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letter from the president

Our annual national conference will be 
hosted in Nashville, Tenn. at the magnifi-
cent Gaylord Opryland Resort, June 6-9. 
I am looking forward to meeting a few 
thousand of my closest friends there. Regis-
trations are running well ahead of previous 
years and it looks like this will be our larg-
est conference ever. 

If you come, here’s what to expect:

An incredible hotel. Warning: Gaylord 
properties are jaw dropping and HUGE, 
and the Gaylord Opryland Resort is no 
exception. With over 30 restaurants at 
every price, amazing fauna and plant 
life, a river flowing through it, and nice 
meeting rooms, you may need a map to 
navigate it.

More education than ever before. 
There are eight specific tracks you can 
follow: Surgery, Orthopaedics, Interven-
tional, Primary Care, Audit, Advanced 
General Coding, Facility, Payer, and Prac-
tice Management. Feel free to follow these 
tracks or choose from any of the more 
than 60 sessions. Our anatomy expo will 
be held Monday and Tuesday afternoons.

Continuing Medical Education (CME) 
credits for physicians are available for the 
first time. See our “Bring Your Physician” 
offer in the conferences section (under 
CEUs) on the AAPC website for how you 
can save $300 on your registration fee by 
bringing a doctor with you.

Tuesday night at the Grand Ole Opry. 
Tickets are available for all. If you reg-
istered by the early bird date, March 15, 
then your packet already has a ticket. 
Otherwise, tickets are $40. With the 
Country Music Association (CMA) Music 
Festival the following week, we’re sure to 
see a couple award winning singers!

More music. Famed jazz musician Rod 
McGaha will perform at the Member 

Appreciation Luncheon on Tuesday. To 
top off the music theme, what Nashville 
conference would be complete without 
some foot-stomping entertainment from 
our National Advisory Board (NAB)? 
Plan to whoop and holler on Sunday for 
an afternoon kick-off featuring the NAB’s 
Country Coding Jamboree.

Significant announcements will be 
made during my “State of the AAPC” key-
note speech on Monday morning, June 6.

Fun. We always have fun, and this year 
the tradition continues.

If you haven’t registered, call to see if there 
are any remaining spots. Bring your doctor; 

get the latest on coding; ask questions and 
get answers; listen to great country music; 
and have fun. While you’re at it, tour Nash-
ville’s great honky tonk downtown area. You 
might even take a ride on the General Jack-
son Showboat down the Cumberland River, 
or go shopping at the Opry Mills Mall adja-
cent to the Gaylord Opryland Resort. See 
you in Nashville!  

Looking Forward  
to Coding in Nashville

Sincerely,

Reed E. Pew
CEO and President
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What a great opportunity the 2010 AAPC 
National Conference in Nashville, Tenn. 
will be professionally.

Experience tells me that attending confer-
ence is about much more than obtaining 
continuing education units (CEUs), continu-
ing medical education (CME), or helping 
you pass a coding exam. Professionally, it’s 
about the following:

Networking
Coding conferences provide a great opportu-
nity for you to meet other coders and medi-
cal professionals. These contacts can lead to 
partnerships, mentoring, business exchanges, 
sharing coding information, and career 
opportunities.

Making Personal Connections
Many coding professionals meet online 
through forums or email exchanges creat-
ing online friendships or business contacts. 
Bonding via the Internet is great; however, 
there is nothing that replaces the personal 
connection coders have when they meet in 
person. Face-to-face contact can push your 
relationship to the next level, which fosters 
a higher level of trust that can’t be achieved 
online.

Confronting Similar and  
Relevant Issues 
Working in a small practice or remotely 
can leave coders feeling isolated from other 
coders. Conferences are an opportunity for 
you to meet other coders and make a con-
nection with someone who struggles with 
similar issues. You may even find someone 
who knows the solution to a specialty-
specific coding problem from which you 
can benefit from their past experiences and 
knowledge. 

Conference attendees naturally discuss issues 
specific to their area of specialty. You get 
to know and understand real-life coding 

complexities much better. It’s a great way for 
coders to unite and face industry issues and 
challenges.

Learning About Career Opportunities
Coding career opportunities are everywhere 
at conferences. Coding conferences are full 
of medical professionals, vendors, health 
care businesses, offering a variety of coding 
products, learning tools, and new business 
opportunities of which you weren’t previ-
ously aware. 

Gaining Professional Exposure
Whether you are a consultant, physician or 
facility coder, student, vendor, or billing 
manager; gaining exposure is always good 
to do professionally. It builds credibility in 
the coding world.

Expanding Coding Know-how
Conference workshops, general sessions, 
breakout sessions, keynote speeches, and 
review classes are designed specifically for 
coders and billing professionals. Conferences 
provide you with tools to overcome nagging 
coding, billing, and reimbursement chal-
lenges to maximize your coding skills and 
revenue. Attending the breakout sessions 
and seminars will enhance your knowledge 
in specific coding areas, which directly 
impacts your physician practice, facility, 
studies, and career goals. 

Leaving Inspired  
by Coding Excellence
Attendees find a renewed passion for coding 
and compliance after attending conference. 
When you’re surrounded by people pro-
moting coding excellence, you absorb their 
enthusiasm. It’s contagious. This inspiration 
carries over to your day-to-day coding inter-
actions.

I hope to see y’all in Nashville. For more 
information, go to www.aapc.com. 

letter from member leadership

Professionally,  
Conference is Important

Sincerely,

Terrance C. Leone,  
CPC, CPC-P, CPC-I, CIRCC

President, National Advisory Board
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2011 Medicare Advantage  
Capitation Rates Hold Steady
2011 capitation rates for Medicare Advantage 
(MA) plans were published in the Federal 
Register on April 15 and are effective June 7. 
The Centers for Medicare & Medicaid Ser-
vices (CMS) 2011 Rate Announcement was 
accompanied by the final 2011 Call Letter for 
Medicare Advantage (Part C) and Medicare 
prescription drug (Part D) plans.

As required by Section 1102 of the Health 
Care and Education Reconciliation Act of 
2010, the capitation rates for 2011 are the 
same as the capitation rates for 2010. Besides 
a $10 increase in the Initial Coverage Limit, 
annual parameter updates to Medicare Part 
D benefits are identical:

Part D Benefit Parameters 2011

Defined Standard Benefit  

Deductible $310

Initial Coverage Limit $2,840

Out-of-Pocket Threshold $4,550

Minimum Cost-sharing for 
Generic/Preferred Multi-Source 
Drugs in the Catastrophic 
Phase

$2.50

Minimum Cost-sharing for 
Other Drugs in the Cata-
strophic Phase

$6.30

Retiree Drug Subsidy

Cost Threshold $310

Cost Limit $6,300

Because the capitation rates for 2011 are 
the same as 2010, MA growth percentages 
have no relevance for the 2011 capitation 
rates. And the rate announcement does not 
include final estimates of MA growth per-
centages or their key assumptions tables.

In response to this new legislation, sev-
eral key changes were made in the Rate 
Announcement, which discusses provisions 
in the health reform legislation that begin to 
close the Part D coverage gap in 2011 and 
these provision effects on plans’ Part D bids.

Updates prompted by public comments 
were made to the Advance Notice and draft 
Call Letter 

Read the 2011 Announcement and 
2011 Advance Notice at: www.cms.gov/
MedicareAdvtgSpecRateStats/AD/list.asp.

A fact sheet with additional details is at 
www.cms.gov/apps/media/fact_sheets.asp 
and the regulation is available at www.
federalregister.gov/inspection.aspx#special.

Medical Conditions List and 
Instructions Updates
Change Request (CR) 6896, issued April 2, 
updates the Ambulance Fee Schedule Medi-
cal Conditions List and Instructions found 
in Pub. 100-04, chapter 15 of the Medicare 
Claims Processing Manual. CR 6896 commu-
nicates these revisions effective May 3.

The Medical Conditions List is set up with 
an initial primary column and an alternative 
column of ICD-9-CM codes. The primary 
column contains general ICD-9-CM codes 
that fit the transport conditions as described 
in the subsequent columns. Ambulance crew 
or billing staff must choose from ICD-9-CM 
codes listed in this column describing the 
appropriate ambulance transport, and place 
it in its designated space on the claim form. 
Additional information may be provided in 
the narrative field. Persons with more com-
prehensive clinical knowledge may select an 
ICD-9-CM code from the alternative  
ICD-9-CM code column. These ICD-9-CM 
codes are more specific and detailed. 

When a claim is submitted, an ICD-9-CM 

coding news

coding news
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code from the medical conditions list that 
best describes the patient’s condition and 
the medical necessity for the transport may 
be chosen. A transportation indicator from 
below may be included on the claim to indi-
cate the circumstances for why it was neces-
sary to transport the patient that way. 

Air and Ground
C1: Inter-facility transport to a higher level of care.

C2: When a patient is transported from one 
facility to another because the originating facility 
doesn’t have the service or therapy required to 
treat the patient’s condition.

C3: May be included as a secondary code where 
a response was made to a major incident or 
mechanism of injury. All such responses are 
appropriately Advanced Level Service responses.

C4: Indicates an ambulance provided a medi-
cally necessary transport, but mileage on the 
claim appears excessive.

Ground Only
C5: For patients with an advanced life sup-
port (ALS-level) condition who is encountered, 
treated, and then transported by a basic life 
support (BLS-level) ambulance with no ALS level 
involvement.

C6: For situations when an ALS-level ambu-
lance is chosen based upon medical dispatch 
protocols of the requested service, but once on 
scene, the crew determines the patient requiring 
transport has a BLS-level condition instead.

C7: When IV medications are required en route 
for patients requiring ALS level transport in a 
non-emergent situation. Does not apply to self-

administered medications and does not include 
crystalloid intravenous fluid administration.

Air Only
D1: Long Distance. Condition requires fast trans-
portation over a long distance.

D2: Traffic patterns preclude ground transport at 
the time the response is required.

D3: Patient needs closest appropriate hospital 
due to condition which precludes transport by 
ground ambulance to minimize out-of hospital 
time and maximize clinical benefits for patient.

D4: Pick up point is not accessible by ground 
transportation.

The Ambulance Fee Schedule Medical 
Conditions List is found at: www.cms.gov/
transmittals/downloads/R1942CP.pdf. 

coding news
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letters to the editor

Consultative Services Kibosh Pays Off
Thank you for the article on the Centers for Medicare & Med-
icaid Services’ (CMS) guidance of reporting consultative services 
(“CMS Provides Reporting Consultative Services Details,” March 
2010, pages 34-37).

As an employee of a multi-specialty medical group for both 
commercial and Medicare Advantage plans, we are both the 
provider and payer of services for our health maintenance organi-
zation (HMO) members. When CMS first announced the intent 
to do away with consult codes, I began polling the health plans 
to see what route they would take and couldn’t really get a clear 
answer from them.

We decided, for consistency, to follow CMS rules for the Medi-
care Advantage plans and disallow consult codes as of Jan. 1. 
This has been working well. Health Net notified us in Febru-
ary that, effective May 1, they no longer will pay consult codes 
for commercial members. They will map outpatient consult 
codes to the appropriate new patient evaluation and manage-
ment (E/M) service, and pay that until the end of 2010, but will 
deny inpatient consult codes because they cannot be mapped 
to a direct hospital visit code. After Dec. 31 they will deny all 
consult codes. Again, for consistency, we will follow those rules 
for our commercial Health Net members to avoid confusion for 
the offices.

Putting on my “auditor’s hat,” I’m glad to see these changes 
coming. Auditing not only our physicians but contracted physi-
cians as well, it’s obvious most physician offices don’t understand 
the difference between transfer of care and a consult, and what 
documentation is required to substantiate billing consult codes. 
CMS has made it clear that because most providers don’t get it 
right, they are just going to eliminate the problem.

Because removing the consult codes from the fee schedule was 
done as a revenue neutral move by adjusting the relative value 
units (RVUs) for other services, I believe they have done the 
health care system a favor by eliminating a confusing and costly 
coding issue. I hope other health plans follow suit soon and the 
American Medical Association (AMA) will drop consult codes 
entirely from CPT®.

David Peters, CPC, CPC-P, PCS 
Contracts Manager 
Sutter Pacific Medical Foundation

Thanks for your compliments and the update.

Although not all providers may agree that the elimination of 
consultation codes for Medicare payment is a good thing, the 
evidence does weigh heavily that consultation services fre-

quently are misreported. For instance, the Office of Inspector 
General (OIG) issued a report claiming that nearly three-fourths 
of consultation services billed to Medicare in 2001 were inap-
propriate, and subsequent education efforts to improve report-
ing of these services have failed to produce the results desired. 
The decision CMS made to eliminate payment for consultation 
codes likely will not be reversed. In such an environment, con-
sistency of reporting requirements across all payers may be 
the best possible outcome.

Coding Edge

Ear Flushing Alone Doesn’t Justify 69210
In the article “Take Four Steps Toward Preventive Medicine 
Coding Success” [April 2010 Coding Edge], an example is given 
on page 19, a patient comes in for an annual physical and the 
nurse flushes the patient’s ears. The author recommends that 
the physical be billed along with 69210 Removal impacted ceru-
men (separate procedure), 1 or both ears; however, from what I have 
studied and researched, 69210, is not for the flushing of the 
ears. We have had this discussion in our practice many times, 
and I continue to look at what others have found regarding this 
procedure, as well. What I have found from American Medi-
cal Association (AMA) is that this procedure is the removal of 
impacted cerumen by instrumentation such as cerumen spoon or 
delicate forceps by the physician.

Tara Farmer, CPC

The reader is correct: Simply flushing the ears by the nurse 
does not qualify for 69210. What typically is done in our prac-
tice is that the nurse flushes to ears to remove any loose ceru-
men, then the physician re-examines the ears and removes any 
retained (i.e. impacted) cerumen. Per CPT® and the Centers 
for Medicare & Medicaid Services (CMS) instruction, removal 
of impacted cerumen is covered if it is reasonable and neces-
sary for the diagnosis or treatment of illness or injury and 
adequately documented in the medical record, and these con-
ditions should have been indicated in the example. Because 
the focus of the example was illustrating the use of modifier 
25 Significant, Separately Identifiable Evaluation and Management 
Service by the Same Physician on the Same Day of the Procedure or 
Other Service with the evaluation and management (E/M) pre-
ventive service, I failed to provide full procedural details. 

Beverly Welshans, CPC, CPC-I, CPC-H, CCS-P

Coding Edge had our schedules mixed up in the April issue’s arti-
cle “2010 National Conference: Memories in the Making.” The 
Meet Your Local Chapter event is listed at 4-6 pm and should be 
listed as 5:30-7 pm, Sunday.  We apologize for this error.  

Letters to the Editor

Please send your letters to the editor to:  
letterstotheeditor@aapc.com.
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In the spring of 2003, Columbia/HCA agreed to pay $631 
million in civil penalties and damages for filing false 
claims to Medicare, along with an additional $250 mil-

lion to resolve overpayment issues. Several years earlier, in 
late 2000, Columbia/HCA pled guilty to related criminal 
charges, for which the company paid $840 million in crimi-
nal fines, civil restitution, and penalties. In total, the largest 
and lengthiest health care fraud investigation in the nation’s 
history netted a return of nearly $1.7 billion for the federal 
government, and caused a huge shakeup at one of the country’s 
largest health care conglomerates.

A major player in the drama was John W. Schilling, an oth-
erwise unassuming accountant who had served as Columbia’s 
Southwest Florida Medicare reimbursement supervisor during 
the mid-1990s. Schilling uncovered major problems in the com-
pany’s cost reporting, which lead to windfall payments from 
Medicare. Repeated attempts to correct the problems through 
the proper chain of command produced no results, and Schilling 
realized to his dismay that his superiors seemed to be acting 
purposefully to perpetrate the errors. 

Feeling that his personal ethics and responsibility as a certified 
professional accountant (CPA) were at odds with his employer’s 
expectation to “look the other way,” and failing to convince his 
superiors to do the right thing, Schilling made the difficult 
decision to become a whistleblower and reported Columbia’s 
accounting irregularities to federal authorities. For much of the 
decade that followed, Schilling was embroiled in the resulting 
investigation, serving as an FBI informant, testifying on behalf 
of the Justice Department, and coming under scrutiny himself.

Schilling currently is a partner with EthicSolutions LLC, a 
consulting firm that specializes in providing confidential direc-
tion and advice to whistleblowers and potential whistleblowers, 
and assists law firms and the federal government with civil 
and criminal fraud cases. Schilling wrote about his role in the 
Columbia/HCA case in Undercover: How I went from Company 
Man to FBI Spy—and Exposed the Worst Healthcare Fraud in U.S. 
History. He agreed to share some of his experiences, and how 
they are relevant to coders in the medical environment, with 
Coding Edge.

When Fraud Falls on Deaf Ears,
Can You Blow the Whistle?

By G. John Verhovshek, MA, CPC

This whistleblower determined 
ethics outweighed his employer’s 
expectations and helped usher in 
a new era of compliance.
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Coding Edge (CE): You began working in Columbia’s Fort Myers 
regional office in 1993, overseeing Medicare cost report filings and coordi-
nating audits with the fiscal intermediary. At what point did you recog-
nize irregularities with Columbia’s accounting?

Schilling: About six months after I started, I had to address 
how interest expense was handled at one of my hospitals, Faw-
cett Memorial. Interest expense could be classified either to 
operating or capital outlays. By over-representing the portion of 
costs allotted for capital purposes, the hospital received higher 
reimbursement from Medicare. That is, costs were inflated by 
including non-reimbursable expenses, and as a result the hospi-
tal had received Medicare payments to which it technically was 
not entitled.

When I began reviewing other reserve issues, aside from the 
interest issue, I realized many of them were suspicious. Being 
new, however, I initially assumed—and was told repeatedly—
that this was the “normal” course of business. 

CE: When you knew for sure that there were problems, how did you 
handle it? Did you notify superiors or take steps to address the irregu-
larities?

Schilling: Shortly after I noticed the improper cost allocation 
and brought it to my boss’s attention, I was invited to a meet-
ing with three company executives, including my immediate 
supervisor, in which this “Fawcett Interest Issue” was discussed. 
Although it was characterized as a legitimate accounting mis-
take, it had led to windfall payments for Fawcett Memorial. 
At the meeting, there was open discussion of how the mistake 
could be hidden, so those payments would not have to be repaid. 
I knew then something wasn’t right. 

A new manager came into place, reviewed the same reserve docu-
ments I had, and likewise concluded many of the reserves were 
improper if not fraudulent. My new manager and I expressed our 
concern to upper management, both separately and together. I 
also wrote memos and provided documentation that went to the 
director and assistant vice president of our department, showing 
them a number of reserves I believed to be improper. But nothing 
happened. Six months later, new management above my manager 
and me reviewed the issues, and indicated they were not going to 
reimburse Medicare retroactively for any overpayments. They felt 
they had no responsibility to self-report, and if the government 
didn’t discover the error, it wasn’t a problem.

CE: What did you think when those you were reporting to ignored or 

even seemed to encourage the practices you knew to be inappropriate? 
What made you decide, finally, to become a whistleblower?

