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Take advantage of specialty-specific resources that can help you get to the code 

information you need faster. Tools are available for 22 specialties, including  

OB/GYN, pediatrics, OMS and more.

Our full line of specialty products include: 

Remember to mention 
source code CEADEC13 
to redeem your discount.

Strengthen your skills and save 
20% on the resources you need 
— today and tomorrow.

Order online at  
optumcoding.com  

Call 1-800-464-3649,  
option 1.

Change the way you code.

© 2013 Optum, Inc. All rights reserved. | SPRJ1217  OPTPRJ2483

2014 Coding Companion™ Specialty Guides:  Access the 

most up-to-date, specialty-specific CPT and ICD-9-CM code 

sets in a quick-search format. 

2014 Coding and Payment Guides: Get valuable coding, 

billing and documentation content in a single resource. 

2014 Cross Coders: These easy-to-use manuals 

provide essential links from CPT codes to the 

appropriate ICD-9-CM and HCPCS Level II codes. 

We’ve got you covered for the 
Oct. 1, 2014, transition to ICD-10 
with a FREE subscription from 
September through December 
2014 to MedicalCodeExpert.com: 
the online solution that provides 
mapping from ICD-9-CM to 
ICD-10-CM/PCS.

NOW  
SHIPPING
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Letter from the CEO

Turning	the	Page	from	2013	to	2014
As we approach the end of 2013, we have an opportunity to evalu-
ate our progress over the past year. I am deeply grateful for your role 
in the forward steps we have made as a membership body and orga-
nization. I appreciate the privilege of being an AAPC member with 
all of you.
Together, we achieved a great deal in 2013:

• Reached 125,000 Members – We are now 125,000 
strong and have become the second largest professional 
organization in healthcare. We are excited that so many in 
our industry choose to belong to the AAPC community. It’s 
an endorsement of the knowledge, fellowship, education, and 
optimism associated with our membership.

• Launched AAPC Coder – We recently launched AAPC 
Coder, an online coding tool that provides you with the latest 
codes, guidelines, rules, and tips available. At press time, 
nearly 25 percent of members have signed up for the free trial 
version that runs through Dec. 31, and more are signing up 
every day.

• Advanced ICD-10 Training – Together, we are navigating 
one of the most significant changes in our industry’s history. 
We have had an intense focus on ICD-10 training and have 
advanced new study guides, boot camps, and online training 
to help everyone, from the coder to the provider, equip for the 
change. Our goal is to not only prepare you for ICD-10, but 
ensure you have the skills necessary to thrive in the new code 
set by Oct. 1, 2014. 

• Expanded to 529 Local Chapters – We now have more than 
500 local chapters! Always a focus and highlight of AAPC, 
our local chapters are a forum where members can learn, 
network, and have a little fun together. We are thrilled with 
the continued growth and development of our local chapters.

• Introduced Certified Professional Billing (CPB™) – We 
introduced the CPB™ credential this year to help billing 
members become certified. We remain committed to 
expanding our reach and extending career opportunities for 
our members.

• Delivered New Savings Connection – Our size and level 
of member engagement allows us to negotiate and pass 
along discounts to individual members. The new Savings 
Connection makes it easier to shop, travel, eat out, exercise, 
see a movie, and much more for less. If you haven’t taken 
advantage of the new Savings Connection, then I strongly 
recommend you try it.

• Provided Excellent Customer Service – We are connecting 
with each other more frequently. Members are obtaining great 

service through their preferred medium, whether by phone, 
via the Web, or in person. To give you a sense of the scale 
about which I’m talking, we have exceeded 10,000 calls from 
our members and more than 1.6 million visits to our website 
every month.

As we turn the page from 2013 to 2014, I look forward with excite-
ment to the next chapter in our journey together. We’ll continue to 
take steps forward, opening new doors for each other through en-
hanced training, additional tools, and extended options. Moreover, 
we’ll continue to progress in our mission to advance the business of 
healthcare and achieve our full potential.
Thank you for being a part of the AAPC family. I wish you and your 
loved ones all the best during this holiday season. I hope you close 
out 2013 pleased with the positive steps you’ve taken and full of op-
timism for those you’ll take in 2014!

