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Author Michael Miscoe, JD, CPC®, CASCC™, CUC™, CHCC, uses his expertise as a 
nationally recognized lecturer and author with over 12 years experience as a coding 
expert in civil and criminal post-payment cases to help you learn compliant and 
defensible coding.

Identifying all rules/laws and persuasive standards that impact coding decisions is the 
�rst step to proving 100% accuracy.  

          You will learn how to:

    Properly defend your coding decisions or audit results, including successfully 
       addressing and resolving suspicions of fraud in the workplace     

    Scan statutes, provider contracts and carrier medical policies to “zero in” on 
       relevant language

    Di�erentiate between fact and opinion - and what stands up to legal scrutiny

    Predict when coding may be open to interpretation and how to resolve    
       ambiguity

    Build unshakable credibility and value in your professional abilities in the eyes of  
       your peers, employer and providers/carriers on the other side of the claim

August/September AAPC Workshop:

Sure�re Methods  
for Defensible Coding
65 Cities | 3 Hours | Up to 6 CEUs |  $189.95  $149.95 Members’ Price

View locations at www.aapc.com/defensiblecoding
Membership  |  Training  |  Certi�cation  |  Employment  |  Continuing Education

Register Today! 

Learn defensible coding from a national legal expert!

Coming to YOUR city!

View locations at www.aapc.com
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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  z
of personal 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  z
professional 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  z
of the 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 profes-
sional services.
Members shall not exploit professional relationships with  z
patients, 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.
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We may not know the final face health care 
reform will have, but there is little doubt 
that it is coming. Every proposal from our 
nation’s capitol suggests the same three 
objectives for health care: providing access 
to all, reducing its cost, and improving its 
quality. These are large challenges that may 
be difficult to achieve. Here is a summary 
of the various proposals:

Providing Insurance for All
This will be the easiest to achieve and will 
probably be legislated this year. Both parties 
support this goal, as do most major health 
care related groups: payers, providers, and 
patients. The significant debate centers at 
whether the payer that will provide insur-
ance to those currently uninsured will be 
private carriers or a public (government) 
entity. Republicans appear to be solidly 
behind private carriers while Democrats are 
split between the public-only plan and a 
combination of public and private carriers. 
Other smaller debate areas are over cover-
age for illegal immigrants and how to pay 
for additional coverage for the uninsured. A 
combination of tax increases, physician pay-
ment reductions, and increased government 
expenditures will pay for this.

Reducing Costs
Cost reduction is the objective driving 
health care reform. Projections indicate that 
if health care costs continue to rise, it will 
put Medicare, Medicaid, and other public 
health care programs in jeopardy. The task, 
however, will be extremely difficult. The 
huge baby boom generation is just begin-
ning to hit retirement age, and the health 
care cost for these 77 million people is 
only beginning to rise. When you combine 
this with the current financial struggles of 
hospitals and the shortage of physicians in 
some areas, it is difficult to see how costs 
can be substantially reduced. Some suggest 
that electronic medical records (EMRs) and 
electronic health records (EHRs) can both 
reduce costs and improve quality. My per-
sonal analysis indicates this may save 3-4 
percent but more likely will produce little to 

no savings. I recently heard of practices that 
see fewer patients after EMR system imple-
mentation, which if widespread, will only 
increase costs. 

Improving Quality of Care
Until now, all initiatives to improve qual-
ity of care have increased insurance costs. 
Because of higher utilization or more 
expensive treatment new surgical proce-
dures, new drugs, better equipment, etc. 
have all increased costs. We have the abil-
ity to increase our longevity and make our 
lives more comfortable, but have yet to do 
so without increasing cost. If we can put 
in place EHR systems with true intercon-
nectivity (permission granted, fast access to 
patient records by all providers) and true 
interoperability giving providers quick 
information access, then we have a chance to 
provide better health care at slightly reduced 
costs with fewer diagnostic errors, better 

treatments from the beginning, and reduced 
recurrences.  

Our individual choices, commonly called 
lifestyle choices—obesity, smoking, sub-
stance abuse, etc.,—are the biggest factors 
in health care costs. The cost of unhealthy 
lifestyle choices is more than all prescription 
drug costs, half of all Medicare costs, and is 
the largest, rapidly-growing cost in health 
care. Insuring all, using the best EHR sys-
tems, and providing the best procedures and 
equipment will not reduce these costs—only 
we can do so by living healthy. My hope is 
to focus on real health care reform, rather 
than politically nipping at the edges.  

letter from the president

Put Health Care Reform in Perspective

Sincerely,

Reed E. Pew
CEO and President
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Over the past decade, the phrases “paradigm 
shift” or “working out of the box” have 
gained popularity. Translation: Thinking 
outside the norm. Telecommunication is a 
good example of a paradigm shift as it often 
allows for both increased productivity and 
improved options for the workforce.

On the Upside
It all began with telemarketers, who could 
work from home, call from cell phones and/
or work from a central office. It wasn’t long 
before the health care industry jumped on 
the bandwagon seeing telecommunication 
as an opportunity to remedy the medical 
transcriptionist shortage. Both health infor-
mation management (HIM) directors and 
medical transcriptionists were quick to agree 
the situation was ideal. 

Transcriptionists gained the flexibility they 
needed to fulfill family needs by work-
ing odd hours or shifts from home. Some 
worked late nights, long after the physicians 
had finished pre-op notes for the next day’s 
surgeries. HIM directors saw improved pro-
ductivity, a decrease in overhead, and they 
could pay transcriptionists by the line, so 
time was not an issue. The transcriptionists 
could make whatever income they wanted 
depending on the number of lines they tran-
scribed. As time passed, other departments 
found ways to provide work from home. 
With the introduction of natural language 
processing, hospital and physician office 
coders were soon able to adopt work-at-home 
positions, as well. 

This paradigm shift has had a positive 
impact on the health care profession—I can 
attest to this. It is because of this technol-
ogy that I am able to hire certified coders 
with strong coding backgrounds and skills 
in various specialties living in other parts 
of the country I may not be able to hire 
locally in upstate New York. To meet my 
company’s coding needs, I employ eight 

certified professional coders (CPCs), and I 
utilize the skills of an additional six con-
tract CPCs from Hawaii. My remote and 
local coders sign into my system and code 
from home through the Internet. With the 
six-hour time difference between New York 
and Hawaii, the west coast coders can easily 
complete what the east coast coders didn’t 
compltete for the day. 

On the Flipside
With the cost of gas, clothes for the office, 
and babysitters, many of us today would 
jump at the opportunity to work from 
home. The catch is that working from home 
requires discipline and a certain kind of 
mindset. 

It is very easy to procrastinate when you 
don’t have to punch a time clock or have a 
supervisor peering over your shoulder. If you 
fall behind, it’s easy to say “I can do more 
later,” or “I will work tonight after the kids 
go to bed,” or “I will work this weekend to 
make up the hours I missed,” but it never 
gets done. Your friends and family may 
interrupt your work day because they know 
you’re home, and for some of us, it’s hard to 
say “I am busy working.” 

And then there’s the solitary aspect of work-
ing at home. There is no one sitting next 
to you to chat with (hence the increased 
productivity). If you have a question, you 
may be able to call or email a co-worker 
your question, but asking a fellow co-worker 
or supervisor who sits by you in the office 
would be simpler and faster. 

Before long, whether it is the lack of dis-
cipline or the inability to work alone, your 
supervisor will realize that your productivity 
and/or accuracy is not what it should be and 
that working from home is not right for you.

Knowing the pros and cons to telecommut-
ing will help you decide if working at home 
is right for you. 

letter from member leadership

The Pros and Cons of Working from Home

Terry Leone,  
CPC, CPC-P, CPC-I, CIRCC

President, National Advisory Board

For more about coding  
from home, see page 32
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letters to the editor

Follow-up Letter  
on Lap Band Adjustments Guidance
Dear Coding Edge,

In “Letters to the Editor,” April 2009 Coding Edge, there is 
a question about lap band adjustments, the answer to which 
advises, “Any adjustment of the gastric band occurring 
BEYOND the 90 day postoperative period would factor into 
E/M code level assignment for that visit.”

Does this mean we should only be billing an Evaluation and 
Management (E/M) level when the patient comes in for a 
band adjustment? In our practice, we’ve been billing S2083 
Adjustment of gastric band diameter via subcutaneous port by injec-
tion or aspiration of saline, or using the unlisted code 43999 for 
all carriers who don’t recognize the S code, when the patient 
has presented for an adjustment.

Thank you,

Marcy McDowall, CPC

Dear Marcy,

The advice in April’s Coding Edge is based on AMA instruc-
tions as provided on page 19 of the April 2006 CPT® Assistant 
(emphasis has been added):

“The first adjustment of the band usually occurs 4 to 6 weeks 
after placement, and subsequent band adjustments are included 
as part of the global postoperative period for this procedure 
and are not separately reportable. Adjustments performed after the 
global postoperative period may be accounted for in the evaluation and 
management coding. Therefore, there is no CPT® code to report 
for adjustment to a patient’s gastric band.”

Despite the AMA’s advice to factor post-global period adjust-
ments into any same-day E/M services, in practice coding for 
adjustments outside of the global period will be payer dependent:

•		Some	payers	will	accept	S2083.	Medicare	does not accept 
S codes

•		Other	payers	will	accept	unlisted	procedure	code	43999	
Unlisted procedure, stomach

Remember to follow your payer’s instructions for proper 
coding of these services. Do not report 96379 Unlisted thera-
peutic, prophylactic, or diagnostic intravenous or intra-arterial 
injection or infusion for gastric restrictive band adjustments for 
any payer. This code is specifically for “intra-arterial or intra-
venous” injections. 

In any case, a separate E/M service on the same day as a band 
adjustment may be warranted, as explained in Bariatric Times, 
ISSN: 1044-7946, Volume 3, Issue 8, October 2006:

“No CPT® code exists for gastric band adjustments. However, 
because the extent of evaluation and management (E&M) 
differs with each clinical situation, standard E&M codes 
are applicable. In addition, some insurance companies actu-

ally recognize a gastric band code, S2083, which was created 
by Blue Cross/ Blue Shield. Therefore, when evaluating the 
patient for an adjustment, the standard E/M coding applies, 
the level of which is determined by the amount and complex-
ity of the work done. If you decide to perform an adjustment, 
you have a choice of using S2083 [or 43999], depending on 
what that particular insurance company recognizes.”

If an E/M service is indeed separately identifiable and sig-
nificant, you may report it separately at the appropriate E/M 
service level, as supported by documentation, with modifier 
25 Significant, separately identifiable evaluation and management 
service by the same physician on the same day of the procedure or 
other service appended. 

Fluoroscopic guidance, if used during adjustment of the gas-
tric restrictive device, may be reported using 76000 Fluoroscopy 
(separate procedure), up to 1 hour physician time for some payers.

Note that 43999 is payer-priced. For some payers, if the lap 
band adjustment is provided on the same day as an E/M ser-
vice, only the E/M service may be paid.

Thanks,

Coding Edge

Let Us Help You Find a Job
Dear Coding Edge,

In May’s “Bulletin Board” you posted that you are looking for 
coders to send in unique problems or benefits of coding from 
home. I was wondering if you know where I can find a remote 
coder job or if you can send me in the right direction to find 
one. Are there any Web sites that you would recommend? I 
am a certified specialty coder and my current company does 
not have the option of working from home.

Thanks for your time,

Anonymous

Dear Anonymous,

There is a job center on the American Academy of Professional 
Coders (AAPC) Web site where you can post your resume and 
look for coding jobs. Just log onto the Member Area of the 
AAPC Web site and use this link to get started:  
www.aapc.com/education/medical-coding-career.aspx.

Coding Edge

An Apology:
In the June Coding Edge we forgot to acknowledge  
Jerry Godolphin, who took the photos for the conference 
round-up article, “Coders Hit the Jackpot in Vegas.” Jerry 
graciously photographs AAPC’s conferences every year. We 
apologize for our oversight.

Coding Edge

Letters to the Editor

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



American Medical 
Association ICD-9-CM 
and HCPCS buyers—
you’ve been buying 
Ingenix content.

Get the full story

By now, you probably know The American Medical Association (AMA) licensed Ingenix 
content for their ICD-9-CM for Physicians, Volumes 1 & 2 for the past sixteen years.  
That’s our content, our book, their cover. 

BUT THAT’S ONLY HALF THE STORY. 
Did you know that Ingenix also supplied the content for the AMA’s HCPCS Level II 
Professional for 16 years?

So, the only way to guarantee you receive the features, page format, and icons you’re 
familiar with is to purchase your 2010 ICD-9-CM and HCPCS code books from Ingenix. 

As a trusted code book publisher since 1984, we understand the daily needs of coders 
in the workplace and design our resources accordingly. Take a look at our sample 
pages and you’ll see all the helpful features and familiar layout you rely on—plus some 
helpful new features.

NOW YOU KNOW THE FULL STORY. 
For more information or to learn how to save 15% or more on your 2010 editions, 
call (800) INGENIX (464-3649), option 1, or visit www.ShopIngenix.com/story.

Read and compare.
Download our 2010 sample  

pages at shopingenix.com/story.

100-2509_ICD-9-CM_2010_print_adP1   1 5/7/2009   3:42:56 PM
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coding news

2010 IPPS  
Commenting Period Closes
By Renée Dustman, senior editor

The Centers for Medicare & Medicaid Ser-
vices’ (CMS) commenting period closed on 
June 30 for the 2010 Inpatient Prospective 
Payment System (IPPS) proposed rule. The 
proposed rule includes meager payment 
updates for approximately 3,500 acute care 
hospitals paid under the IPPS and 400 long-
term care hospitals paid under the Long-Term 
Care Hospital Prospective Payment System 
(LTCH PPS), a few revisions mandated by 
legislation, and little else. Affected acute 
care hospitals will experience an overall $979 
million decrease for operating and capital 
payments in 2010. A final rule will be made 
public no later Aug. 1.

If you haven’t seen the proposed rule, it was 
placed on display at the Federal Register May 
1, and can be found under Special Filings at: 
www.archives.gov/federal-register/public-in-
spection/index.html or on the CMS 2010 Pro-
posed Rule Home Page at: www.cms.hhs.gov/
AcuteInpatientPPS/FY2010RULE/List.asp.

Check AAPC News online for the complete 
story.

Mild HCPCS  
Drug/Bio Changes for July
By Brad Ericson, director of publications

CMS announced a handful of changes to 
HCPCS Level II codes effective July 1. 

The following codes will be payable for 
Medicare:

Code Descriptor TOS Code SI

Q2023 Injection, 
Factor VIII 
(Antihemo-
philic Factor, 
Recombinant) 
(Xyntha), Per 
I.U.

1 E

Q4115 Skin substitute, 
Alloskin, per 
square centi-
meter

1 E

Q4116 Skin substitute, 
Alloderm, per 
square centi-
meter

1 E

The Medicare Coverage Indicator for certain 
J codes was incorrectly listed on the January 
2009, HCPCS Level II code set file. With the 
July 2009 quarterly update to the HCPCS 
Level II code set, CMS is correcting the file 
to show a Medicare Coverage Indicator of 
the letter “D.” The letter “D” indicates that 
“special coverage instructions apply” and the 
applicable special coverage instructions are 
provided in the local coverage determinations 
(LCD) regarding inhalation drugs.

The affected J codes are:

J7611 Albuterol non-comp con

J7612 Levalbuterol non-comp con

J7613 Albuterol non-comp unit

J7614 Levalbuterol non-comp unit

These updates are based on transmittal 1752 
(www.cms.hhs.gov/transmittals/downloads/
R1752CP.pdf), change request (CR) 6477, 
issued June 5, and are effective for claims with 
dates of service on or after April 1, 2008. 

coding news



Knowledge can help your health care business save money. At the 9th annual 
Ingenix Essentials Coding, Billing & Compliance Conference in Las Vegas, 
nationally recognized coding professionals and experts present valuable 
information you can use to manage your revenue cycle more accurately and 
efficiently. This conference offers a variety of classes to help you: 

   Learn more about key issues including regulatory changes, compliance 
concerns, and the latest code updates for 2010

   Select sessions on the topics that affect you the most with separate 
conference tracks designed for physicians, inpatient facilities, outpatient 
facilities, and payers 

  Earn up to 16 CEUs from the AAPC, AHIMA, and ACMCS

Save $50 when you register before August 31, 2009.
Invite your friends and coworkers to join you in Las Vegas and save even more with 
special group rates. Make sure to mention source code 124512 to lock in your savings.

Register today for early bird savings!

Who Should Attend? 
Medical Records Directors
Patient Accounts Staff
Office Managers
Directors of Reimbursement
DRG Coordinators
Outpatient Administrators
Compliance Officers
Coding Staff
Billing Staff
Purchasing Staff
Physicians
HIM Managers
QA Directors
Consultants
Practice Administrators

For more information or to register for this essential event,
Call 1 (800) INGENIX (464-3649), option 1. or visit www.shopingenix.com/essentials

  Regular Price   Early Bird Price

  Single attendee   $775   $725  

  Two attendees   $725 each   $675 each

  Three attendees   $700 each   $650 each

  Four or more attendees   $625 each   $575 each

Nov 30 - Dec 2, 2009  Red Rock Casino, Resort & Spa Las Vegas  Nevada



LAST CHANCE TO SUBSCRIBE!
16 EVENTS | UP TO 32 CEU’S | $795  $395!

Call 1.800.626.CODE or go to www.aapc.com/audiosale
Register Today! O�er ends July 31



Go Green and Save Green by switching to electronic coding 
solutions—get up to a 12-to-1 return on investment.
What if you could…
» Reduce denied claims

» Speed-up payment turnaround time

» Decrease resources required for rework and resubmission

And do it all with a tool that works with the offi ce and code look-up 
workfl ow without adding to workload?

…now you can!

Introducing two new ways to boost EncoderPro.com EXPERT to 
create a full end-to-end physician revenue cycle workfl ow solution. 

Claims Batch Editor
This powerful, yet easy-to-use, scrubber for physician claims automatically 
checks for errors prior to submission, so you submit clean claims the 
fi rst time.

Claims Batch Editor with Repair Toolkit
All of the powerful scrubbing functionality of Claims Batch Editor, plus 
tools to streamline the workfl ow to review coding issues, and repair 
these issues, prior to submittal to a claims payer.

Now’s the time to go green and SAVE green with EncoderPro.com EXPERT. 

For more information, call us at (800) INGENIX (464-3649), option 1, or visit www.shopingenix.com and enter source code 124309.

We are able to have examiners access a central 
online tool vs having books all over the place.  
A good thing! 

 —Bruce Wegner, PrimeWest Health

It has increased my productivity and reduced 
coding errors. 
 —Kerri Eggenberger, 
     Advanced Imaging of Port Charlotte

I love the CCI Unbundles and the crosscodes!!!!
 —Alexsandra Ledesma, 
     Covenant Medical Group

Here’s what users are saying about 
EncoderPro.com Expert:

’’

’’

’’

‘‘

‘‘

‘‘

AAPC July Space Ad Final.indd   1 4/27/09   11:08:48 AM
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feature

Whether you work in a physician’s office or a hospital, 
negotiating and understanding third-party payer con-
tracts may be intimidating. The terms can be difficult to 
understand and the stakes are high. A poorly performing 
insurance contract, however, can lead to financial devas-
tation for an organization. 

Professional coders are trained to analyze complicated 
medical records and pay attention to detail. Applying the 
same principles to contract negotiation and management 
will help you feel more in control. Assistance from an 
attorney with health care experience is always a good idea; 
if this is not an option, use caution, avoid making assump-
tions, and take the time to understand what you read.

Contracts Should Be a Win/Win 
An adversarial attitude toward your payer is counter-
productive to everyone’s goal of patient satisfaction 
and timely and accurate payment for services rendered. 
Thinking of the insurance company as one of your cus-
tomers goes a long way in establishing a good working 
relationship.

The benefits of contracting with an insurance company 
include channeling those patients to your practice, sta-
bilizing your accounts receivable (knowing how much 

you’ll be paid and when), and providing a process to 
resolve disputes if they occur. Getting everything in 
writing clearly defines who is responsible for what, when 
and where, and for what price.