Schilling: I felt self-doubt and frustration, but also thought I 
might be over-reacting. Very few people within the company 
seemed concerned with the reserve issues, and it seemed to be 
normal practice within the industry. On the other hand, I knew 
what was being done was unethical, if not illegal. And I was 
frightened. I became concerned that if I went along with these 
practices, I may be jeopardizing my CPA license, and possibly 
even facing jail time. After months of debate, I knew I couldn’t 
just look the other way. I had to do something. 

CE: Acting as a whistleblower was not as easy as just telling your 
story. You were deeply involved in the case for nearly a decade. Did you 
doubt your decision?

Schilling: I often doubted that I was doing the right thing, 
or if it was worth the effort. I was intimidated. I had been 
told “jobs could be lost” if anyone found out about the costly 
accounting errors. I feared for my own job and reputation. The 
prospect of physical harm remained in the back of my mind. I 
uprooted my family, and accepted a job in the public sector at 
25-35 percent less pay than I had been making, at a time that I 
was the sole wage earner. I spent hundreds of hours away from 
my wife and children each year, in meetings with attorneys and 
government prosecutors, educating them on the issues, review-
ing documents, and preparing for trial. As the criminal trial 
approached, I had renewed doubts. My decision could send 
people to jail—people I had worked with and known personally. 
The case was under seal for years: I wasn’t allowed to discuss 
it with anyone—even my spouse. I had to distance myself and 
withhold the truth from family and friends and co-workers. It 
put a strain on every relationship in my life. 

Overall, I’d say it was quite an emotional roller coaster. 

CE: The Columbia/HCA case ended with a huge settlement for the 
government. As a whistleblower, or qui tam relator, you shared in that 
settlement. How was it decided what your share should be?

Schilling: One would think the government would have an 
objective process to determine a whistleblower’s reward, but they 
don’t. Even if you are a team player up to the settlement, you 
will be forced to battle those with whom you worked side-by-
side to obtain your settlement. Even though the law stipulates 
the relator is entitled to 15-25 percent, the Justice Department 
is reluctant to reward more than the minimum. The average 

I became concerned that if I went along with these 
practices, I may be jeopardizing my CPA license, and 
possibly even facing jail time. After months of debate, 
I knew I couldn’t just look the other way. I had to do 
something. 
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is 17 percent. You must engage in a negotiation to prove your 
worth. It becomes a battle with the Justice Department to argue 
how instrumental you, as the whistleblower, were in obtaining 
the settlement. Being a whistleblower isn’t an automatic payday. 
It’s a challenge at every step. If your motive as a whistleblower 
is solely money or revenge, or if you haven’t got your facts and 
evidence in line, you’ll not likely get anywhere. 

CE: The problems you saw at Columbia revolved around cost reporting 
and accounting issues, not coding. Does your experience apply to coders?

Schilling: Absolutely! Coders, like accountants, are obligated to 
properly adhere to Medicare rules and regulations. Whether it’s 
bookkeeping or coding claims, everyone on the reimbursement 
team has a responsibility. And, a certified professional coder 
(CPC®) agrees to abide by a code of ethics, just as a CPA does. 

CE: Columbia/HCA was a large, multi-facility company. Are compli-
ance issues as big a risk at small facilities, or the single-provider office? 
Are payers or government regulators really interested in the little guys? 

Schilling: Yes. The government is interested in anyone com-
mitting fraud, whether big or little. From a practical perspec-
tive, the government has limited resources and can’t police 
compliance in all health care providers all over the country. As 
a result, they try to influence providers to self-report and police 
themselves. Their interest in the big fish is because there is 
the potential for larger settlements, and there is a much better 
chance there will be national publicity. This national publicity 
serves as a potential deterrent for others who either already are 
committing fraud or contemplating committing fraud.

But, compliance issues actually may be a bigger risk at smaller, 
single-provider offices because smaller entities do not have the 
financial resources to hire trained, experienced compliance pro-
fessionals. They are more likely to rely on individuals who wear 
many hats—with compliance being a low priority. With increas-
ing scrutiny of health care costs by payers, government, and con-
sumers, compliance crackdowns will continue to trickle down to 
smaller and smaller providers.

CE: If I’m a coder in a facility or office, and I notice what I believe 
to be compliance or coding risks, what would you advise I do?

Schilling: Double check yourself. Review the facts and review 
the Medicare regulations to help you determine compliance. If 
you determine what you’re reviewing is non-compliant, you need 
to start internally. The coder should document the facts and 

evidence believed to be in violation, and report this to either a 
superior or the compliance officer, depending on internal pro-
tocols. It is imperative for the facts and evidence to be tangible 
and reported in a way that shows exactly why there is a poten-
tial violation—for instance, what regulation is in violation, and 
how and why it is being violated.

If repeated attempts to correct the issue fail or fall on deaf ears 
and the practice or facility refuses to correct the problem in spite 
of clear evidence that it exists, then reporting a violation in an 
attempt to force compliance is an option. As a partner at Ethic-
Solutions LLC, I help provide confidential direction and advice 
to potential whistleblowers, and assist attorneys and government 
prosecutors in civil and criminal fraud cases. One of our current 
clients is a coder; unfortunately, I cannot discuss anything about 
this case because it is under a court seal.

There are places where you can get advice on how to proceed. 
The first step, however, always is to arrange your facts and to 
attempt to correct the problem internally. 

CE: What about preventing compliance risks and improper coding: 
What influence can coders have, and do you see their role as expanding 
or contracting in the years ahead?

Schilling: Coders should be proactive in reporting areas that 
are a potential problem. Doing so will result in a culture change 
within the organization where compliance is continuously being 
discussed and reported. To keep compliance an active topic for 
ongoing discussion, coding compliance should be made part of 
the agenda of all coding department meetings, or at least on a 
monthly basis in meetings exclusively devoted to coding compli-
ance. This proactive approach will result in coding compliance 
being part of the organization’s culture that could serve to prevent 
government intervention. Or, if there is government interven-
tion for whatever reason, the government may be more lenient 
in dealing with the organization should they discover an area of 
non-compliance. Coders also should be advocates for self-reporting 
to the government should problems be discovered. This will serve 
the organizational well both short and long term. 

Coders can have a significant influence on their organization’s 
compliance program to benefit the organization and the profes-
sional status of coders. 

coding compass

G. John Verhovshek, MA, CPC, is AAPC’s  
director of clinical coding communications.[ ]

The coder should document the facts and evidence 
believed to be in violation, and report this to either 
a superior or the compliance officer, depending on 
internal protocols. It is imperative for the facts and evi-
dence to be tangible and reported in a way that shows 
exactly why there is a potential violation.

To discuss this  
article or topic, go to 

www.aapc.com
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member benefit

AAPC takes pride in our attentive member service, but 
sometimes the best service is giving you the power to manage 
your membership yourself. We’ve set up our website so you 
can easily administer your personal profile and check account 
information, local chapter reminders, continuing education 
units (CEUs), student curriculum information, and purchases.

Once inside your AAPC account, you can monitor your chap-
ter activities, submit CEUs, change passwords, and choose 
what benefits you want to receive as a member. These include 
Coding Edge, our news emails (News & Updates and EdgeBlast), 
event and product updates, employment alerts, and local 
chapter updates. You can control what snail mail and email 
you receive from us. What purchases have you made and what 
AAPC events are coming up for you? When are you due to 
renew your membership? 

All is available on your own page 
And you can help us serve you better by sharing some infor-
mation about yourself. Do you work in a specialty? What do 
you do at your place of work? What are your areas of exper-
tise? What schools have you attended? Knowing this informa-
tion helps us provide services for our 91,000 members. 

Quick Personal Tools with You in Mind
We’ve given you the tools to make your personal information 
accurate and up-to-date, so the next time you move or change 
a job, you won’t miss an issue of Coding Edge magazine or an 
EdgeBlast email. Making personal information changes is right 
at your fingertips. Here’s how to update your profile online:

 1. Type www.aapc.com in your browser. (If you are already 
logged into your account, go to step No. 4.)

 2. Log into your account by clicking on the “Log in/Join” 
button in the upper right corner of the web page.

 

 3. Type your username and password in the Log In area and 
click “Log In.”

 4. Go to the “My AAPC” tab in the upper right corner of the 
webpage. A pull-down menu pops up.

 5. Scroll to “Profile/Preferences” in the “My Account” column.

 6. Under Account Profile click on the “Contact Info” tab.

This tab is where you can update your Login Information, 
Contact Information (mailing address and email), Email Pref-
erences, and Mail Preferences. Enter your changes and click 
the “Update” button. The information you entered is instantly 
sent to the AAPC database and updated.

If you update your profile online and you don’t receive the next 
Coding Edge to the correct address, or you don’t receive it at all, 
contact Venessa Nelson at 800-626-2633 (CODE) ext. 142 or 
Venessa.Nelson@aapc.com and she’ll straighten it out. 

Instantly Update 
Your Member Profile
You don’t need to call AAPC 
to change an address.
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Third-party billing companies provide a valuable 
service for providers who need assistance not only in 
Medicare, Medicaid, and private payer claim submis-
sion, but for those who are looking for outside exper-
tise to optimize reimbursement, increase efficiency, 
and decrease overhead cost. If you establish upfront 
communication strategies and be an active partner 
with your outsourced billing firm by monitoring key 
revenue cycle metrics, you will have a direct influ-
ence on your return on investment (ROI).

It’s important to create the basic framework to have 
a positive and productive relationship with your 
third-party billing firm by addressing operational 
performance standards and financial billing met-
rics, and providing suggestions for ongoing com-
munication. Here’s how to do it.

Determine Performance Standards
Each practice and billing firm account manager 
should hold a kick-off or “on-boarding” discussion at 
the onset of the contract, and a yearly discussion on 
the practice’s work flow, growth, and financial goals. 
Another annual task for the same individuals should 
be to develop and agree upon specific and measur-
able performance standards for the fiscal year. Up-
front discussion allows aligning the provided billing 
services with the practice to support internal finan-
cial and operational goals, equipping both parties 
with a common framework to objectively monitor 
effectiveness of services, and identifying and proac-
tively remediating when standards are not met. 

Standard items on the agenda for discussion are:

  Timeframe for clean claim submission after com-
plete information is provided by the practice;

 Timeframe for payment posting; 

  Response and follow-up time for customer ser-
vice calls and written correspondence;

  Communication method and frequency of sig-
nificant Medicare and Medicaid updates, payer 
changes in policy, and intermediary bulletins; 

  Response timeframe when documentation 
requests are received for audit inquires initiated 
by or on behalf of the practice; and 

  Detail and frequency of practice management 
reports (for example, charges entered, payments 
posted, accounts receivables, credit balances, 
write-offs). 

Although a practice may be anxious to transition 
the billing to the outsourced firm as soon as the 
contract’s ink is dry, key practice members should be 
actively involved in planning, discussing standards, 
and evaluating the practice’s dynamics to help ensure 
a common understanding of expectations and goals. 

Implement Billing Activity Metrics
In addition to creating overall performance stan-
dards, practices should request regular activity 
reports with key metrics or core indicators that pro-
vide a dashboard view of production and profitabil-
ity. At a minimum, a monthly dashboard report and 
a month-to-month and yearly trend report should 
include the following:

 Daily, weekly, and monthly charges;

 Gross and net collection rates;

  Denial percentages broken down by category 
and procedure code; 

  Rejections broken down by rejection code and 
payer;

 Outstanding accounts receivable (A/R) age; 

 Days in A/R calculated;

 Volume of charges and payments by provider; 

Establish Baseline Metrics
When Outsourcing Billing Operations

By Rebekah M. Stewart, JD, MBA, CPC, CHC

When seeking outside billing expertise,  
effective communication gets the best ROI.
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Recognition 
and CEUs, too!

We seek coding-related articles for Coding 
Edge written by our members. If you have 

knowledge or experience you want to share 
with your colleagues, contact 

John Verhovshek at g.john.verhovshek@aapc.com, 
director of clinical content, for more information.

It’s a great way to share your knowledge 
and experience and earn some CEUs at 

the same time.

  Total number of procedure codes  
billed by provider;

 Percentage of write-offs; and

 Analysis of credit balances and refunds.

The dashboard should be an intuitive, robust docu-
ment that can provide quick insight into the per-
formance of the practice. It also should allow the 
practice to determine if the goals discussed during 
the kick-off meeting are on target with respect to 
items such as volume, procedure mix, collections, 
and days in A/R. Although the metrics above are 
typical core indicators, each practice should work 
with its billing firm to customize the dashboard 
based on changes in priorities, risk identification, 
and performance feedback. 

Communicate for Continued Success
As with any successful relationship, communication 
is key. Performance standards and reporting metrics 
requested from the billing firm are only as useful as 
the feedback data provided by the physician prac-
tice. Weekly or bi-weekly calls with the billing firm 
account manager to interpret data, identify red flags, 
and discuss obstacles in claims submission will pro-
vide a forum to monitor and remediate challenges 
proactively—before it is deemed as a performance 
issue. A regular metrics and claims review also pro-
vides an educational opportunity for both parties 
to collaboratively work through problems, suggest 
opportunities for process improvement, and ulti-
mately, leverage resources to meet established billing 
targets and validate the investment to outsource. 

Although a practice may be anxious to 
transition the billing to the outsourced 
firm as soon as the contract’s ink is 
dry, key practice members should be 
actively involved in planning, discussing 
standards, and evaluating the practice’s 
dynamics to help ensure a common 
understanding of expectations and goals.

Rebekah M. Stewart, JD, MBA, CPC, CHC, is a manager in 
Huron Consulting Group’s Life Sciences Advisory Services 
practice. She focuses on health care and billing compli-
ance, compliance program effectiveness, risk assessments 
and mitigation planning for health systems, academic medi-
cal centers, and third-party billing companies. Rebekah also 
serves on the board of the National Association of Health 
Services Executives – Virginia Chapter. 
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Providers of long-term care services must comply with 
several different regulating criteria, and it is the coder’s 
responsibility to understand applicable rules when coding 
these unique services. In recent years, there have been 
extensive changes in the Nursing Facility Services sec-
tion of the CPT® manual. Although this article cannot 
include all you need to know to bill for skilled nursing 
facility (SNF) or nursing facility (NF) services, it will 
answer some basic questions and give you a good place 
to start.

What is the Difference Between a SNF and a NF?
For starters: They have different place of service (POS) 
codes. Use POS code 31 for a Medicare Part A SNF stay, 
and POS code 32 for a patient who doesn’t have Part A 
benefits. Always make sure you use the correct POS.

Per CPT®, POS code 31 describes a facility that primar-
ily provides inpatient skilled nursing care and related 
services to patients who require medical, nursing, or 
rehabilitation services but does not provide the treatment 
level available in a hospital. POS code 32 is somewhat 
similar and describes a facility that provides nursing care 

and related services for the rehabilitation of injured, dis-
abled, or sick people above the level of custodial care to 
those other than the mentally disabled. 

Secondly: The care rendered is different. Care provided 
in a SNF requires skilled nursing and/or rehabilitative 
staff involvement on a daily basis, which might include 
registered nurses, licensed practical and vocational nurses, 
physical and occupational therapists, speech-language 
pathologists, and audiologists. 

Care given by non-professional staff isn’t considered 
skilled care, but rather custodial or personal care, and 
includes assistance with activities of daily living, such as: 
bathing, dressing, eating, grooming, getting in and out 
of bed, or toileting. 

How are Professional Services  
Billed for SNF and NF?
Although there is a difference in the setting and the 
care provided, the codes used to report the professional 
services in either facility are found in the same nurs-
ing facility evaluation and management (E/M) category. 
CPT® doesn’t have subcategories to differentiate a SNF 
from an NF.

In 2006, we saw an overhaul to the Nursing Facility Ser-
vices codes to reflect better current medical practice and 
to provide a consistent format throughout CPT®. Three 
codes were introduced to report nursing facility admis-
sions (Initial Nursing Facility Care: 99304-99306), along 
with four codes to report follow-up nursing facility care 
(Subsequent Nursing Facility Care: 99307-99310), and 
a new a new code to report yearly assessments (Other 
Nursing Facility Services: 99318 Evaluation and manage-
ment of a patient involving an annual nursing facility assess-
ment, which requires these 3 key components: a detailed interval 
history; a comprehensive examination; and medical decision 
making that is of low to moderate complexity). In 2008, we 
saw typical/average times re-established for these codes, 
and language added to the code descriptions. 

The Initial Nursing Facility Care codes are per day, and 
include all work in all sites performed on the same ser-
vice date. They require all three key components of his-
tory, exam, and medical decision making to be satisfied 
to report a particular level. 

Answer These Professional 
SNF and NF Billing Questions
Responsible coding depends on accurate answers.
By Kerin Draak, MS, WHNP-BC, CPC, CEMC, COBGC
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Consider the following example documentation for an 
initial service:

CC: hip fx

HPI: 84 yo female here after left hip fx for rehab. Had hip 
surg on 2-18-10. Had post-op anemia and was transfused in 
the hosp. Moderate pain with ambulation and taking Vicodin 
for pain.

PMH: CAD s/p CABG 1987, angioplasty 2001, HTN, hypo-
thyroid, hyperlipidemia

PSH: CABG, vag hyst/bladder repair, cataracts, appy 

Meds: ASA, Lovenox, Zetia, Fe, HCTZ, glucosamine, syn-
throid, Toprol XL, Accupril, Zocor, Vit. E, Tyl PRN, Prilosec, 
Vicodin PRN

Soc hx: married,  tob/alcohol abuse

FH: negative for bleeding/clotting disorders

ROS: some trouble with sleeping here, naps during day, 
 CP, SOB, abd c/o, using depends,  legs pain, walking 
with walker, some memory problems

Allergy: NKDA

PE: Alert and oriented, NAD, HEENT: PERRL, pharynx clear; 
Neck: supple,  adenopathy, COR: RRR w/o murmur; 
Lungs: CTA; ABD: soft, NT; Extremities:  edema, left hip 
non-tender, incision site clean and dry without s/s infection

IMP: 
s/p hip fx here for rehab

CAD stable on meds

Hypothyroidism on replacement

HTN, will monitor

 chol - cont meds

GERD prophylac Prilosec

DVT prophylaxis w/Lovenox

Based on the above documentation, the service may be 
reported using level I Initial Nursing Facility Care code 
99304 Initial nursing facility care, per day, for the evalua-
tion and management of a patient, which requires these 3 key 
components: a detailed or comprehensive history; a detailed or 
comprehensive examination; and medical decision making that 
is straightforward or of low complexity.

For Medicare payers, remember also to add modifier AI 
Principal physician of record to indicate the services were 
provided by the principal physician of record, who is 
overseeing the patient’s care (as opposed, for instance, to 
a provider reporting a consultative service in the nursing 
facility for a Medicare patient).

The Subsequent Nursing Facility Care codes also are per 
day, and include diagnostic studies chart and results review, 

and any changes in the patient’s status since the last assess-
ment. These codes only require two of the three key compo-
nents to be satisfied to report any particular level.

