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Visit amabookstore.com for more 
information or call (800) 621-8335 to order!

The ultimate modi� ers resource—revised. 
Essential components to the coding process, 
modi� ers help create clear and concise 
communications between the provider and payer. 
Coding with Modi� ers provides guidance on how 
and when to use modi� ers in order to avoid 
costly payment delays and denials. 

Using the 2012 code set, the fourth edition 
contains new, deleted and revised modi� ers, along 
with updates to Centers for Medicare & Medicaid 
Services, third-party payer, and AMA-modi� er 
guidelines to assist with coding accuracy.

• Coding tips—help clear up confusion 
surrounding modi� er usage

• Teaching tools—allow you to create and 
administer tests using questions and answers 
developed by the AMA

• Clinical examples—guide readers in 
determining the correct modi� er to use with 
helpful scenarios

• Test-Your-Knowledge questions—test your 
comprehension of the material with more 
than 190 questions

CODING with 
MODIFIERS
A Guide to Correct CPT® and 
HCPCS Level II Modi� er Usage, 
fourth edition

Modi� er changes:
• One new — Modifi er 33
• One deleted
• Four revised

New
Edition
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T here have been important health care 
topics in the news recently. I’ll men-
tion them briefly. Note, however, this 

was written during the second week of Feb-
ruary and information and opinions may 
change before Coding Edge is published.

ICD-10 Delay?
First, the American Medical Association 
(AMA) has petitioned the Centers for 
Medicare & Medicaid Services (CMS) and 
Congress to delay the implementation date 
of ICD-10. This request caught many by 
surprise. You may wonder if AAPC has a re-
sponse. Since there has been no indication 
or confirmation from CMS of a postpone-
ment of the ICD-10 implementation date, 
we have no response. AAPC will continue to 
train and prepare our membership and oth-
er health care professionals for ICD-10 un-
less we hear a concrete response from CMS 
delaying the date.

5010 Extension?
In a separate, somewhat related request, the 
Medical Group Management Association 
(MGMA) has petitioned CMS for an ad-
ditional time extension beyond March 30, 
2012 for implementing 5010 electronic fil-
ing standards. The requested extension to 
June 30, 2012 is presumed to be an exten-
sion of filing penalties. Again, AAPC has no 
position on this and will wait to hear from 
CMS regarding this request.

CPC-A® Elimination?
In January’s Coding Edge, AAPC outlined 
a new proposal to eliminate the Certified 
Professional Coder—Apprentice (CPC-A®) 
credential. We asked for your input on this 
throughout the month of January. We re-

ceived 526 votes with approximately two-
thirds against the proposal and one-third 
in favor of the idea. We also received over 
400 comments with those votes. Although 
526 votes from a membership of 112,000 is 
not a lot and could indicate indifference to 
the idea, we are taking the votes and com-
ments very seriously. We will have an an-
nouncement regarding this idea prior to 
AAPC’s 20th National Conference in Las 
Vegas (April 1-4). If we do move forward 
with this, the implementation date will be 
moved to January 1, 2013.

Come Together in Vegas
I hope to see you in Las Vegas. Registrations 
are at our highest ever. This conference will 
have the largest number of attendees, class-
room sessions, and variety of topics, yet.

Your friend,

Reed E. Pew
Chairman and CEO

As	Health	Care	Unfolds,	
Where	Does	AAPC	Stand?

Letter	from	the	Chairman	and	CEO
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W ith spring just around the corner, 
the soft green sprouts breaking 
through the still partially frozen 

ground and dwindling snow patches in my 
garden attest to nature’s impatience to re-
fresh and renew itself. This is a great time 
of year to recharge and renew your current 
career landscape and your coding spirit, as 
well. And the best way I know how to do 
that is to join 2,000 other like-minded in-
dividuals at AAPC’s 20th National Confer-
ence, April 1-4. This year, we’ll rejuvenate 
our coding, billing, compliance, and health 
care education and training in warm and 
sunny Las Vegas, Nev.

Seek	Opportunity	to	Grow	as		
Coding	Professionals
If you’ve never attended AAPC Nation-
al Conference, I’ll tell you that it is hands 
down (Vegas pun intended) the best and 
largest networking venue for anyone in 
our career field. National conference pro-
vides opportunities for you to address lin-
gering questions you have regarding cod-
ing, billing, or upcoming regulation chang-
es in your current specialty. If you’re look-
ing for direction on how to update or add to 
your present skills, or you’re curious about 
a specialty or a new credential such as the 
Certified Professional Compliance Officer 
(CPCO™) or Certified Professional Medi-
cal Auditor (CPMA®), the conference offers 
multiple opportunities to talk with other 
members who are eager to share experienc-
es in these areas. 

If hedging your bets in the field, as well as 
increasing your skills and knowledge, is on 
your agenda for this year, 2012 AAPC Na-
tional Conference has a variety of sessions 
designed to help you reach these goals. Ses-
sion topics include: coding, auditing and 
compliance, revenue cycle management, 
electronic health records (EHRs), outpa-
tient hospital facility, and ICD-10.

For those of you who plan to join us early, 
there are two pre-conference events begin-
ning Friday, March 30: “ICD-10-CM Boot 
Camp,” with Rhonda Buckholtz, CPC, 
CPMA, CPC-I, CENTC, CGSC, COB-
GC, CPEDC, which is two days devoted 
to ICD-10 implementations, and “CPC-H® 
Boot Camp,” presented by Jaci C. Johnson, 
CPC, CPC-H, CPMA, CPC-I, CEMC, 
which is a one-day boot camp and includes 
the exam (new this year). In addition to 
these two events is the “Teach the Teach-
er Workshop” with Katherine Abel, CPC, 
CPMA, CPC-I and Raemarie Jimenez, 
CPC, CPMA, CPC-I, CANPC, CRHC 
held Saturday, March 31.

The “Anatomy Expo” is back again this year 
and has been expanded once more due to its 
overwhelming popularity with our mem-
bers. Be sure to sign up early for this session 
to reserve your seat. 

Looking for entertainment and comedy that 
only those in our field can relate to? Join us 
for the “National Advisory Board (NAB) 
Conference Welcome.” I won’t ruin the 
surprise, but it involves popular television 
characters from the 1980s with big hair, a 
knack for helping out those in trouble, and a 
smooth talking boss.

If you’re curious as to what’s happening with 
other local chapters, the AAPC Chapter As-
sociation’s (AAPCCA) “Get to Know Your 
Local Chapter” (G2KYLC) event will let 
you connect with members from across the 
nation. New this year is an AAPCCA and 
NAB combined event, where you can meet 
with your representatives from each board. 
And if you’re feeling lucky, take a chance 
and test your surgical skills on a life-size Op-
eration® game. 

Dress	for	Success
As always, the dress code is smart casual. 
Your comfort is important; however, please 

remember that you are first and foremost a 
professional, which should be reflected in 
your appearance and conference etiquette.

Make	a	Vacation	Out	of	It
Although the conference sessions will fill 
your days, there is plenty to do in Vegas 
at night. Three tours are offered this year: 
“Hoover Dam Discovery Tour,” “Las Vegas 
City Night Life Tour,” and the “Grand Can-
yon West Rim Bus Tour.” And, of course, 
you might want to take advantage of the 
world class shows and restaurants Vegas of-
fers, as well as test your luck at the tables. 

Remember: Gambling in Vegas is risky, but 
gaining knowledge at the 2012 AAPC Na-
tional Conference is a sure bet.

See you in Las Vegas!

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

Renew	Your	Love	for	Coding

Letter	from	Member	Leadership
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Coding	News

CMS Corrects 2012  
HCPCS Level II File
The Centers for Medicare & Medicaid Services (CMS) re-
leased, Jan. 30, 25 corrections to the 2012 HCPCS Level II 
ANWEB file. The corrections include description and ASC 
indicator changes, removal of codes, updated BETOS infor-
mation, and revised effective dates.

Terminated	or	Removed
C9716 Creations of thermal anal lesions by radiofrequency 

energy should be terminated effective Jan. 1, 2012.

G0449 Annual face-to-face obesity screening, 15 minutes will not 
be created. Remove from file.

G0450 Screening for sexually transmitted infections, includes 
laboratory tests for chlamydia, gonorrhea, syphilis and 
hepatitis B will not be created. Remove from file.

Revised	Descriptions
G0446 Long description Intensive behavioral therapy to reduce 

cardiovascular disease risk, individual, fact-to-face, 
annual, 15 minutes is revised effective Nov. 8, 2011.

G8553 Both short description, Prescrip transmit via ERx sy, and 
long description, Prescription(s) generated and transmit-
ted via a qualified ERx system, are changed effective Jan. 
1, 2012.

J1561 Short description Gamunex, Gamunex-C, Gammaked is 
changed effective Jan. 1, 2012.

Revised	Effective	Dates

G0442 Annual alcohol misuse screening, 15 minutes is now effec-
tive Oct. 14, 2011.

G0443 Brief face-to-face behavior counseling for alcohol mis-
uses, 15 minutes is also effective Oct. 14, 2011.

K0743 Suction pump, home model, portable, for use on wounds 
is now effective July 1, 2011.

Revised	Indicators

C1886 Catheter, extravascular tissue ablation, any modality 
(insertable) — Add ASC “YY” indicator effective Jan. 1, 
2012.

C9728 Placement of endorectal intracavitary applicator for high 
intensity brachytherapy — Add ASC “YY” indicator effec-
tive Jan. 1, 2008.

C9732 Insertion of ocular telescope prosthesis including removal 
of crystalline lens — Add ASC “YY” indicator effective Jan. 
1, 2012.

G0448 Insertion or replacement of a permanent pacing cardio-
verter-defibrillator system with transvenous lead(s), 
single or dual chamber with insertion of pacing electrode, 

Kudos Please	send	your	Kudos	to:	kudos@aapc.com

Thank	You	Heifer	International®

Artful	Bras	Support	Breast	Cancer
By	Shelli	Martin,	BA,	CPC,	CPC-H,	CPMA,	CEMC,	CHA

The	donated	“MU	vs.	KU”	final	brassiere	art	piece.

For the past several years in October, the Ellis Fischel Cancer Center in Co-
lumbia, Mo. has sponsored a silent auction and reception in honor of breast 
cancer awareness month. Contestants who wish to participate have an op-
portunity to submit and donate a unique, entertaining, or humorous work 
of art to the Ellis Fischel Cancer Center’s “Artful Bra Contest.” The donated 
art pieces are displayed for viewing during a public wine and cheese recep-
tion held in the lobby of the Tiger Hotel. Each work of art is entered into a 
contest for judging, and then auctioned off during a silent auction. All pro-
ceeds from the silent auction benefit breast cancer patient care programs 
and screening mammograms at Ellis Fischel. 

This past October, the AAPC Show Me Local Chapter located in Colum-

bia, Mo. gave back to the com-
munity by making a bra dona-
tion in the “Artful Bra Con-
test.” 

At their September chapter 
meeting, the Show Me local 
chapter discussed ideas and 
themes for their art piece. They agreed the theme would be “MU vs. KU” to 
portray the rivalry between the University of Missouri-Columbia and the 
University of Kansas. What better way to support breast cancer programs 
than by also supporting their home team, the Tigers.

When we wanted a porcine-themed cover, our cover model, Terri Brame, 
MBA, CPC, CGSC, CPC-H, CPC-I, CHC, suggested using the pigs at 
Heifer International’s Perryville, Ark. ranch. She said, “I would love to 
highlight Heifer, since it’s my favorite charity!” We were in luck because the 
ranch was not far from Brame in Little Rock.

Heifer International says its mission in the United States and throughout 
the world is “to work with communities to end hunger and poverty and care 
for the earth.” Rather than just giving families a handout, Heifer gives live-

stock and training “to help families improve their nutrition and generate in-
come in sustainable ways.” Through Heifer’s livestock donation and train-
ing, impoverished families become empowered by their “self-reliance and 
hope.” There is only one catch: In exchange for the livestock and training, 
the family agrees to give one of its animal’s offspring to another family in 
need. It’s called “Passing on the Gift.” To purchase a gift of livestock or to 
learn more about how Heifer helps families move from poverty to prosper-
ity, visit www.Heifer.org or call 1-800-422-0474.
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Coding	News

cardiac venous system, for left ventricular pacing — Change 
TOS to “2” effective Jan. 1, 2012.

J2265 Injection, minocycline hydrochloride, 1 mg — Remove ASC “YY” 
indicator effective Jan. 1, 2012.

Q4123 AlloSkin RT, per sq cm — Remove ASC “YY” indicator effective 
Jan. 1, 2012.

Q4125 Arthroflex, per sq cm — Remove ASC “YY” indicator effective 
Jan. 1, 2012.

Q4126 MemoDerm, per sq cm — Remove ASC “YY” indicator effective 
Jan. 1, 2012.

Q4127 Talymed, per sq cm — Remove ASC “YY” indicator effective Jan. 
1, 2012.

Q4128 FlexHD or AllopatchHD, per sq cm — Remove ASC “YY” indicator 
effective Jan. 1, 2012.

Q4129 Unite biomatrix, per sq cm — Remove ASC “YY” indicator effec-
tive Jan. 1, 2012.

J8561 Everolimus, oral 0.25, mg — Change BETOS to “01E” effective 
Jan. 1, 2012.

Download the correction files in .txt or .xls format from www.cms.gov/

HCPCSReleaseCodeSets/ANHCPCS/list.asp#TopOfPage. CMS recommends 
updating data files, as well as noting changes in codebooks.

New York’s best-kept secret.

that Continuum provides care to patients in the Bronx, Brooklyn, 
Queens, Manhattan, as well as Westchester County?

  DID

    

YOU
KNOW...

AAPC CODING EDGE MAGAZINE     
3/1/2012
5152660-Njpc87396
CONHE1
3.75” x 4.5”
Romona Walcott v.7

St. Luke’s-Roosevelt, with two locations on Manhattan’s West Side, is an academic affi liate of Columbia 
University College of Physicians and Surgeons and part of Continuum Health Partners. Widely respected for 
our high quality care, we are also known for reaching out to the diverse communities we serve – communities 
where many of our employees live. Our exceptional staff enjoys the family feel that comes from working with 
friends and neighbors, while benefi ting from the tremendous support, stability and resources needed to help 
them grow and advance. To ensure that we can continue to provide the quality care that New Yorkers have come 
to expect, and to remain a leader in expert teaching and innovative research, we are now seeking the following 
professionals to join our Medical Records team:

DRG Coordinators
You’ll be responsible for coding/DRG validation review, DRG PRO activities and assurance of optimal 
reimbursement. Requires three to fi ve years’ coding and DRG validation experience in an acute care setting; 
CCS certifi cation; and thorough knowledge of ICD-9-CM and CPT-4. A Bachelor’s degree and RHIA/RHIT 
are preferred. Excellent analytical and communication skills, and knowledge of DRG methodologies and all 
regulatory requirements associated with coding and DRG assignment are essential.

Medical Records Coders 
Requires demonstrated skills in both ICD-9-CM and CPT-4 coding conventions, UHDDS abstracting requirements, 
and NYS and Joint Commission documentation requirements. Candidates must also have comprehensive 
knowledge of medical terminology, anatomy, physiology, pathology and able to clearly and succinctly 
communicate with medical staff regarding selection of correct codes. 

When you join Continuum Health Partners, you will be rewarded with a competitive salary, comprehensive 
benefi ts, and an environment that welcomes your input and expertise. Find your place in this extraordinary 
environment. For more information and to apply online, please visit: 
www.wehealny-employment.com and enter job title in “Keywords” fi eld. 
Continuum Health Partners is committed to diversity and equal opportunity.

(To use this code, download any free QR Code Reader app to your smartphone)

So many codes... So little time.
The only code you need to know.

Translate ICD-9 codes to
ICD-10 instantly.

