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Y ou are probably surprised to see me 
in my former president/CEO posi-
tion. I am, as well. Events can hap-

pen quickly and as a result, my role at AAPC 
changed quickly. Gratefully, it’s a role I be-
lieve I know how to do.
Thank you Deborah Grider, CPC, CPC-
H, CPC-I, CPC-P, CEMC, CPMA, COB-
GC, CPCD, CCS-P, for your contributions 
to AAPC for the past year and a half. They 
are appreciated.

Remarkable Members
Congratulations, Maryann Palmeter, CPC, 
CENTC, for being our 2010 Member of the 
Year and Columbia S.C. for being our 2010 
Chapter of the Year. Thank you both for ap-
pearing on our May and June Coding Edge 
covers, respectively. These honors are well 
earned and deserved. You are the best of our 
100,000 plus members and 460 chapters 
who continue to educate, mentor, and assist 
members in a way that cannot be done on 
the national level.

AAPC Is on Top  
of Your Coding Needs
Let me bring everyone up to speed on hot 
topics at AAPC:

ICD-10
We continue to develop curriculum to help 
every health care person implement and/or 
code the new code set. For those involved 
or who should be involved in implementa-
tion, now is the time to be trained on what 
you need to know and how to accomplish it. 
We have short, fundamental ICD-10 infor-
mation available to teach those who want 
to know about ICD-10, but not in detail. 
We can help physicians learn ICD-10 docu-
mentation requirements. We will have both 
general and specialized code set training, as 
well. We continue to encourage members to 
wait to begin code set training until the Oct. 

1, 2013 deadline draws closer, rather than 
now, so the codes will be fresh and not for-
gotten. This will save you time and money. 
Rhonda Buckholtz, CPC, CPC-I, CPMA, 
CGSC, CPEDC, COBGC, CENTC, is 
leading AAPC’s ICD-10 training effort. 
She has Kim Reid, CPC, CPMA, CPC-
I, CEMC, Betty Johnson, CPC, CPC-H, 
CPMA, CPC-I, CPCD, and Michael Jor-
dan (not the basketball player) on her team, 
plus a number of other expert members.

Educational Events
We hold live webinars on Wednesdays at 1 
p.m. EST. If you can’t listen to our webinars 
live, we provide the option to download and 
listen to them at your leisure. We also have 
two half-day workshops left on our sched-
ule: “Modifiers - The Rest of the Story” 
by Jennifer Swindle RHIT, CPC, CPMA, 
CEMC, CFPC, CCS-P, CCP, in August 
and “RACs, MRACs, MICs and ZPICs - 
What Codes are Being Targeted Now?” by 
Christopher A. Parrella, JD, CHC, CPC, 
CPCO, in November. In September, we 
have a great regional conference planned in 
Nashville, Tenn. at the Gaylord Hotel (not 
during flood season).

2012 Coding Books
Our code set books are priced even lower 
than last year.

Online Conveniences
We have brought more membership con-
veniences to your fingertips. For example: 
more inexpensive, online exam help for 
students; a completely rebuilt Professional 
Medical Coding Curriculum (PMCC) for 
2011; an ICD-10 tracker to help you prepare 
for ICD-10; continued decrease of email 
sent to you; and a new easy-to-use Medical 
Office Compliance Toolkit, which enables 
practices to build a complete compliance 
plan within hours. 

We’ll continue to serve our members with 
fast, helpful, and quality services. 
As always, if you need to get hold of me di-
rectly, send me an email via the “Talk to 
Reed” link on the AAPC website. 

Your friend,

Reed E. Pew
Chairman and CEO

Keep Current at AAPC

Letter from the Chairman and CEO
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Coding News

Bilateral Chemodernerva-
tion Coding Non-covered
On March 18, Medicare released Medlearn Matters 
article MM7319 Revised, announcing the April 1 
update to the 2011 Medicare Physician Fee Schedule 
Database (www.cms.gov/MLNMattersArticles/Downloads/

MM7319.pdf). Included in the update are “indicator 
changes” for seven CPT® codes. 
Perhaps most significantly, Medicare has revised 
the bilateral surgery indicator for chemodenerva-
tion codes 64613 Chemodenervation of muscle(s); neck 
muscle(s) (e.g., for spasmodic torticollis, spasmodic dys-
phonia) and 64614 Chemodenervation of muscle(s); 
extremity(s) and/or trunk muscle(s) (e.g., for dystonia, 
cerebral palsy, multiple sclerosis). In the past, these 
codes were assigned a “1” bilateral surgery indica-
tor, which meant that a 150 percent payment adjust-
ment applied when either procedure was performed 
bilaterally. Beginning April 1, both 64613 and 64614 
have a “2” bilateral indicator, which means, “150% 
payment adjustment does not apply. RVUs are al-
ready based on the procedure being performed as 
a bilateral procedure,” the Centers for Medicare & 
Medicaid Services (CMS) states in the transmittal.
In a nutshell: Medicare now asserts that relative val-
ue units (RVUs) assigned to 64613 and 64614 as-
sume that these are inherently bilateral procedures. 
In the past, if the provider had injected botulinum 
toxin into bilateral anatomic sites, such as the right 
and left upper extremities, you would report the ap-
propriate code with modifier 50 Bilateral procedure 
appended (e.g., 64614-50). Now, the same proce-
dure would be reported using the code only, with no 
modifier (e.g., 64614). In contrast, if the provider in-
jects only one side, you would report a reduced ser-
vice (e.g., 64614-52), rather than the code without a 
modifier.
Results: Expect lower payment from Medicare for 
chemodenervation injections (approximately $80 
less for bilateral injections). You also should review 
your contracts with non-Medicare payers to be sure 
that you continue to report chemodenervation per 
the specific payer’s requirements.
Additional “indicator” updates in the fee schedule, 
effective April 1, include:

31579	 Laryngoscopy, flexible or rigid fiberoptic, with 
stroboscopy now has a 0-day global period

92511	 Nasopharyngoscopy with endoscope (separate 
procedure) now has a 0-day global period

57155	 Insertion of uterine tandems and/or vaginal 
ovoids for clinical brachytherapy now has a co-
surgery indicator of “2” (Payment restriction 
for assistants at surgery does not apply to this 
procedure. Assistant at surgery may be paid.)

93464-26	 Physiologic exercise study (eg, bicycle or arm 
ergometry) including assessing hemody-
namic measurements before and after (List 
separately in addition to code for primary 
procedure)-Professional component) now has 
a multiple surgery indicator of “0” (No pay-
ment adjustment rules for multiple procedures 
apply. If procedure is reported on the same day 
as another procedure, base the payment on 
the lower of (a) the actual charge, or (b) the fee 
schedule amount for the procedure.) 

77071	 Manual application of stress performed by phy-
sician for joint radiography, including contralat-
eral joint if indicated has been given a bilateral 
surgery indicator of “2” (150% payment 
adjustment does not apply. RVUs are already 
based on the procedure being performed as a 
bilateral procedure.)

Is Your Power Mobility 
Device Documentation  
Up to Par?
If your physician, physician assistant, nurse practitio-
ner, or clinical nurse specialist treats patients and/or 
prescribes power mobility devices (PMDs) for Medi-
care beneficiaries, be aware of the documentation re-
quirements listed in CMS’ “Power Mobility Device 
Face-to-Face Examination Checklist” (MLN Mat-
ters® article SE1112). Durable Medical Equipment 
(DME) suppliers who submit claims to DME Medi-
care administrative contractors (DME MACs) for 
PMDs should read this Special Edition (SE) MLN 
Matters, as well.
Besides listing the requirements, CMS provides a sam-
ple checklist for the PMD examination that can help 
get your claims paid when documented correctly. 
For the complete checklist and examples of accept-
able documentation, see SE MLN Matters® SE1112 
(www.cms.gov/MLNMattersArticles/Downloads/SE1112.pdf) 
on the CMS website. 
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This past April, AAPC held its 19th an-
nual National Conference in beauti-
ful Long Beach, Calif. After meeting 

and speaking with many attending mem-
bers and hearing all the positive feedback 
the National Advisory Board (NAB) re-
ceived post conference, I know I’m not alone 
in saying that this year’s conference was one 
of the best we’ve had to date. I sincerely hope 
all in attendance enjoyed increasing their 
knowledge- and network-base, and arrived 
safely back home with renewed vigor for our 
profession.

Coding Electricity Fills Hearts
As always, I returned home from confer-
ence recharged, and reminded of why this 
organization has a thriving membership 
who are the best at supporting each other. 
That reminder was more prevalent than ever 
this year. Members committed to enriching 
their knowledge attended a wealth of sem-
inars; and despite sore backs and feet, there 
was an abundance of excitement, smiling 
faces, and heartwarming hugs.

Collaborative Effort Strengthens Focus
While attending the conference, NAB Pres-
ident-elect, David B. Dunn, MD, FACS, 
CPC-H, CIRCC, CCC, CCS, RCC, and 
I were given the opportunity to meet with 
newly appointed AAPC Chapter Association 
(AAPCCA) Chair Melissa Brown, RHIA, 
CPC, CPC-I, CFPC, and Vice Chair Ange-
la Jordan, CPC. The two boards, NAB and 
AAPCCA, sat down to discuss how we will 
work together over the next two years to sup-
port AAPC membership. Although the pur-
pose of both boards is to work conscientious-
ly to support the members, our mission state-
ments somewhat differ. 

AAPCCA’s Mission Is  
Empowering Local Chapters
The AAPCCA is chiefly responsible for cre-

ating, supporting, and empowering each 
local chapters’ efforts, and function to sup-
port the AAPC’s mission of “Upholding a 
Higher Standard.” The AAPCCA also pro-
vides local chapters with direction and ad-
vice and creates policy, rules, and regula-
tions to assist local chapters in function-
ing in a manner that benefits its members 
and AAPC. In essence, this board, with its 
friendly and approachable manner, is the 
coach and cheerleader of membership, and 
the two ladies at its helm humbly embody 
the essence of AAPCCA.

NAB’s Business Is  
Advising AAPC for Membership
The NAB supports AAPC membership by 
bringing coding-related issues, health care 
trends, and member needs and concerns to 
the attention of the national office. To stay 
on top of these issues the NAB writes arti-
cles and speaks at local chapters and health 
care-related conferences on coding and bill-
ing subjects. As Angela so gleefully point-
ed out to me during our first meeting, NAB 
members are the suit wearers with the “all 
business” demeanor at national conference.
Although I don’t totally agree with Ange-
la’s assessment (I’m not sure my demean-
or is “all business” all the time, but I do like 
my suits!), we all agreed that both boards 
sincerely held the highest regard for AAPC 
members. 

Two Boards Working for You
During the next two years, Dr. Dunn and I 
will be working with Melissa, Angela, and 
the AAPCCA board to find ways to joint-
ly serve and support our members. To ful-
ly support members in our rapidly chang-
ing health care environment will take both 
cooperation and communication between 
these boards. While the NAB relies on the 
AAPCCA’s close chapter and member asso-
ciation to identify and relay issues that may 

affect AAPC and its entire membership, the 
AAPCCA relies on the NAB’s support to 
strengthen local chapters and fulfill their 
needs as the health care industry undergoes 
changes that may impact members. 
As Melissa said eloquently while summariz-
ing the intent of both boards, “The bottom 
line common goal is to make the AAPC the 
best it can be for the membership.”
On behalf of the entire NAB, we look for-
ward to working with AAPCCA to serve 
AAPC and its members. 

Best Wishes,

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

Conference Recharges Members 
and Governing Bodies

Letter from Member Leadership
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Letters to the Editor Please send your letters to the editor to: 	
letterstotheeditor@aapc.com

Minimum Reporting Time for 
99291 Is 30 Minutes
April’s Coding Edge, “The Fundamentals of Time,” page 26, states 
that the minimum required time to report 99291 is 31 minutes. 
Please confirm this number: The CPT® manual states 30 minutes.
Rebecca Davis, CPC

You are correct: The minimum time required to report the initial 
critical care code 99291 Evaluation and management of the critically 
ill or critically injured patient; first 30-74 minutes is 30 minutes, rather 
than 31 minutes. Critical care services of fewer than 30 minutes are 
not reported separately. As correctly reported in the article, at least 
75 minutes of critical care must be documented to report 99291 and 
+99292 Evaluation and management of the critically ill or critically in-
jured patient; each additional 30 minutes (List separately in addition to 
code for primary service). 
Per CPT®, a unit of time is attained when the midpoint is passed. As 
an example, prolonged service code 99354 Prolonged physician service 
in the office or other outpatient setting requiring direct (face-to-face) pa-
tient contact beyond the usual service; first hour (List separately in addi-
tion to code for office or other outpatient Evaluation and Management 
service) specifies “first hour” of prolonged physician service in the 
office or other outpatient setting requiring direct (face-to-face) pa-
tient contact beyond the usual service. This means you may not re-
port 99354 until at least 30 minutes (the midpoint) is passed. CPT® 
allows you to report 99354 for 30-74 minutes of prolonged care. At 
75 minutes, you may add 99355 Prolonged physician service in the of-
fice or other outpatient setting requiring direct (face-to-face) patient 
contact beyond the usual service; each additional 30 minutes (List sepa-
rately in addition to code for office or other outpatient Evaluation and 
Management service). Note that 75 minutes is 15 minutes beyond an 
hour (represented by 99354), and represents the midpoint for 99355, 
which applies per 30 minutes.

Helpful Advice for Apprentices
I want to thank Coding Edge editors and authors for the recent arti-
cles aimed at apprentices, particularly those on how to network well 
and ace a job interview.
While reading the Letter from the President and CEO column by 
Deborah Grider, CPC, CPC-H, CPC-I, CPC-P, CEMC, CPMA, 
COBGC, CPCD, CCS-P, in March’s issue, regarding the impor-
tance of networking, I thought to myself, “Yeah, networking is im-
portant, but how do I go about doing it?” Not long after, I found 
Lori Hendrix’s, CPC, CPC-I, CPC-H, CIRCC, PCS, FCS, arti-
cle “Understand the Value of Networking,” which explained several 
effective and valuable methods.
Another article I was very impressed with was Melody Irvine’s, 
CPC, CPMA, CEMC, CPC-I, CCS-P, CMRS, “Eliminate the 
Interview Jitters.” Instead of just offering interview advice that can 

be found anywhere, the author went a step further and gave advice 
specific to people interviewing for a coding and/or billing position, 
which is extremely helpful.
It is truly gratifying to know that I’m a member of an organization 
that listens and attends to the needs of all its members, no matter 
what level of professional they may be. Thank you for all that you do!
Vanessa Marshall, CPC-A

Consider the Whole Record 
when Leveling E/M Services
Does medical decision-making (MDM) or medical necessity drive 
evaluation and management (E/M) code selection? I’ve found con-
flicting answers.
For instance, “Accurately Score MDM in the ED” (January 2011) 
states, “MDM dictates the highest service level that may be report-
ed, and history and physical exam documentation needed to support 
the choice.” The 2010 Step by Step workbook I’ve been using backs 
up this statement. 
In contrast, “The Driving Components of E/M Level Selection” 
(September 2009) advises, “Medical necessity, not MDM, drives 
E/M level selection.” Likewise, I attended an “E/M Coding for 
MACs” workshop in October 2010, and my notes from the work-
shop state that MDM doesn’t drive E/M code selection (I noted it 
twice).
When I work on scenarios, I get it right most of the time, but some-
times get stumped. Thanks for your help!
Victoria Chang, CPC-A

The Medicare Claims Processing Manual, section 30.6.1.A, stipu-
lates, “Medical necessity of a service is the overarching criterion for 
payment in addition to the individual requirements of a CPT code.” 
This is an unambiguous statement, but it’s not necessarily helpful to 
the coder, who generally is not in a position to second-guess a pro-
vider’s clinical judgment as to what is medically necessary. (Imagine 
the response you’d get if you stood over the physician’s shoulder dur-
ing a patient evaluation and asked, “Are you sure about that, doc?)
Complete documentation will describe the nature of the patient en-
counter, and will provide the context for the services provided. Un-
less there are obvious gaps or other problems that require clarifica-
tion, the coder must code from the medical record and assume the 
provider’s clinical decisions regarding medical necessity are sound. 
In the everyday struggle to assign E/M codes, MDM generally is the 
single best indicator of the E/M service level—but you cannot rely 
on it exclusively. If the E/M code requires three of three components, 
the lowest component—whether history, exam, or MDM—always 
determines the level of service.
When two of three components are necessary to support the level of 
service, there is no requirement, per CPT® or the Centers for Medi-
care & Medicaid Services (CMS), that MDM must be one of those 
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elements. The experienced coder knows to be cautious, however, if 
the levels of history and exam exceed the level of MDM. The histo-
ry and exam should approximately equal the level of MDM because 
MDM influences the extent of history and exam that are required.
The use of templates (especially in an electronic health record 
(EHR)) may make it too easy for a provider to document more detail 
in the history and exam than is necessary, which can lead to upcod-
ing. The Medicare Claims Processing Manual makes clear, “It would 
not be medically necessary or appropriate to bill a higher level of eval-
uation and management service when a lower level of service is war-
ranted. The volume of documentation should not be the primary in-
fluence upon which a specific level of service is billed.” 
The lesson for the coder is: You must consider the whole service as 
documented. Looking first to MDM may get you started in the right 
direction, but by itself can determine nothing—and medical neces-
sity remains the overarching criterion for all services.

Schedule IPPEs  
at the Right Time
I really enjoyed reading the article, “New Annual Wellness Vis-
it: Boon or Trap?” by Stephen Spain, MD, FAAFP, CPC, in April’s 
Coding Edge. I noticed, however, an error in the article on page 21.
Under the sub-heading, “Timing is Everything” the article states, 
“The IPPE also must take place within six months of the patient’s 
Medicare eligibility.” Based on Medicare Claims Processing Manu-
al, chapter 12 - Physicians/Nonphysician Practitioners, 30.6.1.1 – 
Initial Preventive Physical Examination (IPPE); The Medicare Im-
provements for Patients and Providers Act (MIPPA) of 2008 extend-
ed the eligibility period for an IPPE from six to 12 months after an 
individual’s Medicare Part B enrollment. A beneficiary is eligible for 
IPPE benefits identified in MIPPA if the IPPE is performed on or af-
ter Jan. 1, 2009 and within the 12-month period of his or her effec-
tive date of the initial enrollment in Medicare Part B. 
Tonya B. Daye, CPC

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

ICD-10 code sets are all set to replace ICD 9 code sets effective Oct. 1, 2013. 

This transition is one of the major changes to come and will affect the entire 

Healthcare Industry. Make sure you and your staff are ready to cope with 

these changes and DO NOT lose any revenue during the transition. Our 

conferences and recordings will help your practice go through this transition 

and ensure that you get every single dollar you deserve from your claims.

