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letter from the president

Those of us who code and submit medical 
claims sometimes view payers as our adver-
saries. So-called “payer bashing” is a familiar 
conversational topic among attendees at 
AAPC coding conferences and seminars. I’d 
like to step out on the proverbial limb and 
suggest that we think more critically about 
the role payers play.

What Do Payers Do?
First and foremost, payers sell insurance. 
That is, payers cover short-term risk and 
provide a measure of relief against possible 
catastrophe. This may not be profitable in 
the near term, and insurers must charge suf-
ficient premiums to make a profit over the 
long haul. As is health care, insurers are a 
business, and they must consider the bottom 
line if they are to survive.

Second, payers pay claims. Many years ago, 
my medical bills came directly to me. I 
would pay the provider, and then collect 
from the payer. That’s rare now. As health 
care has become increasingly sophisticated, 
even informed patients find medical bills 
difficult to decipher. And when a common 
office visit bill can bewilder a patient, a list 
of hospital charges will overwhelm him. In 
this environment, payers must:

 Figure out the charges.
  Determine if the charges are accurate and 

supported.
  Decide if the diagnosis, procedure, or drug 

is covered under the patient’s plan contract.
 Pay the correct amount of the claim. 

Payers usually have a pre-negotiated rate with 
the provider for the services he or she pro-
vides so both know how much to bill. This is 
a payer administrative task that most patients 
could not do. 

Without payers to act as intermediaries, 
your practice or facility either would be 
a cash-only business or accept receivables 
directly from patients. Cash only sounds 
great, but it’s not very viable—or I suspect 
all providers would do just that. Plus, if you 
think collecting from payers is a pain, imag-
ine following-up to collect receivables from 
each individual patient.

How Much Do Payers Make? 
As I write this (just after Christmas), the 

health care reform debate in Washington, 
D.C. rages on. I’ve heard many politicians 
suggest that payer profits contribute unrea-
sonably to high health care costs. 

We looked up five publicly traded payers 
(Aetna, Humana, Cigna, UHC, and Well-
Point) to see just what they are pulling 
in these days. Over the past three years, 
on average, they made less than 5 percent 
revenue (Aetna’s margin was the highest; 
Humana’s the lowest). Five percent of rev-
enue is less than most industries make. 

Like any industry, payers do seek to reduce 
their costs. But these very same payer efforts 
—along with the Centers for Medicare & 
Medicaid Services (CMS) pay schedules—
more than anything are working to hold 
down overall health care costs. 

Mistakes Happen—On All Sides
Payers sometimes make mistakes. Correct 
claims are denied, and deserved payments are 
delayed. This frustrates providers and coders 
because such mistakes usually demand extra 
time and effort to correct. 

My answer here is simple: Providers and 
their coders and billers make mistakes, as 
well. Education and coding certification go 
a long way, but payers still must deal daily 
with problem claims—incomplete documen-
tation, missing signatures, truncated diag-
nosis codes, unsupported E/M coding, the 
list goes on—and even outright fraud.

My point is: Payers make a reasonable profit 
while providing valuable services to every-
one. The outrageous salaries collected by 
payer CEOs in past years may have hurt the 
industry’s credibility, but payers share with 
providers and coders the common goals of 
cost-effective health care, accurate claims 
reporting, and legitimate payment. In other 
words, “We’re all in this together.”  

Payers: Thorn in Side or Needed Service?

Sincerely,

Reed E. Pew
CEO and President
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Consults, Continued …
I read Suzan Berman’s article, “Brace Yourself for Change: CMS 
Says No More Consults” (Coding Edge, January 2010, pages 
46-48) with interest. Not since the Health Insurance Portabil-
ity and Accountability Act (HIPAA) has there been so much 
confusion regarding changes in our health care delivery system. 
Luckily, more information has been published since press 
time—particularly in terms of Medicare as a secondary payer 
(MSP) guidelines. 

Our physician coding department did take the time to contact 
each of our contracted payers to weigh in on this issue; and as 
of right now, all of the commercial payers with whom we par-
ticipate (including Cigna, Anthem, and Harvard Pilgrim) will 
continue to accept the consultation codes in 2010. 

Although good news, this did raise a question when considering 
MSP. Do we bill the consult code to the commercial primary, and 
submit to the Centers for Medicare & Medicaid Services (CMS) 
using an evaluation and management (E/M) code secondary? Do 
we bill an E/M code anytime Medicare was a payer of record? 

MedLearn Matters number 6740 Revised (www.cms.hhs.gov/
MLNMattersArticles/downloads/MM6740.pdf) advises:

Medicare will also no longer recognize the consultation codes for purposes 
of determining Medicare secondary payments (MSP). In MSP cases, 
physicians and others must bill an appropriate E/M code for the services 
previously paid using the consultation codes. If the primary payer for the 
service continues to recognize consultation codes, physicians and others 
billing for these services may either: 

1. Bill the primary payer an E/M code that is appropriate for the 
service, and then report the amount actually paid by the primary 
payer, along with the same E/M code, to Medicare for determination of 
whether a payment is due; or

2. Bill the primary payer using a consultation code that is appropriate 
for the service, and then report the amount actually paid by the pri-
mary payer, along with an E/M code that is appropriate for the service, 
to Medicare for determination of whether a payment is due. 

Note: The first option may be easier from a billing and claims process-
ing perspective.

Although our facility is still sorting through the financial and 
work-flow implications of CMS’s decision, what absolutely is not 
appropriate is to write off the MSP co-insurance following the 
CMS denial of the consultation code, or to fail to submit second-
arily to CMS, just to save time and effort. 

Medicare’s Fraud and Abuse Guide’s “Examples of Improper 
Waiver of Deductible and Copayments,” outlines, “market-
ing practices that may be suspect to charge-based providers” 
includes “(Non-) Collection of copayments and deductibles only 
where the beneficiary has Medicare supplemental insurance 
(“Medigap”) coverage (i.e., the items or services are “free” to the 
beneficiary,” and “Failure to collect copayments or deductibles 
for a specific group of Medicare patients for reasons unrelated to 
indigence.”

As certified coders, it is up to us to research, verify, and clarify 
what the legal and acceptable processes are to perform our 
coding duties in a compliant manner, and protect our providers, 
as well as ourselves from fraudulent practice. 
Pam Brooks, PCS, CPC
Physician Services Coding Supervisor
Wentworth-Douglass Hospital
Dover, N.H.

Many thanks for the additional guidelines, as well as the refer-
ence to MedLearn Matters 6740 Revised, which provides impor-
tant information regarding coding and billing of consultation 
services for CMS. Look for a complete discussion of Medicare’s 
Revisions to Consultation Services Payment Policy (Transmittal 
1875, Change Request 6740) in an upcoming Coding Edge.

Due to publication production schedules, Coding Edge articles 
are written one to three months before an issue can publish. 
While we are committed to providing the most complete and 
timely information each month, we encourage readers and 
AAPC members to read our bi-weekly e-mail newsletter, Edge-
Blast, and to visit the AAPC Web site often for up-to-the-minute 
information.

Coding Edge

Planning for Chapter Success Pays Off
I just wanted to say the article “Plan Now for 2010 Local Chap-
ter Success” in the December 2009 issue of Coding Edge couldn’t 
have come out at a better time. I will be serving as an officer 
this upcoming year and plan on using some of the ideas given 
in this article. What a great networking opportunity for all of 
our chapter members. Thanks for the wealth of information the 
AAPC has to offer. 
Respectfully,
Kim Hogback, CPC

2010 AAPC Tacoma Chapter Secretary

Letters to the Editor

Please send your letters to the editor to:  
letterstotheeditor@aapc.com.
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2010 is well under way, which means you 
should be using the new CPT® book. Some 
codes you previously had memorized are 
gone, with new ones added. Descriptions 
have been updated and now there are out-
of-numeric sequence codes. Hospitals and 
offices should have made the New Year 
computer changes effective Jan. 1 or they 
won’t be getting paid. If your employer 
hasn’t made the changes yet, now is the time 
to become an integral part of the team by 
providing input to your physicians and staff. 

Speak Up Now
While speaking at meetings, I frequently 
ask “How many of you coders meet regularly 
with your billing and IT staff?” The response 
from the audience usually shocks me. Gener-
ally, less than 5 percent of those in attendance 
have ever done so. Because of this low per-
centage, these questions haunt me:

  How can you, as a coder, implement new 
CPT® codes without a discussion with 
billing and IT staff?

		How do you know whether claims are 
getting paid?

		Are some claims being denied for medical 
necessity, incorrect modifiers, or no autho-
rizations in place?

		Are you confident you have coded the 
reports to the best of your ability uti-
lizing correct coding initiatives (CCI) 
knowledge? Unless you are familiar with 
the specific payer rules or are able to see 
denials, do you really have any idea if 
claims are being paid?  

		Are your physicians documenting cor-
rectly and thoroughly? 

		Do you speak regularly to physicians and 
feel confident enough to have an open 
dialogue with them concerning their 
documentation?

If not, you have work to do. 

Prevent Tomorrow’s Failures
You should be auditing your physicians now 
for thorough documentation. If they aren’t 
documenting well enough to meet 

ICD-9-CM requirements, they surely will fail 
to meet ICD-10-CM requirements in 2013.

It is not your job to get claims paid; it is 
your job to meet medical necessity for the 
service(s) you are coding utilizing CCI. If 
your claims are not being paid and the 
denials are not being corrected, you prob-
ably won’t have a job for very long due to 
lack of revenue.

It is a coder’s job to work with physicians, 
billers, and IT staffs to make sure all are 
openly communicating, monitoring physi-
cians for thorough documentation, and 
meeting regularly with the billing staff to 
review denials, payer rules, and additional 
documentation requested by payers.

Decrease Denials Now
As a coder, have you looked at your payer 
rules? If not, now is the time you should 
become familiar with them and code using 
them. Billers should not be correcting 
coding questions; you should. Coders should 
know what billers need to get the claims 
paid correctly and timely. Start a chart audit 
committee and meet regularly to review 
denials, coding questions, payer requests for 
additional documentation, etc.

You will be shocked at what a biller deals 
with on a daily basis trying to get claims 
paid correctly and they would be shocked at 
what coders have to know to code correctly. 

The physicians, coders, billers, and IT staffs 
are all major pieces of the overall team. 
Start working together as a team, monitor 
the number of denials on an ongoing basis, 
review the denials with your physicians—
they really need your expertise and input. If 
you can cross these hurdles now, your transi-
tion to ICD-10-CM and electronic medical 
records (EMRs) will be much, much easier. 

letter from member leadership

Now Is the Time to be Heard

Sincerely,

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

President, National Advisory Board
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Providers: Are YOU Satisfied?
As you read this, approximately 30,000 
physicians, health care practitioners, sup-
pliers, and institutional facilities serving 
Medicare beneficiaries across the country 
have been asked to participate in the fifth 
annual Medicare Contractor Provider Satis-
faction Survey (MCPSS). This survey offers 
Medicare fee-for-service (FFS) providers the 
opportunity to tell the Centers for Medicare 
& Medicaid Services (CMS) exactly what 
they think of their contractor. 

Survey questions focus on seven key busi-
ness functions of the provider-contractor 
relationship: 

 Provider inquiries

 Provider outreach and education

 Claims processing

 Appeals

 Provider enrollment

 Medical review

 Provider audit and reimbursement

The MCPSS is a provision of the Medicare 
Prescription Drug, Improvement and Mod-
ernization Act of 2003, which mandated 
CMS develop contract performance require-
ments. The purpose of the MCPSS is to 
allow CMS to:

 Hear provider concerns;

 Monitor trends;

 Improve contractor oversight; and

  Increase efficiency of the Medicare  
program.

2010 MCPSS data will be released as a sum-
mary report in the summer of 2010. Visit 
www.cms.hhs.gov/MCPSS for more informa-
tion about MCPSS.

Medicare Sets Aside HIV Stigma 
to Screen Seniors
CMS recently changed its National Coverage 
Determination (NCD) for human immuno-
deficiency virus (HIV) screening to expand 

coverage for Medicare beneficiaries who are 
at increased risk for HIV, who are pregnant, 
or who request it—including seniors. 

The Hartford Courant reported Jan. 4 that 
“testing for the virus among those 65 and 
older lags far behind testing of other Ameri-
cans, and experts say they worry that HIV 
cases in older adults go undiagnosed—some 
because of the stigma that the disease still 
carries, some because patients might dismiss 
the symptoms of the virus as signs of other 
conditions more frequently associated with 
aging and some because doctors can be hesi-
tant to talk to older patients about sex or 
link their symptoms with HIV.”

HIV is crossing barriers into the older 
population. “HIV was very much a disease 
of young individuals, particularly those who 
are homosexual or intravenous drug abusers, 
and as a geriatrician, it was a problem that 
we very, very rarely saw,” said Dr. George 
Kuchel, director of the UConn Center on 
Aging. “But that has changed a great deal.

“In some ways, it’s often misdiagnosed 
because people don’t think about it,” Kuchel 
said. “Clinicians will often think, ‘Well, it’s 
not a disease of older adults, we don’t see it.’ 
And it does happen.”

CMS’ decision to cover HIV screening 
sprang from cited research suggesting 53 
percent of people aged 65 to 74 were sexu-
ally active, as were 26 percent of those aged 
75 to 85.

It may not be long before private payers 
decide to cover senior screenings, as well. 
“When Medicare covers something, it’s also 
not just a signal to the population that this 
is something that’s important and needs to 
be done, but it often becomes a standard 
that private insurance follows,” said Judith 
Stein, executive director of the Center for 
Medicare Advocacy.

Source: Kaiser Daily Health Policy Report at 
kaiserhealthnews.org. 

coding news

coding news
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facility

Each October, the Office of Inspector General (OIG) 
reveals to us in their annual Work Plan what they will 
be working on with respect to Department of Health 
and Human Services (DHHS) programs and operations 
in the upcoming year. This plan can give you an idea of 
what the federal government’s areas of concern are in the 
public health care sector. You can then use this informa-
tion to create or update your own compliance work plan. 

Last month, we looked at the 2010 OIG Work Plan in 
regards to physician practices. This month, we’ll look at 
the items relating to hospitals, and consider how providers 
can use this information to prepare for the upcoming year.

New Work Plan Items for Hospitals
Hospital Payments for Nonphysician Outpatient 
Services Under the Inpatient Prospective Payment 
System (IPPS)—In the hospital setting, all outpatient 
diagnostic services and admission-related nondiagnostic 
services provided within three days prior to an inpatient 
admission date are not paid separately, but payment is 
considered as included in the Medicare Severity Diagno-
sis-related Group (MS-DRG) payment provided to the 
hospital for the inpatient admission. This is commonly 
known as the three-day window, or somewhat inappro-
priately, the 72-hour rule. Prior OIG work had shown 
significant issues in these areas in the past, when it was 
previously included in the plan. They’ve included it again 
this year, specifically looking at payments made for these 
services within that three-day time period. 

To prepare yourself for this review, look at your current 
controls, to be sure you have appropriate edits in place 
to prevent billing for these services to the program out-
side of MS-DRG payment. If you do not have automatic 
controls in place to protect your facility, does your cur-
rent compliance program monitor this issue? If not, now 
is definitely a great time to look at the program and 
include these in reviews for the upcoming year. 

Hospital Admissions with Conditions Coded  
Present-on-Admission—The rules and regulations 
regarding hospital acquired conditions (HACs), serious 
adverse events, and present-on-admission (POA) indica-
tors have not been in place for very long. It is, however, 
an area of significant concern to the OIG, as it’s an area 
with potential error, fraud, and abuse issues. The OIG 
will look at claims to determine the number of inpatient 
admissions for which certain diagnoses are indicated as 
POA and specifically which diagnoses were most fre-
quently coded as POA. Under the new rules, a facility 
receives a lower payment for services if certain conditions 
were acquired in the hospital. This provides a facility 
incentive to show that a condition was not acquired in 
the hospital setting, but was present upon the patient’s 
admission to the facility. OIG also plans to look at trans-
fer activity between facilities, especially those transfer-
ring a large number of patients with conditions present 
upon admission and those receiving transfers of patients 
with conditions present upon admission. 

This is a new area to be concerned with in your compli-
ance programs. Hopefully, you are already auditing and 
monitoring with regard to these types of indicators. If 
not, it’s important to review your POA and HAC coding, 
as with any new process, there is the potential for errors. 
It is also a good idea to review your transfer rates, to find 
if there are any concerning or alarming statistics that 
might be red flags to the OIG. 

Hospital Readmissions—If you discharge a patient 
from an inpatient admission, and then readmit the 
patient on the same calendar day for the evaluation or 
management (E/M) of that same condition he or she was 
initially treated for in your facility, combine the initial 
and subsequent inpatient stays into a single claim sub-
mission for a single MS-DRG payment. The Medicare 
program has built edits into their systems to prevent 
payment of these services, but there are ways to override 

OIG
Examine the
Hospital Side 
 of the

2010Work
Plan OIG activities can guide your  

hospital compliance work plan.
By Jillian Harrington, MHA, CPC, CPC-I, CCS-P
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facility

these edits in the event a patient is discharged and read-
mitted on the same day for a different medical rationale. 
The OIG plans to review claims for patients discharged 
and readmitted to the same acute care facility on the 
same day, to see if these edits were overridden properly, 
or if claims were paid inappropriately. 

If you do not currently have a process in place in your 
billing system to force review of each of these types of 
claims, it’s a good idea to discuss this with your billing 
director to determine if some kind of automatic edit can 
be put into place. If you do have an automatic edit, you 
may wish to do some auditing of the claims submitted 
when this edit is overridden to determine whether the 
override was appropriate. 

Adverse Events—There are five items specifically 
directed at the new Adverse Event policies under the 
Medicare program. These reviews are:

  Hospitals: National Incidence Among Medicare 
Beneficiaries

 Hospitals: Methods To Identify Events

  Hospitals: Early Implementation of Medicare’s 
Policy for Hospital-Acquired Conditions

 Hospitals: Responses by Medicare Oversight Entities

 Public Disclosure of Adverse Event Information

These reviews are all directed at determining if hospi-
tals are appropriately identifying and reporting adverse 
events, and whether the current list of Medicare adverse 
events is appropriate. It is also an indicator of whether 
their list should be expanded further to match the list 
published by the National Quality Forum.

As a facility, review your adverse event reporting process, 
as it is most likely to be a new, more expanded process 
than in the past. Prior to these requirements, dealing 
with adverse events was the problem of the medical 
director and the risk management/quality assurance 
divisions. Under these new Medicare guidelines, adverse 
events span to a much wider group within the facility, 
including not only the medical director and risk/quality 
divisions, but also the compliance department, finance, 
billing, and operations. Be sure there is working com-
munication between each of these areas, and tweak those 
new policies and procedures as necessary to make them 

work well in this new realm. Consider examining your 
state Medicaid regulations regarding the same topic. 
Each state is implementing its own plan to correlate with 
these regulations, and some have significantly different 
lists of adverse events than the Medicare program. Check 
the requirements in your state, and make sure you’re in 
compliance with each set of necessary requirements.

Note Other Items in the Hospital Work Plan
There are many other important items in the Work Plan 
this year that involve hospitals. Some are new and some 
have been in the plan for a while. They include:

 Part A Hospital Capital Payments

  Provider-Based Status for Inpatient and Outpatient 
Facilities

  Part A Inpatient Prospective Payment System Wage 
Indices

 Payments to Organ Procurement Organizations

  Inpatient Rehabilitation Facility Submission of 
Patient Assessment Instruments

 Critical Access Hospitals

 Medicare Disproportionate Share Payments

 Duplicate Graduate Medical Education Payments

  Interrupted Stays at Impatient Psychiatric Facilities 
Payments

 Provider Bad Debts

 Medicare Secondary Payer

There are also reviews in other sections of the work 
plan that may be pertinent to your facility, such as the 
Medicaid program sections, the Recovery Act Work 
Plan, or the Public Health program sections. Check out 
the entire Work Plan to know where you stand with 
the items they’ll be reviewing this year. The 2010 OIG 
Work Plan is available for free online at http://oig.hhs.gov/
publications/docs/workplan/2010/Work_Plan_FY_2010.pdf. 

As a facility, review your adverse event reporting process, 
as it is most likely to be a new, more expanded process 
than in the past. Prior to these requirements, dealing with 
adverse events was the problem of the medical director 
and the risk management/quality assurance divisions.

Jillian Harrington, MHA, CPC, CPC-I, 
CCS-P, is president/CEO of ComplyCode, 
a health care compliance consulting and 
education firm in Upstate New York. She 
holds a Masters in Health Administration 
from the Rochester Institute of Technol-
ogy (RIT), and is a former member of the 
AAPC National Advisory Board (NAB). 

To discuss this  
article or topic, go to 

www.aapc.com
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“What do you want to do today?”

“I don’t know. What do you want to do?”

“I don’t know. I asked you first.”

“I’ll do whatever you want to do.”

“Well, I’ll do whatever you want to do.”

“Then what do you want to do?”

If this conversation sounds familiar when planning your 
chapter meetings, you’re not alone. Many chapters feel they 
have exhausted their resources when it comes to local chapter 
meetings. If you’ve had a visit from the AAPC national office, 
you’ve covered CPT® changes and ICD-9 changes—what’s left 
to draw in and educate your members?

Get Members Involved
Try a “coders teaching coders” workshop. Ask members to 
sign up ahead of time for their topic of choice to teach the 
others in the group. The topics could be a regularly seen 
coding problem in their practices, a current event topic related 
to a news item or celebrity, or a common coding issue. Divide 
your group into smaller groups, and then divide the teaching 
time into 15-20 minute increments.

Invite a Doctor to Speak
There’s no better way to understand a procedure, a new tech-
nique, or a disease state, than to hear from the physicians who 
work with it each day. Doctors are usually thrilled to bring 
coders into the loop of their trade. Coders get a wealth of 
information and a better understanding of why the code pays 
so high, why the physicians want one code billed over another, 
and why the documentation is written the way it is.

Start Game Night
Think of ways to add a coding twist to any standard game. 
Here are some suggested coding game favorites:

Jeopardy—The prep work for Jeopardy is to write the words, 
codes, etc. on cards. Put the cards on a white board, chalk 
board, or poster. Have all the “answers” marked on index 
cards for the host. The “questions” also need to be written on 
the cards. (Remember: In Jeopardy, the answers are questions 
and the questions are answers.) The day of the game, appoint 
a host and divide the group into teams or have contestants. 