For example, subsequent service documentation for the 
patient above might state:

CC: F/U Left hip fx, Doing well with rehab and pt is expect-
ing to go home soon. Ambulating better. Pain minimal. 

HTN, Hypothyroid, hyperlipidemia are stable.

ROS: doing better getting sleep at night.  CP, SOB.

PE: VSS, COR RRR w/o murmur, Lungs CTA, Left hip inci-
sion healing nicely. 

IMP: Responding to rehab nicely, Awaiting PT clearance, 
Hypothyroidism on replacement; HTN good control;  chol - 
cont meds, DVT prophylaxis w/ Lovenox.

Continue current meds. 

In this case, the detailed history, expanded exam, and 
moderate medical decision making would warrant a level 
III subsequent nursing facility care service, 99309 Sub-
sequent nursing facility care, per day, for the evaluation and 
management of a patient, which requires at least two of these 
three key components: a detailed interval history; a detailed 
examination; medical decision making of moderate complexity.

Who Can Bill the Initial Professional Service  
in the SNF and NF?
This answer depends on whom you ask. 

Some states allow non-physician practitioners (NPPs), as 
well as physicians, to perform the initial visit. But if you 
ask Medicare, there is a difference between a SNF and an 
NF, and who can perform the initial visit.

According to Medicare (PHYS-079), use Initial Nursing 
Facility Care codes to report an initial visit in a SNF, 
and this service must be performed by the physician and 
cannot be delegated. In the NF setting, a qualified NPP 
(such as a nurse practitioner (NP), physician assistant 
(PA), etc.), who is not employed by the facility, may per-
form the initial visit when within the scope of their prac-
tice and state law. 

One exception to this rule is if the patient’s condition 
warranted a medically necessary visit due to illness or 
injury prior to the physician’s initial visit in either the 
SNF or NF setting. Qualified NPPs may bill a Subse-
quent Nursing Facility Care code, even if their service 
is provided before the physician’s initial visit. The docu-
mentation and diagnoses codes associated with the service 
need to support the medical necessity of such a service. 

An example of a medically necessary, subsequent note (in 
the SOAP format) prior to the initial visit might be:
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S: Acute visit; asked to see pt for a blister on her right 
upper abdomen, it opened and is described as dry, 
scabbed with mild redness at the site. 

O: It measures 0.9 x 0.8 cm without swelling or increased 
warmth. She does c/o pain with mild palpation. Today the 
scab is off. There is yellow-green slough in the wound bed 
with mild redness around the site. T. 98.2, BP. 130/80, P. 
72, R. 20

A: Stage II open area RUQ abdomen—Questionable etiology.

P: Moist to dry dressing.

Based on the above documentation, it would be appropri-
ate to report level II Subsequent Nursing Facility Care 
code 99308 Subsequent nursing facility care, per day, for the 
evaluation and management of a patient, which requires at 
least 2 of these 3 key components: an expanded problem focused 
interval history; an expanded problem focused examination; 
medical decision making of low complexity for this service.

The initial visit, according to Medicare (PHYS-079 and 
Internet Only Manual, Pub. 100-04, chapter 12, section 
30.6.13), is “defined as the initial comprehensive assess-
ment visit during which the physician completes a thor-
ough assessment, develops a plan of care and writes or 
verifies admitting orders.” This visit must occur no later 
than 30 days after admission. 

Although the verbiage in the Medicare description states 
“comprehensive” assessment, the required documenta-
tion to report the lowest level Initial Nursing Facility 
Care code is only a detailed history and examination 
with straightforward/low medical decision-making. Do 
not misconstrue the word “comprehensive” in Medicare’s 
description to have the same meaning as “comprehensive” 
in the documentation guidelines as it pertains to history 
and exam. 

Where, When Can the Initial NF Visit Take Place?
An initial nursing facility service can occur in the physi-
cian’s office, the hospital, or the SNF/NF—and it can 
occur on a different date than the admission date to the 
SNF/NF. Medicare will reimburse for these services only 
when billed with POS codes 31 or 32. The documenta-
tion should show the location and date that the face-to-
face service occurred.

Who Can Bill Subsequent Professional Services 
in the SNF and NF?
Again, depending on whom you ask, the answer may be 
different. 

According to Medicare, either the NPP or the physician 
can perform the mandated follow-up visits in the SNF 
or the NF. But in the NF, qualified NPPs cannot be 
employed by the facility.

Use the Subsequent Nursing Facility Care codes to report 
federally mandated and any medically necessary visits 
that might arise. Qualified NPPs may perform alternat-
ing federally mandated physician visits. Medicare doesn’t 
offer guidance regarding the frequency of physician-
continued involvement in the patient’s care throughout 
their SNF stay. Some states don’t allow NPPs to perform 
all the mandated visits, but they can perform some of 
them. Check your state laws and create an internal policy 
outlining the frequency of physician visits to demonstrate 
their continued involvement. 

Bill the annual nursing facility visit using CPT® code 
99318, which can be used in lieu of a Subsequent Nurs-
ing Facility Care code. 

Can SNF or NF Services Be Billed Split/Shared?
No. 

How Is SNF or NF Discharge Billed?
Similar to Hospital Discharge Services, Nursing Facility 
Discharge Services, too, are time-based codes.

CPT® 99315 Nursing facility discharge day management; 30 
minutes or less is used to report a discharge service of less 
than 30 minutes, while 99316 Nursing facility discharge 
day management; more than 30 minutes is appropriate for a 
discharge service of greater than 30 minutes. 

Discharge visits include the final examination of the 
patient, discussion of the nursing facility stay, patient 
care instructions, and completion of medical records/
forms. Report the date the service was actually per-
formed, even if that date differs from the calendar date 
the patient was discharged from the facility. 

Do not misconstrue the word “comprehensive” in 
Medicare’s description to have the same meaning as 
“comprehensive” in the documentation guidelines as it 
pertains to history and exam.

Kerin Draak, MS, WHNP-BC, CPC, CEMC, COBGC, has been 
involved in the health care field for over 18 years, special-
izing in women’s care. She is the coding educator for a 
220+ provider multispecialty clinic and was instrumental in 
the development of its internal chart audit program. Kerin 
has developed educational tools, guides, and policies for 
the clinic. She is an AAPC National Advisory Board (NAB) 
member and serves as president of her local AAPC chapter. 
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anywhere, any time, any place. You won’t have 
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“If you’ll just change the code, insurance will pay for it.”

These are the 11 most frustrating words in the English 
language. Hearing these words makes me want to 
scream.

In my almost 20 years in health care, I can’t begin to 
guess how many times I’ve heard these words from 
patients, accounts receivable staff, doctors, and even 
from insurance representatives. And today, for the first 
time, I saw it in print.

While reading the January/February 2010 issue of 
Cooking Light, I came across the article “Yes, You Can 
Ease Anxiety About Health-care Costs.” Of course, 
being one of my favorite topics, I plunged right in. 
There was a lot of good information in the article … 
until I read this:

“You may not think of medical bills as negotiable, but in 
some ways they are. For example, items such as annual 
blood work are assigned codes for billing purposes; the code 
affects how much your insurance provider will pay (or not). 
A friendly call to your doctor’s billing office may result in 
a change to the code applied to your treatment and a more 
favorable outcome on the bill.”

I choked on my sandwich. Did I read that correctly? I 
read it several times and even read it to another coder. 
Luckily, she was not eating lunch at the time.

This brought to mind the 15 most infuriating words 

ever spoken by a patient: “My insurance says that if 
you had coded it right, they would have paid it.” Ugh! 
After reviewing the notes and the coding as submitted, 
we usually need to explain to the patient that what 
their insurance really means is that if you had a dif-
ferent kind of service/problem, and we had coded it for 
that issue, then “yes,” it may have been a covered ser-
vice. But as it stands, correctly coded and billed, it will 
not be paid by the insurance company.

Customer service has an extremely difficult job. Trying 
to explain the mysteries of medical coding and billing 
to patients can sound like you’re speaking a foreign 
language—especially if its coming from someone who 
doesn’t understand the dialect. Education should start 
at the front end, rather, before services are provided. 
Patients should fully understand their benefits and 
payment responsibilities prior to treatment. Do this 
and rather than being told later to “change the code,” 
we’ll instead hear two of the nicest words spoken: 
“Thank you.” 

Just Change the Code
Another example of why coders are so important to their practices.

By Simone Tessitore, CPC, COBGC

Simone Tessitore, CPC, COBGC, has 
worked in coding and billing for almost 
20 years, in payer, private practice, 
and large group environments. She 
works as a coding and billing supervi-
sor for the University of Oklahoma 
(Simone-Tessitore@ouhsc.edu).
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In 1992, the “global surgery” concept was introduced 
under the Resource Based Relative Value Unit System 

(RBRVS) and payment policy. Medicare adopted this 
method to control costs and to pay providers based on the 
value of services provided before, during, and after surgi-
cal procedures. Many commercial payers also adopted 
this system as the basis for their fee schedules and global 
periods; however, not all payers follow all of Medicare’s 
global surgery payment policies. The CPT® manual pro-
vides guidance on coding and also defines what a “global 
surgery” includes from a coding perspective. 

This can be very important for surgical complication bill-
ing because CPT® policy is less restrictive than Medicare.

Know Your Payer, Know the Rules
Accurate coding and billing requires knowing your payer 
rules prior to claims submission. The Health Insurance 
Portability and Accountability Act of 1996 (HIPAA) 
named CPT® and HCPCS Level II as the national code 
sets and required all entities to be able to accept those 
codes. It did not, however, require payers to pay all codes 
or adopt uniform CPT® coding policies. 

Do not assume all payers follow all of Medicare’s poli-
cies; payers may choose to use all or part of the Medi-
care global fee rules. They may use the global days and 
relative value units (RVUs), but not the national Cor-
rect Coding Initiative (CCI) or other specific rules. For 
example, Michigan’s Workers’ Compensation Agency 
uses the RBRVS system as a basis for their fee schedule 
and global days, but follows the CPT® post operative 
complication rule.

Postoperative complications may consume significant 
time and resources. If the services legitimately can be 
billed, be sure to capture that revenue. Gathering policy 
information can be time consuming, but provide a valu-
able tool to share with coders and billers. Adopting a 
“one size fits all” coding/billing policy may be easier in 
the short term, but can be costly and result in lost rev-
enue for your practice.

CMS vs. CPT®

What Can You Bill Postoperative? 
Surgical complication billing gets tricky 
when global surgery guidance conflicts.
By LuAnn Jenkins, CPMA, CPC, CEMC, CFPC
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In the end, it is your contracts that dictate the coding 
and billing rules you must follow. What you can bill to 
an insurance company depends on the payer involved. As 
a result, what you bill for a particular service may vary 
from one patient to another. Postoperative complications 
that never would be billed to Medicare, for example, may 
be allowable under a commercial payer contract.

Gather information pertaining to your specific type of 
practice. Issues such as complication rules, global days, 
and modifier definitions are crucial to each practice and 
vary by payer. In medical billing, too often we learn by 
trial and error; we bill a service, receive a denial or par-
tial payment, and then contact the payer and discover 
what created the problem. Often, an unknown or misun-
derstood payer rule is to blame. Unfortunately, this infor-
mation isn’t always documented or shared, and the same 
(wrong) steps are repeated. 

If you are unable to get specific answers in payer manu-
als, contact medical directors in writing to ask what the 
medical policy is on postoperative complications. 

Create a resource for your office. Following documented 
guidelines will enable you to confidently submit clean 
claims to all payers, which will result in lower denial 
rates and fuller reimbursement for services provided.

Applying Modifiers for Postoperative Reimbursement 
Modifiers are the key to payment for surgical complica-
tions. Both CPT® and Medicare agree that a complication 
requiring a return to the operating room (OR) should be 
paid separately using the appropriate modifier. Complica-
tions requiring treatment outside of the OR that are pro-
vided in the office, outpatient, or inpatient setting also 
will require modifiers for those non-Medicare payers that 
follow CPT® guidelines.

Complications requiring additional surgical procedures 
in the OR related to the original surgery require modi-
fier 78 Unplanned return to the operating room/procedure room 
by the same physician following initial procedure for a related 
procedure during the postoperative period to be appended to 

the appropriate procedure code. Under the Centers for 
Medicare & Medicaid Services (CMS) policy for this pur-
pose, an OR is defined as “a place of service specifically 
equipped and staffed for the sole purpose of performing 
procedures. The term includes a cardiac catheteriza-
tion suite, a laser suite, and an endoscopy suite. It does 
not include a patient’s room, a minor treatment room, 
a recovery room, or an intensive care unit (unless the 
patient’s condition was so critical there would be insuf-
ficient time for transportation to an OR).”

For example, a patient undergoes carotid endarterec-
tomy (35301 Thromboendarterectomy, including patch graft, 
if performed; carotid, vertebral, subclavian, by neck incision), 
performed in the morning. Later that day, the patient is 
returned to the OR for exploration of the neck for post-
operative hemorrhage. The return to the OR is coded as 
35800 Exploration for postoperative hemorrhage, thrombosis or 
infection; neck, with modifier 78 appended.

Note: In certain circumstances, a return to the OR 
during the global period may call for modifier 58 Staged 
or related procedure or service by the same physician during 
the postoperative period rather than modifier 78. Medicare 
Claims Processing Manual, chapter 12, section 40.1.B states 
“If a less extensive procedure fails, and a more extensive 
procedure is required, the second procedure is payable 
separately.” In such a case, modifier 58 is appropriate. 

For example, a patient is seen and treated with closed 
reduction of a tibial shaft fracture (27750 Closed treat-
ment of tibial shaft fracture (with or without fibular fracture); 
without manipulation). One week later, it is determined the 
closed reduction failed, and the patient is taken to the 
OR for an open treatment. Coding for the more extensive 
procedure is 27758 Open treatment of tibial shaft fracture 
(with or without fibular fracture), with plate/screws, with or 
without cerclage, with modifier 58 appended.

Unrelated post-operative evaluation and management 
(E/M) services are reported with modifier 24 Unrelated 
evaluation and management service by the same physician 

In the end, it is your contracts that dictate the 
coding and billing rules you must follow. What 
you can bill to an insurance company depends 
on the payer involved.
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during a postoperative period appended. Beware: CMS’ 
Office of the Inspector General (OIG) has added modifier 
24 to its annual Work Plan due to concern of misuse and 
resulting overpayments. The appropriate use of modifier 
24 depends on what rules your payer follows. 

Under Medicare policy, modifier 24 applies for:

  Visit for a new problem unrelated to surgery—sup-
ported by different ICD-9-CM code

  Visit for treatment of the underlying condition (not 
wound care, pain management, or a repeat procedure)

Under CPT® guidelines, modifier 24 applies for: 

  Visit for a new problem unrelated to surgery—sup-
ported by different ICD-9-CM code

 Visit for treatment of the underlying condition, and

  Visit for treatment of complications, exacerbations, 
recurrence

For example, a Medicare patient is returning for a 30-day 
follow-up visit for a hip replacement. At the visit, the 
patient complains of new onset shoulder pain, which 
is evaluated and treated. Because the new complaint is 
unrelated to the previous surgery, you may separately 
report the E/M service using an established patient office 
visit code (9921x) with modifier 24 appended. The visit 
should be linked to a new diagnosis of 719.41 Pain in 
joint; shoulder region. A surgical procedure at the same 
visit—for example, a joint injection 20610 Arthrocentesis, 
aspiration and/or injection; major joint or bursa (eg, shoulder, 
hip, knee joint, subacromial bursa)—requires you to append 
modifier 79 Unrelated procedure.

In a different example, a patient with third-party insur-
ance returns for a 10-day follow-up visit to hip replace-
ment surgery complaining of a painful incision and 
fever. The excision is not healing and shows redness and 
drainage. The physician assesses the wound and treats 
the patient for postoperative wound infection. Assuming 
the payer follows CPT® guidelines, this visit is separately 
billable as 9921x-24, at the service level supported by 
documentation. For Medicare payers, however, the visit is 
not separately billable; the postoperative wound infection 
is “related” to the original surgery and did not require a 
return to the operating room. The service is bundled into 
the global surgical package for Medicare payment.

An example of treating the underlying problem is a 
breast biopsy (19101 Biopsy of breast: open incisional). If 
the result of the biopsy is a malignant neoplasm, and 
the patient is seen within the global period (10 days) 
to discuss treatment of a malignancy, the E/M service 
is reported with modifier 24 to indicate treatment of 
the underlying condition. If major surgery is performed 
within this 10-day period, modifier 58 would be applied 
to the service as a more extensive procedure. 

cover

Postoperative complications that never would 
be billed to Medicare, for example, may be 
allowable under a commercial payer contract.

LuAnn Jenkins, CPMA, CPC, CEMC, CFPC, is the presi-
dent/owner of MedTrust LLC a practice management 
consulting firm located in Lapeer, Mich. With over 27 
years in coding and reimbursement, LuAnn performs 
office assessments, chart reviews, education/train-
ing and provides medical billing services for multiple 
specialties including physical therapy, cardiology, 
neurosurgery, allergy, chiropractic, physical medicine, 

and internal medicine. She speaks on coding and reimbursement issues 
for the AAPC and the Michigan State Medical Society with whom she is 
a contracted consultant. LuAnn is vice president of the Michigan Medical 
Billers Association and 2006 AAPC Coder of the Year.
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As outlined in the Medicare Claims Processing Manual, Pub. 100-4, 
chapter 12, section 40.1, CMS includes the following items/services in 
the global surgical package: 

		Preoperative visits after the decision is made to operate, begin-
ning with the day before the day of surgery for major procedures 
and the day of surgery for minor procedures; 

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

		Complications following surgery, including all additional medical 
or surgical services required of the surgeon during the postopera-
tive period of the surgery because of complications which do not 
require additional trips to the operating room;

		Follow-up visits during the postoperative period of the surgery 
that are related to recovery from the surgery; 

		Postsurgical pain management by the surgeon; 

		Supplies (except for those identified as exclusions); and

		Miscellaneous services/items such as dressing changes; local 
incisional care; removal of operative pack; removal of cutaneous 
sutures and staples, lines, wires, tubes, drains, casts, and splints; 
insertion, irrigation, and removal of urinary catheters, routine 
peripheral intravenous lines, nasogastric and rectal tubes; and 
changes and removal of tracheotomy tubes. 

In contrast, CPT®, as detailed in the Surgery Section Guidelines, 
defines the global surgical package to include:

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

		Subsequent to the decision for surgery, one related E/M encoun-
ter on the date immediately prior to or on the date of the proce-
dure (including history and physical); 

		Immediate postoperative care, including dictating operative 
notes, walking with the family and other physicians; 

	Writing orders; 

		Evaluating the patient in the post-anesthesia recovery area; 

	Typical postoperative follow-up care.