Contact Us: (866)-458-2965  |  customerservice@audioeducator.com

2222 Sedwick Drive, Suite #101 Durham, NC 27713
www.audioeducator.com

Learn ICD-10 From 
AudioEducator!
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ApprenticeFeature

Bundling occurs when a procedure or service with a 
unique CPT® or HCPCS Level II code is included as 
part of a “more extensive” procedure or service pro-

vided at the same time. Unbundling errors—coding sep-
arately for procedures that should have been bundled—
are a frequent cause of claims denials and negative audit 
findings. Conversely, unnecessary bundling has a nega-
tive effect on reimbursement. Luckily, a little knowledge 
and an easy-to-access resource are all you need to master 
bundling basics.

How Bundling Works
A popular Chinese restaurant in my neighborhood of-
fers a $7.99 lunch special that includes an entrée, rice, an 
eggroll, and a medium drink. If you’re not that hungry, 
you can order à la carte (for instance, just an eggroll and a 
drink), and the cashier will ring up each item separately.
Bundling in coding works the same way. For example, you 
may code separately for a diagnostic endoscopy provided 
“à la carte.” But if diagnostic endoscopy precedes surgi-
cal endoscopy of the same type, per CPT® rules, the sur-
gical scope includes the diagnostic scope. Only the surgi-
cal scope may be reported. As with the lunch special, one 
price covers everything. 
Any designated “separate procedure” is bundled when 
provided with another service/procedure in the same an-
atomical location. For example, 29884 Arthroscopy, knee, 
surgical; with lysis of adhesions, with or without manipula-
tion (separate procedure) may be reported by itself to de-
scribe excision of adhesions. You would not, however, re-
port (or be paid for) 29884 separately with another ar-
throscopic procedure in the same knee (e.g., 29877 Ar-
throscopy, knee, surgical; debridement/shaving of articular 
cartilage (chondroplasty)). 
An example from the National Correct Coding Initia-
tive (NCCI) Policy Manual (www.cms.gov/national-
correctcodinited/) further illustrates the logic that sup-
ports bundling:
CPT® 36000 Introduction of needle or intracatheter, vein is 
integral to all nuclear medicine procedures requiring in-
jection of a radiopharmaceutical into a vein. CPT® code 
36000 is not separately reportable with these types of nu-
clear medicine procedures; however, CPT® code 36000 

may be reported alone if the only service provided is the 
introduction of a needle into a vein.
Evaluation and management (E/M) services also may be 
bundled. All procedures, whether diagnostic or therapeu-
tic, include an “inherent” E/M component, according to 
the Centers for Medicare & Medicaid Services (CMS) 
Transmittal 954 (www.cms.gov/MLNMattersArticles/
downloads/MM5025.pdf). This inherent E/M is bun-
dled into the procedure coding. For example, if the phy-
sician provides a cursory examination prior to a previous-
ly scheduled gastrointestinal (GI) endoscopy (43235 Up-
per gastrointestinal endoscopy including esophagus, stomach, 
and either the duodenum and/or jejunum as appropriate; di-
agnostic, with or without collection of specimen[s] by brush-
ing or washing (separate procedure)), the exam is built into 
the endoscopy and is not reported separately.
The alert coder will recognize that there can be exceptions 
to bundling rules. For instance, per Transmittal 954, you 
may separately report an E/M service on the same day as 
another procedure if documentation substantiates that 
the E/M is “significant, separately identifiable … [and] is 
above and beyond the usual pre- and post-operative work 
for the service.” You also must append modifier 25 Signif-
icant, separately identifiable evaluation and management 
service by the same physician on the same day of the procedure 
or other service to the E/M code to identify the service as 
distinct from other, same-day procedures/services. 

NCCI: The Ultimate Bundling Reference
For Medicare payers (and many commercial payers), the 
end-all, be-all bundling resource is the NCCI. CMS up-
dates the NCCI each quarter (Jan. 1, April 1, etc.), and 
posts the complete list of edits, as the bundled code pairs 
are called, as a free download at www.cms.gov/national-
correctcodinited/. You also may purchase a subscription to 
NCCI, in electronic or paper format, from National Tech-
nical Information Service (NTIS) at www.ntis.gov/prod-
ucts/cci.aspx. Be sure that you always refer to the most up-
to-date version of NCCI when checking for code bundles.
NCCI contains two kinds of edits. The first of these are 
the bundling edits, called “Column 1/Column 2” or “cor-
rect coding” edits (see the accompanying “NCCI Mutu-
ally Exclusive Edit Pairs” sidebar for a brief explanation of 

By G.J. Verhovshek, MA, CPC

Master Bundling Basics
Gain confidence in knowing when to bundle  
services and when to bill services separately.
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the second kind of NCCI edits). Codes listed in Column 2 normal-
ly are bundled to the code listed in Column 1, which is the “more ex-
tensive” procedure. Not every CPT® or HCPCS Level II code is sub-
ject to bundling edits, but a single Column 1 code may bundle doz-
ens of Column 2 codes. 
Consider this partial example of bundling edits (available in the 
CPT® Codes 20000-29999 - Column1/Column2 .zip file:

Column 1 Column 2

20205 201031

202001

243001

From this example, we learn that if the physician performs deep 
muscle biopsy (20205 Biopsy, muscle; deep), then wound exploration 
(20103 Exploration of penetrating wound (separate procedure); neck), 
superficial biopsy (20200 Biopsy, muscle; superficial), and manipula-
tion under anesthesia (24300 Manipulation, elbow, under anesthesia) 
at the same location are included. Hypothetically, if a surgeon per-
forms deep muscle biopsy of the left bicep and explores the wound at 
the same time, only the deep biopsy is reported. 

Here’s a second, edited example:

Column 1 Column 2

22551 622911

623100

623110

In this case, we see that cervical arthrodesis below C2 (22551 Ar-
throdesis, anterior interbody, including disc space preparation, discecto-
my, osteophytectomy and decompression of spinal cord and/or nerve roots; 
cervical below C2) includes injection for discography (62291 Injection 
procedure for discography, each level; cervical or thoracic) and single in-
jection of diagnostic or therapeutic substances, not including neuro-
lytic substances (62310 Injection, single (not via indwelling catheter), 
not including neurolytic substances, with or without contrast (for either 
localization or epidurography), or diagnostic or therapeutic substance(s) 
(including anesthetic, antispasmodic, opioid, steroid, other solution), 
epidural or subarachnoid; cervical or thoracic  and 62311 Injection, 
single (not via indwelling catheter), not including neurolytic substanc-
es, with or without contrast (for either localization or epidurography), 
or diagnostic or therapeutic substance(s) (including anesthetic, antispas-

modic, opioid, steroid, other solution), epidural or subarachnoid; lum-
bar, sacral (caudal)) when performed at the same spinal location.

Know When NOT to Bundle
Code bundles aren’t always absolute. A code that normally is bun-
dled may be reported (and reimbursed) separately if both of the fol-
lowing conditions are met:
1. The NCCI code pair edit includes a “1” modifier indicator.
Look again at our NCCI code pair examples shown above. Notice 
that each Column 2 code includes a superscript “1” or “0.” This num-
ber is called the modifier indicator. Those codes with a “0” modifier 
indicator may never be reported separately with the Column 1 code. 
For example, the 22551/62310 code pair edit has been assigned a “0” 
modifier indicator, so there are no circumstances under which you 
may report 62310 separately with 22551. 
Those codes assigned a “1” modifier indicator may be reported and 
reimbursed separately from the Column 1 code, provided the sec-
ond condition also is met.
2. The Column 2 procedure must be separate.
This can happen, for instance, if the two procedures occur at sep-
arate anatomic sites, or during separate patient encounters. For ex-
ample, suppose the physician performs deep muscle biopsy (20205) 
on the left bicep, and performs wound exploration (20103) at a dif-
ferent location (such as the right thigh). Because 20205 has been as-
signed a modifier indicator of “1,” and the two procedures occurred 
at separate locations, the procedures may be reported (and reim-
bursed) independently.

Modifiers Seal the Deal
When you unbundle an NCCI code pair edit, you must append a 
proper modifier to the Column 2 code. In our previous example for 
deep muscle biopsy on the left bicep and wound exploration on the 
right, proper coding is 20205, 20103-59.
Without a modifier, payers will automatically reject the Column 2 
code, rendering it bundled and not separately payable. In the major-
ity of cases, per the NCCI Policy Manual, modifier 59 Distinct proce-
dural service “is used to identify procedures/services that are not nor-
mally reported together, but are appropriate under the circumstanc-
es.” Here’s another example for modifier 59 usage:
The Column 1/Column 2 code edit with Column 1 CPT® code 
38221 Bone marrow; biopsy, needle or trocar and column two CPT® 
code 38220 Bone marrow, aspiration only includes two distinct pro-

For Medicare payers (and some commercial payers), 

the end-all, be-all bundling resource is the NCCI.
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cedures when performed at separate anatomic sites or separate 
patient encounters. In these circumstances, it would be accept-
able to use modifier 59; however, if both 38221 and 38220 are 
performed through the same skin incision at the same patient en-
counter, modifier 59 should NOT be used.
When reporting a significant, separately identifiable E/M ser-
vice on the same day as a procedure, you should append modifi-
er 25 to an E/M that accompanies a minor procedure (one with 
0, 10, or “XXX” global period designation); or modifier 57 De-
cision for surgery to an E/M service that accompanies a major pro-
cedure (one with a 90-day global period). 
Learn more: For additional information on applying modifiers 
25 and 57, see “Wisely Choose Between Modifier 25 and Modi-
fier 57,” September 2010 Coding Edge, pages 22-24. 

The Bottom Line
Bundled code pairs are not rare. The NCCI contains thousands 
upon thousands of bundling edits (22551, alone, bundles over 
100 codes). Specialized coding and billing software will alert you 
to possible bundling edits, but remember: Eternal vigilance is the 
price of proper coding. 

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

Feature

NCCI Mutually Exclusive Edit Pairs
NCCI includes two types of edits. The first is bundling edits, which 
we focus on in the main article. The second is called “mutually ex-
clusive edits.” Mutually exclusive edits describe code pairs that 
would not reasonably be performed at the same session and ana-
tomic location for the same patient. As explained by the NCCI Pol-
icy Manual, “An example of a mutually exclusive situation is the re-
pair of an organ that can be performed by two different methods. 
Only one method can be chosen to repair the organ. A second ex-
ample is a service that can be reported as an ‘initial’ service or a 
‘subsequent’ service. With the exception of drug administration 
services, the initial service and subsequent service cannot be re-
ported at the same patient encounter.”

Mutually exclusive code pairs are listed in two columns. As with 
bundling edits, mutually exclusive code pair edits may be by-
passed if the edit includes a “1” modifier indicator, and if the pro-
cedures are performed at different anatomical sites or during 
separate patient encounters (for example, if a procedure is pro-
vided on contralateral structures, such as the left and right eye, 
or left and right knee, etc.). As with bundling edits, you must ap-
pend an appropriate modifier (usually modifier 59) to the Column 
2 code to designate the procedures as separate and distinct. Doc-
umentation must support separate coding for the procedures.
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ICD-10 Road Map

Developing a better understanding of anatomy and pathophysi-
ology (A&P) is one challenge you will face with ICD-10 imple-
mentation. The good news is brushing up on A&P, while see-

ing how it’s applied in the ICD-10-CM Official Guidelines for Coding 
and Reporting, will make ICD-10 code assignment easier. As an ex-
ample, let’s look at fracture coding.

Locate Fractures
Traumatic fracture codes are found in chapter 19 of ICD-10-CM, 
“Injury, Poisoning and Certain Other Consequences of External 
Causes (S00-T98).” This chapter uses the S-section for coding dif-
ferent injuries related to single body regions, and the T-section to cov-
er injuries to unspecified body regions, as well as codes for poisoning 
and certain other consequences of external causes.

Define Fractures
A bone fracture is a medical condition in which there is a break in the 
continuity of the bone. A bone fracture can be the result of high-force 
impact or stress, or trivial injury as a result of a medical condition that 
weaken the bones (e.g., osteoporosis, bone cancer, or osteogenesis im-
perfecta). The latter type of fracture is a pathologic fracture.
Codes for open fractures (where bone pierces the skin) contain a 
much higher level of specificity in ICD-10-CM, and further classi-
fication is needed for open fractures using the Gustilo open fracture 
classification system. This system, shown in the table below, identi-
fies fractures as Type I, II, IIIA, IIIB, IIIC.
You must have an in-depth knowledge of fracture classification sys-
tems to assign fracture codes appropriately. For example, ICD-10-
CM guidelines state, “A fracture not indicated as open or closed 
should be coded to closed. A fracture not indicated whether displaced 
or not displaced should be coded to displaced.”

Fractures also require the use of a seventh character extender. The 
ICD-10-CM guidelines indicate:
Initial vs. Subsequent Encounter for Fractures 
Traumatic fractures are coded using the appropriate 7th character ex-
tension for initial encounter (A, B, C) while the patient is receiving ac-
tive treatment for the fracture. Examples of active treatment are: surgical 
treatment, emergency department encounter, and evaluation and treat-
ment by a new physician. The appropriate 7th character for initial en-
counter should also be assigned for a patient who delayed seeking treat-
ment for the fracture or nonunion. 
Fractures are coded using the appropriate 7th character extension for sub-
sequent care for encounters after the patient has completed active treat-
ment of the fracture and is receiving routine care for the fracture dur-
ing the healing or recovery phase. Examples of fracture aftercare are: cast 
change or removal, removal of external or internal fixation device, med-
ication adjustment, and follow-up visits following fracture treatment. 
Care for complications of surgical treatment for fracture repairs during 
the healing or recovery phase should be coded with the appropriate com-
plication codes. 
Care of complications of fractures, such as malunion and nonunion, 
should be reported with the appropriate 7th character extensions for sub-
sequent care with nonunion (K, M, N,) or subsequent care with mal-
union (P, Q, R).
The aftercare Z codes should not be used for aftercare for traumatic frac-
tures. For aftercare of a traumatic fracture, assign the acute fracture code 
with the appropriate 7th character.

Example

Tina suffered an open fracture of the left radius, type I with disloca-
tion of the radioulnar joint dislocation.
ICD-10-CM coding: 

S52.372B	 Galeazzi’s fracture of the left radius, initial encounter for open 
fracture type 1

The Galeazzi fracture is a fracture of the radius with dislocation of the 
distal radioulnar joint. It classically involves an isolated fracture of 
the junction of the distal third and middle third of the radius with as-
sociated subluxation or dislocation of the distal radioulnar joint; the 
injury disrupts the forearm axis joint.

Brush Up on A&P  
When Coding Fractures
Understand anatomy and pathophysiology

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

Gustilo Classification

I Low energy, wound less than 1 cm

II Wound greater than 1 cm with moderate soft tissue damage

III

High energy wound greater than 1 cm with extensive soft tissue damage

IIIA Adequate soft tissue cover

IIIB Inadequate soft tissue cover

IIIC Associated with arterial injury

Brush Up on A&P  
When Coding Fractures
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Increase Specificity
The clavicle, or collarbone, is a long bone of short length that serves 
as a strut between the scapula and the sternum. It is the only long 
bone in body that lies horizontally. It makes up part of the shoulder 
and the pectoral girdle, and is palpable in all people. In people who 
have less fat in this region, the location of the bone is clearly visible 
where it creates a bulge in the skin.
Even though there is only one long bone for the clavicle, there are 24 
coding choices in ICD-10-CM. These choices consist of four sub-
categories:

S42.0	 Fracture of clavicle

S42.01	 Fracture of sternal end of clavicle

S42.02	 Fracture of shaft of clavicle

S42.03	 Fracture of lateral end of clavicle

In each subcategory there are choices for displaced and non-dis-
placed, as well as “laterality.” A requirement for coding a clavicle 
fracture is the seventh character extension. Choices for this subcat-
egory consist of:

A	 Initial encounter of closed fracture

B	 Initial encounter for open fracture

D	 Subsequent encounter for fracture with routine healing

G	 Subsequent encounter for fracture with delayed healing

K	 Subsequent encounter for fracture with nonunion

P	 Subsequent encounter for fracture with malunion

S	 Sequela

According to the American Academy of Family Physicians (AAFP), 
the anatomic site of the clavicle fracture is typically described us-
ing the Allman classification, which divides the clavicle into thirds. 
Group I (midshaft) fractures occur on the middle third of the clavi-
cle; group II fractures on the lateral (distal) third; and group III frac-
tures on the medial (proximal) third. Knowing these terms and clas-
sification can help in code assignment.

Example

Tim was seen in our office for pain with movement of his upper right 
arm and shoulder region. This pain has been present for about six 
weeks. He first noticed it after he was playing football at his fami-

ly reunion three weeks ago, and has been treating himself with ibu-
profen with no relief. In-office X-rays indicate a group II fracture of 
the right clavicle.
ICD-10-CM coding: 

S42.031A	 Displaced fracture of lateral end of right clavical, initial encounter

Review of the guidelines indicate that because this is the first time 
the patient is being seen for this condition, we would assign the sev-
enth character extender of “A” for initial encounter. Because the phy-
sician did not indicate the fracture as non-displaced or displaced, the 
guidelines also indicate this encounter would be coded as displaced.
Let’s take this example through the patient’s healing progression.

Example

Tim returned to our office three months later with complaints of in-
termittent pain of the right upper extremity. The physician deter-
mined it was a result of his previous fracture and took in-office X-
rays that indicated a nonunion.
ICD-10-CM coding: 

S42.031K	 Displaced fracture of the lateral end of the right clavicle, subse-
quent encounter for fracture with nonunion

Six months later, Tim returned for aftercare follow-up from his now-
healed fracture. In ICD-10-CM, we code the aftercare with the same 
acute fracture code, with the seventh character extender for sequela. 
The coding would now look like:

S42.031S	 Displaced fracture of the lateral end of the right clavicle, sequela

With working knowledge of anatomy and pathophysiology, you can 
appropriately assign codes in ICD-10. Refreshing your current skill 
set will be necessary so productivity will not suffer with ICD-10 im-
plementation. 

Sources:
www.aafp.org/afp/2008/0101/p65.html
ICD-10-CM Official Guidelines for Coding and Reporting 2011 
AAPC’s Anatomy and Physiology for ICD-10-CM

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

You must have an in-depth knowledge of fracture 
classification systems to assign fracture codes appropriately.
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Long Beach Bonds Attendees
Two individuals share their 2011 AAPC National Conference experience. 

Anyone who has attended a national conference can speak firsthand 
to the excitement and camaraderie one feels when thousands of cod-
ing professionals from all over the country congregate to promote, 
learn about, and celebrate coding excellence. This first time nation-
al conference attendee, and AAPC Chapter Association (AAPCCA) 
board member brought home different conference experiences and 
insight; however, they share a common bond: a sense of belonging. 
Here are their stories.

Coding in Long Beach: Who Could Ask for More?
By Ken Camilleis, CPC, CPC-I, CMRS
Long Beach was my first national conference. I’ve attended AAPC 
regional conferences in Ko Olina, Oahu, Hawaii and Springfield, 
Mass., and I had a hankering to attend a national conference, as well. 
My wife, Marita Brooks Cable-Camilleis, CPC-A, who just 
passed her CPC® exam in December, attended with me.