Every state has its own regulations governing health care 
and contract requirements. You should have at least a 
basic knowledge of these laws and rules as they apply to 
your organization. A good place to start is the Web site 
for your Secretary of State or the office that has oversight 
of insurance plans. In California, health maintenance 
organization (HMO) plans are regulated by the Depart-
ment of Managed Health Care, and indemnity plans fall 
under the Department of Insurance. Most self-funded 
plans are regulated by federal law under the Employee 
Retirement Income Security Act (ERISA). If an insurance 
company tells you certain language is required by law, 
don’t just take their word for it—check it out.

Although generally thought of as a payment mechanism, a 
contract contains much more than just payment terms. A 
crucial first step to understanding a contract is reading the 
document carefully. Some contracts are written in complex 
legal terms and others are written in more everyday Eng-
lish. As simple as it sounds, if you don’t fully understand 
the meaning of a word you see, look it up. 
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Your Accounts 
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The first step is to incorporate concise contract negotiations.
By David Peters, CPC, CPC-P, PCS, CCP-P

Part 1 of a 2-part series
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For example, if you see the word “whereas” at the begin-
ning of a statement, don’t just gloss over it as an offi-
cious-sounding legal word. It actually means “in view of 
the following facts,” and could put an entirely different 
spin on what follows. Again, if you don’t have an attorney 
at your disposal to decipher complicated terms, a good 
legal dictionary is an invaluable tool.

Know Your Contract Piece by Piece
You should also familiarize yourself with the components of 
a typical contract. Most contracts contain six components:

1. The PREAMBLE is the opening statement. It names 
the parties to the agreement and usually indicates the 
legal status of each party (ie, John Smith, MD, an indi-
vidual, or local medical group, a limited liability corpo-
ration). It is important to use the parties’ legal names, 
and to be sure it (and the legal status, if listed) is correct. 
The preamble also will usually establish a reference name 
for each party, rather than repeating the full legal names 
(which can be lengthy) throughout the contract. For 
instance, “The Biggest Insurance Company of America 
and All of Its Legal Affiliates (the COMPANY)” would 
be referred to as COMPANY, instead of the full name, 
throughout the contract. 

The preamble also may contain the contract’s effective 
date. Contracts should never be postdated to cover ser-
vices previously provided. Previously-provided services 
should be addressed apart from contract negotiation.

2. The RECITAL is sometimes called the background 
statement, and describes the contract’s purpose or its 
reason. The recital is typically no more than one para-

graph and doesn’t usually require close scrutiny.

3. The DEFINITIONS provide standard meaning 
for terms used throughout the contract, and are usu-
ally expressed in capital letters to reduce confusion. An 
example might be: “COVERED SERVICES means those 
Medically Necessary comprehensive health care services 
that Enrollees are entitled to receive pursuant to one or 
more Service Agreements with the Prepaid Plan.” In this 
case, covered Services is now defined to have a singular 
meaning.

Because the above definition also contains the terms 
“Medically Necessary,” “Enrollees,” “Service Agreements,” 
and “Prepaid Plan,” there should be definitions describ-
ing those terms as well. If a definition is unclear to you, 
or seems to be confusing, ask for the term to be redefined 
to eliminate ambiguity. Be wary if a company resists 
clarification: Purposefully vague terms may cause prob-
lems down the road.

4. The OPERATIVE LANGUAGE is the body of the 
contract. It contains most of the provisions and describes 
the obligations and responsibilities of both parties. 

Contracts with government agencies (Medicare, Med-
icaid and Civilian Health and Medical Program of the 
Uniformed Services [CHAMPUS or, more recently, TRI-
CARE]) are generally written in stone and cannot be mod-
ified. All contractors sign the same agreement, follow the 
same rules, and are paid the same. Private insurers may try 
the same approach; saying, for instance, “This is our stan-
dard contract that everyone signs.” Don’t let the conversa-
tion end there. A good reply would be, “It’s a good start, 
but there need to be changes before it’s acceptable. How 

If your state mandates payment within 30 days of receiving 
the claim, and you agree to 90 days in the contract, guess 
what? You may have just given up your right to invoke the 
state regulation!
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do we accomplish this?” You haven’t said no, and you’ve let 
them know you are willing to negotiate. 

You should be able to identify key elements in the body 
of the contract. There should be a section for each party 
describing its obligations. The insurance company will 
expect you to:

  Abide by and cooperate with their utilization man-
agement and quality assurance programs.

  Not bill the patient for any money due from the 
insurance plan or charges other than copayments 
and deductibles. (This “hold harmless” language is 
often required by state regulation.)

 Submit your claims in an acceptable format. 

  Provide services to their members just as you 
would any other patient.

  Refrain from encouraging the patient to change to 
another insurance company.

  Use a process such as binding arbitration to settle 
disputes, rather than going to court. 

In turn, you have the right to expect the insurance plan 
to pay your claims in a timely manner. Time limits are 
frequently regulated by the state but beware. If your state 
mandates payment within 30 days of receiving the claim, 
and you agree to 90 days in the contract, guess what? 
You may have just given up your right to invoke the state 
regulation! 

You also expect the insurance company not to deny ret-
roactively services that have been approved, and to get 
your permission before they use your organization’s name 
in any marketing and advertising material. You’ll have 
additional concerns, of course, but hopefully this discus-
sion will get you thinking at the level of detail required 
for effective language review.

The body of the contract will also contain standard provi-
sions you need to understand and, if necessary, question:

Independent contractors—Language should not imply 
that you are creating any type of employment, partner-
ship, or joint-venture agreement.

Term—What is the initial term length of the contract? 
Does it have an end date or does it renew automatically?

Termination—What are the provisions for terminat-
ing the agreement? Are there provisions for terminating 
for cause (agreement breech), as well as terminating just 
because you no longer want to work with that plan (at 
will termination)?

Obligations after termination—How will patients be 
handled that are in the midst of care if the contract is 
terminated? How will you be paid for those services?

Dispute resolution—Defining the preferred process 
here will save time should a dispute arise. Usually, the 
first step is a “meet and confer” between the two parties. 
If meet and confer is not successful, it is usually better to 
initiate a binding arbitration process, rather than going 
to court for trial. 

Governing law—This is usually the state in which the 
payer resides. If you and the insurer are in the same state, 
there’s no problem. If it’s an out-of-state insurer, however, 
be sure the contract is compliant with your state’s laws. 
If the contract is to provide federally-funded programs, 
language must meet federal requirements (ie, Health 
Insurance Portability and Accountability Act (HIPAA) 
and records availability).

Severability—This means it’s possible to remove a portion 
of the contract if it’s found to be in violation of the law or 
other regulations without invalidating the entire contract.

Amendments—Changes should be allowed only if mutu-
ally agreed on and signed by both parties. Upon signing, 
the amendment becomes a part of the original document. 

To discuss this article 
or topic, go to member 

http://forums.aapc.com
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5. The SIGNATURE PAGE. Sometimes the first page 
allows for easy document storage and retention, but usu-
ally follows the agreement terms.

Make sure all parties are signing the same document, 
and have the proper authority to sign the contract. Usu-
ally contracts are done as multiple counterparts. This 
means there may be more than one original document. 
This is usually done so both parties have an original 
document for their files. The contract should be signed 
and dated by all parties, but the signature date may not 
be the agreement’s effective date.

6. EXHIBITS or ATTACHMENTS. This is usually 
where the payment rates and other information that may 
change periodically (such as a listing of the physician 
names in a group practice) are defined. Exhibits are easily 
amended as needed so the contract’s body isn’t changed. 

Other documents may become a part of the contract by 
reference. One such document is commonly the payer’s 

provider manual. This will be noted by a statement such 
as, “Medical Group hereby agrees to follow and abide by 
the prior authorization requirements in AA Insurance 
Provider Manual included by this reference and hereby 
incorporated into this Agreement.” Be very careful with 
these references. Provider manuals are updated regularly; 
should a change be made that would significantly change 
your obligations, you will either need to amend or termi-
nate the contract. 

In an upcoming issue, we’ll address contract negotiations 
more specifically.

David Peters, CPC, CPC-P, 
PCS, CCP-P, is contracts 
manager for Sutter Medical 
Foundation - North Bay, in 
Santa Rosa, Calif.
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Sentinel nodes are the first lymph nodes to receive drain-
age from nearby cancerous tissue. Biopsy of these nodes 
allows for early detection of a cancer’s spread. 

Introduction
To locate a sentinel node precisely for biopsy, the radi-
ologist injects technetium-99m (Tc-99m) (a radioactive 
tracer) near the tumor. The tracer drains with the lym-
phatic fluid to the sentinel node, where it is absorbed.

If the operating surgeon uses a handheld counter (often 
called a gamma probe) to track the tracer and identify 
the sentinel node, the radiologist should claim CPT® 
code 38792 Injection procedure; for identification of sentinel 
node for the injection only.

“In some cases, the physician will only perform the injec-
tion of the radioactive tracer … When identification 
through injection of a radioactive tracer of a sentinel 
node(s) is performed without scintigraphy imaging, report 

code 38792,” confirms CPT® Assistant (Vol. 9, Issue 12).

If the radiologist supplies the Tc-99m filtered sulfur col-
loid tracer at his own cost, he may report also HCPCS 
Level II code A9541 Technetium Tc-99m sulfur colloid, diag-
nostic, per study dose, up to 25 millicuries. 

The surgeon would not code separately for use of the 
gamma probe, as it is considered incidental to the senti-
nel biopsy.

Separate Services
If the surgeon injects blue dye (such as isosulfan blue) to 
identify the sentinel node, he or she would also report 
38792. If a payer denies either the radiologist’s or sur-
geon’s injection as a duplicate service, the affected physi-
cian should appeal the rejection with an explanation that 
the radioactive tracer injection and the blue dye injection 
represent separate (and separately billable) services. To 
avoid confusion, some payers instruct the radiologist 
to submit a claim for 38792 first, and the surgeon to 
submit a subsequent claim for 38792 with modifier 77 
Repeat procedure by another physician appended.

Professional Component
A gamma camera (unlike the gamma probe) provides 
multiple static images from different angles to pinpoint 
the sentinel node’s location. The radiologist marks the 
node’s location on the skin so the surgeon can identify it.

If the radiologist provides the radiotracer injection as 
described above, but also uses a gamma camera to cap-
ture dynamic, real-time images mapping the tracer’s path 
and sentinel node uptake, the radiologist would instead 
report 78195 Lymphatics and lymph nodes imaging with 
modifier 26 Professional component appended. 

The radiologist may still report A9541 in addition to 
78195 if he or she supplies the Tc-99m tracer for injection.

The radiologist should not, however, report 38792 in 
addition to 78195. The injection is included in the more 
extensive lymphoscintigraphy. “The injection of radioac-
tive tracer is included in the lymphoscintigraphy proce-
dure performed at the same session and is not reported 
separately. It is inappropriate to report 38792 when lym-
phoscintigraphy is performed,” instructs CPT® Assistant 
(Vol. 9, Issue 12).

When the radiologist claims 78195, the operating surgeon 
may separately report 38792 to describe a separate injection 
of isosulfan blue for direct visualization. The radiotracer 
injection, however, is always included in 78195. 
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G. John Verhovshek, MA, CPC, is AAPC’s  
director of clinical coding communications.[ ]

Select a Single Code when 
Tracing a Sentinel Node
By G. John Verhovshek, MA, CPC
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If you can’t remember the last time you updated your 
coding compliance plan, you’ve got a problem.

An effective compliance plan is an active compliance 
plan, and an active compliance plan will keep pace with 
rapidly changing government regulations, payer require-
ments, office operations, and technology. 

A static compliance plan, in contrast, is almost certainly 
an unused compliance plan. And an unused compliance 
plan—even if prominently displayed—provides no pro-
tection. In fact, that dusty folder on the shelf might put 
you at a greater risk because it shows that the practice 
or facility knows better, but ignores its own policies and 
procedures. 

Get Your Ducks in a Row
Auditors frequently will select several policies outlined in 
a compliance plan, and will poll the staff, “How would 
you handle this situation?” If the responses don’t line 
up with what’s in the plan, the auditor is reasonable to 
be suspicious. Perhaps the compliance plan isn’t current, 

or perhaps your staff hasn’t been educated, or perhaps 
the plan was never really implemented in the first place. 
Often, methods change in response to day-to-day reali-
ties, regardless of official policy. In any case, if your daily 
office or facility operation doesn’t reflect your compliance 
plan, you should be concerned. 

Storing your compliance plan electronically facilitates 
revision, and also provides the benefit of quick access 
from any location. Smaller files are more manageable, 
so divide the plan into sections or chapters, and create 
a separate file for each. Create a new file each time you 
make a compliance plan revision. Do not, however, write 
over or erase previous files. You want to be sure that you 
have a record of past policies. This creates an effective 
audit trail so you can defend prior claims against the 
appropriate criteria.

Be sure to date all files, and archive old files in a separate 
folder. Create an icon for access to the most recent version 
of the compliance plan, and make sure that icon is on the 
desktop of every computer in the office or facility, prefer-
ably through an intranet. 

Compliance plan updates should acknowledge govern-
ment regulation and payer requirement changes, but 
should also incorporate lessons from within your own 
office or facility. Over time, you may find more efficient 
methods or incorporate new technology to achieve your 
compliance goals. You can customize your compliance 
plan to work best for you. 

For example, while working with a billing company that 
had not touched its Health Insurance Portability and 
Accountability Act (HIPAA) plan (which, like a coding 
compliance plan, requires regular updating) since the 

A Compliant Plan 
Gathers No Dust
By Barbara J. Cobuzzi, MBA, CPC, CENTC, 
CPC-H, CPC-P, CPC-I, CHCC
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plan was first required in April 2003, a consultant asked 
about password protection and email policies for access-
ing and sharing electronic files. The consultant was told 
the policies were no longer active, and an entirely new 
method had been adopted. Such changes should be evalu-
ated for compliance prior to adoption, and then officially 
incorporated into the plan. 

Even the most up-to-date compliance plan is of no use if 
the only person who knows the policies is the individual 
in charge of keeping the compliance plan current. Staff 
education should be a regular and recurring part of any 
compliance program. If an auditor asks your staff about 
compliance policies, they should be able to give the correct 
answers. An easy way to keep education current and docu-
mented is to scan (or file) the sign-in sheet with the educa-
tional agenda from each class into the education section of 
the compliance records, documenting what and who was 
trained, as well as when the education took place.

Out swim Alligators by Investing Time and Expense
An effective compliance plan requires time and expense. 
Regular compliance updates and staff education might not 
seem like a priority in the face of falling bottom lines and 
the press of daily responsibilities. When you’re trying to 
out-swim the alligators, you haven’t got time to drain the 
swamp, right?

A truly effective compliance program is one of the best 
investments any practice or facility can make. With 
Recovery Audit Contractor (RAC) audits and greater 
scrutiny from third-party payers—not to mention the 
increasingly sophisticated software employed by all 
payers to detect aberrant or suspicious coding patterns—
improper coding and other compliance problems are less 
likely than ever to go undetected. Payers are becoming 
more aggressive. 

A rock solid compliance plan will catch errors before they 
go out the door, and will provide a clear set of procedures 
to resolve unintentional errors. If you take corrective 
action and come clean with the payer when you find a 
problem, you’re likely to fair much better than if the 
payer discovers the problem first. In terms anyone work-
ing in health care should understand, coding compliance 
is “preventive medicine.”

Even the best plan may not forestall an audit, but it will 
help you to withstand the scrutiny. For instance, a pedi-
atric neurology practice in northern New Jersey recently 
was shocked by a payer’s request to refund approximately 
$4.8 million in payments as a result of a payer audit. 
Fortunately, the practice effectively addressed coding and 
operations compliance and performed yearly audits and 
education for the physicians and staff. They were able to 
demonstrate in their own audit and appeal the facts of 
each case in which the payer was asking for a refund and 

that the practice’s coding matched the documentation. 
As a result, the practice returned exactly $0. 

Let’s Talk Money and Reputation
The cost of fraud charges resulting from a pattern of abu-
sive coding (even if “unintentional”) can escalate quickly. 
Quite aside from legal fees, the damage to a physician or 
facility’s reputation is enough to cause financial ruin. The 
potential emotional damage can’t be measured.

An effective compliance plan actually may pay direct div-
idends by identifying coding opportunities. For instance, 
a comprehensive compliance review might reveal that a 
provider is undercoding, and may legally claim a higher 
service level or is missing service opportunities that are 
not getting billed. 

As already noted, your compliance plan should be mostly 
prospective. That is, it should establish effective internal 
controls to ensure that its coding and documentation 
practices are in full compliance with the law prior to 
claims submission. 

An effective compliance plan also looks back, however. 
Regular retrospective audits, or review of claims already 
filed, are valuable to identify coding errors, as well as 
high risk services and providers. This allows you to target 
education efforts where they are needed, and gives you 
the opportunity to settle with a payer over past mistakes. 
It is recommended that retrospective audits be performed 
with your health care attorney.

Consider hiring an outside consultant to audit your 
coding compliance at least once per year. Very few medi-
cal practices do their own taxes. Instead, they hire a 
professional to do the job. The same attitude should 
prevail when it comes to evaluating a compliance plan. 
Coding compliance is every bit as important to a medi-
cal practice as is following tax law, so why not consult 
an expert? A credible consultant will take the time 
necessary to evaluate your plan and coding compliance, 
and help you identify and correct any problem areas. A 
consultant can answer questions and provide guidance if 
a payer announces an audit of its own. Just as we all have 
the April 15 deadline to file taxes, practices and facilities 
should have a deadline each year to complete their com-
pliance review and update it accordingly. 

Barbara Cobuzzi is president of CRN Healthcare 
Solutions. She holds CPC, CPC-H, and CPC-I certi-
fications and a specialty certification in Otolaryngol-
ogy from the AAPC. Barbara is a past member of 
the AAPC National Advisory Board as well as their 
Executive Board. She has also earned her certifica-
tion as a health care compliance consultant from 
Healthcare Compliance Resources. Barbara is a 

nationally recognized consultant in compliance, coding and billing.

To discuss this article 
or topic, go to member 
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In the face of an economic crisis, the Obama administra-
tion has seized an opportunity to strengthen the medical 
record privacy landscape for all Americans by making 
significant modifications to the privacy and security 
regulations of the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA). These modifica-
tions were drafted in the “Health Information Technol-
ogy for Economic and Clinical Health Act” (HITECH 
Act), passed as part of the American Recovery and Rein-
vestment Act of 2009 (ARRA), signed into law by Presi-
dent Obama on Feb. 17. 

The HITECH Act was designed to facilitate the wide-
spread adoption of health information technology (HIT) 
for a variety of purposes, including the electronic use and 
accurate exchange of medical information.

Throughout the HITECH Act, it has been clear that the 
nation is well on the path to adopting a national frame-
work of electronic medical records (EMRs). It has also 
been broadly accepted that to establish a national HIT 
infrastructure, the privacy and security features protect-
ing medical records must be rooted firmly within this 
framework. The HIPAA Privacy and Security regula-
tions, which have been in effect for most covered enti-
ties since April 2003 and April 2005, respectively, have 
made great strides in this effort. The HITECH Act takes 
what should be the final step at plugging many of the 
perceived holes and inadequacies of HIPAA Privacy and 
Security regulations. 

The provisions of the HITECH Act that modify the 
HIPAA Privacy and Security regulations are as follows.

Business Associates and HIPAA
Traditionally, business associates (entities such as record 
copying services, collection agencies, attorneys, consul-
tants, and outside auditors) were not subject to HIPAA 

Privacy or Security regulations. Now, as a result of the 
HITECH Act, business associates are directly subject 
to the HIPAA Security regulations, including civil and 
criminal penalty provisions. Business associates are also 
directly responsible for compliance with the HIPAA 
Security Rule provisions requiring administrative, physi-
cal, and technical safeguards must be in place to protect 
electronic patient information. Business associates are 
required to take certain administrative actions, such as 
appointing a designated security official, drafting written 
policies, addressing electronic protected health informa-
tion they create, store, or transmit, as well as conducting 
employee training on information security policies. 