Thanks again!

Jason VandenAkker,
Chief Executive Officer of AAPC



Your One Stop Shop for  
ICD-10 Resources
Contexo Media is an independent provider of revenue-enhancing solutions for medical 
practices to maximize their coding, reimbursement and compliance efforts. Thousands 
of health care professionals rely on Contexo Media’s coding books, software, 
eLearning, educational workshops and ICD-10 training to stay on top of critical 
updates across the fast-changing medical landscape. 

regular price: $159.95

regular price: $159.95

regular price: $129.95

aapc price: $127.96

aapc price: $127.96

aapc price: $103.96

9727 Washingtonian Blvd, Suite 200 | Gaithesburg, MD 20878 |  Tel: 1-800-334-5724  | www.codingbooks.com

Simply use promo code AAPC13 to save 20% on these resources online at  
ww.codingbooks.com or by calling 1-800-334-5724. 

Use promo code  
AAPC13 to save 20%!

20909

As an AAPC member, save 20% on our popular ICD-10 books!
•  2014 Advanced Anatomy and Physiology for ICD-10-CM/PCS

This best-selling book takes you through all the body systems that  
ICD-10 uses and gives specific details about how ICD-10 is used  
to identify the appropriate diagnosis/condition. A quiz is available  
at the end of each section to test your knowledge of ICD-10! 

• ICD-10-CM Documentation: A How-To Guide for Coders, Physicians,  
 and Healthcare Facilities - Identifies the additional ICD-10-CM  
 documentation requirements using detailed checklists for all  
 required documentation elements and documentation from  
 medical/health records. Scenarios and end-of-chapter quizzes  
 make this a hands-on learning experience, essential for ICD-10 training. 

•  NEW  ICD-10-CM Coding Workbook 
This new hands-on workbook contains scenarios, exercises, and  
case studies based on actual healthcare encounters. Increase  
familiarity with ICD-10-CM to reduce the amount of time needed  
to code records in the new diagnostic code set. 
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2013
Letter from Member Leadership

Recap,	Reflect,	and	Look	Ahead
2013 has been a busy year for 

healthcare, and for AAPC. 
The 2013-2015 National Advisory Board 
(NAB) held its first retreat in October, 
where 16 members from eight regions and 
four officers met with AAPC leadership. 
We had a lot to discuss—updates on a num-
ber of AAPC initiatives and the looming 
ICD-10 transition in 2014—and sharing 
of new ideas. 
For many, the retreat was the first opportu-
nity we had to spend time together and get 
to know each other on a more personal ba-
sis. For me, one of the highlights was get-
ting to know AAPC’s new CEO, Jason Van-
denAkker. Jason is an extraordinary leader 
with an even more extraordinary vision for 
AAPC. Great accomplishments begin with 
people who have great “vision,” and I believe 
Jason will take our organization to an even 
better place than we thought possible. I look 
forward to working with him throughout 
the remainder of my tenure. 

Healthcare Reform Unfolds
The Affordable Care Act’s (ACA) roll out 
in states that did not set up exchanges has 
been bumpy. Flaws with the Healthcare.
gov website—where one registers to partici-
pate in an exchange—has led some lawmak-
ers to call for an extension of the mandatory 
open enrollment deadline to procure insur-
ance coverage beyond March 31, 2014. Giv-
en the number of issues, there is even more 
impetus on providers to anticipate transi-
tional issues when ICD-10 is mandated on 
Oct. 1, 2014. 

ICD-10 Is Next
You’ve heard the warnings, advice, and pre-
dictions for the ICD-10 transition. There 
are bound to be glitches in such a massive 

roll out, especially one with so much in-
volved—including people, hardware, and 
software systems. If the Health Insurance 
Marketplace is any example of what we can 
expect, it’s obvious that we must continue to 
prepare. I believe a smooth ICD-10 transi-
tion is attainable, provided you: Plan. An-
ticipate. Train. Test. And Retest.
Speaking of anticipation: Do not overlook 
the external impact ICD-10 will have on 
secondary and ancillary systems. There are 
a host of suppliers and service groups upon 
which every provider relies; being cognizant 
of their preparedness is just as important as 
being aware of your own. What you don’t 
know puts you at risk. Be ready for potential 
delays in reimbursement and anticipate how 
others may affect your cash flow.