800.256.2803 14707 Perkins Road
Baton Rouge, LA 70810Or visit www.GEMsTool.com
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AAPCCA

Be	a	High-stakes	
Winner	in	Vegas

Chapters from everywhere are encouraged to come and show off what 

makes each unique in the “Hit the Jackpot with Your Local Chapter” event.

By	Barbara	Fontaine,	CPC

You	don’t	have	to	be	a	high	roller	to	
win	big	in	your	chapter.

Even if you’ve never gambled in your life, April is your 
chance to let AAPC Chapter Association (AAPCCA) 

show you how you can 
always be a winner. 

Come join us in 
dealing the cards 
and going “all in” 

at the 2012 AAPC’s 
20th National confer-

ence kickoff events: “Get 
to Know Your Local Chap-

ter” chapter celebration and the 
“Local Chapter Training” session. 

Chapters from across the country are en-
couraged to come and show off what makes 

them unique in the “Hit the Jackpot with Your Lo-
cal Chapter” event. These exciting events are scheduled 

for Sunday, April 1, at the Rio Hotel and Conference Cen-
ter in fabulous Las Vegas, Nev.

Local Chapter Training
The “Local Chapter Training” leadership session is first 
and will be led by members of the AAPCCA Board of Di-
rectors. In the past, this session has been limited to chap-
ter officers only; however, if you are considering a leader-
ship position in the future, please join us as we talk about 
ways to make chapters their very best. This event will be 
held on Sunday morning and may be at the same time as a 
conference tour, so be sure to choose wisely when planning 
your time. AAPCCA would love to share their knowl-
edge with you. Look for this pre-conference session when 
you sign up for your conference events on AAPC’s website 
(www.aapc.com).

Get to Know Your Local Chapter
During the “Get to Know Your Local Chapter” 
(G2KYLC), AAPCCA hopes you will share your chap-
ter’s best ideas from the past and your plans for the future. 
Here’s what you can look forward to sharing at this event:
If your chapter registers, you will be provided with a table 
to decorate with your chapter’s most creative and unique 
ideas.
From the May MAYnia celebrations to talented speakers, 
show us your best moments as a chapter. Highlight great 
times from the past and your plans to shine in the future.
If you have a points system, explain what makes it work.
If you tried an idea and it wasn’t the best one you ever had, 
share that, too. That way, people can see what NOT to do. 
This may prompt someone to share a way to fix your idea 
and use it in a different way.
This event is all about making your chapter members 
shine. Sometimes the best ideas of the year come from 
chapters at these tables. Your chapter should be among 
them.
If you are attending conference in Las Vegas and would 
like to sign up to “Hit the Jackpot with Your Local Chap-
ter” at the Get to Know Your Local Chapter G2KYLC 
celebration, please contact co-chair Claire Bartkewicz, 
CPC-H, (Claire.Bartkewicz@aapcca.org). 

Barbara Fontaine, CPC, serves on the AAPCCA Board of Di-
rectors and is business office supervisor at Mid County Ortho-
paedic Surgery and Sports Medicine, a part of Signature Health 
Services. She served on several committees before becoming a 
local chapter officer. In 2008, she earned the St. Louis West, 
Mo. local chapter and AAPC’s Coder of the Year awards.
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Q: I live in an area 100 miles from a chapter meeting. What options 
do I have for meetings?
A: Start your own chapter. Formation of a new local chap-

ter is based on the needs of the AAPC members in that specific geo-
graphic area. Generally, the criteria for a new chapter is: 1) the next 
closest chapter is more than 50 miles or an hour’s drive away; 2) the 
membership of the closest chapter is 200 or more; or 3) there are 20 
or more interested members in the area. Chances are you are not the 
only coder in the area who wants to be part of a chapter.

Q: Who does all the work to get this new chapter organized? I al-
ready have a job.
A: Each new chapter must have someone who is willing to take 

the ball and run with it; someone must take charge. There must also 
be at least three other officers to help, so no one person is expected to 

do it all. AAPC’s Local Chapter Department is responsible for co-
ordinating the research and will make a recommendation based on 
their assessment of the members’ needs in your specific geographic 
area. All you need to do is find out if there are other people just like 
you who would like to see a chapter in your area. 
Remember: The chapter exists to support the membership, so the 
leadership should encourage the members to get involved.

Q: Once we are approved for a chapter, what do we call it? I had 
enough problems naming my children.
A: Once formed, the local chapter is named after its city and 

state. There is really no work for you to do regarding this.
Contact a local chapter representative or the Local Chapter Depart-
ment at AAPC today to see what possibilities are out there for you 
and other coders in your area. 

AAPCCA	Handbook	Corner	
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SUBSCRIBE & HAVE ACCESS TO  12  CEUS INCLUDED WITH YOUR SUBSCRIPTION

Putting Certified Coders In 
Their Place

ICD-10 (CM/PCS): The Fear of 
the Unknown?

How EMR affects the Billing
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Billing-Coding, Inc

Affordable CEU rates

guaranteed!

877 700 3002

EARN UP TO   12   CEUS PER YEAR INCLUDED FREE 
WITH YOUR MAGAZINE SUBSCRIPTION!

BONUS OFFER
Subscribe before April 30th, 2012 and receive 
4 hours of ICD-10 online training FREE

877-700-3002 or online at www.billing-coding.com/subscribe/AAPC

Get	Me	to	a	Local	Chapter	Meeting,	Now!

By	Donna	Nugteren,	CPC,	CEMC

Do	you	feel	like	you’re	lost	at	sea,	all	by	yourself,	with	no	one	out	there	for	support?	
Here	are	some	answers	to	questions	from	coders	who	are	in	the	same	boat:
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A&P	Quiz Apprentice

You	Think	You	Know	A&P?	Let’s	See	…
By	Kim	Reid,	CPC,	CPMA,	CPC-I,	CEMC

Having thorough knowledge of anatomy and pathophysiology (A&P) will be 
crucial when coding diagnoses with ICD-10 because of the expanded clinical 
detail it demands. 

Test yourself to find out where your A&P skills rank:
What are the organs in the body called that synthesize a substance for release into the 
blood?

A. Intestines
B. Cells
C. Glands
D. Valves
The answer is located somewhere in this magazine!

Kim Reid, CPC, CPMA, CPC-I, CEMC, is AAPC’s director of ICD-10 development and training.

Professional Chart Reviews:

866-200-4157

Your Partner for Success

“With the help of your senior auditor we were able 
to teach and implement improved techniques 
and processes.

Thanks to AAPCPS we are more confi dent in our 
ability to bill and collect on services we perform.”  

  - David Owens, CEO NowCare

Leverage the experience of over 20,000 chart reviews completed 
in partnership with certifi ed coders and compliance offi  cers.



(484) 433-0495   www.CodingWebU.com

Tired of CD-Rom Courses that are out-of-date as soon as you take them?
Tired of  Audio Conferences where you cannot learn at your own pace?
Tired of Online Courses you go through once and cannot access again?

If so, CodingWebU.com is your answer!
We are the only program that provides interactive training incorporating audio, text and graphics to ensure you 
comprehend the information being taught.  You will receive live updates as codes change and content is added.  

You always have access to the most current information, even if you purchased the course three years ago.

We offer group discounts and reporting for larger customers.
We can also create or host custom courses for your employees.

2012 Coding Scenarios ARE NOW AVAILABLE!!!
2011 Annual CEU Coding Scenarios are  also Available

NEW!!  Code Finder and Claim Scrubber  $12.50/month

Providing Quality Education at Affordable Prices

™
CodingWebU.com

Over 170 Hours of Education starting from $30

Pain Management Injections 
Emergency Department Coding 
Interventional Radiology
Burns, Lesions, and Lacerations
Billing & Reimbursement
General Surgery Coding
Phys. Pract. Revenue Mgm’t

Anatomy
Medical Terminology
ICD-10
Chart Auditing
RAC
CPT® & ICD-9 Updates
E/M and OB/GYN

Specialty Coding 
Modifiers
Sleep Disorders
Meaningful Use
Compliance
 E|M Coding
...and more



16	 AAPC	Coding	Edge

Feature

Same-day	E/M	and	Office	Procedure:	
Yes,	You	Can!
Documentation	and	proper	modifier	25	application	is	essential.

By	Abraham	(Nick)	Morse,	MD,	MBA

Providers generally learn from their billing and coding staff that re-
imbursement for office procedures includes the immediate pre- and 
post-procedure management of the patient. In my experience, pro-
viders sometimes “over learn” this lesson, and conclude that it is nev-
er possible to receive separate reimbursement for an evaluation and 
management (E/M) service and an office procedure at the same en-
counter. 
To capture all appropriate revenue, it is important to know what is 
included in the global package for office-based and surgical proce-
dures, and understand when an E/M service and an office procedur-
al service can be billed in the same encounter, with appropriate doc-
umentation. 

What’s	Included	in	the	Global	Package
The American Medical Association’s (AMA’s) 2012 CPT® Profession-
al Edition codebook defines the following as “always included” in the 
global fee for a surgery or procedure:

• Subsequent to the decision for surgery (procedure), one 
related E/M encounter on the date immediately prior to, or on 
the date of, the procedure

• Immediate postoperative (post-procedure) care, including 
talking with the family and other physicians

Regarding diagnostic procedures, CPT® further specifies, “Follow-
up care for diagnostic procedures includes only that care related to 
recovery from the diagnostic procedure itself. Care of the condition 
for which the diagnostic procedure was performed or of other co-existing 
conditions is not included.” [emphasis added]
Medicare’s definition of the global package is broader than the 
AMA’s, but clearly states, “Services not included in the global surgi-
cal package are as follows: 

• The initial consultation or evaluation of the problem by the 
surgeon to determine the need for surgery [procedure];

• Treatment for the underlying condition or an added course of 
treatment, which is not part of normal recovery from surgery; 

• Diagnostic tests and procedures, including diagnostic 
radiological procedures.” 

Common	Scenarios	for	Separate	Services
With a clearer understanding of what is meant by “global package” 
(and what counts as counseling for E/M services), you can identi-
fy two common scenarios where billing for an E/M at the same en-
counter as a procedure is legitimate—provided there is the appropri-
ate documentation in the medical record. 
1. A related E/M service provided prior to an unplanned pro-

cedure may be billed separately. 

Professional

Documenting the options 
offered to the patient (with 
the eventual choice of the 
performed procedure) strongly 
supports billing an E/M and 
procedure together.
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The procedure must not have been the reason for the visit, and docu-
mentation must reflect the medical decision making (MDM) based 
on the evaluation undertaken at that visit that preceded the recom-
mendation of a specific procedure. Documenting the options offered 
to the patient (with the eventual choice of the performed procedure) 
strongly supports billing an E/M and procedure together. 

Example: A postmenopausal woman is seen for an urgently scheduled 
appointment in her gynecologist’s office because she noticed blood in her 
underwear. Upon examination, the source of the blood appears to be the 
cervix. The gynecologist offers the patient a choice of scheduling a pelvic 
ultrasound or undergoing immediate endometrial biopsy (EMBx). The 
patient chooses an immediate EMBx. 

The proper coding in this example is 58100 Endometrial sampling 
(biopsy) with or without endocervical sampling (biopsy), without cervi-
cal dilation, any method (separate procedure) and the appropriate lev-
el E/M service (e.g., 99212-99215, “Office or other outpatient visit 
for the evaluation and management of an established patient”) with 
modifier 25 Significant, separately identifiable evaluation and man-
agement service by the same physician on the same day of the procedure 
or other service appended.
Note that it is not unexpected that an EMBx was going to be per-
formed, but the documentation supports that it was not planned pri-
or to the E/M service. 

2. “Counseling and coordination of care” that take place im-
mediately after a diagnostic procedure may qualify as a 
separate E/M service. 

Remember, the global payment for any procedure includes pre-pro-
cedure explanation and preparation, as well as post-procedure in-
structions, restrictions, and precautions, plus information about 
what to expect during the recovery period. It does not include the 
MDM that follows as a result of the procedure performed. That work 
is separate, and if documented clearly, separately billable.
Documentation should be specific as to the time involved and the 
content of the counseling. In addition to providing a reasonable nar-
rative of “counseling and coordination of care” that follows the in-
terpretation of the results of an office procedure, it is important to 
include in the documentation a statement such as, “Exclusive of the 
procedure, greater than 50 percent of the visit was spent in counsel-
ing and coordination of care. Total visit time: 15 minutes.” 

Example: A patient undergoes cystoscopy in the physician office because 
of bladder pain syndrome. Multiple fields of glomerulations are noted. 
Immediately following the procedure, the physician counsels the patient 
on the pathophysiology of interstitial cystitis (IC), as well as possible 
treatment options. After discussion, the patient chooses to start Elmiron® 
(Pentosan polysulfate). She will follow up in six weeks. 

In this case, proper coding is 52000 Cystourethroscopy (separate proce-
dure) and the appropriate E/M service level (e.g., 9921x) with mod-
ifier 25 appended. Documentation must substantiate that the E/M 
service is both significant and separately identifiable from the E/M 
component included in the payment for 52000.

Careful	and	Deliberate	Documentation	Is	Essential
Although the immediate pre-procedure and post-procedure care and 
counseling of the patient is included in the global fee for an office 
procedure, other related E/M work is not. The immediately preced-
ing evaluation that leads to the recommendation of an office proce-
dure can be billed on the same day as the procedure itself. Similar-
ly, counseling and MDM that arise from the results of a procedure 
may take place immediately following it and are separately billable. 
In both cases, careful and deliberate documentation to separate the 
work embodied in the two CPT® codes is essential. 

Abraham (Nick) Morse, MD, MBA, is a practicing physician in the division of 
urogynecology at Brigham and Women’s Hospital, and an assistant professor at 
Harvard Medical School in Boston, Mass. He has been a student of billing, coding, 
ambulatory practice, and revenue cycle management for more than 10 years. 

Define Counseling
An important component of E/M services is “counseling,” which the 
2012 CPT® codebook describes as “a discussion with a patient and/
or family concerning one or more of the following areas:

• Diagnostic results impressions and/or recommended 
diagnostic studies

• Prognosis

• Risks and benefits of management/treatment options

• Instructions for management/treatment and/or follow-up

• Importance of compliance with chosen management/
treatment options

• Risk factor reduction

• Patient and family education”

Note that these services are often the content of conversations oc-
curring after office diagnostic procedures. 

Same-session Preventive E/M and 
Procedure May Prove Problematic
Although the same rules apply, in my experience—and the expe-
rience of my billing staff—it is more difficult to obtain separate 
payment for an E/M service and a same-encounter procedure if the 
E/M is a preventive service (associated with a V code) rather than a 
problem-based visit coded with an ICD-9-CM problem diagnosis. 

Look to a future article in Coding Edge for more information on how 
to optimize reimbursement for a preventive service and another 
procedure on the same day.
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Rise	to	Meet	the	Top	10		
Compliance	Challenges
Part	2:	Make	numbers	five	through	one	part	of	your	compliance	plan.

Last month, we began exploring the top 10 compliance concerns for which 
all physician practices, regardless of specialty or size, should be on the 
lookout (“Overcome Coders’ Top 10 Compliance Concerns,” February 

2012, p. 20). This month, we conclude this two-part series with a look at the 
top five compliance risks, and some tips to ensure you meet these challenges 
effectively.

No. 5: Signatures
There is renewed Medicare focus on what constitutes a signature, wheth-
er handwritten or electronic. The Medicare rules for signature requirements 
will be applied any time a document is reviewed for payment, or in retrospec-
tive review. Recovery audit contractors (RACs) also are looking at signatures 
when they review records.

Handwritten signatures are defined as, “A mark or sign by an individual on a 
document to signify knowledge, approval, acceptance, or obligation.” Medi-
care has taken the position that if a signature is illegible, a signature log or at-
testation statement is needed. Logs may also be used to identify individuals 
who signed by initialing. Attestations and logs must be signed by the individ-
ual who created the original entry. If someone has left your practice without 
signing his or her records, those records—including any orders arising from 
those records—are considered invalid.