Visit the officer forums on the AAPC Web site for additional 
coding Jeopardy information. 

Jenga—You’re probably familiar with this tower-building 
block game, but what if each block has a number on it and 
you have to code based on the blocks that fall? When the 
blocks fall, the first member to put together a valid CPT® 
code wins that round. It’s an exciting way to learn the entire 
CPT® book and expand your knowledge.

Game night results in learning the fun way, building camara-
derie, and if your budget allows, awarding small prizes to those 
with the highest points. Everyone is a winner in these games.

Ask Payers to Talk
Most payers have representatives whose sole responsibility is 
to speak to their provider community. Most payers offer this 
free of charge, including Medicare contractors. Of course, 
these sessions are incredibly helpful.

Consider Plastic Surgery
Not really—you look gorgeous already, but do realize that 
plastic surgery is always introducing new and innovative pro-
cedures. Plastic surgeons often sponsor open houses to illus-
trate a new technique or to discuss different services offered. 
They will usually do this as a courtesy. It offers the coders a 
chance to learn more about these procedures.

Swap with a Local Chapter
What about having a local chapter swap? Talk to your neigh-
boring chapters and see which speakers were their favorites. 
Consider swapping your member speakers with another chap-
ter’s member speakers.

Add Flair to Your Chapter
The new year is a perfect time 
to make your chapter meetings fantastic. 
By Suzan Berman, CPC, CEMC, CEDC 
Secretary, AAPCCA Board of Directors 
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Take a Field Trip
There are often health exhibits and health care professionals 
that tour the country. Take the whole chapter to these area 
attractions and you can often get discounts for bringing larger 
groups. You may want to rent a bus so all can go together. 
Prepare a test for participants and answer questions as a 
group. You’ll be amazed at what everyone learns and how fun 
it can be.

Exhibits such as “BodyWorld” are fantastic learning opportu-
nities for coders. Several local chapters can attend when they 
come through town.

Tour a Hospital
Hospitals often offer tours of their facilities, especially if 
they’ve been remodeled. These are great learning opportuni-
ties for coders to understand how things happen in relation to 
patient care.

Peruse “Meeting Ideas” on AAPC’s Web site
You’ll find PowerPoint presentations and other suggestions for 
meetings on the AAPC Web site. If you are an officer, you can 
find the meeting ideas by clicking the “My AAPC” tab, select-
ing “Officer Resources,” and then choosing “Meeting Ideas.”

If your chapter has an idea for a successful meeting, feel free 
to pass it along to your American Academy of Professional 
Coders Chapter Association (AAPCCA) regional representa-
tive or post it on the forums for all to see. We’d love to print 
another article like this with your ideas.  

aapcca

Suzan Berman, CPC, CEMC, CEDC, is senior manager of 
coding and compliance for the Department of Surgery 
and Departments of Anesthesiology at the University 
of Pittsburgh Medical Center. She is past president of 
the Central Pittsburgh AAPC, and serves on the national 
AAPCCA Board of Directors and the Ingenix advisory 
boards. She speaks at several AAPC national confer-
ences, chapter meetings, and many other events.
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Electronic health records (EHRs) are electronic versions of a 
patient’s medical history as maintained by a physician or other 
health care provider. EHRs contain elements such as patient 
information, past medical, family and social history, clini-
cal notes, prescriptions, and diagnostic testing results. These 
records are accessible to other health care providers and serve 
as a legal record of everything that happened to a patient 
during a specific encounter. EHR adoption is key to the cur-
rent administration’s health strategy. If you are confused 
about what’s happening, here’s a primer.

Taking the Next Step in Health Care Data
The Centers for Medicare & Medicaid Services (CMS), 
Electronic Health Records, Overview (www.cms.hhs.gov/
ehealthrecords/) says, “EHRs are the inevitable next step in 
the continued progress of health care that can strengthen the 
relationship between patients and clinicians. The data, and 
the timeliness and availability of it, will enable providers to 
make better decisions and provide better care.” 

Examples of how EHRs can improve patient care include the 
following:

  Reducing incidence of medical error by improving the 
accuracy and clarity of medical records.

 Making the health information available.

 Reducing duplication of tests.

 Decreasing treatment delays.

The government is uncovering and addressing implementa-
tion issues through a series of demonstration projects prior 
to the 2014 projected nationwide rollout. CMS is engaged 
in a five-year EHR demonstration project, which began 
on June 1, 2009 and is anticipated to continue through 
May 21, 2014 (found at CMS, Medicare Demonstrations, 
Details for Electronic Health Records Demonstration: 
www.cms.hhs.gov/DemoProjectsEvalRpts/MD/itemdetail.
asp?itemID=CMS1204776).

The goal of the demonstration is “to foster the implementa-
tion and adoption of EHRs and health information technol-
ogy (HIT) more broadly as effective vehicles to improve the 
quality of care provided and transform the way medicine is 
practiced and delivered … The demonstration is designed to 
leverage the combined forces of private and public payers to 
drive physician practices to widespread adoption and use of 
EHRs,” (CMS, Medicare Demonstrations, Details for Elec-
tronic Health Records Demonstration). The demonstration 
provides incentives to participating primary care physician 
practices fulfilling established criteria and serves as an opera-
tional outline for practices across the country in relation to 
infrastructure, physician education, tracking and reporting 
quality measures, and community outreach. 

Increase Financial Benefits with Early Implementation
In February 2009, President Obama signed the American 
Reinvestment and Recovery Act (ARRA, or stimulus act), 
which included the Health Information Technology for Eco-
nomic and Clinical Health (HITECH) Act. HITECH includes 
more than $19 billion used to increase EHR use nationwide. 
Under the stimulus plan, physicians can qualify for $44,000 

EHR Primer:
Get the Basics
Knowing the challenges can help with implementation and orientation to a new system.

By Janice G. Jacobs, CPA, CPC, CCS, ROCC

To discuss this  
article or topic,  
go to www.aapc.com
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in Medicare incentives if they demonstrate “meaningful use” 
of an EHR starting in 2011. High-volume Medicaid provid-
ers can be eligible for up to $20,000 more in incentives, for a 
maximum incentive of $64,000. Physicians in health profes-
sional shortage areas (HPSA) are eligible for an additional 10 
percent incentive.

Specific criteria must be met before a provider is eligible for 
stimulus payments. The two most important criteria require 
that (1) the EHR must be a “qualified” EHR and (2) the pro-
vider must demonstrate “meaningful use.” 

To be considered qualified, an EHR must:

  Include patient demographic and clinical  
health information.

 Have the capacity to provide clinical decision support.

 Support physician order entry.

  Capture and query information relevant to  
health care quality.

  Be able to exchange electronic health information and 
integrate information from other sources. 

The definition of meaningful use is muddy and will be clarified 
further by the Health IT Policy Committee. Meaningful use 
most likely will involve consistent use of the EHR for pre-
scribing, electronic exchange of health information between 
clinical organizations, and the submission of information on 
selected quality measures. A provider who purchases an EHR 
system but fails to use it would be disqualified from stimu-
lus eligibility. Stimulus funds are distributed per provider 
number rather than to individual physicians; meaning, if a 
group of five doctors operating under one provider number 
purchases a qualified EHR system and demonstrates mean-
ingful use, the practice will be eligible for up to $44,000. 
Each physician will not receive his or her own stimulus pay-
ment and the practice, as a whole, must demonstrate mean-
ingful use. One physician acting as the champion in regard to 
technology, who spearheads the EHR project but is the only 
meaningful user of the EHR system, would not qualify the 
entire practice for the incentive. 

Stimulus payments will be staggered over a five-year imple-
mentation period: $15,000 (year one), $12,000 (year two), 
$8,000 (year three), $4,000 (year four), $2,000 (year five), and 
$0 for subsequent years. To be eligible for the full amount, 
the EHR system must be up and running by Jan. 1, 2011 to 
demonstrate meaningful use by 2012, when incentive pay-
ments will begin. Practices that have adopted a qualified 
EHR system prior to Jan. 1, 2011 also will be eligible for the 
incentive payments. Meaningful users who have systems up 
and running in 2011 and 2012 will receive an increased first 
year payment of $18,000. Practices implementing a qualified 
EHR after 2011 will be eligible only for that year’s payments. 
For example, if a practice is up and running in 2011/2012, 
they will get year one’s payment and payments each subse-
quent year for five years. A practice that implements an EHR 
in 2013 will start receiving the reduced year two payment and 
receive payments each subsequent year for four years. 

Incur Financial Penalties with Late Adoption
The biggest obstacle in implementing EHRs in private and 
group practices is cost. With the financial incentive program, 
expense should be less of an issue for physician practices to 
adopt a functional EHR. In an ongoing effort for full com-
pliance, further negative incentives will be implemented 
after the demonstration project is over. Beginning in 2015, 
penalties (reduced fee schedule payments) will be assessed for 
providers that are not meaningful users of a qualified EHR 
system. The penalty will increase each subsequent year of 
noncompliance, to as much as 5 percent by 2018. 

Weigh the Impact on Patient Care and Finances
As a result, every practice should assess its specific needs for a 
qualified EHR system. It is imperative to work with the busi-
ness office or central business office in cases of large group 
practices with many locations. The new EHR system will not 
provide return on investment if it does not interface with the 
existing billing and accounts receivable system. Practice manag-
ers and clinicians need to consult with the billing and accounts 
receivable (BAR) office about evaluating vendors to achieve 
optimal interoperability between systems and offices. Failure to 
include the front and back ends of the revenue cycle will result 
in significant cash flow problems during implementation.

Your physicians also will need sufficient preparation to 
become acclimated to a new system, so there will be lim-
ited impact on the number of patients seen in a day with no 
adverse effects on patient care quality. Careful planning is 
necessary to implement the EHR system gradually, starting 
with the clinical data first, and then moving to implemen-
tation of the billing system where encounter form data is 
entered. If care quality and billable hours are affected sub-
stantially because a physician is spending excessive time in 
front of a computer keying in data, there will be a negative 
return on investment. 

Computerizing the nation’s health records as part of the 
economic stimulus plan has resulted in mixed emotions. 
Although providers agree that quality of patient care quality 
will increase with EHRs, they are faced with the challenges 
of implementation and orientation to a new system. With the 
topic of EHRs on the CMS agenda since the early 90s, it’s still 
a top priority as CMS moves forward with the EHR demon-
stration project as part of their value-driven health care initia-
tive. As the President designates funds and resources to fulfill 
the goal of Americans having access to a secure, interoperable 
health record by 2014, analyzing your practice’s current capac-
ity and resources for implementing EHR is critical to your 
five-year strategic plan. 

Janice G. Jacobs, CPA, CPC, CCS, ROCC, has over 
25 years of experience. She has worked on numer-
ous ambulatory payment classifications (APC), 
diagnosis-related groups (DRG), and physician bill-
ing and coding projects, as well as chargemaster 
(CDM) reviews. She has also served in various 
interim-staffing engagements such as billing office 
manager and director of compliance at a major 

West Coast academic medical center. She also owned and managed 
a full-service, multi-specialty medical billing company.
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Aggressive claims review by government and private 
payers has brought a much needed spotlight to the 
shortcomings of medical documentation in support of 
optimal coding and reimbursement. This is a positive 
development, but what’s important to remember is that 
coding never should drive documentation. The idea, for 
instance, that “if only the doctor had documented one 
more bullet …,” even if well-meant, is wrong-headed. 
Rather, documentation rooted in medical necessity that 
accurately reflects the service level provided always will 
drive coding to the optimal level.

Let Physicians Document Completely  
from a Clinical Standpoint
“Optimize the medical record and the coding so 
that results do not depend on documenting anything 
extra,” advises Marvel J. Hammer, RN, CPC, 
CCS-P, PCS, ACS-PM, CHCO, owner of MJH 
Consulting and a coding, billing, and compliance 
consultant. “It depends only that physicians better 
record what they are thinking and doing already.” In 
other words, a complete medical record results when 
physicians think and act as physicians—and docu-
ment that process carefully—not by asking physicians 
to think or act as coders or auditors. 

“Clinicians don’t evaluate patients in terms of bullet 
items or check lists,” Hammer notes. “The criteria are 
dynamic and vary from patient to patient depend-
ing on the nature of the presenting condition.” But a 
physician who captures his or her thought process (in 
determining the assessment and plan, as well as an 
appropriate history and exam) to arrive at a diagnosis 
and determine treatment creates a complete medical 
record that also yields optimal coding for the evalua-
tion and management (E/M) service provided.

The medical record alone should be sufficient to 
recreate the circumstances of a physician/patient 
encounter (note that legibility plays a role here). 
Nothing pertinent to medical decision-making should 
go unnoted. If it’s important to the patient’s case, it 
should be in writing.

“The documentation should paint a clear picture of 
‘here’s what was found, here’s what was done, and here’s 
why,’” Hammer says. “Coders often say ‘not docu-
mented, not done.’ But if you as another clinician [or 
for instance, an auditor] are seeing the documentation 
for the first time, if something isn’t documented, you 
have to assume it wasn’t even considered.” Likewise, 

minimal documentation or inconsistencies within a 
note are of little clinical value, and create serious legal 
and/or malpractice liabilities.

Clinical Completeness Ensures  
Continued Quality Care
“I encourage physicians to think of the medical 
record first and foremost as a communication tool,” 
Hammer continues. “I ask, ‘If you were the next 
physician (whether as a partner or as a referral) to see 
this patient, what would you want/need the medical 
record to contain?’ This ensures quality and continu-
ity of care for patients. Any physician should be able 
to look at any other physician’s notes and know not 
only the patient’s chief complaint at the prior visit, 
but also the documenting physician’s thought process 
in arriving at a diagnosis and treatment recommenda-
tions: What information was obtained from the his-
tory and exam? Which tests were ordered and why? 
Which drugs were prescribed and why? Are there 
co-morbidities or other pertinent factors? Complete 
documentation comes not from noting only what was 
done, but also why it was done.” 

In other words, encourage your doctors to docu-
ment completely not for coding, but for other doc-
tors. Selecting an E/M service level is incidental to 
and should not compete with the goal of complete 
clinical documentation in the patient’s best inter-
est. But one naturally will follow the other. The best 
documentation—from medical, legal, and coding 
perspectives—describes in some detail the physician’s 
clinical thought process. Many physicians under-
value this cognitive work, yet E/M service levels are 
intended to reflect not just of the extent of exam or 
history-taking, but the physician’s mental effort. In 
fact, documentation outlining the physician’s thought 
process in evaluating a patient’s presenting problem(s) 
(medical decision-making) drives and supports the 
extent of the exam and history.

In those cases when counseling dominates a visit, the 
physician should describe the encounter in sufficient 
detail to clarify what was discussed (for instance, 
what specific questions did the patient have? What 
was the physician’s recommendation?), why, and for 
how long. Again, the point is not to document any-
thing additional or to dissect the encounter moment 
by moment, but only to describe what actually was 
done, for the benefit of other physician’s who may 
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Keep E/M Documentation 
Priorities in Order

By G. John Verhovshek, MA, CPC

When medical 
necessity drives 
documentation, 
optimal coding 
will result.

To discuss this  
article or topic,  
go to www.aapc.com
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review the note at a future visit (and, ultimately, for 
the benefit of the patient).

Documentation of what was discussed, the education 
provided, etc., also helps the performing provider 
assess patient understanding and compliance. “So for 
instance, if the provider has counseled the patient 
multiple times on the same points, she can make the 
cognitive decision to change the plan due to patient 
compliance or lack of understanding,” Hammer says. 
“Not only does such documentation help other pro-
viders, it is also a good reference point for the per-
forming provider.”

Pull Physicians Out of the  
“One More Bullet” Trap
Templates and electronic health records (EHRs) 
that use prompts to elicit “one more bullet” can be 
valuable tools to help physicians avoid minor over-
sights, but they also have a serious risk for abuse 
and for undermining the quality of documentation 
by focusing a physician’s attention on the wrong 
documentation issues. Remember: Coding based on 
documentation not warranted by medical necessity is 
a huge compliance risk.

Even the 1995 and 1997 Documentation Guidelines 
for Evaluation and Management Services, which 
essentially are coding instructions, insist on the pri-
macy of clinical concerns, stating, “Medical record 
documentation is required to record pertinent facts, 
findings, and observations about an individual’s 
health history including past and present illnesses, 
examinations, tests, treatments, and outcomes. The 
medical record chronologically documents the care of 
the patient and is an important element contributing 
to high quality care.” Claims payment and submission 
are secondary and tertiary concerns. 

The clinical examples contained in Appendix C of the 
CPT® manual don’t discuss bullet points or even the 
elements of exam and history. Rather, the examples 
rely primarily on the nature of the patient’s present-
ing problem and the presumed level of medical deci-
sion-making necessary to evaluate and treat a patient 
with that condition. It is up to the physician to docu-
ment completely his or her cognitive work (includ-
ing interpreting the information obtained from the 
history and physical exam to form an assessment and 
care plan) to support the service at the level described 
by any given example. 

This isn’t to suggest that counting bullets is inap-
propriate to determine an E/M service level, or that 

E/M guidelines are illegitimate. Quite the contrary: 
Objective criteria are necessary to allow for consistent 
coding. But E/M documentation guidelines are coding 
tools, not clinical tools. Focusing on coding as the 
reason to improve documentation is putting the cart 
before the horse. Rather, what clinicians and coders 
alike must embrace is that the medical record is, first 
and foremost, a medical document. As such, physicians 
should be encouraged to improve documentation to 
improve medical outcomes. Those physicians whose 
documentation best supports optimal coding (and 
compliance) also are those physicians whose docu-
mentation best meets medical and clinical require-
ments, and whose documentation best describes his 
or her cognitive process during the E/M service. Such 
documentation naturally provides support (medical 
necessity) for services and procedures rendered, at the 
appropriate level.

Help Physicians See the Big Picture
“This issue is larger than simply E/M,” notes AAPC 
Vice President of Clinical Coding Content Sheri Poe 
Bernard, CPC, CPC-H, CPC-P. “If your physi-
cian isn’t documenting with enough detail for you 
to choose the correct diagnosis or procedure code, he 
isn’t documenting enough to withstand a malpractice 
suit or to understand in six months exactly what the 
condition and treatment of the patient was. This is a 
great approach to use when requesting more informa-
tion from an under documenting physician: Not that 
you need it for coding (although you do), but that he 
needs to include it so that he is protected from any 
liability associated with under documentation.” There 
is nothing inherent to code selection—procedure, 
diagnosis, office visit—that shouldn’t be in the docu-
mentation for medical and legal reasons.

The bottom line: Documentation isn’t about coding, 
and it’s certainly not about bullets. Documentation 
always is about patient care. Coders who keep this in 
mind will have an easier time communicating with 
physicians about how to improve their documenta-
tion, from both clinical and coding perspectives. 
Encouraging physicians to do what they do best—
provide the highest possible level of patient care and 
document accurately the cognitive work associated 
with that care—will create a win/win outcome for 
everyone. 

E/M documentation guidelines are coding tools, 
not clinical tools. Focusing on coding as the 
reason to improve documentation is putting the 
cart before the horse.

G. John Verhovshek, MA, CPC, is AAPC’s  
director of clinical coding communications.[ ]
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Question: I have been treating Medicare patients for the last 
three years and my office manager recently told me there are 
specific chiropractic guidelines for a Medicare patient on the 
initial visit. I did not know that. I just perform my normal 
history and examination, take X-rays, and do not follow any 
special system. Should I be doing something different?

Answer: Your office manager is correct: There are spe-
cific guidelines Medicare wants doctors of chiropractic to 
follow. Whether you are meeting those guidelines is hard 
to tell for sure without knowing what you are document-
ing presently when you perform your history, exam, and 
X-ray findings. 

A chiropractor is defined in the Social Security Act (sec-
tion 30.1.) as a physician only for manual manipulation 
or treatment of subluxation of the spine. The follow-
ing eight items must be documented in the Medicare 
patient’s clinical record on the initial visit, whether the 
required subluxation is demonstrated either by X-ray or 
physical examination:

1. History—A chief complaint must be documented, 
including the symptoms present causing the patient to 
seek chiropractic treatment.

2. Present Illness—This can include any of the follow-
ing, as appropriate:

 Mechanism of trauma

 Quality and character of problem/symptoms

 Intensity of symptoms

 Frequency of symptoms occurring

 Location and radiation of symptoms

 Onset of symptoms

 Duration of symptom

 Aggravating or relieving factors of symptoms

  Prior interventions, treatments, including  
medications

 Secondary complaints

 Symptoms causing patient to seek treatment

3. Family History

4. Past Health History—This should include:

 General health statement

 Prior illness(es)

 Surgical history

  Prior injuries or traumas, past hospitalizations  
(as appropriate)

 Medications

5. Physical Examination—Evaluation of musculosk-
eletal/nervous system through physical examination to 
identify:

  P = Pain/tenderness evaluated in terms of location, 
quality, and intensity;

  A = Asymmetry/misalignment identified on a sec-
tional or segmental level;

  R = Range of motion abnormality (changes in 
active, passive and accessory joint movements 
resulting in an increase or a decrease of sectional or 
segmental mobility); and

  T = Tissue, tone changes in the characteristics of 
contiguous or associated soft tissues, including skin, 
fascia, muscle, and ligament.

To demonstrate a subluxation based on physical examina-
tion, two of the four criteria mentioned are required, one 
of which must be asymmetry/misalignment or range of 
motion abnormality.

Note that a patient’s subluxation/condition is considered 
chronic when it is not expected to resolve completely, as is 
the case with an acute condition, but where the continued 
therapy is expected to result in some functional improve-
ment. If an extensive, prolonged course of treatment is nec-
essary, clearly document it in the clinical record. Coverage 
will be denied if it is not reasonably expected that contin-
ued treatment will result in improvement of the patient’s 
condition. Continued repetitive treatment without a clearly 
defined clinical end point is considered maintenance ther-
apy and is not covered.

Document 8 Items 
for Initial Chiropractic Services
Straighten any kinks in initial subluxation  
claims with good documentation.
By Marty Kotlar, DC, CHCC, CBCS
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Complete requirements for chiropractic services under 
Medicare may be found in the Medicare Benefit Policy 
Manual, chapter 15, section 240, “Chiropractic Services,” 
which may be found on the Centers for Medicaid & Medi-
care Services (CMS) Web site: www.cms.hhs.gov/manuals/
Downloads/bp102c15.pdf. Be sure to read your local Medi-
care carrier’s guidelines for chiropractic services. 