CMS and CPT® also exclude different services from the global surgical 
package. Per Medicare, the following items/services are NOT included 
in the global surgical package:

		The initial consultation or evaluation of the problem by the 
surgeon to determine the need for surgery. Please note that 
this policy only applies to major surgical procedures. The initial 
evaluation is always included in the allowance for a minor surgi-
cal procedure; 

		Services of other physicians except where the surgeon and the 
other physician(s) agree on the transfer of care. This agree-
ment may be in the form of a letter or an annotation in the 
discharge summary, hospital record, or ambulatory surgery 
center (ASC) record; 

		Visits unrelated to the diagnosis for which the surgical procedure 
is performed, unless the visits occur due to complications of the 
surgery; 

		Treatment for the underlying condition or an added course of treat-
ment which is not part of normal recovery from surgery;

		Diagnostic tests and procedures, including diagnostic radiological 
procedures; 

		Clearly distinct surgical procedures during the postoperative period 
which are not re-operations or treatment for complications. (A new 
postoperative period begins with the subsequent procedure.) This 
includes procedures done in two or more parts for which the deci-
sion to stage the procedure is made prospectively or at the time 
of the first procedure. Examples of this are procedures to diagnose 
and treat epilepsy (such as craniotomy procedures 61533, 61534-
61536, 61539, 61541, and 61543), which may be performed in suc-
cession within 90 days of each other;

		Treatment for postoperative complications that require a return 
trip to the operating room (OR). An OR for this purpose is 
defined as a place of service specifically equipped and staffed for 
the sole purpose of performing procedures. An OR may include 
a cardiac catheterization suite, a laser suite, and an endoscopy 
suite. It does not include a patient’s room, a minor treatment 
room, a recovery room, or an intensive care unit (unless the 
patient’s condition was so critical there is insufficient time to 
transport to an OR); 

		If a less extensive procedure fails, and a more extensive procedure is 
required, the second procedure is payable separately;

		For certain services performed in a physician’s office, separate pay-
ment no longer can be made for a surgical tray (code A4550). Splints 
and casting supplies are payable separately under the reasonable 
charge payment methodology;

		Immunosuppressive therapy for organ transplants; and 

		Critical care services (codes 99291 and 99292) unrelated to the 
surgery where a seriously-injured or burned patient is critically ill 
and requires constant physician attendance. 

Under CPT® rules, the following services are NOT included in the 
global surgical package:

		Follow-up care for diagnostic procedures (eg, endoscopy, arthros-
copy, injection procedures for radiography) includes only care 
related to the recovery from the diagnostic procedure itself. Care 
of the condition for which the diagnostic procedure was per-
formed or of other concomitant conditions is not included and 
may be listed separately. 

		Follow-up care for therapeutic surgical procedures includes only 
care which is usually a part of the surgical service. Report com-
plications, exacerbations, recurrence, or the presence of other 
diseases or injuries requiring additional services separately.

Define the Global Surgery Package

Coding Edge–sidebar
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CPT® modifiers 90, 91, 92, and 99 often are over-
looked by providers and coders. Whether coding lab 

procedures or procedures requiring multiple modifiers, it’s 
important to understand the correct usage and guidelines 
for reporting these modifiers.

Modifier 90
The CPT® 2010 states to use modifier 90 Reference (out-
side) laboratory for reporting lab services performed by 
an outside or reference lab. It’s designed for situations 
where the provider reports a lab procedure that was, in 
fact, performed by an outside laboratory. Consult third-
party payers before reporting modifier 90; exact usage 
rules vary by payer.

For example, a patient presents to the office for an auto-
mated complete blood count. The blood is drawn by office 
staff, and the specimen is sent to an outside lab for process-
ing. Appropriate coding in this case is 36415 Collection of 
venous blood by venipuncture, 85027-90 Blood count; complete 
(CBC), automated (Hgb, Hct, RBC, WBC and platelet count). 
Append modifier 90 to the CPT® code describing the CBC 
to indicate that although the provider is reporting the pro-
cedure, it actually was performed by an outside lab. 

In such cases, according to Deb Grider’s Coding with 
Modifiers, the lab generally will bill the physician’s office 
for its service, and the office will in turn bill the patient 
for the lab.
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Don’t Look Past 
Modifiers 90-99
One of them may be what’s needed to follow your payer rules.
By Dawson Ballard, Jr., CPC, CCS-P, CEMC
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Modifier 91
Use modifier 91 Repeat clinical diagnostic laboratory test to 
report the same lab test when performed on the same 
patient, on the same day, to obtain subsequent test results.

Modifier 91 causes a lot of confusion when differentiating 
its use from that of modifier 59 Distinct procedural service. 
When reporting lab procedures, use modifier 59 when the 
same lab procedure is done, but different specimens are 
obtained, or the cultures are obtained from different sites.

The June 2002 CPT® Assistant provides a great example 
of the correct use of modifier 91:

A 65-year-old male patient with diabetic ketoacidosis has 
multiple blood tests performed to check the potassium 
level following subsequent potassium replacement and 
low-dose insulin therapy. After the initial potassium value, 
three subsequent blood tests are ordered and performed on 
the same date following the administration of potassium to 
correct the patient’s hypokalemic state.

Coding for this scenario would be: 

84132 Potassium; serum, plasma or whole blood

84132-91

84132-91

84132-91

Per CPT® guidelines don’t use modifier 91 to report lab 
tests that are repeated to confirm the initial results, due 
to malfunctions of either the testing equipment or the 
specimen, or when another appropriate one-time code is 
all that is needed to report the service. If the test is rerun 
to confirm the initial results or because of a malfunction 
of the equipment, the service cannot be coded and modi-
fier 91 would not apply. 

If multiple tests are run, but a single code describes the 
test, only report one code, and modifier 91 would not 
apply. For example, 82951 Glucose; tolerance test (GTT), 
three specimens (includes glucose) includes three specimens so 
if three specimens were obtained during the encounter, 
only report 82951.

Modifier 92
Append modifier 92 Alternative laboratory platform testing 
when lab testing is done using a transportable kit with a 
single use, disposable analytical chamber. CPT® states the 
test does not require permanent space, and it can be hand 
held and carried to the patient for immediate testing.

As explained in CPT® Assistant (March 2008, page 3 and 
April 2008, page 5), the use of this modifier 92 is limited 
to three specific lab procedures dealing with HIV testing:

86701 Antibody; HIV-1

86702 Antibody; HIV-2

86703 Antibody; HIV-1 and HIV-2, single assay

For example, a female patient presents to the office for 
a sexually transmitted disease (STD) screening. The 
patient is concerned about HIV exposure after engaging 
in unprotected sexual intercourse. The patient is tested 
for HIV using a hand-carried transportable kit. Correct 
coding in this case would be 86701-92. Modifier 92 is 
appropriate because the HIV testing is performed using 
the hand held transportable kit.

Modifier 99
Modifier 99 Multiple modifiers often is not reported because 
many coders and providers are not aware of its correct use. 
Modifier 99 is designed for situations where two or more 
modifiers may apply to the procedure, and notifies the 
payer that multiple modifiers are being reported. Accord-
ing to Ingenix’s Medicare Desk Reference for Physicians, the 
Centers for Medicare & Medicaid Services (CMS) does rec-
ognize modifier 99, as do most third-party carriers; how-
ever, the modifier is “informational only” and its use does 
not affect claims’ payment.

Correct reporting of modifier 99 varies by carrier; but, 
the most common usage is to report the procedure and 
to append modifier 99 immediately after, then report any 
additional modifiers. Coders and providers should refer to 
their third-party payer guidance for correct reporting of 
modifier 99.

As an example, a physician assists with the percutane-
ous skeletal fixation surgery of a patient’s posterior pelvic 
bone fractures, resulting from a severe, head-on car acci-
dent in which the car rolled several times. In this case, 
correct coding would be 27216-99-80-50 Percutaneous 
skeletal fixation of posterior pelvic bone fracture and/or disloca-
tion, for fracture patterns that disrupt the pelvic ring, unilateral 
(includes ipsilateral illium, sacroiliac joint and/or sacrum). It is 
appropriate to append Modifier 99 to the procedure code 
here because more than one modifier is being reported 
for the surgical procedure. Modifier 80 Assistant surgeon 
indicates the physician’s role as an assistant surgeon, 
while modifier 50 Bilateral procedure denotes that this was 
a bilateral procedure. 

Dawson Ballard, Jr., CPC, CEMC, CCS-P, is the 
coding educator for Take Care Health Systems, 
a Walgreens Company, in Franklin, Tenn.[ ]

To discuss this  
article or topic, go to 

www.aapc.com
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facility

In a perfect world, a patient’s admission date and 
the initial hospital service date would be identi-

cal. In the real world, however, the physician doesn’t 
always provide the initial service on the admission 
date. The question often arises: How do you code such 
a case?

Call on 99221-99223
Codes 99221-99223 often are referred to casually 
as “admission codes.” In fact, these codes do not 
describe an admission service, but rather the initial 
evaluation and management (E/M) of the patient 
in the hospital. CPT® guidelines, found within the 
text preceding the Hospital Inpatient Services/Initial 
Hospital Care codes, specify: “The following codes 
[99221-99223] are used to report the first hospital 
inpatient encounter with the patient by the admit-
ting physician” [emphasis added].

There is no requirement within CPT®—or within 
the Centers for Medicare & Medicaid Services (CMS) 
Medicare policy—indicating an initial service be 
reported only on the admission date. You would 
report 99221-99223, as appropriate to the docu-
mented level of service, for the initial hospital ser-
vice, regardless of whether the initial service occurs 
on the same day as the admission.

Several Medicare carriers post advice that supports 
this coding. For example, WPS Medicare—Part 
B carrier in Illinois, Michigan, Minnesota and 
Wisconsin—offers the following Q&A examples 
on its web page (www.wpsic.com/medicare/part_b/
education/2009_0706_emfacility.shtml):

“Question: When the physician provides a direct admit 
from the office, can we bill an initial hospital visit even 
though the physician does not go to the hospital on that day? 

“Answer: No. An initial hospital visit code is the 
first encounter with the patient as an inpatient in 
the hospital. Billing an initial hospital visit proce-
dure code is not appropriate if the physician does not 
see the patient in the hospital. The physician would 
bill the office visit and then bill the initial visit 

code when he/she sees the patient in the hospital. If 
the physician sees the patient in the hospital on the 
same day as a visit in another site of service, only the 
initial hospital visit may be billed. 

“Question: The patient was admitted to the hospital 
on the 10th, but the Admitting Physician did not see the 
patient until the 11th. Should the Admitting Physician bill 
the initial visit on the 10th or 11th? 

“Answer: The admitting physician bills the initial 
hospital visit the first time he/she sees the patient in 
the hospital. You can only bill the initial visit on the 
day it was performed — the 11th.

“Question: The Admitting Physician admitted the 
patient on the 10th and saw them briefly. I performed the 
H&P on the 11th. Can I bill a subsequent code on the 10th 
and the hospital admission on the 11th? 

“Answer: The initial hospital visit procedure codes 
are used the first time the admitting physician sees 
the patient in the hospital. In the example, the ini-
tial visit is on the 10th. Choose the procedure code 
based on the documentation. The service on the 11th 
is a subsequent hospital visit.

“Note that the same rules apply to teaching physi-
cians, even when a resident sees the patient on a 
previous day. For example, a history and physical 
exam (H&P) is performed by a resident on the 15th 
at 11:30 p.m. The teaching physician physically sees 
the patient at 7:30 a.m. on the 16th. If the claim is 
filed under the teaching physician’s unique physician 
identification number (UPIN), the initial hospital 
code (99221-99223) would not be coded until the 
teaching physician physically saw the patient and 
incorporated the resident’s notes and documented 
their own notes accordingly (that is, on the 16th).” 
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Admission Date,  
Initial Hospital Service Date:  
Two in the Same?
Here’s guidance for when the physician doesn’t provide the initial service on the admission date.

By William P. Galvin, CPC

There is no 
requirement 
within CPT®—or 
within the Centers 
for Medicare & 
Medicaid Services 
(CMS) Medicare 
policy—indicating 
an initial service be 
reported only on the 
admission date.

William Galvin, CPC, is the compliance 
manager for The Cambridge Health Alliance 
in Massachusetts. In his 20-year career in 
the health care field, Bill says he has been 
fortunate to have worked with many great 
people in world class health care facilities 
in and around the greater Boston area. Bill 
received his CPC® in 2004. 



Earn up to 18 CEUs while networking with other coders.
Join us for the 2010 AAPC National Conference at the Gaylord Opryland Resort in Nashville,  
Tennessee, June 6–9. This is a great opportunity to meet and network with fellow coders 
while attending unbeatable educational sessions. We will be discussing important changes 
taking place in the health care industry, including ICD-10 implementation, recovery audits, 
medical record documentation and more. 

AAPC Member price: $795

Attend with your physician and save! Receive two registrations for $1195

Upholding a Higher Standard

To learn more and to register, visit aapc.com/nashville

1-800-626-CODE
www.aapc.com
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As certified coders, we are required to fulfill yearly continu-
ing education unit (CEU) requirements to maintain our cre-
dentials and stay current with medical coding updates. This 
requirement may be the driving force that motivates you to 
seek out education and training. If it is, perhaps you’re doing 
yourself an injustice. Earning your CEUs should be a source 
of fun, and the joy comes not just from learning but from 
becoming an active participant in the industry.

Why CEUs Aren’t Just About Education
Obtaining CEUs is about much more than just gaining text 
book education. It’s an opportunity to go above and beyond 
the minimum annual requirement and open doors to unlim-
ited knowledge.

I am a perfect example of how obtaining CEUs started a path 
to career-building achievements. Early in my coding career, I 
attended my first chapter meeting. I was told attending chap-
ter meetings was how to obtain CEUs. I quickly discovered I 
really liked the group of coders in my chapter. We had more 
in common than just coding. Before I knew it, I was invited 
and honored to become a chapter officer. I considered what 
my duties would entail, I watched the other officers, and how 
they interacted with each other and chapter members. I got 
involved.

While I was learning, opportunity was presented to me. I 
embraced these opportunities and with them came bonuses I 
had not anticipated, such as:

		Having a large network of friends both on a personal and 
professional level.

		Building schedule and coordination skills by organizing 
local chapter meetings and conferences.

		Developing a local and national network of specialized 
experts in numerous health care-related fields. 

		Accessing instant help with a perplexing coding, billing, 
or auditing scenario.

		Gaining experience, becoming an expert, and offering 
any assistance in return.

AAPC offers more than 91,000 members as resources—that 
is a large network to tap into. To this day, I maintain the net-
working friendships I’ve built, continue to support my local 
chapter, and stay involved.

Education by Choice
Each of us learns differently. Some coders need the social 
interaction they gain from attending chapter meetings, work-
shops, and conferences. Others like their solitude and listen to 
audio conferences, download educational material, and partici-
pate in interactive online sessions.

If you’re a social being, sharpen your communication skills 
by attending local chapter meetings, as well as statewide and 
local chapter conferences. Better yet, participate in planning a 
local chapter conference. You’ll pick up all sorts of new skills, 
such as:

		Selecting topics conference attendees would like to hear.

	Seeking out the appropriate speakers. 

	Scheduling events on a large scale.

	Selecting a venue to hold the conference.

		Choosing the right food and how much food is necessary 
for a two-day conference.

	Marketing the conference.

	Registering members.

	Arranging an array of vendors and door prizes.

	Assigning CEUs.

Apply Chapter Experience to the Workplace
While I attended local chapter meetings to obtain CEUs, 
I learned much more than coding and became educated on 
many levels. I quickly learned getting involved was the key to 
bolstering coding education.

During this time period, I became responsible for giving pre-
sentations and conducting training. It takes a lot of work to 
research and prepare a training course. Every time I prepare 
a presentation, even if it is a topic I have presented before, I 
learn something new. When we acquire new skills, we can 
do our jobs better by building confidence and applying the 
know-how to our work environment. We can put more into 
our jobs and offer more to our employers.

From my experience, education and training is the key to get-
ting involved, which unlocks the door to career advancement. 
Seeking and utilizing education benefits everyone.

Gain Employer Support
For Continued Education and Training
The key to “How?” is explaining “Why?”
By Jonnie Massey, CPC, CPC-P, CPC-I, CPMA, AHFI
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Gain Employer Supported Education
In this financially challenged time, one of the first budget cuts 
is made to training and education. Fortunately, there are several 
ways to gain employer support of continue education and keep 
it. You have to show there is a return on investment (ROI). You 
need to give back to your employer the time and money he or 
she invests on education resources. Do this by considering:

Cost: The dollars and cents it will cost your employer to send you 
to training locally or out of your area. In other words, think about if 
an employer sends you to training, what will he or she get out of it 
financially? Can you assign a dollar value?

Value: If you can’t assign a monetary value on what the company 
will gain from your training, you should at least bring back training 
materials, write a report about what you’ve learned and the value 
the training has on your job performance. Better yet, bring back the 
material, file them on the shelf, share them, and spread the word. 
If you put effort into the training and really learn something, the 
employer should know the value of the investment they just made in 
your education.

Recouping lost revenue: Look at the training as much more 
than CEUs or a free trip to a conference. Apply what you’ve learned 
during training by identifying lost revenue, recovering money, or 
knowing how to prepare for an audit in your practice. This demon-
strates the value of education to your employer.

Remember: When you are at educational events, make con-
tacts and get business cards. You may return from training 
and have additional questions or need clarification on coding 
specific to your employer’s specialty.

When Employer Support Is NOT an Option
If outside training simply is not an option, then arrange your 
own training. This might sound like a daunting task, but you 
will reap the rewards. Get creative. Use your network of coder 
buddies and local chapter to get a committee together, or join 
an existing group and organize an event. Start with location, 
then topics, and then speakers. Don’t forget to consider topics 
for potential CEUs. 

Remember: “If you build it, he will come,” (Ray Liotta, Field 
of Dreams, 1989). This holds true in coding circles. 

Again, bring your knowledge and value back to your employer 
because this time the cost may be only one day out of the 
office for an event you organized. If your employer still doesn’t 
support taking a day off of work for free education, make it a 
Saturday event. 

One of my students said to me once that she thought coding 
was “just working in a cubicle all day.” She had no idea there 
was so much more to coding—until she heard my story. And 
it all started with an AAPC coding credential and a chapter 
meeting I attended simply to earn CEUs. 

Make Education Fun
Education doesn’t have to be boring or an obligation. When planning an 
educational event, make it fun. Here are some creative and fun ideas to try 
at your next coding event or conference:

  Invite a local Federal Bureau of Investigation (FBI) agent to speak at 
the event. Each state/area has a training department and is happy 
to have an agent speak about health care fraud. Agents come with 
great stories about fraud cases and health care fraud victims, which 
is always a big draw.

  Have goody bags at the registration table. Pick a theme (coding, 
seasonal, regional, etc.).

  Invite vendors. In lieu of paying a vendor fee, ask them to donate a 
prize for your event, and then hold drawings. Include the “win a prize” 
verbiage when advertising your event. Have a vendor sponsor a break 
or meal.

  Consider vendors who have anything to do with coding, the medical 
field, coding education, or educational materials. Even consider local 
massage schools, staffing agencies, etc.

 Ask a local chapter(s) to donate a workshop registration to the event.