Electronic signatures must be password protected. The electronic record must 
track with an audit trail anyone who writes in the record. An electronic signa-
ture is not just a typed-in name. The signature must “freeze” the record, so no 
changes can be made, except by a separate addendum. Each signature must 
also include a date.
Other signature rules include:

• “Dictated but not read” is unacceptable.
• Signature stamps are unacceptable.
• Unsigned records are unacceptable.
• Unsigned orders are not recognized at all.
• No one may sign for anyone else.
• Sign as soon as possible.
• If signature is delayed, use attestation instead.

Marcella	Bucknam,	CPC,	CPC-H,	CPC-P,	CPC-I,	CCC,	COBGC,	CCS-P,	CCS
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No. 4: Excluded Providers,  
Credentialing, and PECOS
Providers who have been excluded from the Medicare program may 
not bill services, order services, or prescribe services for Medicare 
beneficiaries. If participating Medicare providers perform servic-
es referred or ordered by excluded providers, the services will not be 
paid. There are minor exceptions for emergencies.

Practices must screen all new providers and employees. Exclusions 
can be checked by referencing the Office of Inspector General’s 
(OIG’s) List of Excluded Individuals/Entities Search (http://exclusions.

oig.hhs.gov/search.aspx). The newest Medicare Advantage contracts 
specify annual screening of all providers and employees. You will 
also need to track any rejections because of referrals from excluded 
providers, and create a process for making sure referrals are not 
accepted from those individuals.

Practices also need to be aware of the Provider Enrollment and Chain 
Ownership System (PECOS) and make sure both referring and or-
dering providers are enrolled. The system manages, tracks, and val-
idates enrollment data, but is not always accurate. Providers not list-
ed may not prescribe or order tests or supplies for Medicare benefi-
ciaries. Providers are deactivated if they have no active claims pro-
cessed within one year. Deactivated providers are notified after de-
letion from the system, so infrequent Medicare billers should verify 
their status regularly.

No. 3: Medical Necessity
The Centers for Medicare & Medicaid Services (CMS) says medical 
necessity “is ‘complex medical judgment’ made after consideration 
of the severity of the signs and symptoms; medical probability of an 
adverse outcome for the patient; and the need and availability of di-
agnostic studies.”

The Comprehensive Error Rate Testing (CERT) program, Medi-
care administrative contractors (MACs) and carriers, commer-
cial insurers, RACs, and others make medical necessity determina-
tions. These entities are advised by CMS not to challenge the phy-
sician’s judgment; but, that judgment must be clearly documented 
in the record.

Medical documentation must “contain sufficient, accurate infor-
mation to: 1) support the diagnoses, 2) justify the treatment/pro-
cedures, 3) document the course of care, 4) identify treatment/di-
agnostic test results, and 5) promote continuity of care,” according 
to MLN Matters® SE1027 (www.cms.gov/MLNMattersArticles/downloads/

SE1027.pdf).

No. 2: Cloned Notes
The proliferation of electronic health records (EHRs) has led to new 
problems related to copied and templated documentation. The OIG 
calls these “cloned notes,” and identifies these as records where so 
much of the information is copied forward from visit to visit that the 
record is no longer unique to the specific service provided, or when 
all of the records created on a single date are so similar they are not 
specific to the patient.

Both government and commercial payers are refusing to pay for ser-
vices when documentation is copied or defaulted into every note or 
record for the same patient. Payers want documentation that unique-
ly reflects the care provided during the specific patient encounter. 
Note that when errors creep in due to copied records, there are not 
only payment issues, but also serious patient care issues.

Each patient and encounter should have unique documentation. The 
challenge for the practice is to develop processes that allow practitio-
ners to make use of the copying, templating, and defaulted informa-
tion for easier documentation without creating cloned notes. Some 
hospitals are dealing with the problem by banning the use of copy 
and paste functions.

No. 1: Alphabet Soup  
(RAC, MIP, MIC, ZPIC, CERT)
The number one concern for health care practices is the many gov-
ernment audit programs scrutinizing your practice. The affect on 
your practice is not just the cost of recoupment, but also the cost 
to your practice to review and respond to requests for information. 
Here are some of the main programs to be aware of:

RACs: These companies contract with Medicare to recoup money 
from inappropriately paid claims. They receive information from 
Medicare about paid claims, and then “data mine” for potential 
claims payment errors using computer programs. The contractors 
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are paid a percentage of the money they recover, and are 
highly motivated to find claims errors.

The cost and time associated with reviewing records 
and disputing payment “recoveries” can be significant, 
but the recoveries themselves are often small. Many 
practices feel that the cost of reviewing and appealing 
these small claims is too high; however, RACs can re-
port their findings to other investigating entities (in-
cluding the OIG), and a failure to appeal may be seen as 
an admission of error.

Medicaid Integrity Program (MIP): These are state 
programs that indentify and recover inappropriate 
Medicaid payments. They work with Medicaid integ-
rity contractors (MICs), which are federal programs 
that also look for inappropriate Medicaid payments. 
Like RACs, these programs use data mining to identi-
fy potentially incorrect payments.

Zone Program Integrity Contractors (ZPIC): ZPICs 
replaced the Medicare program safeguard contrac-
tors (PSCs) and Medicare drug integrity contractors 
(MEDICs). These programs were consolidated in a 
hope for increased efficiency in coordinating with 
MACs. They focus on reviewing claims paid to provid-

ers who submit more claims to Medicare than the ma-
jority of providers in the community. If fraud or abuse 
is detected, ZPICs report to the OIG.

CERT: CERT programs look for inappropriate pay-
ment by carriers and MACs. They calculate the Medi-
care fee-for-service error rates based on a review of re-
cords. The most frequent problem they identify is lack 
of documentation, including no response; however, 
their findings are also used to form OIG target issues 
lists and identify “error prone” providers.

All of these investigative organizations can give their 
findings to other contractors and agencies, and any 
identified problems can end up magnified when viewed 
from different perspectives. Best practice is to not ig-
nore these entities. They will not just go away.

These steps will not guarantee your practice never en-
counters errors or violations, but they will make it pos-
sible to detect internal problems early on and fix them 
before they escalate into more serious issues. 

Marcella Bucknam, CPC, CPC-H, CPC-P, CPC-I, CCC, COBGC, CCS-P, 
CCS, is the manager of compliance education for a large university practice 
group. She is the long-time consulting editor for General Surgery Coding Alert, 
and has presented at five AAPC National Conferences. 

Many practices feel that the cost of reviewing and appealing these 
small claims is too high; however, RACs can report their findings 
to other investigating entities (including the OIG), and a failure to 
appeal may be seen as an admission of error.

Quick Tips to Handle  
Compliance Concerns
Even the smallest of practices should establish a compliance pro-
gram. Use the rules for creating an effective compliance program 
as set out in the Federal Sentencing Guidelines Manual (www.ussc.
gov/guidelines/index.cfm) to make sure you have all of the required 
compliance program elements, including:

• Create a written compliance plan.

• Designate a compliance officer and compliance 
committee.

• Develop effective lines of communication.

• Conduct auditing and monitoring.

• Create written policies and procedures.

• Conduct appropriate training.

• Create a process for responding to violations.

• Enforce disciplinary actions through well-publicized 
guidelines.

• Conduct an annual risk assessment.



If you haven’t started preparing for ICD-10 implementation our two-day 
Boot Camp can get you on track. These are the last implementation 
training sessions before we transition to code set training in September 
and space will be severely limited. Our curriculum includes:

• Provider impact assessments
• Software and systems updates
• Budgeting and training considerations
• ICD-10 mapping
• Diff erences between ICD-9-CM and ICD-10-CM
• Importance of clinical documentation
• Performing documentation readiness assessments

2012  ICD-10 
IMPLEMENTATION BOOT CAMPS

REGISTER TODAY!
aapc.com/2012bootcamps

800-626-CODE (2633)

Only 37 Implementation Boot Camps left!

DATE LOCATION PRESENTER

Mar 1 Philadelphia, Pennsylvania Jacqueline J Stack, CPC, CPC-I, CEMC, CFPC, CIMC, CPEDC

Mar 1 Harrisburg, Pennsylvania Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC

Mar 1 Fort Wayne, Indiana Cynthia Stewart, CPC, CPC-H, CPMA, CPC-I

Mar 8 Manhattan, New York Yvonne D Dailey, CPC, CPC-I

Mar 8 Louisville, Kentucky Jacqueline J Stack, CPC, CPC-I, CEMC, CFPC, CIMC, CPEDC

Mar 8 Savannah, Georgia Peggy A Stilley, CPC, CPMA, CPC-I, COBGC

Mar 15 Kansas City, Missouri Brenda Edwards, CPC, CPMA, CPC-I, CEMC

Mar 15 Tampa Bay, Florida Betty Johnson, CPC, CPC-H, CPMA, CPC-I, CPCD

Mar 15 San Jose, California Corrie L Alvarez, CPC, CPC-I, CEDC

Mar 30 Las Vegas, Nevada Kimberly Reid, CPC, CPMA, CPC-I, CEMC

Apr 19 Knoxville, Tennessee Kathleen Michele Rowland, CPC, CPC-I, CEMC

Apr 19 Springfi eld, Massachusetts JoAnne M Sheehan, CPC

Apr 19 Charleston, West Virginia Donna L Stewart, CPC, CPC-H, CPC-P, CPC-I

Apr 19 Austin, Texas Peggy A Stilley, CPC, CPMA, CPC-I, COBGC

Apr 26 Phoenix, Arizona Brenda Edwards, CPC, CPMA, CPC-I, CEMC

Apr 26 Cedar Rapids, Iowa Peggy A Stilley, CPC, CPMA, CPC-I, COBGC

Apr 26 Sacramento, California Corrie L Alvarez, CPC, CPC-I, CEDC

Apr 26 Madison, Wisconsin Kerin Draak, CPC, CPC-I, CEMC, COBGC

Apr 26 Atlanta, Georgia Betty Johnson, CPC, CPC-H, CPMA, CPC-I, CPCD

MARCH & APRIL IMPLEMENTATION BOOT CAMPS

Implementation Boot Camps will continue only through August 2012.
For a complete list of all remaining boot camps visit www. aapc.com/2012bootcamps.
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Code	Spinal	Decompression	
with	Confidence

By	G.J.	Verhovshek,	MA,	CPC

Use	of	two	Category	III	
codes	depends	on	newly-
revised	CPT®	code	62287.

As of July 1, 2011 you have two added Category III codes from which to choose to de-
scribe decompression of the spine. The additions required the revision of an existing de-
compression code in CPT® 2012, also. Here are the facts to apply the new and revised 
codes correctly.

Select Decompression Codes  
by Location, Approach, Method
Spinal decompression procedures are performed to remove pressure from spinal nerves 
and to relieve pain caused by problems such as a herniated disc or sciatica. Surgical decom-
pression methods may be either percutaneous (though the skin) or incisional (a tradition-

al “open” approach).
Codes and coding guidelines to report incisional spinal decompression (e.g., 
63001-63103, or 22551-22552 with arthrodesis) have not changed for 2012. Prop-
er code selection depends on the location of the surgery (e.g., cervical, thoracic, 
etc.); approach (e.g., posterior extradural, transpedicular, anteriolateral, etc.); ex-
tent of the procedure (e.g., does it include facetectomy, foraminotomy, discecto-
my, etc.); and reason for the procedure (e.g., for decompression only, to remove 
abnormal facets, tumor removal, etc.). No special coding is necessary when an 
open procedure is performed with endoscopic assist.
Just as there are a variety of incisional decompression surgeries, so too are there 
several kinds of percutaneous procedures. Two codes—implemented July 1, 2011 
and first included in CPT® 2012—describe the most novel of these procedures:
0274T Percutaneous	laminotomy/laminectomy	(interlaminar	approach)	for	decom-

pression	of	neural	elements,	(with	or	without	ligamentous	resection,	discecto-
my,	facetectomy	and/or	foraminotomy),	any	method,	under	indirect	image	guid-
ance	(eg,	fluoroscopic,	CT),	with	or	without	the	use	of	an	endoscope,	single	or	
multiple	levels,	unilateral	or	bilateral;	cervical	or	thoracic

0275T   lumbar

Codes 0274T and 0275T describe image-guided minimally invasive lumbar de-
compression (IG-MLD), also referred to as the mild® procedure. The epidural 
space is filled with contrast medium under fluoroscopic guidance. The surgeon 
gains access to the affected area via a 6-gauge cannula (a hollow portal), and em-
ploys single-use tools to sculpt bone and tissue to relieve nerve pressure. Addition-
al contrast media may be added throughout the procedure to aid visualization of 
the decompression. The process is repeated on the opposite side for bilateral de-
compression of the central canal. This method does not require fixation/stabi- iS
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Proper code selection depends on the location 

of the surgery …; approach …; extent of the 

procedure …; and reason for the procedure.

lization devices or spacers, and can be conducted under a combination of local anesthetic 
and monitored anesthesia care (MAC), rather than general anesthesia. 
Code 0274T describes such a technique in either the cervical or thoracic regions of the 
spine, and 0275T applies to the lumbar spine.
Both 0274T and 0275T include all portions of the service, whether unilateral or bilateral 
and regardless of the number of levels addressed. Do not separately report image guidance, 
use of an endoscope, ligamentous resection, discectomy, facetectomy, or foraminotomy. 
For example, if the surgeon performs a mild® procedure bilaterally at (lumbar) levels L1, 
L2, and L3, you would report a single unit of 0275T. The procedure includes indirect im-
age guidance, as well as the bone and ligament results necessary to decompress the spinal 
nerve(s).

Needle-based Technique Differs
The addition of 0274T and 0275T required the revision of existing Category I CPT® code 
62287 Decompression procedure, percutaneous, of nucleus pulposus of intervertebral disc, any 
method, single or multiple levels, lumbar (eg, manual or automated percutaneous discectomy, 
percutaneous laser discectomy), which now specifically describes percutaneous decompres-
sion of the nucleus pulposus of intervertebral disc using a needle-based technique. Also 
called percutaneous discectomy, the procedure removes part of the nucleus pulposus (the 
gel center) from a ruptured disk to decrease pressure on a spinal nerve root and relieve pain.
Code 62287 applies to single or multiple levels, and includes fluoroscopic imaging or other 
indirect visualization; do not report such imaging (e.g., 77003, 77012, 72295) when per-
formed at the same level. Do not report percutaneous aspiration with the nucleus pulp-
osus (62267), discography injection (62290), or diagnostic/therapeutic lumbar injection 
(62311) in addition to 62287. The procedure also includes endoscopic approach (do not re-
port endoscopic assist separately).
For example, the surgeon places a needle into the affected disc (L2/L3 interspace) under 
fluoroscopic imaging. Endoscopic instruments are introduced to the center of the disc, 
and a series of channels are created to remove tissue from the nucleus. Proper reporting is 
one unit of 62287.
Note that 62287 applies to the lumbar region only. If performed in another region of the 
spine (cervical, thoracic), percutaneous discectomy would be reported using an unlisted 
procedure code (e.g., 64999 Unlisted procedure, nervous system). 

G.J. Verhovshek, MA, CPC, is managing editor at AAPC.
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Redefine	Code	Relationships	for	
Orthopaedic	Surgery	in	2012
CPT®	introduces	new	arthroscopy	codes,	and	changes	usage	
guidelines	for	those	frequently	used.

Changes in CPT® 2012 for orthopaedic surgery coding redefine the re-
lationships between frequently reported arthroscopy codes and bring 
two new codes for treatment of Dupuytren’s contracture.