Breach Notification
The long-awaited federal regulation on breach notifica-
tion is here. All but a handful of states have existing 
legislation on breach notification that is fairly consistent 
in regard to the fundamental notice requirements (for 
example, written notice is required for patient electronic 
medical information breaches). The HITECH Act offers 
no shocking deviations from the breach notification leg-
islation most of the states have already enacted; the only 
exception is an expanded notice requirement to the U.S. 
Department of Health and Human Services (HHS) and 
to media outlets in certain instances. If a breach involves 
500 or more persons in a particular state or jurisdiction, 
in addition to the notice that must be sent to the affected 
individuals, the covered entity must also notify promi-
nent media outlets in the state or jurisdiction where the 
individuals reside. The covered entity must also notify 
HHS immediately, so the notice can be posted on the 
HHS Web site. For breaches that involve less than 500 
patients, covered entities may notify HHS by submitting 
a log, listing all of the covered entity’s breaches involving 
less than 500 patients. If state breach notification laws 

HITECH Act Modifies 
HIPAA Privacy and Security Rules
Stimulus legislation changes the way we’re used to doing business.

By David Behinfar, J.D., LL.M, CHC, CIPP



www.aapc.com July 2009      23

coding compass

are more stringent than the provisions contained in the 
HITECH Act, the state’s laws will continue to apply.

PHR Vendors
The HITECH Act also expands the scope of entities sub-
ject to security breach reporting provisions and requires 
personal health record (PHR) vendors such as Google 
and Microsoft to issue breach notices. The Federal Trade 
Commission (FTC) has been recruited to enforce these 
rules on PHR vendors. A PHR vendor’s failure to comply 
is considered an unfair and deceptive act or practice 
under the FTC Act.

Patient Requests for PHI Disclosure Restriction
Under the current HIPAA Privacy Rules, a covered 
entity is not required to approve any requests by a 
patient for disclosure restrictions of he or she’s protected 
health information (PHI). Now, if a disclosure of PHI is 
to a health plan, is not for treatment related purposes, 
and pertains solely to an item or service the provider 
has received full payment for, then the covered entity is 
required to approve the restriction. 

Accounting of Disclosures  
from Electronic Record Systems
If a covered entity uses or maintains an electronic health 
record (EHR), an individual has the right to receive 
accounting of disclosures from this EHR. Under the cur-
rent HIPAA Privacy Rules, covered entities do not need 
to track PHI disclosures for treatment, payment, and 
health care operations. Now, under the HITECH Act, 
the EHR disclosure must be recorded even if it is for 
treatment, payment, or health care operations. The cov-
ered entity must maintain accounting of the disclosure 
and provide a copy to the patient upon request. Because 
most disclosures of PHI are typically for treatment, pay-

ment, and health care operations, this new requirement 
will likely result in an exponential increase in covered 
entities’ accounting responsibilities. The endeavor will be 
extremely challenging and, very likely, costly for covered 
entities to implement logging mechanisms (both auto-
mated and manual) across their EHRs.

If the EHR was acquired and/or put into use on or before 
Jan. 1 this year, Jan. 1, 2014 is this provision’s effective 
date. For covered entities acquiring an EHR after Jan. 1, 
the requirement will be effective Jan. 1, 2011 or the date 
the EHR is acquired.

Prohibition on Sale of PHI Electronic Records
Subject to a limited exceptions’ list, the sale of PHI for 
remuneration now is prohibited unless written authoriza-
tion is first obtained from the patient.

Right to Obtain Copies of PHI in Electronic Format
Where PHI is kept in electronic format, individuals can 
now request copies of that PHI in electronic format.

The Minimum Necessary Standard
Covered entities are required to apply the minimum 
necessary standard to certain PHI disclosures. Previously, 
covered entities could rely on the party requesting the 
information to define the minimum amount of informa-
tion necessary for the disclosure. Now, covered entities 
are required to make that determination themselves. 
The HITECH Act requires HHS to provide additional 
guidance on the minimum necessary standard to further 
define what constitutes “minimum necessary” and how 
covered entities may implement this requirement.

State Attorney General Enforcement
Now through the HITECH Act, state attorney generals 
have authority to bring suit against any individual for 

Throughout the HITECH Act, it has been clear 
the nation is well on the path to adopting 
a national framework of electronic medical 
records (EMRs).
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HIPAA Privacy and Security Rule violations. HHS also 
has the option to intervene in the suit. This should cer-
tainly spur enforcement activity in this area. 

Penalty Enhancement
The HITECH Act has developed a four-tiered penalty 
system for HIPAA Privacy and Security violations:

Minimum Penalty Maximum Penalty 

Person did not know of violation and by 
exercising reasonable diligence would not 
have known of violation. 

$100 for each violation Not to exceed $50,000 per calendar year 

Violation due to reasonable cause  
(not willful neglect)

$1000 for each violation Not to exceed $100,000 per calendar year 

Violation due to willful neglect $10,000 for each violation Not to exceed $250,000 per calendar year

Violation is due to willful neglect and is 
not corrected within 30 days of the first 
date the person liable for the penalty 
knew or should have known that the  
violation occurred.

$50,000 for each violation Not to exceed $1,500,000 per calendar year

HHS Periodic Audits
Lastly, HHS will now be responsible for performing peri-
odic audits to ensure that covered entities and business 
associates are in compliance with the HIPAA regulations.

Many of the HITECH Act provisions’ effective dates 
vary; however, the tiered enforcement penalties take 
effect immediately. Certainly, most covered entities need 
considerable time to plan for these changes. As regula-
tions are finalized for many of these provisions, the pre-
cise requirements and expectations will become clearer. 
It is evident, though, that the role of compliance profes-
sionals who work in this area will be instrumental in 
meeting our new national electronic health information 
framework requirements.

You can download the operating plan for the HITECH 
Act provisions the Office of the National Coordinator 
for Health Information Technology released mid-May by 
going to www.hhs.gov/recovery/reports/plans/onc_hit.pdf. 

David Behinfar, J.D., LL.M, CHC, CIPP, is 
HIPAA compliance manager for the University 
of Florida College of Medicine – Jacksonville 
(UFCOM-J), and is responsible for UFCOM-J 
campus and UFCOM-J satellite clinics’ privacy 
and security of patient information. He holds 
a Master of Law (LL.M) in health law, is certi-
fied in health care compliance (CHC), and 

has also earned a certification as a Certified Information Privacy 
Professional (CIPP). David has also been admitted to practice law 
in Florida, Illinois, Texas, and Arizona.

To discuss this article 
or topic, go to member 

http://forums.aapc.com
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In Coding Edge’s April article, “PT and OT: Extend 
Coding Know-how to Full Capacity,” we discussed 

what constitutes reasonable and necessary physical ther-
apy (PT) and occupational therapy (OT) services accord-
ing to Medicare guidelines. We also explained how to 
determine whether a service is skilled; and we elaborated 
on untimed codes, timed codes, and individual treat-
ment. In this second installment of a three-part series on 
PT and OT, we’ll explain the coding differences in group 
therapy and individual therapy.

Group vs. Individual Therapy
Let’s say the provider treats two patients during the same 
time period. Before choosing between group therapy code 
97150 Therapeutic procedures(s), group (2 or more individu-
als) and individual therapy code 97530 Therapeutic activi-
ties, direct (one-on-one) patient contact by the provider (use of 
dynamic activities to improve functional performance), each 15 
minutes (examples include activities such as bending and/
or pulling), there are guidelines to consider.

When providing direct one-on-one patient contact, the 

therapist should bill for individual therapy and count 
the total service minutes to determine how many units 
of service to bill each patient. These direct, one-on-one 
minutes may occur continuously (15 minutes straight), 
or in notable episodes (for example, 10 minutes now, five 
minutes later). Each direct one-on-one episode should be 
long enough to provide the appropriate skilled treatment 
in accordance with each patient’s care plan. The manner 
of practice should clearly distinguish the care from that 
provided simultaneously to two or more patients. 

One-on-one example: In a 45-minute period, a 
therapist works with patients A, B, and C, providing 
therapeutic exercises to each patient with direct one-
on-one contact in the following sequence: Patient A 
receives eight minutes, patient B receives eight minutes, 
and patient C receives eight minutes. After this initial 
24-minute period, the therapist returns to work with 
patient A for 10 more minutes (18 minutes total), then 
patient B for five more minutes (13 minutes total), and 
finally patient C for six additional minutes (14 minutes 
total). During the times the patients are not receiving 
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direct one-on-one contact with the therapist they are each 
exercising independently. The therapist appropriately 
bills each patient one 15-minute unit of therapeutic exer-
cise (97110 Therapeutic procedure, one or more areas, each 15 
minutes; therapeutic exercises to develop strength and endurance, 
range of motion and flexibility), corresponding to the time 
of the skilled intervention with each patient.

Group therapy consists of simultaneous treatment to 
two or more patients who may (or may not) be doing 
the same activities. If the therapist is dividing attention 
among the patients, providing only brief, intermittent 
personal contact, or giving the same instructions to two 
or more patients at the same time, it is appropriate to bill 
each patient one unit of untimed group therapy (97150).

Group example: In a 25-minute period, a therapist 
works with patients A and B, spending a minute or two 
at a time with each patient, providing occasional assis-
tance and modifications to patient A’s exercise program, 
and offering verbal cues for patient B’s gait training and 
balance activities on the parallel bars. The therapist does 
not track continuous or notable, identifiable episodes 
of direct one-on-one contact with either patient. In this 
case, the therapist would correctly bill each patient one 
unit of group therapy (97150).

Refer to Medicare Policy for Guidelines
The document guidelines in the Centers for Medicare & 
Medicaid Services (CMS) pub. 100-02, Medicare Benefit 
Policy Manual, chapter 15, sections 220 and 230 (“Group 
Therapy vs. Individual Therapy”), identify the minimal 
expectations of documentation by providers, suppliers, or 
beneficiaries submitting claims for payment of therapy 
services to the Medicare program. Medical review deci-
sions are based on the information submitted in the 
medical record, so the medical record should be accurate 
and complete to ensure a fair payment decision.

Medical record information submitted should:

•	 	paint	a	picture	of	the	patient’s	impairments	and	
functional limitations requiring skilled intervention;

•	 	describe	the	prior	functional	level	to	assist	in	estab-
lishing the patient’s potential and prognosis;

•	 	describe	the	skilled	nature	of	the	therapy	treatment	
provided;

•	 	justify	that	the	type,	frequency,	and	duration	of	
therapy is medically necessary for the individual 
patient’s condition;

•	 	clearly	document	both	Timed	Code	Treatment	
Minutes and Total Treatment Time to justify the 
units billed; and

•	 	identify	each	specific	skilled	intervention/modality	
provided to justify coding. 

For example, a physical therapist may document services 
provided by stating, “Patient was provided with ultra-
sound at 1 mhz, 1.8 w/cm2, 80 percent duty (10 min.) to 

area of R piriformis followed by light sustained stretch to 
piriformis (16 min.), concluding with patient education 
to SROM as part of HEP (11 min.). Patient was educated 
with visual, verbal, and written instruction. She dem-
onstrated full competency and was without questions.” 
The above interventions also may be documented on an 
attached flow sheet that shows treatment provided and 
the duration of each. In the therapist’s note, he or she 
would document, “See attached treatment log.”

Non-covered indications for maintenance programs 
include the following:

•	Non-individualized	services

•	 	Services	considered	routine	or	non-skilled	(eg,	sup-
portive nursing services)

•	 	Maintenance	programs	for	patients	without	a	com-
plex condition that requires development of such a 
program by a skilled therapist

•	 	Exercises	or	activities	that	could	have	been	transi-
tioned to an independent or caregiver assisted pro-
gram (eg, consistently repetitive exercises/activities)

•	Non-cooperation	by	patient	or	caregiver(s)

•	 	Continuation	of	treatment	solely	for	the	purpose	
of staff training and education or development of 
a formal maintenance program after rehabilitative 
therapy completion.

In an upcoming issue of Coding Edge, we’ll complete this 
three-part series with a discussion on documentation 
guidelines and what constitutes as unauthorized person-
nel providing outpatient therapy services. 

Carl Petitto, OTR/L, holds a bachelor’s 
degree in occupational therapy, health and 
human services. Carl is an owner of a pri-
vate practice, continuing patient treatment 
in a variety of settings. He is also an owner 
and manager of Atlantic Billing and Coding, 
LLC, and is a certified health care compli-
ance consultant. He earned a commission 

in the U.S. Army Reserve as an occupational therapist. 

William Pena, PT, DPT, holds a doctorate 
in physical therapy and is an owner of a 
private practice, continuing patient treat-
ment in a variety of settings. He is also an 
owner and manager of Atlantic Billing and 
Coding, LLC, and is a certified health care 
compliance consultant. William performs 
audits for private physical therapy prac-

tices. He can be reached at wpena@atlanticabc.com.

Shannon Sullivan, CPC, CMBS, holds a 
bachelor’s degree in business manage-
ment and is managing owner of Atlantic 
Billing & Coding, LLC. She is president of 
the local coding chapter in her area, which 
she founded last year. You can reach her 
at smsullivan@atlanticabc.com.
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In this three-part series on the driving com-
ponents of level selection for the majority of 
evaluation and management (E/M) services, we 
discuss the history, examination, and medical 
decision-making components. In May’s issue of 
Coding Edge, we featured part 1, which provided 
an in-depth explanation of the history compo-
nent. This month, part 2, we’ll focus on the 
exam component.

Exam Levels
An E/M service’s exam component is, as the 
name implies, the patient’s examination by the 
physician. CPT® identifies four “levels” of exam, 
depending on the extent of the physician work:

 Problem focused

 Expanded problem-focused

 Detailed

 Comprehensive 

The 1995 and 1997 Documentation Guide-
lines for Evaluation and Management Services, 
jointly developed by the Centers for Medicare 
& Medicaid Services (CMS) and the American 
Medical Association (AMA), define differently 
the specific elements that determine the exam 
level. The downfall of the 1995 guidelines is 
specific acknowledgment of the normal work 
and documentation of many specialists is not 
included. The downfall of the 1997 guidelines 
is too many specific documentation elements 
are required. 

1995 and 1997 Documentation Guidelines
Currently, Medicare allows physicians and pro-
viders to use the set of guidelines they prefer 

most. CMS audits according to whichever set of 
guidelines are most beneficial to the physician 
or provider in a particular case. 

Resource tip: You can access both 1995 and 
1997 guidelines on the CMS Web site at www.
cms.hhs.gov/MLNEdwebGuide/25_EMDOC.asp.

Remember, you may not “mix and match” 
the 1995 and 1997 guidelines. If you select 
the 1997 guidelines for an E/M service’s exam 
component you should use the same guidelines 
to determine the level of history and in medi-
cal decision making. Consider your specialty’s 
nature, and the typical documentation the phy-
sician generates, to determine which guidelines 
set to use. Both 1995 and 1997 guidelines rec-
ognize the same body areas, including:

 Head, including the face

 Neck

 Chest, including the breast and axillae

 Abdomen

 Genitalia, groin, and buttocks

 Back, including spine

 Each extremity

Both guidelines recognize the same organ sys-
tems, including:

 Constitutional (for example, the patient’s 
 General appearance and vital signs)

 Eyes

 Ears nose, mouth, and throat

 Cardiovascular

 Respiratory

 Gastrointestinal

 Genitourinary

 Musculoskeletal
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By G. John Verhovshek, MA, CPC

The Driving Parts  
of E/M Level Selection
Part 2 of this three-part series provides an  
in-depth look at the exam component.
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 Skin

 Neurologic

 Psychiatric

 Hematologic, lymphatic, and immunologic

Both 1995 and 1997 guidelines require the provider to 
elaborate on abnormal findings and describe unexpected 
findings. Both guidelines also allow a brief note of “nega-
tive” or “normal” to document normal findings or unaf-
fected areas or systems.

As noted, however, the 1995 and 1997 guidelines define the 
four levels of exam (problem-focused, expanded problem-
focused, detailed, and comprehensive) differently. The 1995 
guidelines define the levels of exam as follows:

Problem Focused—a limited examination of the affected 
body area or organ system (that is, a limited exam on only 
one affected body area or organ system)

Expanded Problem Focused—a limited examination of the 
affected body area or organ system and other symptomatic or 
related organ system(s) (that is, a limited exam of at least two 
body areas or organ systems)

Detailed—an extended examination of the affected body 
area(s) and other symptomatic or related organ system(s) 
(that is, an extended examination of at least two body areas 
or organ systems)

Comprehensive—a general multi-system examination or 
complete single-organ system examination (The medical 
record for a general multi-system examination should include 
findings about eight or more of the 12 organ systems)

For example, a patient presents with a complaint of wheezing, 
cough, and fever. The physician performs the following exam:

GENERAL: 12-year-old, age appropriate, appears in no acute 
distress. A&O x 3, EARS: TMs: Gray, translucent; light reflex and 
bony landmarks present bilaterally. External canals normal to 
examination, NOSE/SINUS: No flaring of nares. Septum: Midline 
and patent bilaterally. Mucosa: Pink and moist. Clear discharge 
from the nose, but no sinus tenderness noted to palpation. 
THROAT/MOUTH: Buccal mucosa: Pink and moist. No lesions. 
Teeth: Good repair. Tongue: Midline without fibrillation. Uvula: 
Midline with elevation of soft palate. Gag reflex: Intact. Pharynx: 
Slightly erythematous. 2+ swelling with postnasal drip noted. 
Gums: Pink and intact. NECK: Supple without lymphadenopa-
thy. CHEST/LUNGS: Scattered wheezing bilaterally. No rales or 
rhonchi. No accessory muscle use or retracting. HEART: RRR 
without murmur, rub, or gallop. ABDOMEN: Soft, nontender, 
bowel sounds to all four quadrants.

According to 1995 guidelines, the documentation supports 
a detailed exam because the physician performs an extended 
exam of two to seven body areas/systems.

1995’s Gray Areas Can  
Confuse Level Determination
The 1995 guidelines, although generally clear, contain two 
gray areas that may complicate your ability to determine the 
exam level:

  An expanded problem-focused exam and a 
detailed exam both require examination of at 
least two body areas and/or organ systems; the 
expanded problem-focus level requires that these 
exams are “limited,” whereas the detailed level 
requires these exams are “extended.” The terms 
limited and extended are not defined specifically.

  The definition of a comprehensive single system 
exam is defined only as “complete.” The term 
complete is also not defined specifically.

1997 Draws a Line Between Black and White
The 1997 guidelines eliminate this subjectivity by exactly 
specifying—using bulleted items—the exam require-
ment for a particular body area or organ system. These 
requirements provide objective, exact criteria from which 
to measure physician documentation against. Although too 
lengthy to list here, detailed list of bulleted exam require-
ments may be found on pages 13-42 of the documentation 
guidelines, as available at www.cms.hhs.gov/MLNProducts/
Downloads/MASTER1.pdf.

When using 1997 guidelines, the physician may select from 
the general multi-system exam or any of the single organ 
system exams. The coder must review each documented ele-
ment to determine which single-organ system exam is the 
most appropriate E/M service level selection. For instance, 
a problem-focused, general multi-system examination 
requires the documentation of at least one bullet. For an 
expanded problem-focused exam, at least six bullets must 
be documented. For a detailed examination, there should be 
documentation to support two bullets in at least six organ 
systems or body areas, or a total of 12 bullets in two or 
more organ systems or body areas. 

For example, a physician performs the following exam for a 
patient with rheumatoid arthritis:

EXAM: Hand deformities persist with synovial fullness 2nd, 
3rd, and 5th MCP joint of the right hand, 2nd and 3rd MCP 
joint of the left hand. No definite synovitis over the IP joints or 
the wrists, elbows, knees, or ankles. Range of motion of the 
knees is 5-85 degrees with 1+ crepitus, shoulder motion lim-
ited with 80 degrees abduction, 120 degrees elevation but in 
the anatomic position flexion and extension appear normal. 

According to the musculoskeletal exam template in the 
1997 dguidelines, the physician performed an expanded 
problem-focused exam (at least six bulleted items from the 
musculoskeletal examination documented).
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Physicians should focus on the medical necessity of an exam, 
and should never document “just one more bullet” to achieve 
a higher service level.

“The type (general multi-system or single organ system) and 
content of examination are selected by the examining physi-
cian and are based upon clinical judgment, the patient’s his-
tory, and the nature of the presenting problem(s),” according 
to the 1997 guidelines.

For instance, it might be considered necessary to perform 
a comprehensive exam when a new patient presents, but 
medically unnecessary to repeat a complete review on every 
follow-up.

More to Come
If you have trouble differentiating between the review of 
systems (ROS) elements and the exam elements, you are not 
alone. To help you make a determination using just one ques-
tion, we’ve included the sidebar “Distinguish ROS from Exam 
Element” in this issue.