We Hit the Hot Spots
Despite the cost and time involved in traveling nearly 3,000 
miles from my home, I’m glad I went. Not only did my wife 
and I gain new coding-related experiences, we enjoyed con-
siderable leisure time in the evenings, visiting and touring the 
Queen Mary, the Aquarium of the Pacific, and Belmont Shores. 
On Sunday morning, we accompanied five busloads of coders 
to Hollywood, stopping at Griffith Park, many shops, tourist 
attractions, and star landmarks on Hollywood Boulevard and 
surrounds. We also spent a couple of nights touring Long Beach 
and dining with three oth-
er members of our local 
chapter. 

It’s a Small World
One of the things I found 
most beneficial to coders is 
the ability to network with 
other individuals from all 
over the country who share 
similar interests and goals. 
I met people from differ-
ent coding specialties who 
could answer related ques-
tions or refer me to appropriate research. I even met a woman who 
now lives in Colorado but grew up in “the next town over” in Massa-
chusetts, less than three miles from me. Her father built a recreation 
center I patronize every Saturday. This shows what a “small world” it 
is in the coding industry. I plan to keep in contact with my newfound 

friends to share Long Beach experiences and coding knowledge.

Favorite Picks
My favorite parts of the Long Beach conference were the speech-
es and breakout sessions related to ICD-10. Listening to Deborah 
Grider, CPC, CPC-H, CPC-P, CPMA, CPC-I, CEMC, COB-
GC, CPCD, address the crowd about the importance of prepar-
ing for ICD-10 was enlightening. The ICD-10 Boot Camp which 
Marita and I attended the first day, conducted by Kim Reid, CPC, 
CPC-I, CEMC, helped me gain insight into the ICD-10-CM cod-
ing processes.
As a certified and licensed Professional Medical Coding Curric-
ulum (PMCC) instructor, I found the pre-conference “Teach the 
Teacher” program to be quite beneficial, not only for obtaining Con-

tinuing Teaching Units, but 
also for enhancing my cur-
rent educational curriculum 
based on the AAPC’s new 
“Medical Coding Training: 
CPC®” program that was 
launched at the beginning 
of this year. 
This being my first nation-
al, I was amazed at the qual-
ity of the numerous exhib-
its – 57 in all – and very im-
pressed by the product dem-

os, contests, giveaways, and networking opportunities. Our lo-
cal chapter group set up a table at the “Get to Know Your Local 
Chapter (G2KYLC)” event on Sunday afternoon. This was a great 
event, as were Johnny Biscuit’s Code Watch videos, and related 
entertainment.

Fred Schafer Strikes a Chord
Above all, the session that really “struck a chord” with me was 
ironically not directly related to coding. I speak of Fred Scha-
fer’s Monday morning general session, “Striking Back at Medi-
ocrity.” As he talked about being prepared for “the storms of life,” 
I thought not only of ICD-10 and coding from complex opera-
tive reports and other professional challenges, but also of myself, 

my family, my students, and everyone else that has an impact on my 
well-being as a coder and otherwise. I was very impressed at how Mr. 
Schafer balanced seriousness and humor into this profound lecture.
For Marita and I, Long Beach was a vacation unlike any other. It 
started out as a business trip to enhance our coding careers and end-
ed up being so much more.

By Michelle A. Dick
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Every Conference  
Has a Common Thread
By Jill Young, CPC, CEDC, CIMC, 
2009-2010 AAPCCA Board of  
Directors
My first AAPC National Conference was in 2001 at the Rio in Las 
Vegas, which I attended with three of my colleagues. The four of us 
split up to attend as many different classes as possible and, in doing 
so, were frequently separated for the entire day. This was pre-
cell phone days, so we had virtually no contact with each oth-
er. I remember that first-time attendee feeling I had after get-
ting my registration packet and not knowing what to do next.
One of the true pleasures of being at conference as a member of 
the AAPC Chapter Association (AAPCCA) Board of Direc-
tors is working at registration, helping that person on the other 
side of the counter who is alone and doesn’t know what to ex-
pect or where to be. It is easy to explain the process of tracking 
conference CEUs and to show a map of the conference center, 
but these simple steps can help start a memorable week for that 
attendee. Many times that kind word is all it takes to kick-start 
a great experience. 
I carried that desire to 
help throughout the en-
tire conference. Here’s 
where my conference sto-
ry begins. 

Sunday
Sunday morning’s “Lead-
ership Training” pre-
sented by the AAPCCA 
board was for those mem-
bers looking to take on a 
leadership role in their chapter. Nearly 400 signed up for this event. 
It started with “Name that Number,” a game of AAPC and coding 
facts. When the MC’s question asked how many employees worked 
in the Local Chapter Department at AAPC with Marti Johnson, 
the replies were 10, 20, and 30. The correct answer was actually four, 
and these overestimations showed me just how dedicated the Local 
Chapter Department is. Kudos to Emilie Nelson, Kay Boyce, Lin-
da Litster, and Marti G. Johnson for your hard work that appears 
to be done by many, many more hands.
We also presented important information about proctoring and how 
to run a successful chapter meeting. In the beginning of the success-

ful chapter meeting skit, I must ad-
mit, it was weird to be so rude walk-
ing into the room in character talk-
ing on my cell phone. It was also quite 
a site to see the stunned look on every-

one’s face when I threw down someone else’s ringing cell phone and 
stomped on it with my foot!
The G2KYLC was a great opportunity for chapters to take charge of 
a table and showcase their chapter in some way. It was awesome to see 

27 chapters chant enthusiasti-
cally to get their “regional spir-
it” ready for Tuesday.

Monday
I spent Monday helping more 
people and assisting at regis-
tration. In between working, 
I found time to attend a ses-
sion or two and sit down out-
side with friends and eat a great 
box lunch. 

Tuesday
At the awards luncheon on Tuesday, the new Late Night Lunch for-
mat was a comedic hit with attendees. From on stage, I was pleased 
to see a sea of color. It was a wonderful show of regional spirit and 
a great way for people to meet new friends wearing the same col-
or indicative of their region. Local chapters and members had a 
blast making more noise than I thought possible as Johnny Biscuit 
taunted the audience before a winner was announced for the Spir-
it Award. The green headdresses that lit up were creative and Re-
gion 4’s win was well-deserved. There’s always next year for us in 
Region 6—go purple!

Wednesday
I noticed that there weren’t many people walking alone come the 
last day of conference. Many had found new friends and were smil-
ing and talking as they walked together to classrooms. The day wore 
on and I saw sometimes tearful goodbyes as new friends separated 
with an exchange of business cards, a promise to call, and a final em-
brace before going their separate ways. I remember this part of my 
first conference, too.
Conference is an amazing time. I’ve learned so much at all of the 
conferences I’ve attended. I look forward to returning to the Rio (11 
years later) for 2012’s conference in Las Vegas; I know it will be just 
as exciting as the first. 
Michelle A. Dick is executive editor at AAPC
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ComplianCe ToolkiT
meDiCal oFFiCe

www.aapcps.com | 1-866-200-4157

The Medical Office Compliance Toolkit is an indispensable resource for the  
new or experienced  compliance manager. Order your copy today.

The fastest and easiest way to create an 
effective compliance plan — in just days.

$149only

More Than 70 Essential  
Forms and Templates
P Breach Notification Letters

P Business Associate Agreement

P Notice of Privacy Practice

P Security Incident Report

P HIPAA Authorization for Release of PHI

P and more

•	Complete	kit	for	HIPAA,	OSHA,	and	CLIA	compliance

•	Easy-to-follow	checklists	help	you	quickly	identify 
 compliance deficiencies

•	Simple	language	and	clear	explanations	of	 
	 current	regulations

•	Sample	office	policies	included	–	put	into	 
	 use	immediately

•	Create	a	safe,	compliant	practice	quickly

•	Fully	customizable	forms	including	the	most	 
	 recent	HIPAA	changes	from	the	HITECH	Act
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Mark Twain once said, “The difference between the right word and 
the almost right word is the difference between lightning and the 
lightning bug.” I think this nicely summarizes the importance of us-
ing the “right words” to document excisional debridement.

Five Elements Complete Excisional Debridement Note
Documentation requirements to support excisional debridement 
coding are very stringent. Perhaps as a result, excisional debridement 
claims are targeted not only by recovery audit contractor (RAC) au-
dits, but also by the Office of Inspector General (OIG) and the Cen-
ters for Medicare & Medicaid Services (CMS). 
Complete documentation for excisional debridement requires five 
elements: 

1.	 A description of the procedure as “excisional”
2.	A description of the instrument used to cut or excise the tissue 

(e.g., scissors, scalpel, curette)
3.	A description of the tissue removed (e.g., necrotic, devitalized 

or non-viable)
4.	The appearance and size of the wound (e.g., down to fresh 

bleeding tissue, 7 cm x 10 cm, etc.)
5.	The depth of the debridement (e.g., to skin, fascia, subcutane-

ous tissue, muscle, or bone)
If any of these elements are missing, documentation does not meet 
the criteria for excisional debridement, according to RACs (see 
“RAC Reviewers Hit Hard on Debridement: Five Elements Must Be 
Documented,” Report on Medicare Compliance, vol. 19, No. 6, Feb. 
15). For example, using a sharp instrument does not necessarily indi-
cate that an excisional debridement was performed. Documentation 
needs to describe the sharp debridement as a definite cutting away 
of devitalized tissue that includes cutting outside or beyond 
the wound margin.
Many hospitals and physicians have cre-
ated templates (like the one shown to the 
right) to ensure that all of the elements are 
properly documented.

Selecting CPT® Codes
Prior to Jan. 1, 2011, excisional debride-
ments were reported with code range 11040-
11044. Effective Jan. 1, however, codes 
11040-11041 were deleted. Instead, for de-
bridement of skin only, 

see 97597 Debridement (eg, high pressure waterjet with/without suc-
tion, sharp selective debridement with scissors, scalpel and forceps), open 
wound, (eg, fibrin, devitalized epidermis and/or dermis, exudate, de-
bris, biofilm), including topical application(s), wound assessment, use 
of a whirlpool, when performed and instruction(s) for ongoing care, per 
session, total wound(s) surface area; first 20 sq cm or less and 97598 De-
bridement (eg, high pressure waterjet with/without suction, sharp selec-
tive debridement with scissors, scalpel and forceps), open wound, (eg, fi-
brin, devitalized epidermis and/or dermis, exudate, debris, biofilm), 
including topical application(s), wound assessment, use of a whirlpool, 
when performed and instruction(s) for ongoing care, per session, total 
wound(s) surface area; each additional 20 sq cm, or part thereof (List 
separately in addition to code for primary procedure).
Codes describing excision debridement deeper than skin-only are 
organized by depth:

•	 Subcutaneous tissue (includes epidermis and dermis, if 
performed) – 11042 Debridement, subcutaneous tissue (includes 
epidermis and dermis, if performed); first 20 sq cm or less and 
11045 Debridement, subcutaneous tissue (includes epidermis and 
dermis, if performed); each additional 20 sq cm, or part thereof 
(List separately in addition to code for primary procedure)

•	 Muscle and/or fascia (includes epidermis, dermis, and 
subcutaneous tissue, if performed) – 11043 Debridement, 
muscle and/or fascia (includes epidermis, dermis, and 
subcutaneous tissue, if performed); first 20 sq cm or less and 11046 
Debridement, muscle and/or fascia (includes epidermis, dermis, 
and subcutaneous tissue, if performed); each additional 20 sq 
cm, or part thereof (List separately in addition to code for primary 
procedure)

By Vickie Balistreri, BA, RHIA, CPC, CPC-H, CCS, CCS-P, CCDS

Meet Documentation Criteria for 
Excisional Debridement
Don’t let stringent requirements make you a RAC target.

Excisional Debridement Template

Type of debridement (circle one)	 excisional	 nonexcisional

Size and appearance of wound debrided _ ____________________________________

Removal of devitalized tissue description (necrotic, nonviable, etc.) _____________

Cutting instrument used (scalpel, forceps, scissors, etc.) ______________________

Depth of debridement 

(How deep did it go to get to pink, healthy tissue? Circle to deepest depth.)

skin	 subcutaneous	 muscle	 fascia	 bone
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•	 Bone (includes epidermis, dermis, subcutaneous tissue, 
muscle and/or fascia, if performed) – 11044 Debridement, 
bone (includes epidermis, dermis, subcutaneous tissue, muscle 
and/or fascia, if performed); first 20 sq cm or less and 11047 
Debridement, bone (includes epidermis, dermis, subcutaneous 
tissue, muscle and/or fascia, if performed); each additional 20 sq 
cm, or part thereof (List separately in addition to code for primary 
procedure)

Note that these codes are reported by area (sq cm), in addition to 
depth. For example, a 65-year-old patient with diabetes presents with 
a 5 cm x 4 cm ulceration (20 sq cm) involving the skin and subcuta-
neous tissue of the left heel. The physician examines the ulcerated 
area for size, depth, location, and staging. Using a scalpel, he excises 
(removes) the necrotic skin and subcutaneous tissues to the level of 
viable tissue, and then irrigates the wound. 
Proper coding in this case is 11042. If the area of the wound was 30 
sq cm (e.g., 5 cm x 6 cm), proper coding would be 11042, 11045.

Nonexcision Debridement Calls for Different Coding
Nonexcisional debridement is described as non-surgical because it 
does not involve cutting away or excising devitalized tissue. It is de-
scribed as removal of devitalized tissue, necrosis, and slough by oth-
er methods, such as: 

•	 Scrubbing
•	 Washing
•	 Water scalpel (jet)
•	 Irrigation (under pressure)

Examples of nonexcisional debridement are pulsed lavage, mechan-
ical lavage, mechanical irrigation, high-pressure irrigation, etc. For 
instance, Versajet™ debridement is always considered nonsurgical, 
mechanical debridement because it does not involve cutting away or 

excising devitalized tissue. Likewise, the Arobella Qoustic Wound 
Therapy System™ uses an ultrasonic assisted curette to mechanical-
ly debride wounds. 
According to American Hospital Association’s (AHA’s) Coding Clin-
ic for ICD-9-CM, second quarter 2004, debridement performed by 
physical therapists is generally nonexcisional. Debridement of the 
skin that is preparatory to further surgery, such as reduction of frac-
ture, should not be coded as a separate procedure.
A CPT® example of nonexcisional debridement is 97602 Removal of 
devitalized tissue from wound(s), non-selective debridement, without 
anesthesia (eg, wet-to-moist dressings, enzymatic, abrasion), including 
topical application(s), wound assessment, and instruction(s) for ongoing 
care, per session. This code would be used, for example, if a wound 
is cleaned, evaluated for size, depth, and evidence of ulceration or 
necrosis, hydrotherapy is used to soften and loosen the tissue, and 
dressing is applied. 

Use E/M Codes for  
Nonsurgical Cleansing Without Debridement
When the service provided is only a nonsurgical cleansing of a 
wound without debridement, with or without the application of a 
surgical dressing, use the appropriate evaluation and management 
(E/M) code, not a debridement code.
For example, a patient is seen in the office for subsequent wound 
care. The wound is cleansed with topical ointment. No tissue is re-
moved, and the wound dressing is changed. For this you would re-
port an E/M service, as supported by the level of documentation 
(e.g., 9921x). 

Vickie Balistreri, BA, RHIA, CPC, CPC-H, CCS, CCS-P, CCDS, is a health care consultant for 
JA Thomas & Associates-Clinical Documentation Improvement and has 26 years of health care 
coding and auditing experience. Balistreri is a former AAPC (NAB) member.

Debridement of the skin that is preparatory to further surgery, such as reduction of 
fracture, should not be coded as a separate procedure.

ICD-9 Debridement Procedure Coding
According to the ICD-9-CM Official Guidelines for Coding and Reporting, effective Oct. 1, 2010, “Excisional debride-
ment involves surgical removal or cutting away, as opposed to a mechanical (brushing, scrubbing, washing) de-
bridement. For coding purposes, excisional debridement is assigned to code 86.22. Non-excisional debridement 
is assigned to code 86.28.”

A change from 86.22 Excisional debridement of wound, infection, or burn to 86.28 Nonexcisional debridement of 
wound, infection, or burn will make a significant difference in hospital reimbursement under Medicare severity di-
agnosis-related groups (MS-DRGs).
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   Integrity ***NEW!

This 2 1/2 day event is the only multi-specialty conference that 
will equip you with the tools you need to submit codes correctly 
from the start, avoiding claim denials, maximizing your 
productivity and increasing your practice’s bottom-line.  

NEW THIS YEAR! 

CodingCon’s 
Clinical
Documentation 
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Healthcare Documentation 
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billing and reimbursement.
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By Jacqueline Baer, RN, MSN, CPC-H

Is your provider or facility receiving mul-
tiple denials for claims that, according to 
the remittance advice from the payer, fail 

to show medical necessity? A clear under-
standing of Medicare guidelines, and what 
is required to show medical necessity, will 
help you make sense of the situation and en-
sure proper claims payment for your office. 
Medical necessity is defined by the Centers 
for Medicare & Medicaid Services (CMS) 
under the Social Security Act, sec. 1862 [42 
U.S.C 1395y]: 

(a) Not withstanding any other provision of this 
title, no payment may be made under part A or 
part B for any expenses incurred for items or 
services which, except for items and services 
described in a succeeding subparagraph, are 
not reasonable and necessary for the diagnosis 
or treatment of illness or injury or to improve the 
functioning of a malformed body member.

What does that mean in plain English? Ba-
sically, CMS wants proof of why the patient 
required the service(s) to retain or regain his 
or her health.
For example, John Doe comes in to the hos-
pital for a chest X-ray ordered by his phy-
sician with nothing but a requisition with 
a diagnosis of chronic obstructive pulmo-
nary disease (COPD). As the facility pro-
viding the X-ray, the hospital is responsible 
for proving medical necessity. This case will 
be denied, however, because the diagnosis 
alone won’t satisfy medical necessity require-
ments. CMS wants to know why the test is 
being performed, and what evidence exists 
to back it up.

“Suspected” Must Be  
Documented, but Not Coded
For years, CMS has said that in the out-
patient setting you cannot use the terms: 
“probable,” “likely,” “rule out,” or “suspect-

ed.” Now, CMS wants you to document the 
diagnosis AND what the provider thinks is 
“probable,” “likely,” “rule out,” or “suspect-
ed,” along with the key clinical indicators. 
This does not mean you should code “proba-
ble,” “likely,” “rule out,” or “suspected” con-
ditions. This information should be docu-
mented only to support medical necessity. 
To adjust the preceding example to support 
medical necessity, the physician could have 
written on the requisition: “DX: COPD; sus-
pect exacerbation, wheezes bilaterally in all 
lung fields.” The “suspect exacerbation” ex-
plains why the X-ray is medically necessary; 
and “wheezes bilaterally in all lung fields” ex-
plains what has led the provider to this con-
clusion. Do not code the exacerbation, how-
ever, unless it is confirmed by a subsequent 
service.