National Conference  
Is in the Works
On the bright side, we have started the pre-
liminary process of speaker selection for 
the AAPC national conference in Nashville 
in April 2014. I am very excited about this 
conference, as it’s in my hometown, which 
is also home to many healthcare organiza-
tions. We’ll have a strong program, with 
wonderful speakers, and fun new events. I 
hope to see you there!

Savor the Moments
In times like these, when there are so many 
changes in healthcare on the horizon, dead-
lines ahead, and goals to reach, it’s impor-
tant to remember to take time for family, 
friends, and particularly yourself. Long af-
ter the deadlines are met and the dragons 
have been slain, it will be the special mo-
ments you’ve shared with your family and 
friends that will remain. 

Remember: “Life is not measured by the 
breaths you take, but in the moments that 
take your breath away,” (author unknown). 
Take time to find and enjoy those moments. 
Take care,

David B. Dunn, MD, FACS, CIRCC, 
CCVTC, CCC, CPC-H, CCS, RCC
President, National Advisory Board



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

Endotracheal Intubation Is  
Separate with Critical Care
“Visit the Facility Side of ED 
Coding” (October, pages 44-
47) incorrectly stated that a 
physician may not separately 
report 31500 Intubation, 
endotracheal , emergency 
procedure with critical care 
codes 99291 Critical care, 
evaluation and management 
of the critically ill or critically 
injured patient; first 30-74 
minutes and +99292 Critical 
care, evaluation and management of the critically ill or 
critically injured patient; each additional 30 minutes (List 
separately in addition to code for primary service). 
Critical care codes 99291 and 99292 do bundle gastric 
intubation codes 43752 Naso- or oro-gastric tube placement, 
requiring physician’s skill and fluoroscopic guidance (includes 
fluoroscopy, image documentation and report) and 43753 
Gastric intubation and aspiration(s) therapeutic, necessitating 
physician’s skill (eg, for gastrointestinal hemorrhage), 
including lavage if performed), and the physician wouldn’t 
report these procedures separately when performed with 
critical care. 
Endotracheal intubation, however, as described by 31500, 
may be separately reported in addition to 99291/99292, 
when performed and properly documented.

Why-oh Wasn’t It Ohio?
The wrong state made it into October’s Minute with a 
Member, featuring Shannon Mayfield-Chapin, BA, 
CPC, (page 66). Mayfield-Chapin enrolled in a Certified 
Medical Coding program at C-TEC in Newark, Ohio, not 
in Newark, N.J.

Payers Get a Bad Rap in October
I was terribly disappointed to see on the October AAPC 
Cutting Edge an ICD-10 Coding Alert cover wrap advertise-
ment that said, “… Did you know payers may start using 
the conversion to ICD-10 as another way to squeeze more 
money out of the reimbursement your practice should re-
ceive?” 
This type of statement can serve to fuel negative opinions 
that many already hold with regard to health insurance 
companies. I am disappointed that AAPC would permit a 
statement with such a blatant negative bend toward the in-

surance companies to be printed. My understanding and 
experience is that most insurance companies are striving 
towards achieving budget neutrality through ICD-10 im-
plementation. 
Coders credentialed by AAPC work in many different en-
vironments, including health insurance companies. From 
AAPC’s Member Bill of Rights, specifically No. 1, Right 
to a Higher Standard, “Members have the right to have the 
AAPC staff and the National Advisory Board (NAB) work 
for their interests …” Presence of the quote from above does 
not serve the interest of any coder who works for a health 
insurance company. As an organization so deeply involved 
in many facets of the industry, AAPC is in an advantageous 
position to influence thinking by way of not condoning the 
use of negative messaging.

Jennifer M. Oravecz, CPC

We agree, and we appreciate you reminding us—and our 
advertisers—that AAPC’s family is broad and diversely 
involved in the revenue cycle. 

