal care CPT codes that report the provider’s first E/M service furnished 
to a patient during the hospital stay?”
A. “While CMS expects that the CPT code reported accurately re-
flects the service provided, CMS has instructed Medicare contrac-
tors to not find fault with providers who report a subsequent hospi-
tal care CPT code in cases where the medical record appropriately 
demonstrates that the work and medical necessity requirements are 
met for reporting a subsequent hospital care code (under the level se-
lected), even though the reported code is for the provider’s first E/M 
service to the inpatient during the hospital stay.”

Read More on the Three Rs
See the article, “Remember the ‘Three Rs’ for Payers Accepting Con-
sults,” June 2013, pages 26-29, for more information on the three Rs: 
request, reason, and report. The article reviews CPT® documentation 
and reporting requirements for outpatient and inpatient consultations 
for (non-government) payers who still accept E/M service codes 99241-
99245 and 99251-99255.

Report outpatient E/M services with the appropriate Outpatient 
Services code … supported by the key components of history, 

exam, and medical decision-making (MDM)—or time, if 
counseling and/or coordination of care dominates the encounter.
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Consults CMS Will Recognize
By law, telehealth services must include “professional consultations” 
and, as such, Medicare does recognize codes to describe telehealth 
consult services.

Telehealth consultations codes G0425-G0427 apply both to initial 
inpatient and emergency department services, while G0406-G0408 
apply for follow-up telehealth consultation services provided to a ben-
eficiary in an inpatient hospital or skilled nursing facility. These codes 
must be reported with the corresponding interactive telehealth modi-
fier GT Via interactive audio and video telecommunication systems or 
GQ Via asynchronous telecommunications system.

For detailed information, look to MLN Matters® MM6705 (“Expan-
sion of Medicare Telehealth Services for Calendar Year (CY) 2010”), 
updated Jan. 18, 2013. Also see the article on page 18.

Modifier AI Distinguishes  
Among Providers’ Inpatient Services
When a Medicare patient is admitted, and another physician pro-
vides a consultation for that patient, a situation may arise in which 
both the admitting physician and consulting physician report an ini-
tial inpatient service (e.g., 99221-99223). To differentiate between 
the two physicians’ services, and to prevent a claims denial for dupli-
cation of services, the admitting physician should append modifier 
AI Principal physician of record to the initial inpatient service code.
For example: A patient presents to the emergency department (ED) 
with chest pain. The ED physician evaluates the patient and codes 
an ED visit (99281-99285). He also requests a consult from a cardi-
ologist. The cardiologist evaluates the patient and decides to admit 
him. The admitting cardiologist would report an initial hospital vis-
it (99221-99223) with modifier AI appended.
If the patient also has uncontrolled diabetes, and the admitting phy-
sician (the cardiologist) requests a consult from an endocrinologist, 
the endocrinologist might also select an initial hospital visit code, 
depending on the level of service she provides, to report her consul-
tation. But the endocrinologist would not append modifier AI be-
cause she is not the admitting physician overseeing the patient’s over-
all care.
What if? Per CMS guidelines, “In all cases, physicians will bill the 
available code that most appropriately describes the level of the ser-
vices provided.” For instance, if the cardiologist had not admitted 
the patient in the scenario above, she would have reported an ED vis-
it because 99281–99285 are the best (non-consultation) codes to de-
scribe the service. For patients receiving hospital outpatient obser-
vation services who are not subsequently admitted to the hospital as 
inpatients, physicians should report 99217–99220, etc.
You can find complete guidelines with extensive coding examples in 
MLN Matters® MM6740 (revised). 

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

When a Medicare patient is admitted, and another physician 
provides a consultation for that patient, a situation may 
arise in which both the admitting physician and consulting 
physician report an initial inpatient service …
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By	Uma	Nachiappan,	CPC,	CCS

Calculate	the	Impact	of	MPPR
Cardiovascular and ophthalmology technical  
service providers will feel the penny pinch.

Effective Jan. 1, 2013, the Centers for Medicare & Medicaid Ser-
vices (CMS) expanded its Multiple Procedure Payment Reduc-

tion (MPPR) policy to cover diagnostic cardiovascular and ophthal-
mology procedures. Providers rendering the technical component 
(TC) of such services can expect lower payments and should know 
how these payments are calculated.

Will MPPR Affect Your Practice?
Payers apply the MPPR when the same provider renders two or more 
procedures for the same patient during the same encounter, with the 
assumption that pre- and post-procedure services will overlap, and 
therefore shouldn’t be reimbursed in full for each procedure. Per 
change request (CR) 7848 (which applies to all providers who are 
paid based on the Medicare Physician Fee Schedule (MPFS)), CMS 
has extended the concept of the MPPR to diagnostic cardiovascular 
and ophthalmology procedures.
Providers are now paid a reduced amount on additional TC 
services—or the TC of global services (the TC plus professional 
component (PC))—when multiple services are performed for the 
same patient:

• In the same session, on the same day of service; 
• By the same physician or by multiple physicians in the same 

group practice (same group National Provider Identifier 
(NPI)); and

• For claims with dates of service on or after Jan. 1, 2013.
When multiple services meet the above criteria, the highest-valued 
TC reported would be allowed at 100 percent of the fee schedule 
amount. Subsequent procedures would be paid at reduced rates, as 
shown in Table A:

Table A:	The	effects	of	the	MPPR	policy	on	payments

Type	of	Service TC	%	
Reduction

TC	%	
Payment

PC	%	
Payment

Diagnostic cardiovascular 25% 75% 100%

Diagnostic ophthalmology 20% 80% 100%

Identify Services Subject to MPPR
You can identify specific services covered under MPPR using the 

“multiple procedure” column of the National Physician Fee Sched-
ule Relative Value file. Diagnostic cardiovascular services subject to 
the MPPR are identified with a “6,” while diagnostic ophthalmolo-
gy services subject to the MPPR are identified with a “7.” Such ser-
vices are categorized as:

• Global services: codes for which both PC and TC may be 
submitted

• The TC of diagnostic cardiovascular and ophthalmology 
services

• The PC of diagnostic cardiovascular and ophthalmology 
services

• Standalone, TC-only codes (PC/TC indicator 3 in the 
physician relative value unit (RVU) file)

• Global-only codes: standalone codes for which there are 
associated codes that describe the PC of the test only and TC 
of the test only (PC/TC indicator 4 in the physician RVU file)

To determine which of the reported services qualifies as the “high-
est valued,” follow Table B.

Table B:	Determine	the	highest-valued	service

Type	of	Service Basis

Global services Based on comparing the fee schedule of the 
TC of the global services 

TC of diagnostic car-
diovascular and oph-
thalmology services

Based on comparing the fee schedule of the 
technical fee schedule of the services billed

PC of diagnostic car-
diovascular and oph-
thalmology services

Hierarchy is not necessary: MPPR reduction 
on PC is allowable at 100 percent, even for 
subsequent services

TC-only codes Based on comparing the fee schedule of the 
billed services 

Global test-only 
codes

Based on the fee schedule for the global test-
only services’ related technical codes

Examples Show the Way
The examples that follow illustrate how payments are made for 
each of these types of service.
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Example	1:	Global	Services
Steps for arriving at the final allowable amounts shown in Table C:
Step 1: In Table D, notice that all of the codes have an indicator 6. This means they are subject to MPPR for diagnostic cardiovascular services.
Step 2: Identify the technical and professional code rates for the billed global codes.
Step 3: Order the TC of the billed services based on their allowable amount in the fee schedule and identify the primary and subsequent 

procedures (see Table E).
Step 4: Calculate the primary procedure allowable. The PC and TC portion is allowed at 100 percent (see Table F).
Step 5: Calculate the allowable for subsequent procedures. The PC portion is at 100 percent and the TC portion is at 75 percent (see Table G).

Table D:	Fee	schedule

CPT®	
Code

Modifier PFS OPPS	Cap* Multiple	
Procedure	
Indicator

75600 – $211.45 $2,174.67 6

75600 26 $23.85 – 6

75600 TC $187.60 $2,150.82 6

75625 – $155.59 $2,209.27 6

75625 26 $55.93 – 6

75625 TC $99.66 $2,153.34 6

75630 – $184.62 $2,239.29 6

75630 26 $85.95 – 6

75630 TC $98.67 $2,153.34 6

Table E:	Services	in	order

CPT®	
Code

Modifier PFS Order

75600 TC $187.60 1 – Primary

75625 TC $99.66 2 – Subsequent

75630 TC $98.67 3 – Subsequent

Table F:	Primary	procedure	allowable

CPT®	
Code

Global	Rate	
–	PFS

(A)

PC	Rate	–	
PFS

(B)

TC	Rate	–	
PFS	

(C)

Calculation		
(PC	Rate	x	100%)	+	
(TC	Rate	x	100%)	

(D)

PFS	After	
Reduction	
Calculation	

(E)

OPPS	Cap	
(Global	
Rate)

(F)

Minimum	of	PFS	
After	Reduction	vs.	
OPPS	Cap

(E	vs.	F)

75600 $211.45 $23.85 $187.60 = ($23.85 x 100%) + 
($187.60 x 100%)

$211.45 $2,174.67 $211.45

Table G:	Subsequent	procedures	allowable

CPT®	
Code

Global	Rate	
–	PFS

(A)

PC	Rate	–	
PFS

(B)

TC	Rate	–	
PFS	

(C)

Subsequent	Procedure	
Calculation		
(PC	Rate	x	100%)	+	
(TC	Rate	x	75%)	

(D)

PFS	After	
Reduction	
Calculation	

(E)

OPPS	Cap	
(Global	
Rate)

(F)

Minimum	of	PFS	
After	Reduction	vs.	
OPPS	Cap	

(E	vs.	F)

75625 $155.59 $55.93 $99.66 = ($55.93 x 100%) + 
($99.66 x 75%)

$130.68 $2,209.27 $130.68

75630 $184.62 $85.95 $98.67 = ($85.95 x 100%) + 
($98.67 x 75%)

$159.95 $2,239.29 $159.95

Table C:	Billed	services	and	the	final	allowable

Member	
Name

Date	of	Service Procedure	
Code

Modifier Charge Final	
Allowable

Provider NPI

John Smith 04/01/2013 75600 – $212.00 $211.45 Francis, MD, Joe 1234567890

John Smith 04/01/2013 75625 – $131.00 $130.68 Francis, MD, Joe 1234567890

John Smith 04/01/2013 75630 – $160.00 $159.95 Francis, MD, Joe 1234567890

*OPPS Cap: The MPFS will contain both the regular PFS amount and 
the Outpatient Prospective Payment System (OPPS) amount for the TC 
and global portion of imaging procedures. If the imaging procedure has  
an OPPS amount in addition to the regular PFS amount, then the lower 
of either PFS or OPPS for that service is normally the allowable for that 
imaging procedure. If the lowest amount is the OPPS allowed amount, 
then the service is subject to the OPPS cap.
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Example	2:	TC	of	Diagnostic	Cardiovascular	and	Ophthalmology
Steps for arriving at the final allowable amount shown in Table H:
Step 1: All of the codes have an indicator of 7, which means they are subject to MPPR - diagnostic ophthalmology services. 
Step 2: Identify the rates for the billed services, as shown in Table I.
Step 3: Order the billed services based on their allowable amount in the fee schedule and identify the primary and subsequent procedures 

(see Table J).
Step 4: Calculate the allowable for the primary procedure, as shown in Table K.
Step 5: Calculate the allowable for subsequent procedures. The TC portion is 80 percent, as shown in Table L.

Table H:	Billed	services	and	the	final	allowable

Member	
Name

Date	of	Service Procedure	
Code

Modifier Charge Final	Allowable	
Amount

Provider Group	NPI

John Smith 04/02/2013 76510 TC $84.00 $83.52 Francis, MD, Joe 1223344550

John Smith 04/02/2013 76511 TC $40.00 $39.68 Francis, MD, Joe 1223344550

John Smith 04/02/2013 76512 TC $33.00 $32.83 Alfred, MD, Joe 1223344550

Table I:	Fee	schedule

CPT®	Code Modifier PFS OPPS	Cap Multiple	
Procedure	
Indicator

76510 TC $83.52 $140.70 7

76511 TC $49.60 $96.57 7

76512 TC $41.04 $96.57 7

Table J:	Services	in	order

CPT®	Code Modifier PFS Order

76510 TC $83.52 1 – Primary

76511 TC $49.60 2 – Subsequent

76512 TC $41.04 3 – Subsequent

Table K:	Primary	procedure	allowable

CPT®	
Code

Modifier Calculation		
(TC	Rate	x	100%)	

(A)

PFS	After	Reduction	
Calculation	

(B)

OPPS	Cap	

(C)

Minimum	of	PFS	After	
Reduction	vs.	OPPS	Cap	

(B	vs.	C)

76510 TC = ($83.52 x 100%) $83.52 $140.70 $83.52

Table L:	Subsequent	procedures	allowable

CPT®	
Code

Modifier	 Calculation		
(TC	Rate	x	80%)	

(A)

PFS	After	Reduction	
Calculation	

(B)

OPPS	Cap	

(C)

Minimum	of	PFS	After	
Reduction	vs.	OPPS	Cap	

(B	vs.	C)

76511 TC = ($49.60 x 80%) $39.68 $96.57 $39.68

76512 TC = ($41.04 x 80%) $32.83 $96.57 $32.83

Example	3:	PC	of	Diagnostic	Cardiovascular	and	Ophthalmology	Services
Billed services and final allowable amounts are shown in Table M. The indicator for these codes is 7, which means they are subject to MPPR 
- diagnostic ophthalmology services. Per this MPPR, the PC of the diagnostic ophthalmology services for subsequent procedures is allow-
able at 100 percent of the fee schedule. 

Table M:	Billed	services	and	the	final	allowable

Member	Name Date	of	Service Procedure	
Code

Modifier Charge Final	
Allowable	
Amount

Provider Group	NPI

John Smith 04/03/2013 76510 26 $101.00 $100.07 Francis, MD, Joe 1223344550

John Smith 04/03/2013 76511 26 $52.00 $51.94 Francis, MD, Joe 1223344550

John Smith 04/03/2013 76512 26 $54.00 $53.85 Alfred, MD, Joe 1223344550
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Example	4:	TC-only	Codes
Steps for arriving at the final allowable for each code shown in Table N:
Step 1: As shown in Table O, all of the codes have an indicator of 6, which means they are subject to MPPR – diagnostic cardiovascular ser-

vices.
Step 2: Identify the rates for the billed services, as shown in Table O.
Step 3: Order the billed services based on their allowable amount in the fee schedule and identify the primary and subsequent procedures 

(see Table P).
Step 4: Calculate the allowable for the primary procedure (see Table Q).
Step 5: Calculate the allowable for subsequent procedures. The TC portion is 75 percent, as shown in Table R.