Solutions to Ensure  
Documented Medical Necessity
Getting claims paid requires teamwork. 
Physicians, coders, and billers must work to-
gether to ensure all the elements necessary 
for proper claims payment are in place. You 
might, for example:

•	 Become familiar with your CMS 
contractor or fiscal intermediary 
(FI). Take advantage of all they offer 
on their websites, and sign up for 
automated email alerts for updates. 
Medicare builds guidelines into local 
coverage determinations (LCDs) and 
national coverage determinations 
(NCDs), which you can access on the 
Medicare Coverage Center website 
(www.cms.gov/center/coverage.asp). 
Your area’s FI also has guidelines. 
Noridian, Highmark, and Trailblazer 
also have great websites where you 

can search for documentation 
requirements. 

•	 Review all CMS widespread 
notifications. Don’t just sign up for 
Part B because your provider or facility 
is an outpatient facility or physician 
office. Often, Medicare Part A 
notifications will apply to Part B.

•	 Make sure your coding books are up 
to date.

•	 Use resources provided to you as 
a member of your professional 
organizations, such as AAPC.

•	 Sit down with your provider and talk 
about denials. Research and have the 
facts ready. For instance, if you are 
getting denials on hemoglobin A1C 
testing, look at the Medicare Benefits 
Policy Manual, the medically unlikely 
edits tables, and any related LCDs and 
NCD to make sure you are familiar 
with how many tests are allowed.

•	 Conduct internal audits to be sure 
documentation supports treatment 
and testing.

Medical Necessity  
Is an Issue for All Payers, POS
To save money and make sure providers are 
compliant, major insurance companies have 
hired auditors to scrutinize claims. Recov-
ery Audit Contractors (RACs) post medi-
cal necessity issues on their websites. To sur-
vive, providers and facilities will have to doc-
ument medical necessity in every aspect of 
the treatment and testing of patients. This 
includes diagnostic tests, labs, procedures, 
and inpatient admissions.
Why inpatient admissions? Medical necessi-
ty has to be proven to admit a patient to the 

Medical Necessity: 

Why All the Denials?
Make sense of guidelines and be sure provider services are necessary.

Feature
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hospital. The following is an example of an 
IP admission lacking medical necessity: 

John Doe goes to the emergency room (ER) 
for chest pain. He has had this pain for two 
days intermittently. The chest pain radiates 
to the patients left arm. All vital signs are 
within normal limits. Cardiac enzymes are or-
dered and the first set comes back normal. In 
the ER the physician orders a chest X-ray on 
his patient—even though the patient recent-
ly had a chest X-ray. The physician does not 
document what he thinks is probable, like-
ly, ruling out, or suspected. The patient has 
no clinical indicators for pulmonary issues. 
The physician decides to admit the patient 
to IP to do further testing as nothing is reliev-
ing the patient’s chest pain. The patient is 
admitted with a diagnosis of chest pain, rule 
out myocardial infarction (MI). A hospitalist 
is assigned to follow the patient in the hospi-
tal. The patient is receiving all medications 
by mouth. Electrocardiograms (EKGs) come 
back with normal sinus rhythm and no ST ele-
vations. The rest of the patient’s cardiac en-
zymes are within normal limits and the pa-
tient’s symptoms dissipate. The patient is 
discharged home the next morning with a di-
agnosis of atypical chest pain.

In this example, a chest X-ray was done in 

the ER with no proven medical necessity (the 
patient had recently had a chest X-ray). The 
second issue is that the patient was admit-
ted as an IP to the hospital, but should have 
been referred to observation. CMS states 
in Transmittal 107, Change Request (CR) 
6492, “Observation services are commonly 
ordered for patients who present to the emer-
gency department and who then require a 
significant period of treatment or monitor-
ing in order to make a decision concerning 
their admission or discharge.” This care usu-
ally is provided in less than 24 hours, and no 
more than 48 hours.
The following example shows proper patient 
placement:

John Doe goes to the ER for chest pain. John 
Doe has had this pain for two days intermit-
tently. The chest pain radiates to the patients 
left arm. All vital signs are within normal lim-
its. Cardiac enzymes are ordered and the first 
set comes back normal. In the ER, the physi-
cian reviews a chest X-ray on his patient that 
he recently had done. He documents that he 
is ruling out mediastinal widening due to pa-
tient’s history of hypertension. The physician 

decides to do further testing because noth-
ing is relieving the patient’s chest pain. The 
patient is referred to observation with a diag-
nosis of chest pain, rule out MI. A hospitalist 
is assigned to follow the patient in the hospi-
tal. The patient is receiving all medications 
by mouth. He is treated with nitro and an as-
pirin, in addition to his regular blood pressure 
medication of Lisinopril and diuretics. EKGs 
come back with normal sinus rhythm and no 
ST elevations. The rest of the patient’s cardi-
ac enzymes are within normal limits and the 
patient’s symptoms dissipate. The patient is 
discharged home the next morning with a di-
agnosis of atypical chest pain.

As always, education is the key to proper 
claims payment. Learning how to document 
medical necessity is just one more class in the 
grand scheme of things. The resources for 
learning this essential information are out 
there; it’s up to you to put them to good use. 

Jacqueline K. Baer, RN, MSN, CPC-H, 
is a corporate compliance auditor/coor-
dinator for Yuma Regional Medical Cen-
ter in Yuma, Ariz. She has more than 15 
years of clinical experience, with over 
six years in clinical documentation and 
coding. She serves as the education of-

ficer for the AAPC Flagstaff, Ariz. Local Chapter.
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Be with your family and earn CEUs! 

Continuing education. Any time. Any place. ℠ 

(Some courses also 
have CEU approval 

from AHIMA. 
See our Web site.) 

HealthcareBusinessOffice LLC:  Toll free 800-515-3235 
Email:  info@HealthcareBusinessOffice.com 
Web site: www.HealthcareBusinessOffice.com 

Need CEUs to renew your CPC®? 
Save gas. Stay in town. Use our CD-ROM 
courses anywhere, any time, any place. No travel 
needed, and you can even work at home. 
 

• From the leading provider of interactive CD-ROM 
courses with preapproved CEUs 

• Finish at your own speed, quickly or leisurely 
• Just 1 course earns as much as 18.0 CEUs 
• Use any Windows® PC: home, office, laptop 
• No Internet needed: no expiring passwords 
 

Finish a CD in a couple of days, or work a little bit 
over a series of days, you choose! So visit our Web 
site to learn more about CEUs, the convenient way. 

Easily affordable with EasyPayments! 
www.HealthcareBusinessOffice.com/easypay.htm 

Our CD-ROM course line-up: 
E/M from A to Z (18 CEUs) 

Primary Care Primer (18 CEUs) 
E/M Chart Auditing & Coding (16 CEUs) 
Demystifying the Modifiers (16 CEUs) 
Medical Coding Strategies (15 CEUs) 
Walking Thru ASC Codes (15 CEUs) 

Follow us on Twitter: 
twitter.com/hbollc 
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Capital Coders Emphasize Education
With education driving the Columbia, S.C. Local Chapter, it’s no wonder its 
members won AAPC 2010 Chapter of the Year.

AAPC is proud to present the 2010 Chapter of the Year 
Award to the Columbia, South Carolina Local Chapter—
better known as Capital Coders. 

2010 President Debra L. Jones, CPC, said winning this award has 
been 10 years in the making. “We set a goal in 2001 to become the 
‘Chapter of the Year’ winner. We took baby steps along the way, set-
ting obtainable goals each year, hoping that one day we would be 
awarded such a prestigious award,” Jones said. “Our chapter has (like 
most chapters) had its share of challenges throughout the years. As 
we achieved one goal and went on to the next, we celebrated each of 
those successes and set our sights on a higher goal for the next year.” 
Capital Coders’ founder, Janet Dunkerley, CPC, CMC, CPC-I, 
said, “We have worked so long and hard for this honor, always go-
ing above and beyond, but never quite getting there. It was amazing 
to see all of our hard work pay off—big time! I am so happy and so 
proud of our members. They deserve this honor. They’re the best!”

Look at All They Accomplished
Director of Local Chapter Support Marti Johnson said, “This chap-
ter not only fulfilled the basic requirements to be a local chapter in 
good standing, but truly went above and beyond for their chapter 
members and the medical community.” 

To earn the award, according to Johnson, Capital Coders:
•	 Held review classes to help members get ready for their 

exam. They have four to six each year and offer the CPC® 
exam 12 times a year. Dunkerley is the PMCC instructor who 
conducts the class.

•	 Offered additional CEUs through an all-day seminar. 
Since 2003, the chapter has held an “Annual Spring Seminar” 
in March. They offer six to eight CEUs each year and feature 
speakers who are local Medicare carriers, doctors, and coders 
presenting on a variety of topics. 

•	 Recognized newly certified chapter members on their 
accomplishments in passing the certification exam. Jones 
said, “Every quarter our chapter holds a ‘pinning’ ceremony in 
which the newly certified coders receive their CPC or CPC-H 
pin.” 

•	 Helped members find jobs. Capital Coders has helped their 
members gain internships with local businesses, often leading 
to permanent jobs.

•	 Were active with local colleges. To ensure their coding 
and billing curriculums were up to standards, the chapter 
aligned with Remington College, Southeastern, and Virginia 
College. The chapter also “speaks to the students to help them 
gain a better understanding of coding and billing and how to 
become a certified coder,” according to Jones.

•	 Helped local charities. In 2010, Capital Coders presented 
Palmetto Health Children’s Hospital and Sistercare of 
Columbia, S.C. each with a $500 check. The chapter chooses 
one or more local charities each year, donating monies from 
their own budget as well as from chapter-led fundraisers.

•	 Showed gratitude to others. Feeling grateful for the success 
of the AAPC’s Jacksonville National Conference in 2010, 
they sent a thank you letter to the mayor of the city.

Additionally, 2010 New Member Development Belinda Inabinet, 
CPC, CCC, said her chapter would “hold dual meetings at times,” 
to accommodate members who couldn’t attend during the standard 
monthly lunch hour meeting. The chapter also was responsible for 
establishing South Carolina’s Coder’s Day in May.

Striving to Educate to the Highest Level
Providing quality education has been a main focus for Capital Cod-
ers. Emilie Nelson, Local Chapter Event Approval, said that Co-
lumbia, S.C. “truly cares about each member and gives them the 

By Michelle A. Dick

Front row (l-r): Debra Jones, president; Elizabeth Fogle, president-elect
Middle row (l-r): Margaret Banta, education officer; Belinda Inabinet, new mem-
ber officer; Linda Wheaton, secretary (shared) 
Last row (l-r): Lisa Duvall, treasurer; Janet Dunkerley, founder of chapter; Alexis 
Alia, chaplain; Deborah Rollison, secretary (shared) is not pictured
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quality education they deserve.” The Co-
lumbia chapter has proved to the national of-
fice their commitment to provide education-
al and mentoring opportunities for members 
by aligning with two local colleges that offer 
coding and billing curriculum.
“We as a chapter want to be sure future cod-
ers and billers are provided with the correct 
learning tools and skills to succeed in this 
wonderful field we are part of,” Jones said.
Providing CEUs to members also is an im-
portant part of local chapter meetings, and 
the Columbia chapter makes sure their ed-
ucation offerings cater to everyone’s needs. 
2010 Treasurer Lisa K. Duvall, CPC, CCS-
P, said, “As a former education officer for the 
chapter and as the billing manager for a 45+ 
provider pediatric multi-specialty group, 
I am excited that the CEUs offered each 
month include a variety of specialties. The 
chapter continually strives to present timely 
and informative topics. Knowledgeable pre-
senters ensure correct information is con-
veyed regarding their specialty and include 
coders, non-physician practitioners, as well 
as physicians.”
2010 Secretary Deborah Rollison, CPC, 
said that Capital Coders worked hard last 
year “to ensure all the coders in their area 
continued to improve their skills and were 
able to obtain the knowledge needed to per-
form at their highest level possible.” Rollison 
said they did this “by offering them a way to 
network with seasoned coders and possibly 
get internships to help them gain the experi-
ence they need as apprentices.” The chapter 
communicates new coding concepts and job 
opportunities to members via a newsletter. 

Welcoming All
Capital coders extend themselves to wel-
come new members. To do this, the chapter:

•	 sends new members and newly 
certified members a personal 
invitation to meetings via email.

•	 provides new members with directions 
to the meeting place, time, and 
speaker information.

•	 sends out a “member profile” 
questionnaire to be featured in their 
monthly newsletter.

•	 gives new members the new 
membership officer’s business card 
with essential contact information in 
case of questions.

•	 does a roll call at meetings to identify 
new members and recognize newly 
certified members.

Compassion Calls  
for Extra Elected Officials
Columbia is one big family, and many mem-
bers have formed long, lasting friendships. 
This bond led to a request from members to 
form another officer position of chaplain. 
The purpose of the chaplain is to help mem-
bers share their successes and failures with 
each other. 2010 Education Officer Mar-
garet Banta, CPC, said, “We were the first 
chapter to see the need for a new officer po-
sition. Many members of our local chap-
ter were going through some trying times: 
health issues, family deployments, deaths, to 
name a few. We saw the need for compassion 
and thought not only would we sympathize 
and empathize with the members of our lo-
cal chapter, but we’d also celebrate the good 
news as well—the congratulations for wed-
dings, births, and passing exams. We now 
have a ‘go to’ person when a local chapter 
member is in need.”

What’s Next in Columbia’s Future?
The chapter also has an executive board 
made up of current and past officers who 
meet every quarter to discuss what’s next on 
the chapter’s to-do list. That list continues to 
grow. One issue on the table is how the chap-
ter can provide services to members who 
have a speech or hearing impairment. “We 
want all members to benefit from our meet-
ings and seminars. We may have been award-
ed 2010 Chapter of the Year but we still have 
a lot of work to do to continue with growth 
for the chapter,” Jones said. 

Michelle A. Dick is executive editor at AAPC.

Their Commitment 
is Priceless
We asked a couple of well-known Cap-
ital Coders: “What do you like most 
about your chapter?” Here are their 
responses:

“The people there are just amazing. 
Everyone is willing to help each other; 
we have the ‘pay it forward’ mentality. 
We remind everyone of the time when 
they needed someone to proctor their 
exam or needed a mentor or someone 
to help them break into the field. In-
stead of trying to pay them back, we 
encourage our members to ‘pay it for-
ward’ and help someone else out. It 
really does come back to you ten-fold, 
and the amazing feeling you get when 
you help others out—priceless!”

Capital Coders’ founder Janet L. 
Dunkerley, CPC, CMC, CPC-I 

“We are constantly looking for new 
ways to grow and connect with the 
health care community. One hot top-
ic that was discussed at our April 
chapter meeting was the need to re-
cruit physicians to become certified 
coders. If we can better communi-
cate with the doctors and other health 
care providers, our practices would 
be more successful, not only finan-
cially but clinically … We are moving 
towards creating an environment of 
cooperation and learning within our 
chapter through respecting each oth-
er’s professional experiences.”

2011 President Elizabeth Fogle, CPC
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Local Chapters

Over the past 10 months, the AAPC Chapter Association (AAPC-
CA) Board of Directors has solidified our internal structure and 
have become more outspoken about supporting and strengthening 
the chapters we serve. 
The AAPCCA was formed as a legal registered entity to ensure chap-
ters could remain non-profit. Our mission:
The AAPCCA, the governing board for the AAPC Local Chapters, was 
established to create, maintain, and sustain the infrastructure, through 
approachable and accountable representation, necessary to empower lo-
cal chapters to function in support of the AAPC mission of “Upholding 
a Higher Standard.”
A board of directors was needed to guide the collective group in a 
cohesive manner. Sixteen individuals were appointed to serve as the 
first board of directors. This group developed policies, bylaws, and 
processes and incorporated those messages into the Local Chapter 
Handbook. 
Having established an infrastructure, the board now works on its in-
tended purpose: serving local chapters. The national conference in 
Jacksonville was our most visible effort to date. Although you may 
have missed us as we roamed the convention center in our purple 
shirts, you couldn’t have missed our orange hair, green headbands, 
and purple glow sticks as we helped energize our regions to show spir-
it and generate donations for Project AAPC (specifically for Nash-
ville flood relief). That same spirit is what we all bring to the efforts 
of the board today. 
Another national conference has come and gone. We’re sure attend-
ees will remember the women in purple shirts and their enthusiastic 
support! In case you missed us, however, we’d like to share some of 
our accomplishments this past year:

•	 collected over $14,500 for Project AAPC during the 
conference in Jacksonville to help the American Red Cross 
assist with Nashville flood relief efforts. Over 60 local 
chapters and thousands of members contributed to the effort. 

•	 contributed 14 articles to Coding Edge to help chapters 
and members learn and grow. Some of our topics included 
handbook clarification, making lasting impressions, how to 
become chapter of the year, mentoring, and coding issues.

•	 contributed more than 34 articles to industry publications to 
promote AAPC’s message.

•	 visited more than 73 chapters to share information and 
answer questions.

•	 presented over 53 lectures at chapter meetings.
•	 presented over 24 seminar topics, including national and 

regional AAPC conferences.

•	 answered over 
589 questions 
from chapter 
officers.

•	 approved the 
start of 52 new 
chapters.

•	 saved chapters 
from closing 
by providing 
support and 
encouragement.

•	 updated the Local Chapter Handbook to address current issues 
and technology.

•	 conducted surveys and addressed the dilemma facing the 
CPC-A population.

•	 put in over 1,200 hours of work to support the chapters by 
serving on various committees, including public relations, 
local chapter development, Local Chapter Handbook, and 
various task forces.

•	 provided the tools and resources to successfully run a local 
chapter, become mentors, and have fun doing it to a crowd of 
300 participants during a leadership training session at the 
Long Beach conference.

•	 provided a way for over 28 chapters to share their ideas and 
success stories with attendees during the Get to Know Your 
Local Chapter event at conference. The AAPCCA table 
provided additional success kits and ideas that members could 
take back to their home chapters and implement. 

•	 helped turn Project AAPC at the Long Beach conference into 
a dual focus for home and abroad. We generated an awareness 
of the homeland issue of hunger and collected over $3,500 to 
give back to the communities through Feeding America. We 
also raised $1,400 for Japan tsunami and flood relief to be 
presented to the American Red Cross.

In addition to board duties, every member of the board is an active 
participant in her local chapters. We work hard to support our chap-
ters and communities and love every minute of it (okay, maybe not 
EVERY minute). 
With that said, we’d like to introduce you to our new board, and we 
invite you to get to know your board members personally. We love 
to hear from our members and learn about what’s happening in your 
chapter. The best way for chapters to grow is to share our success sto-
ries (and sometimes failures) so we can learn from each other. 

By Melissa Brown, RHIA, CPC, CPC-I, CFPC, AAPCCA Board of Directors Chair

AAPCCA: Strong and Proud
Our mission is local chapter success.
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AAPCCA

The AAPC Chapter Association (AAPCCA) Board of Directors is comprised of 16 certified 
AAPC members and one AAPC representative. Two board members represent each region of 
the country. New board members are selected on an annual basis.