Arthroscopy
Code +29826 Arthroscopy, shoulder, surgical; decompression of subacromi-
al space with partial acromioplasty, with coracoacromial ligament (ie, arch) 
release, when performed (List separately in addition to code for the primary 
procedure) has become an add-on code for 2012.
The procedure involves “exposing the subacromial space, bursectomy, 
debridement, detaching the coracoacromial ligament and removing 
the undersurface of the acromion,” according to the May 2001 CPT® 
Assistant. The article also states, “The partial acromioplasty, arch de-

compression, excision of bursal tissue and release of the coracoacromi-
al ligament would not be reported separately, as these are considered to 
be inclusive components of code 29826.” This does not appear to have 
changed.
As an add-on, 29826 must now be reported with a primary surgical 
shoulder arthroscopy (29806-29825, 29827, or 29828). The American 
Medical Association (AMA) says that arthroscopic subacromial decom-
pression/acromioplasty is performed with other arthroscopic shoul-
der procedures 95 percent of the time, and has not yet provided guid-
ance for coding arthroscopic subacromial decompression/acromioplas-
ty as the sole arthroscopic shoulder procedure performed during a sur-
gical session.
Another arthroscopic code “relationship change” is the inclusion of 
29877 Arthroscopy, knee, surgical; debridement/shaving of articular carti-
lage (chondroplasty) in codes 29880 Arthroscopy, knee, surgical; with men-
iscectomy (medial AND lateral, including any meniscal shaving) including 
debridement/shaving of articular cartilage (chondroplasty), same or sepa-
rate compartment(s), when performed and 29881 Arthroscopy, knee, sur-
gical; with meniscectomy (medial OR lateral, including any meniscal shav-
ing) including debridement/shaving of articular cartilage (chondroplasty), 
same or separate compartment(s), when performed.
According to the new descriptors for 29880 and 29881, it does not mat-
ter whether the chondroplasties are performed in the same compart-
ment as the meniscectomies; meniscectomy will now include any chon-
droplasty performed in the knee.
For example, if a surgeon performs an arthroscopic chondroplasty of 
the patella along with arthroscopic medial meniscectomy, only 29881 
would be reported in 2012. In 2011, for payers that bundle according 
to AMA/CPT® guidelines and not National Correct Coding Initiative 
(NCCI) edits, both 29881 and 29877-59 Distinct procedural service had 
to be reported because the two procedures were performed in separate 
compartments.
When arthroscopic chondroplasty is performed in the absence of men-
iscectomy, you may still report 29877 (provided it does not bundle with 
any other code).

New Choices for Dupuytren’s Contracture
There are two new codes for the treatment of Dupuytren’s contracture 
by injection of enzyme, followed by manipulation of the palmar fascial 
cord at a subsequent encounter. This is a thickening and contracting of 
the palmar fascia, which restricts movement of the fingers. The condi-

By	Denis	Rodriguez,	CPC,	CCS

Dr.	Steven	Fruitsmaak	performing	shoulder	arthroscopy	(public	domain).

Expert
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tion often presents as nodules in the palm and can progress to a cord-like 
thickening extending to the fingers.
Code 20527 Injection, enzyme (eg, collagenase), palmar fascial cord (ie, 
Dupuytren’s contracture) has been established for the initial injection 
procedure. HCPCS Level II code J0775 Injection, collagenase, clostrid-
ium histolyticum, 0.01 mg may be reported in addition when the billing 
provider supplies the Xiaflex® (collagenase).
The subsequent manipulation procedure is coded to 26341 Manipula-
tion, palmar fascial cord (ie, Dupuytren’s cord), post enzyme injection (eg, 
collagenase), single cord.
Code descriptors’ language implies that these codes are reported once 
per palmar fascial cord treated. A parenthetical note instructs you not 
to report separately fabrication/application of any custom orthosis. To 
report 26341, 20527 must have been performed on the same hand on a 
prior date of service. 

During a typical treatment, the physician would inject Xiaflex® into the 
thickened, contracted fascial cord in three separate locations. Needle 
placement may be confirmed by assessing neural function and tendon 
flexion. This would be reported with CPT® code 20527 and HCPCS 
Level II code J0775.
The next day, the patient returns. The wrist is held in flexion while trac-
tion is placed across the injected cord until the cord is felt to rupture and 
the involved digit is fully extended. The traction may be repeated sever-
al times until cord rupture is confirmed. This portion of the procedure 
would be reported with 26341. 

Denis Rodriguez, CPC, CCS, is senior ambulatory surgery center (ASC) coder 
and compliance auditor for The Coding Network, LLC. He has more than 20 years 
experience in the medical field, the last nine of which have been spent exclusively 
in ASC coding, auditing, and education.

As an add-on, 29826 must now be reported 

with a primary surgical shoulder arthroscopy 

(29806-29825, 29827, or 29828).
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Grasp	New	Coding	Details	of	
Skin	Replacement	Surgery

Terri	Brame,	MBA,	CPC,	CGSC,	CPC-H,	CPC-I,	CHC

For 2012, the American Medical Association (AMA) has replaced CPT® 
codes to describe skin replacement surgery, revised section guidelines re-
lated to those codes, and added a code for bioprosthetic soft tissue rein-
forcement. To ensure accurate coding of these procedures, you’ll want 
to learn the details of these changes and how they will affect coding in 
the coming year.

Topical Skin Replacement  
vs. Soft Tissue Reinforcement
Per revised skin replacement surgery guidelines, CPT® now specifies 
codes in this section (15002-+15278) be reported for topical application 
of a skin graft. That is, 15002-+15278 do not include use of skin replace-
ment materials as soft tissue reinforcement.
To report skin replacement materials used for soft tissue reinforcement, 
CPT® 2012 includes a new add-on code, +15777 Implantation of biolog-
ic implant (eg, acellular dermal matrix) for soft tissue reinforcement (eg, 
breast, trunk) (List separately in addition to code for primary procedure). 
This code may be reported when a surgeon uses a bioprosthetic—that is, 
acellular dermal matrix, such as AlloDerm®—to reinforce the fascia dur-
ing breast reconstruction or a large abdominal repair; however, multiple 
parenthetical instructions direct the coder to use other codes, as appro-
priate. Table 1 delineates some of the many procedures that may include 
use of bioprosthetic material and how to report their use. 
Presenters from both the AMA and the Centers for Medicare & Medic-
aid Services (CMS) at the 2011 AMA Symposium stated bioprosthetic 
material used for pericardial or meningeal patches should not be report-
ed separately. CMS also recommended that if 15777 is reported for use 
other than in the breast or trunk, supporting literature should be sub-
mitted prior to payment.

Skin Replacement  
Surgery Guideline Revisions
Section guidelines also include new instruction that treatment of the 
wrist and ankle are considered part of the arm and leg, respectively (not 

Professional

From	preparation	to	closure,	
learn	what’s	new	for	CPT®	skin	
replacement	codes	in	2012.
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of the hand and foot), and should be reported with general body area 
codes (e.g., 15002-+15003), rather than the detailed body area codes 
(e.g., 15004-+15005). 
The guidelines were further revised to explain wound measurement 
by anatomical site: All wounds with a similar procedure that group 
to the same anatomic areas (general or detailed) should be summed, 
and then reported.
For example, if a patient has a wound on each hand, 25 sq cm each, 
totaling 50 sq cm, and the surgeon performs surgical preparation 
of both wounds in the same surgical setting, report a single unit of 
15004 Surgical preparation or creation of recipient site by excision of 
open wounds, burn eschar, or scar (including subcutaneous tissues), or 
incisional release of scar contracture, face, scalp, eyelids, mouth, neck, 
ears, orbits, genitalia, hands, feet and/or multiple digits; first 100 sq cm 
or 1% of body area of infants and children. If, however, one burn is on 
the arm and the other is on the hand, report 15002 Surgical prepara-
tion or creation of recipient site by excision of open wounds, burn eschar, 
or scar (including subcutaneous tissues), or incisional release of scar con-
tracture, trunk, arms, legs; first 100 sq cm or 1% of body area of infants 
and children and 15004.
For autografts, remember always to measure the recipient site, not 
the donor site.
Symposium presenters stressed a skin graft must include fixation of 
the surgeon’s choice, including glue, suture, adhesive strips, or adept 
dressings over graft. If the surgeon’s choice of fixation is adept dress-
ings over the graft, ensure the documentation is clear that the dress-

ing is more than just a typical wound 
dressing. Without fixation, the graft ma-
terial is considered a wound dressing. 

Surgical Preparation
Surgical preparation is the final process 
when preparing a clean wound bed prior 
to primary or tertiary (delayed primary) 
closure. Skin preparation may precede 
skin grafting, adjacent tissue transfer, 
flaps, other grafts, and negative wound 
pressure therapy. If a wound will be left 
to close by secondary intention, without 
active intervention, surgical preparation 
codes are not reported. When a wound 
requires serial debridement, report active 

wound management (97597-97598) or debridement (11042-11047). 
Surgical preparation may be reported only once per wound. If the 
wound is prepared, but not grafted (for instance, grafting won’t oc-
cur until the next day due to patient decompensation), minimal 
preparation of the wound bed is included in the graft code, as is the 
case for removing a previous graft. In the rare instance that a wound 
is prepared but the graft is not placed that day, the wound becomes 
non-viable and serial treatments are again required, surgical prepa-
ration may again be reported.

Tissue Cultured Skin Autografts
The revisions made to the tissue cultured skin autograft series 
(15150-15157) for 2012 are editorial changes, replacing “epidermal” 
with “skin” in each code description. See Table 2 on the next page  
for a refresher on graft terminology.

Skin Substitute Grafts
The AMA has deleted the “product-based” allograft and xenograft 
codes (see Table 3) and replaced them with a series of new codes 
based on the physician effort involved in placing the grafts. 

Table 3: Deleted Skin Graft Codes (Product-based Codes)

15170-15176 15300, 15301 15400, 15401

15320, 15321 15330, 15331 15420, 15421

15335, 15336 15340, 15341 15430, 15431

15360, 15361 15365, 15366

The AMA has deleted the “product-based” allograft 
and xenograft codes … and replaced them with a 
series of new codes based on the physician effort 
involved in placing the grafts. 

Table 1: Bioprosthetic Material Use by CPT® Code

Procedure with which bioprosthetic material is placed CPT® Code

Topical application of skin substitute graft 15271-15278

Fascial reinforcement during breast reconstruction 15777

Hernia repair 49568

Closure of necrotizing soft tissue infection (NSTI) wound 49568

Fascial reinforcement during other abdominal wound closure 15777

Repair of anorectal fistula with plug 46707

Repair of pelvic floor defect 57267

Pericardial patch Included in primary procedure code

Mengingeal patch Included in primary procedure code
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The new CPT® code series for skin substitute grafts is:
15271 Application	of	skin	substitute	graft	to	trunk,	arms,	legs,	to-

tal	wound	surface	area	up	to	100	sq	cm;	first	25	sq	cm	or	less	
wound	surface	area

+15272  each	additional	25	sq	cm	wound	surface	area,	or	part	thereof	
(List	separately	in	addition	to	code	for	primary	procedure)

15273 Application	of	skin	substitute	graft	to	trunk,	arms,	legs,	total	wound	
surface	area	greater	than	or	equal	to	100	sq	cm;	first	100	sq	cm	
wound	surface	area,	or	1%	of	body	area	of	infants	and	children

+15274   each	additional	100	sq	cm	wound	surface	area,	or	part	there-
of,	or	each	additional	1%	of	body	area	of	infants	and	children,	
or	part	thereof	(List	separately	in	addition	to	code	for	primary	
procedure)

15275 Application	of	skin	substitute	graft	to	face,	scalp,	eyelids,	mouth,	
neck,	ears,	orbits,	genitalia,	hands,	feet,	and/or	multiple	digits,	
total	wound	surface	area	up	to	100	sq	cm;	first	25	sq	cm	or	less	
wound	surface	area

+15276   each	additional	25	sq	cm	wound	surface	area,	or	part	thereof	
(List	separately	in	addition	to	code	for	primary	procedure)

15277 Application	of	skin	substitute	graft	to	face,	scalp,	eyelids,	mouth,	
neck,	ears,	orbits,	genitalia,	hands,	feet,	and/or	multiple	digits,	
total	wound	surface	area	greater	than	or	equal	to	100	sq	cm;	first	
100	sq	cm	wound	surface	area,	or	1%	of	body	area	of	infants	and	
children

+15278   each	additional	100	sq	cm	wound	surface	area,	or	part	there-
of,	or	each	additional	1%	of	body	area	of	infants	and	children,	
or	part	thereof	(List	separately	in	addition	to	code	for	primary	
procedure)	

The new codes are delineated by anatomic site (general and detailed 
body areas) and size (wounds with total surface area less than 100 sq 
cm, and those with total surface area equal to or greater than 100 sq 

cm). Coding these grafts by size is a novel concept in CPT®. 
Three steps are required to code skin substitute grafts:
1. Anatomic grouping: As with other skin replacement surgery 

codes, wounds are grouped by general and detailed body ar-
eas. Combine all wounds by anatomic grouping. 

2. Total wound surface area: Determine whether the wound, 
or combined wounds, total surface area is less than 100 sq cm 
or equal to or greater than 100 sq cm. There are separate codes 
based on total surface area because the work involved treating 
small and large wounds is different. For example, wounds less 
than 100 sq cm total surface area may be treated in the office, 
while larger wounds are usually treated in a hospital OR set-
ting and require more intense post-operative care. This coding 
structure allows for more accurate relative value unit (RVU) 
valuation.

3. Specific wound/wound grouping total surface area: The 
total surface area of the wound is again considered to report 
the correct parent code and any add-on codes. 

For example, consider a burn wound on a patient’s back due to a hot 
water scald. The burn total surface area is 10 x 15 cm, or 150 sq cm. 
1. Because the back is part of the trunk, consider 15271–+15274.
2. The total wound surface area is 150 sq cm, so you would use 

15273 and +15274, which apply to wounds greater than or 
equal to 100 sq cm total surface area.

3. The parent code, 15273, is reported for the first 100 sq cm. 
Add-on code 15274 is reported x 1 for the remaining 50 sq cm. 

Do NOT report 15271–+15278 when a skin substitute is used for 
anything other than skin replacement (e.g., for fascial reinforcement 
during breast reconstruction). Nor should you use these codes to re-
port wound closure with non-graft wound dressings (e.g., gel, oint-
ment, foam, liquid) or injected skin substitutes. 

Table 2: Graft Terminology

Autograft: Graft from the same person

Allograft/Homograft: Graft from another member of the same species 
(often cadaveric)

Isograft: Graft from another member of the same species who is 
genetically identical to the patient (identical twin)

Xenograft/Heterograft: Graft from another species (often porcine or 
bovine)
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Table 4: Skin Substitute Grafts Coding by Site and Size

Trunk, arms, legs Face, scalp, neck, ears, 
genitalia, hands, feet, digits 

Total wound surface area by anatomical grouping less than 100 cm2 

1-25 cm2 15271 15275 

26-50 cm2 +15272 x 1 +15276 x 1 

51-75 cm2 +15272 x 2 +15276 x 2 

76-99 cm2 +15272 x 3 +15276 x 3 

Total wound surface area by anatomical grouping greater than or 
equal to 100 cm2 

100 cm2 15273 15277 

101-200 cm2 +15274 x 1 +15278 x 1 

201-300 cm2 +15274 x 2 +15278 x 2 

301-400 cm2 +15274 x 3 +15278 x 3 

Symposium presenters stressed 
that a skin graft must include 
fixation of the surgeon’s choice, 
including glue, suture, adhesive 
strips, or adept dressings over 
graft. … Without fixation, the 
graft material is considered a 
wound dressing.

Regarding these changes, be sure to educate physicians on proper use of 15777 and up-
date encounter forms to reflect the new code series. As always, carefully read and ob-
serve all section guidelines and parenthetical instructions. 

Terri Brame, MBA, CHC, CPC, CGSC, CPC-H, CPC-I, is the physician compliance officer for the Univer-
sity of Arkansas for Medical Sciences. She is a former AAPC local chapter president and has had the oppor-
tunity to speak at two AAPC national conferences.
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From	Observation	to	Inpatient	Status:	
Code	the	Transition
Be	sure	to	include	the	required	documentation	to	support	the	new	level	of	service.