AAPC Cutting Edge 

States May Mandate  
Compliance Programs, Too
A letter to the editor in the October issue [“Compli-
ance Plans Not Mandatory in Physician Practice,” 
page 10] states there is no mandatory compliance 
for providers other than nursing homes. To clarify: 
There is no federal requirement (prior to the Afford-
able Care Act).
New York state requires a compliance program for 
“persons, providers or affiliates who provide care, 
services or supplies under the Medicaid program, or 
who submit claims for care, services or supplies for or 
on behalf of another person for which Medicaid is, 
or should be reasonably expected by the provider to 
be a substantial portion of their business operations.” 
(www.omig.ny.gov/images/stories/compliance/feb_medicaid_

update_compliance.pdf)
This is in addition to certain other institutional pro-
viders who must have such programs regardless of the 
magnitude of their Medicaid business.
Other states may have similar requirements.

Gershon Dubin, CPC-A 

Donations to the AAPCCA  
Hardship Scholarship Needed 
During these hard economic times many AAPC members have 
applied for help from the AAPCCA Hardship Scholarship com-
mittee, and the fund is getting low. Please encourage your local 
members to help their fellow members by donating to the fund.

Speak Up and Be Heard!

10	 AAPC	Cutting	Edge
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Medical Business News

Delays	and	Uncertainty	in	Healthcare
If it seems like everything is up in the air when 
it comes to government decisions in health-
care, well … you’re right. Here are some de-
lays that may affect your practice or facility, for 
which you’ll need to plan accordingly.

Office of Inspector General (OlG) Work Plan

The U.S. Department of Health & Human 
Services (HHS) OIG’s 2014 Work Plan will 
not be released until January 2014. “This change from the usual Oc-
tober release will better align with priorities OIG has set for the com-
ing year, a time of continuing fiscal challenges,” the OIG said (http://

oig.hhs.gov/reports-and-publications/workplan/index.asp). 

Face-to-Face Encounters  
for Durable Medical Equipment (DME)

The Centers for Medicare & Medicaid Services (CMS) needs more 

time to establish operational proto-
cols for new requirements regard-
ing face-to-face DME encounters, 
the agency announced Sept. 9. The 
health reform law requires “that a 

physician or other health care provider 
(nurse practitioner, physician assistant, or clinical 

nurse specialist) must meet face-to-face with a patient, within the 
previous six months, before ordering durable medical equipment 
(DME).” 
No date has been given for when the rule’s enforcement will begin. 
CMS said they “will start actively enforcing and will expect full com-
pliance with the DME face-to-face requirements beginning by a date 
that will be announced in Calendar Year 2014.” 
More on this can be found at: www.cms.gov/Research-Statistics-Data-and-

Systems/Monitoring-Programs/Medical-Review/FacetoFaceEncounterRequirement	

forCertainDurableMedicalEquipment.html.
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By	Susan	Ward,	CPC,	CPC-H,	CPC-I,	CEMC,	CPCD,	CPRC

Planning ahead will help you 
start 2014 on the right foot.
As a chapter officer, there is so much to do to prepare your chapter 
for the year ahead. If you served your chapter in 2013, you’re proba-
bly wondering where the time went and how you can help 2014 offi-
cers; or if you’re a new officer, you’re probably feeling a little unsure 
about what you need to do and where to start.

Plan Ahead
Even with all of the extra activities in your life that the holidays 
bring, it’s important to start planning out the new year for your chap-
ter by having a meeting with the outgoing and incoming officers. 
At this officer meeting, you can set chapter meeting and examina-
tion dates. Other important year-end tasks for your agenda include:

• Make sure the new president and treasurer plan some time 
with the outgoing officers at the bank to transfer signatures; 
your 2013 treasurer has until Dec. 31, 2013 to report the 
year-end financial report to the AAPC Local Chapter 
Department.

• Plan the education content for your January meeting, and 
don’t forget to request continuing education units (CEUs) 
early.

• If you’ve never read the Local Chapter Handbook, this is a good 
time to go through it. Keep in mind, however, that revisions 
come out in January, so you’ll have to read it again next 
month. 