Table N:	Billed	services	and	the	final	allowable

Member	Name Date	of	Service Procedure	
Code

Modifier Charge Final	
Allowable	
Amount

Provider NPI

John Smith 04/04/2013 93005 – $8.00 $7.56 Francis, MD, Joe 1234567890

John Smith 04/04/2013 93017 – $43.00 $42.68 Francis, MD, Joe 1234567890

John Smith 04/04/2013 93041 – $5.00 $4.60 Francis, MD, Joe 1234567890

Table O:	Fee	schedule	

CPT®	Code Modifier PFS Multiple	
Procedure	
Indicator

93005 – $10.08 6

93017 – $42.68 6

93041 – $6.13 6

Table P:	Services	in	order

CPT®	Code Modifier PFS Order

93005 – $10.08 2 – Subsequent

93017 – $42.68 1 – Primary

93041 – $6.13 3 – Subsequent

Table Q:	Primary	procedure	allowable

CPT®	Code Modifier Calculation	(Fee	
Schedule	x	100%)	

PFS	After	
Reduction	

93017 – = ($42.68 x 100%) $42.68

Table R:	Subsequent	procedures	allowable

CPT®	Code Modifier	 Calculation	(Fee	
Schedule	x	75%)

PFS	After	
Reduction

93005 – = ($10.08 x 75%) $7.56

93041 – = ($6.13 x 75%) $4.60
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Example	5:	Global	Test-only	Codes
Steps for arriving at the final allowable amounts shown in Table S:
Step 1: All of the codes have an indicator of 6, as shown in Table T, which means they are subject to MPPR – diagnostic cardiovascular services.
Step 2: Billed codes are global codes; you must identify the related PC-only and TC-only codes for the services reported, as shown in Table U.
Step 3: Identify the allowable fee schedule amount for related PC and TC codes (see Table V).
Step 4: Billed codes are global codes. To find the highest and the subsequent procedures, use the values of the related TC-only codes 

(see Table W).
Step 5: Calculate the allowable for the primary procedure. The primary PC is allowed at 100 percent and the primary TC is allowed 100 per-

cent, as shown in Table X.
Step 6: Calculate the allowable for subsequent procedures. The PC-related portion is 100 percent and TC-related portion is 75 percent (see 

Table Y).

Table S:	Billed	services	and	the	final	allowable

Member	
Name

Date	of	Service Procedure	
Code

Modifier Charge Final	
Allowable	
Amount

Provider NPI

John Smith 04/05/2013 93000 – $16.00 $15.85 Francis, MD, Joe 1234567890

John Smith 04/05/2013 93015 – $79.00 $78.48 Francis, MD, Joe 1234567890

John Smith 04/05/2013 93040 – $12.00 $11.88 Francis, MD, Joe 1234567890

Table T:	Fee	schedule

CPT®	Code Modifier PFS Multiple	
Procedure	
Indicator

93000 – $18.37 6

93015 – $78.48 6

93040 – $13.41 6

Table U:	Identify	the	codes

Global	Code PC-only	Code TC-only	Code

93000 93010 93005

93015 93016, 93018 93017

93040 93042 93041

Table W:	Services	in	order

CPT®	Code Related	TC	Code PFS Order

93000 93005 $10.08 2 – Subsequent

93015 93017 $42.68 1 – Primary

93040 93041 $6.13 3 – Subsequent

Table X:	Primary	procedure	allowable

CPT®	
Code

Related	
PC-only	
Code

PC	Code	
Rate

(A)

Related	
TC-only	
Code

TC	Code	
Rate

(B)

Calculation	(PC	only	Code	x	
100%)	+	(TC	Only	Code	x	100%)

(C)

PFS	After	
Reduction

93015 93016 + 
93018

$21.44 + 
14.36

93017 $42.68 = (($21.44 + 14.36) x 100%) + 
($42.68 x 100%)

$78.48

Table Y:	Subsequent	procedures	allowable

CPT®	
Code

Related	
PC-only	
Code

PC	Code	
Rate

(A)

Related	
TC-only	
Code

TC	Code	
Rate

(B)

Calculation	(PC-only	Code	x	
100%)	+	(TC-only	Code	x	75%)

(C)

PFS	After	
Reduction

93000 93010 $8.29 93005 $10.08 = ($8.29 x 100%) + ($10.08 x 75%) $15.85

93040 93042 $7.28 93041 $6.13 = ($7.28 x 100%) + ($6.13 x 75%) $11.88

Table V:	Allowable	fee	schedule	amounts

CPT®	Code Modifier PFS

93005 – $10.08

93010 – $8.29

93016 – $21.44

93017 – $42.68

93018 – $14.36

93041 – $6.13

93042 – $7.28
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To	discuss	this	
article	or	topic,	go	to	
www.aapc.com

Points to Keep in Mind
Billers need to be aware of how the payments are made by payers. It’s 
a good idea to remember the following items while considering pay-
ment for these services:

• MPPR reductions for the TC of diagnostic cardiovascular and 
ophthalmology procedures do not apply to services provided 
prior to Jan. 1, 2013.

• The highest priced TC is always allowed at 100 percent of the 
fee schedule.

• The PC of diagnostic cardiovascular and ophthalmology 
services is not subject to MPPR reduction.

• MPPR is independently applied to diagnostic cardiovascular 
and ophthalmology services.

• The reduction applies to the TC of global services alone.
• For services subject to the MPPR and the OPPS cap on 

imaging, the lower of either the MPPR-reduced payment or 
the OPPS cap is allowed.

• Services performed over multiple sessions and reported with 
modifier 59 Distinct procedural service are not subject to 
MPPR.

• Global procedure code rates are always the sum of the PC-
only code rate and TC-only code rate. 

References:
—  CMS transmittal 1149 (www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/
Downloads/R1149OTN.pdf); MLN Matters® MM7848 (www.cms.gov/Outreach-and-Education/
Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/MM7848.pdf) 

Uma Nachiappan, CPC, CCS, holds a graduate degree in Commerce and Ac-
counting and has 13 years of experience in the U.S. healthcare industry across 
payer and provider segments. She is head of operations at Synthesis Healthcare 
Services, LLP, Chennai, India.

MPPR reductions for the TC of diagnostic 
cardiovascular and ophthalmology procedures do not 

apply to services provided prior to Jan. 1, 2013.
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Renew Your Understanding of  

Psychiatric Services
Proper documentation for restructured psychotherapy CPT® codes in 2013 is key.

By	Lynn	Handy,	LPN,	CPC,	CPC-H,	CPC-I,	CHC,	CCS-P

It’s well into 2013, and you’ve been using the restructured psychotherapy codes (90832-90837) for some time. 
Now is a perfect time to review the new requirements for reporting these services. Are your physicians docu-

menting their services appropriately to ensure proper reimbursement? Let’s see. 

Don’t Worry About Where, Just When
For individual psychotherapy, there are no longer separate codes for inpatient and outpatient settings. These 
psychotherapy services are face-to-face services with the patient (and/or family member, with the patient pres-
ent for some or all of the service), described by the following CPT® codes:

90832 Psychotherapy,	30	minutes	with	patient	and/or	family	member

90834 Psychotherapy,	45	minutes	with	patient	and/or	family	member

90837 Psychotherapy,	60	minutes	with	patient	and/or	family	member

The specific time assigned to a code may differ from the actual time the practitioner provided psychotherapy. 
In general, select the code that most closely matches the actual time spent. CPT® provides flexibility by identify-
ing time ranges that may be associated with each of the three codes:
90832: 16 to 37 minutes

90834: 38 to 52 minutes

90837: 53 minutes or longer

Do not bill psychotherapy codes for sessions lasting less than 16 minutes.
When psychotherapy and an evaluation and management (E/M) service are performed during the same en-
counter, you should instead report the appropriate add-on code in addition to the E/M service code. The add-
on codes are:
+90833 Psychotherapy, 30 minutes with patient and/or family member when performed with an evaluation 

and management service (List separately in addition to the code for primary procedure)

+90836 Psychotherapy, 45 minutes with patient and/or family member when performed with an evaluation 
and management service (List separately in addition to the code for primary procedure)

+90838 Psychotherapy, 60 minutes with patient and/or family member when performed with an evaluation 
and management service (List separately in addition to the code for primary procedure)
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Coding E/M services by time is a common option for psychiatric 
providers, but should not be confused with psychotherapy time. 
Most E/M services may be billed by time if over 50 percent of the to-
tal time is spent counseling the patient and family and/or coordinat-
ing care. It’s important to note, however, that if the new psychother-
apy add-on codes are reported with an E/M service, the E/M level 
cannot be selected based on time.

Not All Services Are Billable Time
The time spent arranging for services, providing reports, and com-
municating with other healthcare professionals is not included in the 
length of the psychotherapy session. Such activity is considered post-
service work, and is already “built into” the psychotherapy codes. 
This is not new for 2013; these activities were considered post-service 
work under the psychotherapy codes effective in 2012.

Minimum Documentation Guidelines
For claims payment of psychotherapy services, providers must doc-
ument at a minimum:

• Date of service
• Time spent with the patient (length of session) 
• Specific therapeutic maneuvers used (e.g., cognitive 

restructuring, behavior modification) to produce therapeutic 
change

• Clearly documented diagnosis: for each visit and related to 
treatment and therapy 

• Periodic summary of goals, progress toward goals, and an 
updated treatment plan

• Progress or lack of progress toward the goals stipulated in the 
individual treatment plan

• Legible provider signature

E/M: No Longer Optional
Prior to 2013, when a medical evaluation was performed at the time 
of the psychotherapy, the E/M service was included in the psycho-
therapy service (that is, the E/M was not separately reported). With 
the introduction of 90832-90837, when an E/M service represents 
a portion of the work performed at the encounter, the E/M visit be-
comes the primary CPT® code reported. This requires the provid-
er to determine the appropriate E/M code category and level of ser-
vice rendered, as supported by documentation, in addition to the el-
ements described above for psychotherapy.

Cover:	Psychiatric	Services
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Because this concept may be less familiar to mental health profes-
sionals and their coders, let’s explore the documentation require-
ments for E/M services as it pertains to psychiatric services. Al-
though both the 1995 and 1997 Documentation Guidelines for Eval-
uation and Management Services are an option, let’s focus on the 1997 
guidelines using the psychiatric single organ system exam.

History
There are a few challenges when trying to document the history re-
quirements for psychiatric services. The history of present illness 
(HPI) is a subjective description of findings from the patient and 
should not be confused with the psychiatric exam elements.
Four HPI elements are required for a detailed and comprehensive 
history. Anything less would lower the history element to either 
problem-focused or expanded problem-focused. HPI must be docu-
mented by the provider (not the nursing or support staff) and would 
resemble something similar to this: 

The patient complains of severe depression for the past 3 
months with a lack of appetite, inability to stay focused at 
work, and frequent headaches. She has been taking Zoloft for 
the past 2 months with no improvement.

The example statement provides at least four HPI elements: severi-
ty, duration, associated signs and symptoms, and modifying factors.
The review of systems (ROS) require a minimum of 10 systems for 
a comprehensive history, but only two systems are required for a de-
tailed history that will support 99203 Office or other outpatient vis-
it for the evaluation and management of a new patient, which requires 
these 3 key components: A detailed history; A detailed examination; 
Medical decision making of low complexity, or 99214 Office or oth-
er outpatient visit for the evaluation and management of an established 
patient, which requires at least 2 of these 3 key components: A detailed 
history; A detailed examination; Medical decision making of moder-
ate complexity (level III new patient or level IV established patient). 
Don’t forget: Patient history forms are a great timesaver and typi-
cally include all systems and an inventory of the patient’s past, fami-
ly, and social history (PFSH). To allow credit for the information in-
cluded on the patient history form, the provider must document his 
or her review of the information. Table A is a snapshot of the history 
documentation requirements.

Table A:	A	chief	complaint	is	required	for	all	history	levels.

History	Level HPI ROS PFSH

Problem Focused 1 None None

Expanded Problem Focused 1 1 None

Detailed 4 2-9 1

Comprehensive 4 10 2 or 3

Exam: Psychiatric Single Organ System  
(1997 Guidelines)
Although you may use the 1995 or 1997 guidelines to determine the 
level of the E/M service documented, the examination many mental 
health providers perform resembles the psychiatric examination in 
the 1997 guidelines. Choose the guidelines that are most advanta-
geous to the provider, which may differ from encounter to encounter. 
Just remember: If the 1997 examination is used to score the exam 
portion of the visit, the remainder of the visit must also be scored us-
ing the 1997 guidelines. Likewise, if the 1995 guidelines are used, 
they must be used for the entire visit note. 
See Table B for the number of elements required for each level of the 
1997 psychiatric specialty examination.

Table B:	The	number	of	elements	required	for	each	level	of	the	1997	psychiatric	exam.

Exam	Level Elements

Problem Focused 1-5 elements

Expanded Problem Focused At least 6 elements

Detailed At least 9 elements

Comprehensive All elements from constitutional 
and psychiatric exam and one ele-
ment from musculoskeletal

The elements of the “Documentation-psychiatric Exam 1997 Doc-
umentation Guidelines” include:
Constitutional 
Measurement of any three of the following seven vital signs:

• Sitting or standing blood pressure
• Supine blood pressure
• Pulse rate and regularity

The history of present illness (HPI) is a subjective 
description of findings from the patient and should 

not be confused with the psychiatric exam elements.
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• Respiration
• Temperature
• Height
• Weight (may be measured and recorded by ancillary staff)
• General appearance of patient (e.g., development, nutrition, 

body habitus, deformities, attention to grooming)
Musculoskeletal

• Assessment of muscle strength and tone (e.g., flaccid, 
cogwheel, spastic), with notation of any atrophy and 
abnormal movements

• Examination of gait and station
Psychiatric

• Description of speech, including: rate, volume, articulation, 
coherence, and spontaneity with notation of abnormalities 
(e.g., perseveration, paucity of language)

• Description of thought processes, including: rate of thoughts, 
content of thoughts (e.g., logical vs. illogical, tangential), 
abstract reasoning, and computation

• Description of associations (e.g., loose, tangential, 
circumstantial, intact)

• Description of abnormal or psychotic thoughts, including: 
hallucinations, delusions, preoccupation with violence, 
homicidal or suicidal ideation, and obsessions

• Description of the patient’s judgment (e.g., concerning 
everyday activities and social situations) and insight (e.g., 
concerning psychiatric condition)

• Complete mental status examination including:
 à Orientation to time, place, and person 
 à Recent and remote memory
 à Attention span and concentration
 à Language (e.g., naming objects, repeating phrases)
 à Fund of knowledge 
 à Mood and affect

Medical Decision-making
Many articles have been written about the importance of medical de-
cision-making (MDM) and the nature of the presenting problem as a 
driving factor when choosing the level of E/M services. With the in-
creased use of electronic health record systems, the history and exam 
can become over-documented and may not align with the level of 
service and medically necessary information to accurately assess the 
presenting problem. As a result, the industry is seeing more medical 
necessity reviews initiated by the Centers for Medicare & Medicaid 
Services (CMS) and other payers.
The three elements of MDM are:

• Number of diagnosis/management options
• Amount of data reviewed/ordered
• Patient risk

For example: An established patient is seen for medication man-
agement by a psychiatrist with a history of anxiety disorder, de-
pression, and attention-deficit/hyperactivity disorder (ADHD). 
The patient states he is doing well on the present medication with 
no episodes of anxiety or depression. The patient also states he is 
able to focus and complete tasks at work, and feels that the Ritalin 
dosage is working. The psychiatrist performs a detailed psychiat-
ric exam. He determines the patient’s three chronic conditions are 
stable, and refills all medications. This encounter supports 99214 
(level IV established patient office visit) because the MDM is mod-
erate, with three stable established conditions, and moderate risk 
(medication management).