Medicare observation services have been around since 
ambulatory payment classifications (APCs) came 
into existence. They provide a means to compensate 

hospitals and professional fee providers for outpatient servic-
es when there is uncertainty whether a patient should be ad-
mitted or sent home.
In the “olden days” (prior to the existence of Medicare ob-
servation services), the emergency department (ED) and ED 
physicians were able to bill only the initial day of service. A 
patient’s family physician (if he or she cared for the patient) 
could bill only one service per day for outpatient care.
Observation care allows the provider to assess a patient’s ill-
ness without the implications associated with inpatient ad-
mission. Hospitals are paid on APCs 609 and 613-616, while 
the professional provider who places a patient in observation 
status is paid on CPT® codes 99217, 99218-99220, 99224-
99226, and/or 99234-99236. Providers who consult with a 
Medicare patient in observation may bill using office or out-
patient codes 99201-99205 (new patient) or 99212-99215 
(established patient). 

Review Updated Guidance
Transmittal 1875CP, effective Jan. 1, 2010 (www.cms.gov/
transmittals/downloads/R1875CP.pdf) revised the Medi-
care Physician Fee Schedule (MPFS) such that when a patient 
is in observation status for greater than one calendar day, or 
receives subsequent day observation services, and is then ad-
mitted or changed to inpatient status, the physician must bill 
an initial hospital visit for the services provided on that date. 
The physician may not bill the observation discharge man-
agement care code 99217 Observation care discharge day man-
agement (or any other outpatient code) for this day of service.

Documentation Must  
Justify the New Status
It makes sense that when a patient goes from hospital obser-
vation status (place of service (POS) 22) to hospital inpatient 
status (POS 21), there needs to be additional documentation. 
Yet, in my work as a consultant, I have reviewed many profes-
sional provider services for both office-based providers and 
hospital-based providers and rarely, if ever, have I seen an ini-
tial hospital inpatient service billed following initial observa-
tion care for greater than one day. 

The amount of work or documentation required by the pro-
fessional provider to bill for these services depends on the lev-
el of service (e.g., 99221, 99222, or 99223) surrounding the 
inpatient admission. Some data from the initial observation 
service (such as review of symptoms (ROS) and past, fami-
ly, and social history (PFSH)) may be used for the new ini-
tial hospital service; but the chief complaint, history of pres-
ent illness (HPI), physician exam (PE), and medical decision 
making (MDM) must be newly documented by the profes-
sional provider performing the service.
The professional provider must document the circumstanc-
es surrounding the change from observation to inpatient sta-
tus. The chief complaint might be the same or similar, but 
the HPI will clearly document what circumstances occurred 
during the workup that caused the patient’s status to change 
(i.e., location, quality, severity, duration, timing, content, 
moderating factors, associated signs and symptoms). A new 
PE must be performed that is detailed or comprehensive, and 
straightforward, moderate, or high complexity MDM also 
must be documented.
Hospitals should develop an admission “short-form” for the 
professional provider to use for this purpose. (See “Admission 
Short Form: Observation to Inpatient Status” on page 34 for 
an example form.). Whether it is paper or EHR format, it 
should contain the ROS and PFSH from the initial observa-
tion service so the provider can simply add the required doc-
umentation to support the new level of service. 
The new Centers for Medicare & Medicaid Services’ (CMS’) 
“three-day rule,” effective Jan. 1, 2012, which bundles hospi-
tal owned/employed physicians diagnostic and non-diagnos-
tic services into an admission occurring within three days of 
the service, will not have any effect on the observation to in-
patient transition service. As an evaluation and management 
(E/M) service, the admission is not considered a diagnostic 
service, and always is paid under fee schedule rules as a facil-
ity service. For more information on the three-day rule, read 
Barbara J. Cobuzzi’s, MBA, CPC, CPC-H, CPC-P, CPC-
I, CHCC, CENTC, article “‘Three-day Window’ Extends 
to Non-diagnostic Services” in this issue of Coding Edge. 

Jules Enatsky, RT, BSN, CPC-H, is senior consultant with JA Thomas 
& Associates. He has more than 30 years of combined radiology tech-
nology, acute care nursing, and consulting experience for Part B hospi-
tals and physicians.

By	Jules	Enatsky,	RT,	BSN,	CPC-H

Facility
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Admission Short Form: Observation to Inpatient Status
1/3/2012

0700

HPI
Patient was admitted to observation 1/2/12 @ 1600 with complaint of chest discomfort associated with nausea, 
vomiting, and diaphoresis, which started after breakfast. Patient symptoms not relieved with OTC treatment. Pa-
tient experienced similar symptoms in the distant past. Family history shows paternal grandfather died of sudden 
cardiac episode due to CAD. Patient was worked up in the ED, per chest pain protocol, and admitted to observation 
for conclusive status determination. ECG upon admission and serial ECGs showed no initial ST elevation or QRS 
elongation; but ST elevation occurred at 0400 on monitored ECG and, when patient also complained of additional 
chest discomfort, it was relieved with NTG SL. Serial cardiac enzyme blood workup remains negative.

ROS,	PFSHx,	Medications	
Reviewed from observation admission and are unchanged per family.

PE
BP: 152/94, 88, 22, 99.0, 6’2”, 185#, BMI: 32.8 per nursing records

Eyes: No strabismus, sclera clear

ENT: WNL

Neck: No JVD, no carotid bruit bilaterally, no nodes detected

Lungs: Clear to auscultation A&P, no rales, no rhonchi, no wheezes

Heart: RiRR, PMI non-displaced, no rubs, no gallops, no murmur, UE pulses 5/5

Abd: Soft, non tender, obese, no masses, + pulsatile bruit auscultated

GU: Declined

MS: Slight pedal edema bilaterally, no pitting, no deformities, warm to touch, positive femoral, popliteal, pedal 
pulses

Skin: Warm and dry

Neuro: Non-focal

Psych: A&O x 3

Assessment
1. STEMI

2. R/O CAD

3. Elevated BP, R/O HTN

4. Obesity

Plan
Admit to telemetry.

Continue serial cardiac blood workup.

Persantine stress test.

Cardiac catheterization, if stress test is positive.

EXAMPLE
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Successfully	Bill	a	Preventive	
Service	with	a	Sick	Visit
Documentation	is	the	key	to	avoiding	billing	issues.

There are two types of office encounters: preventive and prob-
lem-oriented. Billing either type of visit alone is relatively 
straightforward, but when billing both visit types during the 

same encounter, documentation and billing issues can occur. We’ll 
focus on the Centers for Medicare & Medicaid Services (CMS) and 
CPT® rules that govern this unique billing situation. 

Distinguish Preventive Services
Preventive medicine evaluation and management (E/M) visits, or 
annual exams, are comprehensive exams for the sole purpose of pre-
ventive care (i.e., to promote wellness and disease prevention). These 
services are represented by CPT® 99381-99397. The codes are age-
based, and distinguish between new and established patients:

99381 Initial	comprehensive	preventive	medicine	evaluation	and	man-
agement	of	an	individual	including	an	age	and	gender	appropriate	
history,	examination,	counseling/anticipatory	guidance/risk	factor	
reduction	interventions,	and	the	ordering	of	laboratory/diagnostic	
procedures,	new	patient;	infant	(age	younger	than	1	year)

99382  early	childhood	(age	1	through	4	years)

99383  late	childhood	(age	5	through	11	years)

99384  adolescent	(age	12	through	17	years)

99385  18-39	years

99386  40-64	years

99387  65	years	and	older

99391 Periodic	 comprehensive	 preventive	 medicine	 reevaluation	 and	
management	of	an	individual	including	an	age	and	gender	appro-
priate	history,	examination,	counseling/anticipatory	guidance/risk	
factor	reduction	interventions,	and	the	ordering	of	laboratory/diag-
nostic	procedures,	established	patient;	infant	(age	younger	than	1	
year)

99392  early	childhood	(age	1	through	4	years)

99393  late	childhood	(age	5	through	11	years)

99394  adolescent	(age	12	through	17	years)

99395  18-39	years

99396  40-64	years

99397  65	years	and	older

Do not confuse the term “comprehensive,” used in the context of de-
fining a preventive service, with the definition of “comprehensive” 
as used in the 1995 or 1997 Documentation Guidelines for Evalua-
tion and Management Services. CPT® stresses, “The ‘comprehensive’ 
nature of Preventive Medicine Services codes 99381-99397 reflects 
an age and gender appropriate history/exam and is not synonymous 
with the ‘comprehensive’ examination required in Evaluation and 
Management codes 99201-99215.” The extent of examination and 
anticipatory guidance associated with a preventive service is based 
upon the provider’s judgment. 

By	Kerin	Draak,	MS,	RN,	WHNP-BC,	CPC,	CEMC,	COBGC
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continued	on	page	50

Medical Necessity Should  
Determine Services and Coding

During a preventive exam, patients often say, “Oh, by the way …,” 
which will prompt an additional, problem-oriented service. Sev-
eral variables influence how you report a combination preventive/
problem-oriented encounter. Billing largely depends on the payer, 
and sometimes on contractual agreements, as well as provider doc-
umentation. 

The key is to document what you medically need to do and bill for 
what you document. In fact, this statement is my personal motto: 
Document what you do and bill for what you document.

CPT® instructs, “If an abnormality is encountered or a preexist-
ing problem is addressed in the process of performing this preven-
tive medicine evaluation and management service, and if the prob-
lem or abnormality is significant enough to require additional work 
to perform the key components of a problem-oriented E/M service, 
then the appropriate Office/Outpatient code 99201-99215 should 
also be reported.” 

There will likely be ‘work’ done for the problem-oriented service that 
would have been performed during the course of a routine preven-
tive service. In other words, there will be an overlap of work. If any 
portion of the history or exam was performed to satisfy the preven-
tive service, that same portion of work should not be used to calcu-
late the additional level of E/M service. When selecting the addition-
al E/M level of service, only the work that was performed “above and 
beyond” what would have been performed during the preventive ser-
vice should be used to calculate the additional E/M level. 

Documentation needs to support billing both services. The provider 
may elect to create two separate notes to support the two separate ser-
vices. This may be the best practice, but it also creates more work for 
a provider. If the provider creates one document for both services, he 
or she must clearly delineate the problem-oriented history, exam, and 
decision making from those of the preventive service. For example:

• The key elements supporting the additional E/M service must 
be apparent to an outside reader. 

• A separate history of present illness (HPI) paragraph 
describing the chronic/acute condition supports additional 
work needed in the history (there shouldn’t be an HPI in a 
preventive service). 

• The provider should clearly list in the assessment the acute/
chronic conditions that are being managed at the time of 
the encounter. If there is a portion of the exam that is not 
routinely performed at the time of a preventive service, the 
provider should clearly identify those exam pieces (e.g., “A 
thorough MS and neuro exam of the left hip performed as it 
relates to the HPI”).

Consider Your Payer when Billing
When billing a commercial payer, a preventive service and addition-
al problem-oriented E/M service are billed on the same claim form 
and at the full fee schedule. Some clinics may elect to reduce the fee 
for the additional E/M service when performed at an annual exam 
as a customer service benefit.

When billing Medicare, the additional E/M service must be “carved 
out” from the preventive service. That is, any part of the history, 
physical exam, or plan portion of the annual exam performed to ad-
dress a chronic or new issue can be separated from the non-covered 
preventive exam. This carved out portion of the service may be sub-
mitted to Medicare for coverage. In this case, the overlap of work can 
be used to calculate the additional level of service. Only those ele-
ments in the history, exam, and plan that directly address the chron-
ic illness or new problem may be used to determine the appropriate 
level of E/M.

Whether you are billing to a commercial payer or to Medicare, you 
must append modifier 25 Significant, separately identifiable evalua-
tion and management service by the same physician on the same day of 
the procedure or other service to the additional E/M code. Modifier 25 

If the provider creates one document for both 
services, he or she must clearly delineate the 
problem-oriented history, exam, and decision 
making from those of the preventive service.
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By	Barbara	J.	Cobuzzi,	MBA,	CPC,	CPC-H,	CPC-P,	CPC-I,	CHCC,	CENTC

“Three-day	Window”	Extends	
to	Non-diagnostic	Services

CMS	introduces	a	new	
modifier	for	hospital-
owned	physician	practices.	
Effective July 1, 2012, Medicare will pay the facility rate (rather 
than the usually greater office or non-facility rate) for physicians’ 
services clinically related to an inpatient admission, occurring with-
in 72 hours of the admission, and furnished by a physician practice 
wholly-owned or wholly-operated by a hospital. When a service is 
comprised of both technical and professional components (TC and 
PC), Medicare will pay only the PC under the same circumstances. 
The payment window applies whether the inpatient and outpatient 
diagnosis codes are the same. This three-day payment window al-
ready applies to diagnostic services, but will soon apply to non-di-
agnostic services, as well. 

The Centers for Medicare & Medicaid Services (CMS) announced 
the expansion of the three-day payment window in the Nov. 28, 
2011 Federal Register (www.gpo.gov/fdsys/pkg/FR-2011-11-28/
pdf/2011-28597.pdf). Per CMS, “The 3-day payment window ap-
plies to all diagnostic and related non-diagnostic services provid-
ed within the window, including drug therapies and imaging ser-
vices, assuming those services are related to the inpatient admis-
sion.” Also included in the rule is “any service that a wholly owned 
or wholly operated physician practice would bill separately from 
the global surgical package, such as a separate initial evaluation of 
a problem by the surgeon to determine the need for surgery or sep-
arate diagnostic tests ...”

For example, a Medicare patient visits an orthopedist (whose prac-
tice is controlled by the hospital system) after a fall, due to pain in 
the upper leg and hip. She is barely ambulatory and arrives at the of-
fice with the assistance of her son. After performing and document-
ing a history, exam, and medical decision making (MDM) that 
meet the requirements of a level III, new patient visit (99203 Office 
or other outpatient visit 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), the 

iStockphoto©Jennifer	McCormick
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orthopedist orders an X-ray (e.g., 73510 Radiologic examination, hip, 
unilateral; complete, minimum of 2 views), which is performed in the 
office. After reviewing the X-ray, the physician sees that the patient 
has a small hip fracture and will need to be admitted for arthroplasty.

Because the patient is admitted within 72 hours of the visit, the eval-
uation and management (E/M) service (99203) will be paid at the 
facility rate (2.2 relative value units (RVUs), versus 3.09 RVUs in a 
non-facility setting, or a difference of approximately $31), and only 
the PC of the X-ray will be paid (.09 RVUs, versus .93 RVUs for the 
global procedure, or a difference of approximately $29).

The three-day payment window may also apply in the case of compli-
cations following an office visit or office procedure. For instance, a 
pain management physician whose practice is owned by the hospital 
system gives a joint injection in the office. Two days later, the patient 
arrives in the emergency room (ER) with numbness and some paral-
ysis in the limb, and the patient is admitted. The injection and any 
related E/M that may have performed two days earlier will be paid 
at the facility RVU rate rather than at the office (non-facility) rate.

Identify Services Provided  
within the Window with Modifier PD

CMS has introduced the new HCPCS Level II modifier PD Di-
agnostic or related non-diagnostic item or service provided in a wholly 
owned or wholly operated entity to a patient who is admitted as an inpa-
tient within 3 days, or 1 day to identify claims for related services pro-
vided within 72 hours of an inpatient admission. 

The introduction of modifier PD and the expansion of the three-day 
payment window to non-diagnostic services adds an administrative 
layer of complexity to medical billing and coding for both the hos-
pital and the practices it owns and/or controls. Specifically, claims 

provided by any physician practice owned or controlled by a hospi-
tal will have to be held for at least three days prior to submission: The 
practice does not want to submit a claim without modifier PD only 
to find out later the patient was admitted within 72 hours of receiv-
ing the service. 

Per CMS’ instruction, it is not up to the physician practice to deter-
mine when to apply modifier PD; rather “the hospital will be respon-
sible for notifying the practice of related inpatient admissions for a 
patient who received services in a wholly owned or wholly operat-
ed physician practice within the 3-day (or, when appropriate, 1-day) 
payment window prior to the inpatient stay.”