Make the Most of AAPCCA Resources
AAPC Chapter Association (AAPCCA) is here to foster your chap-
ter’s success. To help you make your chapter the best it can be in 
2014, the AAPCCA board of directors and AAPC Local Chapter 
Department put together easy-to-access resources on AAPC’s web-
site:

• All 2014 officers and their contact information will be listed 
on the AAPC website when they change over. To find the 
officers for your chapter, log in to your AAPC account and 
go to this page: www.aapc.com/memberarea/chapters/chapterLeaders.

aspx.
• Officers can access the Officer Resources tab under My Local 

Chapter. Here 
you’ll find forms, 
meeting ideas, 
May MAYnia 
information, 
best practices, 
code of 
conduct, 
etc. There 
are more 
than 20 PowerPoint 
presentations for you to use at 
chapter meetings. These presentations are ready to 
be presented by any chapter officer who has experience with 
the subject. If you don’t see a topic that you are comfortable 
presenting, keep checking because AAPCCA keeps adding 
them. 

• A fun way to get your members involved in your meetings 
is through games. Under Coding Games, there are links 
to instructions for games based on Hollywood Squares, 
Jeopardy, and Who Wants to Be a Millionaire. You can also 
create Wheel of Fortune-like games or make anatomy puzzles, 
such as a seek-and-find or crossword puzzles. 

• Use the AAPC Member Forum (under Local Chapters and 
Local Chapter Officers) to post questions or answer questions 
about your local chapters.

• Check out our Facebook page, where you can connect 
with AAPC members. AAPCCA board of directors looks 
forward to hearing from you. Our motto is, “You are our 
most important product!” Look for timely information in the 
Chapter Officer News, which the Local Chapter Department 
sends out every month via email to all chapter officers.

These advance preparations will help you make 2014 the best year 
ever for yourself, your fellow officers—and most importantly, for 
your members. 
As H. Jackson Brown Jr. said, “The best preparation for tomorrow is 
doing your best today.” 

Susan Ward, CPC, CPC-H, CPC-I, CEMC, CPCD, CPRC, is coding and billing 
manager for Travis C. Holcombe, MD. She has 20 years of coding and billing expe-
rience, is an AAPC workshop presenter and AAPC ICD-10 trainer, and served on the 
AAPC National Advisory Board (NAB) from 2007-2009. Ward was the 2012 presi-
dent of the West Valley Glendale chapter, and has held offices with the Phoenix 
chapter. She is also a member of the 2012-2013 AAPCCA board of directors, region 
8-West.

AAPCCA

Prepare	Your	Chapter	
for	the	New	Year	
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Local Chapter Handbook

Carefully Record Chapter Profit and Loss

By	Pam	Brooks,	CPC,	CPC-H

One of the local chapter treasurer’s responsibili-
ties is submitting a Profit and Loss (P&L) state-
ment at year’s end to account for all income and 
expenses throughout the year. 

Keep Accurate Records
Accurate financial reporting depends on proper 
record keeping. For example:

• Separately identify the source of income 
for checking account deposits.

• Clearly record all expenses and fees 
in the checkbook register to identify 
specific use of the funds. 

Know How to Report
The P&L statement is an electronic form located 
on the AAPC website in the Quarterly Meeting/
Financial Report area of your Chapter Officer 
Resources. 

At the top of the form is a pre-filled Checkbook 
Register Balance as of the first of the year (this is 
pulled forward from the chapter’s previous year-
end balance). This is where the treasurer lists the 
chapter’s income for that year. Chapter meeting 
attendance reimbursement and proctoring exam 

reimbursement provided from AAPC to your 
chapter are listed separately and are pre-filled 
into the form, as well. 

Chapters should report the following as income:

• Seminars

• Workshops

• Review classes

• Collections for community or chapter 
fundraisers

• Project AAPC donations

• Vendor sponsorship for workshops

• Checking account interest

• Member reimbursement for chapter 
meetings

• Room and meal fees 

These reimbursements and income are added 
together to report the chapter’s “Total of All Income.” 

Expenses for the year are reported on the bottom 
of the P&L statement. AAPCCA yearly dues are 
deducted automatically, if they are noted. 