With the increased use of electronic health record systems, the 
history and exam can become over-documented and may not align 
with the level of service and medically necessary information to 
accurately assess the presenting problem.



www.aapc.com	 July 2013	 39

To	discuss	this		
article	or	topic,	go	to	
www.aapc.com Cover:	Psychiatric	Services

Knowledge Is a Powerful Anecdote
The introduction of new psychotherapy CPT® codes and method-
ology for reporting therapy services as of Jan. 1, 2013 require a re-
newed understanding of the documentation required for selecting an 
E/M CPT® code. Over-coding the E/M portion of the service when 
rendered and not documenting appropriately may lead to increased 
risk while under-documenting the E/M portion would result in lost 
revenue. Providers and coders who do not fully understand these re-
quirements should seek additional education to remain compliant 
when reporting services. 

Lynn Handy, LPN, CPC, CPC-H, CPC-I, CHC, CCS-P, speaks at various nation-
al coding, compliance, and auditing associations. Handy is the senior director of 
professional coding services at Sinaiko Healthcare, a division of Altegra Health.

The Magazine for Medical Office Professionals

�������������

�����������

���������

Ju
ne

 / J
ul

y  
20

13
 | I

ss
ue

  8
.4

The Magazine for Medical Office Professionals

ww
w.

bi
lli

ng
-c

od
in

g.
co

m

����
��

���
�

������
�

������
�

������
�

����������������������������������������������������������������������������������������������������������������

LO
W

-C
OS

T 
ed

uc
at

io
na

l r
es

ou
rc

es
 fo

r M
ed

ic
al 

Of
fic

e P
ro

fe
ss

io
na

ls

�������������������������������������������������

�����������������������������

�����������������������������

���������

���

����������������������

����������������������������������������������������������������������������
����������������������

Providing LOW-COST Educational Resources LOW-COST Educational Resources LOW-COST

for Medical Offi ce Professionals
12 Month Print & Online Subscription: 

Only $55.00
Subscribe today, and receive full access 
to additional CEUs, webinars, 38 specialty 
features, and much more... 
All included FREE with your subscription 

Subscribe in 60 seconds or less:
Call: 877 700 3002

*** Hurry offer ends July 31st 2013 ***

HOT DEAL

NEED MORE 

CEUS?
Add 9 additional 
webinars to your 
account today for 

ONLY 

$39.99

21 CEUs

CEU APPROVED*

Join TODAY!
www.billing-coding.com/subscribe/aapc

Takeaways:

• Codes 90382, 90834, and 90835 combine inpatient and outpatient 
settings for reporting psychiatric care. 

• Assure the provider meets minimal documentation guidelines, 
remember that not all services are billable time. 

• E/M codes are now the primary code reported with these services. 
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Keep	Coding	Grounded	for	
Gastrocnemius	Recession
Check your state’s scope-of-practice requirements for 
podiatrists allowed to treat gastrocnemius equinus. 

By	Angela	Clements,	CPC,	COSC

A change in the scope of practice for podiatric physicians in 
Louisiana now allows for above-the-ankle treatment—mak-
ing the Pelican State the 44th state to permit podiatrists to treat 

at or above the ankle. For patients, the wider scope of practice means 
not having to be referred to a surgeon for certain treatments, such as 
a gastrocnemius recession to correct a foot deformity. For podiatrists, 
it means expansion and growth, but also added responsibility. In par-
ticular, podiatrists must know how to document such treatments to 
ensure compliant coding.

Treating Gastrocnemius Equinus
A gastrocnemius recession is performed on a patient with gastrocne-
mius equinus (tightness of the calf muscle) to lengthen the calf mus-
cle. The tightness in the gastrocnemius muscle causes the ankle to 
point downward, meaning the joint cannot dorsiflex (bend up) nor-
mally. Gastrocnemius recession lengthens the calf muscle to get the 
heel on the ground.
When a patient has gastrocnemius equinus, the physician checks 
the ankle’s range of motion with the knee in the bent (flexed) and 
straight positions. If the patient can normally flex the ankle when in 
a bent position, a gastrocnemius recession would be indicated. If the 
patient cannot flex the ankle when the knee is either bent or straight, 
he or she will have to lengthen the Achilles tendon, 27685 Lengthen-
ing or shortening of tendon, leg or ankle; single tendon (separate proce-
dure), or look for a bony block (spur), 28120 Partial excision (crater-
ization, saucerization, sequestrectomy, or diaphysectomy) bone (eg, os-
teomyelitis or bossing); talus or calcaneus. 
The problem with lengthening the Achilles tendon is that it weakens 
the plantar flexion strength. Podiatrists prefer not to lengthen the 
Achilles if other options are available to maintain muscle strength.

Gastrocnemius Recession  
Techniques Advance
Gastrocnemius recession traditionally has been (and sometimes 
still is) performed as an “open” procedure using a T-shaped incision 
(some surgeons perform the procedure with a reverse T-shaped in-
cision). Reporting an open gastrocnemius recession is straightfor-
ward: 27687 Gastrocnemius recession (eg, Strayer procedure) properly 
describes the procedure. Ph
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There isn’t a specific CPT® code to report 
EGR, so you must report the procedure using 

29999 Unlisted procedure, arthroscopy.

As medicine advances, so have treatment options for the gastrocne-
mius recession procedure. A scope similar to the one used for carpal 
tunnel endoscopic surgery was developed for an endoscopic gastroc-
nemius recession (EGR). This scope allows surgeons to perform the 
procedure endoscopically, with smaller incisions.
The surgeon cuts through the fascia to expose the underlying mus-
cle. The gastrocnemius is separated from the soleus muscle and a 
gap is left in the fascial segments to lengthen it. Compared to an 
open procedure, endoscopic surgery is minimally invasive, which 
allows for a quicker recovery time. The patient can bear weight in a 
cast boot.
There isn’t a specific CPT® code to report EGR, so you must report 
the procedure using 29999 Unlisted procedure, arthroscopy. Coders 
often hesitate to use this code because of the wording of its descrip-
tor (i.e., the use of “arthroscopy” rather than “endoscopy”). The No-
vember 2008 CPT® Assistant clarified that this unlisted code is ap-
propriate, however, stating:

“There is no specific CPT code to describe endoscopic gastrocnemius 
recession. This procedure should be reported using code 29999 ... 
While code 29999 uses the term ‘arthroscopic’ and the joint space is not 
entered, code 29999 is located in the section for arthroscopic or endo-
scopic procedures of the musculoskeletal system and is intended to in-
clude unlisted endoscopic services.”

Tip: To claim endoscopic plantar fasciotomy, another common po-
diatric endoscopic procedure, report 29893 Endoscopic plantar fas-
ciotomy.
Although most states now allow podiatrists to treat above-the-ankle, 
some states do not. Be sure to consult your state’s scope-of-practice 
requirements before making the leap into gastrocnemius recession.
Author’s note: Special thanks to Daniel Hake, DPM, for assisting 
with the clinical information in this article. 

Angela Clements, CPC, COSC, is an internal consultant in the Coding and Edu-
cation Department at Ochsner Health Systems in New Orleans. With 15 years of 
healthcare experience, she is also a member of the AAPC National Advisory Board 
and member development officer in the local Covington, La., chapter.

Standard midline incision for gastrocnemious recession

Soleus muscle

Skin incision

Sural nerve

Saphenous vein

Achilles tendon

To	discuss	this	
article	or	topic,	go	to	
www.aapc.com Coding/Billing:	Gastrocnemious	Recession
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Prompt	Proper	Assistant-at-surgery	Payment
It’s as easy, or as hard, as 1, 2, 3.

By	Marilyn	Holley,	CPC,	CPC-I,	CHISP,	RHIT

Successful coding and billing for surgical assistants depends 
on three principal factors: 

1. Does the payer allow additional reimbursement for 
surgical assistance for the reported procedure?

2. Has the surgeon sufficiently documented the need 
for and role of the surgical assistant?

3. Has the proper modifier been appended to the 
claim?

Here are some tips and techniques for ensuring your assis-
tant-at-surgery claims prompt proper payment.

Not All Surgeries Merit Assistance
Just because a surgeon recruits an extra pair of hands to help 
during a surgical procedure doesn’t mean the payer will re-
imburse the assistant’s efforts. Surgical assistance must be 
deemed medically necessary (per the payer’s standards) to 
warrant additional payment. 
Medicare specifies the procedures for which it allows ad-
ditional payment for a surgical assistant, as identified by 
the “ASST SURG” column of the Medicare Physician Fee 
Schedule (MPFS) Relative Value File. If Medicare does not 
allow payment for an assistant at surgery, you cannot charge 
the patient, even if using an advanced beneficiary notice 
(ABN).
Indicators you might see in the ASST SURG column are:

2 - Medicare will pay for an assistant at surgery for 
that particular code. 

0 - Medicare might pay for an assistant at surgery if 
documentation substantiates medical necessity.

1 - An assistant at surgery will not be paid. 

9 - The concept of assisted surgery does not apply 
(i.e., Medicare will not pay for an assistant at sur-
gery).

Table A (on the next page) shows several codes and their as-
sistant-at-surgery indicators, which are from the most recent 
PFS Relative Value File.

Just because a surgeon recruits an extra 

pair of hands to help during a surgical 

procedure doesn’t mean the payer will 

reimburse the assistant’s efforts.
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Table A

CPT® Short	Descriptor ASST	SURG	
Indicator

32609 Thoracoscopy w/bx pleura 0

48500 Surgery of pancreatic cyst 2

55000 Drainage of hydrocele 1

65760 Revision of cornea 9

Resource: You may download the PFS Relative Value File free 
from the Centers for Medicare & Medicaid Services (CMS) 
website: www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/
PhysicianFeeSched/PFS-Relative-Value-Files.html. All files are dated. Be 
sure to choose the most recent file, and check back quarterly 
for updates.

Medicare has established straightforward criteria to deter-
mine which codes are eligible for assistant-at-surgery reim-
bursement. Per the Medicare Claims Processing Manual, 
chapter 12, section 20.4.3, “Contractors may not pay assis-
tants-at-surgery for surgical procedures in which a physician 
is used as an assistant-at-surgery in fewer than five percent of 
the cases for that procedure nationally.”
Third-party payers designate their own guidelines, or may 
stipulate limitations on assistants at surgery by contract. 
The best bet with these payers is to seek pre-authorization to 
ensure an assistant will be reimbursed for his or her effort in 
the operating room. 

Documentation Must  
Support Medical Necessity
Documentation must establish medical necessity for all cas-
es when a surgical assistant is used. Although a payer might 
not request documentation when a claim is filed, and might 
choose to pay a claim without review, you shouldn’t file a 
claim without documentation to support it. An operative 
note detailing the need for services rendered is not just a cod-
ing and reimbursement requirement, but also a compliance 
and ethical requirement. 
The surgeon should specify in the body of the operative re-
port what the assistant actually did. It’s insufficient to sim-
ply list the assistant’s name. The surgeon should clearly ex-
plain in the “indications” paragraph of the note why an as-
sistant was necessary, and that he or she was involved in the 
actual performance of the covered surgical procedure, and 
not simply there to perform other ancillary services. 
Coders should inform physicians of the documentation re-
quirements for reporting assistant-at-surgery services. It’s 
not always easy communicating with physicians, but the al-
ternative is lost reimbursement, which can occur again and 
again if not corrected.
Remember: When the surgeon signs an operative report, it 
becomes a legal document that cannot be altered. If neces-
sary, however, the surgeon may dictate an addendum to his 
or her documentation, and the claim may be resubmitted.

Provider Type and Extent of  
Assistance Determines Modifier
You’ve determined the payer allows reimbursement for an 
assistant at surgery, and you’ve verified documentation es-
tablishes medical necessity for the same. The next factor to 
consider when preparing the claim is proper reporting. With 
three CPT® modifiers and a HCPCS Level II modifier to de-
scribe various assistant-at-surgery scenarios, this is where the 
real fun begins for most coders.
The first step is to know your payer. The instructions and 
examples below are based on national Medicare guidelines. 
For third-party payers, you may use the advice below as a 
general guideline, but be sure to check your contracts or in-
quire with the individual payer to determine which modifi-
er you should use in a particular situation.

Third-party payers designate their own 
guidelines, or may stipulate limitations 
on assistants at surgery by contract.

Don’t Confuse Co-surgeons  
with Assistant Surgeons
If two or more surgeons work on the same patient during the same session, the 
second surgeon is not necessarily “assisting” the first. For example, when two 
surgeons work together as primary surgeons, each performing distinct parts 
of a procedure (e.g., co-surgeons), both surgeons should report the (same) 
appropriate CPT® code describing the procedure, and append modifier 62 Two 
surgeons. Each surgeon must document a separate operative report describing 
the work he or she performed. By contrast, an assistant at surgery does not 
document his or her own procedure note.
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If two or more surgeons work on the same patient 
during the same session, the second surgeon is 

not necessarily “assisting” the first.

Modifier 80 Assistant surgeon: Modifier 80 identifies servic-
es provided by a surgical assistant who is a medical doctor. 
Append this modifier only to the primary surgical service. 
For example, an assistant surgeon frequently is used during 
arthrodesis surgery. The assistant helps to hold the vertebrae 
in place and assist in harvesting and placing the bone graft. 
In such a case, the primary surgeon might report 22610 Ar-
throdesis, posterior or posterolateral technique, single level; tho-
racic (with or without transverse technique), while the assis-
tant surgeon would report 22610-80.
For assistant-at-surgery services performed by physicians, 
the fee schedule amount equals 16 percent of the amount 
otherwise applicable for the surgical payment. 
Modifier 82 Assistant surgeon (when qualified resident sur-
geon not available): Append modifier 82 only in a teaching 
hospital setting and only if a qualified resident is not avail-
able to assist during surgery. 
Per the Claims Processing Manual (chapter 12, section 
100.1.7), Medicare does not pay for assistant-at-surgery ser-
vices furnished in a teaching hospital that has a training pro-
gram related to the medical specialty required for the surgi-
cal procedure, unless:

• A qualified resident surgeon was not available.
• Medical staff determined exceptional circumstances 

justified the services of an assistant at surgery, even 
though a qualified resident was available.

• The primary surgeon has an across-the-board policy 
of never involving residents in the preoperative, 
operative, or postoperative care of his or her patients.