Initially, CMS was to begin enforcing the use of modifier PD on Jan. 
1, 2012. Because processes and workflow changes will be needed to 
effectively implement proper and accurate use of modifier PD, CMS 
has delayed the required implementation until July 1, 2012; however, 
modifier PD is available for use as of Jan. 1, and CMS recommends 
that practices “should begin to append the modifier to claims sub-
ject to the 3-day payment window at that time.”

Exceptions to the Three-day Rule
The three-day payment window for non-diagnostic services does not 
apply to either rural health care (RHC) or federally qualified health 
care centers (FQHC), unless they are owned and/or controlled by a 
hospital.
If non-diagnostic services are not clinically related to an inpatient 
admission within 72 hours, the hospital or wholly-owned or wholly-
operated physician practice should document the reason those ser-
vices are not clinically related in the beneficiary’s medical record. In 
such a case, the practice would receive the full non-facility payment 
for the provided services. However, the payment may have to be ap-
pealed to demonstrate to CMS that the admission was not related.
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Apply the Rules

If your practice is wholly-owned or -con-
trolled by a hospital, the following applies:

• Claims will need to be held for three 
days to determine if any patients 
receiving services were admitted to 
the hospital for a “clinically related 
service” during that time (the 
diagnosis does not have to be the 
same for the physician service and the 
admitting diagnosis).

• For any patients where the above 
condition applies, the practice must 
apply modifier PD for all services by 
July 1, 2012. The modifier is available 
as of Jan. 1, 2012.

• It is the responsibility of the hospital 
to notify the practice of all patients 
admitted within 72 hours of a 
physician service, and the reason for 
the admission.

• Reimbursement for these services 
will be paid at the PC if the 
procedure is split into the two parts: 
PC and TC. Otherwise, these 
services will be paid at the facility 
rate, not the non-facility (office) 
rate, even though the place of service 
(POS) was the office (POS 11).

• If you are in a wholly-owned RHC or 
FQHC, no changes are taking place.

The timing of this new rule and subsequent 
payment reduction to physician practices is 
interesting. Many physician practices that 
never would have thought of selling out to a 
hospital in the past are rethinking this strat-
egy in response to the government push 
for accountable care organizations (ACOs). 
The downside to such an arrangement, un-
fortunately, includes greater restrictions and 
reduced payments. 

Barbara J. Cobuzzi, MBA, CPC, CENTC, 
CPC-H, CPC-P, CPC-I, CHCC, is president of 
CRN Healthcare Solutions and senior coder 
and auditor for The Coding Network. She is 
consulting editor for Otolaryngology Coding 
Alert and has spoken, taught, and consulted 
widely on coding, reimbursement, compli-

ance, and health care-related topics nationally. 

… CMS has delayed the required  
implementation until July 1, 2012;  
however, modifier PD is available for use 
as of Jan. 1, and CMS recommends that 
practices “should begin to append the 
modifier to claims subject to the 3-day 
payment window at that time.”
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By	I.A.	Barot,	MD

Improve	Care	and	Reduce	
Costs	for	Sleep	Apnea
Effectively	use	technology	for	ambulatory	sleep	testing	and	PAP	therapy.

The traditional model of diagnostic testing for sleep dis-
orders occurs in sleep labs, where overnight and daytime 
testing (polysomnography) are performed for a variety of 

indications. The most common reason for evaluation at sleep 
labs is a suspected diagnosis of a sleep-related breathing disor-
der (i.e., sleep apnea). Emerging technology, however, has pro-
duced new options for this disease, and new coding guidelines 
have evolved to report them.

There’s No Place Like Home
Ambulatory (home) sleep testing has recently emerged as an al-
ternative to expensive in-lab sleep studies, allowing the patient 
to sleep in a familiar environment (without the discomfort of 
wires, sensors, etc. used in the lab). Ambulatory studies are un-
attended—meaning that a technologist or qualified health care 
professional is not physically present with the patient during the 
recording session. 
First-generation home sleep testing (HST) devices had limited 
ability to collect details about sleep-related breathing disorders, 
but advancing technology has promoted increased sensitivity. 
For most patients who are at moderate or higher risk for sleep-
related breathing disorders such as obstructive sleep apnea-hy-
popnea syndrome (OSAHS) (327.23 Obstructive sleep apnea 
(adult) (pediatric)), HST devices, when used appropriately, have 
substantial value for screening and basic diagnostic purposes. In 
2008, the Centers for Medicare & Medicaid Services (CMS) ad-
opted the stance that ambulatory sleep testing is an acceptable 
alternative to the traditional sleep lab. Other government and 
commercial payers have since followed suit.
The reduction in test paraphernalia compared to a traditional 
sleep lab, however, renders HST devices unable to consistent-
ly or reliably detect complex types of sleep apnea. These devic-
es also are not as useful in diagnosing the less common narco-
lepsy, sleep-related movement disorders, and other conditions.

HST	Code	Assignment	
When CMS first began coverage of HST for obstructive sleep 
apnea, CPT® did not contain codes to report the services. For 
billing purposes, CMS created the following G codes: 
G0398 Home	sleep	study	test	(HST)	with	type	II	portable	monitor,	

unattended;	minimum	of	7	channels:	EEG,	EOG,	EMG,	ECG/
heart	rate,	airflow,	respiratory	effort	and	oxygen	saturation

G0399 Home	sleep	test	(HST)	with	type	III	portable	monitor,	unat-
tended;	minimum	of	4	channels:	2	respiratory	movement/air-
flow,	1	ECG/heart	rate	and	1	oxygen	saturation

G0400 Home	sleep	test	(HST)	with	type	IV	portable	monitor,	unat-
tended;	minimum	of	3	channels

The American Medical Association (AMA) has since modified 
its CPT® code set to allow for HST reporting using the follow-
ing Category I codes:
95806 Sleep	study,	unattended,	simultaneous	recording	of	heart	

rate,	oxygen	saturation,	respiratory	airflow,	and	respiratory	
effort	(eg,	thoracoabdominal	movement)

95800 Sleep	study,	unattended,	simultaneous	recording;	heart	rate,	
oxygen	saturation,	respiratory	analysis	(eg,	by	airflow	or	pe-
ripheral	arterial	tone),	and	sleep	time

95801 minimum	of	heart	rate,	oxygen	saturation,	and	respiratory	
analysis	(eg,	by	airflow	or	peripheral	arterial	tone)

Both code sets are still active and which code set you use to re-
port such services depends on the payer’s requirements. 
Within each code set, proper code selection depends on the re-
corded parameters (e.g., heart rate, oxygen saturation, etc.). 
The most commonly used HST devices are type III moni-
tors (G0399/95800) that typically record oximetry, flow sig-
nal, and respiratory effort. More advanced type II devices 
(G0398/95806) may record additional parameters, includ-
ing electroencephalogram (EEG) or brain wave activity and a 
basic electrocardiogram (EKG) signal. Type IV HST devices 
(G0400/95801) have little use in a well-integrated sleep diag-
nostic ecosystem beyond basic detection of severe obstructive 
apneic events and profound oxygen desaturation. All devices 
measure total recording time, but only type II devices (EEG de-
tection) can reliably record sleep time.
Per CPT® guidelines, all sleep services include interpretation 
and report. Results must total at least six hours of recording; if 
fewer than six hours are recorded, you must append modifier 52 
Reduced services to the appropriate ambulatory testing code. For 
example, if home sleep testing is used to measure heart rate and 

Professional
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oxygen saturation, with respiratory analysis for eight hours, the 
appropriate CPT® coding is 95801. If, instead, the test measures 
heart rate, oxygen saturation, respiratory airflow, and respira-
tory effort for five hours, the appropriate coding is 95806-52.
When reporting sleep studies you should not code separately for 
cardiovascular monitoring (93041-93229 and 93268-93272), 
according to CPT® instructions.

Positive Pressure to Improve Health
The gold standard of treatment for sleep-related breathing dis-
orders (sleep apnea), which comprise the majority of overall 
sleep issues and subsequent associated health care disease bur-
den, is the use of positive airway pressure (PAP) devices. These 
machines deliver compressed air via nasal or oronasal interfaces 
to create an upper airway “splint” eliminating airway collapse 
and snoring. The most widely used PAP devices deliver contin-
uous positive airway pressure (CPAP). 
Less commonly used PAP devices include bi-level positive air-
way pressure (BiPAP) and servo-ventilator (SV) machines. 
These devices are reserved only for patients with complex types 
of sleep apnea who have either very high-pressure demands or 
no respiratory effort (central apneas). 
More recently, PAP device manufacturers have introduced au-
to-titrating devices. These devices are able to detect all subtypes 
of sleep-related breathing events (obstructive, central, mixed ap-
neas, and hypopneas) and adjust machine pressure settings ac-

cordingly. They are also able to calculate 90th or 95th percen-
tile therapeutic pressures and deliver specifics about usage, leak, 
and residual sleep apnea index in detail. 
CPAP machines can also now be fitted with a wireless modem 
for data acquisition and adjustment of therapy. Information 
is stored in a database, and can be tracked for compliance and 
treatment optimization. In a comprehensive model for optimal 
management and cost reduction of chronic disease states, this 
data may be tracked with other markers of chronic conditions 
(blood pressure, blood sugar, weight, etc.).

Coding	PAP	Services	
Initiation and management of PAP is reported using 94660 
Continuous positive airway pressure ventilation (CPAP), initia-
tion and management. The physician can bill this code multiple 
times for separate visits (depending on payer utilization restric-
tions), but 94660 should not be reported in addition to an evalu-
ation and management (E/M) code for the same patient service. 
Alternatively, the physician could bill an E/M code (rather than 
94660) based on the amount of time spent with the patient.
If the physician is reviewing data gathered by the CPAP ma-
chine, but not meeting face-to-face with the patient, consid-
er 99090 Analysis of clinical data stored in computers (eg, ECGs, 
blood pressures, hematologic data) or 99091 Collection and inter-
pretation of physiologic data (eg, ECG, blood pressure, glucose mon-
itoring) digitally stored and/or transmitted by the patient and/or 
caregiver to the physician or other qualified health care profession-

In 2008, the Centers for 
Medicare & Medicaid 
Services (CMS) 
adopted the stance 
that ambulatory sleep 
testing is an acceptable 
alternative to the 
traditional sleep lab. 
Other government and 
commercial payers have 
since followed suit.



44	 AAPC	Coding	Edge

Facility

al, requiring a minimum of 30 minutes of time, as appropriate. Note, 
however, that Medicare and other payers may not separately pay for 
these services.
Don’t forget to report the appropriate HCPCS Level II codes for sup-
plies, provided your practice supplies them at its own expense. A par-
tial list of relevant supply codes includes:
E0470 Respiratory	 assist	 device,	 bi-level	 pressure	 capability,	 without	

backup	rate	feature,	used	with	noninvasive	interface,	e.g.,	nasal	
or	facial	mask	(intermittent	assist	device	with	continuous	positive	
airway	pressure	device)

E0471 Respiratory	assist	device,	bi-level	pressure	capability,	with	back-
up	rate	feature,	used	with	noninvasive	interface,	e.g.,	nasal	or	fa-
cial	mask	(intermittent	assist	device	with	continuous	positive	air-
way	pressure	device)

E0472 Respiratory	assist	device,	bi-level	pressure	capability,	with	backup	
rate	feature,	used	with	invasive	interface,	e.g.,	tracheostomy	tube	
(intermittent	assist	device	with	continuous	positive	airway	pres-
sure	device)

E0561 Humidifier,	non-heated,	used	with	positive	airway	pressure	device

E0562 Humidifier,	heated,	used	with	positive	airway	pressure	device

E0601 Continuous	airway	pressure	(CPAP)	device

Sleep testing facilities will benefit by staying abreast emerging tech-
nology and updating tired coding practices. 

I.A. Barot, MD, is a fellowship-trained and board-certified sleep disorders spe-
cialist, a board-certified neurologist, director of Virginia Neurology & Sleep Cen-
ters, faculty and Board of Visitors at Eastern Virginia Medical School, and the 
founder and CEO of SleepWorks (www.sleepworksUSA.com).

Sleep Disorders: Quiet Killers
Sleep-related breathing disorders, such as 
sleep apnea and snoring, are implicated 
causally in the development and progres-
sion of high blood pressure, heart disease, 
and diabetes, along with other common and 
costly medical conditions. According to the 
most recent report of the Joint National 
Committee (JNC) related to hypertension, 
the number one identifiable cause of high 
blood pressure is sleep apnea. At least half 
of all patients with high blood pressure have 
underlying sleep-related breathing distur-
bances (and most patients are unaware of 
these disturbances).

Sleep disorders (including sleep apnea and 
insufficient sleep) also directly trigger:

• Insulin resistance, which is the precursor to diabetes

• Impaired fat metabolism, causing and aggravating obesity

• Mood changes, leading to conditions such as depression 
and mania

• Strain on the heart, resulting in cardiac arrhythmias and 
heart failure

• High blood pressure and atherosclerosis, both of which are 
the major contributors to heart attacks and stroke

• Poor sleep, including most complaints of chronic insomnia

• Fatigue and sleepiness, which result in poor daytime 
performance

• Impaired short-term memory, eventually resulting in 
memory loss

• Diminished libido, with resultant sexual dysfunction

• Chronic systemic complaints, including headaches, body 
aches, and fibromyalgia symptoms

Plus, according to the National Highway Transportation and Safety 
Administration (NHTSA), there are more fatal auto accidents annu-
ally in the United States caused by sleep deprivation and disorders 
than there are related to alcohol and drugs combined. 

Appropriate and aggressive screening, diagnosis, and treatment 
of sleep disorders will reduce complaints, health care disease 
burden, and associated cost. Most cases of sleep apnea could be 
effectively managed via non-sleep health care providers, includ-
ing family physicians and internists. It is likely that with time, 
continued discovery of the relationship between sleep apnea and 
other medical conditions will reveal sleep disorders to play a more 
intimate causative role than previously thought. Early identifica-
tion and targeted therapy of sleep-related breathing disorders will 
become increasingly important for improving quality of life and 
decreasing health care-related costs.

Don’t forget to report 

the appropriate HCPCS 

Level II codes for 

supplies, provided your 

practice supplies them 

at its own expense.
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Quick	Tip

Don’t Wait for Last-minute CEUs
It may be too late.

By Danielle Montgomery

To stay current on critical industry information and to maintain integrity 
credentials, AAPC certified members are required to earn Continuing 
Education Units (CEUs). Because CEUs must be obtained within a certain 
renewal period, waiting until the last minute to obtain them may be too 
late. 

As the renewal period gets closer, CEU options become very limited. And 
with little options available, members risk losing their credential because 
they don’t meet the CEU requirements. 

Know	Your	Options
Beginning April 30, 2012, AAPC is implementing a $50 CEU extension 
fee. If you are late, purchasing an extension will allow you extra time to 
complete your CEUs. But the fact still remains: All CEUs must be earned 
within your renewal period. When members are pushing their renewal 
date, they often turn to completing back issues of Coding Edge Test Your-
self quizzes. The problem with that is there aren’t ample issues available 
(12.0 CEUs per year) to complete the CEU requirements, and without any 
CEU options available in such a short time, you run the risk of losing your 
hard-earned credential.

Start	Earning	Now
Stay ahead of the game and don’t 
jeopardize your credential by wait-
ing until the last minute to fulfil 
your CEUs requirement. Collect 
CEUs throughout your given time-
frame. You can do this by:

• Attending local chapter 
meetings regularly.

• Completing each month’s Coding Edge Test Yourself quiz. 

• Browsing AAPC’s website for CEU opportunities in your area.

• Attending AAPC workshops, webinars, conferences, and 
preapproved vendor CEU offerings.