Region 1 – Northeast

Susan Edwards, CPC
Medical Coder, Copley Hospital
Susan Edwards began her career in the health industry as a filing clerk at Florida Health Care Plans in Daytona 
Beach, Fla., moved up to medical records department manager, and was cross-trained in transcription. For the 
past eight years, she has been employed as a medical coder at Copley Hospital in Morrisville, Vt., where she began 
in the radiology department and transferred to the health information management (HIM) coding department. 
In 2009, she was Region 1’s Networker of the Year. Edwards has written presentations on topics that teach both 
physicians and staff, and she also teaches medical terminology at a local community technical center.
Chapter affiliation: Newport, Vt.	 Offices held: secretary, education officer, president-elect

Lashelle Bolton, CPC, CPC-H, CPC-I
Director of Reimbursement and Business Development, Gammarad Practice Management 
Lashelle Bolton has 20 years of experience serving as a clinical and administrative professional, a certified coder, 
and coding instructor. She served as president of her chapter in 2009 and is president-elect. She is recognized as 
an expert in her field and has written and presented at various billing and coding seminars, both locally and na-
tionally.
Chapter affiliation: Upper Saddle River, N.J.	 Offices held: president-elect, president

Region 2 – Atlantic

Meeting Coordinator Claire Bartkewicz, CPC-H
Manager of Outpatient Coding and Reimbursement, Bayshore Community Hospital
Claire Bartkewicz has worked at Bayshore Community Hospital for 25 years, first as a patient registrar in the emer-
gency department (ED), and later in HIM. She attended her first coding class when CPT® was in its infancy, and 
went on to earn a Certified Professional Coder-Hospital (CPC-H®) credential. She now shares this knowledge by 
teaching at a local community college; and uses her registration background to manage the revenue cycles of outpa-
tient coding and reimbursement. She also is co-founder of the annual New Jersey Coding and Billing Conference. 
Chapter affiliation: Monmouth Ocean, N.J.	 Offices held: education officer, president

Robin Zink, CPC
Business Office Manager, Lancaster Orthopedic Group
Robin Zink has 26 years of experience in health care, working in various capacities within the physician practice 
and hospital settings. She received a CPC® certification in 2003. Previously serving as an officer of a local chapter, 
she was instrumental in helping to establish the Lancaster, Pa. chapter two years ago. It has since grown to more 
than 200 members. Zink enjoys mentoring and encouraging other coders, and is especially proud that her entire 
coding staff has received their CPC® certification. Her areas of expertise include revenue cycle management, cod-
ing, and regulatory compliance. 
Chapter affiliation: Lancaster, Pa.	 Offices held: president-elect, president

Get to Know Your 2011-2012

AAPCCA Board of Directors
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Region 3 – Mid-Atlantic

Treasurer Judy A. Wilson, CPC, CPC-H, CPC-P, CPC-I, CANPC
Business Administrator, Anesthesia Specialists
Judy Wilson has been an anesthesia medical coder/biller for over 27 years. For the past 17 years, she has been the 
business administrator for Anesthesia Specialists, a group of nine cardiac anesthesiologists who practice at Senta-
ra Heart Hospital. Judy started the Virginia Beach chapter and continues to be an active participant. She teaches 
the Professional Medical Coding Curriculum (PMCC) at several locations in Tidewater, Va.; and enjoys helping 
others achieve their coding certification goals and offering continuing education opportunities. 
Chapter affiliation: Virginia Beach, Va.
Offices held: president, president-elect, secretary, treasurer, education officer

Lynn Keaton-Cockrell, CPC, CPC-H, CPC-I, CEMC
President, LCA Medical Consulting and HIM Director, Hickman Community Health Services
Lynn Keaton-Cockrell has more than 25 years of experience in the health care industry. Her goal is to provide 
quality information in a manner that is clinically and ethically compliant as she assists physicians with third-party 
payer audits (including recovery audit contractors (RAC) audits) at various stages of appeals. She provides PMCC 
training through Columbia State Community College, is the health information manager for Hickman Com-
munity Health Care Services, has provided coding workshops for the Tennessee Medical Association, and serves 
on the Cahaba Physician Outreach and Education Advisory Group as a representative for Tennessee.
Chapter affiliation: Columbia, Tenn.	 Offices held: president, president-elect, education officer

Region 4 – Southeast

Melissa Brown, RHIA, CPC, CPC-I, CFPC
Manager of Education and Reimbursement, University of Florida Jacksonville Physicians, Inc. 
Melissa Brown has 19 years of experience in the health care industry. Her passion for researching complex coding 
queries and difficult reimbursement issues across diverse specialties makes her a valued resource for students and 
business partners. Her areas of expertise include fee analysis, budgeting, and the Physician Quality Reporting Sys-
tem (PQRS). In addition to coding-related topics, she enjoys presenting on teamwork and communication skills. 
Toastmasters International awarded her its highest honor, Distinguished Toastmaster. Her communication skills 
make her a sought-after speaker at seminars and conventions. Brown is co-director of the annual “Coding on the 
River” convention in Jacksonville, Fla.
Chapter affiliation: Jacksonville River City, Fla.	 Offices held: treasurer, president-elect, president

Melissa Corral, CPC
Provider Relations and Contracting Representative, Northeast Georgia Health Partners, LLC; a subsidiary of North-
east Georgia Health System, Inc. 
Melissa Corral has worked for Health Partners, a local preferred provider organization (PPO) network in North-
east Georgia, since 2003. With a bachelor’s degree from Brenau University in Conflict Resolution and Legal Stud-
ies, she began as provider relations representative and excelled in those areas. As opportunities opened up, she took 
on additional contracting responsibilities. In 2006, Corral received CPC® certification and has remained an ac-
tive participant in her local chapter. Besides holding chapter offices, she has assisted with audio-visual (AV) equip-
ment for local chapter meetings, seminars, and teleconferences.
Chapter affiliation: Gainesville, Ga.	 Offices held: education officer, secretary
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Region 5 – Southwest

Lynn Ring, CPC, CPC-I, CCS, CCS-P
Coding, Billing, and Compliance, Moffitt Cancer Center
Lynn Ring has more than 30 years of medical coding and billing experience. She has been involved in every as-
pect of coding from statistics and research to reimbursement and compliance. She has been a PMCC instructor 
since 2002 and has taught and certified countless new coders. With a recent move to Tampa, Fla., she is starting 
anew with coding, billing, and compliance for Moffitt Cancer Center with over 250 providers.
Chapter affiliation: Brandon, Fla. and Winston, N.C. (Piedmont Professional Coders) 
Offices held: president, president-elect, secretary

Secretary Wendy Grant, CPC
Accounts Receivable Manager, Health Management Associates
Since 1977, Grant has worked in the coding arena. In her role as accounts receivable manager for Health Manage-
ment Associates (HMA), Grant analyzes physicians’ coding trends, mentors and teaches the coding and business 
office personnel via webinar presentations, and provides denial analysis and management to maximize revenue 
and turn denials into cash for HMA’s enterprises in Tennessee, Oklahoma, Missouri, and Washington. Grant 
says, “Coding is not just about abstracting and auditing—it’s about using your coding expertise to overturn pay-
er denials and communicate claim appeals correctly.” 
Chapter affiliation: Little Rock, Ark.	 Offices held: education officer, president-elect

Region 6 – Great Lakes

Freda Brinson, CPC, CPC-H, CEMC
Compliance Auditor, St. Joseph’s/Candler Health System in Savannah, Ga.
Freda Brinson has 30 years of health care experience in both physician practices and hospital settings. As compli-
ance auditor, she monitors the Centers for Medicare & Medicaid Services (CMS) regulations and performs au-
dits across all service lines. She obtained her CPC® in 1996, CPC-H® in 1997, and CEMC™ in 2009. She was the 
“2008 AAPC Networker of the Year” and chapter president when Savannah was named “2008 AAPC Chapter 
of the Year.” She has a strong passion for local chapters and the Local Chapter Handbook and enjoys helping chap-
ters understand and succeed.
Chapter affiliation: Savannah, Ga.	 Offices held: education officer, president

Barbara Fontaine, CPC
Business Office Supervisor, Mid County Orthopaedic Surgery and Sports Medicine
Over 25 years in the medical field have taken Barbara Fontaine from part-time admissions clerk in a rural Arkan-
sas hospital to coding and billing for a single family practice physician through mergers and to a multi-physician 
clinic, which became a multi-practice group in northwest Arkansas. Family drew her to St. Louis, Mo. in 2001 
where she joined the practice at Mid County Orthopaedic Surgery and Sports Medicine as a surgery coder and 
business office supervisor. Her practice is now part of Signature Health Services, a large multi-specialty organi-
zation. At Mid County, Fontaine’s focus is keeping up to date on correct coding and billing for her providers, and 
continuing education of the physicians and staff. Fontaine earned her CPC® in 2001 and became an active mem-
ber of her local chapter, serving on several committees before becoming an officer. In 2008, she was her chapter’s 
Coder of the Year and subsequently chosen as the AAPC’s “2008 Coder of the Year.” As a past chapter president, 
Fontaine continues to serve on the local chapter advisory board.
Chapter affiliation: St. Louis Professional Coders, St. Louis West Local Chapter
Offices held: education officer, president

AAPCCA
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Region 7 – Mountain/Plains

Vice Chair Angela Jordan, CPC
Manager of Coding and Compliance, EvolveMD by WHN in Lenexa, KS
Angela Jordan has more than 20 years experience in health care. Her primary focus is electronic health record 
(EHR) training, provider education, and documentation audits. Jordan received her CPC® in 2000, and is con-
sistently active in her local chapter. She was honored by her peers as “Coder of the Year,” “Educator of the Year,” 
and “Networker of the Year” by her chapter. Jordan enjoys mentoring new members, teaching the CPC® review 
class, visiting neighboring local chapter meetings, and speaking at meetings when she has the opportunity.
Chapter affiliation: Kansas City, Mo.	 Offices held: education officer, president-elect, president

Donna Nugteren, CPC, CEMC 
Manager of Billing and Revenue Cycle Services, Avera Medical Group Clinic 
With over 25 years of experience in the health care field, Donna Nugteren has worked in many specialty clinics, 
hospital systems, and billing agencies. She also has an accounting degree with experience as a business manag-
er. Nugteren serves on the Corporate Compliance Committee for Avera Hospital and Health Systems and has 
served on the Service Excellence Committee. For five years, she coordinated local review classes in her area and 
taught. She has served as treasurer for the past three years in her local chapter and assists with their bi-annual 
coding seminars.
Chapter affiliation: Sioux Falls, S.D.	 Offices held: treasurer, education officer

Region 8 – West

Suzanne Fletcher-Petrich, CPC, CPC-I, CPC-P 
Instructor, Pierce College, Puyallup, Wash. 
Suzanne Fletcher-Petrich is a PMCC instructor who networks with students and employers to coordinate in-
ternships and jobs. She served on the 2006-2007 AAPC National Advisory Board (NAB), and has been on the 
AAPCCA board of directors since October 2007. She was president of her chapter in 2007 and 2008, and now 
serves as new member development officer.
Chapter affiliation: Tacoma, Wash.	
Offices held: president, new member development officer

Brenda Edwards, CPC, CPMA, CPC-I, CEMC
Coding and Compliance Specialist, Kansas Medical Mutual Insurance Company
Since Brenda Edwards entered the coding and billing profession 25 years ago, she has been involved in many as-
pects of coding and billing. Her responsibilities at Kansas Medical Mutual Insurance Company (KaMMCO) 
include chart auditing, coding and compliance education, and contributing articles to the company website and 
publication. Edwards is an approved PMCC instructor for AAPC. She is a frequent speaker for local coding chap-
ters in Kansas and Missouri and has presented at AAPC regional conferences. She is co-founder of her chapter.
Chapter affiliation: Topeka, Kan. (Northeast)	
Offices held: president, president-elect, treasurer, secretary, education officer

AAPC Representative

Marti G. Johnson
Director of Local Chapter Support, AAPC
Marti Johnson has seen the number of chapters grow from 30 to more than 440 since she joined AAPC in 1994. 

All of her tenure has been dedicated to the establishment 
and support of AAPC members and local chapters. 

AAPCCA



Hot Topic

L8680: Don’t Allow Confusion 
to Affect Neurostimulator Coding
Review the facts to ensure appropriate reporting and payer reimbursement.

Code descriptors are supposed to 
help coders and billers report pro-
cedures, services, and supplies 

more accurately—but that’s not always 
how it works out. Consider medical de-
vice code L8680 Implantable neurostim-
ulator electrode, each, for example. Over 
the past two years, the descriptor for this 
HCPCS Level II code has been a source 
of confusion. A review of the facts, how-
ever, will ensure that you are reporting 
L8680 accurately, and that payers are re-
imbursing you appropriately.

Anatomy of Confusion: A 
Review of L8680
For 2009 dates of service, the long and 
short descriptors for HCPCS Level II 
L8680 specified, “Implantable neuro-
stimulator electrode, each.” In Novem-
ber 2009, the Centers for Medicare & 
Medicaid Services (CMS) released the 
2010 Alpha-Numeric HCPCS file, 
which included a revised long descriptor 
“Implantable neurostimulator electrode (with any number of con-
tact points), each.” The short descriptor for L8680 was not revised.
The revised long descriptor created confusion due to the ambiguity 
of the term “electrode.” Did CMS intend one unit of L8680 to repre-
sent a single electrode? Or, did one unit of service apply to an entire 
lead, made up of several electrodes? The latter interpretation differed 
from previous practice, and affected reimbursement dramatically. 
To understand why the definition of “electrode” matters so much, 
you need to review the basics of a neurostimulator device relative to 

L8680. Neurostimulators consist of a 
power source (pulse generator or re-
ceiver) to deliver electrical stimulation 
and one or more electrode array(s) or 
lead(s). Some systems also use an ex-
tension wire as a connection between 
the lead and power source. The terms 
“array” and “lead” frequently are used 
interchangeably. 
A neurostimulator array typically con-
tains multiple (usually four to eight) 
electrodes. From a technical perspec-
tive, electrode and contact point are 
synonymous terms; each electrode 
equals a single contact point. For ex-
ample, there are four electrodes or con-
tact points on a single quadripolar array.
In 2009, L8680 was coded and billed 
per electrode—that is, per each con-
tact point. For example, one array with 
four electrodes (contact points) would 
be billed L8680 x 4 units of service. 
The release of the 2010 HCPCS Lev-
el II code descriptor revision raised 

the question, “Did CMS intend for providers to report the revised 
HCPCS Level II code with one unit of service (based on the descrip-
tor change `with any number of contact points’)? Or, did CMS in-
tend providers to continue billing L8680 based on the total number 
of electrodes?”
Members of both physician specialty organizations and medical de-
vice manufacturers made multiple inquiries to CMS requesting clar-
ification regarding the revised HCPCS Level II code descriptor and 
compliant coding.

By Marvel J. Hammer, RN, CPC, CCS-P, PCS, ACS-PM, CHCO

Expert
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Hot Topic

CMS Restores  
the 2009 Descriptor
On Dec. 18, 2009, CMS announced that, 
effective Jan. 1, 2010, it would revert to the 
2009 long descriptor for L8680. The code 
descriptor would remain the same as it was 
for 2009 dates of service, with one unit of 
service defined as one electrode or contact 
point. CMS concurrently released the 2010 
HCPCS Level II correction file (www.cms.

gov/HCPCSReleaseCodeSets/ANHCPCS/list.asp) 
that included “Implantable neurostimula-
tor electrode, each” long and short descrip-
tors for L8680. 
Unfortunately, the change came too late to 
be included in the published 2010 HCPCS 
Level II code books. Because non-Medicare 
payers may update their HCPCS Level II 
code files only annually (and, as such, could 
have implemented the wrong code descrip-
tor for L8680), physician practices had to be 
diligent in reviewing their 2010 payer expla-
nation of benefits to ensure that L8680 was 
correctly paid.

2011 May Not  
End the Confusion
The publication of 2011 HCPCS Level II, 
with a correct descriptor for L8680, should 
have spelled an end to the confusion over 
how to apply the code. Unfortunately, an 
unspecified number of 2011 HCPCS Lev-

el II codebooks were published with the in-
valid 2010 descriptor, which included “any 
number of contact points,” instead of the 
correct code descriptor for L8680, “Im-
plantable neurostimulator electrode, each.”
As a result, payers and providers alike may 
continue to believe, incorrectly, that a sin-
gle unit of L8680 represents an implantable 
electrode array with any number of con-
tacts. In fact, correct coding and reimburse-
ment requires a single unit of L8680 for 
each implanted electrode (contact point). 
For example, two arrays (leads) with eight 
electrodes (contact points) each would be 
coded compliantly as L8680 x 16 units of 
service (2 x 8 = 16 contact points). 
Not only should providers make certain 
they are billing the medical device implant 
correctly, they also should review their ex-
planation of benefits for L8680 claims to 
ensure those claims were processed and paid 
correctly.

Take Away Tips
Here are some additional points to keep in 
mind when reporting neurostimulator lead/
electrode medical device implants:

•	 L8680 is used to report the total 
number of implanted electrodes 
(contact points) in a physician office 
setting.

•	 L8680 may be used by hospitals and 
ambulatory surgical centers (ASCs) 
for reporting outpatient services 
to non-Medicare payers (be sure 
to verify individual payer policies/
contracts).

•	 Outpatient hospitals must use C 
codes when reporting devices to 
Medicare. In a hospital outpatient 
setting, a neurostimulator lead 
is reported using C1778 Lead, 
neurostimulator (implantable). This 
HCPCS Level II code is reported and 
reimbursed per lead (array), rather 
than per electrode (contact point).

•	 Medicare does not allow 
separate payment for implanted 
neurostimulator devices in an ASC. 
Rather, the surgical procedure 
codes are considered to be device-
intensive procedures and, as such, 
reimbursement for the implants 
is included in the payment for the 
surgical procedure. 

Marvel J. Hammer, RN, CPC, 
CCS-P, PCS, ACS-PM, CHCO, with 
MJH Consulting, works in a consulting 
capacity with manufacturers such as 
Boston Scientific Corp. to ensure 
appropriate research and due 
diligence on coding questions and 
related assistance.