For example, a lung hernia through the chest wall needs im-
mediate repair in a teaching hospital setting. The residents 
on call are assisting in another procedure, and a second tho-
racic surgeon assists the primary surgeon. In this case, the 
primary surgeon reports 32800 Repair lung hernia through 
chest wall, while the assistant surgeon reports 32800-82. 
The assistant surgeon should document clearly in the op-
erative report why a resident was not involved in the case. 
You may also use Box 19 on the CMS-1500 form to indicate 
why a resident did not provide assistance during the surgery. 
Modifier AS Physician assistant, nurse practitioner, or clin-
ical nurse specialist services for assistant at surgery: Use this 
modifier for Medicare if a physician assistant (PA), nurse 

practitioner (NP), or clinical nurse specialist—rather than 
a medical doctor or doctor of osteopathic medicine—as-
sists during a surgical procedure. Section 110.2 of the Claims 
Processing Manual stipulates:

“… when a PA actively assists a physician in performing a 
surgical procedure and furnishes more than just ancillary ser-
vices, the PA’s services are eligible for payment as assistant-
at-surgery services … the actual payment amount that PAs 
receive for assistant-at-surgery services is 13.6 percent of the 
amount paid to physicians…. The AS modifier must be re-
ported on the claim form when billing PA assistant-at-sur-
gery services.” 

Modifier 81 Minimum assistant at surgery: Modifier 81 de-
scribes minimal assistance during surgery by another phy-
sician. Payers may also allow modifier 81 to report a second 
physician in the operating room for a small, selective portion 
of a particular procedure (such as opening and closure only). 
Medicare payers generally do not recognize modifier 81 for 
payment, and CMS does not include modifier 81 in the PFS 
Relative Value File. Whereas you should never use modi-
fier 81 to indicate a non-physician (e.g., PA or NP) assist-
ing at surgery for Medicare, some third-party payers (who 
don’t recognize modifier AS) may accept modifier 81 for 
this purpose. 

Marilyn Holley, CPC, CPC-I, RHIT, CHISP, is AAPC’s director of 
education.
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PCPs	in	Line	for	Higher	Medicaid	Payments
A final rule puts Medicare and Medicaid on a level playing field 
for certain primary care. 

By	Lanaya	Sandberg,	MBA,	CPCO

The Centers for Medicare & Medicaid Services (CMS) published a 
final rule last fall mandating payers reimburse qualified healthcare 
providers for certain primary care services rendered to Medicaid en-
rollees at rates not less than the Medicare rates for 2013 and 2014, 
using the 2009 Medicare Physician Fee Schedule conversion factor. 
Fees for the administration of vaccines under the Vaccines for Chil-
dren program have been updated, as well.
This rule is important because Medicaid reimbursement has always 
been significantly less than that for Medicare. Primary care physicians 
(PCP) may now benefit from an increase in Medicaid reimbursement.

PCPs Score
The accessibility of primary care is especially important for Medicaid 
enrollees. As the United States moves closer to Medicaid expansion in 
2014, there must be an appropriate number of PCPs who accept Med-
icaid enrollees. A goal of this rule is to encourage PCPs to participate in 
Medicaid by increasing reimbursement. This rule provides the oppor-
tunity to improve clinical outcomes and quality while reducing overall 
healthcare costs through more efficient coordination of care. 

Effective Date
The provisions of this rule were effective Jan. 1, 2013, but states had un-
til March 31, 2013 to file a state plan amendment with CMS. Regard-
less, payers are required to adhere to the effective date for claims pay-
ment. For example, if a payer updates its claims system with the new 
rates in July 2013, the payer will have to reprocess claims or issue a settle-
ment check retroactively to include dates of service on or after Jan. 1, 2013. 

Primary Care Services 
The applicable codes for the affected primary care services are:

• Evaluation and management (E/M) codes 99201-99499; and
• Vaccine administration codes 90460, 90461, 90471, 90472, 

90473, and 90474.

Qualified Providers
This rule applies to providers with a specialty of family medicine, gen-
eral internal medicine, pediatric medicine, or a subspecialty within these 
specialties accepted by the American Board of Medical Specialties, 
American Board of Physician Specialties, or the American Osteopath-
ic Association. Providers must self-attest that they are board certified 
and/or have provided E/M services and vaccine administration account-
ing for at least 60 percent of the codes they have billed for their Medic-
aid patients. 
Exception: This rule is not applicable to federally qualified health cen-
ters and rural health clinics.

What Do Providers Need to Know and Do?
To ensure proper Medicaid payments, PCPs should become familiar 
with this rule and ensure  compliance officers or compliance contacts 
and counsel are educated in its requirements. 
More good advice:

• As states have various options for implementing the requirements 
of this rule, research the approach your state has chosen to 
pursue; and

• Reach out to the payers with which you are contracted and ask 
them when they intend to load the updated rates in their claims 
systems, and when they will be reprocessing claims. Request a 
copy of their written policies relative to this rule. Keep in mind: 
These requirements also apply to payers with which you are not 
contracted, so you should reach out to them, as well.

If you are interested in learning more about this rule, refer to RIN 0938-
AQ63 in the Federal Register at: https://federalregister.gov/a/2012-26507. 

Note: The views and opinions expressed in this article are those of the 
author and do not reflect the official policy or position of any organiza-
tion. The information contained in this article is to alert you to compli-
ance developments and should not be considered legal advice.

Lanaya Sandberg, MBA, CPCO, is a network manager and responsible for na-
tional provider and vendor contracting. 
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Know	What	an	EHR	Says	
About	Your	Doctor

By	Leonta	Julien-Williams,	CPC,	CCS,	RHIT	

The electronic health record (EHR) has 
made it easier for patients to access and 
monitor their health information. I’m sure 
you’re aware of the type of information 
found in a patient’s EHR—from basic de-
mographics and current medications, to di-
agnoses and treatment history. But what 
does a patient’s EHR say about his or her 
physician?
Physicians should be aware their documen-
tation tells a story about them just as much 
as it does their patients. See if your physi-
cians can be “summed up” by one of the fol-
lowing descriptions. If so, now is the time to 
make them aware of their role in the EHR.

Careless, MD
Spelling errors seem more apparent when  
seen on a computer monitor versus a hand-
written note. Imagine reading five consecu-
tive progress notes from five different dates 
of service and identifying the exact same in-
correct spelling of a word or words on each 
note. This is apt to prompt questions, such as:

• Did the physician really complete the 
progress note for that specific date of 
service?

• Did he or she really see the patient on 
that specific date of service?

These are just a couple questions the Of-
fice of Inspector General may ask during 
an audit.

Documentation tells 
a story; make sure 
the main character 
is the patient, not 
the physician.
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Impersonal, MD
Using “he” or “she,” or “him” or “her,” in-
terchangeably to describe a patient makes 
it seem as if the physician does not know 
the patient. Have you ever read through a 
record and noticed Mrs. Jane Doe was re-
ferred to as “him,” or Mr. John Doe was re-
ferred to as “she?” As a patient, I would real-
ly be annoyed if I were referred to as “him.” 
I would like to think my physician knows 
me pretty well.

Pill Pusher, MD
Some EHRs have the capability to automat-
ically insert a medication refill into the note 
at the appropriate time. The problem with 
automatic refills is the lack of documenta-
tion from the chief complaint to the assess-
ment, supporting the need for that medica-
tion (whether it is a new prescription or a re-
fill). Physicians should also be careful with 
the way they document a prescription. For 
instance, an auditor will see red flags if a pa-
tient presents with no complaint of pain, a 
pain scale showing 0/10, and no pain diag-
nosis for that encounter, but there are pre-
scriptions on that date of service for perco-
cet and hydrocodone.

Faltering, MD
Coders inherently pay very close attention 
to documentation, so they notice things 
such as contradictory information in an 
EHR. For example: A physician documents 

on a single date of service, “PMH: Allergic 
to penicillin” and “HPI: Mrs. Doe has no 
prior history of allergies.” From the open-
ing remarks (chief complaint) to the history 
of present illness, review of systems, physi-
cal exam, and assessment, the information 
doesn’t jibe.

Lobbyist, MD
The EHR should reflect information about 
the patient. You should not read an encoun-
ter note and immediately recognize which 
political party the physician is affiliated 
with. Advise your physician to refrain from 
documentation such as “patient will get in-
surance coverage when President ______ 
allows her to” or “patient would benefit 
from stem cell research, but our current 
president does not agree.” This type of doc-
umentation is inappropriate. The patient’s 
EHR is not the platform to express person-
al opinions. There are medical boards and 
other resources available for this type of 
conversation.
The EHR may tell as much about the physi-
cian as it does the patient. Don’t allow your 
physician to fall into any of the categories 
above. The EHR is a legal document. In an 
audit or a lawsuit, documentation should be 
your best defense, not evidence to be held 
against you. Patients deserve and expect 
the information in their record to be correct 
and useful. 

Leonta Julien-Williams, CPC, RHIT, CCS, 
has worked in the healthcare industry for the 
past 10 years. She has worked as a coder, audi-
tor, and educator. She is a member of the Great-
er Atlanta, Ga. chapter of AAPC.

As a patient, I would really be annoyed if I was 
referred to as “him.” I would like to think my 

physician knows me pretty well.
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Because social media is a staple in the av-
erage household, a growing number of 

healthcare providers are using it as a market-
ing tool, among other things. This technol-
ogy doesn’t come without challenges, how-
ever. Here’s a quick review to help you avoid 
common pitfalls.

What is Social Media,  
and How is it Used?
Social media is any web-based communica-
tion interface used to share or exchange in-
formation, including videos or audio mes-
sages. Facebook™, YouTube, Linked in®, and 
Twitter™ are just a few social media tools. 
Many providers have incorporated social 
media into their practices to educate pa-
tients and to collect pre-visit review of sys-
tems (ROS) information. Social media also 
can effectively generate business and inter-
est in a provider’s services. 

While social media can help to create a 
more personal medical experience, provid-
ers must observe strict policies when using 
it. The Internet is full of individuals trying 
to pass themselves off as legitimate med-
ical providers, looking to profit from un-
safe or ineffective treatments, or even fraud-
ulent medical schemes that can harm pa-
tients. Professionalism is important in re-
gards to compliance, patient satisfaction, 
and credibility.

What NOT to Post Online
What you post online creates a near-per-
manent record that will follow you wherev-
er you go. Warning: Courts have said you 
do not own what you post on a website—
the website owns it. When you post to so-
cial media, you no longer control your own 
words. When in doubt, don’t post.
When using social media, keep the follow-
ing in mind:
Providers must be careful not to violate 
patients’ privacy rights. Never post on-
line anyone’s protected health information 
(PHI). Ever. Providers need to use security 
settings, so only those with security access 
can see a patient’s PHI. In other words, ac-
cess to information on the Internet should 
work the same as in the office—on a “need 
to know” basis only. 
Be careful how much medical advice or 
opinion you provide online, for several 
reasons:

• Comments made or advice given 
on a social media site could be 
misconstrued. There is a potential for 
liability from patients who misread 
or misapply information a provider 
posts online. 

■	Auditing/Compliance

Don’t	Cross	the	Lines	of	Professionalism	in	

By	Judy	A.	Wilson,	CPC,	CPC-H,	CPCO,	CPC-P,	CPPM,	CPC-I,	CANPC

Takeaways:

• Social media is a great tool for providers, 
when used correctly.

• Inappropriate use of social media poses 
several risks.

• Include the whole staff in your social 
media plan to ensure compliance. 

Used wisely, providers can take  
advantage of social media benefits. 
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Auditing/Compliance:		Social	Media

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

• Without seeing the patient, the 
provider can’t accurately determine 
the nature of the patient’s problem 
or that the patient understood the 
medical advice.

• If a patient from another state posts 
a question on your practice’s website, 
and the provider gives medical advice, 
is he or she now practicing without 
a license? I am not an attorney, but 
I do know that a license to practice 
medicine is issued and controlled by 
each state’s medical board. A provider 
is subject to a criminal offense if it’s 
determined that he or she is practicing 
without a license for that state. 

• State medical boards can also 
initiate an investigation if a patient 
complains and the board believes it’s 
valid. Remember: When you post 
something on a social media site, 
assume it’s there forever.

• An employee who is not aware he 
or she is actually giving medical 
advice may end up crossing the line. 
This will leave the employee and the 
provider exposed to liabilities if there 
is a negative outcome from what was 
posted.

• Anyone can use a website against 
a provider, and it’s very easy to 
obtain evidence of misconduct if 
it has been posted online. It’s very 
difficult to defend against something 
permanently posted online.

Don’t be offensive. Avoid profanity, dis-
criminatory remarks about another provid-
er or practice, incorrect or misleading com-
ments, and sexually suggestive remarks or 
materials.

Make Everyone  
Accountable
Patients may become an-
gry if they post comments 
or questions on your so-
cial media site and don’t 
receive a response in what 
they consider to be a timely 
fashion. Avoid this by monitoring your so-
cial media sites regularly and by having clear 
policies in place against dispensing specific 
medical advice online.
Warning: If you allow comments on your 
sites, you are likely to get some negative re-
marks. The plus side is that negative feed-
back is sometimes your best indicator of 
problem areas or needed improvements in 
your practice. The real problem comes from 
“anonymous” comments, where the prac-
tice is unable to contact the commenter to 
make amends (or verify the validity of the 
complaint). To combat this, consider re-
quiring users to register on the site before 
they can post comments. This makes the 
user responsible for his or her comments and 
allows the practice the option to contact the 
user, if necessary.
Do not hire someone to make comments 
about your practice. There is a line between 
marketing and fraud; it’s inappropriate to 
pay someone to make favorable comments 
about a provider or his or her practice on a 
physician rating website. 

Get Your Staff Onboard
Social media is here to stay; providers need 
to incorporate effective social media poli-
cies into their compliance plan. Training 
is the most important part. Providers need 
to recognize that their actions online can 

negatively affect their pro-
fessional reputation and 
medical career. Make sure 
there are safeguards to 
protect your practice. 
Put in place a  policy for 
using smartphones, cam-
eras, and other devices in 
the workplace, and anoth-

er policy specifically addressing the use of 
social media by providers and other clin-
ical staff. Good advice is not to allow any 
employee’s smartphone in the office dur-
ing working hours. It’s way too easy to use a 
smartphone to take a picture of patient PHI 
or other private information, which could 
then end up somewhere on the Internet. 
There are very specific federal rules a busi-
ness must follow if a PHI breach involving 
more than 500 individuals is detected. Em-
ployees should be made aware that it’s a re-
quirement to immediately report a breach 
to their compliance office, no matter who is 
responsible, even if it involves a supervisor. 
Your compliance office will then confirm 
the breach, and take the necessary steps.
All employees, including physicians, must 
be trained on these policies to ensure they 
know what actions will be taken if social 
media is misued at work. 

Judy A. Wilson, CPC, CPC-H, CPC-P, CPCO, 
CPPM, CPC-I, CANPC, has been an anesthe-
sia medical coder/biller for more than 30 years. 
For the past 20 years, she has been the busi-
ness administrator for Anesthesia Specialists, 
a group of nine cardiac anesthesiologists who 

practice at Sentara Heart Hospital. Wilson started the Virginia 
Beach chapter and continues to be an active participant. She 
also teaches the Professional Medical Coding Curriculum in 
Tidewater, Va. In 2011, Wilson served as treasurer for the 
AAPCCA board of directors and is serving for a second time. 
She has presented at several AAPC regional and national con-
ferences, as well as at local chapters. 