Read the CEU forums regularly for a multitude of easily accessible, 
low-cost (and sometimes free) CEU ideas shared by your fellow AAPC 
members. 

If you have questions regarding your CEU requirements, contact the CEU 
Department at (800) 626-2633, option 5. We’re happy to help.

Danielle Montgomery is AAPC’s director of member services.

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

Remember:

CEU renew
al 

coming up!

Complete ASC & APC Info on Your Desktop

	 	OPPS CCI Edits Checker featuring auditor-recommended 
location reminder

	 CPT®-ASC-APC CrossReferences
	 Quick spotting of newly allowed procedures
	 RVU ranked edits that facilitate correct modifier usage 
	 1 Specialty Coding Alert and 14 Survival Guides
	 38 AAPC-approved CEUs 

Outpatient Facility Coder helps for real by providing:

To order, call 1-866-228-9252 and mention code A12IS011   
or click at www.supercoder.com/outpatient-facility-coder-signup/

 The Coding Institute, LLC  
2222 Sedwick Drive, Durham, NC 27713

Do you plan 
to trust 
luck to...…

•  Safeguard your OPPS payments?  •  Have a faster workflow?  •  Increase ASC revenue?   
•  Decrease compliance risk?  •  Get better value?  •  Keep your certification intact?

Sign up Today and get OPPS-specific advice!
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Catherine	Diane	Vilardo, CPC-A
Catherine	G.	Oliver, CPC-A
Catherine	S	Palermo, CPC-A
Catherine	Saucier, CPC-A
Catherine	Serstock, CPC-A
Catherine	Sullivan, CPC-A
Cedric	Proby, CPC-A
Chandra	K	Pounders, CPC-A
Charlene	Gorman, CPC-A

Charlerich	Ek, CPC-A
Charli		Derise, CPC-A
Charline	Hogan, CPC-A
Chaya	Tabak, CPC-A
Cheryl	Ann	Shaver, CPC-A
Cheryl	Baker-Marrow, CPC-A
Cheryl	Capati	Mosher, CPC-A
Cheryl	Price, CPC-A
Christi	Deneene	Menting, CPC-A
Christie	Ann	Farber, CPC-A
Christina	Costa, CPC-A
Christina	Elliott, CPC-A
Christina	Lynn	Papke, CPC-A
Christina	M	Peterson, CPC-A
Christina	Teodoro, CPC-A
Christine		DeAnne	Wachmann, CPC-A
Christine	Carter, CPC-A
Christine	Lachney, CPC-A
Christopher	Charles	Cerasoli, CPC-A
Christopher	Ferrazza, CPC-A
Christy	Hill, CPC-A
Cindy	Henry, CPC-A
Colleen		Fisher, CPC-A
Colleen	Roepke, CPC-A
Connie	Angichiodo, CPC-A
Connie	James, CPC-A
Connie	Theobald, CPC-A
Constance	C	Farris, CPC-A
Consuelo	Ferrer, CPC-A
Consuelo	M	Ghaly, CPC-A
Crissy	Linhares, CPC-A
Cristal	Bond, CPC-A
Crystal	Chamineak, CPC-A
Cynthia	Crockhom, CPC-A
Cynthia	Diane	Thomas, CPC-A
Cynthia	Langlois, CPC-A

Cynthia	Newsom, CPC-A
Cynthia	Parker, CPC-A
Cynthia	Robles, CPC-A
Dalila	Ortiz, CPC-A
Dana	Gilbertson, CPC-A
Dandothkar	Anand	Kumar, CPC-A
Danielle	Bielefeldt, CPC-A
Dantana	Gordon, CPC-A
Daphne	Enfinger, CPC-A
Dara	Rayborn, CPC-A
Darla	LaFont-Matis, CPC-A
David	Eric	Schneider, CPC-A
David	Lose, CPC-A
David	Wayne	Michaelis, CPC-A
David	Wayne	Smith, CPC-A
Dawn	E	Paine, CPC-A
Dawn	Goodnight, CPC-A
Dawn	Leidlein, CPC-A
Dawn	Renaut, CPC-A
Deanna	Sue	Wicker, CPC-A
Deb	James, CPC-A
Debbie	Brouse, CPC-A
Debbie	Byrnes, CPC-A
Debbie	E	Lovette, CPC-A
Deborah		Currie	Gatza, CPC-A
Deborah	A	Shortt, CPC-A
Deborah	Bridges, CPC-A
Deborah	Gilmore, CPC-A
Deborah	Hittie, CPC-A
Deborah	Lynn	Steffen, CPC-A
Deborah	Rivera, CPC-A
Debra	Day, CPC-A
Debra	Marie	Rains, CPC-A
Deepa	Pichaiyappan, CPC-A
Delmar	Bowie, CPC-A
Denise	Bosse, CPC-A

Newly	Credentialed	Members

MARCH & APRIL 
WEBINARS

DATE TOPIC

Mar 7 Health Maintenance Exams: What’s covered and What is signifi cant to 
E/M Code?

Mar 14 Inpatient Professional Charges and Best Practice For Coding Multiple 
Scenarios

Mar 21 Responding to PostPayment Audits: Taking Control of the Audit 
Process and Result

Mar 28 Incident-to Billing As It Relates to NPPs

Apr 11 Dermatology

Apr 18 Injections

Apr 25 Interventional Radiology

Visit aapc.com/2012webinars and get your 2012 Webinar Subscription today!
Call 800-626-CODE (2633)

$99 Each or $795 Annual Subscription
(Includes 40+ 2012 Events)
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Denise	Caster	Eickbush, CPC-A
Denise	Donohoe, CPC-A
Denise	Draper, CPC-A
Denise	Isett, CPC-A
Denise	Jamerson, CPC-A
Denise	Kay	Holton, CPC-A
Denise	Mrozik	Pastore, CPC-A
Denise	Schenkel, CPC-A
Devika	Anbumani, CPC-A
Dhanasekar	Munuswamy, CPC-A
Dhruvika	Patel, CPC-A
Diana	DavisMadray, CPC-A
Diana	Marian	Frame, CPC-A
Diane	E	Foley, CPC-A
Diane	Kraus, CPC-A
Diane	Stevenson, CPC-A
Diane	Vanderweide, CPC-A
Dianne	Lurena	Sheppard, CPC-A
Dina	Elizabeth	Wilmoth, CPC-A
Dinesh	Srinivasa	Ragavan, CPC-A
Don	Roberts, CPC-A
Donald	Rappe, CPC-A
Donna	Buchanan, CPC-A
Donna	Pastor, CPC-A
Edward	Gee, CPC-A
Edwin	L	Ojeda, CPC-H-A
Elavalagan	Muthulingam, CPC-A
Eleanor	Rivera, CPC-A
Elisabeth	Hope	Lambert, CPC-A
Elizabeth	Bernadette	Burks, CPC-A
Elizabeth	Dohrmann, CPC-A
Elizabeth	Johansen, CPC-A
Elizabeth	Kenney, CPC-A
Elizabeth	Norman, CPC-A
Emily	Perez, CPC-A
Eric	Hummel, CPC-A
Erica	Frye, CPC-A
Erica	M	Burke, CPC-A
Erika	L	James, CPC-A
Erin	Coldren, CPC-A
Ernest	Campos, CPC-A
Evelyn	Madden, CPC-A
Ezra	Whitman, CPC-A
Fallon	Boleware	Sandifer, CPC-A
Falon	McGhee, CPC-A
Felicia	Harris-McCorker, CPC-A
Felicia	Renee	Kidd, CPC-A
Fran	Whiting, CPC-A
Gabriela	Platt, CPC-A
Gabriela	Ruiz, CPC-A
Gabriela	Tafolla, CPC-A
Galina	Georgieva, CPC-A
Genevieve	Schlichting, CPC-A
George	Donati, CPC-A
Georgette	Orman, CPC-A
Georgia	Taylor, CPC-A
Gerere	Deinma, CPC-A
Geri	Harris, CPC-A
Gina	Lujan, CPC-A
Gina	M	O’Dowd, CPC-A
Ginette	Suzanne	Vilain, CPC-A
Gladys	Garcia, CPC-A
Glenda	Labadan, CPC-A
Gloria	Carlson, CPC-A
Glynis	Wetzel, CPC-A
Gopalakrishnan	Kannan, CPC-A
Grace	Cruz, CPC-A
Gretchen	Tong, CPC-A
Gretel	Artiles, CPC-A
Guillermo	Eduardo	Cabrera	Flaquer, CPC-A
Haley	Duncan, CPC-A
Halima	Davenport, CPC-A
Heather	Conley, CPC-A
Heather	Kehoe, CPC-A
Heather	Knue, CPC-A
Heather	Nicole	Feldbusch, CPC-A
Heather	Russell, CPC-A
Heidi	Gilbert, CPC-A
Helen	Abney, CPC-A
Helene	Shapiro, CPC-A

Helene	Shapiro, CPC-A
Holly	Nicole	Crabtree, CPC-A
Hugo	Octaviano, CPC-H-A
Indumathi	T, CPC-A
Irma	T’Souvas, CPC-A
Jaime	Jacobson, CPC-A
Jaime	Spangler, CPC-A
James	M	Lamb	III, CPC-A
Jamie	Shaner, CPC-A
Jane	Frowine, CPC-A
Jane	Gray, CPC-A
Jane	M	Drury, CPC-A
Janell	Mikia	Harris, CPC-A
Janelle	Lissette	Anaya, CPC-A
Janelle	Renee	Fricks, CPC-A
Janet	Louise	Shafer, CPC-A
Janet	S	Lemon, CPC-A
Janet	Vancura-Skalecki, CPC-A
Janet	VanNess, CPC-A
Janine	Scharf, CPC-A
Jannie	Ernst, CPC-A
Jaqueline	Zabala, CPC-A
Jasmine	Dawson, CPC-A
Jason	Legois, CPC-A
Jayakumar	Ponnusamy, CPC-A
Jayalakshmi	Arjunan, CPC-A
Jayne	Golini, CPC-A
Jean	McNicol, CPC-A
Jeff	Jones, CPC-A
Jennette		Rounds, CPC-A
Jennie	E	Murphy, CPC-H-A
Jennifer	Anne	Cox, CPC-A
Jennifer	B	Bostic, CPC-A
Jennifer	Beymer, CPC-A
Jennifer	Catherine	Kissel, CPC-A
Jennifer	DeKraker, CPC-A
Jennifer	J	McConnell, CPC-A
Jennifer	Lynn	Mahlich, CPC-A
Jennifer	Rose	Bentley, CPC-A
Jenny		Staffanell, CPC-A
Jessica	Bricker, CPC-A
Jessica	Choate, CPC-A
Jessica	Gentry, CPC-A
Jessica	Gonzales, CPC-A
Jessica	Hansen, CPC-A
Jessica	Kristine	Adams, CPC-A
Jessica	R	Kassman, CPC-A
Jessica	R	Swink, CPC-A
Jessica	Shearer, CPC-H-A
Jill	Kay	Hampton, CPC-A
Jitendra	Kumar	Singh, CPC-A
Jo	Gibson, CPC-A
Joan	Guerrieri, CPC-A
Joann	Marini, CPC-A
Joanna	Fernandez, CPC-A
Joanna	Flint, CPC-A
Jodi	Koehler, CPC-A
Jodie	L.	Stahr, CPC-A
Jody	L	Sempson, CPC-A
John	Joseph, CPC-A
John	Downing, CPC-A
John	Leonetti, CPC-A
Jose	N	Villaluz, CPC-A
Jozan	Obenchain, CPC-A
Judith	Devoid, CPC-A
Judith	E	Whitson, CPC-A
Judy		Marek, CPC-A
Julia	Margaret	Skinner, CPC-A
Julianne		George, CPC-A
Julie	DeJarnette, CPC-A
Julie	L	Wheeler, CPC-A
Julie	M	Keene, CPC-A
Julie	Watkins, CPC-A
Juliet	Ekeiwu, CPC-A
K	Dhakshayni	A	Kongunattan, CPC-A
Kaaren	Perez, CPC-H-A
Kalaivani	Parasuraman, CPC-A
Kaleigh	Nicole	Sooter, CPC-A
Kalyanasundar	Kaliyaperumal, CPC-A
Kamelia	Allen, CPC-A

Kameswar	Rao	Gogisetty, CPC-A
Kanimozhi	Rajalingam, CPC-A
Karen	Purcell, CPC-A
Karen	Thompson, CPC-A
Karen	Avon, CPC-A
Karen	Boyer, CPC-A
Karen	H	Allen, CPC-A
Karen	Lynn	Sorensen, CPC-A
Karen	Salvucci, CPC-A
Karie	Gorbett, CPC-A
Karin	Bowles, CPC-A
Karpagam	Veerasamy, CPC-A
Karrie	A	DeMas, CPC-A
Kasi	Ramulu	Ramanam, CPC-A
Kathie	L	Burd, CPC-A
Kathleen	Ann	Flores, CPC-A
Kathleen	E	Helbert, CPC-A
Kathleen	Jean	Yaeger, CPC-A
Kathrine	J	Wynn, CPC-A
Kathryn	Kieffer, CPC-A
Kathy	Cherry, CPC-A
Kathy	Darnell, CPC-A
Kathy	Hardison, CPC-A
Kathy	S	Ford, CPC-A
Katie	Nicole	Wadsworth, CPC-A
Katilyn	M	Fontana, CPC-A
Katrina	Cray, CPC-A
Kaylea	Marie	Sharp, CPC-A
Keeley	Jo	VanHorn, CPC-A
Kelechi	Tina	Moilanen, CPC-A
Kelli	Beasley, CPC-A
Kellie		Troxel, CPC-A
Kelly	Bowser, CPC-A
Kelly	Christine	Illert, CPC-A
Kelly	J	McPhail, CPC-A
Kelly	Jeanne	Hubbard, CPC-A
Kelly	L	Reichel, CPC-A
Kelsey	N	Neighbors, CPC-A
Kelsi	Eden, CPC-A
Kenna	Duerr, CPC-A
Kenneth	Cooner, CPC-A
Kerri	L	Clark, CPC-A
Kevin	Kievit, CPC-A
Kevin	Robinson, CPC-A
Kia	McKenzie, CPC-A
Kim	Marie	Williams, CPC-A
Kim	Norton, CPC-A
Kim	Thomas, CPC-A
Kimberly	Acevedo, CPC-A
Kimberly	Adams, CPC-A
Kimberly	B	McMahan, CPC-A
Kimberly	Baggott, CPC-A
Kimberly	Coen, CPC-A
Kimberly	Hall, CPC-A
Kimberly	Plarr, CPC-A
Krista	Lynn	Dichian, CPC-A
Krista	M	Pfohl, CPC-A
Krista	Winn, CPC-A
Kristen	Chouinard, CPC-A
Kristen	Nichole	Rodman, CPC-A
Kristi	Fleming, CPC-A
Kristin	Barnes, CPC-A
Kristin	Brown, CPC-A
Kristina	Gregory, CPC-A
Kristina	Land, CPC-A
Kristina	Lea	McWhorter, CPC-A
Kristina	Sunkel, CPC-A
Kristine	Kay	Kelley, CPC-A
Krithika	Babu, CPC-A
Kylee	Lynn	Fantom, CPC-A
Lacey	Sandhoff, CPC-A
LaCinda	Poole, CPC-A
Lacy	Ann	Reichenberger, CPC-A
Lakesha		Wright, CPC-A
Lan	El	Borneo, CPC-A
Lara	Hummel, CPC-A
Larry	Kirkpatrick, CPC-A
LaSheen	Segnor, CPC-A
Latanya	Thomas, CPC-A
LaTasha	Hopson, CPC-A

Latisha	DiAnne	Jackson, CPC-A
Latonia	Proctor, CPC-A
Latonya	Denise	Hughes, CPC-A
Latonya	Hill, CPC-A
Laura	Arceneaux, CPC-A
Laura	Ewing, CPC-A
Laura	Greco, CPC-A,	CPMA