Report the following as expenses by event (chap-
ter meetings, seminars, workshops, and review 
classes):

• Food

• Room charges

• Speaker honorariums

• Audio or visual equipment rental

• Photocopying charges

Finally, list other expenses, such as bank fees 
(e.g., overdraft fees), Project AAPC and com-
munity charity donations, supply costs, etc. Add 
these to the total of all expenses. 

Subtract the expenses from the income to 
determine the net income for the year. Add the 
net income to the Jan. 1 checkbook balance 
(at the top of the form). This should match the 
Checkbook Register Balance as of Dec. 31. If it 
doesn’t, check the math, review the deposits and 
expenses, and verify the reimbursements with 
AAPC until the totals match. 

When the P&L statement is complete, submit the 
form online to AAPC by Dec. 31.

For more information, see chapter 12, Finan-
cials, Profit and Loss Statement, in the Local 
Chapter Handbook.

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

Providing Quality Education at Affordable Prices

™
CodingWebU.com

(484) 433-0495   www.CodingWebU.com

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

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

Over 70 Courses Approved for CEUs starting @ $30
Anatomy Pain Management Injections Specialty Coding
Medical Terminology Emergency Department Coding
Physiology Interventional Radiology Sleep Disorders
ICD-10 Burns, Lesions, and Lacerations Meaningful Use
Chart Auditing Compliance
RAC

General Surgery Coding

CPT® & ICD-9 Updates
Physician Practice Revenue Mgm’t EHR

E|M and OB/GYN ...and more

Modi�ers

Have You Assessed Your Readiness for ICD-10?
  Take our CEU Training Courses Now!
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By	Rhonda	Buckholtz,	CPC,	CPMA,	CPC-I,	CENTC,	CGSC,	COBGC,	CPEDC

With less than a year until ICD-10-CM 
implementation, you’re probably won-

dering what the most important message I 
could deliver to help you prepare. My an-
swer, simply put: Know the coding guide-
lines. Learning the guidelines will make 
you an exceptional coder capable of coding 
all circumstances.

Follow Sequencing Notes
For instance, hierarchy is important in cod-
ing. To ascertain hierarchy, you must fol-
low sequencing instructional notes in ICD-
10-CM. 

Example:
Tim has been seen in the past for 
his continued drug use. He came 
in recently to visit the doctor and it 
was apparent he was high. He tells 
the doctor he keeps trying to stop 
using, but he just can’t do it. The 
doctor documents that the patient 
feels miserable waiting for his next 
hit. He can’t keep his job and his 
dependence on his drug abuse is 
wreaking havoc with his life. The 
doctor documents use, abuse, and 
dependence on marijuana. 

In this case, you should report only the de-
pendence. It’s not necessary to report the use 
and abuse. ICD-10-CM Official Guidelines 
for Coding and Reporting 2014, I.C.5.c.2 
states:

Psychoactive Substance Use,  
Abuse And Dependence
When the provider documentation refers to 
use, abuse, and dependence of the same sub-
stance (e.g. alcohol, opioid, cannabis, etc.), 
only one code should be assigned to identify the 
pattern of use based on the following hierarchy:

• If both use and abuse are documented, 
assign only the code for abuse

• If both abuse and dependence are 
documented, assign only the code for 
dependence

• If use, abuse and dependence are all 
documented, assign only the code for 
dependence

• If both use and dependence are 
documented, assign only the code for 
dependence.

In other words: Code to the highest sever-
ity. This rule is repeated throughout the 
guidelines. 

Example: 
Tim is now being seen for his 
withdrawal symptoms from his 
drug use. He is experiencing mood 
swings and disruption in his sleep 
patterns, as well as weight loss and 
digestive problems. The physician 
diagnoses him with marijuana 
dependence with withdrawal. 

In this case, you would code the drug de-
pendence with withdrawal. You would not 
code the mood swings, sleep disruption, 
weight loss, or digestive problems because 
they are routine signs and symptoms of drug 
withdrawal. ICD-10-CM Official Guide-
lines for Coding and Reporting 2014, I.C.18.b 
states:

Learning how to follow sequencing 
instructional notes will guide you to 
the correct ICD-10 code.