Patients may become angry if they post comments or 

questions on your social media sight and don’t receive a 

response in what they consider to be a timely fashion.
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Do	the	Math:	Relative	Value,	
Resource	Use,	Reimbursement
Know how insurers account for physician payment.

By	Julia	Croly,	MPA,	CPC,	CPC-P,	CPC-I

A fee schedule is the maximum fee deter-
mined as acceptable by the payer for a pro-
cedure or service, and which the provid-
er agrees to accept as payment in full. It 
may also be called a fee allowance, fee max-
imum, or capped fee. Regardless of what 
you call it, it’s important to know how pay-
ments are calculated, and to be sure pay-
ments are both competitive with other in-
surance carriers and equitable for your geo-
graphic location.
Insurers use various fee schedule systems, 
but there are basic building blocks common 
to all. The first step to making sure your 
practice is being appropriately compensat-
ed is to review the type of system an insurer 
uses. Let’s take a look at the two most com-
monly used systems.

Relative Value Scale  
Payment Systems
A relative value scale payment system as-
signs a weighted unit value to a CPT® code 
based on the cost and intensity of the ser-
vice. The weight is multiplied by a conver-
sion factor to determine the fee the insurer 
will pay the provider. The conversion factor 
is typically based on historical cost experi-
ence, and is updated periodically to reflect 
growth in actual expenses. Services requir-
ing greater resources are assigned a higher 
number of units and a higher fee.
Example: Assuming the conversion factor 
is negotiated to be $20 per unit, a service 
that is assigned a unit value of 30 will be re-
imbursed at $600 (30 units x $20 per unit).
Procedures such as surgeries and diagnostic 
testing have higher unit values than cogni-
tive services, such as office visits.

Resource-based Relative 
Value Scale (RBRVS)
The RBRVS was developed in 1991 by the 
Health Care Financing Administration 
(HCFA), now the Centers for Medicare & 
Medicaid Services (CMS), as a mechanism 
to address the shortcomings of a relative val-
ue scale in assigning a unit value. It attempt-
ed to account for all of the resources provid-
ers use to deliver care: physical or procedur-
al, education, cognitive, and financial. Sim-
ply put, the concept behind the RBRVS is to 
base payment for physician services on the 
relative cost of the resources required to pro-
vide them. 
Under the RBRVS, the payment for each 
procedure code is the product of three fac-
tors: 

■	Practice	Management

Takeaways:

• Insurers use various fee schedule 
systems, but there are basic building 
blocks common to all.

• RVS assigns a weighted unit value to 
a CPT® code based on the cost and 
intensity of the service.

• RBRVS bases payment for physician 
services on the relative cost of the 
resources required to provide them. 
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• Nationally Uniform Relative 
Value Units (RVUs). The RVU 
for each procedure code has three 
components: one for physician 
work, a second for practice expense, 
and a third for malpractice. Each 
RVU is a number that quantifies 
the sophistication and resources 
necessary to perform the procedure.

• A Geographic Adjustment Factor. 
Each of the RVU components (work, 
practice, and malpractice) is adjusted 
by a geographic practice cost index 
(GPCI). GPCIs were employed to 
account for variation in costs in 
different parts of the United States. 
GPCIs reflect the relative costs of the 
physician work, practice expense, 
and malpractice insurance in each 
fee schedule area compared to the 
national average.

• A Nationally Uniform Conversion 
Factor. The conversion factor is a 

dollar figure used to convert the 
geographically adjusted RVU to a 
payment amount. Originally, HCFA 
used three different conversion 
factors to derive fees. One factor was 
used for surgical services, one for non-
surgical services, and yet another for 
primary care. Each procedure code 
was classified into one of these three 
types of services. In some instances, 
HCFA defined surgical and non-
surgical services differently than 
CPT®. In CPT®, codes 10000-69999 
are classified as surgical. In the 1990s, 
HCFA classified approximately 350 
of the codes in this range as non-
surgical. Over time, this dilemma 
has been overcome, so there is now 
a single conversion factor used to 
calculate billing for all services.

Under RBRVS, the general formula for de-
termining the fee schedule amount for a giv-
en procedure code is:
 [(RVU work x GPCI work) 

 + (RVU practice x GPCI practice) 

 + (RVU malpractice x GPCI malpractice)]

 x Conversion Factor

 = Provider Payment

The RBRVS system has historically present-
ed shortcomings. Originally developed for 
Medicare, not all procedures (such as child-
hood immunizations) had assigned RVUs. 
HFCA also did not assign units to anesthe-
sia. To fill the gaps, other stakeholders (such 
as McGraw-Hill, St. Anthony’s, Medicode, 
and the American Society of Anesthesiol-
ogists) researched and published recom-
mended units.

Regardless of the method chosen, insurers 
need to give the provider information re-
garding the source of units and the conver-
sion factor, as well as their method for up-
dating the conversion factor.

Determine Whether  
Negotiating Is Warranted
Although RVUs and GPCIs are seldom bar-
gaining areas, providers may want to nego-
tiate conversion factors with their insurers. 
When establishing a conversion factor for 
primary care, the complex, cognitive abili-
ty required for the primary care providers to 
diagnose, prescribe, and coordinate treat-
ment for patients with multiple problems 
may be considered.

RBRVS Benefits
The industry advantages to RBRVS are cost 
control and easier use and maintenance. In 
today’s consumer-driven age of healthcare, 
fee schedules provide patients with a simpli-
fied basis for comparing health plans. Fee 
and payment comparisons under new con-
sumer-directed health plans further intro-
duce a competitive and cost-containing in-
fluence into the healthcare system.  

Julia Croly, MPA, CPC, CPC-P, CPC-I, has 
over 25 years experience in healthcare insur-
ance and works as an independent healthcare 
consultant and educator in Honolulu, Hawaii. 
She served on the AAPC National Advisory 
Board from 2007-2011. She can be reached at 
mjcroly@gmail.com.

Practice	Management:		RBRVS

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

Did You Know?
On July 30, 1965, President Lyndon B. John-
son signed the Social Security Act, which 
established both Medicare and Medicaid. The 
Health Care Financing Administration (HCFA) 
was established in 1977 by the Department 
of Health, Education, and Welfare (HEW). 
HCFA became the Centers for Medicare & 
Medicaid Services (CMS) in 2001. According 
to Emergency Medicine News (September 
2001, vol. 23, issue 9, p. 24), “Another name 
that was under consideration, the Medicare 
and Medicaid Administration, was rejected 
for fear that its acronym, MAMA, would be 
considered insulting to women and paternal-
istic to all.”

The concept behind the RBRVS is to base payment 
for physician services on the relative cost of the  

resources required to provide them.
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Contract	Negotiation

More	Strategies	to	Help	You	
Master	Contract	Negotiations
Use strategies five through 10 to achieve optimal payer negotiations.

By	Marcia	Brauchler,	MPH,	CPC,	CPC-H,	CPC-I,	CPHQ

Because negotiating is a difficult skill to master, I’ve compiled 
10 lessons I learned the hard way and condensed them into 
simple strategies. Last month in “Four Strategies to Help You 

Master Contract Negotiations” (pages 44-47), we focused on strat-
egies one through four. We’ll continue this month strategies five 
through 10. Use them well and you’ll have an extra edge during your 
next payer contract negotiation.

Strategy No. 5:  
Read the Contract in Detail
If you’ve skimmed the draft contract and the proposed rates are suf-
ficient to continue discussion about that version of the agreement, 
you’re ready to read every word of the contract. If the rates are unac-
ceptable, however, forget about the language until you get a rate ex-
hibit that makes reading the contract worth your time and effort. 
To stay focused on what you established as important initially, be 
sure to use the checklist of relevant points you created (Strategy No. 
3: Make a Checklist of Key Terms). Don’t get carried away on words 
or definitions that you originally decided weren’t important. 
List your areas of concern with the agreement. If you don’t under-
stand a phrase or the concept being conveyed by a section, note it. 
Do not make an assumption. Question everything until it’s resolved 
to your satisfaction, and so you can interpret the phrase in layperson 
terminology for other staff to understand. If you’re negotiating on 
behalf of another party, they’ll expect you to know the meaning be-
hind each phrase in the agreement. 

Strategy No. 6:  
Prioritize Your Needs  
(Contract Language Changes) 
Ask yourself these questions as you prepare for negotiations: 

• What facts must be verified? 
• What are the deadlines and timeframes for the negotiations? 
• What are the deadlines and timeframes for the contract 

implementation? If you are opening a new practice, you are in 
no position to insist on new rates; you need any agreement in 
place by the effective date. If this is the case, your negotiation 
strategy might be to agree to a short-term agreement (e.g., 90 
days). You can take the time to finalize better terms after the 
practice opens. 

• Which terms and clauses in the contract need to be clarified? 
• Which terms are negotiable and which are non-negotiable? 
• What are the personalities of their negotiators? 
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• What do they want? 
• What are your acceptable ranges on rates? What are, most 

likely, their ranges? 
• What are the counteroffers that can be anticipated? 
• How can we support our arguments? (For example, consider 

these arguments to support a pure cost-of-living increase: 
rent increases, malpractice premium increases, or your own 
health insurance premium increases with that payer since the 
contract went into effect originally.)

• What items do you agree with before the negotiations begin? 
• Should a physician or an executive be at the negotiation? If so, 

should he or she be present for the whole negotiation, or just 
the beginning or end? 

• Who will record the terms of agreement during the 
negotiation? It’s OK to have a “parking lot” of issues you don’t 
agree on. The “scribe” should simply write the issue(s) down, 
so the negotiations can move on. If it’s documented well, you 
can return to the topic when passions cool. 

• Does our negotiator have limited or full authority to bind our 
organization? 

• Does their negotiator have limited or full authority to bind 
their organization? 

• Who needs to ratify the terms of the agreement at the practice 
and for the payer?

Strategy No. 7:  
Ask for Everything
Create an agenda for the negotiation. The person or party who offers 
the agenda controls the negotiation. Timing is the most important 
element in the negotiation process. To capitalize on time manage-
ment, you must have your own deadlines and understand the other 
party’s deadlines. Bad decisions are made in haste at the 11th hour, 
which can be to your advantage or disadvantage. 
An agenda might include: 

• Introduce both parties’ representatives. 

• Request basic payer introduction information (Strategy No. 
2: Assess Your Position and the Payer’s).

• Present your practice’s data, referring to your Health Plan 
Proposal letter (see “Contracts: Write Health Plan Proposal 
Letters with Value,” AAPC Cutting Edge, May 2013, p. 52-
53).

• Ask for what you want.
• Listen to the payer’s response and explore all options.
• Document interaction, tasks, and assigned due dates, and 

determine who is responsible.
• Summarize what was discussed.

Strategy No. 8:  
Endure the Negotiation Process
Keep your stakeholders apprised of the negotiations. You run a huge 
risk if your stakeholders are not in the loop. Some health plans at-
tempt to derail negotiations by going around you to the party you 
represent. 
This derailment can actually help you if your party is educated about 
the deal points and the status of negotiations—it will show you are 
united in your beliefs, even when caught off guard—or it could 
work against you, if you are unsuspecting and ill-prepared. The per-
son contacted may be flattered to be perceived as the “real” decision-
maker, and may succumb to making a deal without knowledge of all 
points being considered. 

Strategy No. 9:  
Finalize the Contract
After negotiations are complete and a final version of the agree-
ment is issued for signature, compare the final draft to the exact text 
you desire. Never assume the redlined agreement contains all of the 
changes agreed on up to that point. You have no recourse after the 
contract is signed, so be sure all changes are in the final draft and 
that no “new,” last-minute changes were made to advantage the oth-
er party. 
Initial each page, including attachments, so no one can claim to 

Practice	Management:	Contracts	

Never assume the red-lined agreement contains 
all of the changes agreed on up to that point.
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Practice	Management:	Contracts

have not seen a page of the agreement. For example, a health plan 
once claimed the third page of the exhibit containing reimburse-
ment information was not part of their version of the final contract. 
The signer’s initials were absent on the copy of that last page, so we 
could not prove otherwise. The terms of that page would have sig-
nificantly advantaged our party, but our only recourse was to rene-
gotiate the issue. In the end, we had to compromise our position to 
get the deal finalized.
It is customary to have two copies of the agreement for signature. Af-
ter each party has executed the agreement, each will have an original 
version. Retain your copy in an easy-to-find location, in a folder or 
file that is well marked so anyone can easily identify the agreement. 

Strategy No. 10:  
Know When to Walk Away
If you must terminate a payer agreement, the best time to get the 
most effect would be before open enrollment, which begins Oct. 1 
for most employer groups. A termination notice to the payer in April 

through August will be noticed. Most terminations require a 90-day 
notice, which starts the clock ticking for a renegotiation. For your 
practice to be included in the payer’s in-network directory, you’ll 
need to be contracted with the insurer by Oct. 1. If you terminate 
at any other time, you’ll be considered out-of-network. This is bad 
news for your patients, who will more than likely be unable to change 
insurance plans so they may continue seeing your physician in-net-
work until the next open enrollment, and will be charged more for 
seeing an out-of-network physician. 
Next installment: We will discuss ways to monitor the implemen-
tation of the new agreement terms to make sure your work is trans-
lating into real rate improvements for the practice. 

Marcia Brauchler, MPH, CPC, CPC-H, CPC-I, CPHQ, is the founder and presi-
dent of Physicians’ Ally, Inc., a healthcare consulting firm and concierge billing 
company for specialty physician practices. She works with physicians on managed 
care contracts, reimbursement, and practice administration. Her experience in-
cludes hospital, health plan, and independent practice association administration. 
Her firm sells updated HIPAA Policies and Procedures and online staff training. She 
is a published researcher and a frequent public speaker.

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

Most terminations require a 90-day notice, which 
starts the clock ticking for a renegotiation.