Laura	O’Connell, CPC-A
Laura	Walker, CPC-A
Lauren	Hefner, CPC-P-A,	CIMC

Lauren	Miller, CPC-A
Laurie	Ann	Bloom, CPC-A,	CPC-H-A

Laurie	Ann	Davis, CPC-A
Laurie	Swartz, CPC-A
Laurie-Ann	Leinaala	Matilda	Tyrell, CPC-A
Lea	Christensen, CPC-A
Leah	A	Pope, CPC-A
Leena	Haldive, CPC-A
Leidys	Pardo, CPC-A
Leigh	Burnthorne, CPC-A
Leonard	Lawson	III, CPC-A
Leslie	Marie	Patterson, CPC-A
Libelli	Batista	Rosario, CPC-A
Liliana	Ramirez, CPC-A
Linda	Jane	Hoffmeister, CPC-A
Linda	Jean	Passuite, CPC-A
Linda	K	Fultz, CPC-A
Linda	Keopaseuth, CPC-A
Linda	Porter, CPC-A
Linda	Smerer, CPC-A
Lindsay	Todd, CPC-A
Lindsey	Ann	Gatlin,	CPC-A, CPC-H-A
Lisa	A	Flick, CPC-H-A
Lisa	A	Hatch, CPC-A
Lisa	B	Forman, CPC-A
Lisa	Bambrick, CPC-A
Lisa	Brady, CPC-A
Lisa	D	Satterwhite, CPC-A
Lisa	Griffin, CPC-A
Lisa	Hershman, CPC-A
Lisa	Kennedy, CPC-A
Lisa	Korent, CPC-A
Lisa	N	Colbert, CPC-A
Lisa	Renee	Saxon, CPC-A
Lisa	Wieland, CPC-A
Lizette	Maldonado, CPC-A
Logeshwari	Kanniappen	Ganapthy, CPC-A
Lois	Gale, CPC-A
Lois	K	Fletcher, CPC-A
Lois	Smith, CPC-A
Lora	Purdham, CPC-A
Lora	Sare, CPC-A
Lori	Berg, CPC-A
Lucrecia	A	Elam, CPC-A
Lucretia	K	Moore, CPC-A
Luz	Garcia, CPC-A
Lydia	Smith, CPC-A
Lynda	Darnell	Rhodes, CPC-A
Lynda	L	Shipley, CPC-A
Lyndsy	Blonquist, CPC-A
Lyndsy	Shae	Hise, CPC-A
Lynette	Barnard, CPC-A
Lynnea	Benoit, CPC-A
Lythia	Bynum, CPC-A
Magdalena	Iordan, CPC-A
Mahesh	Bukka, CPC-A
Mallory	Houston, CPC-A
Manal	Shenouda, CPC-A
Mandy	Kehaulani	Sinclair	Heen, CPC-A
Manikandan	Kannayiram, CPC-A
Manikandan	Mahadevan, CPC-A
Manjuladevi	Sekar, CPC-A
Manjupriya	Kannan, CPC-A
Manuel	R	Castro, CPC-A
Marcedita	Acevedo-Feliciano, CPC-A
Marci	McDougald, CPC-A
Marcia	Lynne	Hornberger, CPC-A
Marcia	Lynne	Wilkin, CPC-A
Margaret	Coyle,	CPC-A, CPC-H-A
Margaret	Hill-Rider, CPC-A

Maria	Antonietta	Bello, CPC-A
Maria	Del	Pilar	Paniagua, CPC-A
Maria	Elisa	Maguddayao	Rios, CPC-A
Maria	Piech, CPC-A
Marian	Chiarello, CPC-A
Marie	Devoogt, CPC-A
Marietta	Frank, CPC-A
Marissa	Lynn	Elstone, CPC-A
Marjorie	M	Pelz, CPC-A
Mark	Federoff, CPC-A
Marquita	J	Abasolo, CPC-A
Martha	Ellen	Taylor, CPC-A
Martine	Schweitzer, CPC-A
Mary	Ann	Wright, CPC-A
Mary	Beauchamp, CPC-A
Mary	Beld, CPC-A
Mary	Bongiorno, CPC-A
Mary	Ellen	Smyser, CPC-A
Mary	Jinkins, CPC-A
Mary	Louise	Pearsall, CPC-A
Mary	McNamara, CPC-A
Mary	Miller, CPC-A
Mary	Patterson, CPC-A
Mary	Swatsworth, CPC-P-A
MaryAnn	Contreras, CPC-A
Maryjane	Hunt, CPC-A
Matt	Goetz, CPC-A
Maureen	Dunn, CPC-A
Maureen	Victoria	DelVecchio, CPC-A
Max	Jeevin	Maria, CPC-A
Mayra	Belgodere, CPC-A
Mayra	Sanchez, CPC-A
Meenu	Grewal, CPC-A
Megan	E	McNeil, CPC-A
Megan	Johnson, CPC-A
Megan	Lynn	Morrison, CPC-A
Megan	Renee	Cooley, CPC-A
Melanie	German, CPC-A
Melanie	V	Heffentrager, CPC-A
Melinda	Blaise, CPC-A
Melissa	A	McCalla, CPC-A
Melissa	Baldwin, CPC-A
Melissa	Grob, CPC-A
Melissa	Looney	Herrington, CPC-A
Melissa	O	Harty, CPC-A
Merima	Mrzljak-Hodzic, CPC-A
Mi-Cah	Ikeda, CPC-A
Michael	Hawkes, CPC-A
Michael	Adaikalam, CPC-A
Michael	Armstead, CPC-A
Michael	D	Spadafina, CPC-A
Michael	James	Burke, CPC-A
Michael	Talbott	Mullen, CPC-A
Michele	Brewster, CPC-A
Michele	Puhrmann, CPC-A
Michelle	Arendas, CPC-A
Michelle	Chappell, CPC-A
Michelle	Christine	Szadkowski, CPC-A
Michelle	Delilah	Winchester, CPC-A
Michelle	Garcia, CPC-A
Michelle	Hildreth, CPC-A
Michelle	Kehlert, CPC-A
Michelle	Moore, CPC-A
Michelle	Schamber, CPC-A
Michelle	Stevens, CPC-P-A
Misty	Lee	Stevens, CPC-A
Mithuna	Keerthini	Jeyaraman, CPC-A
Mohammed	Aathil	Mohamed	Yahya, CPC-A
Mohammed	Niyas	Ali	Alikkal, CPC-A
Mohanasundari	Dayalan, CPC-A
Molly	Boiter, CPC-A
Morgan	Gauthier, CPC-A
Morgan	Hudson, CPC-A
Morgan	Vitale, CPC-A
Muruganandhi	Rajendran, CPC-A
Nancy	Day, CPC-H-A
Nancy	Hernandez, CPC-A
Nandhakumar	Deenadhayalan, CPC-A
Narashiman	Ramamoorthy, CPC-A
Natalie	Marshall, CPC-A
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Natalie	Rene	Gibbs, CPC-A
Natasha		Kelly, CPC-A
Neely	Danielle	Stroupe, CPC-A
Nichole	Palmer, CPC-A
Nicki	Shunk, CPC-A
Nicola	Whiteley, CPC-A
Nicole	Marie	Sanderson, CPC-A
Nicole	A	Shaffer, CPC-A
Nicole	Deanne	Bellew, CPC-A
Nicole	Hilgardner, CPC-A
Nicole	Marie	Dion, CPC-A
Nicole	Mccallig, CPC-A
Nirmala	Madray, CPC-A
Nisha	Manavalan, CPC-A
Nithya	Selvamani, CPC-A
Olga	Pereira, CPC-A
Oyewole	G.	Ogunnaike, CPC-A
Pam	Robinett, CPC-A
Pamela	Jean	Majka, CPC-A
Pamela	L	Barnes, CPC-A
Pamela	OShea, CPC-A
Parameswaran	Elumalai, CPC-A
Patience	Manuel, CPC-A
Patricia	Davino, CPC-A
Patricia	Harrelson, CPC-A
Patricia	Spencer, CPC-A
Patricia	A	Minor, CPC-A
Patricia	Green, CPC-A
Patricia	Kimmel, CPC-A
Patti	Hanson, CPC-A
Patty	Floyd, CPC-A
Paula	A	Brooks, CPC-A
Paula	Burgner, CPC-H-A
Paula	C	Poole, CPC-A
Paula	Elaine	Schneider, CPC-A
Pauletta	K	Tilton, CPC-A
Penny	Irving, CPC-A
Penny	Robey, CPC-A
Phil	Milhoan, CPC-A
Phyllis	Odom, CPC-A
Poongodi	Velayutham, CPC-A
Prabu	S, CPC-A
Prakash	Vijayakumar, CPC-A
Pravesh	Singh	Sairam, CPC-A
Preethika	Vasudevalal, CPC-A
Prejitha	Punnakattraju, CPC-A
Priya	ShivaShankar, CPC-A
Priyadharshini	Selvaraj, CPC-A
Rachael	McDowell, CPC-A
Rachel	Dallo, CPC-A
Rachel	L	Collebrusco, CPC-A
Rachel	McRae, CPC-A
Rachel	T	James, CPC-A
Rachelle	Tyler-Johnson, CPC-A
Rajamani	Govindhan, CPC-A
Ramanan	Jayaraman, CPC-A
Ramesh	Palanimuthu, CPC-A
Ramprasad	Puli, CPC-A
Ramya	Jagannathan, CPC-A
Rashna	Dastur, CPC-A
Rebecca	Blais, CPC-A
Rebecca	Brown, CPC-A
Rebecca	Smith, CPC-A
Rebekah	Martin, CPC-A
Regina	Antill, CPC-A
Renee	Hassina	Lee, CPC-A
Ria	Quatrine, CPC-A
Richard	Ivan	Sisson, CPC-A
Richelle	Fisher, CPC-A
Rick	S	Obermeyer, CPC-A
Rita	Elaine	Grant, CPC-A
Ritha	C	Masse, CPC-A
Robert	Gibson, CPC-A
Roberta	Vinson, CPC-A
Robin	Smith, CPC-A
Roni	Fowler, CPC-A
Roni	Reever, CPC-A
Rose		Janicki, CPC-A
Rose	Elba	Gonzalez, CPC-A
Rosemarie	Jakubowski, CPC-A

Sabina	Conner, CPC-A
Sabrina	Glenn, CPC-H-A
Sadalee	Adams, CPC-A
Sakthi	Mangesh	Rao, CPC-A
Samantha	Drews, CPC-A
Samia	Watkins, CPC-A
Sandhya	Chidurala, CPC-A
Sandra	Ash, CPC-A
Sandra	Bramlette, CPC-A
Sandra	Jeannine	Locke, CPC-A
Sandra	Johnson, CPC-A
Sandra	K	Bellm, CPC-A
Sandra	Kirby, CPC-A
Sandra	L	Thomas, CPC-A
Sandra	Nicole	Richards, CPC-A
Sangeetha	Satheesan, CPC-A
Santhini	Pitchai, CPC-A
Santiago	V	Villarin, CPC-A
Sara	Dobson, CPC-A
Sara	Kaiser, CPC-A
Sarah	Cress, CPC-A
Sarah	E	Wills, CPC-A
Sarah	Harris, CPC-A
Sarah	Kuhn, CPC-A
Sarah	Louise	Patterson, CPC-A
Saravana	Perumal	Jambulingam, CPC-A
Saravanan	Sathyanathan, CPC-A
Seana	Hobbs, CPC-A
Seng	Chanthalangsy, CPC-A
Senthil	Babu, CPC-A
Shalini	Devi	Thirtha	Kumar, CPC-A
Shana	Marie	Kott, CPC-A
Shane	Michael	Nelson, CPC-A
Shanmugapriya	Gopinathan, CPC-A
Shannan	E	Richardson, CPC-A
Shannon	Krafcky, CPC-A
Shannon	Carson, CPC-A
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is appended to indicate that ‘the patient’s condition required a signif-
icant, separately identifiable E/M service above and beyond the oth-
er service provided. 

Billing Medicare Patients for the  
Preventive Portion of the Service

When billing a preventive visit with carve outs, a Medicare benefi-
ciary may be billed for the difference between the standard fee for the 
preventive service and the amount that Medicare will cover. In such a 
case, you would not receive the full, regular payment for the preven-
tive services.

For example, at a preventive visit, an established patient mentions a 
lump she has noticed developing in her breast. The physician does a 
separate workup for this problem and performs a breast screening:
99397  est. patient preventive visit standard fee = $100
99213-25 est. patient, office “sick” visit = $30 
G0101 cervical CA screening w/breast and pelvic exam = $30 
Let’s say your usual fee for the preventive visit is $100, while the sick vis-
it and screening are billed at $30 each. You may bill the patient only for 
the difference between the cost of the covered and non-covered services. 
$100 (not covered by Medicare)
- $30 (covered by Medicare)
- $30 (covered by Medicare)
 $40 is the patient responsibility

Medicare does cover some screening (preventive) services. For exam-
ple, for the female patient, a screening pelvic examination and/or Pap 
is a covered service. The full policy may be found on the CMS website: 
www.cms.gov/medicare-coverage-database/details/ncd-details.aspx?NCDId=185

&ncdver=3&bc=AAAAgAAAAAAA&.

For the male patient, a screening prostate exam is a covered service and 
would need to be carved out from a preventive service. The full policy 
may be found on the CMS website: www.cms.gov/medicare-coverage-

database/details/ncd-details.aspx?NCDId=268&ncdver=2&bc=AAAAgAAAAAAA&.

Prep Patients for Billing Issues
Patients may not understand there is a difference between preventive 
care services and problem-oriented services, or may not understand the 
billing and coding is also different. It may be confusing for the patient 
to see two bills for one office visit, which could spur patient complaints. 
Educating patients prior may help to alleviate some of their confusion. 

It is also important to be consistent with billing practices, especially in 
a group practice. Inconsistent billing among providers within a group 
practice could create variations in the bill that the patient receives from 
year to year, and this could also cause confusion and complaints. 

Kerin Draak, MS, RN, WHNP-BC, CPC, CEMC, COBGC, has been in the health 
care field for nearly 20 years. She has over 11 years of clinical experience in 
women’s health, and had been the coding educator for a 350 multi-specialty clinic 
since 2004. She is educational officer for her local chapter, and an officer of AAPC’s 
National Advisory Board (NAB).

Meet Minimum Requirements 
for Medicare Screening Pelvic Exam
When billing a covered screening pelvic examination for 

a Medicare beneficiary, the documentation needs to 

include at least seven of the following elements: 

• Inspection and palpation of breasts for masses 
or lumps, tenderness, symmetry, or nipple 
discharge; and

• Digital rectal examination for sphincter tone, 
presence of hemorrhoids, and rectal masses. 

• Pelvic examination (with or without specimen 
collection for smears and cultures) including: 

• External genitalia (general appearance, hair 
distribution, or lesions) 

• Urethral meatus (size, location, lesions, or 
prolapse) 

• Urethra (masses, tenderness, or scarring) 

• Bladder (fullness, masses, or tenderness) 

• Vagina (general appearance, estrogen effect, 
discharge lesions, pelvic support, cystocele, 
or rectocele) 

• Cervix (general appearance, discharge, or 
lesions) 

• Uterus (size, contour, position, mobility, 
tenderness, consistency, descent, or support) 

• Adnexa/parametria (masses, tenderness, 
organomegaly, or nodularity) 

• Anus and perineum 

Coverage for the screening pelvic or prostate examina-

tion are provided as a Medicare Part B benefit. When 

performing a combination of a preventive exam, a cov-

ered exam and, for example, Q0091/G0101 or G0102, 

the provider must carve out the covered services from 

the amount he or she bills the beneficiary.

A&P Quiz
Answer: C. Glands
Rationale: The endocrine system consists of a series of ductless 
glands: pituitary, thyroid, pineal, parathyroid, thymus, adrenal, 
pancreas, ovaries, and testes. The system secretes hormones into 
the blood via the endocrine glands.
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