The publication of 2011 HCPCS Level 
II, with a correct descriptor for L8680, 
should have spelled an end to the 
confusion over how to apply the code.
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Chad Milliger, CPC APO 
Cristiana Susi, CPC APO 
Ashley Ann Semler, CPC Wasilla AK
Melissia Mccarty, CPC Birmingham AL
Barbara Moss Smith, CPC Birmingham AL
Melissa Thompson, CPMA Wetumpka AL
Shelly Ziegenfuss, CPC Springdale AR
Lynn Womack, CPC Bellemont AZ
Kat Quill, CPC Lake Havasu City AZ
Cindy J Pasano, CPC Phoenix AZ
Theresa Reimann, CPC, CPMA Scottsdale AZ
Nancy Brown, CPC Campbell CA
Katie Easton, CPC, CIRCC Long Beach CA
Leisa Stubbs, CPC-H Moreno Valley CA
Alexis F Parsons, CPC Redding CA
Jennifer Williams, CIRCC Santa Rosa CA
Cheryl Czech, CPC Cromwell CT
Gayle Depalma, CPC Hamden CT
Tina L Robinson, CPC, CPMA New Britain CT
Marcie Rivera-Murallo, CPC Niantic CT
Megan Guenther, CPC Cape Coral FL
Michelle Renee Biggs, CPC Clearwater FL
Lazaro C Perez, CPC Cutler Bay FL
Janet Leon, CPC Hialeah FL
Yunexy Morejon, CPC Hialeah FL
Christina S Skalka, CPC Hollywood FL
Debra Jean DeFoe, CPC Jacksonville FL
Erin M Emerson, CPC Jacksonville FL
Wanda Frazee, CPC Jacksonville FL
Lina Viviana Agamez, CPC Miami FL
Yoan Cesar, CPC Miami FL
Elisa Collado, CPC Miami FL
Elizabeth Frias, CPC Miami FL
Ansly L Jimenez, CPC Miami FL
Enrique Maspons, CPC Miami FL
Gveilyn Mendez-Chumaceiro, CPC Miami FL
Raul Joaquin Monte, CPC, CPC-H Miami FL
Zaili Perez, CPC Miami FL
Diana Rosa Sanchez, CPC Miami FL
Liaine Valiente, CPC, CPC-H Miami FL
Yamile Yanes, CPC, CPC-H, CPMA Miami FL
Elaine Bladow, CPC Panama City FL
Maria Aragunde, CPC, CPMA Pembroke Pines FL
Rosario Nunez, CPC, CPC-H, CPMA Plantation FL
Jeffrey Eckmann, CPC, CPC-H, CPC-P, CPMA, 
CEMC Tampa FL
Aimee Nunez, CPC Tampa FL
Ana Maria Oviedo, CPC Weston FL
Anieka Niccole Gregory, CPC Acworth GA
Tammy Higginbotham, CPC Athens GA
Henry Nnaemeka Ogbonna, CPC Atlanta GA
Brittany Carden, CPC Dahlonega GA
Terri Aho, CPC Evans GA
Evelyn Link, CPC, CPMA Grovetown GA
Ingrid Stanislaus, CPC-H Lithonia GA
Shawnna Garner, CPC Thomson GA
Danielle Rocha, CPC Valdosta GA
Fatima Vera, CPC Chicago IL
Karen Boston-Wright, CPC Downers Grove IL
Regina Ann Hammerl, CPC, CPC-H Edelstein IL
Kari Wendt, CPC Lombard IL
Linda Mitchell, CPC Quincy IL
Jan Grebner, CPC, CPC-H Washburn IL
April Torske, CPC Goddard KS
Nan Norris, CPC Shawnee Mission KS
Patricia Biggs, CPC, CPMA Frankfort KY
Candy Surrett, CPC Lexington KY
Christie Henson, CPC Mayfield KY
Linda Lucas, CPC, CPMA Baton Rouge LA
Angel J Greenhouse, CPC Lafayette LA
Anna L Harris, CPC Shreveport LA
Deborah Keenan, CPC Millis MA
Brendan LeBlanc, CPC Salem MA
Shirley Fickett, CPC Westford MA
Alicia Livingston, CPC Worcester MA
Kelly D Merry, CPC Commerce MI
Amy Mieras, CPC Comstock Park MI
Thea Schrotenboer, CPC Holland MI
Elizabeth Zahodne, CPC, CPC-H, CPMA, CPC-I 
Royal Oak MI
Rebecca Walsh, CPC Alexandria MN
Mollie Besch, CPC Bemidji MN
Tonya Rak, CPC Coon Rapids MN
Kim Terhaar, CPC Freeport MN
Kristin Koehnke, CPC-P Robbinsdale MN

Lauren Vickie Burton, CPC Columbia MO
Nichole Chrum, CIRCC Fenton MO
Virginia Crowe, CPC Hannibal MO
Hether Range, CPC Imperial MO
Amanda Davis, CPC Jackson MO
Mari F Vitale, CPC St Louis MO
Karen De’Shone Greene, CPC Butner NC
Sherie Cousart, CPC Charlotte NC
Tawana Goggans, CPC Charlotte NC
Lynn McCarty, CPC Charlotte NC
Gail D Alexander, CPC Elon NC
Tammy Barnes, CPC Gastonia NC
Hilda L Connor, CPC, CPC-H, CPMA 	
Hendersonville NC
Shelly Melinda Rogers, CPC Waynesville NC
Mercedes Brown, CPC Omaha NE
Erin M Johnson, CPC, CPC-H Papillion NE
Heather Curtis, CPC Scottsbluff NE
Christine Satur, CPC Scottsbluff NE
Darlene Schimpf, CPC, CPC-H, CPMA, CPC-I 
Butler NJ
Linda Rosenberg, CPC Ewing NJ
Kenneth Cole, CPC Freehold NJ
Debra A Williams, CPC Long Branch NJ
Gail Riley, CPC Albuquerque NM
Melanie Dawn Hernandez, CPC Alburquerque NM
Lillian Herrera, CPMA Las Cruces NM
Monika K Elliott, CPC Reno NV
Larysa Niakrasava, CPC Brooklyn NY
Sunita Torres, CPC Far Rockaway NY
Joan Marie Goldsmith, CPC Cleveland OH
Jasmine Smith, CPC Cleveland OH
Judy Haroon, CPC Lancaster OH
Christy Wernert, CPC Maumee OH
Michelle D Stitt, CPC Parma OH
Jennifer Lynne Bash, CPC, CIRCC Powell OH
Shelia Cambern, CPC Tallmadge OH
Andrea Noward, CPC Toledo OH
Viola Apostoli, CPC Willowick OH
Misti Secrest, CPC Duncan OK
Cindy K Saltus, CPC Norman OK
Sesily Whittmore, CPC Tahlequah OK
Frank Pacosa, CPC Happy Valley OR
Melissa Anne Jorgensen, CPC-H Lakeview OR
Susan Marie Fair, CPC White City OR
Tina Burns, CPC Andreas PA
Dawn Ward, CPC Delta PA
Sophia Marie Arnold, CPC Hunlock Creek PA
Teresa M Wilson, CPC Temple PA
Kathy L Davis, CPC Johns Island SC
Holly Kay Flanigan, CPC Knoxville TN
Doreth Campbell-Myers, CPC Euless TX
Shannon Pruitt, CPC-H Hitchcock TX
Ollie Adelaja, CPC-H Houston TX
Leslie Aivazian, CPC Houston TX
Chidi Belonwu, CPC-H Houston TX
Kelly Semien, CPC-P Katy TX
Carolyn Young, CPC Pearland TX
Maria E Aguilar, CPC San Angelo TX
Cynthia Miera, CPC San Antonio TX
Virginia E Smith, CPC San Antonio TX
Sheri Pack, CPC Sherman TX
Kameron Brown, CPC Uvalde TX
Roberta Clevenger, CPC Kearns UT
Jennifer Bartunek, CPC Salt Lake City UT
Christina Matsiga, CPC So. Jordan UT
Tiensa Lundien, CPC Annandale VA
Lisa R Keffer, CPC Locust Grove VA
Lisa Durkee, CPC Montpelier VT
Maria Sobotta, CPC Airway Heights WA
Pamela Dines, CPC Liberty Lake WA
Michele Sprowl, CPC Puyallup WA
Yvonne Tjugum, CPC Columbus WI

Apprentices
Elisabetta Novello, CPC-A APO 
Mae Silook, CPC-A Wasilla AK
James Kircher, CPC-A Adger AL
Alicia Cook, CPC-A Birmingham AL
Tiffany Kate Davis, CPC-A Birmingham AL
Felisha Sylvus, CPC-A Birmingham AL
Cris Brooks, CPC-A Lincoln AL
Denise S Williams, CPC-A Millport AL
Keisa G Dunklin, CPC-A Montgomery AL

Kelly Holland, CPC-A Springdale AR
Tandi Newman, CPC-A Springdale AR
Barbara Ann VanLaan, CPC-A West Memphis AR
Corliss Winters, CPC-P-A Avondale AZ
Michele MacLachlan, CPC-A Gilbert AZ
Melissa Bouchikas , CPC-A Huachuca City AZ
Robyn Valdez, CPC-A Phoenix AZ
Lisa Balbona, CPC-H-A Scottsdale AZ
Judy Farrell, CPC-A Tucson AZ
Eleanor Meadows, CPC-A Benicia CA
Brenda LaCore, CPC-A Castaic CA
Paula Stornetta, CPC-A Concord CA
Esther Bae, CPC-A Downey CA
Brian Keith Hazel, CPC-A Garden Grove CA
Melissa Rodriguez, CPC-A Norwalk CA
Cheryl O’Brien, CPC-A Oakley CA
Patricia Arevalo, CPC-A Pico Rivera CA
Rebecca Hallien, CPC-A San Diego CA
Lisa Sehlhorst, CPC-A San Diego CA
Emily Zong Lee, CPC-A Stockton CA
Tammy Gray, CPC-A Tehachapi CA
Ashley Sugimoto, CPC-A Torrance CA
Casandra Argueta, CPC-A Valencia CA
Maria Tejada, CPC-A West Covina CA
Sally Starr, CPC-A Avon CT
Zerafia Robinson, CPC-A Bloomfield CT
Leslie J Bernardini, CPC-A Branford CT
Daniella Marie Cascagno, CPC-A East Haven CT
Tracey Giottonini, CPC-A Enfield CT
Diane Flynn, CPC-A Killingworth CT
Lori England, CPC-A Middletown CT
Sabrina Parent, CPC-A Middletown CT
Virgil Viets, CPC-A Middletown CT
Maureen Morin, CPC-A Portland CT
Stephanie Novajasky, CPC-A Torrington CT
Heather Marie Kronick, CPC-A Winsted CT
William Mitan, CPC-A Seaford DE
Ronda D Smith, CPC-A Cape Coral FL
Danielle Sporleder, CPC-A Cape Coral FL
Milagros Espinoza, CPC-A Coral Springs FL
Cindy Mothershed, CPC-A Crestview FL
Kayla Fields, CPC-A Dade City FL
Zayda Chirino, CPC-A Hialeah FL
Carmela Heshike, CPC-A Hialeah FL
Yaima Llabona, CPC-A Hialeah FL
Delma Stead, CPC-A Lutz FL
Isabel D Echemendia, CPC-A Miami FL
Juan Leon, CPC-H-A Miami Beach FL
Julie DeRoin, CPC-A Naples FL
Carolyn Hipley, CPC-A Royal Palm Beach FL
Rosemary Newman, CPC-A St Petersburg FL
Hillary J Gotfried, CPC-A Sunrise FL
Teressa Johnson, CPC-A Tampa FL
Sean Mclaughlin, CPC-A Tampa FL
Tammy Mitchell, CPC-A Tampa FL
Jessica Thompson, CPC-A Tampa FL
Renee Royse, CPC-A Valrico FL
Michelle Thorne-Concepcion, CPC-A 	
Wesley Chapel FL
Mario Terrell Dillon, CPC-A Decatur GA
Shelia Ingram, CPC-A Jasper GA
Amy Halligan, CPC-A Macon GA
Linda Luoma, CPC-A Martinez GA
Bobby Hayes Ellison, CPC-H-A Norcross GA
Bernnadettte Leath, CPC-A Riverdale GA
Stephanie Montgomery, CPC-H-A Stockbridge GA
Kimberly Simpson, CPC-A Stockbridge GA
Daphne Murphy, CPC-A Ewa Beach HI
Susan Hahn, CPC-H-A Honolulu HI
Mary Settlemyer, CPC-A Council Bluffs IA
Pamela J Shockey, CPC-A, CPC-H-A 	
Council Bluffs IA
Carrie Golden, CPC-A Meridian ID
Malissa Mejia, CPC-A Victor ID
Denise A Spaulding, CPC-A Bourbonnais IL
Vicki Lynne Tousignant, CPC-A Bourbonnais IL
Jillian Kay Whitman, CPC-A Bourbonnais IL
Christine Louise Hustedt, CPC-A Bradley IL
Tangia L Middleton, CPC-A Chicago IL
Iris Wimberly-Harris, CPC-A Chicago IL
Anna Marecka, CPC-A Elmwood Park IL
Anglea Lynn Colclasure, CPC-A Essex IL
Shannon Palmer, CPC-A Girard IL
Chrissy Jean Owens, CPC-A Granite City IL
Janet Leigh Bonifield, CPC-A Grant Park IL

Mary Lu Baskerville, CPC-A Joliet IL
Diana Laurent, CPC-A Kankakee IL
Barbara Bellamy, CPC-A Machesney Park IL
Grace Downs, CPC-A Momence IL
Natalie Marvick, CPC-A Morris IL
Cristina Maloney, CPC-A Oswego IL
Megan D Bronson, CPC-A Peoria IL
Kathleen Marie McDonough, CPC-A Peoria IL
Elizabeth Eggers, CPC-A Plainfield IL
Brenda Richey, CPC-A Riverdale IL
Deb Hyde, CPC-A Rochelle IL
Bambii Ulrich, CPC-A Tinley Park IL
Rae Maus, CPC-H-A Greentown IN
Jennifer J Paredes, CPC-A, CPC-H-A Hammond IN
Patricia Johnson, CPC-A Lafayette IN
Melissa Saettel, CPC-A New Albany IN
Rena Cole, CPC-A Sellersburg IN
Karen Michelle Nielsen, CPC-A Haysville KS
Amber VanLue, CPC-A Haysville KS
Kathreyn Uphoff, CPC-A Leavenworth KS
Jennifer Marie Hart, CPC-A Park City KS
Laura Gabauer, CPC-A Roeland Park KS
Jessica Ann Chandler, CPC-A Rose Hill KS
Vikki Aline Love, CPC-A Viola KS
Kimberly Kay Ganoung, CPC-A Wichita KS
Nicole S Hansen, CPC-A Wichita KS
Jennifer Lynn Roeder, CPC-A Wichita KS
Denise M Welliver, CPC-A Wichita KS
Robbie Emerson, CPC-A Dunnville KY
Karen Cappert, CPC-A Georgetown KY
Jimmy Phelps, CPC-H-A Harrodsburg KY
Julie Combs, CPC-A Lexington KY
Nicole Horton, CPC-A Lexington KY
Lori Love, CPC-A Lexington KY
Andrea Howlett, CPC-A Louisville KY
Kelly Hammond, CPC-A Louisville KY
Vicki Jones, CPC-A Louisville KY
Hope Lohman, CPC-A Louisville KY
Marilynn Tyler, CPC-A Louisville KY
Kasey Thomas, CPC-A New Hope KY
Jennifer Ray, CPC-A Shepherdsville KY
Albert Hoffman, CPC-A Versailles KY
Peter Olsen, CPC-A Winchester KY
Debra Allen, CPC-A Kenner LA
Stephanie Jordan, CPC-A Natchitoches LA
Jennifer Brooke Wallace, CPC-A Shreveport LA
Elizabeth Anne Lapierre, CPC-A Chicopee MA
Ashlee Abdelnour, CPC-A Worcester MA
Rebecca Thompson, CPC-A Lutherville MD
Janet Mccartan, CPC-A Rising Sun MD
Terry Kienia, CPC-A Wells ME
Diane Moore, CPC-A Birmingham MI
Connie Slagle, CPC-A Clarkston MI
Pam Brownlee, CPC-A East Lansing MI
Lisa R Schaap, CPC-A Farmington MI
Tina Boback, CPC-A Garden City MI
Amber Quinn, CPC-A Leslie MI
Anne Dawes, CPC-A Livonia MI
Ronald Gerhard, CPC-A Livonia MI
Linda Janks, CPC-A Livonia MI
Marni Reibert, CPC-A Plymouth MI
Tamika Daniels, CPC-A Rochester MI
Lisa Kidle, CPC-A Rochester Hills MI
Leeann Lindsey, CPC-A Sturgis MI
Christina Lynn Downard, CPC-A Tecumseh MI
Susan P Halbert, CPC-A Warren MI
JoAnna Myhrer, CPC-A Bemidji MN
Abigail Wolter, CPC-A Cloquet MN
Diane B Lage, CPC-A Eagan MN
Victoria Anderson, CPC-A Lakeville MN
Judith Utecht, CPC-A St Cloud MN
Crystal Talbert, CPC-A Columbia MO
Bradley Ryan Kirkbride, CPC-A Fenton MO
Kelly R Mertz, CPC-A Fenton MO
Andrea Janelle Gatzemeyer, CPC-A Harrisburg MO
Deanna Duquesne, CPC-A High Ridge MO
Krisha Leigh Kennedy, CPC-A Imperial MO
Stephanie Lucas, CPC-A Kansas City MO
Michelle Layne Wallick, CPC-A Labadie MO
Michelle Tignor, CPC-A Lee’s Summit MO
Nichole Evans, CPC-A Manchester MO
Sheila Dickerson, CPC-A Maywood MO
Shaina Marie Marquardt, CPC-A O’Fallon MO
Julie Ann Peirick, CPC-A O’Fallon MO
Ashley Schonewetter, CPC-A Smithville MO