Why	Are	You	
a	Coder?
AAPC Cutting Edge wants to know why you chose 
coding as a profession. Tell us why you’re a 
coder, how you got to where you are, and your 
future coding goals. Send your inspirational 
coding success stories to AAPC Executive Editor 
Michelle Dick (michelle.dick@aapc.com).
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2013 CPMA® Class Schedule 

Certified Professional Medical Auditor (CPMA®) Educational Training 
Prepare for the AAPC CPMA® Credential (16 CEUs) 

The NAMAS 2-day Certified Professional Medical Auditor 
(CPMA®) training delivers expert training to coders. 
Coders will learn: 

How to communicate results and educate providers 
Valuable skills in auditing abstraction 
Scope and statistical methodologies 
Instruction on RAC, CERT, MIC and ZPIC audits 
Expert training in preparation for AAPC’s CPMA® 

We will come to you! To request a class in your area call us  
at 877-418-5564 or email NAMAS@NAMAS-Auditing.com 

2013 Class Date Class Location  2013 Class Date Class Location 

5/8 - 5/9 Madison, WI  9/5 - 9/6 Portland, OR 

5/15 - 5/16 Charleston, SC  9/9 - 9/10 Salt Lake City, UT 

5/15 - 5/16 Denver, CO  9/10 - 9/11 Syracuse, NY 

5/21 - 5/22 Santa Barbara, CA  9/19 - 9/20 Portland, ME 

6/6 - 6/7 Spokane, WA  9/24 - 9/25 Green Bay, WI 

6/11 - 6/12 Dallas, TX  9/24 - 9/25 Lansing, MI 

6/11—6/12 Oklahoma City, OK  9/25 - 9/26 Tampa. FL 

6/25 - 6/26 Albany, NY  9/30 - 10/1 Albuquerque, NM 

6/27 - 6/28 Indianapolis, IN  10/3 - 10/4 San Francisco, CA 

7/9 - 7/10 Las Vegas, NV  10/8 - 10/9 Sioux Falls, SD 

7/17 - 7/18 Baltimore, MD  10/15 - 10/16 Little Rock, AR 

7/22 - 7/23 Boise, ID  10/16 - 10/17 Providence, RI 

7/31 - 8/1 Cambridge, MA  10/23 - 10/24 Hartford, CT 

8/6 - 8/7 Houston, TX  10/23 - 10/24 Knoxville, TN 

8/12 - 8/13 Atlantic City, NJ  10/30 - 10/31 Kansas City, MO 

8/15 - 8/16 Pittsburgh, PA  11/5 - 11/6 Seattle, WA 

8/20 - 8/21 Nashville, TN  11/11 - 11/12 Chicago, IL 

8/21 - 8/22 Miami, FL  11/12 - 11/13 Charleston, WV 

8/29 - 8/30 Louisville, KY  12/7 - 12/8 Atlanta, GA 

NAMAS Auditing · 10401 Kingston Pike · Knoxville, TN 37922 ·  
 

* Deposits are non-refundable 

Tuition 
 

NAMAS CPMA® Training 
$1025 (Regular Cost) 
$910 (AAPC & AHIMA Members) 
 

AAPC Exam 
$325 
Visit www.AAPC.com for details 
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■	Practice	Management

Make	the	Most	of	Patient	Complaints
Find value in dissatisfied customers.

Practice managers wear many hats, from overseeing daily opera-
tional activities to optimizing revenue. For many practice manag-
ers, handling patient complaints is a least favorite part of the job. But 
consider this: In most cases, a patient will not leave the practice due 
to a complaint, but rather the way it was handled. 

Consider Complaints Carefully
An effective practice manager creates a work environment that val-
ues complaints as a means of strengthening the practice and improv-
ing patient relations. In other words, you should greet complaints as 
opportunities, rather than liabilities. 
An effective complaint-handling system should embrace the princi-
ples of fairness, accessibility, responsiveness, efficiency, and integra-
tion (effectively adopting new protocols, etc.). One simple model to 
consider when handling complaints is LAST:

• Listen to the patient
• Apologize for not meeting his or her expectations
• Service the patient
• Thank the patient

Managers or other staff handling complaints must be skilled and 
professional at all times. No exceptions. It’s extremely important to 
remain calm and de-escalate situations, especially when dealing with 
an irate patient. If the patient is complaining in the waiting room, 
he or she should be asked to move to a private office so as not to dis-
turb other patients. 

Use Tracking to Isolate Problem Areas
Always track patient complaints. You may be surprised to find pat-
terns, such as complaints consistently directed toward or stemming 
from: 

• The same provider
• The same employee(s)
• The same situation (not getting results, orders, prescriptions)
• The same time of day 
• The same day of the week 

Information about complaints should be examined as part of a con-
tinuous process of organizational review and improvement. The lon-
ger a trend continues, the more difficult it becomes to hold account-
able those responsible. Tracking allows you to identify and correct 
potential problem areas early. Unfortunately, many managers wait 
until they have an influx of complaints, and it may be too late to per-
form recovery. The rule of thumb is if more than one person has com-
plained about the same issue, review the process. 

By	Michelle	A.	Richards,	CPC,	CPMA

Takeaways:

• Complaints by patients offer an excellent opportunity for 
improvement.

• Using the LAST model, invite the patient to a private area to learn 
more about the situation. 

• Track and re-evaluate processes.
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Prepare for Occasional Failure
How you handle complaints relates directly to patient outcomes. Pa-
tients are more informed, and they know how competitive health-
care has become. Put a process in place for handling complaints to 
reassure patients the practice is committed to resolving problems and 
improving processes. In doing so, you will build loyalty and efficien-
cy in your practice. 

Michelle A. Richards, CPC, CPMA, is director of practice management for EMH 
Health Care, Elyria, Ohio. She has 22 years of practice management experience 
and has a Bachelor of Science degree in Health Care Administration. Richards is 
also a consultant for AAPC Client Services.

An effective practice manager  
creates a culture that values  

complaints as a means of 
strengthening the practice and 

improving patient relations.

Practice	Management:	Customer	Service

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

*Includes one connection for an entire office to attend via a conference room.
*Expires December 31, 2013.

Earn up to 42 CEUs with timely education from expert presenters-all from 
the comfort of your home or office. Purchase your AAPC Half-Year Coding/Billing Webinar 
Subscription for an unbeatable member price of just $395 (that’s less than $19 per webinar) including:

Earn up to 42 CEUs
Access to 21 one-hour webinars 
(July - December 2013 schedule*)
Access to live event + on-demand version
Access to the presenter for online chat 
during the live event
2013 specialty updates for 5 specialties
2013 CPT® coding updates
Access for the entire office*

$395 for 21 
Presentations

$395 for 21 
Presentations

Unmatched CEU Value atUnmatched CEU Value at

Visit aapc.com/webinars | 800-626-2633 (CODE)

2013 Half-Year
Webinar Subscription
2013 Half-Year
Webinar Subscription
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■	Coder’s	Voice

Established	Patient	E/M		
Component	Requirements	Debatable
When coding established outpatient E/M services,  
level of service requirements are clear, in my opinion. 

By	Brandi	Tadlock,	CPC,	CPC-P,	CPMA,	CPCO

When it comes to office or other out-
patient evaluation and manage-
ment (E/M) services, we are all fa-

miliar with the requirements for new pa-
tient visits. Each level of service, from 99201 
to 99205, lists three key components. To 
qualify for a particular level of service, the 
provider’s documentation must meet or ex-
ceed the level of every component listed. 

When visits are not comprised predomi-
nately of counseling and coordination of 
care (which would make time the control-
ling factor in selecting the level of service), 
there is no doubt that the provider’s docu-
mentation must include all three key com-
ponents—history, exam, and medical deci-
sion-making (MDM)—for a new patient. 
But in the case of established patient en-
counters, the guidelines are not as clear. The 

descriptors for 99212-99215 contain the 
phrase, “Office or other outpatient 

visit for the evaluation and man-
agement of an established pa-
tient, which requires at least 2 
of these 3 key components …” 
[emphasis added].

Interpretation 
Varies
Some coders have interpret-
ed this to mean that only 
two of the three key com-
ponents must be docu-
mented to report an E/M 
service for an established 
patient. Consequent-
ly, they believe the pro-
vider can omit docu-
mentation for one of 
the key components 
(typically the exam 
or MDM), and still 

report 99212-99215. 
Other coders (and I am 

among them) interpret the 
guidelines to mean all three 

key components must be documented. 
But for the purpose of selecting the overall 

E/M level, only two of the component lev-
els are taken into consideration. Only two of 
the key components must meet or exceed the 
criteria listed for the overall service to qual-
ify for a particular E/M level.
CPT® guidelines do not state explicitly that 
all of the key components are required for 
every encounter, but the guidelines do spec-
ify that the contributory factors of coun-
seling and coordination of care are not re-
quired services for every E/M encounter. 
This implies that the other components 
mentioned (history, examination, MDM, 
and the nature of the presenting problem) 
are expected to appear in E/M documenta-
tion. Per CPT® E/M guidelines, the only ex-
ception to this rule occurs in the case of vis-
its that “consist predominately of counsel-
ing or coordination of care.”

Check with Your  
Regional Contractor
As with any matter of interpretation, I 
would advise that every coder refer to his 
or her regional Medicare contractor’s guid-
ance for the most relevant opinion on how 
the rules should be interpreted. For exam-
ple, WPS Medicare and CGS Medicare of-
fer specific guidance on their websites:
Q: “Is it necessary to document all three 
components (History, Exam, and Medi-
cal Decision Making) for an established 
patient visit to bill an E/M 99211 - 99215 
visit or must you bill 99499 if only two 
are documented. Keeping in mind, only 
two are required for established pa-
tients.”
A: “The 1995 and 1997 DG provide the 
general principles of medical record docu-

✓	History

✓	Exam

✓	MDM
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mentation which states: ‘The principles of 
documentation listed below are applicable 
to all types of medical and surgical services 
in all settings. For E/M services, the nature 
and amount of physician work and docu-
mentation varies by type of service, place of 
service and the patient’s status. The general 
principles listed below may be modified to 
account for these variable circumstances in 
providing E/M services.’
“The information then goes on to state in 
part:

i. ‘Reason for the encounter and 
relevant history, physician 
examination findings, and prior 
diagnostic test results 

ii. Assessment, clinical impressions, or 
diagnosis 

iii. Medical plan of care

iv. Date and legible identity of the ob-
server.’”

Source: WPS Medicare, “History Element of 
E/M (Q&As),” www.wpsmedicare.com/j5macpartb/
resources/provider_types/2009_0526_emqahistory.
shtml

Requirements of  
Key Elements
Recently Medical Review (MR) at CGS has 
received questions concerning the require-
ments for the key elements (history, physi-
cal exam, and MDM) for E/M services in-
volving an established patient. Discussion 
around the requirement of a physical exam 
has made it necessary to clarify documenta-
tion requirements.

Per the CPT® E/M parenthetical guidelines: 
“The first three components (under the ser-
vice descriptors-defining the seven compo-
nents used to determine level of E&M)-his-
tory, examination, and medical decision 
making; should be considered the key com-
ponents in selecting the level of E&M ser-
vices.” 

Also in this section, CPT® states: 

“For the categories and subcategories of es-
tablished E/M codes “two of the three key 
components (history, exam, and medical de-
cision making) must meet or exceed the stat-
ed requirements to qualify for a particular 
level of E/M services; established ....”

In both citations, the requirements are “two 
of three requirements must meet or exceed;” 
meaning the components must all be pres-
ent, but one may be below the requirement 
described in the level description. CGS does 
not interpret this to mean one may be absent 
in reviewing documentation and meeting 
medical necessity requirements. It would be 
hard to establish MDM without an exam of 
some type. MDM (at any level) refers to the 
complexity of establishing a diagnosis and/
or selecting a management option. Without 
an exam, it would be difficult to support the 
need for MDM above and beyond a 99211 
Office or other outpatient visit for the evalu-
ation and management of an established pa-
tient, that may not require the presence of a 
physician. Usually, the presenting problem is 
minimal. Typically, 5 minutes are spent per-
forming or supervising these services.

Source: CGS, “Evaluation and Management 
Services (E&M),” www.cgsmedicare.com/ohb/pubs/
news/2012/0512/cope18822.html

My Advice in a Nutshell
Needing to satisfy only two of the three key 
components for established patient E/M 
visits does not relinquish the provider from 
having to perform and document all three 
components. It merely provides flexibility 
in selecting the overall level of service to ac-
count for the fact that established patients’ 
histories and/or problems may be familiar 
to the provider, and would require less work 
than would be expected when evaluating a 
new patient. 
For example, the qualifying key compo-
nents for 99213 are “An expanded problem 
focused history; An expanded problem focused 
examination; Medical decision making of low 
complexity.” In my opinion, 99213 is de-
fined in this way to allow for a variety of 
levels within the three key components. 
For instance, if the provider has document-
ed a problem-focused history, an expanded 
problem-focused exam, and MDM of mod-
erate complexity, the encounter would qual-
ify for a level III E/M service for an estab-
lished patient; whereas, it would only qual-
ify for a level I E/M service, for a new pa-
tient. 

Brandi Tadlock, CPC, CPC-P, CPMA, CPCO, 
is a member of the Lubbock Lone Star Coders 
chapter. She’s been in healthcare for five years, 
working as a coding and compliance analyst, a 
medical record auditor, and a reimbursement 
specialist. 

CPT® guidelines do not explicitly state all of the key components 
are required for every encounter, but the guidelines do specify 
that the contributory factors of counseling and coordination of 

care are not required services for every E/M encounter.

To	discuss	this		
article	or	topic,	go	to	
www.aapc.com
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Jim Morehouse, CPC-A