6. Diagnosis—Most Medicare carriers require the pri-
mary diagnosis to be subluxation with the neuromuscu-
loskeletal condition causing the treatment to be listed as 
the secondary diagnosis. 

7. Treatment Plan—This should include:

  Therapeutic modalities to effect cure or relief 
(patient education and exercise training)

  The recommended care level (the duration and 
frequency of visits)

 Specific goals to be achieved with treatment

  Objective measures that will be used to evalu-
ate the effectiveness of treatment

 Date of initial treatment 

8. Signature/initials—This is required to authenticate 
the records.

For additional information, see also the American Chiro-
practic Association (ACA) Web site: www.acatoday.org/
pdf/part_process.pdf. 

Continued repetitive treatment without a clearly 
defined clinical end point is considered maintenance 
therapy and is not covered.

Marty Kotlar, DC, CHCC, CBCS, is the presi-
dent of Target Coding. Dr. Kotlar is certified 
in Healthcare Compliance and CPT® coding, 
and has been helping chiropractors nationwide 
with coding, documentation, and compliance 
for over 10 years. Dr. Kotlar can be reached at 
(800) 270-7044; Web site: www.TargetCoding.
com; e-mail: drkotlar@targetcoding.com. 
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The start of a new year for coding students and pro-
fessionals means a truckload of new code additions, 
deletions, and revisions. All these yearly changes 
can slow down your coding momentum quickly. 
Fortunately, the AAPC can get you up to speed fast 
because they are delivering 2010 Webinars to a com-
puter near you.

Online Webinars reach coders globally and pro-
vide current topics taught by expert instructors in 
a format that allows questions to be asked of the 
instructor via an online chat interface during the 
live Webinar. For those who can’t attend a classroom 
style event or a conference, Webinars offer education 
at work or home.

Stay a Step Ahead in 2010
2010 Webinars have coding know-how for your 
specialty. You can find a wide array of topics from 
“ASCs Coding and Billing for 2010” presented 
by Stephanie G. Ellis, CPC, to “New Rules for 
CMS When Reporting Consultations,” presented by 
Deborah Grider, CPC, CPC-H, CPC-P, CPMA, 
CPC-I, CEMC, COBGC, CPCD.

For those looking for specialty training and CEUs, 
there are Webinars to fine-tune coding skills and 
stay current in your specialty area. Specialty Webi-
nars vary from topics such as “Pregnancy - How to 
Bill Before, During, and After,” presented by Kerin 
Draak, CPC, CEMC, COBGC, to “Plastics and 
Reconstructive Surgery,” presented by Susan Ward, 
CPC, CPC-H, CPC-I, CEMC, CPCD, CPRC.

Other specialty topic Webinars include:

	Lesions

	Radiation Oncology

	Transplant Surgery

	Pain Management

	Surgical Chart Auditing

	Insurance Contracting Made Simple

		Cardiac Catheterization and Coronary  
Artery Interventions

	E/M Auditing

	E/M Coding for the Emergency Department

	Injections, Immunizations, and Administrations

For a complete list of Webinars, go to www.aapc.
com/medical-coding-education/webinars/index.aspx.

Get a Jump Start on 2011 in 2010
Being a coder means staying up-to-date with yearly 
code changes to ensure compliant coding when sub-
mitting claims. A great way to keep coding students 
and seasoned coding professionals current is to focus 
on upcoming code changes with Webinars. AAPC 
Webinars help students:

	 Use the most current codes correctly  
when taking exams.

	Learn coding from industry experts.

		Achieve higher efficiency and code  
more accurately.

		Apply yearly changes to claims when  
they join the workforce. 

Webinars can help coding professionals:

 Get a jumpstart on 2010 and 2011 code changes.

	Earn countless CEUs.

	Collect maximum equitable reimbursement.

		Avoid claim errors when the new codes  
go into effect.

	Easily communicate changes with other coders.

Webinars beginning in September 2010 will prepare 
you for 2011 ICD-9-CM coding changes. Specialty-
specific Webinars featuring top 10 errors to avoid and 
coding updates in your specialty area start in Novem-
ber. You also can find 2011’s complete CPT® and 
HCPCS Level II coding updates at the end of 2010. 

Webinar vs. Audio Conference
You may be asking “What’s the difference between 
Webinars and audio conferences?” The comparison 
below shows how much more convenient and user-
friendly Webinars are:

Webinars 
Prepare for Yearly Changes
Webinars are a convenient was to stay informed of coding updates.
By Michelle A. Dick
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* Webinars are for personal or single-office (e.g., a 
conference room) use only and may not be rebroad-
cast, retransmitted, shared or disseminated. In 
addition, AAPC local chapters or other groups of 
individuals representing multiple companies or sepa-
rate offices within a single facility do not constitute 
a “single-office” and may not share a single event or 
subscription Webinar license.

Maximize Your Return
With Webinars, you have the option to sign up for 
a single event or a 2010 subscription. If you sign up 
for a Webinar subscription, you have access to 80 
events and up to 160 CEUs for everyone in atten-
dance. Here’s what you get:

		Access to ALL upcoming 2010 Webinars  
(40 events) 

	 Access to ALL on demand 2009 Audio  
Conferences (40 events) 

		Access 2011 Coding Updates (ICD-9-CM in 
September, CPT® in November and HCPCS 
Level 2 in December) 

		All events include Webinar broadcast, down-
loadable podcast (MP3), presentation slides, 

question and answers (Q&A), and any other 
event materials.

	Earn up to 160 CEUs (per attendee) 

Subscription access is good from Jan. 1, 2010 
through Dec. 31, 2010. Go to www.aapc.com/
medical-coding-education/webinars/2010-
subscription.aspx for more information on Webinar 
Subscriptions. 

Coding On Demand
AAPC also provides immediate access to the most 
recently recorded events, including complete 2010 
updates and top 10 errors to avoid in 2010. On 
Demand Events provide education and CEUs you 
need right now. As an added bonus: They cut out the 
cost and inconvenience of waiting and travel.

Peruse through our library at www.aapc.com/
medical-coding-education/on-demand-events.aspx to 
find the coding information you’re looking for, and 
then replay broadcasts online or download podcasts 
and presentation slides in an instant. You’ll be back 
up to speed in no time! 

Webinar Audio Conference

Computer speakers, headphones, or phone line Phone line only

Online presentation with synched slides  
and chat room 

Print slides and follow along

Attend whenever you want  
(live or on demand broadcast)

Attend during set day and time

Replay broadcast or download podcast (MP3) and  
print slides and chat room

Take thorough notes

Entire office can attend * Entire office can attend *

Michelle A. Dick is senior editor at AAPC.[ ]

Value of Webinar vs Audio Conference

To discuss this  
article or topic, go to 

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

Frequently, the total service/procedure described by a 
single CPT® code is comprised of two distinct portions: a 
professional component and a technical component. 

The professional component of a diagnostic service/pro-
cedure is provided by the physician, and may include 
supervision, interpretation, and a written report. The 
extent and nature of the professional component depends 
on the precise service/procedure rendered. For example, a 
written report generally is required, but may not be nec-
essary for a supervising pathologist to claim professional 
services in a clinical laboratory (see “Professional Services 
in the Clinical Lab: Billable or Not?” Coding Edge, July 
2009, pages 48-49). When required, the interpretation 
of a diagnostic test should be a separate report, signed by 
the physician.

The technical component of a diagnostic service/proce-
dure accounts for equipment, supplies, and clinical staff 
(such as technicians). Payment for the technical compo-
nent also includes the practice and malpractice expenses. 
Fees for the technical component generally are reim-
bursed to the facility or practice that provides or pays for 
equipment, supplies, and/or clinical staff.

Procedures/services that may include both a professional 
and technical component are found commonly within 
the Radiology, Pathology and Laboratory, and Medi-
cine chapters of CPT®. The surest way to identify codes 
with separate professional and technical components for 
Medicare payers is to consult the National Physician Fee 
Schedule Relative Value File, available for download on 
the Centers for Medicare & Medicaid Services (CMS) 
Web site. (The most recent file as of January 2010 may 
be found at: www.cms.hhs.gov/PhysicianFeeSched/pfsrvf/
list.asp?listpage=4.) If the Relative Value File lists sepa-

rate line items for a code with modifiers 26 Professional 
component and TC Technical component, the service/proce-
dure described by that code includes both a technical and 
professional component. 

For example, the 2010 Relative Value File lists three 
separate lines for 70480 Computed tomography, orbit, sella, 
or posterior fossa or outer, middle, or inner ear; without con-
trast material. The first of these lines corresponds to the 
“global” service, which is assigned 6.10 relative value 
units (RVUs) (all RVUs cited are fully implemented 
facility and non-facility totals). The second line details 
the technical component only, with 4.37 total RVUs. The 
third line describes the professional component of 70480, 
at 1.73 RVUs. Note that the RVUs for the technical and 
professional components will equal the total RVUs for 
the global service (4.37 + 1.73 = 6.10).

Professional Services Call for Modifier 26
Separate payment can be made for the technical and 
professional components of a procedure when each is per-
formed by different professional providers. For instance, 
the technical component of a service/procedure may be 
performed by the clinic, but the professional component 
is performed by an outside physician or laboratory. In 
such situations, providers must submit their claim and 
bill only for the service performed. 

To identify professional services only for a service/proce-
dure that includes both professional and technical com-
ponents, append modifier 26 to the appropriate CPT® 
code, as instructed in CPT® Appendix A, “Modifiers.” 
Note that modifier 26 is appropriate when the physician 
supervises and/or interprets a diagnostic test, even if he 
or she does not perform the test personally. 
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Capture Total 
Service or Procedure 
with 26 and TC
Don’t settle for a portion of payment—get the full amount.
By Meera Mohanakrishnan, CPC, CPC-H
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When only the professional component of a service is 
provided, failure to report modifier 26 will cause the 
claims to adjudicate incorrectly and lead to recovery as 
permitted by law. Modifier 26 should not be used, how-
ever, if there is a specific code that already describes only 
the professional/physician component of a given service. 
For example, it is inappropriate to append modifier 26 to 
93722 Plethysmography, total body; interpretation and report 
only because the code does not include a technical compo-
nent, but describes professional services solely. 

Modifier TC Identifies Technical Component Only
Appending modifier TC indicates that only the technical 
component of a service/procedure has been provided. Gen-
erally, the technical component of a service/procedure is 
billed by the entity that provides the testing equipment.

Note that physicians providing services for Medicare 
patients in a hospital or facility setting cannot claim the 
technical portion of a procedure regardless of whether the 
physician owns the testing equipment. Under the diagno-
sis-related group (DRG), the hospital/facility receives pay-
ment for the technical component of Medicare inpatient 
services. Similarly, Medicare rules require payment for 
non-physician services provided to hospital patients (such 
as the services of a technician administering a diagnostic 
test) to be made to the hospital.

Just as there are codes describing professional-only ser-
vices for Medicare, so are there codes describing technical 
component-only services. Do not apply modifier TC (or 
26) with such codes. For example, 93005 Electrocar-
diogram; tracing only, without interpretation and report is 
covered only as a diagnostic tests and does not have a 
related professional code. The total RVUs for technical 
component-only codes include values for practice and 
malpractice expenses only. 

Global Billing Doesn’t Require 26/TC
As explained previously, the global service includes both 
the professional and technical components of a single 
service. When reporting a global service, no modifiers 
are necessary to gain payment for both components of the 
service. Never report a single procedure code with both 
modifiers 26 and TC.

For example: Code 76856 Ultrasound, pelvic (nonobstetric), 
real time with image documentation; complete describes a 
service that includes both a technical component (the 
ultrasound machine, along with necessary supplies and 
clinical staff to support its use) and a professional compo-
nent (physician supervision, interpretation, and report). 

If pelvic ultrasound is performed at the physician’s office, 
either by a physician or a technician employed by the prac-
tice, the physician reports 76856 without a modifier because 
the practice provided both components of the service. 

On other hand, if the physician performs the same 
procedure at the hospital, the physician would report 
76856-26 for the professional component only. The hospi-
tal would claim separate reimbursement for the technical 
component (76856–TC) because it owns the ultrasound 
equipment.

Note that in all reported cases, modifiers 26 and TC are 
considered payment modifiers and must be reported in 
the first modifier field. 

Note that physicians providing services for Medicare 
patients in a hospital or facility setting cannot claim the 
technical portion of a procedure regardless of whether 
the physician owns the testing equipment.

Meera Mohanakrishnan, 
CPC, CPC-H, is manager 
of coding for SysInforma-
tion and can be reached at 
meera@sysinformation.net.
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Our CD-ROM course line-up: 
E/M from A to Z (18 CEUs) 

Demystifying the Modifiers (16 CEUs) 
Medical Coding Strategies (15 CEUs) 

Time Based Coding (8 CEUs) 

Spend time w/ family and earn CEUs!
Need CEUs to renew your CPC®? 
Stay in town. Use our CD-ROM courses 
anywhere, any time, any place. You won’t have 
to travel, and you can even work at home. 
 

• Completely at your own pace 
• Use your office PC, your home PC, or any 

 other PC:  nothing to install 
• No Internet connection needed 
 

You could finish a CD in just a few hours, or  on 
a schedule that works best for you … it’s really 
all up to you. So visit our Web site and learn 
more about earning your CEUs in the most 
convenient and cost-effective way! 

Continuing education. Any time. Any place. ™ 

(All courses also have 
CEU approval from 

AHIMA. 
See our Web site.) HealthcareBusinessOffice LLC:  Toll free 800-515-3235 

Email:  info@HealthcareBusinessOffice.com 
Web site: www.HealthcareBusinessOffice.com 

Split your purchase into 2 EasyPayments! 
www.HealthcareBusinessOffice.com/easypay.htm 

AAPC Code of Ethics
Members of the American Academy of Professional Coders (AAPC) shall be 
dedicated to providing the highest standard of professional coding and billing 
services to employers, clients, and patients. Professional and personal behavior of 
AAPC members must be exemplary.

AAPC members shall maintain the highest standard of personal  z
and professional conduct. Members shall respect the rights of 
patients, clients, employers, and all other colleagues.
Members shall use only legal and ethical means in all profes- z
sional dealings, and shall refuse to cooperate with, or condone 
by silence, the actions of those who engage in fraudulent, 
deceptive, or illegal acts.
Members shall respect and adhere to the laws and regulations of the  z
land, and uphold the mission statement of the AAPC.
Members shall pursue excellence through continuing   z
education in all areas applicable to their profession.
Members shall strive to maintain and enhance the dignity,  z
status, competence, and standards of coding for professional 
services.
Members shall not exploit professional relationships with patients,  z
employees, clients, or employers for personal gain.

This code of ethical standards for members of the AAPC strives to promote and 
maintain the highest standard of professional service and conduct among its 
members. Adherence to these standards assures public confidence in the integrity 
and service of professional coders who are members of the AAPC.

Failure to adhere to these standards, as determined by AAPC, will result in the loss of 
credentials and membership with the American Academy of Professional Coders.

Wear Your Colors 
in Nashville
Get excited about the  

AAPC 2010 National Conference in  
Nashville, June 6-9 through a little friendly 

competition, region to region.

The AAPCCA Board of 
Directors invites you to the 
“Wear Your Regional Color” 
competition at the Member 

Appreciation Luncheon, 
Tuesday, June 8.

What is the “Wear Your Regional Color” compe-
tition? Each region of the country has a “color.”

Be creative. Be adventurous. Be bold. 
Just be in your regional color.

Don’t know your regional color? 
Don’t worry. Ask your chapter officers  

at your next meeting.
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I’m Wendy Atkinson, CPC-A, continuing education 
unit (CEU) vendor analyst, and a unique gal here at 
the AAPC. 

I am an outgoing and easygoing person. I would love 
to talk to you, so don’t feel shy around me. Please feel 
free to send an instant message, e-mail, or call me on 
the phone. My extension will be reached through an 
interpreting service on a special phone called a video-
phone, so I can communicate effectively with you.

As you have probably already guessed, I am deaf. My 
hearing impairment did not stop me from passing my 
CPC® exam, and it did not stop the AAPC from hiring 
me to evaluate educational products submitted by ven-
dors who want to offer AAPC CEUs. 

I come from a medical family: My mom is a medical 
transcriptionist, my brother-in-law is a radiologist, 
and my other brother-in-law is an anesthesiologist. 
While I worked at the Internal Revenue Service (IRS) 
as a data entry clerk, I got another data entry job at 
First Health Insurance Company. There, I worked 
with UB-04 and CMS-1500 forms, entering billing 
information. I knew I had found something interest-
ing in medical coding. I decided to go back to school 
to take medical office classes. I successfully com-
pleted the course and graduated with honors. Soon 
after, I sat for the CPC® exam and passed on my first 
attempt. I stepped up to the challenge despite my 
disability with an “I can do it” attitude. I hoped to 
become a medical coder and today I am.

People with hearing disabilities can be successful medi-
cal coders because so much of the work we do is by 
computer, which makes communication easy. Because 
we have to overcome obstacles in our day-to-day lives, 
coding challenges don’t bother us at all. If you get a 
chance to hire a deaf coder, you won’t be disappointed.

I like the challenges at work because they make the 
job more fun here. My biggest challenge as a CEU 
vendor analyst is communication. Customer service and 
making members happy is my number one responsibil-
ity. Because English is my second language (American 
Sign Language (ASL) is my first language), I sometimes 
misunderstand what the vendor is requesting, but with 
perseverance, we always find a way. I am working to 
improve my written communication skills on the job.

My supervisor and coworkers have begun to learn ASL 
so we can chat more. They make me feel like part of a 
very special team. 

meet the AAPC staff

Up Close and Personal

How do you spend your spare time?
I am married with five children, and they certainly keep me 
busy! While my spare time is limited, I cross-stitch when-
ever possible, and continue my education to keep my coding 
skills current. I also love to go hiking and explore nature, 
and enjoy the spectacular views from the Utah mountains. 
The beauty of creation is amazing. I also enjoy traveling. You 
can only imagine how much fun a road trip is with my hus-
band, four daughters, ages 4-12, and one son, age 2.

If you could do any other job what would it be?
Right now, I don’t want any other job. I feel satisfied. I 
have worked hard proving my abilities. I wanted to be a 
coder and I earned my credentials. In the future, I would 
like to pursue an active coding position, possibly in a 
pediatric practice. As you can guess from my personal 
information, I’m pretty good with kids!

Meet the AAPC StaffWendy Atkinson
CEU Vendor Analyst



26 AAPC Coding Edge

P
R

O
FE

SS
IO

N
AL

cover

Auto-Population
Gone Wild
EMR documentation 
creates risky 
record keeping 
and frustration.
By Cheryl L. Toth
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Documentation like the following is becoming more common as 
coding consultants audit practices that have moved to an elec-
tronic medical record (EMR):

 A 90-year-old woman who “denied pregnancy as a sign.”

 An infant with “good dentation.”

  The note for every female patient in a general surgery prac-
tice indicating a “full pelvic exam performed.” 

“The overarching issue here is lack of visit template customiza-
tion,” says Mary LeGrand, RN, MA, CPC, CCS-P, consul-
tant with Chicago-based KarenZupko & Associates. “A critical 
component of EMR planning is customizing your visit tem-
plates—in addition to tailoring other elements of the system,” 
says LeGrand. “In most cases, you get little to no template cus-
tomization help from the vendor. It’s up to a busy physician to 
do in his or her ‘spare time.’ And many practices fail to realize 
the importance of this step.”

There are several common reasons for this. If EMR planning 
and implementation is curtailed to shave several thousand dol-
lars off the total cost, template customization often falls by the 
wayside. If the trainer sent by the vendor doesn’t know much 
about the practice of medicine—and nothing about your spe-
cialty—he or she will be of little help. Or, if physicians abdicate 
the task of customization to non-clinicians, they risk being left 
with faulty templates.

Kim Pollock, RN, MBA, CPC, also with KarenZupko & 
Associates, Inc., is all too familiar with the latter. “In a five-man 
neurosurgery group, the billing manager, physician assistant, 
and practice manager customized the templates because the sur-
geons wouldn’t attend the demo meetings and had to be coerced 
to go to training.” 

A family practitioner who didn’t customize ended up using the 
same cardiac systems template for everyone—from a 50-year-old 
with chest pain to a toddler in for a well-child visit. Obviously, 
these evaluations are very different, and the result was documen-
tation that simply was not accurate.

“Well done templates are an investment with a quick pay off,” 
according to Rhonda Buckholtz, CPC, CPC-I, CGSC, 
CPEDC, COBGC, CENTC, VP of business and member 
development for the AAPC. “Developing templates for your 
most specific encounter types is how to begin. I suggest taking 
samples of your practice’s ‘paper world’ notes for these encoun-
ters, and make templates from them. It’s true that this can 
create more work for primary care physicians than for specialists, 
but it’s necessary to create solid documentation.”

Key to the process, according to Pollock, is having a physician 
champion lead in development. Otherwise, it will not work. 
The partners won’t be happy with the result and the notes aren’t 
likely to be user-friendly to physicians. “So often, physicians 
haven’t customized the templates, or they haven’t done enough 
granular customization, or they failed to think about it at all,” 
says Pollock.

Unfortunately, experts see firsthand the problems that occur 
when practices fail to customize visit templates, and are ada-
mant that spending time on the front end is a must. 

Risk 1: History of Present Illness “Cloning”
In a documentation review, one of the first things an auditor 
looks at is history of present illness (HPI). 

“In the paper chart world, the patient typically self-reports 
this on a form, and the physician re-dictates it after examina-
tion,” LeGrand explains. But in an EMR world, the EMR 
often automatically “pulls forward” the HPI from the previous 
encounter—requiring the provider billing for the visit to review 
it and make changes based on the current illness or condition. 
According to LeGrand, many providers get busy and forget to 
review the “cloned” HPI from the previous visit. “Letting the 
system pull the previous history into an auto-generated form 
without reviewing it is risky,” she warns. “According to E/M 
documentation guidelines, each record must be allowed to stand 
on its own. Paying close attention to what is being pulled for-
ward is critical because the patient problem could be completely 
different.”