 Have a networking breakfast.

 Speakers often write books. If so, you can have book signing featured.

  Have raffles and drawings. Do you have a quilter in your group who 
would donate? You can raise money for a good cause by offering a 
raffle for a donated item.

  Auction off a ham and cheese sandwich autographed by AAPC Presi-
dent and CEO Reed Pew. Reed’s autographed sandwich can raise 
enough money to offer several scholarships to students. Honest!

Jonnie Massey, 
CPC, CPC-P, 
CPC-I, CPMA, 
AHFI, is direc-
tor of payers 
and audits at 
AAPC.
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A person new to the medical coding field can be over-
whelmed as even simple things that an experienced coder 

takes for granted can be a source of confusion for a new coder. 
For example, AAPC credential designations (CPC®, CPC-P®, 
CPC-H®, etc.) and the coding language (add-on codes, modi-
fiers, evaluation and management (E/M), V codes, etc.) may 
seem foreign. Only a small number of new coders have someone 
they can ask nagging coding questions of while the majority 
stumble through the AAPC certification maze. 

Let Experience Help You Guide Someone 
The best mentors are found in the AAPC coding community. 
As a certified coder, you are the perfect person to provide 
coding guidance to a new coder. Besides, you might like it.

Becoming a mentor is easier than you think. A mentor is:

  A knowledgeable and experienced guide who teaches (and learns) through 
a commitment to the mutual growth of both mentee and mentor.

  A caring, thoughtful facilitator who provides access to people, places, 
experiences, and resources.

  A role model who exemplifies in word and deed what it means to be 
an ethical, responsible, and compassionate person and who “Upholds 
a Higher Standard.”

  A trusted ally or advocate who works with the mentee on behalf of 
their best interests and goals. 

Studies show that often the most important factor associated 
with a person’s choice to stay on a career path (such as master-
ing medical coding) is the student’s ability to find a mentor. 
Mentors in the medical coding field understand their inter-
actions with new coders will help discover the new person’s 
potential for success and help to obtain their certification.

You’re a mentor when:

  You help a new coder reveal their hidden potential to others as well as 
him or herself.

  You share stories with the new coder about your education, and the way 
you overcame obstacles similar to theirs—like taking the AAPC exam.

 You help the new coder overcome their fears.

 You share time management skills to everything done.

 You listen and offer advice to solve the problem.

 You help a new coder navigate through AAPC’s resources.

Banish Five Mentoring Misconceptions
 1. Misconception: To be a mentor, you need to be an old person with 

gray hair (or no hair).

Reality: Mentors can be any age, young or old.

 2. Misconception: Becoming a mentor requires a lot of time and a lot 
of work.

Reality: Becoming a mentor requires a change in conscious-
ness. For example, how you think about yourself and how 
you think about others. Mentoring is not a matter of working 
harder or longer, or adding to your job responsibilities. It is 
about seeing your work differently.

 3. Misconception: A mentor only can help a limited number of 
people. Although a mentor may want to help a lot of coders, it is 
only possible to work with a select few.

Reality: Each interaction with a new coder is a mentoring 
opportunity, even a single encounter. The key is to acknowledge 
the importance of mentoring during interactions with other 
coders and to infuse this consciousness into your daily coding 
work. It also is important for mentors to see themselves as part 
of a network of mentors. To truly mentor, you’ll find yourself 
calling upon that AAPC community of mentors. Mentoring 
occurs in a community, not in isolation. 

 4. Misconception: Only the person being mentored benefits from mentoring.

Reality: By definition, mentoring is a reciprocal relationship 
where both the mentee and mentor learn from each other. True 
mentors use their wisdom to learn from their mentee and reap 
the full benefits of the relationship.

 5. Misconception: Mentoring only happens one-to-one on a long-term basis.

Reality: In medical coding, mentoring occurs in many differ-
ent ways. Some mentoring relationships are traditional relation-
ships involving a one-to-one setting over a long period of time. 
Effective mentoring also occurs in a group setting or even pro-
viding guidance through a single encounter with a new coder. 

As a certified coder, take someone under your wing. Think 
about ways to bring mentoring into your daily work and see 
each interaction with fellow coders as an opportunity for men-
toring. The new coder will benefit and YOU will too. 

Get a Better Perspective on Mentoring
Don’t let mentoring misconceptions stop you from realizing the benefits.

By M. Julia Croly, CPC, CPC-P, CPC-I

Julia Croly, CPC, CPC-P,CPC-I, has 25 years 
experience in health care insurance and 
works as an independent health care con-
sultant and educator in Honolulu, Hawaii. 
She is on the AAPC executive board and 
is a past member of the National Advisory 
Board (NAB). She can be reached at 
mjcroly@gmail.com. 



Log on to www.aapc.com/ICD-10 now to learn more.

We Can Help
According to industry experts, it will take up to three years to fully prepare for ICD-10  
implementation. If you don’t have a plan, you’re already falling behind. The AAPC can help 
you get back on schedule.
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newly credentialed members

Heidi Marie Jurisch Barnes, CPC, CPMA Anchorage AK
Caprice Borg, CPMA Anchorage AK
Linda M Carroll, CPC, CPMA Anchorage AK
Thelma Pepion, CPC-H-A, CPMA Anchorage AK
Martha Yvonne Wade, CPC, CPMA, CPC-I Anchorage AK
Terri L Wooten, CPC, CPMA Anchorage AK
Billie Jean Brownlee, CPC, CPMA Fairbanks N. Star AK
Tina M Paul, CPC-H, CPMA Palmer AK
Tamara Eliason, CPMA Sitka AK
Susie Knudsen, CPMA Soldotna AK
Jeffrey D Smith, CPC Anniston AL
Dianette Keener, CPC, CPMA Ashville AL
Tammy S Bishop, CPC, CPMA Daphne AL
Michelle Cofer, CPC Dora AL
Shaye Pugh, CPC Jackson AL
Amanda N Williams, CPC Jasper AL
Beverly Goodson, CPC Prattville AL
Karla Marie Sanders, CPC, CPMA Smith AL
Deborah K Thornton, CPMA Hot Springs AR
Nancy J Travis, CPMA Hot Springs AR
Brenda Griffin, CPC, CPMA Little Rock AR
Beverly Hendrick, CPMA Little Rock AR
Doris J Hendrix, CPC, CPMA Little Rock AR
Alice Johnson, CPC, CPMA Little Rock AR
Tina P Reyna, CPC, CPMA Little Rock AR
Misty Inez Marcus, CPC, CPMA Manila AR
Tina Lynn George, CPC, CPMA Mayflower AR
Shannon R Hichens, CPC, CPMA N Little Rock AR
Trish Sutton, CPMA Gilbert AZ
Donna M Watson, CPC, CPMA Gilbert AZ
Sonnia M Bradley, CPC, CPMA Glendale AZ
Valerie Farrell, CPC, CPMA Mesa AZ
Denise Marie Shoemaker, CPC-A, CPMA Phoenix AZ
Tamberli R Hartwell, CPC Prescott AZ
Cari McCormick, CPMA Queen Creek AZ
Kathleen Jewell Young, CPC, CPMA Queen Creek AZ
Helen L Wilson, CPC, CPMA, CPC-I Sierra Vista AZ
Renee Michelle Rosales, CPC, CPMA Tempe AZ
Marisela E Miller, CPC, CPMA Tucson AZ
Andrea H Rubio, CPC, CPMA Vail AZ
Irma Fierro, CPMA Arieta CA
Darlene A Dahl, CPC, CPMA Carlsbad CA
Maria Graciel M Ermitano, CPC, CPMA Chula Vista CA
Faith M Siasoco, CPC, CPMA Chula Vista CA
Kristen Michelle Ives, CPC, CPMA Costa Mesa CA
Linda D Kruger, CPC, CPMA El Cajon CA
Toni Toone, CPC, CPMA Fullerton CA
Christiane Leichter, CPC, CPMA Imperial Beach CA
Vanessa Walker, CPC, CPC-H, CPMA Irvine CA
Cindy A Cox, CPC, CPMA La Habra CA
Paulette L Bouchard, CPC, CPMA Lakeside CA
Mechelle Paradies-Vannoy, CPC Lakewood CA
Milagros H Mangayao, CPMA Lemoore CA
Kimberly Lynn Smith, CPC Long Beach CA
Shalon Irving, CPMA Los Angeles CA
Raquel Gozon Tobias, CPC, CPMA, CPC-I  
Los Angeles CA
Mary Catherine Yeo, CPC, CPC-P, CPMA, CPC-I 
Mission Viejo CA
Susan Wyatt, CPC, CPMA, CPC-I Monrovia CA
Milda Kaitz, CPC, CPMA, CPC-I Pacifica CA
Frances A Glau, CPC, CPMA Ramona CA
Elizabeth D Young, CPC, CPMA Redondo Beach CA
Leann Rae Tossetti, CPC, CPMA Roseville CA
Deborah Elayne Kennard, CPC, CPMA San Diego CA
JoAnn D Matsuda, CPC, CPMA San Diego CA
Danette L Wilson, CPC, CPMA San Diego CA
Mary Kay Jeskey, CPC, CPMA San Jose CA
Vikii R Schmidt, CPC, CPMA Santa Ana CA
Judy Joseph, CPMA Tulare CA
Mylene Caceres, CPMA West Covina CA
Daisy Rippe, CPC, CPMA Westminster CA
Amy Leigh Klepper, CPC, CPMA Arvada CO
Jennie L Bassett, CPC, CPMA Aurora CO
Mindy Dowd, CPMA Aurora CO
Patricia Ann Reynolds, CPC, CPMA Aurora CO

Cleo R Veerkamp, CPC, CPMA Centennial CO
Jane Beckmann, CPC, CPMA Colorado Springs CO
Blanca Cross, CPC, CPMA Colorado Springs CO
Mary E Elliot, CPC, CPMA Denver CO
Wanda S Harper, CPC, CPMA Denver CO
Michael Damien Manhart, CPC Denver CO
Brigitte H Mazzola, CPC, CPMA Denver CO
Kim Montenegro, CPC-A, CPMA Denver CO
James Sternesky, CPMA Denver CO
Melody A. Warren, CPC, CPMA Durango CO
Jackie Albright, CPC, CPMA Erie CO
Lora Adams, CPC, CPC-H, CPMA Grand Junction CO
Marilee Joan Sexton, CPC, CPMA Grand Junction CO
Vickie Ann Staack, CPC, CPMA Kremmling CO
Adriana Chidester, CPC, CPMA Lakewood CO
Catherine G Fitzgerald, CPC, CPC-P, CPMA 
Lakewood CO
Jeffrey A McCann, CPC, CPMA Loveland CO
Michelle Lee Griffin, CPC Pueblo CO
Michelle Blea, CPC, CPMA Wheat Ridge CO
Tammie Cote, CPC, CPMA Colchester CT
Marcie Lyn Trahan, CPC, CPMA Enfield CT
Kimberly Kay Gregory, CPC, CPMA Arcadia FL
Pamela Corlieto, CPC Cape Coral FL
Adriana Ucros, CPC Coral Springs FL
Andrea L Kitchens, CPC, CPMA Crestview FL
Deborah Rievman, CPMA Ft Lauderdale FL
Shari A Evans, CPC, CPMA Ft Myers FL
Tammy A Lovely, CPC, CPMA Ft Myers FL
Arverla R Neal, CPC, CPMA Gainesville FL
Marisol Hernandez, CPC, CPMA Hialeah FL
Teresita D Rodriguez, CPC Hialeah FL
Sarah J Honeycutt, CPC, CPMA Jacksonville FL
Tracy G Rafael, CPC, CPMA Jacksonville FL
Tarris Stallworth, CPC, CPMA Jacksonville FL
Leshedia Williams, CPC, CPMA Jacksonville FL
Shelly Asbury, CPMA Lakeland FL
Barbara Armenteros, CPC Miami FL
Cira Fresco, CPMA Miami FL
Marvelys M Juanes, CPC, CPMA Miami FL
Victoria N Llanes, CPC, CPC-H, CPMA Miami FL
Isolda T Saballos, CPC-A, CPMA Miami FL
Diana H Williams, CPC, CPMA North Port FL
Patricia Sander, CPC Ocala FL
Kim Remona Dunn, CPC, CPMA Pace FL
Angela Murphy, CPC, CPMA Pace FL
Linda L Schoenwetter, CPC, CPMA Port Orange FL
Delores Reinke, CPMA Port St Lucie FL
Arlene Poole Hernandez, CPC-A, CPMA  
Riviera Beach FL
Melissa L Kulavic, CPC Saint Petersburg FL
Miroslava Rodriguez, CPC Sunny Isles Beach FL
Amarah K Hicks, CPMA West Balm Beach FL
Jeanetta Lawrence, CPC, CPMA Winter Park FL
Paige Christine Harris, CPC, CPMA Alpharetta GA
Renee Bomar, CPMA Atlanta GA
Dena Candy, CPC Atlanta GA
Kathryn Miller, CPMA Atlanta GA
Angela Denece Davis, CPC, CPMA Augusta GA
Cathy Staples-Bowden, CPMA Covington GA
Robin Cullen, CPC, CPMA Cumming GA
Keisha Avery, CPC Decatur GA
Roylanda Leshelle Brooks, CPC, CPMA Kingsland GA
Kimberly J Bradley, CPC Lawrenceville GA
Angela A Hudson, CPC, CPC-H, CPC-P, CPMA 
Lithonia GA
Sharon Brooks, CPC Martinez GA
Asha Odigie-Osazuwa, CPC, CPMA Mc Donough GA
Karen Carswell, CPC, CPMA Norcross GA
Mary Amador, CPC, CPMA Rock Spring GA
Krystalline Wilson, CPC-H, CPMA Sandy Springs GA
Na'Ketta D. Williams, CPC, CPC-P, CPMA Senoia GA
Lasonya D Cousin, CPC Woodstock GA
Jan Allen, CPC Coralville IA
Kimberly F Grove, CPMA Ottumwa IA
Rebecca Ledger, CPMA Pella IA

Billee Jo Moore, CPC, CPC-H, CPC-P, CPMA West 
Des Moines IA
Samantha Booth, CPC Boise ID
Barbara Ingrid Gregg, CPC, CPMA Boise ID
Samantha Lynn Zamudio, CPC Nampa ID
Thomas Necela, CPC, CPMA Sweet ID
Anna Schmitz, CPC, CPMA Arlington Heights IL
Kristine K Englin, CPC, CPMA Batavia IL
MaryAnn Kempen, CPC, CPMA Bourbonnais IL
Vanessa C DeRango, CPC, CPMA Chicago IL
Shelley Oglesby, CPMA Chicago IL
Latoycia Smith, CPC, CPMA Chicago IL
Pamela Sue Copeland, CPC, CPMA Clinton IL
Joan Olsen, CPMA Crystal Lake IL
Linda Siczko, CPC, CPMA Lake Zurich IL
Katherine Werner, CPC, CPMA Lombard IL
Linda J Christiano, CPC, CPMA Palos Park IL
Marie Pierce, CPC Plainfield IL
Deanna Carlino, CPC, CPMA Saint Charles IL
Leah R Bauer, CPC, CPMA Beech Grove IN
Donna K McDaniel, CPC, CPMA Charlottesville IN
Tracia Abrams, CPC Indianapolis IN
Sarah J Brain, CPC, CPMA Indianapolis IN
Connie Hottle-Smith, CPC, CPMA Indianapolis IN
Lisa P McDonough, CPC, CPMA Jeffersonville IN
Janell Glascock, CPMA Whiteland IN
Jennifer Stinnett, CPC, CPMA Bonner Springs KS
Winnie M Scott, CPC, CPMA El Dorado KS
Debra Johnson-Phythian, CPMA Garden City KS
Lori D Harris, CPC, CPMA Junction City KS
Deborah A Apfel, RN, BA, CPC, CPMA Lenexa KS
Roberta Telles, CPC, CPMA Lenexa KS
LaDonna Williams, CPC, CPMA Lenexa KS
Tijen C Wines, CPC, CPMA Overland Park KS
Karen Kay Strobel, CPC, CPMA Topeka KS
Paula G Vanderpool, CPC, CPMA Blackey KY
Jeannie Dean, CPC, CPC-H, CPMA Burlington KY
Sara J Ketterer, CPC, CPMA Covington KY
Deborah Emmons, CPC, CPMA Flemingsburg KY
Renee Ashby, CPMA Hopkinsville KY
Susan Schoettlin, CPMA Hopkinsville KY
Tracie Bullock, CPC, CPC-H, CPMA Kirksey KY
Christy C McCoy, CPC, CPMA Lexington KY
Donna Astudillo, CPC, CPMA Louisville KY
Simona R Harris, CPC, CPMA Louisville KY
Peggy Ann Kannapel, CPC, CPMA Louisville KY
Tina Mitchell, CPC, CPMA Louisville KY
Ann Michelle Wolz, CPC, CPMA Louisville KY
Marsha Tucker, CPC, CPMA Murray KY
Julia Lynn Whited, CPC, CPMA Shepherdsville KY
Tamara L Lucus, CPC, CPMA, CPC-I Bossier City LA
Shan McDaniel, CPMA Covington LA
Regina L Adams, CPMA Keithville LA
Brenda Lewing, CPC, CPMA Many LA
LaDonnis Evans, CPMA New Orleans LA
Diane S Nata, CPC, CPMA Ponchatoula LA
Kitty Kleman, CPMA Ruston LA
Mary Broussard, CPC, CPMA Shreveport LA
Kathryn Covington, CPC, CPMA Shreveport LA
Shonda Miles, CPMA Shreveport LA
Lois E Owen, CPC, CPMA Shreveport LA
Barbara Perrodin, CPMA Shreveport LA
Kelley J Steincamp, CPC, CPMA Shreveport LA
Linda H Wall, CPC, CPMA Shreveport LA
Sabrina L Wilson, CPC, CPMA Shreveport LA
Amanda M Miller, CPC, CPMA Welsh LA
Joanne Kent-Veglia, CPC, CPMA Braintree MA
Jessica Mackey, CPC Holyoke MA
Laura L Muriel, CPC Lowell MA
Ranjan K Zaveri, CPC Lowell MA
Sheila DiTocco, CPC, CPMA Pembroke MA
Susan Kelley, CPC, CPMA Pembroke MA
Ann Marie Nee, CPC, CPMA Pembroke MA
Karen Colucci, CPC Shrewsbury MA
Michelle DeFosses, CPMA Waltham MA
Rosemarie M Callahan, CPC, CPMA West Boylston MA