Rebecca N Creel, CPC-A St Louis MO
Theresa Barone, CPC-A Union MO
Carol Michelle Bernard, CPC-A Burgaw NC
Jennifer Hall, CPC-A Charlotte NC
Meghan Hayes, CPC-A Clemmons NC
Laura Lea Jones, CPC-A Goldsboro NC
Lisa Pickard, CPC-A Goldsboro NC
Beth Toomey, CPC-A Mooresville NC
Shawane Davis, CPC-A Oxford NC
Shannon Leann Hale, CPC-A Wilmington NC
Kay Hamby, CPC-A Winston-Salem NC
Charlene D Warsocki, CPC-A, CPC-H-A Gretna NE
Linda Beth Bartlett, CPC-A Omaha NE
Sharon A Maassen, CPC-A, CPC-H-A Omaha NE
Kari Melissia Meyer, CPC-A, CPC-H-A Omaha NE
Corinne Thomson, CPC-A Dover NH
Cheryl OConnell, CPC-A Londonderry NH
Robin Gosselin, CPC-A Manchester NH
Melissa Zee, CPC-A Milford NH
Richard C Rose, CPC-H-A Nashua NH
Katelynne Valley, CPC-A Newmarket NH
Amy Lundquist, CPC-A Raymond NH
Amanda D’Amore, CPC-A Sandown NH
Erin Bitler, CPC-A Windham NH
Barbara McNamara, CPC-A Ewing NJ
Maryanne Beadle, CPC-A Keyport NJ
Marian Kanas, CPC-A Marlton NJ
Heather Pauline Woodyatt, CPC-A Farmington NM
Evelyn G John, CPC-A Gallup NM
Viki L Boggs, CPC-A Gallup NM
Priscilla A Trujillo, CPC-A Gallup NM
Faye Harker, CPC-A Zuni NM
Jessica Kidder, CPC-A Las Vegas NV
Danielle Baldassarre, CPC-A Bellmore NY
Angeliza Lopez, CPC-A Bronx NY
Marcia Pickens, CPC-A Brooklyn NY
Esther Carol Meteliz, CPC-A Douglaston NY
Jill Reynolds, CPC-A Forest Hills NY
Marisa Austin, CPC-A Lockport NY
Eileen Palinski, CPC-H-A Rhinebeck NY
Lisa L Novak, CPC-A Aurora OH
Rhonda Lloyd, CPC-A Avon OH
Laura Payne, CPC-A Bedford OH
Chyral Becka, CPC-A Cleveland OH
Ashby Fuenning, CPC-A Cuyahoga Falls OH
Amy Lothes, CPC-A Cuyahoga Falls OH
Stephanie Beavers, CPC-A Frankfort OH
Laura J Atkinson, CPC-A Galloway OH
Ella Estrada, CPC-A Marion OH
Tracy Geizer, CPC-H-A Mentor OH
Michael Goerz, CPC-A Parma OH
Veronica Lynette Taylor, CPC-A Wadsworth OH
Janet Lynn Hirst, CPC-A Edmond OK
Diane Scheele, CPC-A Edmond OK
Jessica Norman, CPC-A Tulsa OK
Rachelle Sinclair, CPC-A Medford OR
Kim Verdin, CPC-A Pendleton OR
Tiffany Speer, CPC-A Allentown PA
Irena Connelly, CPC-A Coopersburg PA
Heather Blymire, CPC-A East Prospect PA
Ted Palik, CPC-A Harrisburg PA
Amanda Nissly, CPC-A Lancaster PA
Amy Bomberger, CPC-A Lebanon PA
Rosemary Kreisher, CPC-A Lebanon PA
Amy Allwine, CPC-A New Holland PA
Lori Whitehead, CPC-A Northampton PA
Nedaa N Makhoul, CPC-A Whitehall PA
Brittany Blymire, CPC-A Windsor PA
Brenda Hecklin, CPC-A Wyncote PA
Ashley Baronner, CPC-A York PA
Kathleen Donlin, CPC-A York PA
Athena Smith, CPC-A York PA
Altagracia E Hernandez, CPC-A Providence RI
Danielle Elizabeth Bettle, CPC-A Branchville SC
Irene Weeks, CPC-A Charleston SC
Natalie Blair Nichols, CPC-A Greenville SC
Shannon Rouse, CPC-A N Charleston SC
Tiffany Rochelle Durham, CPC-A Piedmont SC
Gail Coleman, CPC-A Summerville SC
Na’Toya Cunningham, CPC-A Summerville SC
Jennifer Isome, CPC-A Summerville SC
Sandra Ellen Rosiek, CPC-A York SC
Michelle Kerzman, CPC-A Agar SD
Kari Beck, CPC-A Brandon SD
Diana Olivier, CPC-A Philip SD
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Bria Dillavou, CPC-A Rapid City SD
Kathleen Hazel Fillhart, CPC-A Columbia TN
Lindsey Luther, CPC-A Dickson TN
Andrea Hix, CPC-A Gainesboro TN
Deanna Kilpatrick, CPC-A Toone TN
Glenn Powell, CPC-A Austin TX
Shauwiishi White, CPC-A Austin TX
Yvette S Dean, CPC-A Friendswood TX
Elizabeth Burdeos, CPC-H-A Houston TX
Wanda Evans, CPC-H-A Houston TX
Mary Jane Flores, CPC-A Houston TX
Lorraine Franklin, CPC-H-A Houston TX
Sue Haynie, CPC-H-A Houston TX
Katherine Middleton, CPC-H-A Houston TX
Linda Hoang Nguyen, CPC-A Houston TX
Clara Suarez, CPC-H-A Houston TX
Robert Harding, CPC-A Leander TX
Kimberly Solis, CPC-A Longview TX
DeSaussure M Trevino, CPC-A McAllen TX
Lindsay Neveu, CPC-A Pearland TX
Kathy Burnham, CPC-A Rio Vista TX
Dana Archambeau, CPC-A San Antonio TX
Naomi Bell, CPC-A Schertz TX
Abigail de la Cruz, CPC-A Schertz TX
Gloria Ann Torres, CPC-A South Houston TX
Patricia Moreno, CPC-A Spring TX
Rosemary Acevedo, CPC-H-A The Woodlands TX
Angela Baker, CPC-A Tomball TX
Robert Bethea, CPC-A Layton UT
Adam Erway, CPC-A Payson UT
Thuy Sawyer, CPC-A Moseley VA

Balan Ling, CPC-A Newport News VA
Cynthia Miller, CPC-A Roanoke VA
Kristin Elaine Brooks, CPC-A Rocky Mount VA
Basqui Enriquez, CPC-A Lynnwood WA
Marcos Negrete, CPC-A Cowiche WA
Teresa Stout, CPC-H-A Malott WA
Angela Brielle Fiscus, CPC-A Moxee WA
Kelsee Thomas, CPC-A Outlook WA
Corinna  Keyser, CPC-A Spokane WA
Mary Kinkead, CPC-A Union Gap WA
Felicia Allen, CPC-A Yakima WA
Jeri Bunger, CPC-A Yakima WA
Ray Jones, CPC-A Yakima WA
Linda Mackie, CPC-A Yakima WA
Shantrell Lynne Sams, CPC-A Yakima WA
Melissa Sanchez, CPC-A Yakima WA
Christy Wahl, CPC-A Yakima WA

Specialties
Jarod Rybacki, CPC, COSC 	
Helena AL
LaSaundra Williams-Sotelo, CHONC 	
Lake Havasu City AZ
Melissa Green, CPCD 	
Tucson AZ
Christy Santiago, CRHC 	
Pasadena CA
Karyn Cardenas-Foray, CPC, CPMA, CEMC 	
San Diego CA

Kathleen C Schnepp, CPC, CCC 	
Suffield CT
Amanda Arthur, CPCD 	
Jacksonville FL
Graciela A Serevich, CPC, CEDC 	
Jacksonville FL
Maria B Gatof, CPC, CPCD 	
N Ft Myers FL
Jenny King, CPC, CRHC 	
Alexandria LA
Xuan Pham, CEDC 	
Broussard LA
Lindsey Silbernick, CPC, CIMC 	
Alexandria MN
Susan Daniel, CASCC 	
St Paul MN
Melissa J Zeitz, CPC, CEMC, CHONC 	
St Paul MN
Pamela M Matheny, CPC, CPCD 	
Columbia MO
Glenna Brandstatt, CANPC 	
Palmyra MO
Dawn M Searchfield, CPC, CPC-H, CGSC 	
Raleigh NC
Lisa Shannon Cole-Hernandez, CPC, CPMA, CEMC 	
Scottsbluff NE
Desira L Martin, CEMC 	
Scottsbluff NE
Rhonda R Schafer, CPC, CEMC 	
Scottsbluff NE
Elaina Gonatas, CPC, CGSC 	

Forest Hills NY
Sharee Luckeydoo , CPC, CPC-H, CANPC, CEDC 	
Bidwell OH
Lauren Bellomy , CPC-A, CEDC 	
Gallipolis OH
Ann D Waters , CPC, CFPC 	
Florence OR
Lorena Reyes , CPC, CHONC 	
Glenn Heights TX
Chris P Galeziewski , CPC, CEMC 	
Houston TX
Sauletta L Wilson , CPC, CPC-I, CEMC 	
Pasadena TX
Ronda Lee Ressman , CPC, CCC 	
Vicotria TX
Penka Dringova , CPC, CEMC, CGIC, CIMC	

Renton WA

Magna Cum Laude
Jeanette Forester, CPC-A 	
Hercules CA
Jeanine M Gombos, CPC-A 	
Middletown CT
Marlene Barletta, CPC, CPC-P 	
Tampa FL
Penny Smith, CPC-H 	
Eastman GA
Adam Christopher Jung, CPC-A 	
Bourbonnais IL

Tammy Korol, CPC-A 	
Wichita KS
John Scullane, CPC-H-A 	
Brookline MA
Karen McDermott, CPC-A 	
Westborough MA
Barbara Lewis, CPC-A 	
Northville MI
Elizabeth Taylor, CPC 	
Greensboro NC
Pamella F Spinella, CPC, CPC-H, CPC-P, CEMC 	
Lincolnton NC
Margaret Merrick, MD, CPC 	
Morehead City NC
Barbara Paquin, CPC-A 	
Keene NH
Rachel Paitson Cornett, CPC-A 	
Sandia Park NM
Bridget Garrett, CPC 	
Tulsa OK
Susan Baer, CPC 	
Kingston PA
Danielle Garrett, CPC-A 	
Duncan SC
Amber Thomas, CPC 	
Austin TX
Robin Hudson, CPC-H-A 	
Houston TX
Casie Connors, CPC-A 	
Federal Way WA

Newly Credentialed Members

Save with AAPC Member Perks!
Your AAPC membership entitles you to savings on hundreds of national brands. Whether you’re looking for life 
insurance, shopping for gifts, or planning a vacation, AAPC membership saves you money. 

ENTERTAINMENTTRAVEL & HOTELSHOPPING

To start saving, log into aapc.com.
Not a member? Call 1-800-626-CODE (2633) today!

INSURANCE &
SERVICES
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Featured Coder

Stay Balanced
When  
Performing the 
Coding 
vs.  
Billing  
Dance

By Shreka D. Rogers, CPC, CMRS

With some fancy footwork, 
you can avoid stepping on 
the wrong person’s toes.

Coding and billing are not the tango. It 
is, however, a well-choreographed dance 

that billers and coders must perform to re-
main compliant while keeping physicians satis-

fied with their reimbursement. And with tougher 
federal regulations, reimbursement is becoming increas-

ingly difficult to optimize. Coders are sometimes faced with 
a critical decision: Do we code correctly, or code to get paid?

The answer is clear: As coders we have a high standard of ethics 
outlined by AAPC to which we must strive to adhere. The prob-
lem is that proper coding isn’t black and white in every situation. 
For example, a primary care physician requests a neurosurgical 
consultation for a new patient with three months of cervical ra-
diculopathy (723.0 Spinal stenosis in cervical region). The neu-
rosurgeon consults with the patient and forwards a written re-
port back to the referring primary care physician (PCP) with 
his recommendation for conservative treatment.
In this case, we must be careful to determine correct coding 
because, depending on the payer, coding may vary. Since 
2009, the Centers for Medicare & Medicaid Services (CMS) 
(including Medicare Advantage) does not recognize CPT® 
consultation codes 99241-99255; however, some major insur-
ance carriers to date still recognize this series of codes. With 
that in mind, proper coding would be:
Medicare: 9920x Office or other outpatient visit for the evalua-
tion and management of a new patient … or 9921x Office or oth-
er outpatient visit for the evaluation and management of an es-
tablished patient … 
Commercial carrier: 9924x Office consultation for a new or 

established patient … or 9925x Inpatient consultation 
for a new or established patient …

Professional
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Another example is spinal cord stimulators for 
ambulatory surgical centers (ASCs). Medi-
care requires that only 63650 Percutaneous 
implantation of neurostimulator electrode ar-
ray, epidural be reported without the device 
code. Major insurance carriers require 63650 
and the device code L8680 Implantable neuro-
stimulator electrode, each to be reported. 

L8680 is a Hot Topic
For more information on reporting code L8680, 
see the article, “L8680: Don’t Allow Confusion to 
Affect Neurostimulator Coding,” in this issue of 
Coding Edge.

Stay Current to Stay Correct
In each of the aforementioned cases, coding 
matches the guidelines for the insurance car-
rier being billed. CMS and other major in-
surance carriers have specific guidelines for 
billing and coding. That information can be 
found on CMS’ website or the website of the 
insurance carrier in question. Another benefit 

for providers are listservs that regularly pro-
vide updates and changes for billing and med-
ical policy. By staying within insurance carri-
er specified guidelines, you can ensure your 
physician is reimbursed appropriately while 
maintaining compliance.
Instances when payer policies vary aren’t lim-
ited to our aforementioned examples, and are 
almost too numerous to count. So it’s impor-
tant to stay on your toes by regularly review-
ing updates and being familiar with insur-
ance carrier payment policies. This will help 
ensure that you perform with grace the deli-
cate dance of coding vs. billing. 

Shreka D. Rogers, CPC, CMRS, has 17+ 
years of health care experience. She is busi-
ness and coding manager of Howell Allen Clinic 
and Saint Thomas Outpatient Neurosurgical 
Center, where she oversees a staff of conscien-
tious coders and accomplished medical re-
cords and patient accounting teams. Shreka 

was 2009 president of AAPC’s Nashville, Tenn. chapter. Visit her 
blog at http://realworldbiller@blogspot.com. 

By staying within 

insurance carrier 

specified guidelines, 

you can ensure your 

physician is reimbursed 

appropriately 

while maintaining 

compliance.
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The Centers for Medicare & Medicaid Services 
(CMS) Physician Fee Schedule (PFS) Relative Val-
ue File (RVF) is a free, downloadable spreadsheet 
that compiles loads of useful information—from 
global periods to supervision requirements to prop-
er modifier application—in a single, easy-to-nav-
igate resource. Taking advantage of this resource 
can help to make you a better educated and more 
efficient coder.

Find It First
The PFS RVF is updated regularly on the CMS 
website (www.cms.gov/PhysicianFeeSched/PFS-
RVF/). Files are available going back to 2003, so 
be sure you refer to the most recent version. The 
most up-to-date (as of writing this) RVF is named 
“RVU11B.”
After downloading and opening the “RVU11B” 
folder (compressed in .zip format), you will see 
over a dozen files in several formats. Of these, 

the two most useful are “PPRVU11.
xls” and “RVUPUF11.doc.” 

The first of these files is 
a Microsoft® Office Ex-
cel spreadsheet (saved 
in .xls format) listing 
more than 10,000 phy-
sician services by CPT® 
or HCPCS Level II 
code. This is the RVF. 
The second file is a Mi-
crosoft® Office Word 

document (.doc) ex-
plaining the con-
tents of, and indica-

tors from, the RVF 
spreadsheet. Together, 
these two files contain 

a mother lode of coding 
information.

Navigating  
the Files
The RVF is arranged 

alpha-numerically by HCPCS Level II/CPT® 
code, with the code listed in “column A.” You can 
quickly find any individual code in the spread-
sheet by holding down the “Ctrl” (or “command,” 
if you are a Macintosh user) and “F” keys simulta-
neously, and typing the code you wish to find in 
the search box. 
Several dozen columns follow each code listing, 
providing a variety of values and indicators. For ex-
ample, column C contains an abbreviated descrip-
tor of the code, while column F is the first of several 
columns listing relative value units (RVUs) (work 
RVUs, practice expense RVUs, facility vs. non-fa-
cility totals, etc.). 
The accompanying Word document describes the 
values in each column of the RVF spreadsheet. In 
other words, it helps you to interpret the RVF. For 
example, column D of the RVF spreadsheet is la-
beled “Status Code.” The Word file explains that 
the indicator in this column determines “wheth-
er the code is in the fee schedule and whether it is 
separately payable if the service is covered … Only 
RVUs associated with status codes of ‘A,’ ‘R,’ or 
‘T,’ are used for Medicare payment.” It then ex-
plains the meaning of the “A,” “R,” “T,” and oth-
er indicators. 

Global Guidance Made Easy
Under CMS guidelines, every procedure or service 
includes a global period, during which payment 
for the primary procedure or service includes re-
lated services and procedures. Global days may be 
found in column U of the RVF, as defined by one 
of six indicators: 

000 – �Codes with zero-day global periods in-
clude related preoperative and postopera-
tive care on the day of the procedure only. 

010 – �A 10-day global period includes all relat-
ed care the day of the procedure and for 10 
days following the procedure. 

090 – �The 90-day global begins one day prior 
to the procedure and extends for 90 days. 
These are “major” services, and include 

By G. J. Verhovshek, MA, CPC

Use the PFS RVF to 
Expand Your Coding Knowledge
You’ll find a 
wealth of infor-
mation in this 
single spread-
sheet.

Feature Professional
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one pre-procedure evaluation (either on the 
day of or day before the procedure).

MMM – �The MMM indicator applies only to ma-
ternity codes, to which the usual global 
period rules do not apply. CPT® guide-
lines explain, “The services normally pro-
vided in uncomplicated maternity cas-
es include antepartum care, delivery and 
postpartum care.”

XXX – �These services/procedures include only 
the service or procedure and its “inher-
ent” evaluation and management (E/M) 
component.

YYY – �CMS has not established a global period 
for the procedure at a national level. In-
stead, individual carriers may determine 
whether the global concept applies. 

ZZZ – �The ZZZ indicator is assigned to add-on 
or bundled codes, which do not have a 
global period of their own, but are includ-
ed in another (primary) service’s glob-
al period.

Knowing the global period of a service/procedure 
has many applications, not the least of which is de-
ciding whether you may report post-procedure ser-
vices/procedures separately, and whether modifiers 
may apply (e.g., modifier 24 Unrelated evaluation 
and management service by the same physician dur-
ing a postoperative period, modifier 58 Staged or re-
lated procedure or service by the same physician during 
the postoperative period, modifier 79 Unrelated pro-
cedure or service by the same physician during the post-
operative period, etc.). 
For example, a surgeon performs excisional breast 
biopsy (19120 Excision of cyst, fibroadenoma, or oth-
er benign or malignant tumor, aberrant breast tissue, 
duct lesion, nipple or areolar lesion (except 19300), 
open, male or female, 1 or more lesions) to examine a 
lump in the patient’s left breast. Pathology indicates 
a malignancy, for which surgeon subsequently per-
forms a modified radical mastectomy (19307 Mas-
tectomy, modified radical, including axillary lymph 
nodes, with or without pectoralis minor muscle, but ex-

cluding pectoralis ma-
jor muscle).
Per chapter one of the National 
Correct Coding Initiative NCCI 
Manual for Medicare Policy Ser-
vices, “If biopsy is performed on the 
same lesion on which a more extensive 
procedure is performed, it is separately reportable 
… if the biopsy is utilized for immediate patholog-
ic diagnosis prior to the more extensive procedure, 
and the decision to proceed with the more exten-
sive procedure is based on the diagnosis established 
by the pathologic examination.” The conditions are 
met in this example, and we may report both the bi-
opsy (19120) and the mastectomy (19307). But is a 
modifier required?
Looking at RVF, you see 19120 has a 90-day global 
period. Because the mastectomy was a more exten-
sive procedure during the global period of a previous 
procedure, we would append modifier 58 to 19307.

Multiple Procedure Rule  
Affects Payment
You’ve probably heard of the “multiple procedure 
rule,” which reduces Medicare payment by 50 per-
cent for the second and subsequent procedures pro-
vided to the same patient on the same day. The log-
ic of the rule is that pre- and post-procedure services 
are “combined” when multiple procedures are per-
formed, which yields efficiencies that should be re-
flected in reimbursement. Column Y of the RVF 
determines exactly how the multiple procedure rule 
affects a given code, per the following indicators:

0 – �Multiple procedure reductions do not ap-
ply. Usually, the “0” indicator is assigned to 
add-on codes (and other modifier 51 exempt 
codes), for which the assigned RVUs account 
for the “additional” nature of the procedure/
service. Even when submitted with other pro-
cedures on the same day, codes with a “0” 
multiple procedure indicator should be reim-
bursed at full value.

Spinal bone grafts (e.g., 20930 Allograft, morselized, 

Feature
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or placement of osteopromotive material, for spine surgery only (List sep-
arately in addition to code for primary procedure)), for example, are 
“0” indicator codes that always occur with other procedures, such as 
spinal arthrodesis. Payment for 20930 would be 100 percent of the 
RVU total, regardless of how many additional procedures were per-
formed during the same session.