Buckholtz shares the example of a recovering alcoholic who had 
been sober for six months. “The HPI in the electronic record 
stated that ‘patient is now up to six or seven alcoholic beverages 
per day,’ which was inaccurate—it was simply carried forward 
from previous encounters.” Commonly, EMR templates pre-pop-
ulate with documentation for “normal”—it’s up to the provider 
to change it. “It’s too easy to click the ‘Reviewed and Agreed’ 
button in the EMR, without actually reviewing the note,” Buck-
holtz says.

Pollock adds another example: “A patient came in to see an 
ENT (ear, nose, and throat) two years after her initial visit and 
with profound bilateral hearing loss. The system pulled ‘hearing, 
normal’ from [a] previous visit, and no one reviewed the docu-
mentation to change it.” 

“We see a lot of EMR documentation cloning in vein clinics 
because of the similarity of the patient population,” says Teri 
Romano, RN, MBA, consultant with KarenZupko & Associates, 

cover

Physicians are usually in a hurry, and assume the 
EMR is going to do most of their documentation work 
for them. When the medical assistant is knocking on 

the door signaling “hurry up,” physicians can take 
risky shortcuts.

Facing page: Mary LeGrand, RN, MA, CPC, CCS-P, reacts to EMR auto-population
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Inc. “In one clinic, all the op notes I reviewed were close to being 
identical.” According to Romano, it doesn’t matter if your patient 
population is homogenous, physicians must identify something 
unique about the patient and include this in the note. “Make sure 
to add something specific to the note, or you risk the EMR pull-
ing forward essentially the same information for each patient.”

In one case Romano monitored, the patient on the table told the 
physician she was going out of town and asked if plane travel 
was okay later that week. The physician said “yes” and suggested 
she walk around a few times on the plane during flight to mini-
mize the potential for clotting. “I immediately suggested to 
the scribe that this be added to the note,” Romano says. “It was 
discussed with the patient during the operative session. It was 
unique to that particular case.”

Pollock notes another common issue with the cloning process—it 
creates a verbose chart note that’s not reader-friendly and contains 
rote responses that don’t necessarily call out pertinent positives. 
“Referring physicians complain about getting ‘canned’ EMR chart 
notes from consulting specialists. The note has way too much 
stuff to wade through, so the referring physician skips to the 
bottom. Who’s to say he didn’t skip something important?”

Indeed, many of the physicians LeGrand works with say these 
rote notes, which are obviously system-generated, are question-
able. “Some surgeons have told me that the routine nature inval-
idates the credibility of the entire note.” This is one reason many 
physicians resist purchasing an EMR. 

Contrary to what some might think, “Your EMR note should 
essentially mirror what your handwritten notes looked like—
only legible,” Buckholtz says. “If you were only documenting 
a half page into the paper chart, your new documentation will 
likely be about the same length.” 

Risk 2: Ease of Use Creates Easy-to-Make Errors
EMR documentation pick lists can be an excellent timesaver. 
Problem is, physicians are usually in a hurry, and assume the 
EMR is going to do most of their documentation work for them. 
When the medical assistant is knocking on the door signaling 
“hurry up,” physicians can take risky shortcuts. 

“I worked with a physician who was unable to find a cerumen 
impaction diagnosis in the diagnosis code pick list,’” Buckholtz 
explains. “So he picked, ‘hearing loss, unspecified’ instead. No 
one caught it, so that was the diagnosis billed for the patient. 
Now, ‘hearing loss’ is on that patient’s permanent claims his-
tory.” This potentially could cause the patient a pre-existing 
condition denial in the future—for a condition the patient never 
actually had.

Those practices still in the process of transitioning to a fully 

paperless process may need to slow down and review the old 
paper note, as well as the electronic one, to get the patient’s full 
history. “A vascular clinic was transitioning to EMR and not all 
paper records had been scanned in yet,” Romano explains. “The 
EMR’s review of systems for a patient had every category noted 
as ‘denied,’ but the practice had overlooked the still-on-paper 
referral form from the primary care physician—which indicated 
the patient was an insulin-dependent diabetic. Obviously, the 
person who took the review of systems just clicked ‘normal’ and 
didn’t even think to look at what was not yet scanned.”

LeGrand warns practices to pay careful attention to EMRs that 
use “bubble sheets” for patients to report their review of systems 
(ROS). According to documentation guidelines, anyone can pro-
vide or collect past family and social history, but the physician 
must sign off on the form before it’s entered into the record. If 
the EMR uses a bubble sheet tool that patients complete prior 
to being seen, many busy offices often just scan it in before it’s 
signed by the physician. 

“This might save time, but it’s essentially creating an invalid 
document,” according to LeGrand.

LeGrand cites an example from an orthopaedic practice she 
worked with. “The bubble form listed possible values under 
each of the systems—fractures, joint pain, spasms, etc. But 
there was no option for ‘no complaints;’ the patient was sup-
posed to select all that applied, although this was not clear on 
the form. Medicare says it’s okay to use a checklist for ROS, but 
the patient must respond to all systems. And because the bubble 
sheet had no negative response option, the EMR was automati-
cally generating a note stating ‘negative for joint pain, muscles, 
pain’—even though the patient hadn’t specifically responded to 
anything on the bubble sheet.” 

In this case, the practice should have insisted the EMR vendor 
added a “Yes/No” option for all values under each system—or 
provided a “No Complaints” option for each.

Another issue with this same bubble form was how family history 
is collected. LeGrand said, “If the patient didn’t respond to any 
questions about family history, the computer generated: ‘Family 
History: Insignificant.’ More accurately, it should have generated: 
‘Patient did not provide this information.’ As a result the physi-
cian billed for a code level that credited him for the family history 
component, but the information wasn’t in the note.

“In the paper world, we know that practices are busy and proper 
collection of family history is sometimes overlooked,” LeGrand 
continues. “But in the electronic world, this becomes more dan-
gerous because not only is family history getting overlooked; the 
auto-population from the system indicates there was some kind 
of response—when, in fact, no information was ever provided.” 

“Some surgeons have told me that the routine 
nature invalidates the credibility of the entire 
note.” This is one reason many physicians resist 
purchasing an EMR.
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Risk 3: Letting the EMR Pick the Code
“There is no EMR system out there that truly can code an 
encounter,” Buckholtz insists. “The vendor will tell you, ‘you 
can point and click and it will be done before the patient leaves.’ 
The reality is that anytime you enter free hand text—in the 
history or medical decision-making—there is no way for the 
system to recognize whether you are describing an established 
problem worsening or stabilizing, a new problem, or whether 
there is additional work-up needed. Today’s EMRs simply don’t 
have that kind of logic or rules engines built in.” 

In other words, if physicians enter notes about the encounter, the 
system typically won’t integrate them into the code calculation 
it pre-determines. And if you don’t use free form text, you prob-
ably aren’t documenting complete information.

“Many vendors are giving practices false promises,” says Buck-
holtz. If an EMR vendor is touting increased revenue from 
higher coding, or a return on investment (ROI) within six 
months, caveat emptor! “Don’t even think about ROI until you 
are fully up and running for a couple years,” Buckholtz advises. 
“The rollout process can take up to a year—or longer for bigger 
practices.”

The AAPC recommends that codes be omitted from EMR cre-
dentialing requirements. “Automated coding is an EMR vendor 
sales point that has failed to deliver quality in the marketplace,” 
Buckholtz states. “Instead, AAPC believes that EMR credentials 
[as defined by the Certification Commission for Health Informa-
tion Technology (CCHIT)] should focus on issues of portability, 
interoperability, security, privacy, and clinical quality.”

One group of surgeons told Pollock, “We don’t pay attention to 
anything except the free text box.” That’s where they type in 
what they want to remember—and none of this free text can be 
read by the system and integrated into the code pre-determi-
nation. “The physicians say, ‘[the pick lists] aren’t easy for us to 
use so we go right to the meat, and skip the template.’” Pollock 
believes this is one reason that so many practices hire a scribe to 
do the work; because there is still data entry to be done, beyond 
using the pick lists.

EMR trainers can also perpetuate the myth, telling practices 
that the system will code for them, “EMR vendors are saying, ‘if 
you buy our EMR you can code higher and make more money!’ 
but that is not necessarily true. The goal of the EMR is to 
improve the efficiency of the physician in documenting services 
and ensuring all work performed is captured in the record. If 
you buy it and set it up correctly, then you may have achieved 
the goal of documenting your work performed and the benefit 
is higher reimbursement. But the up-front customization work 
must come first,” LeGrand concludes. 

Coding Edge–sidebar

CCHIT Certification: 
Not a Coding Cure-all

“My EMR is CCHIT certified,” you say. “Doesn’t that mean it meets 
the coding and documentation standards?”

In short: No.

AAPC analyzed the criteria required for credentialing by the Certi-
fication Commission for Health Information Technology (CCHIT) 
and uncovered multiple areas for concern. According to AAPC’s 
analysis, many of the CCHIT requirements conflict with federal 
mandates for correct coding, or with what AAPC promotes as 
appropriate coding principals. According to AAPC:

1. CCHIT ignores coding rules. While CCHIT does require codes 
to be provided by an electronic medical record (EMR), it doesn’t 
require rules-driven coding. Essentially, a physician can select any 
code he or she chooses, without consideration of guidelines or 
compliance issues. 

2. CCHIT encourages the use of pick-lists for code selec-
tion, which doesn't necessarily provide effective data. There are 
more than 28,000 valid medical codes within ICD-9-CM, CPT®, 
and HCPCS Level II. Including all appropriate codes in pull-down 
menus or pick lists is sometimes easy, but getting to those codes 
may be complex. It's difficult to get all the appropriate codes win-
nowed into a manageable list. 

3. CCHIT advocates for the auto-selection of evaluation 
and management (E/M) coding without consideration 
of Medical Decision Making (MDM). This could result in 
erroneous CPT® coding. And, AAPC believes that CCHIT puts 
physicians in harms way by inadvertently providing a framework 
for cloning (pulling forward) data that may lead to institutionalized 
upcoding. 

4. There are no coding compliance requirements within 
CCHIT. To say an EMR “meets certification requirements for 
compliance” does not relate to coding compliance. It means CCHIT 
criteria compliance. Keep that in mind when evaluating vendors.

Read the full detail of these findings, which include specific text 
from the CCHIT criteria on the AAPC Web site: http://news.aapc.
com/index.php/2009/10/key-flaws-with-cchit-criteria/.

To discuss this  
article or topic, go to 

www.aapc.com
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When evaluating the purchase of an electronic hospital record (EHR) system, 
proceed with a critical stance and be prepared to verify the system you are 
considering delivers on its promises. Here are a few points to consider:

1. Ignore vendor promises of “boost your coding revenue!” and 
“download and implement our system in 24 hours!” 

You will not, repeat, NOT be up and running in two weeks—despite what 
vendors tell you. Planning and implementation are hard work and custom-
izing your visit templates takes many hours. Even if you do everything 
right, full implementation will take six to 12 months after you go live. 
Complete adoption of the electronic medical record (EMR) system can 
take 18-24 months. 

2. Carve out time—lots of it—for customizing your visit templates. 

The EMR vendor will provide stock templates in your specialty. Review and 
customize everything they provide—from normal gynecological exam and 
acute sinusitis, to knee pain and flu. If you don’t, you risk the system spit-
ting out multi-page, rote notes that don’t necessarily document what you 
actually did. After you’ve worked through all the templates provided by the 
vendor, create additional templates for the conditions you treat for which 
there are no stock templates. Your hard work will pay off in the long run.

“An ENT practice I worked with smartly set aside every Monday afternoon 
for many months to develop their templates and prepare for implemen-
tation,” says Mary LeGrand, RN, MA, CPC, CCS-P, consultant with 
Chicago-based KarenZupko & Associates. “During these afternoons, they 
didn’t see patients—the surgeons and staff painstakingly reviewed and 
customized templates for every major visit type. And when they launched 
the EMR, they had far fewer issues and a quicker transition time than 
most of the other practices we’ve seen.”

3. Verify the algorithms are generating the visit  
documentation accurately.

Don’t assume the algorithms are correct. A surgeon practicing in an ear, 
nose, and throat (ENT) group in the South found that the EMR allowed 
him to create additional bullet points that got him to a Level V evaluation 
and management (E/M) code for kids with otitis media. “He figured he 
could just add the bullet, and bill for the higher code,” LeGrand explains. 
“But there is no medical necessity for conducting a full cranial nerve 
assessment in a 5-year-old with otitis media. Just because the system 
calculated the Level V, doesn’t mean you can actually bill for it.” 

4. Review all notes brought forward from previous visits—look for 
rote text, redundancies, and anomalies generated by the EMR.

Pay attention to every note and every visit—just like you would in a paper 
chart world. LeGrand said, “The notes of an orthopaedic group that didn’t 
do this were outrageous. They looked like ransom notes. Some of the 
information was clearly copied and pasted. Other note components were 
obviously pulled forward by the system, since they were rote. There was 
so much redundancy—multiple incidences of the SF-36 form the doctors 
used for research, multiple copies of the HPI from different sources, 
all caps, no caps. The record was all over the place; nobody had done 
anything to review or clean up the templates.” 

Make sure there are systems in place to review and correct documenta-
tion, and eliminate duplication. Messy documentation can create a very 
bad impression to an auditor, an attorney, or any other organization 
requesting a chart review.

5. Thoroughly train and/or direct your scribes, if you use them.

“You just can’t assume they know what the clinicians are doing during the 
exam,” warns Teri Romano, RN, MBA, consultant with KarenZupko & 
Associates, Inc. “You need to talk through the exam and specifically say, 
‘ok, lungs are clear, respiration normal, heart is good—no murmur.’ Say-
ing, ‘normal’ is not acceptable—you must say ‘heart is clear, no murmurs’ 
so the scribe knows what to document.”

6. Ask an auditor to review your documentation early on.

Schedule the review during the planning and implementation process, as 
physicians practice using the system, or just after the system goes live. 
The key is to have an external auditor take a look at what is being gener-
ated on your behalf. This is not something the vendor can or should do 
for you; getting an outside opinion is money saved—and risk avoided—in 
the long run. 

Advice from the Coding Auditors: Buyer Beware

Cheryl Toth  
is a consultant 
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Zupko & Asso-
ciates, Inc. 

Kim Pollock, 
RN, MBA, CPC  
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Teri Romano, 
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On Nov. 20, 2009, the Centers for Medicare & Medic-
aid Services (CMS) published the Final Rule in Federal 
Register regulation CMS-1414-FC,: Changes to the Hospital 
Outpatient Prospective Payment System and CY 2010 Payment 
Rates; Changes to the Ambulatory Surgical Center Payment 
System and CY 2010 Payment Rates. The determinations in 
this final rule are effective Jan. 1. Officially, these regula-
tions only affect reimbursement from the federal govern-
ment to Medicare participating providers and suppliers. 
It is not unusual, however, for private third-party payers 
to follow suit.

For an ambulatory surgical center (ASC) to become a 
Medicare participating provider, surgical services offered 
cannot require the patient to stay in the facility for more 
than 24 hours. Unexpected circumstances requiring a 
patient to stay longer should occur rarely. ASCs are not 
permitted to share space with a Medicare-participating 
independent diagnostic testing facility (IDTF) or a hospi-
tal (e.g., a hospital outpatient surgery department).

ASC Payment Rates
Per the final rule, the 2010 ASC conversion factor (CF) 
includes a 1.2 percent increase allowance for inflation. 
This is the first year that CMS is permitted, by law, to 
include such a payment update. The annual increase, 
the inflation allowance, and the wage adjustment for 
budget neutrality resulted in a final conversion factor of 
$41.873—higher than the proposed factor of $41.625 and 
an increase over the 2009 conversion factor of $41.393.

The new rates may be based on a 25/75 or 50/50 blend 
of 2007 payment rates and 2010 rates to create a transi-
tional cushion, or they may be approved with no transi-
tion and be paid at 100 percent of the 2010 weights.

For many surgical and radiological procedures and services 
performed at an ASC, reimbursement rates are determined 
by applying a scaler to the payment amount approved for 

the outpatient prospective payment system (OPPS) relative 
weights. The proposed ASC scaler for 2010 was 0.9514; 
however, the final payment weight scaler for 2010 ASC 
reimbursement is 0.9567. Separately payable covered ancil-
lary services with their own (or a predetermined) reim-
bursement rate are not subject to scaling.

Impact Varies With Specialty
Whether the 2010 changes are good news or bad news 
depends on the specialty focus of the procedure. Based 
on the changes without the transition (total implemen-
tation), procedures performed on the hematologic and 
lymphatic systems are looking at an estimated 40 percent 
increase in their reimbursement (a 22 percent increase 
with a 25/75 blend). Other specialties seeing strong 
increases are those providing services for the respiratory 
system (37 percent increase); musculoskeletal system (29 
percent increase); and cardiovascular system (27 percent 
increase). ASC facilities that specialize in procedures on 
the genitourinary system and the auditory system can 
both look forward to an estimated 17 percent increase in 
their 2010 payments, while those providing procedures 
and services involving the integumentary system are 
looking at an estimated 20 percent increase.
Resource tip: For more information on payment changes by specialty, refer to 
Table 75 in the Final Rule, available for download on the ASC Payment > ASC 
Regulations and Notices > Details for CMS-1414-FC page of the CMS Web site: 
www.cms.hhs.gov/ASCPayment/ASCRN/ItemDetail.asp?ItemID=CMS1230100.

Procedures of the digestive system are looking at a 10 per-
cent decrease. ASCs specializing in procedures treating the 
nervous system are expected to realize a 5 percent decrease 
with full implementation (or a 4 percent decrease with a 
25/75 transition blend). Those treating the eye and ocular 
adnexa system, as well as those providing ancillary items 
and services, are looking at an estimated 1 percent decrease 
in Medicare program payments for the coming year with 
full implementation, or no change in reimbursement levels 
at all with the 25/75 blend. 

2010 ASC Reimbursement 
Sees Ups and Downs
Offering a wider scope of  
services can offset any losses.
By Shelley C. Safian, MAOM/HSM, CPC-H, CPC-I, CCS-P, CHA
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Individual Procedure Rates
General estimations by specialty may provide a perspec-
tive that will support planning in your facility for 2010. 
Before deciding anything, however, you might find a 
clearer picture in the details. There are changes in the 
number of procedures approved for ASC provision reim-
bursement, as well as changes in the payment rates for 
specific procedures. 

Although six ASC surgical procedures covered in 2009 are 
changed to office-based designation in 2010, the overall 
number of procedures slated for ASC payment coverage 
has increased (see Details for CMS-1414-FC: Table 62).

On the positive side, a total of 28 procedures are now 
ASC-covered surgical procedures for 2010. Specifically, 
four musculoskeletal CPT® procedure codes, nine diges-
tive system procedures, five neurological procedures, and 
four procedures on the urinary system now are covered. 
Three new Category III codes now are ASC-approved. 
These include two codes for sacroplasty injection, 0200T 
Percutaneous sacral augmentation (sacroplasty), unilateral 
injection(s) including the use of a balloon or mechanical device, 
when used, 1 or more needles and 0201T Percutaneous sacral 
augmentation (sacroplasty), bilateral injections, including the 
use of a balloon or mechanical device, when used, 2 or more 
needles, both with a proposed ASC payment indicator of 
G2 (non-office based surgical procedure), and with reim-
bursement rates of $881.92 and $1,272.77 respectively 
(higher than the proposed rates).

Many of the approved changes to specific procedures 
reflect the overall financial impact discussed earlier. 
For example, colonoscopy and biopsy (45380 Colonoscopy, 
flexible, proximal to splenic flexure; with biopsy, single or mul-
tiple), diagnostic colonoscopy (45378 Colonoscopy, flexible, 
proximal to splenic flexure; diagnostic, with or without collec-
tion of specimen(s) by brushing or washing, with or without 
colon decompression (separate procedure)), and lesion removal 
colonoscopy (45385 Colonoscopy, flexible, proximal to splenic 
flexure; with removal of tumor(s), polyp(s), or other lesion(s) by 
snare technique) are all estimated to reflect the 11 percent 
decrease in payments with full implementation, but only 
an estimated 5 percent decrease with a 25/75 blend tran-
sition (see Details for CMS-1414-FC: Table 76). Colon 
screening procedures (HCPCS Level II, G0105 Colorectal 
cancer screening; colonoscopy on individual at high risk and 
G0121 Colorectal cancer screening; colonoscopy on individual 
not meeting criteria for high risk) are slated for potential 17 
percent and 16 percent decreases, respectively, with full 
implementation; or an 8 percent decease for both under a 
25/75 blend.

Arthroscopic surgeries, however, are estimated to have 
healthy increases in reimbursement, especially on the 
knee (29880 Arthroscopy, knee, surgical; with meniscectomy 
(medial AND lateral, including any meniscal shaving) and 
29881 Arthroscopy, knee, surgical; (medial OR lateral, includ-
ing any meniscal shaving)) at 30 percent increase for full 
implementation and 17 percent with a 25/75 blend, 
arthroscopy on the shoulder (29826 Arthroscopy, shoulder, 
surgical; decompression of subacromial space with partial acro-
mioplasty, with or without coracoacromial release) estimated 
at 54 percent increase with full implementation (28 per-
cent with the 25/75 blend), and rotator cuff repair (29827 
Arthroscopy, shoulder, surgical; with rotator cuff repair), with 
a 42 percent increase for full implementation (or 22 per-
cent at 25/75 transition blended rates). The correction of 
a hammertoe (28285 Correction, hammertoe (eg, interphalan-
geal fusion, partial or total phalangectomy)) has an estimated 
payment that is 25 percent higher in 2010 with full 
implementation, or 14 percent at 25/75. 

But, it is not looking up for all things musculoskeletal. 
For example, injections of anesthetic agents in additional 
levels (add-on code 64480 Injection, anesthetic agent and/
or steroid, transforaminal epidural; cervical or thoracic, each 
additional level (List separately in addition to code for primary 
procedure)) will decrease an estimated 8 percent with full 
implementation, or decrease 4 percent at the transitional 
25/75 blended rate. Add-on code 64484 Injection, anes-
thetic agent and/or steroid, transforaminal epidural; lumbar 
or sacral, each additional level (List separately in addition 
to code for primary procedure) will have a greater affect on 
reimbursement with a 38 percent decrease for the fully 
implemented rate, and a 19 percent decrease at the 25/75 
blended rate.