Sandra Gifford, CPC, CPMA Westport MA
Geneva Fitzhugh Bryan, CPC-A, CPMA Baltimore MD
Kristina Tsirtsan, CPC, CPMA Baltimore MD
Amy Kelly, CPC Catonsville MD
Jayne Winton, CPC, CPMA Chesapeake Beach MD
Cynthia Nicole Kramer Kwitowski, CPC, CPMA 
Edgewater MD
Peggy Shiblie, CPMA Frederick MD
Janice C Carswell-Stewart, CPC, CPMA Freeland MD
Sharon Thomas, CPC, CPC-H, CPMA Ft Washington MD
Tal'Mai Chester, CPC, CPMA Germantown MD
Carol Ann Anderson, CPC, CPMA Glen Burnie MD
Shirley Bradford, CPC, CPMA Hyattsville MD
Brenda L Bussey, CPC, CPMA Hyattsville MD
Schwanna Freeman, CPMA Hyattsville MD
Rehana Husain, CPC, CPMA Hyattsville MD
Linda D Jackson, CPC, CPMA Hyattsville MD
Sylvia Koonce, CPC, CPMA Hyattsville MD
JoAnn Singletary, CPC, CPC-H, CPMA Hyattsville MD
Cynthia Cecelia Thomas, CPC, CPC-H, CPMA 
Hyattsville MD
Robyn A Williams, CPC, CPMA Hyattsville MD
Harriett Marie Soumah, CPMA Laurel MD
Deborah Ann Altvater, CPC, CPMA Middle River MD
Monica R Tyiska, CPC, CPMA Millersville MD
Guyane P Massiah, CPC, CPMA Mitchellville MD
Oluwakemi Mayaki, CPMA Path Laurel MD
Sylvia A Perry, CPC, CPMA Prince Frederick MD
Sharlene A Scott, CPC, CPC-H, CPMA, CPC-I 
Randallstown MD
Betty Williams, CPC, CPMA Reisterstown MD
Amanda Lynn Edwards, CPC, CPMA Rosedale MD
Kathryn Dejesus, CPC, CPMA Silver Spring MD
Angelina B Faulkner, CPC, CPC-H, CPMA Silver 
Spring MD
Delina Frias, CPC, CPMA Silver Spring MD
Mildred A Irons, CPC, CPC-H, CPMA Silver Spring MD
Shirley Pollard, CPC, CPMA Silver Spring MD
Shoshanna Sussman, CPMA Silver Spring MD
Keidra Dewberry, CPC, CPMA Upper Marlboro MD
Kimberly Johnson, CPC, CPMA Upper Marlboro MD
Shelby L Wright-Johnson, CPC, CPMA Waldorf MD
Holly S Wells, CPC Bangor ME
Kathleen M Ouellette, CPC, CPMA Biddeford ME
Laura G Crockett, CPC Lewiston ME
Jaime Green, CPC Patten ME
Lezlie Willette, CPC, CPMA Presque Isle ME
Rebecca L Marshall, CPMA Capac MI
Terrie Brown, CPC, CPMA Memphis MI
Pamela L Pully, CPC, CPMA Swartz Creek MI
Kymberly Zellman, CPC, CPMA Andover MN
Barbara J Schaufler, CPC, CPMA Coon Rapids MN
Paul Hill, CPMA Minneapolis MN
Yang Khang, CPC Minneapolis MN
Brenda Leuwer, CPC Ramsey MN
Judy Nicholson, CPMA Albany MO
Tammy A Clark, CPC, CPMA Ballwin MO
Sonya Lynn Herbold, CPC Battlefield MO
Tricia Rae Nugen, CPC Belton MO
Diana R Knowles, CPC, CPMA Clinton MO
Brandi E Russell, CPC-H, CPMA Greenwood MO
Terri Winfrey, CPC Independence MO
Fran Reichert, CPC, CPMA Kansas City MO
Alberta L Reynolds, CPC, CPMA Lees Summit MO
Janice Miles, CPMA Moss Point MS
Tammera Smith, CPMA Helena MT
Naomie Lynn Peppers, CPC, CPMA Lame Deer MT
Shannon N Daves, CPC, CPMA Asheville NC
Susan Gwaltney Miller, CPC, CPMA Asheville NC
Marion Attaway, CPC, CPMA Brown Summit NC
Yolanda Y Battle, CPC, CPMA Chapel Hill NC
Tracy L Black, CPC, CPMA Charlotte NC
Sharon Bolarakis, CPC, CPMA Charlotte NC
Aaron Cocklin, CPMA Concord NC
Brenda B Hinegardner, CPC, CPMA Connellys Springs NC
Cheryl Ray, CPMA Farmville NC

Teresa Mobley, CPMA Fayetteville NC
Hilda L Connor, CPC, CPMA Hendersonville NC
Cynthia D Housley, CPC, CPMA Hendersonville NC
Barbara Abee, CPMA Hickory NC
Mary Gonzales, CPMA Hickory NC
Kimberly Bivens Reynolds, CPC, CPMA Hickory NC
Cynthia E Dial, CPC, CPMA, CPC-I Laurinburg NC
Susan C Walsh, CPC, CPMA Laurinburg NC
Betsy Howell, CPC Lexington NC
Sherry Lingerfelt Brown, CPC, CPMA Lincolntown NC
Christine Marie Brooks, CPC, CPMA Maxton NC
Melissa W Benfield, CPC, CPMA Morganton NC
Angela W Berry, CPC, CPMA Morganton NC
Laura B Justice, CPC, CPMA Morganton NC
Julie M Meyer, CPMA Morgantown NC
Rhonda Michelle White, CPC, CPMA Mt Airy NC
Mary Dipardo, CPMA Murphy NC
Vernena Oxendine, CPC, CPMA Pembroke NC
Kathy Lynn Gammons, CPC, CPMA Pinnacle NC
Shannon Iacovone, CPMA Rockingham NC
Denisha Robinson, CPMA Rockingham NC
Heather A Hoskins, CPC, CPMA Stokesdale NC
Patricia Ann Bailey, CPC, CPMA Swannanoa NC
Cynthia S Shaffer, CPC, CPMA Thomasville NC
Jane Pendergraph, CPC Trinity NC
Terri M Messer, CPC, CPMA Winston Salem NC
Jennifer Hudson, CPC Concord NH
Joanne McNamara, CPC, CPMA Nashua NH
Mekell Turner, CPC-A, CPMA Belleville NJ
Debra Gordon Packer, CPC, CPMA Fair Lawn NJ
Nicole A Capalbo, CPC, CPMA Little Falls NJ
Paula Andrea Escobar, CPC, CPMA North Bergen NJ
Reshma Naik, CPMA Pine Brook NJ
Azzam Baker, CPMA Saddle River NJ
Evette Payton-Toledo, CPMA Secaucus NJ
Srividya Balaji, CPC, CPMA Short Hills NJ
Nathaly Castillo, CPC, CPMA Teaneck NJ
Yadira Antonetti, CPC-A, CPMA Bronx NY
Jennifer M Flores, CPC, CPMA Brooklyn NY
Penny Puorro, CPC, CPMA Canisteo NY
Christine S Gerg, CPC, CPMA Farmington NY
Damaris Ramirez, CPC, CPMA, CPC-I Halesite NY
Ann M McDaniels, CPC, CPMA Hornell NY
Rochelle M Nichols, CPMA Hornell NY
Debra Ann White, CPC, CPMA Hornell NY
Dana M Bailey, CPC, CPC-H, CPMA Lyons NY
Sonnia M Marmol, CPC, CPMA New York NY
Victoria Prodan, CPMA New York NY
Peggy Lamphier, CPC, CPMA Rexville NY
Thomas D Fish Jr, CPC, CPMA Valatie NY
Kathy A Parkhurst, CPC, CPMA Williamsville NY
Deborah S Bussey, CPC, CPMA Akron OH
Monica A Potiowsky, CPC, CPMA Amherst OH
Maribeth Pickens, CPC, CPMA Austintown OH
Karen D Hennessy, CPC, CPMA Chardon OH
Tabitha Ann Kofol, CPC-A, CPMA Chardon OH
Denise Birkley, CPC, CPMA Cincinnati OH
Sue E Morgan, CPC, CPMA Cincinnati OH
Karen Neff, CPMA Cincinnati OH
Robin A Reynolds, CPC, CPMA Harrison OH
Dawn Renea Dickey, CPC Londondeny OH
Linda F Ray-Sturkey, CPC, CPMA Sunbury OH
Deana Tuley, CPMA Ada OK
Patricia S Holbrook, CPC, CPMA Edmond OK
Dorothy L Scott, CPC, CPMA Newalla OK
Karen Beam, CPC, CPMA Oklahoma City OK
Barbara L Garrett, CPC, CPMA Oklahoma City OK
Kristi Benson, CPMA Canby OR
Janet Barbara Snyder, CPC, CPMA Eugene OR
Lisa McCauley, CPMA Klamath Falls OR
Elizabeth Beatty, CPC Beaver Falls PA
Kathy Arner, CPC, CPMA Danville PA
Michelle A Rodenhauser, CPC, CPC-H Elizabethtown PA
Tosha Moore, CPC, CPMA Hanover PA
Deborah Hardman, CPC, CPC-H Harrisburg PA
Sandra Darrah, CPC, CPC-H Lancaster PA

newly credentialed members



www.aapc.com May 2010      39

Paula Francis, CPC, CPMA Lititz PA
Tina Marie Yanacek, CPC Meadville PA
Jennifer Overholt, CPMA Perkasie PA
Patricia Amelio, CPC Secane PA
Jeanne Blake, CPC Stoneboro PA
Michelle R Anderson, CPC, CPMA Coventry RI
Abbie Connor O'Toole, CPC Charleston SC
Sharon L Walden, CPC Columbia SC
Melanie Jones, CPMA Florence SC
Theresa Rowe, CPMA Florence SC
Kasi Jo Farnsworth, CPC Johns Island SC
Marcia Foster, CPC Ladys Island SC
Ashley Neal, CPC Lexington SC
Courtney Elizabeth McColloch, CPC Mt Pleasant SC
Erica Capdevila Vaughan, CPC Mt Pleasant SC
Zelda Ardis, CPC N Charleston SC
Sherry M Searson, CPC, CPMA Ravenel SC
Lisa H Fudge, CPC, CPMA Rock Hill SC
Vicky Dale Beals, CPC, CPMA Round O SC
Jan Coggins, CPMA Spartenburg SC
Tammy McAllister, CPMA Walterboro SC
Halley Nohr, CPC Yankton SD
Elizabeth McCall, CPMA Antioch TN
Christy Dean Campbell, CPC, CPMA Blaine TN
Tonya Hunt, CPMA Brentwood TN
Judy Crusenberry, CPMA Bristol TN
Daneen Marie Davis, CPC, CPMA Chattanooga TN
Rhonda L Fletcher, CPC, CPMA Church Hill TN
Melody A Ofiero, CPC, CPMA Church Hill TN
Arlene Harrison, CPC, CPMA Clarksville TN
Terri L Heathcock-Carlsen, CPC, CPMA Clinton TN
Diona-Mae Sunshine Whitus, CPC, CPMA Clinton TN
Kara Thurman, CPC-A, CPMA Dandridge TN
Doris Jean Russell, CPC, CPMA Doyle TN
Cynthia M Range, CPC, CPMA Elizabethton TN
Jennifer Ann Theien, CPC, CPMA Friendsville TN
Mary Kim Walls, CPC, CPMA Harriman TN
Adrianna D Plummer, CPC, CPMA Heiskell TN
Teresa L Brown, CPC, CPMA Helenwood TN
Starlet L Kolwyck, CPC, CPMA Humboldt TN
Taleah Mayes Hopson, CPC, CPMA Johnson City TN
Vicki L Moody, CPC, CPMA Johnson City TN
Sharon J Oliver, CPC, CPMA, CPC-I Jonesborough TN
Debbie Adams, CPC, CPMA Kingsport TN
Shelton Hager,, CPC, CPMA Kingsport TN
Bradley Melone, CPMA Kingsport TN
Rebecca A Conner, CPMA Knoxville TN
Ka-Chocolateya Duncan, CPMA Knoxville TN
Pam Helton, CPMA Knoxville TN
Nathaniel King Huggins, CPMA Knoxville TN
Katherine W Kannard, CPC, CPMA, CPC-I Knoxville TN
Janie Key, CPMA Knoxville TN
Michelle Magness, CPC, CPMA Knoxville TN
Kelly Wright Nelson, CPMA Knoxville TN
Stacy Renee Sams, CPC, CPMA Knoxville TN
R. Kevin Townsend, CPC, CPMA Knoxville TN
Karen Gipson, CPMA La Follette TN
Jada R Stanley, CPC, CPMA La Follette TN
Donna W Hurley, CPC, CPMA Lenoir City TN
Shelia Winton, CPMA Livingston TN
Denise L Butler, CPC, CPMA, CPC-I Louisville TN
Crystal D Chambers, CPC, CPMA Maryville TN
Amie Nicole Sellers, CPC, CPMA Maryville TN
Sarianne Goforth, CPC, CPMA Medina TN
Jill Vinson Jackson, CPC, CPMA Medon TN
Sherry L Glasgow, CPC, CPMA Memphis TN
Stephanie McDivitt, CPMA Memphis TN
Stephanie Simmons, CPMA Memphis TN
Natalie Rediker Baker, CPC, CPMA Murfreesboro TN
Lucille Bradshaw, CPC, CPMA, CPC-I Nashville TN
Juliana Stanley, CPMA Oak Ridge TN
Shelley Elisabeth Coonrod, CPC, CPMA Parsons TN
Josh Tunkel, CPC-A, CPMA Philadelphia TN
Tina L Edwards, CPC, CPMA Rockwood TN
Theresa Dix, CPMA Seymour TN
Heather Briana Edde, CPC-A, CPMA Shelbyville TN

Crystal Tamara Hunnicutt, CPC, CPMA Spring Hill TN
Deborah Diane Stafford, CPC, CPMA Spring Hill TN
Pamela Elaine Cutshaw-Moffitt, CPC, CPMA 
Watauga TN
Renee Gayle Verran, CPC, CPMA Watauga TN
Heather Rochelle Bettridge, CPC, CPMA Austin TX
Kim Rubin, CPC, CPC-H Austin TX
Sherry L Crombie, CPC, CPMA Burkburnett TX
Janet M Williams, CPC, CPMA Edgewood TX
Jennifer Davis, CPC, CPMA Gonzales TX
Karen K Payne, CPC, CPMA Holliday TX
Michelle Marcia Cleveland, CPC-H, CPMA Houston TX
Dee Soule, CPC Leander TX
Judy Beth Davis, CPC, CPMA Saint Hedwig TX
Cynthia Allyn, CPC, CPC-H, CPMA San Antonio TX
Kimberle A Boggs, CPC, CPMA San Antonio TX
Gail A Burton, CPC, CPMA San Antonio TX
Yolanda R Eddy, CPC, CPMA San Antonio TX
Cynthia Ann Garza, CPC, CPMA San Antonio TX
Joan McMahan, CPC, CPMA San Antonio TX
Theresa S Miehl, CPC, CPMA San Antonio TX
Lesvia O Millican, CPC, CPMA, CPC-I San Antonio TX
Delia Y Moss, CPC, CPC-H, CPMA San Antonio TX
Karen L Roth, CPC, CPC-H, CPMA San Antonio TX
Laura Speece, CPC, CPMA San Antonio TX
Karen Watson, CPC-H, CPMA San Antonio TX
Emily Choate, CPC, CPMA Spring Branch TX
Vanessol Lofton, CPC, CPMA SugarLand TX
Brenda Wiggins, CPC, CPMA Sulphur Springs TX
Robin Wren Hansen, CPC, CPMA The Woodlands TX
Yulia Miller, CPMA Woodland TX
Peggy C Anderson, CPC, CPMA Castle Dale UT
Ana Marie Carter, CPC, CPMA Draper UT
Shalynn Steadman, CPC Saratoga Springs UT
Elaine Ball Smith, CPMA Alexandria VA
Karen Saunders, CPMA Annandale VA
Lori Johnson, CPC, CPMA Bristol VA
Chexbres Pfude-Huguley, CPMA Chantilly VA
John D Uecke, CPC, CPMA Chantilly VA
Susan Robert Collins, CPC, CPMA Dumfries VA
Rafiiqua Khanom, CPMA Fairfax VA
Hsiu Jung Green, CPC, CPMA Falls Church VA
Sherry L Marchand, CPMA Front Royal VA
Madeline D Murphy, CPMA Haymarket VA
Mi ae Eckerberg, CPC, CPMA Lorton VA
Geanna Walker, CPMA Marion VA
Kathy Smith, CPMA Meadowview VA
Jennifer Smith, CPC, CPC-H, CPMA Roanoke VA
Robin Hughes-Harris, CPC, CPMA Spotsylvania VA
Ashleigh Ann Raubenolt, CPC, CPC-H, CPC-P, CPMA, 
CPC-I, CEMC Stafford VA
Harriett Pearl Johnson, CPC, CPMA Woodbridge VA
Andretta Jones, CPC, CPMA Woodbridge VA
Robin R Young, CPC, CPMA Fair Haven VT
Katie Brown BS, CPC, CPMA Auburn WA
Brianne L Wickholm, CPC, CPMA Gig Harbor WA
Mozel Bendshadler, CPC-A, CPMA Seattle WA
Josephine A Macula, CPC, CPMA Seattle WA
Cora Merkle, CPC, CPMA Seattle WA
Regina Pastorelli, CPC, CPMA Seattle WA
Linda PeQueen, CPC, CPMA Seattle WA
Roberta L Allen, CPC, CPC-H, CPMA Vancouver WA
Sherry J Lauder, CPC, CPMA Green Bay WI
Marie Medes, CPC Hudson WI
Janine Utecht, CPC, CPC-H, CPC-P, CPMA Hudson WI
Julianne Rehborg, CPMA Maribel WI
Christi L Brubaker, CPC-A, CPMA Charleston WV
Michael Cunningham, CPMA Charleston WV
Terri Lynn Glancy, CPC-A, CPMA Charleston WV
Carolyn Horner, CPMA Charleston WV
Mary Beth Jenkins, CPC-A, CPMA Charleston WV
James Lucas, CPMA Charleston WV
Larra Ann Radford, CPMA Charleston WV
Tammy Rena Vickers, CPC, CPC-P, CPMA Charleston WV
Florence Berger, CPMA Cross Lanes WV
Joni K Osborne, CPC-A, CPMA Cross Lanes WV

Linda S Stuck, CPMA Elkview WV
Roberta Kay Yoho, CPMA Ripley WV
Maureen Bragg, CPMA St Albans WV
Jeanne K Bullard, CPC, CPMA Sheridan WY