Coming up in this three part series is the medical decision- 
making component. When this article trilogy is complete, you 
will have the basic information needed to choose E/M service 
levels with confidence, and also to audit E/M claims for accu-
racy and consistency. 
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When reading a chart note, it can be difficult to distinguish 
between elements belonging to the review of systems (ROS) and 
those elements that are relevant to the exam. The ROS and the 
exam elements are not interchangeable, and for most payers you 
may never not count a single element toward both the ROS and 
the exam. Such double dipping will quickly compromise your 
coding accuracy for payers that prohibit the practice.

The ROS is a series of written or verbal “questions and answers” 
relevant to signs or symptoms the patient is experiencing at the 
time of service. Often, the ROS is gathered by having the patient 
complete a history or intake form given to the patient at the front 
desk check-in. The form is a list of questions that generally asks 
the patient to check off and/or briefly explain signs and symptoms 
the patient currently has or has had in the past. For instance: 

Have you now or have you ever had any of the conditions listed 
below? If yes please describe.

Respiratory:

	Severe shortness of breath or wheezing

	Had a cough for more then one month

	Chest pain when you cough hard or take a deep breath

	Cough up blood

	Difficulty breathing 

	Shortness of breath when exercising

The ROS may also occur verbally with the provider or other staff. 
For instance, an assistant may ask the patient, “Do you have any 
problems breathing? Do you have shortness of breath when exer-
cising, walking, or climbing the stairs?”

The patient’s response might be documented in a note by the pro-
vider as briefly as:

Patient states his chest hurts when he coughs but not when he takes 
a deep breath. No SOB. No complaints of pain in joints. No problems 
sleeping.

If the provider uses a subjective, objective, assessment, and plan 
(SOAP) documentation format, the ROS elements should appear 
under the heading “Subjective.”

The office may instead use a formatted progress note sheet with 
check boxes, such as: 

	Respiratory

	SOB

	Cough

	Wheeze

In contrast to ROS elements, the exam elements are actual visual or 
hands-on findings. For example, the provider uses an otoscope to 
inspect the middle ear visually, an ophthalmoscope to check the eyes 
and their reaction to light, and a stethoscope to listen to lung, heart, 
and bowel sounds. The provider will document what she sees with 
statements such as:

	Pupils are equal and reactive to light

	Chest: bilateral rales and rhonchi

	Bowels sounds are normal

	Extremities: no cyanosis or edema

In the SOAP documentation format, the exam elements should 
appear under the heading “Objective.”

Using a templated progress note, the documentation format of the 
exam might look something like this:

Physical Exam:

Chest: wheezes R L mild mod severe

rales R L

rhonchi

cough dry deep 
hacking blood 
tinged

R L

Here’s the bottom line: When reading the notes, ask yourself if the 
notation is something the patient answered, or if it is something 
the provider observed. An answered question belongs to the ROS; 
whereas something that is seen, heard, or measured by a provider 
is an exam element. 
Janalynne Thorley-Kilgo, CPC, CPC-I, CCS, is a coding education  
specialist at AAPC.

Distinguish ROS from Exam Elements
Just one question is all it takes to make a determination.
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http://forums.aapc.com
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When it comes to coding from home, you’ll find 
there is an up side and a down side, as there is 

with any situation. To find out if working at home fits 
your career needs, we’ll give you the good news first, the 
bad news second, and provide solutions to make the bad 
news not so bad.

By working at home, you can:

Reduce stress levels – Do this by working in an 
environment that reflects your style and supports 
your working frame of mind. You aren’t part of the 
office chaos so you can remove yourself from stress-
ful distractions and concentrate on the task at hand.

Avoid the morning commute – This means no 
wear and tear on the car, no heavy traffic that may 
make you late for the office, and no driving in bad 
or hazardous weather.

Deduct home office expenses – If you work in a 
home office, you may be able to deduct separate office 
phone lines, purchases of office equipment, software 
and other supplies, and a portion of your domi-
cile expenses—such as the mortgage, utilities, and 

upkeep. Check with your tax preparer for details.

Skip showers and wear sweatpants – If you want 
to get up in the morning and start working imme-
diately, you can! Your coworkers will never know 
you are wearing slippers.

Control your work day – You can establish a work 
schedule supportive of your best production time 
or needs, even if it doesn’t coincide with the office 
staffs’ hours. 

Save money – You don’t have to pay for gas and 
there is no need to purchase office attire. We do, 
however, recommend you look great for the inter-
view or job training, if it’s in person. 

No office gossip – You can fully concentrate on 
work when you aren’t interrupted with the drama of 
your co-workers’ personal lives.

Streamline office and home tasks – During the 
time you’d normally commute to work, you can 
make your bed, throw in a load of laundry, and 
vacuum the floor. During the time you’d normally 

commute home, you can pick up a few gro-
ceries and make dinner.

However, working at home can be a bad 
career move if you aren’t disciplined enough 
to handle the responsibility. The follow-
ing can prevent you from being a steadfast 
home worker:

Becoming distracted – The television, a 
family member, or a particularly nice day 
can put you in procrastination mode. 

Accessing tech support – When tech sup-
port is half-way across the country, you have 
to rely on yourself to identify the problem, 
seek help, and communicate your needs to 
the office help desk. Sometimes it can take 
months before your home office is totally 
functioning properly. 

Communicating to coders – It is easier 
to have a coding discussion with the person 
sitting next to you, than to email the bill-
ing case to someone you’ve never met who 
sends quoted guidelines back to you.

Coding from Home
Before taking the leap, there are 
a few things you should consider.
By Michelle A. Dick, senior editor
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Keeping current with office coding standards 
– You may miss out on important informal coding 
discussions in the office. 

Balancing work and home responsibilities – If 
you focus on one area too much the other will suffer.

Overcome Home Distractions
Cheryl Lobaugh, RN, CPC, CCS-P, an at-home inde-
pendent contractor for more than 10 years, discovered 
the secret to working at home success. She said, “Along 
the way, I have discovered there are two principles that 
should be applied for an individual to work successfully 
from home. The first is having discipline and the second 
is maintaining balance.” 

Discipline is the key to overcoming home distractions. Iden-
tify what your best working hours are, establish a schedule, 
and commit to those hours. Motivate yourself to work even 
when there are other things you’d rather be doing. Having a 
separate office area may help you stay on task.

Make sure your family members know that when you are 
working, they should not distract you. Others may see 
your being at home as a free pass for them to pop in for 
a visit or ask you to run errands. Be clear on your work-
ing hours and discourage visitors. If Aunt Mae, whom 
you haven’t seen in five years, happens to visit you when 
you’re on the clock, log out of work and make up the 
time at your earliest opportunity. Be sure your employer 
knows when there is a disruption in set work hours.

Overcome Tech Support Challenges
Computer and technical support can be problematic for 
at-home workers. Home workers don’t necessarily have 
more computer issues than office workers. They do, how-
ever, have communication issues, as office tech support 
doesn’t usually swing by to make long distance house calls. 
At-home workers may see the office environment’s easily 
accessible help desk staff as a luxury. It is much easier to 
show someone the problem you are having with your com-
puter than to communicate it via phone or email.

Setting up internet connections, accessing remote office 
systems, purchasing a printer, installing software, and 
troubleshooting fax machine issues are just a few tech-
nical issues that need to be addressed for a functional 
home office. Before you choose to work remotely, make 
sure you have the equipment and software you need. For 

example, have your fax machine hooked up to a separate 
phone line before your first day of work. That way, you 
won’t waste time scrambling when you’re on the clock.

A quick internet connection is essential for the home 
office. Working through a remote desktop is slow at 
times, so if your internet connection is also slow, you 
have a double whammy to hinder your production time. 
When the internet connection is down or other technical 
problems arise, you’ll have to make up the missed work 
to ensure a steady paycheck.

Look for Opportunities to Stay Current
Because you aren’t in the office on a daily basis, you may 
find you miss out on important coding information your 
office colleagues forgot to pass onto you. To keep in the 
loop, designate a time to address any questions or concerns 
that billing staff has or to discuss changes in policies. If 
you are within driving distance from the office, attend 
meetings. For long distance workers, schedule regular tele-
conferences and communicate frequently with coworkers.

Keep current with coding standards and seek educational 
opportunities as necessary. Ensure that your are on the 
same page as fellow office and remote workers when it 
comes to choosing codes.

Perform the Delicate Dance of Balance
There is a delicate balance between managing work com-
mitments and fulfilling home responsibilities, which 
many home workers have not mastered. You can, how-
ever, maintain a happy balance using time management, 
honesty, and professional coding excellence.

Stay focused on work and don’t spend too much time 
checking email. Leave personal emails for hours you 
aren’t working. Don’t attend to household chores and 
other personal commitments when you should be work-
ing. Save chores for before you start working or after you 
are finished.

Schedule doctor appointments for days and times you 
won’t be working and schedule client meetings for times 
you will be working. It will help you maintain a black 
and white work schedule. 

If you continually meet the expectations set by clients and 
your company, while keeping a happy household, you’ll 
know that you can walk the working-at-home tightrope. 

There is a delicate balance between managing work 
commitments and fulfilling home responsibilities, 
which many home workers have not mastered.
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Banish Unwarranted Doubt
Working at home sometimes creates dissension among 
coworkers. Office-based colleagues may assume you aren’t 
working as diligently as they are. Your workload may 
increase to counteract this assumption. Shannon Kay, 
CPC, experienced this when she switched from working 
in the office to working at home. Kay said, “My work 
load increased with extra duties steadily over the first few 
months. So besides coding, billing, and collecting, I am 
also confirming appointments, checking patient’s ben-
efits, and helping with scheduling.” The good news is the 
time she has put into earning her doctor’s trust has been 
well worth her effort.

To eliminate your coworkers’ unwarranted doubts, prove 
your worth by working harder and documenting pro-
duction by using time clocks, implementing produc-
tion trackers, and filling out status reports. Once your 
employer and coworkers see you meet and exceed produc-
tion requirements, you can take a deep breathe and reap 
the benefits of coding in your slippers.

Find Home Coding Work
If you are considering a work-at-home coding position, 
and you are currently employed with a practice, a facility, 
or a billing company, find out if working from home is 
an option for you. 

If you are currently unemployed or want to see what cod-
ing-at-home careers are out there, start with a job search 
on the Internet. You can post your resume and search for 
jobs at:

AAPC Job Center  
(www.aapc.com/education/medical-coding-career.aspx)

HealtheCareers Network (www.healthecareers.com)

Maxim Health Information Services  
(www.maximhealthinformationservices.com)

Medhunters (www.medhunters.com)

Monster Job Search (www.Monster.com) 

Independent or Isolated? 
Being isolated from coworkers can help you master working 
independently and fine-tune your problem-solving skills. You 
rely on yourself for solutions until all options are utilized. The 
downside is that you can miss out on important office informa-
tion. At-home coders tell us what they enjoy and dislike about 
being isolated from other coders while working remotely.

Isolation Causes Coding Problems
“It is difficult communicating with the coders … only through 
email. When coding questions arise, the answer does not 
come from a formal discussion with a group of coders, instead 
it comes via email responses quoting coding guidelines, etc.”

“It is easier to like everyone you work with when you do not 
know them personally, though it can also make for a lonely day.” 

Linette Anderson, CPC, Peak Health Solutions 
Works in California, lives in Rhode Island

“Probably the biggest con for me is I can be left out of new 
office policies/rules and discussions because I’m not in the 
immediate area. I do attend staff meetings, but generally, it’s 
the informal discussions that take place and I should be part 
of that I’ve been left out of.”

Jennifer Grace Wujcik, CPC, John C. Lincoln Health Network, 
Phoenix, Ariz.

Independence as a Plus
“I am 65 years old, the oldest employee in the department 
... No one else is trained to do my work—so I really do work 
very independently. Although I don’t miss the day-to-day 
interaction with my co-workers, I do enjoy seeing them when 
we all get together.”
Pamela W. Christensen, CPC, Centegra Health System. Lives in 
Wisconsin, works in Illinois 

Coding Edge–sidebar
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Register Today! 

2009 AAPC Regional Conferences
LEARN | NETWORK | PLAY

Hawaii
SEPTEMBER 10-12 | 11.5 CEUs | $249 

15 educational sessions with topics including 
ER, gastroenterology, E/M, facility coding, 
anatomy, Medicare, cardiology, emergency 
deapartment and more.

JW Marriott Ihilani Resort and Spa

AAPC Discount Hotel Rate: $215

Virginia
OCTOBER 8-10 | 12.5 CEUs | $299  

22 educational sessions with topics including 
ICD-9 guidelines, CMS & Medicare, general 
surgery, audits, radiology, sleep apnea, 
anesthesia and more

Sheraton Norfolk Waterside Hotel

AAPC Discount Hotel Rate: $123
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Only 53 months and counting before we go live with 
ICD-10-CM. There are so many tasks to accomplish 
before Oct. 1, 2013 that you may not know where to 
start your journey toward implementation.

Before concentrating on specific ICD-10-CM guide-
lines and codes, your organization needs a plan or a 
“road map.” Your road map toward ICD-10-CM imple-
mentation should include communication and signifi-
cant collaboration in information technology, finance, 
clinical areas, payers, and outcomes. Knowing where 
you are going will get you to where you want to go.

AAPC Has a Plan for You
The American Academy of Professional Coders’ 
(AAPC) Web site is a great place to find the informa-
tion needed to contrive an implementation plan. Take 
time this week to begin reviewing the ICD-10-CM 
training plan on the AAPC Web site (www.aapc.com/
ICD-10/training.aspx), if you have not already done so. 

Once you have reviewed the plan:

Log into your member area.

		In the ICD-10 Preparation area at the right side 
of the Member Area Web page, select the type 
of organization you work for from the pull-down 
menu. There is guidance for health plans/payers, 
very small practices (1-3 physicians), small prac-
tices (4-10 providers), medium practices (11-49 
providers), and large practices (50-plus provid-
ers). This is called the ICD-10 Tracker.

		Click the Save button once you have selected an 
implementation plan according to your orga-
nizations needs. The Web page “My Personal 
ICD-10 Implementation” displays implementa-
tion plan guidance. If you chose a small prac-
tice, there are 14 steps you will need to take 
for a successful ICD-10 transition. If you are a 
medium or large practice, you may have a couple 
more steps to take. 

		Click on a step under “My Personal ICD-10 
Implementation,” such as “Step 1: Organize the 
Implementation Effort.” You are taken to a new 
Web page, where each step hosts a detailed, 
numbered checklist to further explain how to 
achieve implementation success.

Take it One Step at a Time
Every time you complete an implementation step, 
check off the step and click the Save button on your 
online ICD-10-CM implementation plan. The yellow 
lines next to the track steps will turn green as the 
actions are checked off. This indicates that you have 
completed the step in the recommended time frame. 
Steps have end dates. If one or two of the step end 
dates pass without all of the actions being checked off, 
the progress light turns to amber, warning that you 
have fallen behind. If more than two of the step end 
dates pass without all of the actions begin checked 
off, the progress light will turn red—and we all know 
what that means.

Begin the implementation process step by step. Focus-
ing on all elements that need addressing at one time 
will lead to frustration. Systematically focusing on one 
step at a time and creating a timeline to phase in ICD-
10-CM will streamline the process and eliminate get-
ting overwhelmed with unnecessary work. The amount 
of work necessary to implement ICD-10-CM and the 
resources required depends on the practice size. A large 
practice may need to recruit key persons from many 
different departments to assist with the transition; 
whereas a small practice might incorporate only one or 
two person(s) to assist in the transition.

Step 1: Organize the Implementation Effort
The first step to a successful transition using the 
online implementation plan is to “Organize the Imple-
mentation Effort.” Every practice needs to assign a 
project team or key person to organize and to manage 

Set Your Sights on ICD-10-CM
Our checklist will pave the way for a smooth transition.
By Deborah Grider, CPC, CPC-I, CPC-H, CPC-P, COBGC, CEMC, CDERC, CCS-P
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the implementation effort. If you have several people 
in your practice involved in the ICD-10 transition, 
form a team and assign projects with completion dates 
for each step along the way. The project team or key 
person is responsible for the initial planning process. 
Each practice should include at least one physician in 
the implementation process. Physician “buy in” is criti-
cal for ICD-10-CM.

Physicians need to be involved so they understand the 
importance of preparation as ICD-10-CM implementa-
tion occurs. Get coding staff involved. Provide periodic 
progress reports to the implementation project team 
and/or physicians, so everyone is made aware of the 
progress, problems, and barriers to your organization’s 
implementation.

A small practice might benefit from hiring a consul-
tant to either participate in the project or coordinate 
the overall transition plan. In a large practice, leader-
ship staff should be involved in the transition plan 
development.

Once the project team is set and leadership roles are 
identified, it is time to get to work. Begin by pre-
paring a project summary, including an overview 
description of regulations, changes to code sets, and 
anticipated internal and external work processes. For 
larger practices this could mean reading the ICD-10 
final rule; for smaller practices this could mean read-
ing materials prepared by a professional society. The 
project summary and an outline of project steps will 
serve as the roadmap for completing implementation. 
This summary should include the scope of work antici-
pated to accomplish successful implementation and it 
should be shared with the physicians in your medical 
practice. 

Within the scope of “Organizing the Implementation 
Effort,” a preliminary impact analysis should be per-
formed. This analysis will identify all areas that will 
be impacted within the practice such as the clinical 
areas, IT systems, documentation, etc. When you have 
developed the analysis, draft a simple written report 
to share with your physicians or project team. This 
information must be shared with the providers so they 
can understand the impact on their practice. In this 
planning stage, identify who in the medical practice or 

organization has decision-making authority. 

One of the main concerns with ICD-10 implementa-
tion is the delay of claim submission resulting from 
the ICD-10-CM learning process. People’s short term 
productivity decreases when they are in training or 
learning a new skill. These productivity slowdowns can 
include charge capture and reimbursement, and can 
affect a practice’s financial health. The project team 
should anticipate a decrease in productivity by measur-
ing and analyzing the transition prior to beginning the 
training process.

Take a Proactive Role
Every practice should begin this process immediately. 
Preparing for this change will take a great deal of time 
and effort. The project team is instrumental in the 
success of implementing ICD-10-CM and should be 
proactive in its preparation. All staff members should 
be involved in some way in the ICD-10-CM transition. 
Understand that the transition effort will not suc-
ceed without input and cooperation from all practice 
members. Personnel involved in the transition process 
should begin planning early to avert potential prob-
lems in the process.

In June and July of 2009, the AAPC will conduct 
audio conferences and Webinars on implementation 
guidance. A distance learning module will be avail-
able in September 2009 to help with implementation 
guidance. Watch the AAPC Web site and news and 
updates for these important dates, and review the 
online ICD-10 Implementation Plan. Take advantage 
of the tools we have created to assist you in this impor-
tant transition.

Next time … Developing the ICD-10-CM Communi-
cation Plan.  