Those facilities performing cataract surgeries (specifi-
cally codes 66982 Extracapsular cataract removal with 
insertion of intraocular lens prosthesis (one stage procedure), 
manual or mechanical technique (eg, irrigation and aspira-
tion or phacoemulsification), complex, requiring devices or 
techniques not generally used in routine cataract surgery (eg, 
iris expansion device, suture support for intraocular lens, or 
primary posterior capsulorrhexis) or performed on patients in 
the amblyogenic developmental stage and 66984 Extracapsular 
cataract removal with insertion of intraocular lens prosthesis 
(one stage procedure), manual or mechanical technique (eg, irri-
gation and aspiration or phacoemulsification)) can expect an 
estimated 2 percent decrease in reimbursement (with full 
implementation), and a harder hit with an estimated 20 
percent decrease under full implementation (or 10 percent 
decrease with the 25/75 blend) when providing a discus-

facility
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sion of a secondary membranous cataract using laser 
surgery (66821 Discission of secondary membranous cataract 
(opacified posterior lens capsule and/or anterior hyaloid); laser 
surgery (eg, YAG laser) (one or more stages)). Perhaps the 
ASC can make up some of those losses when perform-
ing a blepharoplasty of excessive skin weighing down the 
upper lid (15823 Blepharoplasty, upper eyelid; with excessive 
skin weighting down lid). This procedure will bring in an 
estimated 21 percent increase with full implementation, 
or 15 percent with 25/75 transition rates; while the repair 
of blepharoptosis, external approach of a (tarso) levator 
resection or advancement (67904 Repair of blepharoptosis; 
(tarso) levator resection or advancement, external approach) 
is estimated to bring in 2 percent additional with full 
implementation, or no change at all if the 25/75 transi-
tional blended rate applies.

New to ASCs
One of the new ASC-covered surgical procedures for 2010 
is 0193T Transurethral, radiofrequency micro-remodeling of 
the female bladder neck and proximal urethra for stress urinary 
incontinence. This code has a 2010 third year transition 
payment weight of 19.1572, with a third year transi-
tion payment of $802.17 (see Details for CMS-1414-FC: 
Addendum AA). Removal of kidney stones (specifically 
CPT® 50080 Percutaneous nephrostolithotomy or pyelostolitho-
tomy, with or without dilation, endoscopy, lithotripsy, stenting, 
or basket extraction; up to 2 cm and 50081 Percutaneous neph-
rostolithotomy or pyelostolithotomy, with or without dilation, 
endoscopy, lithotripsy, stenting, or basket extraction; over 2 cm), 
now ASC-covered procedures, have a 2010 third year 
transition payment of $1,870 each. Urinary-cutaneous 
anastomosis revisions or any type of urostomy (50727 
Revision of urinary-cutaneous anastomosis (any type urostomy)) 
have a transition payment of $802.17.

Open transluminal balloon angioplasty, both venous 
(35460 Transluminal balloon angioplasty, open; venous) and 
for brachiocephalic trunk or branches (35475 Translumi-
nal balloon angioplasty, percutaneous; brachiocephalic trunk 
or branches, each vessel), will become 2010 ASC-covered 
procedures, each with a transition payment weight of 
48.4864 and a transition payment of $2,030.27.

The newly-approved, ASC-covered procedure to repair a 
tibial non-union or mal-union (27720 Repair of nonunion 
or malunion, tibia; without graft, (eg, compression technique)) 
has been assigned a transition payment weight of 43.499 
to be reimbursed at a transition payment of $1,821.43.

The Bottom Line
As a result of this update to the ASC payment system, 
the additional expenditures for 2010 from the federal 
government to Medicare providers and suppliers are esti-
mated at $33 million. 

In 2010, many ASC facilities may discover long-term 
financial security by offering a wider scope of services. 
This variety may enable the facility to better balance the 
negatives with more positives. Creating diversification of 
third-party payers with which your facility participates, 
types of procedures performed, and ancillary services 
offered, can protect your facility’s financial health now 
and into the future. 

On the positive side, a total of 28 procedures are now ASC-
covered surgical procedures for 2010. Specifically, four 
musculoskeletal CPT® procedure codes, nine digestive system 
procedures, five neurological procedures, and four procedures 
on the urinary system now are covered.

Shelley C. Safian, MAOM/HSM, CPC-H, CPC-I, 
CCS-P, CHA, is a health information manage-
ment (HIM) consultant performing revenue 
efficiency audits for physicians offices. She 
is also an associate university professor 
teaching medical billing and coding and HIM 
courses. She has written five books on coding, 
reimbursement, and HIM compliance. 
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LEGAL

CAN A CLAIM BE CODED 
ONLY FROM ITS DICTATION?

ASK 
THE LEGAL

ADVISORY
BOARD

Question: For my specialists who have many subsequent 
visits, the doctor provides specific detail (i.e., the degree 
of burn, stage of ulcer, infecting organism, etc.), but 
only on the initial visit. Must a claim be coded per its 
own dictation only? That is, must the dictated record 
stand on its own, separate from the patient’s complete 
medical record?

Nicole Lopez, CPC, CPC-P

Answer: The answer may vary depending on the payer. 
Because the payer here hasn’t been specified, I will 
answer according to Medicare standards.

The Social Security Act (42 U.S.C. §1395l(e)) provides 
the following mandate for providers submitting claims to 
Medicare (emphasis added):

“(e) Information for determination of amounts due 

No payment shall be made to any provider of services or 
other person under this part unless there has been fur-
nished such information as may be necessary in order 
to determine the amounts due such provider or other 
person under this part for the period with respect to which 
the amounts are being paid or for any prior period.”

This requirement essentially is repeated in the federal 
regulations (42 C.F.R. §424.5(a)(6)):
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“(6) Sufficient information. The provider, supplier, or ben-
eficiary, as appropriate, must furnish to the intermediary 
or carrier sufficient information to determine whether 
payment is due and the amount of payment.”

Although the statute focuses on information necessary to 
determine the amounts due, the regulation clarifies by 
including a requirement that the information also sup-
port “whether payment is due”—suggesting a require-
ment to demonstrate the necessity of care.

Overlooking the question of whether “information” is 
limited to documentation, it is clear there is no tem-
poral (time) limitation on when this information must 
be created. Unfortunately, many auditors assume the 
information must be contemporaneous; however, there is 
no statutory support for such an assumption under the Medicare 
statute or regulations.

Looking to the interpretive guidance published in the 
Medicare Program Integrity Manual (PIM) pertaining 
to either pre-payment or post payment review, there is 
clear guidance that the contractor may use any informa-
tion deemed necessary to make a pre-payment or post-
payment claim review determination (Pub. 100-8, Ch. 3, 
§3.4.1.1). During pre-payment or post-payment review, 
there usually is a request for the provider to submit doc-
umentation to support the claim so this provision does 
not apply. Instead, when documentation is requested, 
the PIM requires that contractors “shall review and give 
appropriate consideration to all documentation that is 
provided,” (Ibid. §3.4.1.2). This provision expressly pro-
vides (emphasis added):

“Documentation provided for pre- or post-payment 
medical review shall support the medical necessity of 
the item(s) or service(s) provided. The treating physician, 
another clinician or provider, or supplier may supply this 
documentation. This documentation may take the form 
of clinical evaluations, physician evaluations, consulta-
tions, physician letters, or other documents intended to 

record relevant information about a patient’s clinical 
condition and treatment(s).

“The date that an individual document was created, 
or the creator of a document is not the sole deciding 
factor in determining if the documentation supports the 
services billed.

“In instances where medical necessity is not supported 
by contemporaneous information in physician progress 
notes, physician progress notes shall be the determin-
ing factor. In instances where documentation is provided 
in lieu of contemporaneous progress notes, contractors 
shall determine if the documentation is sufficient to 
justify coverage.”

In the context of your question, when certain information 
is not in the contemporaneous notation for the service 
in question, but is reliably contained within an earlier 
record establishing the basis for a care plan of which the 
audited treatment or service is a part, it appears the car-
rier is required to consider “relevant information about a 
patient’s clinical condition and treatment(s)” to determine 
if the documentation as a whole is “sufficient to justify 
coverage.” Unfortunately, this does not always occur; 
however, such a hyper-technical basis for denial can often 
be overturned in the appeal process. Recognizing that 
such technical analysis often occurs, providers should 
consider incorporating by reference the information 
in the earlier document (by date and content) to avoid 
unnecessary duplication of information, as well as avoid 
unnecessary denials. 

Michael Miscoe has a bachelor’s of science degree from 
the U.S. Military Academy and a juris doctorate degree 
from Concord Law School. He is the president of Prac-
tice Masters, Inc., a current member of the AAPC Legal 
Advisory Board, and is admitted to the Bar in the state 
of California as well as to the practice of law before the 
U.S. District Courts in the Southern District of California 
and the Western District of Pennsylvania. Michael has 

nearly 20 years of experience in health care coding and over 13 years as 
a compliance expert testifying in civil and criminal cases. 

The date that an individual document was 
created, or the creator of a document is not 
the sole deciding factor in determining if the 
documentation supports the services billed.
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Gwendolyn Hicks, CPC Anniston AL
Tinita Maria Jones, CPC Birmingham AL
Amy Nicole Kelley, CPC-P Birmingham AL
Denise Kelley, CPC-P Birmingham AL
Troy Nall, CPC Birmingham AL
Michele D Moseley, CPC Dothan AL
Kimberly Renae Fleming, CPC Eufaula AL
Terri Lynn Parsons, CPC Eufaula AL
Mary J Adair, CPC Goodwater AL
Dianne Greene, CPC, CPC-H McCalla AL
Tracie L Wymer, CPC Opelika AL
Betsy L Elvington, CPC Phenix City AL
Dawn J Davis, CPC Prattville AL
Janice Harvey, CPC Syracuse AL
Britany M Scheeren, CPC Wetumpka AL
Donna Wilson, CPC Wetumpka AL
Vicki Ena Adcock, CPC Hot Springs AR
Amy Van Pelt, CPC Little Rock AR
Yolanda J Burger, CPC Avondale AZ
Teresa Alderete, CPC Casa Grande AZ
Debra D Taylor, CPC Casa Grande AZ
Shirlene Napelee, CPC Glendale AZ
Mary Krueger, CPC Goodyear AZ
Carrie Riesdorph, CPC Lake Havasu City AZ
Pat Schmacht, CPC Page AZ
Kristy A Montijo, CPC Parker AZ
Carol Ann Schurz, CPC Sacaton AZ
Nemora Lee, CPC Winslow AZ
Mary A Newer, CPC Bakersfield CA
Patricia Sy, CPC Camarillo CA
Anita Washington, CPC Clovis CA
Jill Marie Faulkenberg, CPC Escondido CA
Kathy Chavez, CPC Hawthorne CA
Velma L Alexander, CPC La Mesa CA
Mercy Camacho, CPC Lompoc CA
Evonne M Ohrel, CPC Oceanside CA
Kathleen Callahan, CPC Orange CA
Maria Grace Morabe, CPC Oxnard CA
Natasha Carol Miller, CPC Sacramento CA
Marianne Leslie Palmer, CPC  
San Luis Obispo CA
Catherine Lee Pribil, CPC San Marcos CA
Rosey Bramsen, CPC Santa Ynez CA
Jennifer Nicole Kremen, CPC Truckee CA
Loredana Chiriac, CPC Victorville CA
Peymaneh Rezaie, CPC West Hills CA
Emilia Milewicz, CPC West Hartford CT
Lidia T De Azevedo, CPC, CPC-H 
Woodbridge CT
Jaimy Pinheiro, CPC Boca Raton FL
Sherry Moss, CPC Coral Springs FL
Aixa M Molina, CPC Gainesville FL
Shannon Kress, CPC Groveland FL
Carin Castillo, CPC Haverhill FL
Yissel Cruz, CPC Hialeah FL
Cynthia Rodriguez, CPC Holly Hill FL
Linda J McNamara, CPC Hollywood FL
Beverly E Owens, CPC Homestead FL
Catherine Stayrook, CPC Jacksonville FL
Ruth E Thompson, CPC Jacksonville FL
Patricia Keaney, CPC Land O Lakes FL
Barbara Knight, CPC Lauderdale Lakes FL
Simone M Fishley-Ewan, CPC Lauderhill FL
MariKristy Barton, CPC Lehigh Acres FL
Michelle Peake, CPC Melbourne FL
Diana Camille Richardson, CPC, CPC-P 
Melbourne FL
Sofia Marta Fernandez, CPC Miami FL
Eduardo Porras, CPC Miami FL
Donna Browne, CPC Orlando FL
Beatrice Dunbar, CPC Orlando FL
Nikita Johnson, CPC Orlando FL
Lisa G Williams, CPC Ormond Beach FL
Marianela Cordova, CPC Oviedo FL
Ana I Benitez-Marrero, CPC Palm Bay FL
Saida P Alvarado, CPC Pompano Beach FL
Mariann Santacroce, CPC Port St Lucie FL
Julie Kagan, CPC Sebastian FL
Martha Zaleuke, CPC Sebastian FL
Holly Brown, CPC St Augustine FL

Sheila Erwin, CPC Tallahassee FL
Kelly Isgette, CPC Vero Beach FL
Brenda Coady, CPC Zephyrhills FL
Angela Price, CPC Atlanta GA
ShaJuanda P Rogers, CPC Atlanta GA
Brenda Lowery, CPC Augusta GA
Pamela Wehunt, CPC Carnesville GA
Tamara Heard-Coleman, CPC-H 
Covington GA
Jane Bruce, CPC Cumming GA
Susie Gravitt, CPC Dawsonville GA
Mary Marilyn Baker, CPC Decatur GA
LaShonda H Wilson, CPC, CPC-H 
Decatur GA
Gwendolyn Bell, CPC Gainesville GA
Ida Denise King, CPC Gainesville GA
Kristina Lynn Ledford, CPC Gainesville GA
Johna L McCray, CPC Gainesville GA
Kenya Lawrence, CPC Lithonia GA
Brandi Lashea Cheek, CPC Lula GA
Pamela Abney, CPC Macon GA
Tiffany Kudlawiec, CPC Murrayville GA
Deidra Pinion, CPC Murrayville GA
Rhonda Stovall, CPC Murrayville GA
Heath Seacrist, CPC Newnan GA
Jacquelyn Kaplan, CPC Roswell GA
Christi G Kirkland, CPC Stockbridge GA
Sandy V Beasley, CPC Tallapoosa GA
Christine L McBee, CPC-H Craigmont ID
Nora Spencer-Trammell, CPC-H 
Craigmont ID
P Darlene Payton, CPC Grangeville ID
Toni Nicole Sickels, CPC-H Grangeville ID
Judith E Vrieling, CPC Grangeville ID
Brandi Jo Wilson, CPC-H Lewiston ID
Tamara Fowler, CPC Peck ID
Judy Moretto, CPC Bartonville IL
Mozella Crowder, CPC Chicago IL
Cindy J Brockett, CPC Creve Coeur IL
Cherie Fieri, CPC Long Grove IL
Gina R Ehrlich, CPC Loves Park IL
Bonita G Boerger, CPC Oak Brook IL
Dawn Michelle Brandt, CPC Pearl City IL
Anne O Craft, CPC St Charles IL
Shannon Ruth Riese, CPC Washington IL
Kathy H Crampton, CPC Woodridge IL
Sandra Dee Carroll, CPC Fort Wayne IN
Tracie Lee Burke, CPC Lawrenceburg IN
Robin Renee Hightower, CPC Paragon IN
Kris Norman, CPC Reelsville IN
Kristina Finch, CPC Richmond IN
Cynthia Carol Cooley, CPC-H Fort Scott KS
Roberta Telles, CPC Lenexa KS
Sandra J Rush, CPC Oberlin KS
Frances Oberley, CPC Olathe KS
Amber Seymour, CPC Tonganoxie KS
Jennifer Jill Burget, CPC Topeka KS
Stacey Marie Baxter, CPC Bowling Green KY
Sladjana Veletanlic, CPC Bowling Green KY
Melony Reed, CPC Florence KY
Pamela D Faulkner, CPC Foster KY
Lisa M Butler, CPC Independence KY
Krystal Glover, CPC Amite LA
Kenya Brown, CPC Baton Rouge LA
Tim Thibodeaux, CPC-P Baton Rouge LA
Angie Holden, CPC Gonzales LA
Pamela Lockett, CPC Gonzales LA
Mary S Vitrano, CPC Kenner LA
Tobie Sullivan, CPC Pride LA
Jamie Kling, CPC Saint Amant LA
Kerry MacDonald, CPC Attleboro MA
Robin Cremin, CPC-H Chelsea MA
Anthony Prince Jones, CPC Joppa MD
Alice R Bethea-Jackson, CPC Owings Mills MD
Jennifer L Jerez, CPC Pasadena MD
Tara Young, CPC Buxton ME
Rosanna V Caswell, CPC-H Damariscotta ME
Christie Ann Chamberland, CPC Durham ME
Marie Johnson, CPC Hampden ME
Sherrie Daigle, CPC Lincoln ME

Maryann Anderson, CPC Norridgewock ME
Melissa Morrison, CPC Bay City MI
Julie E Vargo, CPC, CPC-H Cass City MI
Sharon Edwards, CPC Detroit MI
Donna Bauby, CPC-P Fowlerville MI
Rebecca Cochran, CPC Grand Blanc MI
Julianna Cavanaugh, CPC Grand Rapids MI
Melissa Chura, CPC Grand Rapids MI
Joy Spencer, CPC Grand Rapids MI
Marilyn D Beckwith, CPC Hastings MI
Susan B Huver, CPC Hastings MI
Darcie Valentine, CPC Lapeer MI
Lisa Birchmeier, CPC Milan MI
Janet Leineke, CPC-H, CIRCC Mt Pleasant MI
Jean Wenger, CPC Niles MI
Mary Black, CPC Orchard Lake MI
Sandra L Peirsel, CPC Shelby Township MI
Rachel Lee, CPC Apple Valley MN
Anita Marie Zimmer, CPC Arden Hills MN
Kathleen S Elorriaga, CPC Saint Bonifacius MN
Julie A Keane, CPC Waseca MN
Lynette L Sekarski-Budding, CPC Arnold MO
Kristin Rose South, CPC Creve Coeur MO
Stacey Bailey, CPC Independence MO
Theresa Aquino-Kessler, CPC Lees Summit MO
Orpha Darlene Greene, CPC Pineville MO
Jennifer Lee French, CPC-H Springfield MO
Vanessa Lynn Montileone, CPC Springfield MO
Jeanne M Stockam, CPC Springfield MO
Rose Murphy, CPC St Louis MO
Pam Tennyson, CPC-H Ackerman MS
Cindy S Clovis, CPC Great Falls MT
Tamara Shepherd Meyer, CPC Belmont NC
Elizabeth J Kane, CPC Cary NC
Nekesia Parker, CPC Cary NC
Sharon R Rodney, CPC Cary NC
Darleen Scott Wilcox, CPC Cary NC
Deidre H Coleman, CPC Charlotte NC
Yiriliam Fernandez, CPC Charlotte NC
Torey Bronson, CPC Garner NC
Tammy Guffie, CPC Gastonia NC
Maria G Jandrasits, CPC Greensboro NC
Denise C Bowen, CPC, CPC-H Indian Trail NC
LaToya Theresa Thomas, CPC Jacksonville NC
Preecha Bhotiwihok, CPC Kinston NC
Heather Masters, CPC Leicester NC
Joanne Moser, CPC Matthews NC
Tiffany Keller, CPC Mount Holly NC
Julie L Willis, CPC Oak Ridge NC
Kara Steadman, CPC Statesville NC
Erin Thornton, CPC Waynesville NC
Fanetta Ann Bryant, CPC Winston-Salem NC
Michelle Deniece McMiller, CPC  
Winston-Salem NC
Julie E Yanish, CPC Minot ND
Theresa De Iasi, CPC Hazlet NJ
Anita Dyer Luckie, CPC Maple Shade NJ
Lynne Elliott, CPC Millville NJ
Deborah Ann Schofield, CPC Newton NJ
Dina M Furlong, CPC Sewell NJ
Cheryl Cordero, CPC Rio Rancho NM
Misty L Fleming, CPC Rio Rancho NM
Ann Doucette, CPC Reno NV
Sara Stokes, CPC Reno NV
Anita Willrich, CPC-H Reno NV
Maria Koveos, CPC Astoria NY
Constance Russell, CPC Bronx NY
Dana Jernigan, CPC Far Rockaway NY
Suzanne I Barnes, CPC Fresh Meadows NY
Robin Dixon, CPC Grand Island NY
Matthew S Stella, CPC Hartsdale NY
Lynn Deforest, CPC Norwich NY
Neelawattie Sewpersaud, CPC Ozone Park NY
Dawn VanHaneghan, CPC Palmyra NY
Dian G Nesbeth, CPC Riverdale NY
Ellen Eccleston, CPC, CPC-H, CPC-P 
Rochester NY
Augusta Vignone, CPC Staten Island NY
Meeae Cho, CPC Syosset NY
Omayra E Benitez, CPC Thiells NY