Ashley Simmons, CPC-A Glencoe AL
Brenda Arnold-Felix, CPC-A Avondale AZ
Sara Eby, CPC-A Flagstaff AZ
Erika Iglesias-Colon, CPC-A Surprise AZ
Desiree Simmons, CPC-A Surprise AZ
Joseph D Illo, CPC-A Cerritos CA
Victoria H Osborn, CPC-A La Mirada CA
Ladonna A Keevama, CPC-A Norwalk CA
Vincent Enriquez Omictin, CPC-A Norwalk CA
Deanna Marie Lindley, CPC-A Rancho Cucamonga CA
Nancy Gomez-Barragan, CPC-A Whittier CA
Shanon Giffin, CPC-A Leadville CO
Karen Hofstetter, CPC-A Littleton CO
Carey Lowe-Curry, CPC-A Littleton CO
Marla K Legoski, CPC-A Pagosa Springs CO
Angela N Volpi, CPC-A Parker CO
Debra Flynn, CPC-A Bradenton FL
Denise M Crespo, CPC-A Cape Carol FL
Jon Gentile, CPC-A Cape Coral FL
Renee Raynor, CPC-A Cape Coral FL
Michael Hammond, CPC-A Fern Park FL
Teri Jenkins, CPC-A Ft Myers FL
Sandra Harrell, CPC-A Jacksonville FL
Lisa Cruz, CPC-A Kissimmee FL
Katherine Fermin, CPC-A Kissimmee FL
Mayerlyn Ramirez, CPC-A Kissimmee FL
Patricia ProKidansky, CPC-A New Port Richey FL
Jamie Ramcharan, CPC-A Oakland FL
Noni Williams, CPC-A Ocoee FL
Dayse Canales, CPC-A Orlando FL
Denise Cloud, CPC-A Orlando FL
Janice Hepburn, CPC-A Oviedo FL
Josephine Lomanto, CPC-A Plantation FL
Steven Mcanany, CPC-A Port Orange FL
Kimberly Brackin, CPC-A Sarasota FL
Achyutkumar Shobhashana, CPC-A Tampa FL
Patricia Carpenter, CPC-A Acworth GA
Robert Seelig, CPC-A Buford GA
Paula Schultz, CPC-A Woodstock GA
William Carpenter, CPC-A Boise ID
Katie Lynn Combs, CPC-A Caldwell ID
Daphne Taylor, CPC-A Algonquin IL
Vicky Drolet, CPC-A Bourbonnais IL
Gregory Wisniewski, CPC-A Mount Prospect IL
Sandra Elaine Nutter, CPC-A Garland KS
Jessica Colleen McCracken, CPC-A Olathe KS
Briana Kay Doughty, CPC-A Pittsburg KS
Christina Michelle Hoard, CPC-A Pittsburg KS
Deborah Louise Pierce, CPC-A Pittsburg KS
Regina M Rhea, CPC-A Pittsburg KS
Yvonne M Walls, CPC-A Chelmsford MA
Deborah Satow, CPC-A Marlborough MA
Diana L Fitzpatrick, CPC-A Springfield MA
Thomas Bullock, CPC-A Stoneham MA
Teeja Elizabeth Martin, CPC-A Woburn MA
Vincent Aquilio, CPC-A Wrentham MA
Teresa L Thomas, CPC-A, CPC-H-A Fort Washington MD
Anola Megenta Barnes, CPC-A Frederick MD
Radha Ana Carey, CPC-A Frederick MD
Jennifer Lee Dougherty, CPC-A Mt Airy MD
Donna Lynn Rumburg, CPC-A Mt Airy MD
Ginger L Jeannotte, CPC-A New Market MD
Abgirl Gapare, CPC-A North Potomac MD
Susan Bateman, CPC-A Pikesville MD
Crystal Nicole Begly, CPC-A Westminster MD
Vicki Dubois, CPC-A Prospect ME
Nicole Plante, CPC-A Saco ME
Michelle Lynn Day, CPC-A South Portland ME
April Lambert, CPC-A Springvale ME

William Charles Syer, CPC-A Allen Park MI
Allesia Marie Gonier, CPC-A Colombia Heights MN
John Glass, CPC-A New Brighton MN
Shelly Fansher, CPC-A Dearborn MO
Brandy Scott, CPC-A Excelsior Springs MO
Crystal Deweese, CPC-A Joplin MO
LaShanna W Hugley, CPC-A Joplin MO
Laura L Baker, CPC-A Kansas City MO
Tonya Horn, CPC-A Kansas City MO
Melissa Sabin, CPC-A Lees Summit MO
Robin Johnston, CPC-A Smithville MO
Natalie De Leon, CPC-A Weston MO
Shelia Hickman, CPC-A Lexington NC
Teresa Alexander, CPC-A Mocksville NC
Jennifer Roy, CPC-A Auburn NH
Patricia Wright, CPC-A Manchester NH
Daxa J Parmar, CPC-A Marlton NJ
Shannon Parrish, CPC-A Cortland OH
Jennifer Evans, CPC-A Warren OH
Mary Swedrock, CPC-A Portland OR
Mary Coffey, CPC-A Elkins Park PA
Laura-Jean Prestage, CPC-A Fallsington PA
Anne Bubka, CPC-A Hatboro PA
Charles Gorman, CPC-A Holland PA
Deborah Brennan, CPC-A Lansdale PA
Angel Crespo, CPC-A Lincoln University PA
Angelo Grasso, CPC-A Philadelphia PA
Christine Harkins, CPC-A Trevose PA
Helen Hildenbrand, CPC-A Warminster PA
Judy Feldman, CPC-A Yardley PA
Eva Koos, CPC-A Wakefield RI
Jaime Lynn Miller, CPC-A Aiken SC
Tatanish Mack Campbell, CPC-A Chester SC
Shannan Eichelberg, CPC-A North Charleston SC
Zaddie White, CPC-A St Stephen SC
Rhonda Brunswick, CPC-A Farmersville TX
Ashley Washington, CPC-A Mesquite TX
Linda Johns, CPC-A San Antonio TX
Gerri Pluemer, CPC-A Draper UT
Marianne Fenn, CPC-A Salt Lake City UT
Ria Rossi, CPC-A Sandy UT
Robert Jeffers, CPC-A Ashland VA
Jeannine K Trudel, CPC-A Bakersfield VT
Lisa Renee Curtis, CPC-A Burlington VT
Karen M Kirkpatrick, CPC-A Burlington VT
Robin Rae Connolly, CPC-A Georgia VT
Polly Pierce, CPC-A South Burlington VT
Angela Lynette Braithwaite, CPC-A Kenosha WI

Heidi Marie Jurisch Barnes,  
CPC, CPMA Anchorage AK

Jennifer P Adams,  
CPC, CPMA, CFPC Opp AL

Cheryl Rogers,  
CPC, CPC-H, CIRCC, CPMA Texarkana AR

Maryanna Le,  
CPC, CPC-H, CPMA, CCC Mission Viejo CA

Angela Paine,  
CPC-H, CRHC Broomfield CO

Meg Payne,  
CPC, CPMA, COBGC Westminster CO

Julie Gwen Porter,  
CPC, CANPC Cape Coral FL

Lynda Eileen Jimenez,  
CPC, CPMA, CEMC, CIMC Plantation FL

Melody Christine Luttmann,  
CPC, CPC-H, CPMA, CEDC, CGSC Stuart FL

Paul Raynauld Shepard,  
CPC, CPMA, CEMC Sunrise FL

Ruth E Long,  
CPC, CHOC Bettendorf IA

Tammy Carlson,  
CPC, CPMA, CANPC Loves Park IL

Shelley A Holzgrafe,  
CPC, CPMA, COBGC Quincy IL

Anne Tetzlaff,  
CPC, CPMA, CFPC Springfield IL

Tammy K Puzzella,  
CPC, COBGC Logansport IN

Nancy K Vinci,  
CPC, CPMA, CEMC Baton Rouge LA

Yolonda Letrese Nelson,  
CPC, CPMA, CEMC Raspburg MD

Krystle D E Brown,  
CPC, CPC-H, CPMA, CEMC Windsor Mill MD

Deborah Renee May,  
CPC, CPC-H, CPMA, CIMC Oak Park MI

Cynthia L Isaac,  
CPC, CPMA, CFPC Port Huron MI

Teresa R Nadolski,  
CPC, CPMA, CASCC Westland MI

Keith A Govednik,  
CPC, CHOC Saint Paul MN

Peggy Hapner,  
CASCC Saint Paul MN

Linda E Vargas,  
CPC, CEMC Harrisonville MO

Susan Elaine Cox,  
CPC, CPMA, COBGC Saint Joseph MO

Madhavi Piratla,  
CPC, CPMA, CGIC Charlotte NC

Angelique Marie Hope,  
CPC, CPMA, CUC Batavia OH

Maria L Douglas,  
CPC, CPMA, CEDC Mantua OH

Dana Rochelle Abrames,  
CPC, COBGC Hillsboro OR

Catherine Helena Du Toit,  
PCS, CGIC, CPC, CGIC Doylestown PA

Elaine Marie Plewa,  
CPC, COSC Harrisburg PA

Therese Burke,  
CPC, CPC-H, CPC-I, CEMC Chepachet RI

Jennifer Bowyer,  
CPC, CPMA, CEMC Chapel Hill TN

Paula M Wright,  
CPC, CPMA, CEMC Jonesborough TN

Theresa Lynn Powers,  
CPC, CPMA, CPC-I, CCVTC, CEDC, CEMC, COBGC 
Knoxville TN

Barbara Pross,  
CPC, CPMA, CPC-I, CEDC, CEMC, COBGC 
Knoxville TN

Michelle Rene' West,  
CPC, CPMA, CEMC Knoxville TN

Diane Michele Woodward,  
CPC, CPMA, CEDC Knoxville TN

Bethany Annett Wylie,  
CPC, CPMA, CPC-I, CEMC Maryville TN

Sherry Wilson,  
CIRCC, CPMA Spring Branch TX

Jacqueline Howard,  
CPC, CPC-H, CPMA, CPC-I, CCC, CEDC, CEMC, 
CGSC Anderson Island WA

Cindy M Morgensen,  
CPC, CPMA, CEMC Liberty Lake WA

Judy L Warford,  
CPC, CFPC, CPCD Ridgefield WA
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As we move into the era of pay for performance, value-based 
purchasing, and bundled or global payments, our documenta-
tion must represent clearly the services we perform, and the 
rationale and medical necessity for our actions.

Patient care and documentation of that care given by any pro-
vider should have four elements of focus:

 The patient

 Clear communication with other health care providers

 Quality, evidenced-based care

 Best resource use

Let’s review these points one by one.

The Patient
First, information is gathered regarding the patient using all 
possible resources. Information is derived from the patient, 
family members and other caregivers, past providers or charts, 
and from direct questions to the patient about a particular 
problem or impairment. Depending on the chief complaint, 
subjective questionnaires are used, such as the Visual Analog 
Pain Scale, the Oswestry Disability Index, or the New York 
Heart Association, Classification for Congestive Heart Failure, 
etc. This information should be recorded completely in the 
most concise format.

Next, the patient is physically examined for pertinent ele-
ments utilizing in-office investigational tools and objective 
measures, depending on subjective information. For instance, 
based on the patient’s presenting problem, the examina-
tion may include: heart and respiratory rates, blood pres-
sure, height and weight, and temperature; objective reflex 
testing; objective sensation testing; auscultation of the heart 
and lungs; palpation of organs and arteries; range of motion, 
strength testing and specialized tests for joint stability such as 
Lachman or McMurrray’s tests; tests for gait and/or balance, 
such as the Tinetti Performance Oriented Mobility Test; oto-
scopic or specialized eye exams, such as slit lamp testing, etc.

Outside testing may be used if required, and if a rationale for 
medically necessary tests is provided—beginning with the most 
conservative and least costly alternatives, and always keeping 
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Combine Communication
and Quality of Care
Bring value to your medical records by uniting these concepts.
By Lynn S. Berry, PT, CPC
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in mind which procedures can provide the most information 
regarding a particular condition. 

The physician or other provider’s decision making then comes 
into play as a conclusion is reached regarding the patient’s 
care plan. This is the most important part of the process. The 
rationale for the care used must be justified and be clearly 
quality, evidence-based care that is medically necessary for 
this patient, at this time.

Clear Communication  
with Other Health Care Providers
The next step is to document what was done. A clear picture 
should be painted of the above actions and intentions in a way 
that is evident to anyone who reads the medical record. 

Ask yourself: Does the picture provided in the documenta-
tion have all of the required elements of form and substance? 
Does it have a focal point? Does it bring all of the elements 
together toward a conclusion? Is the picture of the quality 
wanted, or does it need revision? In documentation, the pic-
ture painted should be clear to other providers or suppliers 
who will see the patient in the future. Documentation should 
paint a clear picture, as shown in Figure A.

For instance: What was the patient like before the injury or 
problem? What problems were presented? Did the patient have 
problems with function or activities of daily living? Were there 
problems with cardiovascular endurance? Were open wounds 
documented, and if so, were they accurately described and 
objectively classified? Was there a language barrier or cultural 
barrier that needed to be overcome to treat this patient? Was 
the primary and any pertinent secondary diagnoses clearly doc-
umented? Does the reader know what has been done to investi-
gate the patient’s problems and why a resource was chosen over 
another? There should be a reason for every ordered test.

What was done to alleviate the problems? Was the care plan 
the best care possible as recommended by evidence-based 
practice and utilizing the least costly resources to help this 
particular patient with this particular diagnosis? There should 
be a reason for hospitalization, home health, nursing facil-
ity care, outpatient services, or referral to another provider. 
Will the reader know how long the treatment plan takes and 
what the expected patient outcome is when the treatment is 
concluded? There should be a reason for how often a patient 
is seen and for how long, and a reason for the expected time 
frame of when the patient needs to return for another visit.

In short: Was medical necessity for their care demonstrated 
and documented?

Quality, Evidenced-based Care
In 1991, the Institute of Medicine defined quality as “the 
degree to which health services for individuals and popula-
tions increase the likelihood of desired health outcomes 
and knowledge and are consistent with current professional 
knowledge.” Similarly, in 2009, the Centers for Medicare & 

Medicaid Services (CMS) published a “Roadmap for Qual-
ity Measurement in the Traditional Medicare Fee-for-Service 
Program,” which can be found at: www.cms.hhs.gov/Quali-
tyInitiativesGenInfo/downloads/QualityMeasurementRoad-
map_OEA1-16_508.pdf. The agency defines quality measure 
goals as:

“Safety—where care doesn’t harm patients.

Effectiveness—where care is evidence-based and out-
comes-driven to better manage diseases and prevent com-
plications from them.

Smooth Transitions of Care—where care is well-coordi-
nated across different providers and settings.

Transparency—where information is used by patients and 
providers to guide decision making and quality improve-
ment efforts, respectively.

Efficiency—where resources are used to maximize quality 
and minimize waste.

Eliminating Disparities—where quality care is reliably 
received regardless of geography, race, income, language, or 
diagnosis.”

In its quality program, the Physician Quality Reporting Ini-
tiative (PQRI), CMS “works with organizations, such as the 
Joint Commission on Accreditation of Healthcare Organiza-
tions, National Committee for Quality Assurance, Hospital 
Quality Alliance, Ambulatory Quality Alliance, National 
Quality Forum, medical specialty societies and many other 
organizations and government agencies including the Agency 

Figure A

Does Your Documentation  
Paint a Clear Picture of Your Patient?

Is your patient pictured to others like this?

Or like this?
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for Healthcare Research and Quality and the Veterans Health 
Administration, in the development and compilation of mea-
sures that have been tested and found to be reliable and valid 
in assessing quality.” 

In England, pay for performance is a reality for its general 
practitioners. Pricewaterhouse Cooper’s Health Research Insti-
tute’s article, “Paying for Performance – Incentives and the 
English Health System” states, “Pay for performance (P4P) is 
becoming an increasingly popular mechanism for incentiviz-
ing quality improvement globally. P4P is the only mechanism 
whereby quality metrics are explicitly linked to reward, how-
ever. As such, it is arguably the most effective mechanism for 
incentivizing quality over activity and/or volume.”

What does this mean for the provider in practice today? 
When the decision is made for a test or an intervention or 
procedure, it should have a rationale defined by agencies with 
tested measures that exhibit consistency and reliability in 
the treatment of patients. When work is documented, such 
measures must be used to demonstrate medical necessity and 
establish that the best possible care is provided. 

The health care system is moving away from fee-for-service 
and pay for volume of care and toward pay for performance. 
The PQRI program will soon be based on pay for performance 
instead of pay for reporting, and voluntary efforts will soon be 
mandatory. It is moving toward value-based purchasing, where 
you may earn back reimbursement by demonstrating qual-
ity outcomes across a variety of service places (hospital, office, 
hospice, home care, etc.). This applies not only to Medicare, but 
more recently also to many third-party payers. The only way to 
show that this quality and performance is provided is through 
clear and precise documentation. 

Best Resource Use
One element of the CMS “Roadmap for Quality Measurement 
in the Traditional Medicare Fee-for-Service Program” is effi-
ciency, in which the resources used will maximize quality and 
minimize waste. CMS is leading us into bundled payments 
with some of their demonstration projects, where physicians 
and different providers will work with hospitals and others to 
provide the best quality solution for their patients utilizing 
the least resources. Another way to reduce health care costs as 
a portion of overall Gross National Product (GNP) might be 
a global payment system in which providers manage patients 
across all delivery systems, earning reimbursement for how 
they care for their patients. This might include specific diag-
nostic groups using very specific guidelines for all patients, 
reducing the volume of services delivered overall. 

The issue of transparency is not quality alone. CMS is already 
publishing procedure prices in various hospitals and will 
expand this to physicians in the near future. As consumers 
become more educated in these areas, competitive pricing 
and quality will determine market factors for patient choice, 
which should decrease overall health care costs. Documenta-
tion should include the least costly resource reasons for utiliz-
ing one testing method, procedure, or product over another, as 
well as what is best for the patient. 

Follow the Practice Standards of your professional organiza-
tions. Follow local and national Medicare and Medicaid rules 
if you choose to receive their reimbursement. Follow the doc-
umentation standards of your third-party payers. All providers 
should be participating in or should begin to participate in 
the PQRI initiative, as this is part of the future of health care. 

What About Malpractice?
If every diagnostic test and new technology available isn’t uti-
lized, how can malpractice lawsuits be avoided? 

If some time honored treatment that always has been done to 
protect a practice is provided unnecessarily with increased ser-
vices or prolonged treatment time, then increased services and 
increased revenue of the old fee for service system is gone and 
quality treatment in care suffers, which is a malpractice risk. 
When best practices guidelines as outlined by national agen-
cies and professional societies are followed, and documentation 
is clear as to why one test is chosen over another for being 
the best and least costly test to diagnose a patient, then the 
patient has received quality care. 

Back to the Basics 
It’s the patient that counts. If the above care and documenta-
tion is provided, everyone involved in every health system 
that a patient has or will encounter should understand what 
was done and the rationale for choosing a particular treatment 
plan and can carry out appropriate care from there. Everyone 
benefits from knowing the test and assessment results, and 
treatments and placements to avoid repetitious, unnecessary, 
and costly procedures. Documentation should demonstrate the 
quality and medical necessity of the care plan chosen over the 
continuum of the patient’s care and lifespan. 

Lynn S. Berry, PT, CPC, after over 35 years of clinical 
and management experience began a new career as 
a coder and auditor and later became a provider rep-
resentative for a Medicare carrier. She owns the con-
sulting firm, LSB HealthCare Consultants, LLC, which 
furnishes consulting and education to diverse provider 
types. She has held a variety of AAPC local chapter 
offices and is a director of the St. Louis West Chapter. 