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. Deb-
orah is currently writing the ICD-10-CM 
Implementation Guide.

road map

All staff members should be involved in some way in the ICD-10-CM 
transition. Understand that the transition effort will not succeed without 
input and cooperation from all practice members.
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newly credentialed members

Belinda Faye Gargis, CPC Florence AL
Rose Marie Patterson, CPC-H Florence AL
Debra M Taylor, CPC Florence AL
Gurujala Dinakar, CPC Triupati Andhra Pradesh
Cathy A Rivers, CPC APO AP
Robin Gulzow, CPC Cabot AR
Tunda D. Torrence, CPC Camden AR
Angela Brewington, CPC Jonesboro AR
Kasandra Carol King, CPC-H Jonesboro AR
Roberta Attson, CPC Chinle AZ
Kaylin A Fowler, CPC Kaibeto AZ
Caroline K Sandorff, CPC Mesa AZ
Carrie L Skoog-Boutajrit, CPC, CPC-H, 
CPC-P Mesa AZ
Claire L Sinay, CPC, CPC-P Peoria AZ
Peggy Ann Hopka, CPC Phoenix AZ
Brent Ratterree, CPC, CPC-H, CPC-P 
Phoenix AZ
Maureen P Sharp, CPC, CPC-P Phoenix AZ
Marc Wynne, CPC, CPC-H, CPC-P 
Phoenix AZ
Angela Head, CPC Show Low AZ
Melissa Vasquez, CPC Surprise AZ
Keith Allan Colerick, CPC Tempe AZ
Laverna Secody, CPC Tuba City AZ
Amy C Ballad, CPC Tucson AZ
Yvette Sheryl Langston, CPC Tucson AZ
Heather Marti, CPC Tucson AZ
Donna Marie Barrs, CPC Youngtown AZ
Nancy Tan, CPC Alhambra CA
Julie Rene Nielson, CPC Ceres CA
Rosalie M Davis, CPC Chatworth CA
Iris Mercedes Camacho, CPC Concord CA
Frances C Cryan, CPC Escondido CA
Kristie Schweers, CPC Garden Grove CA
Janet Escalera, CPC Lawndale CA
Ann C Poblete Zosa, CPC Long Beach CA
Kimberly Hoffman, CPC Modesto CA
Regina Willy, CPC-H Montclair CA
Lea C Lastima, CPC Montrose CA
Robert Bargenquast, CPC Napa CA
Dawnise C Durazo, CPC North Hills CA
Lynda P Fiesler, CPC Rialto CA
Sarah Kano, CPC Riverside CA
Laura K Stallings, CPC San Bernardino CA
Margaret A Fordham, CPC San Diego CA
Sharon Howard, CPC San Diego CA
Doreen D Mestas, CPC San Fernando CA
James A Rodriguez, CPC San Francisco CA
Lily Garo, CPC Santa Ana CA
Cynthia Camacho, CPC Stanford CA
Robin Rayborne, CPC Stockton CA
Brandi Michaun Tilley, CPC Torrance CA
Mary Lynn Curtis, CPC-H Walnut Creek CA
Christine L Mullins, CPC Woodland Hills CA
Stacy L Young, CPC Yuba City CA
Jody Oaks, CPC, CPC-H Alamosa CO
Rebecca Hardin, CPC Arvada CO
Mae “Mazie” Marie Perry, CPC Arvada CO
Brenda Clemente, CPC Aurora CO
Rhonda Annette Ennis, CPC Aurora CO
Patrick Patterson, CPC Aurora CO
Tomi Lynne Stuebe, CPC Aurora CO
Cheryl L Thomas, CPC Aurora CO
Kathee Ramich, CPC Broomfield CO
Jennifer June Knapp, CPC Castle Rock CO
Michael Jaskunas, CPC Denver CO
Anastassia Terekhina, CPC Denver CO
Mary O’Dea, CPC Erie CO
Maria Elizabeth Baca, CPC Fort Collins CO
Carol Wells, CPC Gunnison CO
Holly Kursevich, CPC Littleton CO
Katie Barrett, CPC Parker CO
Angie A Griggs, CPC Pueblo CO
Antoinette Nunez, CPC Pueblo CO
Amanda K Mapes, CPC Pueblo West CO
Deborah L Groves, CPC Thornton CO
Tamara Rodriguez, CPC Thornton CO
Anne Marie McParland, CPC East Hyme CT
Barbara Brehaut, CPC Enfield CT

Maureen Stender, CPC Portland CT
Patricia A Sekelsky, CPC Shelton CT
Amy M Lucier, CPC Bradenton FL
Robin Marie Weakland, CPC, CPC-H Cape 
Coral FL
Julia Kay Mohammed, CPC Fort Myers FL
Maria C Betancourt, CPC Hialeah FL
Ivette Insignares-Montalvo, CPC Holiday FL
Melissa Rae Cast, CPC Jacksonville FL
Debbie Reshone Hickman, CPC 
Jacksonville FL
Kisha McMahan, CPC Jacksonville FL
Crystal Mike, CPC Jacksonville FL
Fifi Z Nijem, CPC Jacksonville FL
Stephanie Nicole Surrency, CPC 
Jacksonville FL
Danielle Laitres, CPC Jupiter FL
Gladys Hun, CPC Miami FL
Abigail S Martinez, CPC Miami FL
Barbara C Rivero, CPC Miami FL
Mercedes Sanchez, CPC Miami FL
Charlene Lindahl, CPC Ocala FL
Walkiria Travieso, CPC Pembroke Pines FL
Karen L Kapiotis, CPC Pensacola FL
Emigdio Baez, CPC Port St Lucie FL
Anita Villedda, CPC Riverview FL
Michael Donald Hassel, CPC Sarasota FL
Coleen R Herrick, CPC Silver Springs FL
Grace Ann Hackney, CPC Tampa FL
Alice Teague, CPC West Palm Beach FL
Angel Michelle Fambro, CPC Albany GA
Crystal S Reeves, CPC, CPC-H Atlanta GA
Mandy C Daughtry, CPC Cairo GA
Hebra Banay Barker, CPC Chauncy GA
Tracy Smith, CPC Fairburn GA
Cynthia Marie Carina, CPC Hinesville GA
Sindhu Samson, CPC-H Lilburn GA
Jade Harden, CPC Macon GA
Manderley Harrell, CPC Marietta GA
Patricia Lynn Conger, CPC Moultrie GA
Cindy Elaine Jones, CPC Quitman GA
LaVonda Nelson Sherman, CPC Stone Mtn GA
Amanda Kreuder, CPC Ankeny IA
Catherine Garrett, CPC Cedar Falls IA
Cindy Howell, CPC Comming IA
Berta Jayne Heemstra, CPC Des Moines IA
Katie Frost, CPC Des Monies IA
Mary Brezovan, CPC Fort Dodge IA
LeAnn Ruth Kai, CPC Urbandale IA
Deborah Knowles, CPC Urbandale IA
Barbara Mcleod, CPC West Des Moines IA
Diane Hyler, CPC Winterset IA
Carol Lynn Winter, CPC Winterset IA
Kristy Aney, CPC Boise ID
Heide Ann Foreman, CPC Boise ID
Muqeetah Harvard, CPC Boise ID
Summer Wassler, CPC Boise ID
Cristi L Webb, CPC Boise ID
Malicha Cuellar, CPC Caldwell ID
Jennifer Gonzalez, CPC Caldwell ID
Laurie Troemel, CPC Coeur D Alene ID
Priscilla Volking, CPC Coeur D Alene ID
Rachel Mathews, CPC Kuna ID
Julio Vasquez, CPC Pocatello ID
Denise L Hoff, CPC Sand Point ID
Saman S Idris, CPC Bloomingdale IL
Nikia Darring, CPC Chicago IL
Dana L David, CPC Durand IL
Krista K Anderson, CPC-H Fairview Heights IL
Tracy Athena Hamer, CPC, CPC-H, CPC-P 
Normal IL
Amy Mobeck, CPC Peoria IL
Carissa Dawn Roe, CPC Roscoe IL
Lisa Grotefendt, CPC St Jacob IL
Janet Smiley, CPC Arlington IN
Jacquelin McCulley, CPC Avon IN
Sherry Burgdoerfer, CPC Connersville IN
Peggy Brockman, CPC Evansville IN
Colena Marlow, CPC Fairland IN
Tara Fanchon Smith, CPC, CPC-H Fishers IN

Barbara K Michels, CPC Fort Wayne IN
Melinda Collier, CPC Tipton IN
Crystal Elderkin, CPC Wadesville IN
Tintu E Mathews, CPC Bangalore Karnataka
Prince Praveen Kumar C Gunaseelan, CPC 
Mysore Karnataka
Vinothkumar Marimuthu, CPC Mysore 
Karnataka
Melissa Bybee, CPC Newton KS
Della Swoyer, CPC Witchita KS
Julie M Barbian, CPC Alexandria KY
Jody Ellen Huning, CPC Florence KY
Anita A Guidry, CPC-H, CPC-P Cut Off LA
Sharlotta Endom, CPC Houma LA
Jessica Arnold, CPC Lafayette LA
Sheila Theriot, CPC Vinton LA
Lisa K Cox, CPC-H Boston MA
Obelinda Montero Tejeda, CPC Chicopee MA
Loretta Peters, CPC East Falmouth MA
Gail Gaudreau, CPC Granby MA
Patricia R Burke, CPC Quincy MA
Deborah M Shih, CPC, CPC-H Revere MA
Cheryl Y Carter, CPC Weymouth MA
Cara Michelle Bartelheim, CPC Arnold MD
Olusinbo Ibironke Famure, CPC Beltsville MD
Angela Washington, CPC Riverdale MD
Margaret A Keller, CPC Clinton Township MI
Mary Hill, CPC Gladwin MI
Monica Cornish, CPC Grand Rapids MI
Candice L Johnson, CPC Grand Rapids MI
Anne Marie Wech, CPC La Salle MI
Jodie McLane, CPC Marshall MI
Karla Sueann Woods, CPC Muskegan MI
Marilyn Rosol, CPC Rochester MI
Mary Sue Bock, CPC Rockford MI
Sharon Bonner, CPC Southfield MI
Zubeda Y Burhani, CPC Warren MI
Amy Marie Welsand, CPC Cloquet MN
Lorraine J Sivak, CPC Duluth MN
Jennifer O’Leary, CPC Inver Grove Heights MN
Gina Marie Burns, CPC Minneapolis MN
Sara Faltinson, CPC Minneapolis MN
Autumn E Grabowski, CPC Minneapolis MN
Beliza Diane Gribbon, CPC Minneapolis MN
Du Nguyen Ho, CPC Minneapolis MN
Barbara Kuntz, CPC Minneapolis MN
Angela Lee Northup, CPC Minneapolis MN
Cheryl A Oquist, CPC Minneapolis MN
Johannah Hodges Pannier, CPC 
Minneapolis MN
Valerie Swenson, CPC Minneapolis MN
Julie Paulson, CPC Perham MN
Robin Grout, CPC Woodbury MN
Ana Roacho, CPC Grandview MO
Patricia Kaye Gillespie, CPC Greenwood MO
Kimberly A Johnson, CPC Jefferson City MO
Michelle L Parrish, CPC Kansas City MO
Amanda Brunz, CPC Kearney MO
Sherri Smitley, CPC Kingsville MO
Julie Christeson, CPC Plattsburg MO
Stephanie Pratt, CPC Raymore MO
Jessica Marie Farrar, CPC St Louis MO
Candiss Oleski, CPC Troy MO
Alwin K Dockins, CPC Jackson MS
Tammala D White, CPC Richton MS
Janice L Aldridge, CPC Tupelo MS
Danielle Devers, CPC Belgrade MT
Sarah Leslie Wilson, CPC Dodson MT
Cathy S Bishop, CPC Missoula MT
Deborah Gwen Price, CPC Boonville NC
Joanne M Younts, CPC Cameron NC
Julia Croly, CPC, CPC-P Chapel Hill NC
Tamala Shirlette Westry-Scott, CPC 
Charlotte NC
Lisa Brown, CPC Concord NC
Rosemary Nease, CPC Hope Mills NC
Delese C Venable, CPC Kernersville NC
Crystal Chunn, CPC Lexington NC
Christine Calloway Long, CPC Midland NC
Cindy Wilde, CPC Penrose NC

Michelle Griffin, CPC Rolesville NC
Tina Gross, CPC Sanford NC
Billie Jean Gower, CPC Smithfield NC
Patricia F Throckmorton, CPC Walnut 
Cove NC
Melinda Ramsey, CPC Weaverville NC
Debra Everidge, CPC Winston-Salem NC
Teresa Gaye Swain, CPC Yadkinville NC
Jodie L Hanover, CPC La Vista NE
Sonya Jensen, CPC Lincoln NE
Samantha E Montague, CPC Ashland NH
Nicole M DiVone, CPC Brick NJ
Rebecca Hurley, CPC Budd Lake NJ
Cynthia D Turner, CPC, CPC-H Camden NJ
Linda Keil, CPC Forked River NJ
Rosema M Braithwaite, CPC Jersey City NJ
Frank J Nelson, CPC Linden NJ
Marisa Nadler, CPC Westwood NJ
Shannon B Lasher, CPC Animas NM
Tonya Pamatian, CPC Bernalillo NM
Lori Hughes, CPC Los Lunas NM
Kimberly L Hoover, CPC Lovington NM
Karen M Pedro, CPC New Laguna NM
Richard Piatt, CPC Rio Rancho NM
Valerie Tafoya, CPC Rio Rancho NM
Deborah Stinson, CPC Sparks NV
Jillian Harrington, CPC, CPC-P, CPC-I 
Binghamton NY
Kathleen M Munson, CPC Binghamton NY
Kristy L Eaione, CPC-H Brooklyn NY
Cheryl A Strand, CPC Buffalo NY
Elsa Rodriguez, CPC Great Neck NY
Amanda Jo Stewart, CPC Pawling NY
Deborah Griffin, CPC Peekskill NY
Hilda Iris Collazo, CPC Rochester NY
Eric Maniago, CPC Staten Island NY
Kristen M Fazekas, CPC Tonawanda NY
Roy Grubaugh, CPC-H Bay Village OH
Mary Wells, CPC Bellbrook OH
Barbara Hostetler, CPC Canal Fulton OH
Patricia Baum, CPC Cleves OH
Shannon M McCormick, CPC Dayton OH
Janet M Smiddy, CPC Eastlake OH
Lannette Davis, CPC Marion OH
Tristan Lawson, CPC Mentor OH
Valerie Imblum, CPC Mount Vernon OH
Marian Brentlinger, CPC Northwood OH
Wendy S Nordberg, CPC Ostrander OH
Brenda Fiddler, CPC Waynesburg OH
Elizabeth A Hendricks, CPC Blanchard OK
Kim Endicott, CPC Lawton OK
Karen Beam, CPC Oklahoma City OK
Johnna M Robertson, CPC Shawnee OK
Susan Minor, CPC Stilwell OK
Alison Malati, CPC Tulsa OK
Kerima A Mintun, CPC Albany OR
Michelle Cochran, CPC Bend OR
Peggy Lewis, CPC Blodgett OR
Connie R Dickey, CPC Creswell OR
Rama Bajracharya, CPC Eugene OR
Nicholetta A Vlandis, CPC, CPC-P 
Gladstone OR
Marcia A Kammann, CPC, CPC-P 
Gresham OR
Wendy Boston, CPC Portland OR
Becky A Pierce, CPC, CPC-P Portland OR
Toni Kimmons Slocum, CPC, CPC-P 
Portland OR
Dana L Doney, CPC Salem OR
Michelle Taylor, CPC Bristol PA
Barbara DeFrancesco, CPC Cecil PA
Joann E Evans, CPC Cochranville PA
Shirley Burgio, CPC Danville PA
Stacy Comstock, CPC Erie PA
Joanie M Helman, CPC Gardners PA
Annette Lynn Palo, CPC, CPC-H Lester PA
Tracey Lynn Madey, CPC Pittsburgh PA
Nelson Asport, CPC Torre Chardon PR
Angelique Herceg, CPC East Greenwich RI
Julie Anne Lowder, CPC Alcolu SC

Dikena Shavonna Middleton-Price, CPC 
Charleston SC
Ivy Nelson, CPC Charleston SC
Pamela J Walker-Martino, CPC Charleston SC
Vania James, CPC Columbia SC
Samantha N Green, CPC Darlington SC
Robin Threatt, CPC Florence SC
Glenda Williams, CPC Florence SC
Phyllis A Brookshear, CPC Summerville SC
Casey Carraway Bryan, CPC Sumter SC
Pamela Johnston Castro, CPC Sumter SC
Bernadette S Hair, CPC Sumter SC
Priscilla B McLeod, CPC Sumter SC
Anaeli A Pease, CPC Sumter SC
Melody Lynn Preston, CPC Sumter SC
Tracy Lynn Spaans, CPC Cosica SD
Amanda Schutz, CPC Mitchell SD
Brenda Marie Carbajal, CPC Plankinton SD
Kristi Cassidy, CPC Plankinton SD
Jaimie Marie Larson, CPC Plankinton SD
Jennifer Lee Toennies, CPC Plankinton SD
First Name Middle Last Cert City State
Susila Veeranan, CPC  
Aruppukottai Tamil Nadu
Jeevanantham Mariappan, CPC  
Chennai Tamil Nadu
Prabhu Rajamannar, CPC  
Chennai Tamil Nadu
Saravanan Ramajayam, CPC  
Chennai Tamil Nadu
Hari Prasad Ramdoss, CPC  
Chennai Tamil Nadu
Bharathy Sadagopan, CPC  
Chennai Tamil Nadu
Panneer Selvam Moorthy, CPC  
Thanjavur Tamil Nadu
Joseph Amal Raj Antonisamy, CPC-H 
Chennai Tamilnadu
Anatharaman P Gayathri, CPC  
Chennai Tamilnadu
Gayathri Natarajan, CPC, CPC-H  
Chennai Tamilnadu
Bhuvaneswari Shanmugam, CPC  
Chennai Tamilnadu
Revathy Singaravelu, CPC  
Chennai Tamilnadu
Kalathil Vipin, CPC Chennai Tamilnadu
Poorani Ramanathan, CPC  
Trichy Tamilnadu
Navaneetha Krishnan Alavandar, CPC 
Vilupuram Tamilnadu
Laura Kellum, CPC Brownsville TN
Shunte L Mathis, CPC Chattanooga TN
Sara Smith, CPC Chattanooga TN
Brenda Stringer, CPC Harriman TN
Wendy A Rhodes, CPC, CPC-H Jefferson City TN
Amy D Howes-Campbell, CPC Knoxville TN
Trudie I Bailey, CPC Lawrenceburg TN
Kim D. Sasser, CPC Madisonville TN
Barbara Farmer, CPC Maryville TN
Dianne Banks, CPC Memphis TN
Tammera Q Snelling, CPC Memphis TN
Anita Elder, CIRCC Ooltewah TN
Sai Sirisha Panchakarla, CPC, CPC-H 
Saligrammam, Chennai TN
Kavitha Kesavan, CPC, CPC-H  
Tamil Nadu TN
Linda Butterfield, CPC Austin TX
Paulette Widmer, CPC Austin TX
Lawanda Hamilton, CPC Cypress TX
Kelly Preston, CPC Denton TX
Aracely Polanco, CPC Denver City TX
Dixie Chapman, CPC El Paso TX
Robin Duron, CPC El Paso TX
Pamela Kanoria Lopez, CPC El Paso TX
Odette Ruiz, CPC El Paso TX
Kim Brents, CPC Fort Worth TX
Lindsey Mcbee, CPC Haslet TX
Rhonda Alfaro, CPC Houston TX
Nanika Lockheart, CPC-H Livingston TX

Leticia Garcia, CPC Lubbock TX
Noelle Gregory, CPC Lubbock TX
Pam K Hart, CPC Lubbock TX
Veronica M Lara, CPC Lubbock TX
Judy K Perkins, CPC Lubbock TX
Jennifer Smyer, CPC Lubbock TX
Angela Downing, CPC Richardson TX
Ruth M Wilson, CPC Round Rock TX
Joann Botello, CPC Seminole TX
Donna J Rowden, CPC Shallowater TX
Tanya Keck-Smith, CPC Wichita Falls TX
Heather Slack, CPC Salt Lake City UT
Linda Morton, CPC Santa Clara UT
Joan Worley Tingler, CPC Clifton Forge VA
Tiffany Elizabeth Chapman, CPC Crozet VA
Rebecca T Elmendorf, CPC Midlothian VA
Mary Romanoff, CPC Powhatan VA
Saundra Angel Carver, CPC Richmond VA
Jennifer Lyman, CPC Tappahannock VA
Laurie Marcell Lawrence, CPC Virginia 
Beach VA
Nadine Reynolds Frohlich, CPC Belfair WA
Catherine L Manalo, CPC Bremerton WA
Teresa L Brim, CPC Dupont WA
Desiree Deirdre McCann, CPC Everett WA
Cyndi V Totemeier, CPC Port Orchard WA
Kristin Elizabeth Johnson, CPC Tacoma WA
Jamie Trenkenschuh, CPC Yakima WA
Jolynn M Van Ert, CPC, CIRCC Altoona WI
Karen Wendt, CPC Beaver Dam WI
Maureen Ann Brown, CPC Delafield WI
Kristi Overson, CPC Fitchburg WI
Mirla M O’Connor, CPC Janesville WI
Tamara La Barge, CPC Merrill WI
Marie Sidathong, CPC Milwaukee WI
Jennifer J Kasparek, CPC Rhinelander WI
Tina Rauch, CPC Stratford WI
Heather Dawn Hall, CPC Clarksburg WV
Debbie Fortney,CPC Masontown WV
Angela Cunningham, CPC Newell WV
Chithra Chithrangathan, CPC 
Trivandrum, Kerala 
Siji Joy, CPC Trivandrum, Kerala 