Pamela Thornton, CPC, CPC-H 
Voorheesville NY
Amanda Foster, CPC West Stockholm NY
Patricia Kay Brown, CPC Amelia OH
Shari L. Stalder-Ferguson, CPC Athens OH
Holly Ann Spangler, CPC Bainbridge OH
Brenda S Wray, CPC Bellville OH
Jessica King, CPC Belpre OH
Kristy Leigh Rodecker, CPC, CPC-H 
Berlin Heights OH
Jenny Lee Muse, CPC Cincinnati OH
Rosemarie Drew, CPC Cincinnati OH
Darla R Renzenbrink, CPC Cincinnati OH
Sharon Pollock, CPC Cincinnati OH
Darlene M Shutts, CPC Cutler OH
Pamela J Duncan, CPC Indian Springs OH
Colette Glatzhofer, CPC, CPC-H Medina OH
Shelley Marie Telshaw, CPC Niles OH
Cheryl Pohorence, CPC North Ridgeville OH
Amanda Marie Simmonds, CPC Oak Hill OH
Donna Perfetti, CPC Perry OH
Debbie Jane Cook, CPC Stout OH
Carla Campbell, CPC Struthers OH
Phyllis Davis, CPC Youngstown OH
Mary Nell Gray, CPC-H Ada OK
Darlene J Howsen, CPC Broken Arrow OK
Tamra Kay Moss, CPC-H, CIRCC Moore OK
Pam Parker, CPC Mustang OK
Deborah M Grimes, CPC Skiatook OK
Cynthia Skepton, CPC, CPC-H Banks OR
Nicole Delgadillo, CPC Klamath Falls OR
Amber Harris, CPC Silverton OR
Joan Misenko, CPC Bensalem PA
Ana M Rodrigues-Lopes, CPC 
East Providence RI
Deborah J Phillips, CPC-H Aiken SC
Amanda P Edwards, CPC Simpsonville SC
Michelle Newman Songer, CPC Sumter SC
Pamela Newman Smith, CPC Sumter SC
Betty Jo White, CPC-P Turbeville SC
Haley Ridings, CPC Knoxville TN
Lisa Anna Cutlip, CPC Lancing TN
Rhonda Latrice Prowell, CPC Nashville TN
Stephanie Randolph, CPC Oliver Springs TN
Tammara Novak, CPC Amarillo TX
Susan Sankey, CPC Bulverde TX
La Tonya D Foster, CPC-H Caldwell TX
Barbara Sullenbarger, CPC Chandler TX
Tokethia N Watson, CPC Dallas TX
Lisette Morales, CPC Garland TX
Blanca Estela Herrera, CPC, CPC-H, CPC-P 
Hereford TX
Edith K Ballard, CPC-H Houston TX
Wilena M Grayer, CPC, CPC-H Houston TX
Anita Warrington, CPC Kerrville TX
Linda Weaver, CPC Lubbock TX
Marcelina Hazlewood, CPC New Braunfels TX
Sophie Ann Ferran, CPC San Antonio TX
Beverly Gudgel, CPC Sherman TX
Regina Gail Kirven, CPC Sunnyvale TX
Gina Renee Ridings, CPC Wylie TX
Rachel Butterfield, CPC Centerville UT
Kat Durrant, CPC Layton UT
Sheri Lawrence, CPC Layton UT
Candace Knouse, CPC Orem UT
Terrisa Ashley, CPC Riverton UT
Cortney Larson, CPC Salt Lake City UT
Victoria Tuchinsky, CPC Salt Lake City UT
Carla Vandever, CPC Salt Lake City UT
Edward Loeser, CPC Sandy UT
ReNia Bingham, CPC Smithfield UT
Elizabeth Ashby, CPC Spanish Fork UT
Michelle Soto, CPC West Valley City UT
Robin Denise Barber, CPC Front Royal VA
Francine Rampe, CPC, CPC-H 
Essex Junction VT
Heather Cromwell, CPC Bonney Lake WA
Jeri Anderson, CPC Seattle WA
Ila Myers, CPC Spokane WA
Susan Pearl Hansel, CPC Appleton WI

Lorelee Rodriguez, CPC Bay View WI
Sharon Sadler, CPC Beloit WI
Robin Dasko, CPC Fox Point WI
Kathleen Bundo, CPC Janesville WI
Janice Kendrick, CPC Huntington WV

April Casady, CPC-A Andalusia AL
Victoria Martin, CPC-A Birmingham AL
Nancy Brooks Miller, CPC-A Dothan AL
Stephany Bulger, CPC-A Florala AL
Erin Lori McGowin, CPC-A Marbury AL
Shannon Vontayne Smith, CPC-A 
Maylene AL
Elizabeth H Harris, CPC-A Pansey AL
Tammy M Webb, CPC-A Tallassee AL
Aimee Agee, CPC-A Tanner AL
Sonya Hurd, CPC-A Bella Vista AR
Sandi Levart, CPC-A Benton AR
Melissa Kay Zavadil, CPC-H-A Bismarck AR
Markita Jacobs, CPC-A Fayetteville AR
Carrie Dixon, CPC-A Rogers AR
Debbie S McFadin, CPC-A Siloam Springs AR
Radena Jae Garcia, CPC-A Springdale AR
Martina Maria Musser, CPC-A El Mirage AZ
Bryan Craig Stephens, CPC-A Gilbert AZ
Darlynn Marie Stephens, CPC-A Gilbert AZ
Lynn Mccleary, CPC-A Glendale AZ
Stacy Northey, CPC-A Litchfield Park AZ
William F Soldavini, CPC-A Phoenix AZ
Sarah L Lee, CPC-A Queen Creek AZ
Gary Robert Belanus, CPC-A Sun City AZ
Katie Massman, CPC-A Sun City AZ
Lori Esh, CPC-A Surprise AZ
Robin Kern, CPC-A Tucson AZ
Jennifer L Olney, CPC-A Tucson AZ
Keineth A Pentland, CPC-A Tucson AZ
Stephanie Lyn Rodriguez, CPC-A 
Anaheim CA
Wan-Lien Maggie Kao, CPC-A Arcadia CA
Nieves Carmona, CPC-A Baldwin Park CA
Renee Burt, CPC-A Camarillo CA
Margaret B Dodough, CPC-A Canoga 
Park CA
Maria Carmen Yarbrough, CPC-A Castro 
Valley CA
Alice I Rodriguez, CPC-A Concord CA
Jan Mcwilliams, CPC-A Discovery Bay CA
Myra Pedrosa Megino, CPC-A Fremont CA
Michele M. Durham, CPC-A Fresno CA
Anthony James White, CPC-A Fullerton CA
Alexis Dale Manuel, CPC-H-A Hayward CA
Hanna Nguyen, CPC-A Huntington Beach CA
Alice Mcelfresh, CPC-A Livermore CA
Sherry Lynn Blount, CPC-A Los Angeles CA
Maria Luisa Romero, CPC-A Los Angeles CA
Marie Claire Baldonado, CPC-H-A 
Millbrae CA
Mallory LaBarbera, CPC-A Modesto CA
Margaret Olvera, CPC-A Modesto CA
Shantae Cole, CPC-A Moreno Valley CA
Brendan Bailey, CPC-A Newport Beach CA
Grace Nglee, CPC-A North Hills CA
Tonya Nicolas, CPC-A Norwalk CA
Vicky Hopper, CPC-A Oceanside CA
Debra J Bahr, CPC-A Pleasant Hill CA
Elsa Bayani, CPC-A Reseda CA
Susan Flores-Doud, CPC-A Rodeo CA
Jeff D Carmona, CPC-A Roseville CA
Quetta Baldridge, CPC-A Sacramento CA
Shela Marie Hale, CPC-A Sacramento CA
Jacquese Dominique Heatley, CPC-A 
Sacramento CA
Rachel Wilcox, CPC-A Saugus CA
Julia Honda, CPC-A Torrance CA
Stuart Fedderson, CPC-A Truckee CA
Gregg Mackenzie Hansen, CPC-A  
Union City CA
Vanessa Cruz, CPC-A Walnut Creek CA

Janet M Hicks, CPC-A Yorba Linda CA
Diana Stewart, CPC-A Bridgeport CT
Lindsay Young, CPC-A Enfield CT
Joyce A Linton-Asermely, CPC-A 
Killingworth CT
Mallory L Domeracki, CPC-A Milford CT
Lois Silver, CPC-A Morris CT
Wendy Borowy, CPC-A Oxford CT
Kathleen R Balcom, CPC-A Waterbury CT
Mary Gonzalez, CPC-A Waterbury CT
Alyssa Rose Izzo, CPC-A Waterbury CT
Alana Jane Moore, CPC-A Waterbury CT
Cindy M Cole, CPC-A Watertown CT
Kenneth J McCrohan, CPC-A Woodbury CT
Molly Hall, CPC-A Newark DE
Zoe J Hengel, CPC-H-A Boca Raton FL
Allison Boggs, CPC-A Cape Coral FL
Tricia Richey, CPC-A Cape Coral FL
Victoria Sprinkle, CPC-A, CPC-H-A 
Cape Coral FL
Jacqueline McDougald, CPC-A 
Cocoa Beach FL
Erika Rodriguez, CPC-A Ft Myers FL
Katrina Frey, CPC-A Ft Myers FL
Heather Cavin, CPC-A Gainesville FL
Deborah L Williams, CPC-A Graceville FL
Tina Lynn Lewis, CPC-A 
Green Cove Springs FL
Alina Vaquero, CPC-A Hialeah FL
Claretha Best, CPC-A Jacksonville FL
Michelle Sheffield, CPC-A 
Jacksonville Beach FL
Deborah Barnes, CPC-A Kissimmee FL
Carmen Berrios, CPC-A Kissimmee FL
Katerin Berrios, CPC-A Kissimmee FL
Carmen Bonilla, CPC-A Kissimmee FL
Carmen Gonzalez, CPC-A Kissimmee FL
Charleen Linares, CPC-A Kissimmee FL
Elsa Tejada, CPC-A Kissimmee FL
Ulric Wilkie, CPC-A Kissimmee FL
Jennie Harmon, CPC-A Lakeland FL
Pamela Musgrave, CPC-A Lakeland FL
Phyllis Norfolk, CPC-A Lakeland FL
Heather Lynn Wood, CPC-A Lakeland FL
Crystal Veldt, CPC-A Lantana FL
Donna Marie Powell, CPC-A Lauderhill FL
Susan Rose, CPC-A Merritt Island FL
Yan Shao, CPC-A Miami FL
Petta-Gay Marilyn Lawton, CPC-A 
Miramar FL
Teneka James, CPC-A Ocala FL
Katie Heatherman, CPC-A Ocoee FL
Riordan C Dowrich, CPC-A Orlando FL
Tamela L Hunter, CPC-A Orlando FL
Judith Nieves, CPC-A Orlando FL
Lisa Palmer, CPC-A Orlando FL
Latonya Pierre, CPC-A Orlando FL
Danielle J Reed, CPC-A Orlando FL
Deysha Rivera, CPC-A Orlando FL
Arleen Rodriguez, CPC-A Orlando FL
Katie Shinew, CPC-A Orlando FL
Sandra Sterling, CPC-A Orlando FL
Stacey Valentin, CPC-A Orlando FL
Francine Voje, CPC-A Pinsacola FL
Jane Colvin, CPC-A Port St. John FL
Diana Marini, CPC-A Sebastian FL
Brenda Schendel, CPC-A St Cloud FL
Breanna Carr, CPC-A Summerfield FL
Stacy-Ann Roberts, CPC-A Sunrise FL
Maria Esther Castellanos, CPC-A Tampa FL
Sheri Niego, CPC-A Tampa FL
Cassandra Jean Rhoads, CPC-A Tampa FL
Maria Zayas, CPC-A Tampa FL
Sarah Elizabeth Blevins, CPC-A Tavares FL
David Kopec, CPC-A Titusville FL
Julia Middlehurst, CPC-A Titusville FL
Anne-Marie Olka, CPC-A Titusville FL
Mary Kay Staton, CPC-A Viera FL
Nancy Katherine McClaughry, CPC-A 
Winter Haven FL

Apprentices

newly credentialed members
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Terri Lee, CPC-A Atlanta GA
Margaret L Dalisay, CPC-A Bellflower GA
Kristi O Nesmith, CPC-A Bonaire GA
Kimberly Brackett, CPC-A Dallas GA
Tara Clark, CPC-A Dallas GA
Wanda Ruff, CPC-A Dallas GA
Fayette Scandrett, CPC-A Dallas GA
Christy Wisener, CPC-A Dallas GA
Jyothi Lolabattu, CPC-H-A Duluth GA
Chasity Freeman, CPC-A Kennesaw GA
Ben Strickland, CPC-A Leesburg GA
Nakita S Rucker, CPC-A Lithonia GA
Joanna Carter, CPC-A Locust Grove GA
Amanda Rae Stoops, CPC-H-A Loganville GA
Jennifer Lozano, CPC-P-A Mableton GA
Teresa Ann Musselwhite, CPC-A Macon GA
Joan Donnelly, CPC-A Marietta GA
Robin Gwinn, CPC-A McDonough GA
Kimberly Warner, CPC-A Morrow GA
Julie Ifkovits, CPC-A Newnan GA
Savanna Maudell Rowe, CPC-A Oakwood GA
Beth Alsobrook, CPC-A Rockmart GA
Teresa Hembree, CPC-A Rockmart GA
Ruchi Desai, CPC-A Stockbridge GA
Angela Thomas, CPC-A Stockbridge GA
Carrie Hicks, CPC-A Temple GA
Stacy Farrill, CPC-A Tyrone GA
Angela Wyatt, CPC-A Villa Rica GA
Teresa Lutostanski, CPC-A White GA
Candace L Wolters, CPC-A Ewa Beach HI
Maricel Patoc, CPC-A Honolulu HI
Melisa Ingram, CPC-A Kapaa HI
Julie Henderson, CPC-A Boise ID
Jitrudee Paoheng, CPC-A Boise ID
Mary Payne, CPC-A Boise ID
Michelle Green, CPC-A Eagle ID
Lori D Swanson, CPC-A Belvidere IL
Melissa Silva, CPC-A Chicago IL
Becky L Reece, CPC-A Dixon IL
Janice I Miller, CPC-A East Peoria IL
Tracy L Blackman, CPC-A Groveland IL
Elaine C McPherson, CPC-A  
Hoffman Estates IL
Jacqueline Aleta Morse, CPC-A  
Hoffman Estates IL
Kristen Vandervort, CPC-A  
Machesney Park IL
Yvonne Hauschildt, CPC-A Marengo IL
Janet Oesterreich, CPC-A Matteson IL
Darlene D Modelski, CPC-A Northfield IL
Sara Sue Persian, CPC-A O'Fallon IL
Ketana M Thakker, CPC-A Palatine IL
Alison M Bogaerts, CPC-A Peoria IL
Melissa Marie Booker, CPC-A Rockford IL
Kalisha Leann Hall, CPC-A Rockford IL
Jill Marie Kolb, CPC-A Rockford IL
Shannon Marie Pumilia, CPC-A Rockford IL
Jennifer A Smith, CPC-A Rockford IL
Sarah Justine Alexander, CPC-A Roscoe IL
Samantha Nicole Tighe, CPC-A Roscoe IL
Erin N Appenzeller, CPC-A Springfield IL
Julie M Goff, CPC-A Springfield IL
Ruthanne Berniece Jackson, CPC-A 
Springfield IL
Ashley Y Stapleton, CPC-A Springfield IL
Kari L Woodard, CPC-A Springfield IL
Christine A Wilson, CPC-A Stillman Valley IL
Jessica L Brown, CPC-A Sycamore IL
Jennifer Sinodinos, CPC-A, CPC-H-A 
Tinley Park IL
Christine Mercer, CPC-A Woodstock IL
Christine Pfefferkorn, CPC-A Auburn IN
Jessica Pfieffer, CPC-A Beech Grove IN
Sherri Kuhn, CPC-A Cambridge City IN
Jennifer Hardin, CPC-H-A Charlestown IN
Debra Kay Striker, CPC-A Fort Wayne IN
Erin Waters, CPC-A Gary IN
Tami Blanton, CPC-A Huntertown IN
Aisha Bowie, CPC-A Indianapolis IN
Whitney Durnil, CPC-A Indianapolis IN
Ginger Renee King, CPC-A Indianapolis IN
Jaymee G Melkey, CPC-A Indianapolis IN
Erica Tyler, CPC-A Indianapolis IN
Peggy Collins, CPC-A Lexington IN
Kayla Diane Griffin, CPC-A Memphis IN
Dacia Foster, CPC-A Plainfield IN
Heather Nice, CPC-A Salem IN
Jeannine Kinzler, CPC-A Terre Haute IN
Patty Horton, CPC-A Sedan KS

Tawnya Louise Dunlavy, CPC-A Wichita KS
Rebecca Anne Enterline, CPC-A Wichita KS
Claudia C Gutierrez, CPC-A Wichita KS
Dottie Lynn Hausmann, CPC-A Wichita KS
Julia Kim So, CPC-A Wichita KS
Claire Louise Wood, CPC-A Wichita KS
Lisa Lynn Downs, CPC-A Bardstown KY
Desiree Tackett, CPC-A Burlington KY
Cari-Lynn Horn, CPC-A Crestwood KY
Sheila H Weihe, CPC-A Crestwood KY
Jerri L Payne, CPC-A Ft Thomas KY
Kim Johnson, CPC-H-A Greensburg KY
Kelley Lynn Hoff, CPC-A La Grange KY
Tina Tackitt, CPC-A Lawrenceburg KY
David Seligman, CPC-A Lexington KY
Rebecca Sue Basham, CPC-A Louisville KY
Leah Henschel, CPC-A Louisville KY
James Iler, CPC-A Louisville KY
Amy Johnson, CPC-A Louisville KY
Jacquelyn Frances Locke, CPC-A 
Louisville KY
Shannon Marie Miller, CPC-A Louisville KY
Jasper L Stewart, CPC-A Louisville KY
Tiffany Monet Vaughn, CPC-A Louisville KY
Cheryl Gabehart, CPC-A Mount Washington KY
Shirley W East, CPC-A Nicholasville KY
Laura Odenbach, CPC-A Prospect KY
Mary T Hill, CPC-A Russell Springs KY
Tanya Renee King, CPC-A Shelbyville KY
Michelle Crowe, CPC-A Tompkinsville KY
Ruby Lou Davis, CPC-A Tompkinsville KY
George Dansker, CPC-A New Orleans LA
Eileen Leblanc, CPC-A Beverly MA
Susan Rios, CPC-A Lawrence MA
Tammy Mullin, CPC-A Malden MA
Lynne White, CPC-A Peabody MA
Christina Walsh, CPC-A Pembroke MA
Lisa Lima, CPC-A Rehoboth MA
Diana Lynn Overton, CPC-A Townsend MA
Smita Deepak Dandgaonkar, CPC-A  
Nasik Maharashtra
Geetanjali Balasaheb Deshmukh, CPC-A 
Nasik Maharashtra
Laxmikant Hemant Dhotre, CPC-A  
Nasik Maharashtra
Pooja Tapan Sarkar, CPC-A  
Nasik Maharashtra
Vijay Pralhad Tiwari, CPC-A  
Nasik Maharashtra
Laury Page Eberhard, CPC-A Annapolis MD
Devorah Juravel, CPC-A Baltimore MD
Dianne Defusco, CPC-A Bowie MD
Carmen McCarty, CPC-A Bowie MD
Margaret L Walls, CPC-A Churchton MD
Shaheen Halim, CPC-A Columbia MD
Melody A Sterling, CPC-A Crownsville MD
Folashade Faderin, CPC-A Ellicott City MD
Irena Head, CPC-A Ellicott City MD
Danielle Nicole Barnes, CPC-A Essex MD
Nancy Jo Hoenstine, CPC-A Frederick MD
Trina Madani, CPC-A Kingsville MD
Tara Jeanne Clary, CPC-A Knoxville MD
Roberta L White, CPC-A Albany Twp ME
Michelle Klam, CPC-A Bangor ME
Dawn Small, CPC-A Bangor ME
Linda Cantara, CPC-A Biddeford ME
Debra Davis, CPC-A Brewer ME
Terri Caouette, CPC-A Brunswick ME
Carol Dean, CPC-A Carmel ME
Stephanie Collins, CPC-A Hudson ME
Sherri Angelo, CPC-A Lebanon ME
Jeanette Sprogis-Lajoy, CPC-A Oakland ME
Susan E Rowe, CPC-A Vassalboro ME
Gwen Hill, CPC-A Winterport ME
Nancy Ann Fleury, CPC-A Berkley MI
Susan Tack, CPC-A Brighton MI
Sharon L Mears, CPC-A Charlotte MI
Lucinda Wheaton, CPC-A China Twp. MI
Dirice R McAvoy, CPC-A Clinton Township MI
Carol A Kroska, CPC-A Flushing MI
Kortney Mynique Heard, CPC-A  
Grand Rapids MI
Michael Richard Sanford, CPC-A  
Grand Rapids MI
Diane Cole Eddington, CPC-A Holland MI
Mary Sawdon, CPC-A Lapeer MI
Janeen Gilbert, CPC-A Lincoln Park MI
Mariann Strauch, CPC-A Livonia MI
Kathryn Williams, CPC-A Livonia MI

Maryann Baiardi, CPC-A Novi MI
David Eckel, CPC-A Plymouth MI
Abril Constancio, CPC-A Pontiac MI
Catherine Carlton, CPC-A Redford MI
Ashley Gibson, CPC-A Redford MI
Jocelyn Garcellano, CPC-A Romulus MI
Katherine S Meis-Plank, CPC-A  
Shelby Twp MI
Dana Petrovski, CPC-A Southgate MI
Kathy Ann Upton, CPC-A Sparta MI
Jennifer Patterson, CPC-A Warren MI
Virginia I Borges, CPC-A Waterford MI
Nancy A Gilboe, CPC-A Waterford MI
Jessica Anne Bender, CPC-A Wyoming MI
Duane E Sanders, CPC-A Ypsilanti MI
Brianne Southworth, CPC-A Faribault MN
Dannyelle Caron, CPC-A Faribult MN
Vicky Seely, CPC-A Madison Lake MN
Jessica Dammann, CPC-A Mankato MN
Barbara Lamont, CPC-A Mankato MN
Ansley Debra Cox, CPC-A Ballwin MO
Jessica Stevens, CPC-A Ballwin MO
Barbara Ann Rohlic, CPC-A  
Bonne Terre MO
Brook Jena Leverich, CPC-A Dittmer MO
Deanna L Marcell, CPC-A Edgerton MO
Danielle Elizabeth Duffield, CPC-A 
Fenton MO
Cassandra Ann Miller, CPC-A Festus MO
Howard J Levinson, CPC-A Florissant MO
Kaci Marie Lally, CPC-A Herculaneum MO
Heather Kaye McEvoy, CPC-A High Ridge MO
Steven Michael Ortega, CPC-A  
House Springs MO
Kathleen Marie Day, CPC-A Imperial MO
Kari Phyllis Follmer, CPC-A Imperial MO
Malinda Kay Davids, CPC-A Joplin MO
Norman Buescher, CPC-A Kansas City MO
April Lynn Imbrogno, CPC-A Kansas City MO
Capri Klug, CPC-A Kansas City MO
Traci Manis, CPC-A Kansas City MO
Jennifer Parris, CPC-A Kansas City MO
Elizabeth K Tuschhoff, CPC-A Leslie MO
Jonathan Eric Venter, CPC-A Neosho MO
Betty J Weisler, CPC-A St Louis MO
Nancy C Junge, CPC-A St Peters MO
Kathleen P Metz, CPC-A St Charles MO
Jennifer Michele Tate, CPC-A St Louis MO
Sheila Renee Kyle, CPC-A Stockton MO
Angie Renee Lowry, CPC-A Blue Mountain MS
Amelia Elizabeth Wallace, CPC-A 
Caledonia MS
Janet Marie Jackson, CPC-A Falkner MS
Tonya Michelle Rodgers, CPC-A Falkner MS
James A Buchanan, CPC-A Hattiesburg MS
Chancie Sha'Ree Kreger, CPC-A Laurel MS
Anita Beth Mccrary, CPC-A Moss Point MS
Amy Lynn Brock, CPC-A Ripley MS
Amanda Jean Mason, CPC-A Ripley MS
Santana Danielle Simmons, CPC-A 
Ripley MS
Ashley L Smith, CPC-A Ripley MS
Tiffany Nicole Lamar, CPC-A Sardis MS
Gardenia Davis, CPC-A Charlotte NC
Ruth Wilkinson, CPC-A Charlotte NC
Cariann Rounsifer, CPC-A Concord NC
Sandra Taylor, CPC-A Franklinton NC
Juliet Dike, CPC-A Garner NC
Teresa Huskins, CPC-A Gastonia NC
Matthew Alan Knight, CPC-A Gastonia NC
Phyllis Haynes, CPC-A Gibsonville NC
Matthew Hodges, CPC-A Harrisburg NC
Kathryn L Dennison, CPC-A Indian Trail NC
Katheleen Sue Eberle, CPC-A Kannapolis NC
Katherine Horne Edwards, CPC-A 
Lewisville NC
Jamye D Exton, CPC-A Lincolnton NC
Anne Marie Estep, CPC-A Monroe NC
Cristin Hansen, CPC-A Raleigh NC
Jo Miller, CPC-A Statesville NC
Nicole Clark, CPC-A Wake Forest NC
Vera Francis, CPC-A Wilmington NC
Robin Marcotte, CPC-A Concord NH
Karen Lomeli, CPC-A Derry NH
Rebecca Watkinson, CPC-A Manchester NH
Laura Hollabaugh, CPC-A New Boston NH
Jamie Sedeyn, CPC-A Cedarville NJ
Athena Kumar, CPC-A Clementon NJ
Jennifer Coburn, CPC-A Collingswood NJ