The PQRI program will soon be based on pay for 
performance instead of pay for reporting, and voluntary 
efforts will soon be mandatory. It is moving toward 
value-based purchasing, where you may earn back 
reimbursement by demonstrating quality outcomes.



www.aapc.com May 2010      43

announcement

HEROES WELCOME

INTRODUCING THE NEW SUPERCODER.COM

SUPERCODER.COM/SNEAKPEEK

Inhealthcare, LLC   34 E 1700 S A134 Provo UT 84606

Get 1
0%

 H
igher P

ay U
p!

Donna Peters, Yorba Linda, Calif. became the association’s 
record-making member in March. 

Like so many of our new members, Donna Peters has an interest-
ing story which led her to the AAPC. She has a Bachelor of Arts 
in communications from California State University – Fullerton 
and eight years of human resource (HR) experience, giving her a 
unique view of health care on the employee side. She told Coding 
Edge that leaving the HR field was a hard decision but that it 
gave her a chance to stay home with her children for a few years.

Because going back into the HR field proved difficult for 
Donna, a coding friend encouraged her to start a new career in 
medical coding. Now, she is excited to build on her experience 
in HR and plans to take the Certified Professional Coder (CPC®) 
exam in July of this year. Once certified, she plans to research 
and find a specialty to best match her interests and experience. 
She is confident her education and certification with the AAPC 
will help her grow professionally.

“As far as education, experience, and coding,” Donna said, “I feel 
that in the long run I may end up teaching/training in some 
capacity. It is so important to educate people about their benefits 

and try to simplify the EOB process. I think coding will give 
me some great ideas on this goal.” 

After hearing the news, AAPC National Advisory Board (NAB) 
President Terry Leone said, “Reaching 90,000 members demon-
strates our commitment to providing high-quality, cost-effective 
education that meets the ever changing demands of today’s pro-
fessional coders. We will continue to provide our members the 
skills necessary to succeed in the years to come.”

Confident the association would reach this goal in 2010, AAPC 
President and CEO Reed E. Pew said, “The demand for highly 
qualified medical coders has steadily increased over the years as 
physicians feel the pain of increased workload and lower reim-
bursements. Many physicians are reducing time and stress by 
hiring a CPC®. The AAPC provides coders with the knowledge 
and tools necessary to help physicians manage their revenue cycle 
while they remain focused on patient care.”

In recognition of her joining, Donna can sit for a CPC® certi-
fication exam free of charge. And like so many of us who have 
tested, she admits she’s a little nervous. 

AAPC Welcomes 90,000 Member
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member to-do list

1.  Check my CEUs  

on CEU tracker. 

  (Don’t want to wait till the last minute 

  to get them like last time!)

2.  Scan Forums. Maybe I can find the answer I need

3.  Go to my chapter meeting and  

introduce myself to a new member

4.  Check out member savings benefits on website.  

Coupons for groceries!

5. Make hubby go grocery shopping!!

6. Read Coding Edge this month

7.  Buy webinar to listen to Saturday afternoon  

while kids swim

8. Relax!



 Visit www.amabookstore.com or call (800) 621-8335 to learn more

The most defi nitive book on modifi ers

Filled with the largest number of modifi er changes since 2000, Coding with Modifi ers contains 

updated CMS, third-party payer and AMA-modifi er guidelines to assist in coding accurately.

allows you to create and administer tests using 
questions and answers developed by the AMA

guide readers in determining the correct 
modifi er to use with helpful scenarios

test your comprehension 
of the material through more than 190 questions

provide information for 
professional service and hospital reporting requirements

help to clear up confusion 
surrounding modifi er usage

guides you in choosing the correct 
modifi er to use

Best-Seller 
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Left, Right, or Bilateral?
Correctly identify location by applying modifiers LT, RT, and 50. 
By G. John Verhovshek, MA, CPC

hot topic

In medicine—and equally so in medical coding—
location matters. As such, physician coders must 

be adept when applying the three modifiers most 
commonly used to identify more precisely the loca-
tions at which a procedure occur: Modifiers 50 Bilat-
eral procedure, LT Left side, and RT Right side. 

Mirror Image Procedures  
on a Single Structure Call for 50
A bilateral procedure occurs on both sides of a single, 
symmetrical structure or organ. For example, the 
spine is a single, symmetrical structure (that is, the 
left and right sides mirror one another). A spinal 
laminotomy (such as 63020-63044), for instance, 
may occur on either side of the spine or, if required, 
on both sides of the spine at the same level(s). The 
same also is true of spinal facet joint injections 
(64490-64496), among other procedures. 

In other cases, the term bilateral surgery may apply to 
procedures performed on each of a pair of structures. 
For example, the eyelids are paired structures (there 
is a right eyelid and a left eyelid), as are the breasts, 
and so on. Various hernia repair procedures also are 
said to occur bilaterally.

CPT® provides modifier 50 to identify bilateral pro-
cedures not described specifically by an individual 
CPT® code.

For example, CPT® designates 27158 Osteotomy, pelvis, 
bilateral (eg, congenital malformation) as a bilateral 
procedure and, as such, this code does not require 
modifier 50 (another modifier may be required to 
identify a designated bilateral procedure that occurs 
unilaterally, however; this is discussed below).

In contrast, codes describing spinal laminotomy (as 
discussed above) are unilateral (single-sided) by defi-
nition. Meaning, if a neurosurgeon performs a bilat-
eral cervical laminotomy, append modifier 50 to the 
appropriate CPT® procedure code, 63020 Laminotomy 
(hemilaminectomy), with decompression of nerve root(s), 
including partial facetectomy, foraminotomy and/or exci-
sion of herniated intervertebral disc, including open and 
endoscopically-assisted approaches; 1 interspace, cervical. 

Not All Codes Accept Modifier 50
Not every procedure can be performed bilaterally, 
and some codes are bilateral by definition. For this 
reason, modifier 50 can only be appended to specific 
CPT® codes.

Most coding and billing software will identify those 
codes eligible for modifier 50, but this informa-
tion also is specified in the Medicare Physician Fee 
Schedule (MPFS). The MPFS file is a free download 
from the Centers for Medicaid & Medicare Services 
(CMS) website (www.cms.hhs.gov/PhysicianFee-
Sched/PFSRVF/list.asp?listpage=4); be sure to down-
load the most-recently posted file for up-to-date 
information. 

Within the MPFS, the “BILAT SURG” column 
lists a modifier indicator. Only procedures with a 
“1” modifier indicator in the BILAT SURG column 
should be reported using modifier 50 to identify 
bilateral procedures. A “2” modifier indicator identi-
fies procedures that are bilateral by definition, or a 
separate code exists to report the bilateral procedure; 
a “0” indicator describes procedures that, due to anat-
omy, cannot be bilateral, and; a “9” indicator means 
the bilateral concept does not apply.
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Proper Application  
Has Payment Ramifications
For Medicare payers, and many third-party payers, as 
well, appending modifier 50 correctly will increase 
reimbursement to 150 percent of the allowable fee 
schedule payment. 

For example, a dermatologist excises a single benign 
tumor from both the left and the right breast, as 
described by 19120 Excision of cyst, fibroadenoma, or 
other benign or malignant tumor, aberrant breast tissue, 
duct lesion, nipple or areolar lesion (except 19300), open, 
male or female, 1 or more lesions. The MPFS Rela-
tive Value File shows a 1 modifier indicator in the 
BILAT SURG column for this code, making use 
of modifier 50 appropriate to describe a bilateral 
procedure.

Code 19120 is valued at 5.92 physician work relative 
value units (RVUs). For Medicare, appending modi-
fier 50 appropriately will raise this value by half, to 
a total of 8.88 physician work RVUs.

LT/RT Paint a More Detailed Picture
Unlike modifier 50, modifiers LT and RT are 
information only modifiers and they do not affect 
RVUs. Perhaps for that reason, the rules for apply-
ing modifiers LT and RT are not stringently 
defined. For example, the MPFS Relative Value File 
does not provide guidance for applying modifiers 
LT and RT, as it does for modifier 50. Modifiers LT 
and RT do affect payment, however, by providing 
the payer with added detail necessary to approve 
reimbursement.

Modifiers LT and RT differentiate those procedures 
performed on paired structures such as eyes, lungs, 
arms, breasts, knees, etc. 

As an example, a surgeon may perform an excision 
(19120) from the left breast and a needle core biopsy 
(19100 Biopsy of breast; percutaneous, needle core, not 
using imaging guidance (separate procedure)) on the right 
breast. Excision includes biopsy at the same location 

(unless further excision was prompted specifically by 
biopsy results). In this case, however, the procedures 
occur at different locations. You may report the pro-
cedures separately using 19120-LT and 19100-RT. 
Use of the LT/RT modifiers demonstrates distinct 
locations. (Note, however, some payers also may 
require modifier 59 Distinct procedural service to be 
appended to 19100, in the primary position.)

Or, an orthopaedic surgeon scopes one compartment 
of the left knee, and a separate compartment in the 
right knee. Once again, using LT/RT will help dif-
ferentiate the procedures and provide necessary detail 
that may prevent the payer from bundling the proce-
dures inappropriately.

Modifiers LT and RT also are useful when describing 
cases when a provider unilaterally performs a proce-
dure that CPT® defines as bilateral (although such 
cases are rare). For example, 58953 Bilateral salpingo-
oophorectomy with omentectomy, total abdominal hysterec-
tomy and radical dissection for debulking is by definition 
a bilateral procedure. If the procedure occurs on the 
right side only, however, appropriate coding is 58953 
with modifier 52 Reduced procedure, and modifier RT 
to specify location. 

Finally, modifiers LT and RT may be used to pro-
vide location-specific information for services defined 
either as unilateral or bilateral, such as ablation of 
soft tissue codes 30801-30802. For instance, G0268 
Removal of impacted cerumen (one or both ears) by physi-
cian on same date of service as audiologic function testing 
may be either a unilateral or bilateral service. If the 
physician removes cerumen from the left ear only, 
report G0268-LT. There is no need to append modi-
fier 52 in this case, because the service is defined 
as either “one or both” ears, and is not considered 
“reduced” when performed in one ear only. 

hot topic

Not every procedure can be performed bilaterally, and 
some codes are bilateral by definition. For this reason, 
modifier 50 can only be appended to specific CPT® codes.

G. John Verhovshek, MA, CPC, is AAPC’s  
director of clinical coding communications.[ ]
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In 1997, Congress passed the Balanced Budget Act 
(BBA), which mandated risk adjustment methods 

to improve payment accuracy. Where previously 
CPT® codes drove payment, diagnosis codes and 
accurate documentation became the determining 
factors. As such, it became even more important for 
providers to sharpen their documentation proficiency 
and coders to fine tune their ICD-9-CM coding 
expertise. Complete and concise documentation and 
accurate coding are key elements to medical facility 
success—today more than ever.

Get a Clear Understanding  
of Risk Adjustment
Risk adjustment is a method of adapting payment 
to medical assistance organizations using hierarchi-
cal condition categories (HCCs). HCCs are diagnoses 
selected for this payment method based on factors 
influencing patient care. Some of these factors are 
age, demographics, disability, and chronic condi-
tions. There are only limited selections of diagnosis 
codes included in the Centers for Medicare & Medic-
aid Services (CMS) HCC model. Disease hierarchies 
are a way to determine the severity of a disease, 
which is used to drive payment for the most severe 
disease manifestations—the sicker the patient, the 
higher the reimbursement is. 

Provider documentation ensures patients’ health 
status is conveyed accurately and completely while 
capturing appropriate reimbursement. The MA 
organization’s ability to pay providers is driven 
largely by the reimbursement they receive from their 
state and from CMS.

Is your provider assessing all chronic health condi-
tions such as hypertension, chronic kidney disease, 
depression, etc., at least once a year? If not, you are 
not receiving the reimbursement due to your facil-
ity—even if your provider is actively treating these 
conditions. 

Is the provider listing all coexisting conditions such 
as diabetes mellitus and congestive heart failure or 
chronic obstructive pulmonary disease and conges-
tive heart failure? These and other condition combi-
nations increase the cost to care for the patient and, 
if not documented, cannot be coded. Ultimately, this 
decreases your reimbursement. 

Providers also need to ensure they completely 
document these conditions—not just stating their 
existence. For example, a provider may list “his-
tory of …” for conditions considered as chronic. 
Documentation such as this will not qualify those 
diagnoses for capture. This is a common problem in 
the electronic medical record (EMR), when provid-
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Hierarchical Condition Categories 
Drive Disease Payment

Well documented 
chronic condition 
assessment 
improves 
medical care and 
reimbursement.

By Laura Smith, CPC, CPC-I



www.aapc.com May 2010      49

hot topic

ers copy and paste portions of other documentation. 
To qualify as a diagnosis, the provider must state 
the status of the condition, such as “well controlled,” 
list a medication used to treat the condition, such as 
“on Diovan for hypertension,” or order further test-
ing and relate them to the condition. The key is for 
the provider to show that he or she has assessed or 
addressed the condition, and that it is still a current 
or ongoing disease. 

To ensure appropriate reimbursement, the coder 
should review completely the documentation for 
any chronic conditions that are not listed in the 
final assessment, and list all coexisting conditions 
as directed by the ICD-9-CM Official Guidelines for 
Coding and Reporting. Section IV, H. states, “List 
first the ICD-9-CM code for the diagnosis, condi-
tion, problem, or other reason for the encounter/visit 
shown in the medical record to be chiefly responsi-
ble for the services provided. List additional codes that 
describe any coexisting conditions” [emphasis added]. 
Section IV, J. Chronic diseases states, “Chronic dis-
eases treated on an ongoing basis may be coded and 
reported as many times as the patient receives treat-
ment and care for the condition(s).” 

CMS’ HCC risk adjustment methods follow standard 
ICD-9-CM coding guidelines, so there is nothing 
new as far as following proper coding practices. If 
coders aren’t informed of the importance of captur-
ing chronic conditions, however, they are less likely 

to go the extra mile to ensure chronic conditions 
are being assigned to the claims. This is not, by any 
means, a reflection on the coder’s ability or knowl-
edge. Claim filing time constraints, facility policies, 
and numerous other factors limit the time coders 
have to spend on abstracting the provider’s docu-
mentation to capture these chronic conditions. 

For this reason, many MA health insurance providers 
establish methods to capture these conditions when-
ever possible. By reviewing claims data as it comes 
in, using software developed to pull certain informa-
tion out and reviewing potentially related services 
such as tests, labs or medications they can then 
compile a list of members’ charts to review at the 
facility and attempt to capture any missed chronic 
conditions. This information also can be (and often 
is) used to ensure their members receive the care 
they need for these conditions to increase the qual-
ity of care. These chart reviews are conducted by 
experienced coding professionals who must follow all 
standard coding guidelines and more.

The good news is: Reviewing chart and data offers 
coding professionals yet another possible career path. 

Disease hierarchies are a way to determine the 
severity of a disease, which is used to drive payment 
for the most severe disease manifestations—the 
sicker the patient, the higher the reimbursement is.

Laura Smith, CPC, CPC-I, is reimbursement specialist 
for a Mass. health insurance provider in Minnesota spe-
cializing in risk adjustment and education. She has 12 
years coding experience including E/M coding, derma-
tology and medical oncology. She offers an occasional 
AAPC pre-certification class at the local technical col-
lege in Bemidji, Minnesota. She started the AAPC local 
chapter in Bemidji and is president. 

To discuss this  
article or topic, go to 

www.aapc.com
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minute with a member

Coding Edge (CE): Tell us a little bit about 
your career—how you got into coding, 
what you’ve done during your coding 
career, what you’re doing now, etc.
Julia: I started out in billing entering demo-
graphics for my mom, who at the time was 
a supervisor for a billing service. The job 
was only temporary but I was determined 
I wasn’t going to be a temporary employee. 
Before I knew it, I was there two years and 
was not only entering demographics but 
payments and charges, as well. I moved 
to Fresno where I billed for an allergy and 
asthma doctor for six years. At that time, 
my dream was to bill for a major hospital. 
I had some difficulty realizing this dream 
since my main experience was in a specialty 
field. After some time, I was hired to bill 
family medicine for a different company. 
It was here I preformed evaluation and 
management (E/M) abstracting and ICD-9 
coding. I was fortunate to be sent to an 
eight week coding class. At the end of the 
course I took my certification exam and 
passed. I now work for Central California 
Faculty Medical Group (CCFMG), where 
I have the unique opportunity to code for 
teaching physicians and their mid-levels. I 
love it. I am always learning from the physi-
cians, from coding changes, and from how 
they affect my department. CCFMG really 
does live up to their motto of making edu-
cation happen.

CE: What is your involvement level with 
your local AAPC chapter?
Julia: I am the local chapter president in 
Fresno and I am lucky to be surrounded by 
women of various ages and from different 
backgrounds. We all come together to share 
our individual experiences and knowledge. 
It’s wonderful.

CE: What has been your biggest 
challenge as a coder?
Julia: My biggest challenge as a coder is 
not only to keep our physicians apprised 
of coding changes, but to meet each goal 
and standard our company holds for my 
department.

CE: What do you advise other coders 
to do if they disagree with the way 
a physician has coded his chart? Do 
you approach the physician, or have a 
monthly meeting?
Julia: If a coder disagrees with the way a 
physician codes a chart, I definitely would 
approach him or her. It is very important 
to keep the lines of communication open. 
Some physicians prefer to have a monthly 
meeting to discuss their documentation or 
updates that may affect their coding. But 
we all know that there are occasions when 
we come across something that needs to be 
addressed right away. My approach depends 
on the physician. I have some I can e-mail 
and others that I need to talk to face to face. 
Unfortunately, we all know there are those 
who would rather not meet at all and feel 
their coding is always correct. Be vigilant 
and make sure you document every time 
you make contact with that physician.

CE: If you could have any other job, 
what would it be?
Julia: If I could do any other job, I think I 
would like to either run a coding consult-
ing business or start my own billing ser-
vice doing everything from demographics, 
coding, and A/R.

CE: How do you spend your spare time? 
Tell us about your hobbies, family, etc.
Julia: In my spare time I like to read, spend 
time with my family, and ride bikes. 

Julia Ann Holt, CPC
Teaching physician coder at Central California Faculty Medical Group, Fresno, Calif.
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Kevin Townsend, Instructor; CPC, CPMA, CMPE  (left) 

We can Help! 
for quick answers 
Call our HOTLINE! 
800-635-4040 

We also offer -  
 

Medical Documentation Audits 

Consulting 

Customized Onsite Compliance Training 
Online instructor-led PMCC courses 

Since 1956, DoctorsManagement has helped coders, 
billers, and practice administrators in all specialties 
touching every state across America. 

Are you frustrated and have problems with…. 
 

 Coding and billing efficiency? 
 Reimbursement issues and denied claims? 
 Compliance program updates? 
 Medicare documentation? 
 RAC requests? 

Call for a free consultation with one of our auditing 
and coding experts to see how we can help you 

A subsidiary of DoctorsManagement 

Meet our instructors… 

Medical Chart Auditing 
Study Guide 

Preparation for the  
CPMA™ specialty exam 

Available Now! 
Only $149.99 