Thumma Thomas Reddy, CPC-A  
Hyderabad Andhra Pradesh
Rebecca Calderon, CPC-A Lonoke AR
Kathryn B Richardson, CPC-A Lonsdale AR
Michele Pruss, CPC-A North Little Rock AR
Veronica Doris Begay, CPC-A Flagstaff AZ
Patty Grisham, CPC-A Kaibeto AZ
Tamera Weaver, CPC-A Lake Havasu City AZ
Kathi Marine, CPC-A Oro Valley AZ
Jennifer Huskisson, CPC-A Peoria AZ
Jason Wayne McDaniel, CPC-A, CPC-H-A, 
CPC-P-A Phoenix AZ
Melverta Keyonnie, CPC-A Tuba City AZ
James A Gelles, CPC-A Tucson AZ
Glennette Smylie, CPC-A Antioch CA
Ruth Nathan, CPC-A Buena Park CA
Timothy G McCall, CPC-A Colton CA
Patricia Holmes, CPC-A Diamond Bar CA
Jessica Chang, CPC-A Fullerton CA
Deborah Dean, CPC-A La Mesa CA
Karen Joyner, CPC-A Lathrop CA
Troy Riggs, CPC-A Martinez CA
Lisa A Gunderson, CPC-A Mission Viejo CA
Michelle Dyson, CPC-A Oakdale CA
Angie L De Guzman, CPC-A Oakland CA
Mark C Therrien, CPC-A Orange CA
Julie Buckner, CPC-A Placerville CA
Diana S Lambert, CPC-A Rancho Cordova CA
Julia Macdonald, CPC-A Rancho Santa 
Margarita CA
Tyler Burnett, CPC-A Riverbank CA
Shirley M. Daniel, CPC-A Salinas CA
Jennifer B Bobadilla, CPC-A San Diego CA
Mir Hashem Mirsarraf, CPC-A  
San Ramon CA
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Riteshni Prasad, CPC-A Vallejo CA
Shana Durang, CPC-A Van Nuys CA
Christopher Zepeda, CPC-A Villa Park CA
Atefeh Saidi Nejat, CPC-A West Hills CA
Aishwarya Balachandran, CPC-A  
Alwarthirunagar Chennai
Lokeshwaran Purushothaman Sriramalu, 
CPC-A Anna Nagar East Chennai
Chidambaram Chandrasekar, CPC-A 
Chennai Chennai
Manikandan Kumaraswamy, CPC-A  
Korukkupet Chennai
Sirisha Thandalam, CPC-A  
Nesappakkam Chennai
Mohammed Sherbudin, CPC-A  
Old Pallavaram Chennai
Manogaran Anitha, CPC-A  
Old Washerment Pet Chennai
Prabhu Thangamani Balaji, CPC-A  
Old Washerment Pet Chennai
Kanmani Ramalingam, CPC-A  
Perambur Chennai
Kasthuri Chinnaswamy, CPC-A  
Porur Chennai
Preethi Muthuperumal Ramalingam, CPC-A 
Porur Chennai
Esther Immanuel, CPC-A  
Thiruvottriur Chennai
Kanthimathi Chandrasekhar, CPC-A 
Triplilane Chennai
Sudha Ganesan, CPC-A Velacheri Chennai
Marlie Gene Brooks, CPC-A Aurora CO
Brenda S Erwin, CPC-A Aurora CO
Eric Iten, CPC-A Aurora CO
Donna Mckenzie, CPC-A Aurora CO
Cynthia J Threlkeld, CPC-A Aurora CO
Marjon Zovein, CPC-A Aurora CO
Tracie Dexter, CPC-A Denver CO
Ryan W Parfet, CPC-A Golden CO
Janet L Martin, CPC-A Highlands Ranch CO
Daniel W Cowdery, CPC-A Lakewood CO
Jennifer Ann Linquist, CPC-A Morrison CO
Candice P Gladson, CPC-A Parker CO
Maureen Tami Radu, CPC-A Parker CO
Deborah G McPhee, CPC-A Cheshire CT
Cheryl A Radin-Norman, CPC-A Colchester CT
Carla A Spino, CPC-A Hamden CT
Kathleen H Kishel, CPC-A Madison CT
Beverly Bizzarro, CPC-A Middletown CT
Minerva Mohanani, CPC-A Milford CT
Rachel Stone, CPC-A New Milford CT
Tina M Casarella, CPC-A North Haven CT
Valerie Rose OBrien, CPC-A North Haven CT
Cheryl Kyle, CPC-A Old Lyme CT
Margaret Harnsberger, CPC-A Somers CT
Kathleen L Badolato, CPC-A Torrington CT
Anita A Savarese, CPC-A Wallingford CT
Angela Melius, CPC-A West Hartford CT
Susan E Albert, CPC-A Wolcott CT
Michele M Bonacassio, CPC-A Wolcott CT
Brian G Payne, CPC-A Middletown DE
Meredith Hughes, CPC-A Boynton Beach FL
Maria Garcia-Turner, CPC-A Cape Coral FL
Joni Moreno, CPC-A Cape Coral FL
Carol Von Kriegsmann, CPC-A Cape Coral FL
Karen Colson, CPC-A Clearwater FL
Joanne M Ingham, CPC-A Dunnellon FL
Robert L Bouchard, CPC-A Fort Myers FL
Angela Johnson, CPC-A Gainesville FL
Janel Cobianchi, CPC-A Holiday FL
Brenda Cubbedge, CPC-A Jacksonville FL
Charlene Mcgriff, CPC-A Jacksonville FL
Lucrezia M Di Paolo, CPC-A Lakeworth FL
Marcia L Burbridge, CPC-A Largo FL
Mary M Klein, CPC-A Largo FL
Eileen Metayer, CPC-A Lehigh Acres FL
Anna Amaran, CPC-A Miami FL
Sara M Gonzalez, CPC-A Miami FL
Leticia Socarras, CPC-A Miami FL
Kimberly Dawn Lanier, CPC-A Naples FL

Sue Bruzdziak, CPC-A Ocala FL
Rossana V Davenport, CPC-A Ocala FL
Lisa Gibbs, CPC-A Ocala FL
Elizabeth Riedl, CPC-A Orange Park FL
April Flontek, CPC-H-A Orlando FL
Christie A Dennis, CPC-A Pinellas Park FL
Monica Becker, CPC-A Port Richey FL
Nancy Homan, CPC-A Punta Gorda FL
Tonya West, CPC-A Spring Hill FL
Justine Lee North, CPC-A St Peterburg FL
Nadera Farrington, CPC-A St Petersburg FL
Gina Casale, CPC-A Tampa FL
Kelly Hinkley, CPC-A Tampa FL
Colleen Klinker, CPC-A Austell GA
Elizabeth T Moss, CPC-A Cumming GA
Sandra Stephens, CPC-A Decatur GA
Vladlena Cooke, CPC-A Loganville GA
Kathy Scogin, CPC-A Midland GA
Amanda Jenkins, CPC-A Thomasville GA
Andrea Rose Vestal, CPC-A Ankeny IA
William Patton, CPC-A Idaho Falls ID
Donna Schreiber, CPC-A Meridian ID
Paula Sheldon, CPC-A Meridian ID
Cindy Scardino, CPC-A Pocatello ID
Christine T Bugno, CPC-A Grant Park IL
Marcea A Johnston, CPC-A Lincoln IL
Stacey M Robertson, CPC-A Loves Park IL
Elizabeth Tracey Vanerio, CPC-A Rockton IL
Jessica N Janicki, CPC-A Roscoe IL
Joann Rocker, CPC-A South Roxana IL
Christine E Gidley, CPC-A Tinley Park IL
June Fountaine, CPC-A Troy IL
Amanda Leigh Archer, CPC-A Winnebago IL
Britt Barter, CPC-A Carbon IN
Heather R Carey Walker, CPC-A Carmel IN
Beverly Kay Wimmer, CPC-A Fairmount IN
Corinne Jean McMullen, CPC-A Fishers IN
Kristen Michelle Miller, CPC-A Franklin IN
Suzanne Muth, CPC-A Greenwood IN
Brenda Benedict, CPC-A Indianapolis IN
Andrea Richelle Brewer, CPC-A Indianapolis IN
Sherry Lynn Bridgins, CPC-A Indianapolis IN
LaTisha Rochelle Roseman, CPC-H-A 
Jeffersonville IN
Kimberly Cass Rayls, CPC-A Kokomo IN
Kelly J Casebolt, CPC-A Lawrenceburg IN
Tanveer Fatima, CPC-A Newburgh IN
Lynne A Owens, CPC-A, CPC-H-A Salem IN
Teresa Cissell, CPC-A Underwood IN
Chandru Eswarappa, CPC-A  
Bangalore Karnataka
Peggy Hankerson, CPC-A White Cloud KS
Reyna A Castillo, CPC-A Wichita KS
Elizabeth Anne Greenup, CPC-A Wichita KS
Vanessa Lynne Waner, CPC-A Wichita KS
David Bishop Brown, CPC-A Campbellsburg KY
Joseph Brent Habich, CPC-H-A Louisville KY
Charlene Jennings Hardin, CPC-A, CPC-H-A 
Louisville KY
Shannon L Moore, CPC-A, CPC-H-A 
Louisville KY
Cassandra Marie Natale, CPC-A, CPC-H-A 
Louisville KY
Jessica Lynn Peers, CPC-A, CPC-H-A 
Louisville KY
Susan Renee Sedlaczek, CPC-A, CPC-H-A 
Louisville KY
Kimberly Ann Stayton, CPC-A, CPC-H-A 
Louisville KY
Ciara N Belt, CPC-A Marion KY
Jennifer Dawn Powell, CPC-A, CPC-H-A 
Milton KY
Robin Covington, CPC-A Southgate KY
Tiffany Kennedy, CPC-A Pearl River LA
Andrea King, CPC-A Beverly MA
Martha Luongo, CPC-A East Boston MA
Edward Knapp, CPC-A Georgetown MA
Denise M Stephenson, CPC-A Hudson MA
Nicole Lyn Barry, CPC-A Lowell MA
Sela Kong, CPC-A Lowell MA

Melanie Johnson, CPC-A Mattapoisett MA
Jeanne M McClure, CPC-A Nantucket MA
Lawrence J O’Brien, CPC-A Norwood MA
Debra Domey, CPC-A Saugus MA
Janet M Belanger, CPC-A Shrewsbury MA
Leshawn Polk, CPC-A Springfield MA
Lindsay Nunley, CPC-A Taunton MA
Cynthia Lareau, CPC-A Tyngsboro MA
Sara L Kimber, CPC-A Westford MA
Olawunmi T Olaleye, CPC-A Laurel MD
Cheryl Marie DeArcangelis, CPC-A 
Middletown MD
Charla A Lauther, CPC-A Odenton MD
Lisa Lucido, CPC-A Perry Hall MD
Denise Leona Bell, CPC-A Randallstown MD
Judy Ann Plourde, CPC-A York ME
Ashley M Garson, CPC-A Grand Rapids MI
Darci Mann, CPC-A Grand Rapids MI
Shirley Ann Pageau, CPC-A Jackson MI
Michele Terpstra, CPC-A Jenison MI
John Spaniolo, CPC-A Kentwood MI
Teresa VanderHart, CPC-A Kentwood MI
Rebecca Ann Arndt, CPC-A Newaygo MI
Deanna D Britt, CPC-A Rockford MI
Pamela Sue Bush, CPC-A Wyoming MI
Angela Estey, CPC-A Shevlin MN
Keela J Renswick, CPC-A Winona MN
Kari M Urhahn, CPC-A, CCC Cape 
Girardeau MO
Jennice J Jones, CPC-A Kansas City MO
Penny S Wasleski, CPC-A Kansas City MO
Lori Spight, CPC-A Lees Summit MO
Kevin Stukenbrock, CPC-A St Louis MO
Ivette L Martinez, CPC-A St. Peters MO
Quintasha R Miller, CPC-A Hattiesburg MS
Joy Talley, CPC-A Kosciusko MS
Kristine L Schumacher, CPC-A Butte MT
Joyce Ann Wiley, CPC-A Chapel Hill NC
Debbie J Baker, CPC-A Durham NC
Andrea C Whatley, CPC-A Matthews NC
William Royster, CPC-A Newton NC
Donna Nutter, CPC-A Raleigh NC
Jennifer Stevens Wilson, CPC-A Stanley NC
Jennifer Beaver Reed, CPC-A Sylva NC
Robin M Hiller, CPC-A Wake Forest NC
April Boddie-Jones, CPC-A Wendell NC
Gina M Murphy, CPC-A East Kingston NH
Erin O’Toole, CPC-A Hollis NH
Debra L Soucy, CPC-A Pelham NH
Mindi L Bamford, CPC-A Pembroke NH
Christy Mchale, CPC-A Audubon NJ
Lisa A Danyanovitch, CPC-A Franklinville NJ
Amanda Holmes, CPC-A N Cape May NJ
Sylvia Valdivieso, CPC-A Toms River NJ
Patricia Hausman, CPC-A Wyckoff NJ
Cheryl Hawks-Gardner, CPC-A Albuquerque NM
Patsy Martinez, CPC-A Albuquerque NM
Glenda Laate, CPC-A Zuni NM
Suzanne Staples, CPC-A Brooklyn NY
Dawn Mosiurchak, CPC-A Jamaica NY
Shalinda Dee Young, CPC-A Liverpool NY
Sandra J Robinson, CPC-A Painted Post NY
Nancy M Shields, CPC-A Rochester NY
Nyellka M Brown, CPC-A Syracuse NY
La’Toya A Crutchfield, CPC-A SYracuse NY
Anika Eugenia Felder, CPC-A Syracuse NY
Christi A Harlow, CPC-A Syracuse NY
Kemesha L Lewis, CPC-A Syracuse NY
Sharon Farr, CPC-A Watertown NY
Brenda Marie Udut, CPC-A Youngstown NY
Colleen A Merella, CPC-A Bay Village OH
Andra Jill Hart, CPC-A Franklin OH
Cynthia Jane Smith, CPC-A Holmesville OH
Shannan L Phillips, CPC-A Kettering OH
Tracey Daniel, CPC-A Loveland OH
Marie L Holbrook, CPC-A Mansfield OH
Karen K Lanier, CPC-A Mansfield OH
Kimberly M Mcpeek, CPC-A Mansfield OH
Rachael M Westler, CPC-A Mansfield OH
Brittany Leland, CPC-A Mason OH

Gail Holbrook, CPC-A Massillon OH
Lori Beth Miller, CPC-A Millersburg OH
Ruth Brothers, CPC-A Navarre OH
Suzanne L Fisher, CPC-A N. Olmsted OH
Andrea L McDonough, CMRS, CPC-A 
Pickerington OH
Anissa Dawn Carson, CPC-A Shelby OH
Camelle L Brown, CPC-A Toledo OH
Poonam Sidhu, CPC-A Twinsburg OH
Andrea Andrioff, CPC-A Wickliffe OH
Megan Gray, CPC-A Wooster OH
Alicia Lynnette King, CPC-A Holdenville OK
Mary Sims, CPC-H-A Jones OK
Kendra Nicole Henderson, CPC-A Tulsa OK
Robin Mclaren, CPC-A Eagle Creek OR
Lisa Renee Gerber, CPC-A Eugene OR
Kelli Limbocker, CPC-P-A Gladstone OR
Pam Jean Rennert, CPC-A Keizer OR
Pamela P Wright, CPC-A Lebanon OR
Michelle Zwan, CPC-A Milwaukie OR
Sharon Roberson, CPC-A Sherwood OR
Judith Deeb, CPC-A Erie PA
Dana Elizabeth Healey, CPC-A W.Warwick RI
Linda Austin, CPC-A Columbia SC
Amanda Nicole Stewart, CPC-A Sumter SC
Katie Wise, CPC-A Sumter SC
Zoila Hanson, CPC-A Sioux Falls SD
Yuvarajan Anbalagan, CPC-A  
Chennai Tamil Nadu
Reginaelizabeth Arputhaswamy, CPC-A 
Chennai Tamil Nadu
Poonkodi Arulanandhu, CPC-A  
Chennai Tamil Nadu
Baratii Cinnamani, CPC-A, CPC-H-A  
Chennai Tamil Nadu
Anita Diana David, CPC-A  
Chennai Tamil Nadu
Senthamilselvi Durairaju, CPC-A  
Chennai Tamil Nadu
Nizar Raja Faizul, CPC-A  
Chennai Tamil Nadu
Karthiban Gandiban, CPC-A  
Chennai Tamil Nadu
Ravikumar Jayaraj, CPC-A  
Chennai Tamil Nadu
Deepa Kangalamoorthy, CPC-A  
Chennai Tamil Nadu
Sundarambal Kothandapani, CPC-A  
Chennai Tamil Nadu
Valarmathi Kuselan, CPC-A  
Chennai Tamil Nadu
Rasathithecla Lucas, CPC-A  
Chennai Tamil Nadu
Dayanidhi Madanakesan, CPC-A  
Chennai Tamil Nadu
Arun Parabaran Mahadevan, CPC-A  
Chennai Tamil Nadu
Sakthivel Muthu, CPC-A  
Chennai Tamil Nadu
Umadevi Nageswararao, CPC-A  
Chennai Tamil Nadu
Vaitheeswaran Purusothaman, CPC-A 
Chennai Tamil Nadu
Karthika Ramasamy, CPC-A  
Chennai Tamil Nadu
Resmi Sasidharan, CPC-A  
Chennai Tamil Nadu
Indirakumari Sivabushanam, CPC-A  
Chennai Tamil Nadu
Mahalakshmi Subramani, CPC-A  
Chennai Tamil Nadu
Manivannan Subramanian, CPC-A  
Chennai Tamil Nadu
Ch Sudhakar, CPC-A Chennai Tamil Nadu
Umamaheswari Sunderraj, CPC-A  
Chennai Tamil Nadu
Joseph Sylvia, CPC-A Chennai Tamil Nadu
Sivashankari Thangavelu, CPC-A  
Chennai Tamil Nadu
Sasikala Varadhan, CPC-A  

Chennai Tamil Nadu
Dyana Viakul, CPC-A Chennai Tamil Nadu
Bethrani Balakrishnan, CPC-A Venka 
Tapuram, Ambattur Chennai Tamil Nadu
Bagyalakshmi Natarajan, CPC-A  
Chennai Tamilnadu
Sangeetha Punyakoti, CPC-A  
Chennai Tamilnadu
Ahmed Sheik Mohamed Tajul Anbia, CPC-A 
Chennai Tamilnadu
Herman Fernando Thomas, CPC-A  
Chennai Tamilnadu
Punithavathy Varadhan, CPC-A  
Chennai Tamilnadu
Carri E Hampsten, CPC-A Blountville TN
Laura Bryant, CPC-A Cookeville TN
Wendy Hawlik, CPC-A Cookeville TN
Brandy Lee Sherrill, CPC-A Cookeville TN
Carolyn Cates, CPC-A Jackson TN
Melony Shelton, CPC-A Jackson TN
Rhonda Kenworthy, CPC-A Jamestown TN
Elanchezhian Palani, CPC-A Karapattu TN
Robin K Gabriel, CPC-A La Vergne TN
Sandra Burton, CPC-A Lexington TN
Kelly Gohs, CPC-A McMinnville TN
Shana Bean, CPC-A Moss TN
Darrmita C Harris, CPC-A Nashville TN
Candist D Wilson, CPC-A Nashville TN
Karen Lea, CPC-A Old Hickory TN
Manogaran Girithar, CPC-A  
Udhagamandalam TN
Lauren Reid, CPC-A White House TN
Julie Newman, CPC-A Woodbury TN
Tamika S Johnson, CPC-A Arlington TX
Uma Kanuri, CPC-A Crowley TX
Timothy Neal, CPC-A Dallas TX
Angelica Rascon, CPC-A Dimmitt TX
Jessica Jane McMichael, CPC-A Flint TX
Mistie Rothlis, CPC-A Fort Worth TX
Heather E White, CPC-A Gardland TX
Christina M Stubblefield, CPC-A Haltom City TX
Laura Galloway, CPC-A Killeen TX
Channing Leimomi Pressler, CPC-A 
Leander TX
James Michael Brown, CPC-A Lubbock TX
Kelly S Johnson, CPC-A Lubbock TX
Vicky Landreth, CPC-A Lubbock TX
Kathy Sloan, CPC-A Pearland TX
Luisa Maria Leche, CPC-A Plano TX
Michelle Bounds Bellington, CPC-A 
Richardson TX
Cristy Ann Ramirez, CPC-A Sachse TX
Leonard (Lenny) Morton Feldman, CPC-A 
Shenandoah TX
Alva Givens, CPC-A Tyler TX
Gail Shah, CPC-A Watauga TX
Wendy Jacobs, CPC-H-A Cedar City UT
Emily Wall, CPC-A West Point UT
Amber Goin, CPC-A Charlottesville VA
Erica Fellicia Worrell, CPC-A Chesapeak VA
Brenda Leigh, CPC-A Elkton VA
Arthenia Chesson, CPC-A Norfolk VA
Katherine Wright, CPC-A Richmond VA
Linda J Jackson, CPC-A Virginia Beach VA
Jen Verlinda, CPC-A Edmonds WA
Ed P Winnacott, CPC-A Lacey WA
Deborah Markle, CPC-A Seattle WA
Beniquea Y James, CPC-A Tacoma WA
Kayla Van Meter, CPC-A Vancouver WA
Laurie A Miller, CPC-A Cedarburg WI
Alexandrea G Huber, CPC-A Holmen WI
Kristen M Wallner, CPC-A Madison WI
Leslie A Southwood, CPC-A Marshfield WI
Karen Ewing, CPC-A Muscoda WI
Victoria J Wells, CPC-A Onalaska WI
Livia Aranda, CPC-A Verona WI
Lauren Bellomy, CPC-A Huntington WV
Asra Naweed, CPC-A  
Hyderabad, Andhra Pradesh 
Theressa Brenda Roth, CPC-A Niagara Falls