Robert H Chang, CPC-A Dumont NJ
Julie Ma, CPC-A Dumont NJ
John Levins, CPC-H-A Garwood NJ
Girolmina Galassi, CPC-A Hopatcong NJ
Phyllis Vanaman, CPC-A Leesburg NJ
Alexandra Michelle Rucereto, CPC-A 
Newton NJ
Deborah Ellen Walker, CPC-A Ocean City NJ
Mohan Lokanadham, CPC-A Parlin NJ
Khushbu Shah, CPC-A Piscataway NJ
Donna M Mccarron, CPC-A S. Bound Brook NJ
Kelly Cielecki, CPC-A Spring Lake Heights NJ
Kathleen M Keefe, CPC-A Stanhope NJ
Aneta Avramova, CPC-A Ventnor City NJ
Janet Eagles, CPC-A Wantage NJ
Kate Dwyer, CPC-A Albuquerque NM
Ashley Nguyen, CPC-A Albuquerque NM
Bernice Franchell Taylor, CPC-A Albuquerque NM
Jaime Terrell, CPC-A Albuquerque NM
Tammy Sunderman, CPC-A Chaparral NM
Trudy Buck, CPC-A Las Cruces NM
Lynn Roofener, CPC-A Rio Rancho NM
Shelley Small, CPC-A Las Vegas NV
Nancy A Jones, CPC-A Albany NY
Eugenia L. Thomas, CPC-A Bath NY
Salvatore LaGambina, CPC-A  
Clarence Center NY
Erica Angus, CPC-A Glenham NY
Monique Blake, CPC-A Jamaica NY
Desiree M Rotella, CPC-A Long Beach NY
Elizabeth Mackenzie, CPC-A New York NY
Elizabeth Jeanne Aebischer, CPC-A  
North Tonawanda NY
Janet Marie Tolbert, CPC-A Painted Post NY
David Kraemer, CPC-A Rochester NY
Cathy Reeves, CPC-A Schenectady NY
Loretta A Cable, CPC-A Sidney Ctr NY
Gerald T Dessart, CPC-A Smithtown NY
Cheryl M Haynes, CPC-A  
South Richmond Hill NY
Yelena Debanich, CPC-A Staten Island NY
Jean Ann McGregor, CPC-A Trumansburg NY
Carolyn Wiltsie, CPC-A Trumansburg NY
Melanie M Radcliffe, CPC-A Warners NY
Nancy Meirose, CPC-A Cincinnati OH
Heather Prijatel, CPC-A Cincinnati OH
Rachael Schlensker, CPC-A Cincinnati OH
Deborah J Stidham, CPC-A Cincinnati OH
June Finnegan, CPC-A Loveland OH
Laurie Hibner, CPC-A Mason OH
Theresa Cerny, CPC-A Middlefield OH
Julie Thompson, CPC-A Wakeman OH
Jackie Nussbaum, CPC-A Westerville OH
Aida Delic, CPC-A Westlake OH
Andrene Thompson, CPC-A Broken Arrow OK
Luann Velasco, CPC-A Nowata OK
Shane Simpson, CPC-A Tulsa OK
Jamie Talbot, CPC-A Beaverton OR
Kirsten Schneider-Bailey, CPC-A  
Columbia City OR
Monika Johnson, CPC-A Portland OR
Kristine Renee Karnosh, CPC-A Portland OR
Pamela Pigman, CPC-A Portland OR
Mysti Trujillo, CPC-A Portland OR
Stephanie Ann Wiseman, CPC-A Portland OR
Jason Davis, CPC-A Sheridan OR
Erica Stevens, CPC-A Troutdale OR
Darlene Pressel, CPC-A Woodburn OR
Laurie Ebeck, CPC-A Pittsburgh PA
Leslie Miles, CPC-H-A Port Allegany PA
Robin Mcgee, CPC-A Potts Grove PA
Linda S. Yankovich, CPC-A Sharpsville PA
Elias S Mouawad, CPC-A Pawtucket RI
Dawn M Brown, CPC-A Florence SC
Susan Jackson, CPC-A Sumter SC
Melinda C Newell, CPC-A Ashland City TN
Lola Burke, CPC-A Brentwood TN
Pamela Russell, CPC-A Clinton TN
Linda Nichols, CPC-A Columbia TN
Amanda Faye Edwards, CPC-A Cookeville TN
Andrea Baskette, CPC-A Fairview TN
Mary O'Reilly, CPC-A Goodlettsville TN
Noshielle Pointer, CPC-A Goodlettsville TN
Julie Zeipelt, CPC-A Greenbrier TN
Branden Matheny, CPC-A Hermitage TN
Scheyenne Autumn Welch, CPC-A 
Hermitage TN
Raymond Morley, CPC-A Joelton TN
Tracy Parsons, CPC-A Lawrenceburg TN

Amy Horton, CPC-A McEwen TN
Ebony K Butler, CPC-A Nashville TN
Tandi K Holmes-Archer, CPC-A Nashville TN
Sharlet Panhalkar, CPC-A Nashville TN
Dorothyjean Probst, CPC-A Nashville TN
Angela Kay Roberts, CPC-A Nashville TN
Dana Beaty, CPC-A Pall Mall TN
Brandy Ware, CPC-A Silver Point TN
Sarah Fox, CPC-A Smyrna TN
Teresa Kincade, CPC-A Bonham TX
Miesha Ray, CPC-A Dallas TX
Alison Victor, CPC-A Fort Worth TX
Joshalin Patton, CPC-A Houston TX
Linda J Frank, CPC-A Houston TX
Lina Setyanto, CPC-A Houston TX
Patricia A. Staley, CPC-A Houston TX
Jeanette Peoples, CPC-A Kellet TX
James Lee Taylor, CPC-A Prosper TX
Hilda Hernandez, CPC-A Rockwall TX
Scarlet Trevino, CPC-A Rockwall TX
Hena Hussain, CPC-A San Antonio TX
Heather Valigura, CPC-A Texas City TX
Crystal Ann Lamar, CPC-A Clinton UT
Cherie Cooper, CPC-A Farmington UT
Angela Davis, CPC-A Genola UT
Sherrie Lynn Jordan, CPC-A N. Salt Lake UT
Eraine J Albretsen, CPC-A Salt Lake City UT
June Morgan, CPC-A Salt Lake City UT
Brittanie Draper, CPC-A Sandy UT
Kim Petty, CPC-A Sandy UT
Nora Dean, CPC-A Stansbury Park UT
Jeremy M Glismann, CPC-A Syracuse UT
Robert Carroll, CPC-A Taylorsville UT
Mary L Bruce, CPC-A West Jordan UT
Chelsie Dejong, CPC-A West Jordan UT
Shamara K Polster, CPC-A West Jordan UT
Cherri M Jarvis, CPC-A West Valley City UT
Jahnvi Naik, CPC-A Chantilly VA
Donna Westervelt, CPC-A Falls Church VA
Alison Jean Smith, CPC-A Fort Eustis VA
Sandra Null, CPC-A Manassas VA
Krystal DiGiulio, CPC-A Virginia Beach VA
Vickie Mathers, CPC-A Winchester VA
Cory Logan-Welch, CPC-A Woodbridge VA
Alicia Powell, CPC-A Arlington WA
Robin Sheard, CPC-A Camas WA
Charisse Monique Marshall, CPC-A 
Covington WA
Robyn Maxwell-Paulson, CPC-A  
Port Orchard WA
Susan A Oliver, CPC-A Port Orchard WA
Anna Kharlamov, CPC-A Spokane Valley WA
Amy Sparks, CPC-A Spokane Valley WA
Margaret Anderson, CPC-A Green Bay WI
Angela Whitbeck, CPC-A Hudson WI
Colleen Niederholtmeyer, CPC-A 
Kaukauna WI
Cindy M Meihsner, CPC-A Manitowoc WI
David Van Scyoc, CPC-A Oak Creek WI
Delora Matney, CPC-A Fort Gay WV
Alyssa Stark, CPC-A Huntington WV
Robin Lynn Johnson, CPC-A Hurricane WV
Linda Gale Fetty, CPC-A Kenova WV
Sherry J Roedersheimer, CPC-A 
Parkersburg WV

Charlotte Mills,  
COBGC Tuscaloosa AL

Dorie Newton,  
CPC, CPC-I, CEDC Flagstaff AZ

Drew Alan Dellenbach,  
CPC, CRHC Corona CA

Shahrzad Shafaee,  
CPC, CIRCC Encino CA

Lorraine Sanchez,  
CPC, COBGC Fresno CA

Diana Rose Phelps,  
CPC, CPC-I, CEMC Grand Terrace CA

Katy Rubinov,  
CPC, CHOC Los Angeles CA

Sandra Stevens,  
CPC, CIRCC Newbury Park CA

Kimberly Francis,  
CPC, CIRCC Tracy CA

Olga Avtushko,  
CPC, COBGC West Hollywood CA

Shannon M Tracy,  
CPC, CEMC Delmar DE

Jennifer Carlin Young,  
CPC, CEMC Jacksonville FL

Elizabeth A Marshall,  
CPC, CEMC Chicago IL

Michelle Jubeck,  
CPC, CEMC Freeport IL

Christina L Sowers,  
CPC, CGSC Jewett IL

Marisela G Ray,  
CPC, CIRCC Camby IN

Richelle Beckman,  
CPC, CEMC Lenexa KS

Alana Rae Lockhart,  
CPC, COBGC Morgantown KY

Laurie Comeaux,  
CEDC Lafayette LA

Carolin Collymore,  
CPC, CEMC Roslindale MA

Catherine Hanninen,  
CPC, CPCD Shirley MA

Michelle Lemma,  
CPC, CEDC Baltimore MD

Jennifer Della Zanna,  
CPC, CGSC Columbia MD

Gina L Hobert,  
CPC, CPC-H, CPC-I, CEMC Farmington ME

Katherine Iva Hopkins,  
CPC, CEDC Gorham ME

Rebecca L Spatrisano,  
CPC, CEDC Holt MI

Tammy Marie Anderson,  
CEMC Westland MI

Lori Elizabeth Bronkema,  
CPC, COBGC Zeeland MI

Kimberly Ann Bowen,  
CPC, CFPC Brandon MS

Nancy G Higgins,  
CPC, CIRCC, CPC-I, CEMC Monroe NC

TinaMarie Arlington,  
CPC, CPC-H, CEDC Clarksboro NJ

Leigh Anderson,  
CPC, CFPC Sparks NV

John Frederick Burns,  
CPC, CPC-I, CEMC Gansevoort NY

Leigh Patnode,  
CPC, CASCC Palmyra NY

Vanessa Lynn Radcliffe,  
CPC, CPEDC Collins OH

Amy S McCreight,  
CPC, CEMC Delaware OH

Lynn Stachlowski,  
CPC, CPEDC Clackamas OR

Luz A Cruz-Johnson,  
CPC, CPCD Providence RI

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

JoAnn Sherman,  
CPC, CEMC, CFPC Abilene TX

Amber Nicole Molpus,  
CPC, CIRCC Ogden UT

Terie Lynn Charrette,  
CPC, CPC-H, CEMC Linden VA

Kathleen F Nelson, 

CPC, COSC Burlington VT

Patrick D Mahoney,  
CPC, COSC Williston VT

Leslie K Lutman,  
CPC, CFPC Chehalis WA

Lizabeth Kay Flesher,  
CPC, COSC Spokane WA

Jodene R Kruse,  
CPC, CEMC Marshfield WI

newly credentialed members

Specialties
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added edge

Many professional coders are unaware of the valuable coding 
resource available at our 85,000-plus members’ fingertips. 
AAPC forums are full of coding know-how and a good deal 
of coding problem solving can be accomplished through 
these forums. Forum discussion helps answer questions about 
exams, CEUs, educational events, member benefits, coding 
news, general and specific coding in each area of expertise, 
and local chapters.

If you are unfamiliar with how the AAPC forums work, take 
this article to your computer. We’ll navigate through the 
forums so you can take advantage of the coding resource that’s 
right in front of you.

A Community Answers  
Hard-pressed Coding Problems
You can access the forums on the AAPC Web site by clicking 
the Coding Discussions link on the AAPC homepage (www.
aapc.com). Here you are taken to the AAPC Medical Coding 
& Billing Forums where you can log into your account for full 
access to the forums.

On this page there is a forum navigation bar at the top with 
the links: user control panel (User CP), Forum Rules, fre-
quently asked questions (FAQ), Member List, Calendar, New 
Posts, Search, Quick Links, and Log Out. These will help you 
find information about posting and managing threads, and 
communicating with other coders.

Once you’re logged in, you’ll see the forum threads are cat-
egorized by:

		AAPC Discussions. Here AAPC staff post announce-
ments, reminders, events, and discounts for members 
to comment or ask questions about. You can also dis-
cuss Coding Edge articles, post how to better the AAPC, 
announce events, or generate interest on coding news here.

		Local Chapters. This is a great place to become 
acquainted with other coders in your chapter and find 
local chapter meeting information or post regional ques-
tions here. Talk about things at a local level and have 
private forums with other members in your local chapter.

		Employment. Post your resume, look for jobs, hire a 
consultant, or discuss general employment for coders in 
the Employment thread area.

		Education. Want to know about AAPC exams or have a 
CEU question, stop here for the information.

		Medical Coding. Here is general medical coding post-
ings as well as specialized threads categorized by topics 
such as modifiers, dermatology, ambulatory surgery 
centers (ASCs), cardiology, and family practice; just to 
name a few. Post your pressing medical coding questions 
or share your expertise with other coding professionals 
at the Medical Coding Forums. You can post general 
discussions or post specialty questions for other coders in 
your field. 

		Off Topic. Post threads that aren’t coding related but 
may be of interest to the coding community.

You can easily keep an eye on your private threads and posts 
in the user welcome area under the Log In/Join tab at the top-
right corner of the page.

Thread Like a Pro
Once you become familiar with AAPC forums, you can sub-
scribe to RSS feeds, create voting polls and buttons, use pri-
vate messaging, and add images to your threads.

If you’re knowledgeable and helpful to other coding profes-
sionals in a particular area of coding, you may be rewarded 
and asked to become a moderator in your area of expertise. 
Moderators oversee specific forums. They generally have the 
ability to edit and delete posts, move threads, and perform 
other forum manipulations.

Post at Your Own Risk
This awesome tool is a limitless resource for answering and 
posting anything coding related; however, remember to verify 
any given forum advice with coding and billing resources 
such as coding books, Centers for Medicare & Medicaid Ser-
vices (CMS), payer guidelines, etc. Not everyone who answers 
an AAPC forum question is certified or considered a coding 
expert, so use good judgment before you apply advice out in 
the coding world.

Realize Your Full Potential
AAPC forums are a give and take network of coding knowl-
edge. If you find yourself only posting questions, consider 
answering posts, as well. If you know an answer to someone’s 
post, help that coder. You’ll find the rewards of teaching can 
quickly build your own coding confidence. You’ll be the go-to 
person for coding guidance. 

Michelle A. Dick is senior editor at AAPC.[ ]

By Michelle A. Dick

Stumped by Coding?
Go to AAPC Forums
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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.
Esther: My interest with coding began when 
I worked for patient accounting at our hospi-
tal. We had to verify that the services billed 
were documented in the medical record. I 
loved coding so much that I grabbed any 
opportunities to learn more. When there was 
an opportunity for hospital staff to attend a 
coding training in the U.S. mainland, I took 
it. After the training, I took the certification 
exam and earned my CPC®.

My career has been a combination of patient 
billing, coding, and health financing and 
information. Past positions I’ve had were 
business office manager, health information 

department manager, and remote coder. 
Now, I am chief financial officer. At every 
position, I applied my coding knowledge.

I am an AAPC vendor, bringing in-service 
training and AAPC CEUs to the hospital 
staff. I am very passionate about coding 
education and I was successful in obtaining 
a grant to bring coding education to our 
health information management (HIM) and 
business office staff.

CE: What is your involvement level with 
your local AAPC chapter?
Esther: Like the rest of the U.S., there is 
a growing interest in medical coding at 
our territory. Living in a remote location, 
however, I realize the difficulty in bringing 
coding training to staff at the only hospital 
in the island of Saipan and in the Com-
monwealth of Northern Mariana Islands 
(CNMI), a U.S. protectorate/territory. 

A local chapter was the most practical solu-
tion because it allowed other coders a means 
of networking and it brought workshops 
closer. With the help of Jean Matsushita, 
CPC, of Palmetto Medicare and Kay Boyce 
of AAPC, I learned of someone from Guam 
who was also interested in developing a local 
chapter, Kahiwa Aki, CPC. We connected 
and I accepted the position of 2009 president-
elect for AAPC’s local chapter for Guam and 
the islands of the Northern Marianas.

CE: What has been your biggest chal-
lenge as a coder?
Esther: My biggest challenge as a coder is 
keeping up with the changes and compli-
ance rules. It’s a must to read the monthly 
coding newsletters, EdgeBlast, and especially 
the AAPC Coding Edge.

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?

Esther: Approach him or her. You’d be 
surprised how interested providers get 
when you explain the appropriate way to 
do it. They share the same desire to “code 
it right.” Once I opened that door of com-
munication, I’ve been asked to present at 
staff meetings and hold one-on-one sessions. 
In whatever form of communication you 
choose, be respectful and attentive to the 
physician’s questions and show confidence of 
your skill and knowledge.

CE: If you could have any other job, 
what would it be?
Esther: I’d do what I’m doing now. I love 
to code so I do that in my spare time. I 
also love being an administrator because it 
allows me to help others improve their own 
careers by finding funds and opportunities 
for training. I love to see more coders in 
Saipan, Guam, Tinian, and Rota because 
this is a great career and I want to be part 
of making that happen.

CE: How do you spend your spare time? 
Tell us about your hobbies, family, etc.
Esther: My family loves playing and watch-
ing sports. My oldest son lives in Seattle 
and I love the Seattle Seahawks and Seattle 
Mariners. But even more, I’m a huge fan 
of my children when they play sports in 
Saipan leagues or inter-scholastic games. 
All work must stop to watch them play 
and, on a tropical island, that’s practically 
year-round.

Family time is my favorite time. I am the 
youngest of 13 and hanging out with the rest 
of the Lizama clan is always filled with fun 
times. I strive to mirror that closeness with 
my own family. My husband, Nick, and I 
place our children, Jonathan, Nick, and Juli-
ana, as the priority in our daily lives.

I have been fortunate as a member of our 
modern society to have been given many 
opportunities. My challenge has been to take 
advantage of these opportunities while not 
abandoning my core values and principles. 

Esther Muna, MHA, CPC
Financial Services Administrator, Department of Public Health

Commonwealth of the Northern Mariana Islands
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Physicians expect to be paid for the services they 
provide; however, the reality today is many physi-
cians receive only 35 cents per dollar for performed 
procedures. Accordingly, accurate coding and a skilled 
patient accounting staff must work together to ensure 
all deserved reimbursement is recovered. Here are a 
few tips to get you started.

Contracting
  Be familiar with your market when negotiating 

contracts. Contract with insurance companies 
who insure the most members in your region. 
This is especially vital for specialty practices.

  Complete credentialing prior to providers per-
forming services. When timely credentialing 
does not take place, it stunts reimbursement.

  Have an experienced person negotiate your 
contracts. It can be the difference between out-
standing, fair, or poor reimbursement.

Front Desk 
  Have skilled front desk staff who are knowl-

edgeable about insurance requirements.

  Verify patient insurance benefits prior to  
appointments.

  Collect accurate information from patients, 
such as demographics, updated insurance, and 
additional information that may be necessary.

  Collect co-pays upfront. Some patients prefer 
providers to bill them for co-pays. Explain to 
patients co-pays are a part of the insurance car-
rier contract and should be paid at the time of 
service, in line with contracted benefits he or 
she chooses.

Coding 
  Timely completion of medical records is neces-

sary to guarantee procedures can be coded and 
billed in a timely manner.

  Clear provider documentation is vital to accu-
rate coding.

  Open communication with physicians and 
coders regarding documentation is crucial.

Business Department
  Forward denials to account representatives/col-

lections staff when payments are posted, so they 
can inquire why certain claims were denied or 
not reimbursed properly.

  Use a consistent approach with denials. After a 
denial determination has been made, use proper 
action to get the claim paid. Contact the insur-
ance carrier regarding a denial, or set in motion 
a claim appeal. Create follow-up tasks to ensure 
timely and appropriate adjudication.