Jimmy Don Boroughs, CPC-A

Joani Lee Linthakhanh, CPC-A

Jodi Moran, CPC-A

Jody Winard, CPC-A

John Jerome Talingdan Ramayan, CPC-A

Jolene Daniels, CPC-A

Jothiprakash Rajasekaran, CPC-A

Joyce Ann Tyson, CPC-A

Juanchenia Averett, CPC-A

Judy Tetuan, CPC-A

Judy Staples, CPC-A

Juliana Velasquez, CPC-A

Julie A Gonzalez, CPC-A

Julie Dorfman, CPC-A

Jyostna Rajmohan, CPC-A

Kalin Rohrer, CPC-A

Kalpita Masani, CPC-A

Kanaka Reddy A, CPC-A

Karen Beard, CPC-A

Karen Brown, CPC-A

Karen G McWilliams, CPC-A

Karen May Gibson, CPC-A

Karen Rowena Franklin, CPC-A

Karen S Foster, CPC-A

Kari Aguilar, CPC-A

Karin Deborah Jackson, CPC-A

Karla Balogac, CPC-H-A

Karla Galvan, CPC-A

Karpagakarthick M, CPC-A, CPC-H-A

Kasey DeHart, CPC-A

Kate Watt, CPC-A

Kathaleen Ann Jorgensen, CPC-A

Kathleen Anderson, CPC-A

Kathleen Ann Sayre, CPC-A

Kathleen Horne, CPC-A

Kathleen Valentino, CPC-A

Kathryn Lewis, CPC-A

Kathryn Michalak, CPC-A

Kathy Ann Oliver, CPC-A

Kathy Carroll Owen, CPC-A

Kathy Roberts, CPC-A

Katie Mcwhorter, CPC-A

Katie Rymal, CPC-A

Kavita Kumari, CPC-A

Kayla D Ward, CPC-A

Kaylynn Becker, CPC-A

Kelley Eileen Theuerl, CPC-A

Kelli Jean Brecht, CPC-A

Kelly Acheson, CPC-A

Kelly Lutz, CPC-A

Kelly Ouellette, CPC-A

Kelly Sanchez, CPC-H-A

Kelly Snapp, CPC-A

Kelsey Obenchain, CPC-A

Keri Robbins, CPC-A

Khadija Nichole Choyce, CPC-A

Khalida Prabhu, CPC-A

Kia Castillo, CPC-A

Kim Garnette, CPC-A

Kim Reynolds, CPC-A

Kim Steely, CPC-A

Kimberly Anderkin, CPC-A

Kimberly Dawn Carroll, CPC-A

Kimberly Harnois, CPC-A

Kimberly Kerr, CPC-A

Kimberly Werner, CPC-A

Kirsten Wilson, CPC-A

Kirutthiga A, CPC-A

Krista Marie Gillespie, CPC-A

Kristi Garrett, CPC-A

Kristin McDonald, CPC-A

Kristina Lee Lombardi, CPC-A

Kristy Rivard, CPC-A

Krystal Nicole Lillie, CPC-A

Krystyna Lott, CPC-A

Lacey Tex, CPC-A

Lana Frost, CPC-A

Lana Mallard, CPC-A

Lanalee Price, CPC-A

Lance Edward Highfill, CPC-A

Laquane McCallum, CPC-A

Laquita Lokey, CPC-A

LaShunda Winding, CPC-A

Latesha K Lewis, CPC-A

Laura Cazares, CPC-A

Laura Elizabeth Hocker, CPC-A

Laura Flick, CPC-A

Laura Lee Kares, CPC-A

Laura Richardson, CPC-A

Lauren Herb, CPC-A

Lauren Stravach, CPC-A

Lauri Cole, CPC-A

Laurie Hedgpeth, CPC-A

Laurie J Hardin, CPC-A

Laurie Muller, CPC-A

Lavanya Penugonda, CPC-A

Leah Christine Kafantaris, CPC-A

LeAnn Dawson, CPC-A

Leigh Flowers, CPC-A

Lekecia Crawford, CPC-A

Leslie Rosendale, CPC-A

Letty Iglesias, CPC-A

Lisa Campbell, CPC-A

Lisa Cole, CPC-A

Lisa Hogan, CPC-H-A

Lisa J Koser, CPC-A

Lisa L Corwin, CPC-A

Lisa Lyn Deveney, CPC-A

Lisa M Burns, CPC-A

Lisa S Scripture, CPC-A

Lisa Shuford, CPC-A

Lisa Silberlicht, CPC-A

Lissethe A Rummler, CPC-A

Lori A Asmus, CPC-A

Lori Cantwell, CPC-A

Lori Dugger, CPC-A

Lori L Warfel, CPC-A

Lorna Grace Paris, CPC-A

Lorraine Glaser, CPC-A

Lorrie DePellegrini, CPC-A

Lynette Martin, CPC-A

Lynette Taylor, CPC-A

Lynn Roehrich, CPC-A

Ma. Teresa Oros, CPC-A

Mae Jasmin McCann, CPC-A

Mandy Ranee Shick, CPC-A

Mandy Wood, CPC-A

Manjunath K N, CPC-H-A

Marella Adele Gomez, CPC-A

Margaret Johnson, CPC-A

Maria Alfante, CPC-A

Maria E Generoso, CPC-A

Maria Eugenia Pelaez, CPC-A

Maria Mote, CPC-A
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Mariah Jackson, CPC-A

Mariah Leyva, CPC-A

Marie Louis, CPC-A

Marilyn Kearney, CPC-A

Marilyn Levon Cole, CPC-A

Marine Maronian, CPC-A

Mark Collins, CPC-A

Mark Fritz Cordon Zaguirre, CPC-A

Marquia Rayette Green, CPC-A

Marta Grobelska, CPC-A

Martha Tangney, CPC-A

Martine Assaf, CPC-A

Mary Loosen, CPC-A

Mary Kathleen Beland, CPC-A

Mary Thomas, CPC-A

Maryhelen Magana, CPC-A

Matthew Hopkins, CPC-A

Matthew William Keilman, CPC-A

Mazette Edwards, CPC-H-A

Meagan Renee Arant, CPC-A

Megan Kean, CPC-A

Meghan Stone, CPC-A

Melanie Peden, CPC-A

Melinda Corbett, CPC-A

Melinda Marie Szoyka, CPC-A

Melissa Bourque, CPC-A

Melissa Gamache, CPC-A

Melissa Gaut, CPC-A

Melissa Hartig, CPC-A

Melissa Marek, CPC-A

Melissa McMillen, CPC-A

Melissa Reeves, CPC-A

Melissa Sue Bowman, CPC-A

Melissa Zimmerman, CPC-A

Michael Burskey, CPC-A

Michael Kent Dreibelbis, CPC-A

Michael Morris, CPC-A

Michele Marie Sears, CPC-A

Michele Mertens, CPC-A

Michele Smith, CPC-A

Michelle Morales, CPC-H-A

Michelle Jensen, CPC-A

Michelle Owusu, CPC-A

Mindy Kluthe, CPC-A

Mini Nair, CPC-A

Misha M Jensen, CPC-A

Misty Rochelle Alderman, CPC-A

Molly Hall, CPC-A

Myrna Del Moral, CPC-A

Nagaraju Aavati, CPC-A

Nan Ivanoff, CPC-H-A

Nanci Simpson, CPC-A

Nancy Berg, CPC-A

Nancy Horn, CPC-A

Nancy Kirkpatrick-Acquista, CPC-H-A

Nancy Rowe, CPC-A

Natasha Algea-Threet, CPC-A

Naznin Ali, CPC-A

Nevardo Davis, CPC-A

Nicole Elizabeth Kendra, CPC-A

Nicole Erb, CPC-A

Nicole Ladd, CPC-A

Nicole Marie Verlander, CPC-A

Nicole Tomasa Ring, CPC-A

Nidhi Sinha, CPC-A

Nikiesha Jones, CPC-A

Nilam Rangnath Desale, CPC-A

Nitesh Kumar, CPC-A

Nora Carney, CPC-A

Norian Burlas, CPC-A

Norma D Rookwood, CPC-A

Norma Jean Allen, CPC-A

Nubia Valeriano, CPC-A

Olivia LaJeunesse, CPC-A

Pamela Altner, CPC-A

Pamela J Gerould, CPC-A

Patricia Farmer, CPC-A

Patricia Ann Ellis-Tatum, CPC-A

Patricia Boucher, CPC-A

Patricia L McCoy, CPC-A

Patricia Lee Douglas, CPC-A

Patricia Maxey, CPC-A

Patricia Morton, CPC-A

Patricia Striplin, CPC-A

Patricia White, CPC-A

Paula Sauder, CPC-A

Pavithranath Perusomula, CPC-A

Petronilla F Johnson, CPC-A

Phyllis Louise Little, CPC-A

Poornima J, CPC-A

Praveen P, CPC-A

Rachel Bickel, CPC-A

Rachel Cox, CPC-A

Rachel Gebo M, CPC-A

Rachel Phipps, CPC-A

Rainier James Tamayo Castro, CPC-A

Rajesh Gawade, CPC-A

Randy Kleinsmith, CPC-A

Rani Maharaj, CPC-A

Raven Taylor, CPC-A

Rebeca Voitko, CPC-A

Rebecca Coster, CPC-A

Rebecca M. Jones, CPC-A

Regina Flanagan, CPC-A

Regina Riegert, CPC-A

Reji John, CPC-A

Reju Kurian, CPC-A

Rene K DePuy, CPC-A

Renee Kristy Deprey, CPC-A

Renuga Devi, CPC-A

Rhiana Justiniano, CPC-A

Ricardo Collazo, CPC-A

Rita Gill, CPC-H-A

Rizwana Begam B, CPC-A

Robin Harder, CPC-A

Robin Price, CPC-A

Robyn Petersen, CPC-A

Rocio Bustamante, CPC-A

Rosana Viloria, CPC-H-A

Rosemary Burns, CPC-A

Rosemary Edmonds, CPC-A

Rosemary Reh, CPC-A

Rupesh Shendge, CPC-A

Ryann Woike, CPC-A

Sabrina Anderson, CPC-A

Sajith K Sunny, CPC-A

Sally Ann Puff, CPC-A

Sam Vanous, CPC-A

Sandi M Torrez, CPC-A

Sandi Wilson, CPC-A

Sandra Ann Bragen, CPC-A

Sandra Gay Swezy, CPC-A

Santhosh Kumar Ayyawar, CPC-A

Sara McArdle, CPC-A

Sara Strout, CPC-H-A

Sara Surve md. Saleh, CPC-A

Sarah Baumann, CPC-A

Sarah Christine Worcester, CPC-A

Sarah Elizabeth LeMaster, CPC-A

Sarah Ellen Harris, CPC-A

Sarah Fowler, CPC-A

Sarah Hauser, CPC-A

Sarah Jones, CPC-A

Saravanakumar Subramanian, CPC-A

SathiyaPriya Loganathan, CPC-A

Savannah Elizabeth Stroud, CPC-A

Scott Chenoweth, CPC-A

Sean Egan, CPC-A

Seema Tonashyal, CPC-A

Senthil Kumar V, CPC-A

Shamdria Thompson, CPC-A

Shanna J. Bobo, CPC-A

Shanna Rheaume, CPC-A

Shannon Kennovin, CPC-A

Shannon Damato, CPC-H-A

Shannon K Gunther, CPC-A

Shannon M Duquette, CPC-A

Sharon L Thornton, CPC-A

Sharon H Lee, CPC-A

Sharon Ligenza, CPC-A

Sharon Marie Vaughan, CPC-A

Shawn Marie Anderson, CPC-A

Shayla Hamilton, CPC-A

Sheila Ervin, CPC-H-A

Sheila Lacap, CPC-A

Shelby Lynna Yopp, CPC-A

Shemekia Bailey, CPC-A

Sheri J Patterson, CPC-A

Shevon Cubero, CPC-A

Shilalipi Paul, CPC-A

Shivaleela Angadi, CPC-A

Shonna Crouch, CPC-A

Soubhik Mukherjee, CPC-A

Stacey Maher, CPC-A

Stacie Gillespie, CPC-A

Stacy Stickel, CPC-A

Stephanie Brewer, CPC-A

Stephanie N Rinehart, CPC-A

Stephanie Scott, CPC-A

Steven Ovens, CPC-A

Sue Bolton, CPC-A

Suma Achar, CPC-A

Sunilkumar Ponneri, CPC-A

Suresh A V, CPC-A

Susan Ann Cohoon, CPC-A

Susan DePompei, CPC-A

Susan Engel, CPC-A

Susan Fox, CPC-A

Susan Hawkins, CPC-A

Susan Najera, CPC-A

Susan Phillips, CPC-A

Suzanne Steinberg, CPC-A

Tamela Brevard, CPC-A

Tami Dunne, CPC-A

Tammy  Marlin, CPC-A

Tanya Abert, CPC-A

Tara Aschettino, CPC-A

Tara Maxin, CPC-A

Taylor Daniel, CPC-A

Tejal Shukla, CPC-A

Terri Mazzagatii, CPC-A

Tessa Leigh Slayton, CPC-A

Theresa Ann Daniel, CPC-A

Theresa Fleskes, CPC-A

Theresa M Lader, CPC-A

Thomas Lewis, CPC-A

Thribuvan M G, CPC-A

Tiamariya Easterling, CPC-A

Tiffany Arrington, CPC-A

Tiffany Heeter, CPC-A

Tiffany Vessels, CPC-A

Tina Brey, CPC-A

Tina Maggs, CPC-A

Tina Rico, CPC-A

Tina Scalisi, CPC-A

Traci Huebschman, CPC-A

Tracy Cox, CPC-A

Tracy Lambert, CPC-A

Trang Hammond, CPC-A

Trena Taylor, CPC-A

Trey Brooks, CPC-A

Trudi Quinones, CPC-A

Udhra J, CPC-A

Umbereen Hingoro, CPC-A

Valbona Meshaj, CPC-A

Valerie Cavazos, CPC-A

Valerie Shelley, CPC-A

Vani Puranik, CPC-A

Vanitha S, CPC-A

Varghese George, CPC-A

Veena Vijaykumar, CPC-A

Victoria Campbell, CPC-A

Vijay Kumar Chikkamadappa, CPC-A

Vijay Patil, CPC-A

Vijaya Narasimha Raju, CPC-A

Wenona Garcia, CPC-A

Yesica Ruedas, CPC-A

Yessy Lizett Loynd, CPC-A

Yovana Polete, CPC-A

Yuvelki D Hernandez, CPC-A

Yvette Coolbear, CPC-H-A

Zaida M Melendez, CPC-A

Specialties
Aiesha Brown, CPC, CEMC

Amanda Leigh McClaskey, CPC, CPCD

Amanda Raveaux, CPC, CPB, CFPC

Amelia Davis, CPC, CEMC

Ann Catherine Moore, CPC, CPPM

April Alaine Barden, CPC, CPMA

Ashley D Miller, CPC, CPPM, CHONC

Ashley Scicchitano Morris, CPC, CEDC

Barbara L Knox, CPC, CPC-H, CPC-P, CPPM

Belinda Keeling, CPC, CPCO, CANPC

Beth Eve Schleeper, CPC, CPCO, CPMA, CEMC

Beverlyjean K Jenkin, CPC, CPCO, CPMA

Bobbi Jo Knight, CPC, CPMA

Brandee Litty, CPPM

Brenda Edwards, CPC, CPB, CPMA, CPC-I, CEMC

Caren J. Swartz, CPC, CPC-H, CPB, CPMA, CPC-I

Carolina Reynoso, CPC, CIRCC

Caroline Marie Sewell, CPC, CEDC

Carolyn S White, CPC, CPMA, CGSC, CUC

Catherine Harris, CIRCC

Cathy Craner, CPMA

Chelsea Jones Austin, CPC, CEMC

Chimira Edwards, CPC, CPCO

Christina L Negron, CPC, CIRCC, CPPM

Cindy Eleanor Thomas, CPC, CPMA

Cindy Szeker, CPC-A, CPB

Cynthia K Tennessen, CPC, CPMA

Damaris Ramirez, CPC, CPC-H, CPMA, CPPM, 

CPC-I

Darlene Johnson Lovett, CPC, CPC-H, CPCO, 

CPMA, CANPC, CGSC

David Wright, CPC-A, CPPM

Deanna L Walker, CPC, CEDC

Debra Rossi, CPMA

Dee Dee R Payne, CPC, CPPM

Deedra Garrison, CPCD

Denise Muscolino, CPC, CEMC

Deshanda Y Middleton, CPC, CPPM

Diane Cooper, CPC, CIRCC

Dianne Aponte, CPC, CEDC

Donna Lynes, CPC, CASCC, CCC

Elizabeth Apicella, CPC, CENTC, COSC

Elizabeth Dorner, CPC, CEMC

Elizabeth Graham, CPC, CGIC

Elke E Cranfill, CPC, CPMA, CEMC, CUC

Ellen Bryant, CPMA

Elsa Lisbeth Swint, CPC, CPMA

Emma L Flattery, CPC, CGSC

Faith D Chonofsky, CPMA

Gayle A Hall, CPC, CPMA, CPC-I

Gina Marie Crowe, CPC, CPMA

Gururaj Jawalgi, CPPM

Heather Dunlap, CPC, CEMC

Heather Ochoa, CPC, CPC-H, CPC-P, CPMA, CEMC

Heather R Stecker, CPC, CCC

Helen Le, CPC, CPCD

Helen Sievers, CEDC

Jana Ann Palmer, CHONC

Jane C Moore, CPC, CPMA, CRHC

Janell S Benson, CPC, COBGC

Jayne A Ediger, CPC, CPB

Jeffrey Scott Reed, CPC, CPMA

Jennifer J Gray, CPPM

Jennifer L Graham, CPC, CEDC

Jennifer Myers, CPC, CPMA

Jennifer Norton, CPC-A, CPMA

Joanne M Kubiak, CPC, CPMA

Julia Yates, CIRCC

Karen A Wazir, RN, CPMA, CCC

Karen Grzeda, CUC

Karen M Touchette, CPC, CPMA

Katherine Gianini, CPPM

Kathleen M Skolnick, CPC, CPCO, CPMA, CPC-I

Kathleen Russell Burke, CPC, CPB

Kathryn F Inman, CPC, CPPM

Kathy Bentley, CPC, CPMA, CEMC

Kathy Manthey, CPPM

Kathy Voth, CPC, CPB

Kavitha T S, CPC, CANPC

Kenneth J Ferris Jr, CPC, CPPM

KeSha Johnson-Mayes, CPB, CFPC

Kimberly A Hughes, CPC-A, CPMA

Kimberly Ann Dailey, CPC, CPB

Kimberly Howard, CPC, CPCO

Krishna Vijaya Rallabhandi, CPC-A, CEMC, 

CHONC
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Kristen Common Chavez, CPC, CEMC