Colleen Joyce House,  
CPC, CPC-I, CEDC Valley AL

Kimberle Kennedy,  
CDERC Tucson AZ

Lynda Eileen Jimenez,  
CPC, CEMC, CIMC Hollywood FL

Marcelo Torres,  
CPC, CENTC Homestead FL

Jamie Salup,  
CPC, CEMC, COBGC, COSC  
Melbourne Beach FL

Jennifer Lynne Godreau,  
CPC, CPEDC Naples FL

Jennifer Lucille Reynolds,  
CPC, CFPC New Port Richey FL

Melissa Franco,  
CPC, CPC-H, CPEDC Parkland FL

Joyce Eileen Kleinman,  
CPC, CPC-H, CUC Pembroke Pines FL

Sharon Alswanger,  
CPC, CPRC Plantation FL

Noelle Jean Temple,  
CPC, CPRC Plantation FL

Magda L Dominguez,  
CPC, CPC-H, CGIC Weston FL

Kimberly H Gooden,  
CDERC Atlanta GA

Kimberly A Band,  
CPC, CFPC Cicero IN

Catherine L Hensel,  
CPC, CUC Shepherdsville KY

Audra K Peterson,  
CPC, CGSC Lakeville MA

Linda J King,  
CPC, CCVTC, CGSC Rehoboth MA

Diana Weinstein,  
CPC, CPC-I, CGSC Swampscott MA

Sue Y Butler,  
CPC, CIMC Lansing MI

Kristine R Cuddy,  
CPC, CIMC Lansing MI

Joseph L Rivet,  
CPC, CEMC Livonia MI

Vicki A Leiter,  
CPC, CIMC Ovid MI

Debra Diane Brumit,  
CPC, CPC-H, CPC-P, CASCC Fenton MO

Jamie Marie Ledgerwood,  
CPC, CANPC Lees Summit MO

Marsha Kay Robertson,  
CPC, CCC Saint Charles MO

Joseph Fisher,  
CPC, CANPC Burlington NJ

Fran Parrish,  
CDERC Rochester NY

Kelly Jo Lallier,  
CPC, CCVTC Chillicothe OH

Terri Freeland,  
CFPC Austin TX

Allison Nicole Hammett,  
CASCC Dallas TX

Karen Faye Kinnaird,  
CPC, CASCC Grapevine TX

Lisa Michelle Miller,  
CASCC The Colony TX

Dixie L Sheppick,  
CPC, CFPC West Valley City UT

Kathy M Walker,  
CPC, CEDC Vancouver WA
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feature

Fibroids are benign growths in the womb’s muscle. 
They are common, especially in older women. Many 

women with fibroids are fertile and have no problems 
delivering a pregnancy, but if the fibroid significantly 
distorts the cavity of the womb, it may interfere with 
embryo implantation. Fibroids may also displace the fal-
lopian tubes and ovaries. 

Because fibroids are almost always benign, it is rare (less 
than one in 1,000 cases) for a cancerous fibroid (leiomyo-
sarcoma) to occur. No one knows for sure what causes 
fibroids. We do know, however, they are under hormonal 
(both estrogen and progesterone) control. Fibroids grow 
rapidly during pregnancy, when hormone levels are high, 
and shrink when anti-hormone medication is used. They 
also stop growing and may shrink when a woman reaches 
menopause.

Location Determines Diagnosis Code
ICD-9-CM coding depends on the fibroid’s exact loca-
tion. Most fibroids grow within the uterus wall. These 
are known as intramural fibroids and are reported using 
218.1 Intramural leiomyoma of uterus (interstitial leiomyoma 
of uterus). Whereas submucosal fibroids (218.0 Submucous 
leiomyoma of uterus) grow into the uterine cavity; and sub-
serosal fibroids (218.2 Subserous leiomyoma of uterus) grow 
outside of the uterus.

Other fibroids grow on stalks from the uterus’ surface or 
in the uterus’ cavity (they might look like mushrooms). 
These are called pedunculated fibroids and are reported 
with 218.9 Leiomyoma of uterus, unspecified. You should 
also report 218.9 if the provider does not specify the loca-
tion of the uterine fibroid.

Diagnostic Procedure Codes
The physician may perform imaging tests to confirm 
fibroids. These tests might include: 

Ultrasound—The ultrasound probe can be placed on 
the abdomen or inside the vagina. For pelvic exam, 
report 76856 Ultrasound, pelvic (nonobstetric), real time image 
documentation; complete. For transvaginal examination, use 
76830 Ultrasound, transvaginal.

Magnetic resonance imaging (MRI)—Report MRI 
using 74181-74183, as appropriate.

X-rays—Report with code 74020 Radiologic examination, 
abdomen; complete, including decubitus and/or erect views.

Computed tomography (CT) scan—For procedures 
without contrast, select from 74150 Computed tomography, 
abdomen; without contrast material or 72192 Computed tomog-
raphy, pelvis; without contrast material, depending on loca-
tion. For procedures with contrast, consider either 74160 
Computed tomography, abdomen; with contrast material(s) or 
72193 Computed tomography, pelvis; with contrast material(s).

Hysterosalpingogram (HSG) or sonohysterogram 
(SIS)—An HSG involves injecting dye into the uterus 
and taking X-ray pictures. A sonohysterogram involves 
injecting water into the uterus and taking ultrasound 
pictures. You should report either of these procedures 
with 58340 Catheterization and introduction of saline or 
contrast material for saline infusion sonohysterography (SIS) or 
hysterosalphingography. 

For a HSG, the corresponding radiological supervision 
and interpretation code is 74740 Hysterosalpingography, 
radiological supervision and interpretation. For a SIS, the 
appropriate code is 76831 Saline infusion sonohysterography 
(SIS), including color flow Doppler, when performed.
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Stop Poor Uterine Fibroid Coding 
Before It’s a Growing Concern
By Vinoth Ramdass, BPT, CPC

fibroid
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The physician may also perform hysteroscopy to confirm 
fibroids. The doctor passes a long, thin scope with a 
light through the vagina and cervix into the uterus; no 
incision is needed. The doctor can look inside the uterus 
for fibroids and other problems, such as polyps. Report 
58555 Hysteroscopy, diagnostic (separate procedure) for a simple 
diagnostic hysteroscopy for this procedure. Code 58555 is 
designated as a “separate procedure” according to CPT® 
guidelines and would not be billable if a more extensive 
procedure is performed hysteroscopically. If a biopsy is 
taken, report instead 58558 Hysteroscopy, surgical; with 
sampling (biopsy) of endometrium and /or polypectomy, with or 
without D & C.

Surgical Treatment Options
A physician may recommend surgery as the treatment 
of choice for fibroids with moderate to severe symptoms. 
Surgical options include the following:

Myomectomy—Fibroids are removed without taking 
healthy uterus tissue. It is best for women who wish to 
have children after fibroid treatment, or who simply wish 
to keep their uterus intact. Myomectomy can be accom-
plished as an open or laparoscopic procedure. 

To report an open procedure, you must know the 
approach and total number and/or weight of removed 
fibroids: 

58140  Myomectomy, excision of fibroid tumor(s) of 
uterus, 1 to 4 intramural myoma(s) with total 
weight of 250 g or less and/or removal of surface 
myomas; abdominal approach

58145  Myomectomy, excision of fibroid tumor(s) of 
uterus, 1 to 4 intramural myoma(s) with total 
weight of 250 g or less and/or removal of surface 
myomas; vaginal approach

58146  Myomectomy, excision of fibroid tumor(s) of 
uterus, 5 or more intramural myomas and/or 
intramural myomas with total weight greater than 
250 g, abdominal approach

Note: There is no vaginal approach procedure code for 
fibroids larger than 250 grams because they are generally 
too large to be removed vaginally.

For laparoscopic myomectomy, turn to 58545 Laparoscopy, 
surgical, myomectomy, excision; 1 to 4 intramural myoma(s) 
with total weight of 250 g or less and/or removal of surface 
myoma(s) or 58546 Laparoscopy, surgical, myomectomy, exci-
sion; 5 or more intramural myomas and/or intramural myomas 
with total weight greater than 250 g.

Regardless of approach, when five or more fibroids are 
removed, or when the combined weight of all fibroids 
removed exceeds 250 grams, the CPT® codes representing 
these services will reimburse at a higher rate. Documenta-
tion should specify the number and weight of the fibroids, 
to ensure payment reflects how much work was done.

Hysterectomy—Uterus removal is the only certain way 
to cure uterine fibroids. For a hysterectomy performed via 
the abdomen, look to code range 58150-58240. For a hys-
terectomy by vaginal approach, select a code from 58260-
58294. Final code selection will depend on uterus size/
weight, the extent of uterus removed, and any additional 
procedures performed.

In some cases, hysterectomy may be performed laparo-
scopically. Code choice will depend on the extent of the 
removal, as well as the uterus’ size, and whether the 
tubes and/or ovary(s) are removed at the same time.

Laparoscopic supracervical hysterectomy: 

58541  Laparoscopy, surgical, supracervical hysterec-
tomy, for uterus 250 g or less;

58542  Laparoscopy, surgical, supracervical hysterec-
tomy, for uterus 250 g or less; with removal of 
tube(s) and/or ovary(s)

58543  Laparoscopy, surgical, supracervical hysterec-
tomy, for uterus greater than 250 g;

58544  Laparoscopy, surgical, supracervical hysterec-
tomy, for uterus greater than 250 g; with removal 
of tube(s) and/or ovary(s) 

Laparoscopic vaginal hysterectomy: 

58550  Laparoscopy, surgical, with vaginal hysterectomy, 
for uterus 250 g or less;

58552  Laparoscopy, surgical, with vaginal hysterectomy, 
for uterus 250 g or less; with removal of tube(s) 
and/or ovary(s) 

58553  Laparoscopy, surgical, with vaginal hysterectomy, 
for uterus greater than 250 g;

58554  Laparoscopy, surgical, with vaginal hysterectomy, 
for uterus greater than 250 g; with removal of 
tube(s) and/or ovary(s) 

Laparoscopic total hysterectomy: 

58570  Laparoscopy, surgical, with total hysterectomy, for 
uterus 250 g or less;

58571  Laparoscopy, surgical, with total hysterectomy, for 
uterus 250 g or less; with removal of tube(s) and/
or ovary(s) 

feature
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58572  Laparoscopy, surgical, with total hysterectomy, for 
uterus greater than 250 g;

58573  Laparoscopy, surgical, with total hysterectomy, for 
uterus greater than 250 g; with removal of tube(s) 
and/or ovary(s) 

Endometrial ablation—In this procedure, the lining of 
the uterus is removed or destroyed to control bleeding. It 
may be performed with laser, wire loops, boiling water, 
electric current, microwaves, freezing (cryoablation), or 
other methods. This procedure can be done on an outpa-
tient basis. Approximately half of the women who have 
this procedure stop menstruating, and three in 10 women 
have much lighter bleeding. A woman cannot have chil-
dren after this surgery, however. 

You must choose between hysteroscopic (58563 Hyst-
eroscopy, surgical; with endometrial ablation (eg, endometrial 
resection, electrosurgical ablation, thermoablation)) and non-
hysteroscopic (58353 Endometrial ablation, thermal, without 
hysteroscopic guidance) methods when selecting an endo-
metrial ablation code. For cryoablation with ultrasonic 
guidance, report instead 58356 Endometrial cryoablation 
with ultrasonic guidance, including endometrial curettage, when 
performed.

Myolysis—This procedure uses a needle inserted into 
the fibroids, usually guided by laparoscopy. When acti-
vated, various energy sources (such as, neodymium-doped 
yttrium aluminium garnet (Nd: YAG) laser, bipolar elec-
trocautery, cryotherapy, radiofrequency ablation) induce 
fibroid devascularization and ultimately target tissue 
ablation. When the Ob/Gyn uses radiofrequency, the pro-
cedure is known as Hysterectomy Alternative (HALT).

Report myolysis using Category III code 0071T Focused 
ultrasound ablation of uterine leiomyomata, including MR 
guidance; total leiomyomata volume less than 200 cc of tissue 
or 0072T Focused ultrasound ablation of uterine leiomyomata, 
including MR guidance; total leiomyomata volume greater than 
or equal to 200 cc of tissue. 

Remember: You must use a Category III code if it is 
available. Do not report an unlisted-procedure code 
unless a payer instructs you to do so in writing.

Uterine fibroid embolization (UFE) or uterine 
artery embolization (UAE)—During this procedure, 
a thin tube is threaded into the blood vessels supplying 
blood to the fibroid. Next, tiny plastic or gel particles 
are injected into the blood vessels. This blocks the blood 
supply to the fibroid, causing it to shrink. UFE can be an 
outpatient or inpatient procedure. 

Report UFE using 37210 Uterine fibroid embolization 
(UFE, embolization of the uterine arteries to treat uterine 
fibroids, leiomyomata), percutaneous approach inclusive of vas-
cular access, vessel selection, embolization and all radiological 
supervision and interpretation, intra procedural roadmapping 
and imaging guidance necessary to complete the procedure. 
Note that this code “includes all catheterization and 
intraprocedural imaging required for a UFE procedure to 
confirm the presence of previously known fibroids and to 
roadmap vascular anatomy to enable appropriate therapy.”

There is not a separate HCPCS Level II code to report for 
microspheres, but some non-Medicare payers will allow 
separate payment for supplies in the office setting with 
99070 Supplies and materials (except spectacles), provided by 
the physician over and above those usually included with the 
office visit or other services rendered (list drugs, trays, supplies, 
or materials provided). 

Regardless of approach, when five or more fibroids are 
removed, or when the combined weight of all fibroids 
removed exceeds 250 grams, the CPT® codes represent-
ing these services will reimburse at a higher rate.

Vinoth Ramdass, BPT, CPC, holds 
a bachelor of physiotherapy from 
M.G.R. Medical University, India, 
and a diploma in acupuncture. He 
currently works as an executive 
coder for Perot Systems Business 
Process Solutions.

To discuss this article 
or topic, go to member 

http://forums.aapc.com
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This case involves a return to the operating room for the third 
time to correct a right flank bulge, using existing mesh and 
Mitek quick anchors to hold the mesh in place. Accessing the 
site is made more difficult by the substantially altered surgical 
field. Could you code the complete operative report from May’s 
issue? If not, here’s the solution.

Diagnosis coding in this case is fairly straightforward. The “flank 
bulge” is located at the site of a previous incision, making it an 
incisional hernia. Repeated attempts at repair also mark it as 
recurrent. Because documentation does not substantiate either 
obstruction or infection, ICD-9-CM code selection is 553.21 Inci-
sional hernia of abdominal cavity without mention of obstruction 
or gangrene. A note following 553.21 in the ICD-9-CM manual 
specifies both “postoperative” and “recurrent” for this code.

Although the hernia may be a complication of surgery, a code 
from category 996 Complications of surgical and medical care, 
not elsewhere classified would not be appropriate because an 
exclusion note says not to use these codes for specified compli-
cations classified elsewhere. Incisional hernias are classified in 
the digestive chapter of the ICD.

Because the patient has had a right nephrectomy, you may also 
report V45.73 Acquired absence of kidney.

The same criteria that determine the diagnosis—that is, the 
type of hernia (incisional), the lack of obstruction, and initial or 

recurrent—also determine the appropriate CPT® repair code. In 
this case, the best selection is 49565 Repair recurrent incisional 
or ventral hernia; reducible. Unlike other hernia repair codes 
(such as many inguinal hernia repairs), 49565 does not take into 
account patient age.

The note substantiates significant additional work for this repair, 
justifying the application of modifier 22 Increased procedural 
service to 49565. To help with compensation for the services 
rendered, the surgeon should create a brief, additional note 
explaining the difficult circumstances of the procedure, includ-
ing the substantially altered surgical field, and requesting addi-
tional compensation above and beyond the usual amount for 
49565. This information should be available for payer review.

The surgeon allows the existing mesh to remain, but places 
additional anchors to hold it in place. The anchors may count 
as “other prosthesis,” as described by +49568 Implantation 
of mesh or other prosthesis for open incisional or ventral 
hernia repair or mesh for closure of debridement for necrotiz-
ing soft tissue infection (List separately in addition to code for 
the incision or ventral hernia). It’s debatable whether the use 
of modifier 22, appended to 49565, is sufficient to describe 
the procedure. Note that when reported, add-on code 49568 
is applicable only with those hernia repair codes describing 
incisional or ventral hernia. For all other hernia repairs, mesh or 
prosthesis insertion is an included repair component.

A Big Mesh
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A right-handed, 56-year-old man wa
s scheduled for coronary artery by

pass graft (CABG) using 

the left internal mammary artery, 
and radial artery grating from the

 left arm. Preoperative 

Allen’s testing was normal. During
 the radial artery harvesting, the

 artery was clamped both 

proximally and distally with adequ
ate palmar circulation demonstrate

d with a pencil Doppler. 

After ligating the distal radial a
rtery, there was good back bleedin

g seen from the distal 

stump. The intraoperative course w
as uneventful. 

On postoperative day one, the pati
ent complained of left forearm pai

n. His examination dem-

onstrated some pitting edema of th
e left hand and forearm, good capi

llary refill, and intact 

palmar Doppler signals. Because of
 edema, the patient was given seve

ral doses of diuretics.

The edema decreased, but the patie
nt continued to complain of forear

m pain, and on postopera-

tive day six, the patient develope
d wrist drop and he was unable to

 extend his fingers. An 

orthopedic surgeon was consulted, 
and a diagnosis of radial neurapra

xia was suspected due to 

retraction or possibly a hematoma,
 or both. A splint was ordered and

 plastic surgery consul-

tation was obtained for nerve expl
oration and possible hematoma deco

mpression. At evaluation, 

the patient found that he lacked s
ensation in the radial nerve distr

ibution and suffered from 

loss of extensor function in his l
eft wrist and hand. 

The patient underwent operative ex
ploration and was found to have fo

rearm extensor and supi-

nator muscle necrosis. There was n
o hematoma or signs of a hemorrhag

e found. At this point, 

the surgeon suspected a missed dia
gnosis of acute compartment syndro

me. This occurs when the 

pressure within a contained fascia
l space exceeds capillary blood pe

rfusion. If untreated, 

irreversible muscle damage with su
bsequent fibrosis and contracture 

occur. Compartment syn-

drome of the extremity is a recog
nized clinical condition associate

d with necrosis of the 

muscles and nerves within the invo
lved compartment, which has signif

icant morbidity.

The extensor and supinator muscles
 were debrided and the posterior i

nterosseous branch of the 

radial nerve was identified in ant
icipation of an innervated muscle 

transfer. There was no 

iatrogenic injury to the brachial,
 ulnar, or radial recurrent arteri

es, and a 1-cm proximal 

radial artery stump was visualized
. The patient subsequently underwe

nt two operative debride-

ments. An upper extremity angiogra
m was performed that demonstrated 

a patent ulnar artery and 

its branch, the posterior inter-os
seous artery. 