2 – Standard multiple procedure reductions apply. As explained 
above, payers typically will reimburse 100 percent of the as-
signed RVUs for the primary procedure and 50 percent of the 
assigned RVU value for any subsequent procedures. For in-
stance, the physician performs two procedures for which the 
standard multiple procedure reduction applies. The proce-
dures are valued at 4 RVUs and 2.5 RVUs, respectively. The 
higher-valued procedure would be paid in full, while payment 
for the lesser procedure will be reduced by half, for a total of 
5.25 RVUs (4 + (2.5/2) = 5.25).

3 – The “multiple endoscopy” rule applies. Medicare will pay the 
total RVUs for the highest-valued code in an endoscopic fam-
ily. Payment for additional, same-day endoscopies in the same 
family is determined by subtracting the value of the base en-
doscopy from the value of the additional endoscopy(ies). You 
can find endoscopic base codes by consulting column AD 
(Endo Base) of the RVF.

For example, the surgeon performs sigmoidoscopy with tumor re-
moval by hot forceps (45333 Sigmoidscopy, flexible; with removal of 
tumor(s), polyp(s), or other lesion(s) by hot forceps or bipolar cautery), 
followed by polyp removal by snare technique (45338 Sigmoidsco-
py, flexible; with removal of tumor(s), polyp(s), or other lesion(s) by snare 
technique). Because both scopes are in the same family, Medicare 
will reimburse the full value of the more extensive procedure (in this 
case, 45338), and will pay the second scope (45333) minus the value 
of the base procedure (45330 Sigmoidscopy, flexible; diagnostic, with 
or without collection of specimen(s) by brushing or washing (separate pro-
cedure), as found in column AD). The work value for 45338 is 2.34 
RVUs. The work value for 45333 is 1.79 RVUs, from which you must 
subtract the 0.96 RVUs assigned to the base code, 45330 (which is al-
ready paid under the more extensive scope, 45338). The work RVU 
total for this claim is 3.17 (2.34 + 1.79 – 0.96 = 3.17).

4 – This indicator applies only the technical component of diag-
nostic imaging procedures, and works in a manner similar to 
the multiple endoscopy rule. If you report two or more diag-
nostic imaging tests from the same family (as indicated in col-
umn AH, “Diagnostic Imaging Family Indicator”), Medicare 
will reimburse 100 percent of the technical component value 
for the first test and 75 percent of the technical component 
value for each subsequent test. Payment for the professional 
component is not affected.

9 – The concept of multiple procedures does not apply (Medicare 
will make no payment adjustment).

Determine Modifier  
Application at a Glance
Several columns in the RVF pertain to modifier use. For example, 
column Z (Bilat Surg) indicates whether modifier 50 Bilateral pro-
cedure properly applies to a code and, if so, how it affects payment. A 
“0” indicator means that modifier 50 does not apply; a “1” means the 
payer will pay 150 percent of the fee schedule amount when modifi-
er 50 is applied properly. 
For example, 21282 Lateral canthopexy, a unilateral procedure per-
formed on the eye has been assigned a “1” indicator for this column. 
If the physician performs canthopexy on both eyes, you may append 
modifier 50. In that case, the RVU total paid to the physician would 
increase by half. 
Whether you may append modifier 62 Two surgeons is indicated in 
column AB (Co-surg). A “0” indicates you may not bill for co-sur-
geons; a “1” means you may append modifier 62 with documentation 
to establish medical necessity; a “2” means you may append modifier 
62 as long as each of the operating surgeons is of a different special-
ty, and; a “9” means the concept of co-surgery does not apply (You 
should not report modifier 62 for these procedures).
For instance, a “1” in the CO-SURG column of 47100 Biopsy of liv-
er, wedge tells you that Medicare will allow payment for two surgeons 
with modifier 62, as long as documentation can support the need for 
each surgeon. By the same token, you’d know that reporting 31237 
Nasal/sinus endoscopy, surgical; with biopsy, polypectomy or debride-
ment (separate procedure) with modifier 50 would be fruitless because 
that code is assigned a “0” co-surgery indicator. 
Additional columns provide guidance on applying modifiers for 
team surgery (modifier 66 Surgical team) and assistants at surgery 
(modifiers 80, 81, 82, and AS, depending on the payer and circum-
stances).

Explore More on Your Own
The highlights above only scratch the surface of what the PFS RVF 
can reveal. Additional columns provide physician supervision re-
quirements for diagnostic tests, the pre-, post-, and inter-opera-
tive values assigned to each code, and separate values for profession-
al (modifier 26 Professional component) and technical components 
(modifier TC Technical component) of services. Do yourself a favor: 
Spend a little time with the RVF (and its explanatory file), and un-
cover a valuable resource to refine your coding and compliance ef-
forts. 

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

Knowing the global period of a service/procedure has many applications, 

not the least of which is deciding whether you may report post-procedure 

services/procedures separately, and whether modifiers may apply.
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For most physicians and health care providers, the decision whether 
to participate with Medicare and Medicaid has not traditionally re-
quired much thought—until now, maybe.
On March 2, Senator Charles Grassley—well known for leading the 
charge against fraud, waste, and abuse in the Medicare program—
proposed S454, the Strengthening Program Integrity and Account-
ability in Health Care Act of 2011 (SPIAHCA). Eliminating fraud, 
waste, and abuse in Medicare is a fiscal necessity. S454 is intended 
to give the secretary of the U.S. Department of Health and Human 
Services (HHS) more tools to end the days of “pay and chase,” and to 
take a proactive approach toward reducing improper payments un-
der Medicare. This is a desirable goal, but study of the proposal rais-
es the question, “At what cost?”
S454 contains nine sections, each of which gives the secretary of 
HHS substantial additional authority in the detection and preven-
tion of fraud, waste, and abuse. These include:
1.	 provisions to enhance existing Medicare and Medicaid pro-

gram integrity provisions
2.	 reporting requirements for the HHS Office of Inspector  

General (OIG)
3.	 medical identification (ID) theft information sharing
4.	 expanded permissive exclusion provisions
5.	 provisions to make Medicare claims data relative to providers 

public
6.	 restrictions on Medicaid participation for entities with certain 

ownership
7.	 control and management affiliations
8.	 restrictions on payments for illegal unapproved drugs
9.	 a requirement for participating individuals or entities with  

federal health care programs to comply with certain congres-
sional information requests

Among these, the enhanced program integrity and permissive exclu-
sion provisions are potentially the most onerous.

Enhancements to Program Integrity
This section of the act contains two key provisions. The first requires 
mandatory suspension of Medicare and Medicaid payments pending 
investigation of “credible allegations of fraud.” The current statutory 
provision gives the secretary discretion to suspend payments in such 
a circumstance, presumably based on case-specific facts and analy-
sis. The Grassley proposal now makes such a suspension of payment 

mandatory. Even in a circumstance where a former employee (for ex-
ample) makes what the government believes to be a “credible allega-
tion of fraud,” payments to that provider or entity must be suspend-
ed pending an investigation that could take years.
It is unclear whether this provision would be triggered by the filing 
of a qui tam (whistleblower) case, or whether suspension of payment 
would occur only if the government decided to intervene. Either way, 
because these cases are filed under seal, payment could be suspended 
long before the provider even knows of the allegations or is afforded 
the opportunity to demonstrate that the allegations lack merit. In the 
meantime, without the ability to be paid (at least by Medicare/Med-
icaid), it is more likely that the practice would be forced into bank-
ruptcy before unfounded allegations could be dismissed. As a result, 
qui tam relators would have substantial leverage in forcing providers 
to settle should this proposal be enacted into law.
The second change under this provision allows for an extension of 
the time frame in which Medicare claims must be paid. Under this 
provision, the time frame in which claims must be paid can be ex-
tended to 365 days by the HHS secretary in cases where there is 
merely a “likelihood of fraud, waste, or abuse involving a particular 
category of providers of services or suppliers, categories of providers 
of services or suppliers in a certain geographic area, or individual pro-
viders of services or suppliers.” Although targeting individual pro-
viders or suppliers whose billing patterns suggest improper billing 
might warrant extending the time-period for payment, mere mem-
bership in a provider category or being in a particular geographic lo-
cation does not appear to be a prudent means of enforcement—un-
less the goal is to drive honest providers out of the system.
If this bill passes, providers who are members of a specialty with a 
high error rate must consider the possibility of seeing payment de-
lays of up to a year, assuming payment will be forthcoming at all. Be-
cause denials of otherwise compensable claims are common for pro-
viders on pre-payment review for trivial or perceived documentation 
errors, the potential of such payment suspensions or delays under this 
provision of the Grassley proposal does not bode well for continued 
Medicare participation.

Expansion of Permissive Exclusion Authority
Section five of the Grassley proposal expands the authority of HHS 
OIG to exclude individuals found to have violated federal health 
care program requirements in a significant way, and “any individu-
al” who had an ownership interest, or who is an officer or managing 
employee in a sanctioned entity at the time the conduct responsible 

Senate Bill 454: 
Time to Rethink Your Participation Status?
The cost of the proposed bill may hit Medicare and Medicaid participants too hard.

By Michael D. Miscoe, Esq. CPC, CASCC, CUC, CCPC, CPCO, CHCC
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for conviction or exclusion occurred. In addition to being an own-
er, officer, or managing employee, the government must also show 
that the individual knew or “should have known” of the conduct.
Beyond individuals, permissive exclusion can occur to “affiliated en-
tities,” who are persons or entities with an ownership or control in-
terest in the sanctioned entity, or who are officers or managing em-
ployees in the sanctioned entity at the time of the relevant conduct.
To help put this in context, assume you are the billing manager or 
vice president of compliance. An issue arises—possibly one that you 
raise (meaning you knew of the conduct)—and the entity you work 
for, for whatever reason, is excluded from Medicare as an ultimate 
result. Based on such a result, because of your position and knowl-
edge of the issue, you also face permissive exclusion as a sanction. A 
similar result holds for a physician partner in a clinic that gets ex-
cluded. Even though the “bad actor” was another physician, if the 
government can show that any of the other owners knew or “should 
have known” of the conduct, the physicians not involved in the con-
duct leading to exclusion can be excluded, as well.

The Grassley proposal significantly strengthens the tools the gov-
ernment has to combat fraud, waste, and abuse. Looking ahead, if 
fully implemented as written, consider the practical effect on the 
majority of providers and suppliers who are trying to do things prop-
erly. Could they be caught in the dragnet and forced out of partici-
pation? If so, who will be left? While eliminating all or most of the 
providers and suppliers from the system is a surefire way to reduce 
health care costs, this approach seems analogous to killing the pa-
tient to treat the disease. 

Miscoe has a bachelor’s of science degree from the U.S. Military Acade-
my, a juris doctorate degree from Concord Law School, is the President of 
Practice Masters, Inc., and the founding partner of Miscoe Health Law, 
LLC. He is a past member of the AAPC National Advisory Board (NAB) and 
is a member of the AAPC Legal Advisory Board. He is admitted to the Bar 
in California and to the practice of law before the U.S. District Courts in 
the Southern District of California and the Western District of Pennsylva-
nia. Miscoe has nearly 20 years experience in health care coding and over 

13 years as a compliance expert testifying in civil and criminal cases. He has an extensive na-
tional speaking background and has been published in numerous national publications on a vari -
ety of coding, compliance and health law topics.

Even in a circumstance where, for example, a former employee makes what the govern-

ment believes to be a “credible allegation of fraud,” payments to that provider or entity 

must be suspended pending an investigation that could take years.

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

Presenting ASC Authority from SuperCoder

SuperCoder’s ASC Authority features more than 20 details for HCPCS codes, Ambulatory Payment Classification 
codes, and Fee Schedule facts in a single box. Our comprehensive database of Ambulatory Surgical Center 
must-know code references, such as a HCPCS code to APC crosswalk, ensures you capture all allowed charges 
while staying Medicare compliant.

So keep yourself ASC compliant with SuperCoder’s ASC Authority. You’ll get:

To Order, call 1-866-228-9252 and mention code L41IS011  
or click online at http://www.supercoder.com/signup-asc/

Capture All Allowed Charges  
While Staying Medicare Compliant

	 �Payment Indicator with Definitions: Proactively spot included, paid, or nonpaid codes in a flash.

	  HCPCS Code & APC Crosscoder: Instantly determine the Ambulatory Payment Classification associated 

with your CPT® or HCPCS code.

	 �Correct Coding Initiative Edits: Helps you comply with reporting allowances for simultaneously 

performed procedures.

	 �Modifier Verification: Simplify assigning modifier FB or FC following Medicare guidelines.

	 �Status Changed Flag: Easily spot status and payment indicator changes from the last quarter.  

	 �Credit Device Allowances: Quickly apply full/partial and no cost credit allowances to every  

ASC Device HCPCS code.

Coding Institute LLC, 2222 Sedwick Drive, Suite #101 Durham, NC 27713



Contexo Media provides one-of-a kind coding books, software, 
 eLearning and educational workshops for medical practices to maximize 

coding, reimbursement and compliance efforts.

Here’s what our customers are saying about our products: 

“We are subscribers to the CodeitRight Online and LOVE it.  
We love that we never have to use a book to find the information. It 
increases the efficiency in our office tremendously.” 

– Erica Warren, LifeLinc Anesthesia

“I felt like the online presentation was more one on one.  
Thank you for the opportunity to have such a  
professional team help us out.” 

– Barbara Litten, Martinsburg, WV

“The Contexo ICD-9 books have full-color illustrations in anatomy 
and help our students when they are trying to identify certain parts 
of the anatomy and the medical terminology that goes along with it. 

Thank you for having such a wonderful product.” 

– Rose Moore, Medical Society of Virginia

CodingBooks

To learn more about our products,  
please visit www.codingbooks.com or call 1-800-334-5724

CONTEXO MEDIA
P.O. Box 25128
Salt Lake City, UT 84125-0128

PHONE
800.334.5724

FAX
801.365.0710

ONLINE
www.codingbooks.com

18723

18723 AAPC 2011 Testimonial Print Ad_Coding Edge.indd   1 3/28/11   11:55:48 AM



www.aapc.com	 June 2011	 49

Coder’s Voice

Get an International Perspective 
of the Medical World
A Dutch citizen provides an inside look into the coder’s role in the Netherlands.

By Ria (Maria) van der Veen, CPC-A

It’s been six years since my husband and I came to 
the United States from Europe. We had a horse farm in the 
Netherlands, and we brought the horses with us in hopes of continuing 
our business. In fact, our imported horse farm did okay the first few 
years, but I eventually found myself looking for a new career. 
I was an educator before owning a horse farm, but I didn’t think 
teaching would be a good option because I had heard teachers were 
being dismissed all across the country. The health care industry 
sounded promising, though, so I set my sights on medical coding 
and billing. Feeling up for the challenge, I signed up for a medical 
coding and billing course; and in August of last year, I passed the 
AAPC Certified Professional Coder (CPC®) exam.
Knowing that there may come a day when I have to leave this coun-
try, however, I decided knowing how to code in the states wasn’t 
enough. I wanted to know how medical coding and billing is orga-
nized in my homeland. What I learned (through much trial and trib-
ulation) is that there is a totally different medical world in the Neth-
erlands and Europe, in general, compared to that in the states.

Disease Classification Coding for Primary Care
I was suprised to learn that, although the universal World Health 
Organization (WHO) is the cradle of the International Classifica-
tion of Diseases, Ninth Revision, (ICD-9), this diagnosis coding sys-
tem is not universally used. In the Netherlands, for example, the In-
ternational Classification of Primary Care, First Edition (ICPC-1) 
is the standard for coding and classifying the three elements of the 
health care encounter: reason for encounter, diagnoses or problems, 
and process of care.
The ICPC has an internationally established level of chapters and 
subchapters. The administration is taken care of by the World Or-
ganization of National Colleges, Academies and Academic Asso-
ciations of General Practitioners/Family Physicians (Wonca). The 
Dutch College of General Practitioners (NHG) publishes the Dutch 
edition of the ICPC-1 and maintains its so-called subsections. Many 
versions have been published over the years. These days, the Huis-
arts Informatie Systemen (HIS)—the informatics system for family 

doctors—makes use of ICPC-1-2000 or ICPC-1-2002. In Novem-
ber 2009, an updated version of ICPC-1 was published, which con-
tains several new subsections. 
The second version of ICPC (ICPC-2) has been in existence since 
1998. Very soon ICPC-2 will replace ICPC-1 in the Netherlands. 
The differences between the two editions are apparent and include 
considerable changes to certain chapters, sections, and subsections. 
ICPC-2 has the great advantage of being linked to the Internation-
al Classification of Diseases, 10th Version (ICD-10), so the medical 
community will finally see more international connections.
I was disheartended to learn, however, that the automatic search sys-
tem gives the primary care provider the correct ICPC code during 
the consultation, so coders are not utilized in family practice.

Disease Classification Coding for Hospitals
Medical coding is completely different for hospitals than it is for pri-
mary care. ICD-9 or ICD-10 are used for somatic illness. For psy-
chiatry, hospitals and mental health organizations use the Diagnostic 
and Statistical Manual (DSM), and until recently, medical adminis-
trators added the codes on dismissal forms. 
Hospital reimbursement, however, is now based on diagnosis treat-
ment combinations (DBCs). This has led to documentation occur-
ing during the care process and performed by the medical specialist, 
rather than after and performed by the coder. Giving medical spe-
cialists the final responsibility for documentation is reportedly caus-
ing problems because, many feel, medical specialists are not always 
correct or careful documenters, and have been known to adapt med-
ical information to match financial information. We certainly aren’t 
allowed to do that here in the states!

The Changing Role of the Coder
Indeed, the hospital coder’s role is changing, but perhaps for the bet-
ter. With the implementation of ICD-10, coders will be expected to 
participate in the development of laws and regulations, as well as ex-
ternal guidelines, for the administrative organization surrounding 
the patient.
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Coder’s Voice

Some of their tasks will be: 
•	 Administrating definitions and 

classifications
•	 Taking samples 
•	 Supplying data to national 

registration offices

Electronic  
Health Records (EHRs)
For years, attempts have been made to 
introduce the Electronic Patient File 
(EPD) in the Netherlands, but priva-
cy concerns and computer errors have 
prevented the introduction, so far. Al-
though there is some electronic infor-
mation exchange on regional levels, the 
Dutch First Chamber (senate) has re-

jected the introduction of the EPD and 
wants to postpone it until current com-
puter glitches are resolved. 
It is thought that coders will become 
more important once EPDs are final-
ly introduced because links will be es-
tablished between DBCs, internation-
al systems, and the medical specialist’s 
own coding system.  

Ria (Maria) van der Veen, CPC-A, 
born and raised in the northern part 
of the Netherlands, has a master’s 
degree in English from Rijks Univer-
siteit Groningen and carries several 
certifications in teaching, as well as 
business economics and econom-

ics, insurance, and medical billing and coding. Ms. van 
der Veen is an educator and translator who takes her in-
ternational experience into the medical coding world.

❝… the automatic search system 

gives the primary care provider 

the correct ICPC code during the 

consultation, so coders are not 

used in family practice.❞
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