Kristen Worden, CPC, CANPC

Kristie Pruitt, CPC, CPPM

Kristina D Smith, CEMC

Lacey J Huddleston, CPC, CPMA

Lanaya Sandberg, CPCO

Laura M Schipritt, CPC, CPMA

Leah Schodosky, CCC

Leilani Agdinaoay, CPC, CPMA

Lesley Belton, CPC-H, CPCO

Lisa Miles, CPPM

Lisandra Alvarez, CPC, CPMA

Lorrie Ann Price, CPC, CPC-H, CPMA, CPC-I

Lydia Taylor, CPC, CHONC, CIMC

Lyn T Perez, CPC, CPCD

Lynette L Sekarski-Budding, CPC, CPEDC

Lynn M VerDow, CPC, CPMA

Maggie Binder, CPC, CFPC

Marian Capper, CCS-P, CPMA

Marlene Doty, CPC, CPMA, CUC

Marshelle Powell, CPC, CPMA

Mary Jane Harrison, CPC, CEDC

Mary S Dias, CPC, CPMA

Melinda Bromberg, CPC, CPC-H, CPC-P, CIRCC, 

CPMA, CCC

Melissa L Matkin, CPC, CPEDC

Melissa M De La Rosa, CPC, CPMA

Meranda Jones, COBGC

Mercedes R Martinez, CPC, CIRCC

Mia Y Reddick-Smith, CPC, CPC-H, CPB, CPMA, 

CPC-I

Micah Nixon, CPC, CPB

Michelan Valentine, CPC, CPB

Michelle A Haley, CPC, CPMA

Michelle Buras, CFPC

Michelle Cavanaugh, CPC, CPB

Michelle Dinsdale, CPC-A, CPPM

Michelle Garcia, CPC-A, CHONC

Michelle Lemon, CPC, CPB

Missy Brown, CPC, CPC-H, CEDC 

Myra Looney, CPC, COBGC

Nancy Clark, CPC, CPB, CPMA, CPC-I

Nancy Spohrer, CIRCC

Nicole Seligmuller, CPC-A, CPB

Nora Santore, CPC-A, CPMA

Orna Enav, CPPM

Osmany Rodriguez Castillo, CPMA

Pamela Halbach, CPC-P, CPB

Patricia Haliscak, CPC, CEMC

Patricia May, CPC, CPCD

Patty Jacobson, CPC, CGSC

Paul Chandler, CPC, CPCO, CPB, CPMA, CPPM, 

CPC-I

Renee DiMarzio, CPC, CPMA, CPPM

Sandra Barbara, CPC, CIRCC

Sandra Carter, CPC, COBGC

Sandy Karhoff, CCVTC

Sarah Alison Bowen, CPC, CPB, CPMA

Sarah Taylor, CPC, CUC

Sharon K Defferding, CPC, CEMC, CIMC

Shea Goodwin, CPC, CPMA

Shelly Asbury, CPCO, CPMA

Shelly Schnurr, CPMA

Sheria Smith, CPC, CPMA

Sherri Pettyjohn, CPC, CPC-H, CPMA

Sherry Bentrup, CPC, CPPM

Stephanee Ruiz, CPC-A, CPPM

Stephanie Edrington, CPMA

Susan Chandler, CPC, CPPM

Susan Clark, CPC-A, CIRCC

Susan M Smith, CPC, CGSC

Suzanne Hnevsa, COSC

Tamara Jones, CPC, CPMA

Tameka Duncan, CPPM

Tami Lynn Feher, CASCC

Tammy Luttenberger, CPC, CPB, CPMA, CASCC

Teresa Carol Tolleson, CPC, CPMA, COSC

Teresa Mobley, CPMA

Terri Ann Gaylor, CPCD

Theresa Honebein Matthews, CPC, CPB

Tiffany Kidd, CPC, CPMA

Tina Stade, CPC, CHONC

Vani Dudala, CPC, CPC-H, CEDC

Veronika Mukhamedieva, CFPC

Vicki R Cannon, CPC, CPB

Victoria Darby, CPC, CPMA

Waverlyn Alexander, CPC, CPC-P, CPPM

Yvonne D Dailey, CPC, CPB, CPC-I

Zarina Kerawala, CPC, CUC

Magna Cum Laude
Alyssa Clark, CPC-A

Anne-Marie Miklos, CPC, CCVTC

Barbara Blesener, CPC-H

Darlene M Aguirre, CPC, CHONC

Emmy Nieto, CPC-A

Eric Francisco Arbide, CPC-A

Franklin Martin, CPC

Greter Garcia, CPC-A

Jennifer A Luke, CPC

Jennifer Pimentel, CPC-A

Karina A Velez, CPC-A

Kim Bass Lowery, CPC-H

Laurie Himes, CPC

Lisa Branam, CPC-A

Melissa A Rosario, CPC

Pamela Brennan, CPC-A

Sharon M Little, CPC, CASCC

A&P Quiz (from page 16)

Answer:	The correct answer is D. Signs 

and symptoms of pneumonia include:

• Fever, sweating, and shaking chills

• Lower than normal body 
temperature in people older than 
age 65, and in people with poor 
overall health or weakened immune 
systems

• Cough, which may produce thick, 
sticky fluid

• Chest pain when you breathe 
deeply or cough

• Shortness of breath

• Fatigue and muscle aches

• Nausea, vomiting, or diarrhea

• Headache
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PART-TIME FACULTY
Medical Coding

NYU SCHOOL OF CONTINUING AND PROFESSIONAL STUDIES (NYU-SCPS)

The Office of the Vice Dean at New York University’s School of Continuing and Professional 
Studies (NYU-SCPS) currently seeks skilled medical coding professionals with a deep 
understanding of ICD-10 to teach in-person and/or online coursework within our Medical 
Coding continuing education program area.

For the upcoming academic year, we seek part-time faculty to teach in the following 
content areas:

• Anatomy and Physiology • Medical Terminology

Candidates must possess at least a Bachelor’s degree and 3-6 years experience as a 
working professional within the medical coding industry. Masters degree preferred, 
prior teaching experience strongly preferred. 

The School of Continuing and Professional Studies (NYU-SCPS) offers a broad range 
of degree and noncredit programs that are professionally oriented, integrate theory 
with real-world applications, and are taught by faculty members who are leaders 
and innovators in their fields. NYU-SCPS captures the expertise of the key sectors 
that make New York City a great global capital, such as communications/media, 
global affairs, philanthropy and fundraising, finance, marketing and public relations, 
writing, the arts professions, and others. Full- and part-time students enroll in on-site 
and online credit programs, including graduate degrees, graduate certificates, and 
undergraduate degrees and working professionals and other adult learners pursue 
career objectives or intellectual discovery in over 2,500 continuing education courses, 
certificate programs, conferences, and seminars annually.

To apply go to: www.nyuopsearch.com/applicants/Central?quickFind=51612

NYU encourages applications from women and members of minority groups.

Newly	Credentialed	Members
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Minute	with	a	Member

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

Billing/Coding Manager,  
Credentialing Coordinator

1. Tell us a little bit about your career—how you got into coding, 
what you’ve done during your coding career, what you’re doing 
now, etc. 
I started my career in medical collections for an agency, and then went 
into inpatient collections for a hospital. I became interested in finding 
coding and billing errors that carriers were making patients responsi-
ble for paying. I went on to bill for physicians, which was a challenge 
because there were no, or limited, laws and regulations for medical 
coding and billing. I stayed current on new regulations as they gained 
momentum, and it became very evident that physician reimbursement 
hinged on proper coding.

I worked for David B. Dunn, MD, FACS, CIRCC, CCVTC, 
CPC-H, CCC, CCS, RCC, for five and a half years. During that 
time, I developed an interest in coding education and certification. 
I pursued certification a year or so after Dr. Dunn closed his solo 
surgical practice.

I now work for a plastic and reconstructive surgeon, John D. Ros-
deutscher, MD, in Hermitage, Tenn. He is great to work for and very 
good with coding. Dr. Rosdeutscher has spoken at a Mount Juliet, Tenn. 
chapter meeting on “Excision, Repair and Wound Care,” and the mem-
bers always ask when he is coming back. He also presented at the AAPC 
regional conference in 2011 and the AAPC national conference in 2012.

And beginning in June, I will be working part time for Kristina 
O’Shaughnessy, MD. Dr. O’Shaughnessy is also a plastic surgeon in 
Nashville. I’m looking forward to working with her.

Throughout my career, I have met a lot of very smart and dedicated 
coders. Most are humble and don’t realize the knowledge they have to 
share. I see everyone as a teacher.

2. What is your involvement with your local AAPC chapter? 
I am the vice president of the Mount Juliet, Tenn. chapter. After the 
regional conference in Nashville, I realized how much education was 
out there and how much I and everyone else was missing and needing. 
I contacted AAPC about starting a chapter in Mount Juliet, which is 
closer to my home and more convenient to Hermitage. Once the chap-
ter was approved, I held the president position in 2012. The chapter 
has had great officers, and we really have been blessed with great ed-
ucation from presenters. All of the officers and speakers, current and 
past, deserve a special thanks for their help. The chapter also has had 
success with Code Arounds; members really enjoy the one on one in-
teraction involved in these events.

3. What AAPC benefits do you like the most? 
AAPC’s website has a wealth of information. I go there first when I’m 
searching for information. I also like AAPC’s ICD-10 Code Transla-
tor. I started using this just to educate myself, but have since recom-
mended it to chapter members so they, too, can become familiar with 
the new codes. Another way we are preparing for ICD-10 is, at each 
Code Around, we present the ICD-9-CM diagnosis for the reports we 
are reviewing, and then show the ICD-10-CM conversion. 

4. What has been your biggest challenge as a coder? 
The biggest challenge for any coder these days should be education. 
It’s a constant challenge to stay current with all the changes. Coding is 
an area of healthcare that will always change, so finding time to search 
for changes and answer questions about the changes is a definite chal-
lenge. Then there is the cost: There is so much available to coders, but 
most of it isn’t affordable. I think many of us have an issue with this.

5. How is your organization preparing for ICD-10? 
Since I’m the only coder and biller where I work, I am the one who is 
preparing for the change. Rosdeutscher invested in an ICD-10-CM 
codebook. I follow up with our software company about every 90 days, 
just to make sure they will be ready. In fact, I just talked with them on 
Monday, and they assured me they have done testing and are ready.

6. If you could do any other job, what would it be? 
If I had the opportunity, I would either own an accounts receivable 
clean-up company and work from home, or really step out of my box 
and own a salon and spa.

7. How do you spend your spare time? Tell us about your hob-
bies, family, etc. 
I like golf, NASCAR racing, fishing, reading, and spending time 
with family and friends. All of my spare time usually is spent with my 
youngest grandson, Mason, who is 7. He rules the roost with everyone, 
including my 79-year-old mother, and my three other grandchildren, 
Calen, 21, Catarina, 19, and Drale, 15.
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WEBINAR
SERIES

 Basic Catheter Selection

 Diagnostic Angiography for Peripheral Procedures

 Peripheral Vascular Intervention: Part 1

 Peripheral Vascular Intervention: Part 2

 Peripheral Vascular Intervention: Part 3

 Non-Vascular Interventional Coding: Part 1

 Non-Vascular Interventional Coding: Part 2

 Dialysis Access Coding

 Neurointerventional Coding

 Cardiology Part 1: Diagnostic Cardiac Catheterizations

 Cardiology Part 2: Interventional Cardiology Coding

 Cardiology Part 3: Peripherals in the Catheterization Lab

 Cardiology Part 4: Electrophysiology, Pacemaker, and Defibrillator Coding

 Cardiology Part 5: Pediatric Cardiology Coding

 2013 Updates: Interventional Radiology, Cardiology, and Vascular Surgery

 

We learned,  
"We know the quality and value of information presented... As always we learned,
and learned, and learned!... We are looking forward to the next webinar."

Donna Rhoads, Radiology Coding Specialist

WWW.ZHEALTHPUBLISHING.COM

ELearning
SERIES

informative and affordable  

Debbie Smiley, Interventional/Cardiology Coder

WWW.ZHEALTHPUBLISHING.COM
CPT is a registered trademark of the AMA

CPT  Coding for Transvenous Cardiac Pacemakers
CPT  Coding for Cervicocerebral Arteriography
CPT  Coding for Diagnostic Cardiac Catheterization
CPT  Coding for Diagnostic Venography
CPT  Coding for Image-Guided Percutaneous Abscess
         Drainage & Management Procedures
CPT  Coding for Implantable Cardioverter Defibrillators
CPT  Coding for Lower Extremity Arterial Endovascular
         Revascularization
CPT  Coding for Arteriovenous (AV) Dialysis Access Imaging
         and Interventions
CPT  Coding for Non-Selective Catheter Placements
CPT  Coding for Percutaneous Coronary Interventions
CPT  Coding for Non-Coronary Vascular Stent Placement
CPT  Coding for Transcatheter Embolization
CPT  Coding for Transcatheter Mechanical Thrombectomy
CPT  Coding for Selective Catheter Placement in the Arterial System

Washington, DC live Seminar September 10th - 13th at the Gaylord National Resort  
live Seminar,  

“I liked the courses especially since I was able to get CEUs for both my CIRCC & RHIT
credentials. I really cannot think of anything I really disliked.  They were informative
and affordable.”

®



Part B Insider (Multispecialty) Coding

Alert - 2013; Volume 14, Number 14

Article: Billing: Maintain the Physician-Biller

Relationshio to Keep Claims Flowing

1.

2.

3.

Pathology/Lab Coding Alert - 2013; Volume

14, Number 5

Article: CCI 19.1: Choose 1 Gene-Speci�c or

HLA Test Code

Pathology/Lab Coding Alert - 2013; Volume

14, Number 3

Article: CCI 19.1: Additional Bundles Target

New CPT® 2013 Codes
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DRG
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ICD-10 Monitor: Talk Ten Tuesday
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