On postoperative day 22 after CABG
, the patient underwent an innerv

ated gracilis free muscle 

transfer and tendon transfers. The
 patient had metacarpal-phalangeal

 joint stiffness develop, 

and seven months after the muscle 
transfer, he underwent intraoperat

ive joint manipulation. 

Nine months after the gracilis tra
nsfer, his sensation returned in t

he radial nerve distribu-

tion, he was able to extend his wr
ist, and he regained some ability 

to extend his metacarpal 

phalangeal joints.

On last follow-up, the patient sti
ll had stiffness of his metacarpal

 phalangeal joints and the 

transferred muscle was still gaini
ng function.

Not-so-routine Coronary Revascularization

Can You Code This Note?

Even routine surgery may presage unexpected circum-
stances. In this case, a patient underwent successful coro-
nary revascularization with a radial artery graft; however, 
his forearm extensor muscles necrosed, possibly from a 

missed acute compartment syndrome, and he required 
tendon transfers to provide finger and wrist extension. Can 
you code this?

extreme coding
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The finger is composed of many tissue types. Inju-
ries to the fingertip may involve the skin, nail bed, 
nails, blood vessels, nerves, bone, or any combination 
of these tissues.

Patients with fingertip injuries frequently seek treat-
ment in the emergency department (ED). A proce-
dure’s complexity may range from simple hematoma 
evacuation to debridement for open fracture care. 
Reporting procedures with accuracy requires the 
coder to understand complex finger anatomy, rec-
ognize the appropriate CPT® codes and descriptors, 
and be aware of applicable code bundles.

Look to Depth for Laceration Repair
Finger laceration is a very common ED presenta-
tion. Lacerations involving only the skin and sparing 
more specialized nail structures and deeper tissues 
are reported with laceration repair codes. Superficial 
repairs involving uncontaminated wounds, closed 
with a single layer, are reported with codes 12002-
12007 and are based on the laceration length. For 
example, 12001 Simple repair of superficial wounds 
of scalp, neck, axillae, external genitalia, trunk and/or 
extremities (including hands and feet) 2.5 cm or less is 
appropriate for wounds less than 2.5 cm in length, 
and 12002 Simple repair of superficial wounds of scalp, 
neck, axillae, external genitalia, trunk and/or extremities 
(including hands and feet) 2.6 cm to 7.5 cm is appropri-
ate for lacerations between 2.6 cm and 7.5 cm.

Closure with simple laceration repair is generally 
performed with non-absorbable suture material, such 
as nylon, Ethilon, or Prolene. Alternately, the physi-
cian may use tissue adhesive, which is also reported 
with the simple laceration repair CPT® codes for 
non-Medicare patients. Medicare, however, requires 
G0168 Wound closure utilizing tissue adhesive(s) only use 
for reporting single layer tissue adhesive repairs. 

If the wound is heavily contaminated or requires a 
layered closure, move from the simple repair codes 
to intermediate codes 12041-12047. Final code selec-
tion depends on laceration or repair length. If tissue 
adhesive is used in addition to suture material, the 
repair is reported with the 12041-12047, as appro-
priate to wound length, for both Medicare and non-
Medicare payers.

Note that when tendon repairs are performed, mus-
culoskeletal section codes, such as 26418 Repair of 
extensor tendon, finger, primary or secondary; without free 
graft, each tendon, should be reported.

By Sarah Todt, RN, CPC, CEDC

Fingertip Injury Coding 
in the ED
Get an in-depth look at fingertip  
laceration, contusion, and fracture.

Mend 
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Apply Nail Bed, Avulsion Codes with Care
Some fingertip lacerations may involve the nail bed. 
Nail bed repair generally requires the use of absorb-
able sutures such as Vicryl, chromic, or gut utilized 
in a single layer repair (11760 Repair of nail bed).

Occasionally the physician needs to remove the nail to 
allow for access to the nail bed for repair. The removal 
will be documented as an avulsion and should not be 
reported in addition to the nail bed repair. Avulsion 
performed without an associated procedure may be 
reported with 11730 Avulsion of nail plate, partial or 
complete, simple; single.

Coders need to be clear that the physician is docu-
menting a procedure, not the wound description. 
Both the diagnosis (for example, 883.0 Open wound 
of finger, uncomplicated) and the procedure may be 
described as an “avulsion.” Procedures involving 
the nail bed may also have a physician noting the 
replacement of an avulsed nail over the wound as 
a splint for protection. This splint is not separately 
reportable.

Quick Tip: Code bundles, such as those described 
above and below, are common when reporting fin-
gertip injury repairs. Coders should review current 
coverage policies when applying these codes.

Contusions and More  
Call for Dedicated Coding
Crush injuries may result in a wide range of injuries 
from contusion to maceration and open fracture.

Contusions involving the nail area may result in a 
subungual hematoma. Bleeding under the nail can 
result in increased pressure and pain. The physician 
may elect to drain this hematoma either through 
drilling or cautery. These procedures—which might 
also be documented as a “trephination”—would be 
reported with 11740 Evacuation of subungual hematoma.

Macerated tissue may require debridement. The phy-
sician will perform extensive cleaning and explore 
the wound for additional injuries. Debridement may 
include subcutaneous tissue alone, or muscle and 
even bone. Severely damaged tissue may result in the 
need for bone debridement and finger shortening to 
allow for tissue to close the wound, as noted by bone 
roungering and flap creation. A wound requiring this 
repair level would be reported with 11044 Debride-
ment; skin, subcutaneous tissue, muscle, and bone or 11012 
Debridement; skin, subcutaneous tissue, muscle fascia, 
muscle, and bone if associated with open fracture.

Fingertip crush injuries may also result in distal 

phalanx fracture. When applying ICD-9-CM codes, 
finger fractures are identified by location (proximal, 
middle, and distal phalanx) and may be reported as 
open or closed. For instance, code 816.02 Closed frac-
ture of distal phalanx or phalanges of hand represents 
closed fracture of distal phalanx.

Fracture care procedures are differentiated by manip-
ulation, location, and procedure type. These codes 
are also identified as open or closed procedures, and 
with or without anesthesia. Open procedures refer 
to surgical incision to repair the fracture. Coders 
should be aware that procedures identified as “open” 
and/or “with anesthesia” are generally reserved for 
the operating room and do not fit into the scope of 
this article. 

Fractures involving fingertip injuries generally affect 
the distal or possibly the middle phalanx. Fracture 
treatments may range from stabilization to definitive 
care. Stabilization would include temporary splinting 
while the patient awaits definitive care. Splints are 
reported with 29130 Application of finger splint; static 
for finger splint and 29125 Application of short arm 
splint (forearm to hand); static for short arm splint. 

A thumb spica splint is considered a short arm 
splint, and would be reported with 29125.

Fractures requiring manipulation represent defini-
tive care. For example, reduction of a displaced 
fracture of the finger’s proximal phalanx would be 
reported with 26725 Closed treatment of phalangeal 
shaft fracture, proximal or middle phalanx, finger or 
thumb; with manipulation. In this case, splinting is 
considered bundled in fracture care and should not 
be reported separately.

Include Digital Block in Overall Procedure
Many finger injuries require local anesthesia for pain 
control. Frequently, the ED physician may provide 
the anesthesia as a digital block. Digital blocks are 
considered local anesthesia and are included in the 
global surgical package. If the digital block is per-
formed without a subsequent procedure, it may be 
reported separately with 64450 Injection, anesthetic 
agent; other peripheral nerve or branch. 

facility

Sarah Todt, RN, CPC, CEDC, is associ-
ate director of Quality Assurance and 
Compliance with emergency medicine 
coding and reimbursement specialist 
MRSI, Inc. Sarah has served on the 
National Advisory Board for AAPC and 

on the AAPC steering committee for the CEDC exam. 

To discuss this article 
or topic, go to member 

http://forums.aapc.com
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A payer representative recently wrote to  
Coding Edge with a problem:

In this particular case, because the pathologist 
receives a salary from the hospital for his services, 
separate billing for the professional component of lab 
services is not appropriate: This would amount to 
double dipping.

The basic question of whether a pathologist may 
report professional services in a clinical laboratory, 
however, goes to the heart of an ongoing coding 
controversy. 

CAP, AMA Back  
Professional Component Billing
The College of American Pathologists (CAP) and 
other physician advocacy groups defend separate 
billing for the professional component of clini-
cal laboratory services. CAP’s Professional Relations 
Manual states:

“Professional component billing is one valid method 

of billing for the professional services of pathologists 
in the clinical laboratory. In many communities, the 
standard practice is for the pathologist to directly 
bill patients for the professional component of clini-
cal laboratory services. When the pathologist bills a 
professional component to a non-Medicare patient, no 
payment is made by the hospital to the pathologist for 
this service. The hospital’s bill for the technical com-
ponent covers hospital costs for laboratory equipment, 
supplies and non-physician personnel—it does not 
include the professional services of the pathologist.”

In other words, CAP reasons that non-Medicare 
payers do not take the pathologist’s services into 
account when making hospital payments for labora-
tory services, and the pathologist may seek separate 
professional component payment directly from the 
patient, or the patient’s insurer. For Medicare benefi-
ciaries, the rules are different.

The American Medical Association (AMA) supports 
CAP’s position. Most recently, CPT® Assistant Vol. 
15, Issue 8 (August 2005) noted, “Pathologists often 
report the professional component of clinical labora-
tory tests because they oversee the clinical laboratory 
and are responsible for the results.” The article insists 
modifier 26 is required for codes 80048-89356 “in 
those instances when the physician is only billing for 
the professional component of the laboratory tests 
(eg, medical direction, supervision or interpretation).”

The AMA further asserts, “A written report for an 
individual patient is not a requirement for having per-
formed a professional component service.”

This last instruction runs contrary to that published 
by Ingenix and adopted by some payers. Ingenix 
Insights article, “Laboratory Services and Modifiers,” 
(www.shopingenix.com/content/eAlert/081004-arti-
cle3.asp) states, “Laboratory and pathology services 
that have a professional component require that 
the physician interpret a test, slide, or sample and 
provide a written report of that interpretation. It is 
considered inherent to the service that if there is an 
interpretation, there must be a report of that inter-
pretation, even if ‘with interpretation and report’ is 
not stated in the code description.”

added edge

Professional Services 
in the Clinical Lab: 
Billable or Not?

By G. John Verhovshek, 
MA, CPC

“A clinical pathologist is also the medical director of a 

hospital-based laboratory. He is paid a hospital salary 

for his services as the lab director. He has been bill-

ing lab codes with modifier 26 Professional component 

appended. Some commonly-billed codes are 80053 

Comprehensive metabolic panel, 81001 Urinalysis, by 

dip stick or tablet reagent for bilirubin, glucose, hemo-

globin, ketones, leukocytes, nitrite, pH, protein, specific 

gravity, urobilinogen, any number of these constitu-

ents; automated, with microscopy, 85025 Blood count; 

complete (CBC), automated (Hgb, Hct, RBC, WBC and 

platelet count) and automated differential WBC count, 

and 85610 Prothrombine time. We deny these services 

because we pay the hospital a global rate (based on 

RBRVS) for lab services. Additionally, documentation 

does not substantiate that the pathologist performed 

any professional service related to the lab code(s) billed. 

Is the pathologist’s coding appropriate?”
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In an open response to Ingenix (www.qmbs.com/
Articles/AMAIngenix.pdf), the AMA countered: 

“We disagree with your opinion that a written 
report must be generated by the pathologist in order 
to append the professional component modifier to 
pathology and laboratory CPT® codes … Specifically 
for pathology and laboratory services, the modifier 26 
can be used for medical direction, supervision and/
or interpretation for all laboratory CPT® codes…. 
In using Modifier 26 for pathology and laboratory 
codes 80049-87999, a written report for an individual 
patient is not a requirement for having performed a 
professional component service since it can be reported 
for medical direction of the tests performed.”

The AMA reasoned that Ingenix had interpreted the 
intent of modifier 26—and the definition of “pro-
fessional services”—too narrowly. The AMA lists a 
pathologist’s responsibilities as medical director of 
hospital clinical laboratories, to include:

  Assuring that tests, examinations, and proce-
dures are properly performed, recorded, and 
reported;

  Recommending appropriate follow-up diagnos-
tic tests, when appropriate;

  Supervising laboratory technicians and advising 
technicians regarding aberrant results;

  Evaluating clinical laboratory data and estab-
lishing a process for review of test results prior 
to issuance of patient reports.

Ingenix concedes a pathologist’s billing for clinical 
laboratory professional services has withstood legal 
scrutiny, stating, “Current case law favoring this bill-
ing methodology involves facilities that have billed 
and have been reimbursed by a private payer over an 
extended period of time.” 

A policy statement on the New Jersey Society of 
Pathologists’ Web site (www.njpath.org/billing.htm) 
sums up the situation well:

“This practice [separate billing for the professional 
component of clinical laboratory services] has been 
in effect for many years in Texas, California, Illinois, 
and Florida, and pathologists from other states have 
been rapidly adopting it. Although its validity and 
legality have been challenged by commercial carriers 
and other entities several times, it has successfully 
been defended by several State Pathology Societies 
and is fully endorsed by the College of American 
Pathologists and the American Pathology Foundation.

“Although it is your right, it is also worth noting that 
engaging in this practice carries significant respon-

sibilities from the Pathologists, requiring an active 
involvement in the Clinical Laboratory as physicians.”

CMS Makes a Single Payment
Payers following Centers for Medicare & Medicaid 
Services (CMS) guidelines will not make separate 
payment for the pathologist’s professional services in 
the hospital. Medicare pays a single “global” fee to 
the hospital to cover all expenses, and the patholo-
gist must negotiate with the hospital for service 
compensation. CAP’s Professional Relations Manual 
explains, “Medicare rules require pathologists to 
seek payment from the hospital for the professional 
component of clinical pathology services to Medicare 
patients because the hospital’s Medicare payment 
rate includes payment for these physician services.”

Several payers have clearly adopted the Medicare 
standard. Blue Cross/Blue Shield of Montana, for 
instance, has published a Clinical Laboratory Com-
pensation Policy stating, “BCBSMT compensates 
one global fee for clinical lab services. Compensation 
includes payment for the performance of the labora-
tory test and clinical oversight.” Clinical oversight 
specifically includes the pathologist’s professional 
services in the clinical lab.

Payment Should Come from Somewhere
Ingenix’ “Laboratory Services and Modifiers” con-
cludes, “Until CMS or CPT® guidelines are specific 
to using modifier 26 for physician oversight or 
further clarification is given, the issue of billing for 
physician oversight will need to be addressed on a 
payer-by-payer basis [for non-Medicare payers].”

The bottom line, however, is this: A pathologist in 
a clinical laboratory has a legitimate claim to reim-
bursement for his or her supervisory services, either 
through payment from the hospital, the patient, or 
the patient’s insurer. Although insurers may elect to 
make a single payment for clinical laboratory ser-
vices, as Medicare does, they cannot elect to forego 
payment altogether for professional services. When 
a single payment does not include reimbursement 
for professional services, or the pathologist is not 
otherwise reimbursed (through a hospital salary, 
for instance), separate payment should be made for 
the professional component of medically-necessary 
laboratory services, as reported with an appropriate 
CPT® code and modifier 26 appended. 

added edge

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

To discuss this article 
or topic, go to member 

http://forums.aapc.com
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minute with a member

Coding Edge (CE): Tell us a little bit 
about your career.
Lori: I became involved in coding by acci-
dent the summer between my freshman 
and sophomore years in college. I worked 
at a mall steakhouse the summer before 
my freshman year and decided the restau-
rant business was definitely not for me. I 
looked for a Monday through Friday job so 
I could spend my weekends on the beach 
at my family’s summer home. I found a job 
working for the billing office of a radiol-
ogy practice. I continued to work in billing 
every summer and whenever I was available 
throughout the year.

Since then, I have changed companies due 
to merges and acquisitions; however, I still 
work with some of the women I began 
with in 1979. I have worked most of the 
billing positions in our company at one 
time or another in my career; coding, data 
entry, payment posting, and A/R follow-up. 
I became a CPC® in 2002 and was certi-
fied by the Radiology Coding Certifica-
tion Board the year before. Although I 
have coded for several specialties, radiology 
remains my favorite.

CE: What is your involvement level with 
your local AAPC chapter?
Lori: I belong to the SEPA chapter in 
Upland, Pa. Unfortunately, I have not been 
able to attend monthly meetings like I have 
in the past because my office has moved. I 
do, however, always try to make their work-
shop in October. It is always presented well 
and informative.

CE: What has been your biggest chal-
lenge as a coder?
Lori: I believe the biggest challenge is get-
ting the physicians to understand the impor-
tance of proper documentation. It is not just 
a medical record, but also a legal record. As 
the compliance officer of our company, I do 
random monthly audits to verify our clients 
are compliant.

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?
Lori: I believe the best policy is to have 
open communication with your doctors. I 
usually supply a copy of the source material 
that I am referencing for validation. 

CE: If you could have any other job, 
what would it be?
Lori: I would probably teach special educa-
tion. I have a teaching degree but realized 
too late in the process that I should have 
become specialized. I did one of my co-op 
experiences working with 5- to 8-year-old 
multi-handicapped children and found it 
extremely rewarding.

CE: How do you spend your spare time?
Lori: I spend my spare time with my hus-
band, Dave, and son, Josh. We are big sports 
fans and I guess you can say I am a true 
“Soccer Mom.” I am the team manager for 
the Rose Tree Mustangs U-16 boys’ soccer 
team. Most of our weekends are spent on a 
soccer field, an ice hockey rink, or watching 
whichever sport is in season on TV. 

Lori M. Shore, CPC, RCC
Vice president of coding and compliance at Medical Billing and Management Services

Concordville, Pa.

Where’s Test Yourself?
It’s on AAPC.com. We hope you’ve grown comfortable with taking Test 
Yourself online in the member section of the AAPC Web site over the 
past year.  It offers quick results and your CEU is recorded instantly upon 
successful completion.  If you haven’t tried it yet, go to www.aapc.com, 
log in as a member, and look for this issue’s cover in the bottom right 
hand picture of your screen.
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Association of Health Care Auditors and Educators 

AHCAE 

You’ll  receive the comprehensive AHCAE Chart  Auditing Tool 
Kit, Chart Auditing Resource Manual and CD to start auditing  
immediately when you get back to your office.    

The Certified Health Care Auditor (CHCA) Exam will follow  each 
of the intensive 4-day trainings. Get deserved recognition now! 

    Who Should Attend 

Auditing Professionals 

Compliance Professionals 

Coders / Billing Specialists 

Practice Administrators 

Physicians and Clinicians 

The 4-Day Intensive Practicum has the prior approval of the American Academy of Professional Coders (AAPC) for 32 continuing education  hours.   
Granting of prior approval in no way constitutes endorsement by AAPC of the program content or the program sponsor.

Chart Auditing Certification and Education! 
Make the Right Decision on Your Audits,  

Learn to Communicate Effectively Your Results 

Intensive 4-Day Chart Auditing 
Practicum

Come gain knowledge and learn with hands on      
experience from a team of nationally recognized 
auditors and educators. This one of a kind pro-
gram has been a collaborative effort developed 
by the Association of Health Care Auditors and 
Educators and is designed to provide critical ele-
ments needed for accurate medical record chart 
auditing and effective compliance.  

Your executive level auditing team will guide you 
all the way! 

       Susan Garrison,     Susan Thurston,      Robin Linker,                                                   
         CHCA, CPC, CHC       CHCA, CPC-I, CHCO   CHCA, CPC-I, CHC

Register at 

www.ahcae.org 

EHR Auditing Workshop
July 15, 2009   Dallas, TX 

Surgical Auditing Workshop 
July 16, 2009  Dallas, TX 

 
 

Registration: $175 for Members! 
                       

These programs meet the AAPC and AHCAE  
guidelines for 8 continuing education units 

AHCAE National Conference 
Denver, Colorado 

We have an exiting line up of national industry 
speakers and experts! 

     Pre-Conference Sessions:       Oct .21, 2009 
     CHCA Examination:                  Oct. 21, 2009 

     National Conference: October 22-24, 2009 

Economically friendly—$375 for members! 

Steven Levinson, 
 MD, CHCA

 Your Audit Team 