  Target accounts receivable. Ensure insurance 
carriers have received the claims. Electronic 
claims filing is a must in this respect. This aids 
in forecasting when a claim will be reimbursed.

  Realize that appeals are more important than 
ever. Insurance carriers have been known to 
deny line items on claims incorrectly. A knowl-
edgeable person should be assigned to follow 
up on this task. It takes proficiency, determi-
nation, and enthusiasm to accomplish proper 
claims adjudication.

  Audit claims. This is crucial to ensure accu-
rate payment for procedures. This information 
should be conveyed to the individual who per-
forms contract negotiations for your practice.

These tips are only a snapshot of what you can do 
to create a remarkable reimbursement program for 
your physician practice. With a solid foundation 
for reimbursement, a thriving practice can be built 
to weather the storms associated with the steady 
decline of reimbursement. 

Take a Team Approach
to Correct Reimbursement
A group effort recoups the most money for your physician.
By Shreka D. Rogers, CPC, CMRS

Have an 
experienced 
person negotiate 
your contracts. 
It can be the 
difference between 
outstanding, 
fair, or poor 
reimbursement.

Shreka D. Rogers, CPC, CCP, has 16 years of 
health care experience. She is business and 
coding manager of Howell Allen Clinic and Saint 
Thomas Outpatient Neurosurgical Center, where 
she oversees a staff of conscientious coders, 
as well as accomplished medical records and 
patient accounting teams. Shreka is 2009 presi-
dent of the Nashville, Tenn. chapter.
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As CPT® evaluation and management (E/M) service 
guidelines explain, “When counseling and/or coordina-
tion of care dominates … the physician/patient and/
or family encounter … time may be considered the key 
or controlling factor to qualify for a particular level of 
E/M services.” Specifically, in the office setting, time-
based E/M coding requires that the physician spend half 
or more of the visit face-to-face with the patient and/or 
family providing counseling and/or coordination of care.

In a hospital or nursing facility, the counseling/coordina-
tion of care time needn’t be face-to-face, but may include 
floor/unit time within a 24-hour period. CPT® E/M 
guidelines allow unit/floor time to include “the time that 
the physician is present on the patient’s hospital unit 
and at the bedside rendering services for that patient. 
This includes the time in which the physician establishes 
and/or reviews the patient’s chart, examines the patient, 
writes notes and communicates with other professionals 
and the patient’s family.”

Time References are Crucial
Only those E/M services with a time reference may be 
reported using time as the key component. The time 
reference is stated in the final sentence of the CPT® E/M 
code descriptor. For instance, consider the descriptor 
for new patient outpatient service 99203 Office or other 
outpatient visit for the evaluation and management of a new 
patient, which requires these 3 key components: A detailed his-
tory; A detailed examination; Medical decision making of low 
complexity. Counseling and/or coordination of care with other 
providers or agencies are provided consistent with the nature of 
the problem(s) and the patient’s and/or family’s needs. Usually, 
the presenting problem(s) are of moderate severity. Physicians 
typically spend 30 minutes face-to-face with the patient and/or 
family. Note that it specifies, “Physicians typically spend 
30 minutes face-to-face with the patient and/or family.” 
In contrast, according to CPT® guidelines, “Time is not 
a descriptive component for the emergency department 
levels of E/M services because emergency department ser-
vices are typically provided on a variable intensity bases.” 
Likewise, observation codes 99234-99236 do not have a 
time reference. Because these services do not include time 
references, you should not report them with time as the 
controlling element.

With regard to time references, CPT® explains that 
“specific times expressed in the visit code descriptors are 
averages and, therefore, represent a range of times that 
may be higher or lower depending on actual clinical 
circumstances.” In other words, not every level III, new 
patient, outpatient service (99203, as described above) 
will last 30 minutes. Conservative coding suggests the 
stated time reference is the minimum necessary to report 
a service by time. For instance, to report 99203, the visit 
would be at least 30 minutes, with at least 16 (50 percent 
or more) spent on face-to-face counseling and coordina-
tion of care. To report a level IV, new patient, office visit 
(99204) by time, the visit would need to last at least as 
long as the stated time reference of 45 minutes, and so 
on, as shown in the table on page 46.

Note that time spent taking the patient’s history or per-
forming an examination does not count as counseling time.

Count the Minutes, Note the Substance
Documentation is crucial when reporting time-based E/M 
services. As CPT® explains, “The extent of counseling and/
or coordination of care must be documented in the medi-
cal record.” Actual start and stop times for the service, 
if ideal, are not necessary. What is required, however, is 
the physician’s note for how long the session lasted (e.g., 
“28 minutes”), as well as what portion of that time was 
devoted to counseling and/or coordination of care.

Just as importantly, documentation should describe the 
substance of the counseling and/or coordination of care, 
advises Marcia Brauchler, MPH, CPC, CPHQ, with 
Physicians’ Ally, Inc. in Littleton, Colo. For example, 
CPT® instructions allow counseling to include discussion 
of one or more of the following:

 Diagnostic results

 Prognosis

 Risks and benefits of treatment options

 Impressions

 Instructions for management

  Importance of compliance with chosen  
treatment options

 Risk factor reductions

 Patient and family education
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Go Beyond the Basics 
of Time-Based E/M Coding
When time captures reimbursement, every minute counts.
By G. John Verhovshek, MA, CPC
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A common example is a patient with a new diagnosis of 
diabetes. The physician may spend extensive time with 
the patient discussing lifestyle modifications, includ-
ing proper diet and exercise, as well as the nature of the 
disease, the importance of control, and so forth. The sub-
stance of the discussion should be included in the physi-
cian note to support an E/M service coded by time. 

Use It, Don’t Abuse It
Coding E/M services by time is simpler than reporting 
services according to history, exam, and medical decision 
making (MDM), but don’t be tempted to report all E/M 
services by time. Keep in mind: the American Medical 
Association (AMA) and the Centers for Medicare & Med-
icaid Services’ (CMS) guidelines consider history, exam, 
and MDM to be the key components of E/M services, and 
allow coding by time only when 50 percent or more of the 
visit involves documented counseling and/or coordination 
of care. The physician should include the components of 
history, exam, and MDM—even if cursory—in the docu-
mentation of every visit. Good medical record keeping 
requires documenting relevant and pertinent information. 
Using time as the controlling factor to qualify for a given 
E/M level does not negate this requirement. 

Time-based E/M and Prolonged Services
Prolonged services codes (+99354-+99357) may be com-
bined with other E/M services to report extended, face-to-
face patient/provider visits. To report prolonged services, 
the physician must document at least an additional 30 
minutes of face-to-face beyond the time reference of the 
chosen E/M service level, as illustrated in Table A. Do 
not report prolonged service codes in addition to any E/M 
services (such as observation services) that do not include 
a time reference.

Heads up: Codes +99358 Prolonged evaluation and manage-
ment service before and/or after direct (face-to-face) patient care 
(eg, review of extensive records and tests, communication with 
other professionals and/or the patient/family); first hour (List 
separately in addition to code(s) for other physician service(s) and/
or inpatient or outpatient Evaluation and Management service) 
and +99359 Prolonged evaluation and management service before 

and/or after direct (face-to-face) patient care (eg, review of exten-
sive records and tests, communication with other professionals and/
or the patient/family); each additional 30 minutes (List sepa-
rately in addition to code for prolonged physician service) report 
non face-to-face prolonged services, but these are not rec-
ognized by Medicare and many other payers.

Time counted toward prolonged services need not be con-
tinuous, but it must occur on the same service date. Do 
not consider time spent discussing the patient’s case with 
other physicians, time reviewing data or tests without the 
patient present, or other activities not involving direct 
patient contact toward prolonged services.

Documentation must explain why the physician pro-
vided prolonged services. For example, CMS’ Internet Only 
Manual instructions state, “to support billing for pro-
longed services, the medical record must document the 
duration and content of the E/M code billed.” A notation 
that the physician spent an extra 40 minutes with the 
patient, for instance, is not adequate. The medical record 
must support specifically medical necessity for the extra 
time spent.

Combining prolonged services with time-based E/M 
services raises interesting issues, Brauchler notes. “Look-
ing at Pub. 100-04, Medicare Claims Processing Manual, 
chapter 12, section 30.6.15.1, you don’t have to max out 
the highest E/M level to add prolonged service time. This 
doesn’t necessarily make sense if you’re using time-based 
coding because, for instance, a 75 minute 99213 ought to 
be (by definition) a 99215, not a 99213 with 99354.”

Here’s the answer: Generally E/M levels are assigned 
according to history, examination, and MDM. If the 
physician spends 30 minutes or more beyond the time 
reference of the chosen E/M level on counseling and coor-
dination of care, you’d apply prolonged services codes. If 
the physician spends fewer than 30 additional minutes 
beyond the reference time of the appropriate E/M level 
(as determined by history, exam, and MDM) with the 
patient—and counseling and coordination of care exceed 
50 percent of the time allotted to the visit—you may 
choose to code a higher E/M level based on time.

Good medical record keeping requires documenting 
relevant and pertinent information. Using time as the 
controlling factor to qualify for a given E/M level does 
not negate this requirement.
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For example, the physician sees an established patient 
with a newly-confirmed diagnosis of cancer. Based on 
the components of history, examination, and MDM, the 
visit warrants only a level III visit (99213 Office or other 
outpatient visit for the evaluation and management of an estab-
lished patient, which requires at least two of these three key 
components: An expanded problem focused history; An expanded 
problem focused examination; Medical decision making of low 
complexity. Counseling and coordination of care with other pro-
viders or agencies are provided consistent with the nature of the 
problem(s) and the patient’s and/or family’s needs. Usually, the 
presenting problem(s) are of low to moderate severity. Physicians 
typically spend 15 minutes face-to-face with the patient and/or 
family.). The physician spends an additional 40 minutes 
(beyond the 15-minute time reference of 99213) answer-
ing questions and discussing treatment with the patient. 
In such a case, you could report the office visit (99213) 
and one hour of prolonged services (99354 Prolonged physi-
cian service in the office or other outpatient setting requiring 
direct (face-to-face) patient contact beyond the usual service (eg, 
prolonged care and treatment of an acute asthmatic patient in 
an outpatient setting); first hour (List separately in addition to 
code for office or other outpatient Evaluation and Management 
service)).

If the same patient presents for the same visit but last-
ing 20 additional minutes beyond 99213’s 15-minute 
time reference, don’t report prolonged services (because 
the 30-minute threshold for 99354 was not met). But, as 
long as the physician spends more than half the visit on 
counseling and coordination of care, you may use time as 
the key component when assigning the E/M level (which, 
in the case of this 45-minute visit, would result in a level 
V service, 99215 Office or other outpatient visit for the evalu-
ation and management of an established patient, which requires 
at least two of these three key components: A comprehensive his-
tory; A comprehensive examination; Medical decision making 
of high complexity. Counseling and/or coordination of care with 
other providers or agencies are provided consistent with the 
nature of the problem(s) and the patient’s and/or family’s needs. 
Usually, the presenting problem(s) are of moderate to high sever-
ity. Physicians typically spend 40 minutes face-to-face with the 
patient and/or family). 

Office Visit Time-Based E/M Coding  
Quick Reference Chart

Reference Time Threshold Time

Code Minutes to bill 99354 to bill 99354 + 99355

Office or other outpatient visit for the evaluation and management  
of a new patient. *

99201 10 40 85

99202 20 50 95

99203 30 60 105

99204 45 75 120

99205 60 90 135

Office or other outpatient visit for the evaluation and management  
of an established patient. *

99211 5 n/a n/a

99212 10 40 85

99213 15 45 90

99214 25 55 100

99215 40 70 115

* Counseling and/or coordination of care with other provid-
ers or agencies are provided consistent with the nature of 
the problem(s) and the patient’s and family’s needs. 

“Chart courtesy of Marcia Brauchler, MPH, CPC, CPHQ, 
with Physicians' Ally, Inc. in Littleton, Co, as adapted 
from CMS guidelines. Reference and Threshold times for 
reporting prolonged services with additional (inpatient) 
E/M service categories may be found in Medlearn Matters 
article # 6740 Revised, at http://www.cms.hhs.gov/
MLNMattersArticles/downloads/MM6740.pdf.”

hot topic

Note that time spent taking the patient’s history 
or performing an examination does not count as 
counseling time. 

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

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



Upgrade your career path with the new Certi�ed Professional Medical Auditor™ credential 
from the AAPC and NAMAS. Medical auditing is a key step in the livelihood of a compliant 
and pro�table process. In today’s environment of technology advances and government au-
dits, it is imperative for practices and health plans to have highly quali�ed auditors on sta� 
or retainer. Demonstrate your value by proving your expertise in this crucial area. 

Be a Certi�ed Professional Medical Auditor 
AAPC AND NAMAS COMBINE TO OFFER CPMA™ CREDENTIAL

www.aapc.com/cpma
Upholding a Higher Standard

What is the CPMA™?
The CPMA™ credential/exam validates expertise 
in medical record auditing skills, ensuring medical 
necessity, correct coding and compliance with regulatory 
issues. The exam consists of both theory and knowledge 
of medical auditing and actual record audit abstraction 
from case studies. The scope of the exam includes:

Compliance and regulatory guideline knowledge

Coding concepts

Scope and statistical sampling methodologies 

Abstraction ability

Quality assurance and risk analysis

Communication of results and findings

The medical record

Training for the certification exam will be provided by the 
National Alliance of Medical Auditing Specialists (NAMAS) 
in the form of live class events and a self-study guide. 
In addition, the book Medical Record Auditor authored 
by Deborah Grider, CPC®, CPC-H®, CPC-P®, CPC-I®, CEMC, 
COBGC, CDERC, CCS-P, and sold by the AMA is a good 
exam preparation guide. 

AAPC President and CEO Reed Pew (left) and NAMAS Director 
Shannon Smith shake hands to �nalize the CPMA agreement at 

the Nashville Gaylord Opryland Hotel.
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Minimize ICD-10’s Impact
Conduct a high-level analysis to face  
challenges and pull organizational resources.
By Deborah Grider, CPC, CPC-I, CPC-H, CPC-P, COBGC, CEMC, CDERC, CCS-P

Recently, I testified in front of the National Commit-
tee for Health Care Vital Statistics (NCHVS) about the 
impact of ICD-10-CM on medical practices, outpatient 
hospital facilities, health plans, etc. During the meeting, 
the NCHVS heard from various organizations involved 
in ICD-10 implementation. One thing everyone agreed 
on was that health care organizations, providers, and 
health plans must begin the implementation process now, 
or the impact of ICD-10 will be devastating in 2013. 
How do you protect your practice, department, and busi-
ness processes from this ill-fated premonition? Before all 
else, conduct an impact analysis.

An impact analysis allows you to think about all the 
ways you currently use ICD-9-CM—in your prac-
tice management systems, electronic medical records 
(EMRs), coding and submission of claims, quality 
reporting, clinical reporting, claims adjudication, and 
so on—and determine which business and clinical areas 
will be impacted most by the transition from ICD-9 to 
ICD-10. It’s also a good tool for auditing your current 
systems for ICD-10 compatibility.

IT Begins
Begin your impact analysis by conducting a compre-
hensive audit of all data systems that currently use 
ICD-9-CM. The following questions will get you 
started on the right path:

 1. How are ICD-9-CM codes used in each informa-
tion system?

 2. What is the use of vendor software applications 
versus internally developed system interfaces or 
customizations and other affected software, like 
Charge Description Masters, practice management 
software, financial software, etc.?

 3. How are codes entered? Are they manually entered 
or imported from another system or software?

 4. What is the current character length specification 
in the system? (The 5010 conversion should resolve 
this problem.)

 5. Can the system handle alpha-numeric? (This is a must.)

 6. Can the codes, code descriptions, and supported 
documentation be obtained in a machine-readable 
format?

 7. Does the code format include a decimal?

 8. Can the current system house both ICD-9-CM and 
ICD-10 codes simultaneously; and can the vendor or 
internal information technology (IT) personnel map 
forward from ICD-9 to ICD-10 and back again?

 9. How is the quality of data checked?

 10. How do the systems interface (if applicable)?

Once you have performed a review of your IT system(s), 
map the electronic data flow to inventory all reports con-
taining ICD-9-CM codes. Consider how long ICD-9-CM 
will be accessible, what staff will need to access  
ICD-9-CM, and how long the legacy data needs to be 
available. Perform a detailed analysis of changes that 
need to be implemented for the transition to ICD-10. A 
simple spreadsheet will help you to accomplish this task.

At this point, you should identify which forms and 
reports will need to be reformatted or will require 
revision. Your IT staff also will need to evaluate the 
systems’ storage capacity to see if it can support both 
ICD-9-CM and ICD-10 during the transition period. If 
not, its capacity will need to be increased. 

Contact system vendors during this phase to ensure 
both the legacy and the new coding system will be 
supported, and for how long. 

Factor In Costs
This is an ideal time to identify costs for upgrading 
software and storage capacity, as well as contract issues 
with the vendor. This will help budget the system con-
version over the next several years.

Your organization may need to contact software and 
hardware vendors during the analysis phase to identify 
potential budget-influencing costs for:
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	Hardware

	Software

	System upgrades

	Customization

	Staffing and overtime

When we speak of customization, we speak of poten-
tially costly modifications to current software that may 
include:

	Alphanumeric structure

	Longer code descriptors

	Field size expansion

	Edit and logic changes

	Use of decimals

	Table structure modification

	System interfaces

	Expansion of flat files containing diagnosis codes

	Redefinition of code values and their interpretation

Other systems and applications that use coding data 
which must be analyzed include those for:

	EMRs and electronic health records (EHRs)

	Billing

	Clinical

	Code look-up

	Encoding

	Computer-assisted coding

	Medical record abstraction

	Scheduling and registration

	Accounting

	Quality management and utilization

	Clinical protocols

	Test ordering

	Script writing

	Clinical reminder

If your organization has not already converted to an 
EHR or EMR, consider doing so during the ICD-10 
transition. If your coding process currently uses a 
manual system for coding (code books), think about 
switching to electronic tools such as a code look-up pro-
gram or encoder when ICD-10 is implemented. Keep in 
mind: This may result in additional software and hard-
ware expenses, and additional time and personnel will 
need to be factored into the schedule.

You might also want to include the cost for additional 
chart audits to make sure documentation will support 
diagnosis coding for ICD-10.

Compliance and Quality
In the clinical area, documentation will have the larg-
est impact on ICD-10 implementation success. Since 
ICD-10 is more robust and has up to seven digits of 
specificity, you should verify that your current docu-
mentation in the medical record can support ICD-10 
on the go-live date. By analyzing the documentation 
and conducting medical record documentation audits, 
impact can be assessed. 

Your organization should use an experienced auditor(s) 
to conduct the audits either internally or externally. 
Evaluate random samples and review various types of 
medical records during these audits. For example, in a 
surgeon’s practice, evaluation and management (E/M) 
services, surgical procedures, and other diagnostic 
services should be reviewed. Make sure the current 
documentation adequately supports ICD-10. A clinical 
documentation assessment tool should be utilized. 

Take an in-depth look at the current level of documen-
tation in the medical record. Review the lack of speci-
ficity in the documentation and analyze how to begin 
the improvement process. Based on your practice’s 
specialty, review the most common diagnosis codes you 
use and their frequency. 

Most practice management billing software is capable 
of running a frequency report of the most used proce-

If your organization has not already 
converted to an EHR or EMR, consider 
doing so during the ICD-10 transition. 

To discuss this  
article or topic, go to 

www.aapc.com
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dures and diagnosis codes, which is helpful for review-
ing diagnosis code utilization in the practice.

Education and Training
The key issue when assessing coding and billing during 
the impact analysis is education and training on the 
new ICD-10 code set. The organization must first iden-
tify who needs to be trained, how many hours of train-
ing will be required, and the most beneficial method of 
training. 

Start by identifying who will require training. First 
and foremost, the physicians, nurse practitioners (NPs), 
physician assistants (PAs), etc. will need to be trained. 
You might also consider nurses and medical assistants 
(MAs) who sometimes use diagnosis codes. Of course, 
the coders, billers, and managers will need training, as 
well as the front office and ancillary staff. 

Next, determine how much ICD-10 training will be 
necessary for the various personnel, how many days of 
training will be required, what revenue will be lost if 
the physicians and non-physician practitioners (NPPs) 
need to be out of the office for training, and how pro-
ductivity will be affected. These are all valid concerns 
which need to be part of your impact analysis.

Finance
Since reimbursement is tied to procedural and diagno-
sis coding, don’t forget to consider the financial impact 
on your business. For example, after the implementa-
tion date, if the insurance carrier cannot yet accept 
ICD-10 codes, it is likely the medical practice will not 
be paid. If your organization is not ready and cannot 
transmit claims, this will impact the financial area of 

the practice, as well. Review the current reporting for 
procedures and services using ICD-9-CM codes and 
analyze them in comparison to ICD-10 codes. Profes-
sional services are paid based on procedure codes; how-
ever, diagnosis codes support medical necessity, which 
is the driving factor in payment for all medical proce-
dures and services.

One final area that may be affected by the ICD-10 
transition are reports tied to diagnosis codes, such as 
the accounts receivable analysis, pending claims reports, 
analysis by provider type, collection reports, etc. Your 
impact analysis should include an assessment as to what 
reports are impacted by ICD-9-CM currently and what 
impact ICD-10 will have on them.

An impact analysis will deepen your organization’s 
understanding of the challenges you face with imple-
mentation. Through a high-level impact analysis, your 
project team will be able to predetermine the organi-
zational resources that will need to be allocated to the 
project. This assessment approach will assist in staff 
planning and organizing the ICD-10 budget prior to 
embarking on this multi-year project. The information 
collected during the analysis will serve as collateral for 
subsequent phases to help ensure that nothing slips 
through the cracks. 

ICD-10 road map

Deborah Grider, CPC, CPC-I, CPC-H, 
CPC-P, COBGC, CEMC, CDERC, CCS-P, 
is the AAPC’s vice president of strategic 
development and the former AAPC National 
Advisory Board president. Deborah is the 
author of ICD-10-CM Implementation Guide, 
Make the Transition Manageable, American 
Medical Association Press, 2009.

Since reimbursement is tied to 
procedural and diagnosis coding, 
don’t forget to consider the financial 
impact on your business.
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