Coding/Billing

Code	t			the	Highest	Severity

■	ICD-10	Road	Map 	
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To	discuss	this		
article	or	topic,	go	to	
www.aapc.com ICD-10	Road	Map:	Sequencing

If two or more events 

cause separate 

injuries, an external 

cause code should 

be assigned for each 

cause.

Get the Facts on 
Pathophysiology
You’ll need to understand the pathophysiol-
ogy of disease processes to assign the correct 
ICD-10 codes. If you don’t have a good under-
standing of common conditions your provider 
is treating, I strongly suggest getting further 
education prior to learning the new code set. 
Otherwise, you’ll need to query your provider 
often, which could lead to animosity.

Use of a symptom code with  
a definitive diagnosis code
Codes for signs and symptoms may be report-
ed in addition to a related definitive diagnosis 
when the sign or symptom is not routinely as-
sociated with that diagnosis, such as the vari-
ous signs and symptoms associated with com-
plex syndromes. The definitive diagnosis code 
should be sequenced before the symptom code.
Signs or symptoms that are associated routine-
ly with a disease process should not be assigned 
as additional codes, unless otherwise instruct-
ed by the classification.

Learn by Doing: Multiple  
External Cause Guidelines
See if you can determine correct coding for 
the next example based on ICD-10-CM Of-
ficial Guidelines for Coding and Reporting 
2014, I.C.20.f:
More than one external cause code is required 
to fully describe the external cause of an ill-
ness or injury. The assignment of external 
cause codes should be sequenced in the follow-
ing priority:
If two or more events cause separate injuries, 
an external cause code should be assigned for 
each cause. The first-listed external cause code 
will be selected in the following order:

• External codes for child and adult abuse 
take priority over all other external 
cause codes.

See Section I.C.19., Child and Adult abuse 
guidelines

• External cause codes for terrorism events 
take priority over all other external cause 
codes except child and adult abuse.

• External cause codes for cataclysmic 
events take priority over all other 
external cause codes except child and 
adult abuse and terrorism.

• External cause codes for transport 
accidents take priority over all other 
external cause codes except cataclysmic 
events, child and adult abuse, and 
terrorism.

• Activity and external cause status codes 
are assigned following all causal (intent) 
external cause codes.

The first-listed external cause code should cor-
respond to the cause of the most serious diag-
nosis due to an assault, accident, or self-harm, 
following the order of hierarchy listed above.

Example: 
A 40-year-old patient is treated for 
a left tibial fracture after being 
abused during a terrorism attack. 
At the same time this was going 
on, he was worried an approaching 
hurricane was going to destroy the 
truck he had wrecked while trying to 
escape the terrorists. 

According to the guidelines, we would se-
quence in the following order:

• Fracture of the left tibia
• Adult abuse
• Terrorism
• Cataclysmic event
• Transport accident

Chances are you will never see a terrorist at-
tack during a hurricane that involves abuse 
and a transport accident, but you will see 
complex coding situations that will come 
into play in your day-to-day coding. Learn 
the guidelines. If you are good with the 
ICD-9-CM guidelines, the ICD-10-CM 
guidelines will fall into place for you. 
Let me hear you say it: I Can Do 10! 

Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, 
COBGC, CPEDC, is vice president of ICD-10 Training and Educa-
tion at AAPC. She is a member of the Oil City, Pa., local chapter.



16	 AAPC	Cutting	Edge

m
od

ifi
ed

 p
ho

to
 b

y i
St

oc
kp

ho
to

 ©
 th

el
in

ke

■	Coding/Billing

Facility

Laparoscopic	to	Open	Procedures:	
Look	Ahead	to	ICD-10
Understand how losing subcategory V64.4x will  
affect reporting of converted surgical approaches.

By	Jennifer	Avery,	CPC-H,	CPC,	CPC-I,	CCS

The Centers for Medicare & Medicaid Services (CMS) in-
structs us that when a procedure begins by laparoscopic ap-

proach, but must be converted to (and completed by) open ap-
proach, only the open approach is coded. 

In ICD-9-CM, an additional diagnosis from subcategory 
V64.4x (Closed surgical procedure converted to open procedure) 
is reported to indicate that the physician changed the approach 
midstream. The fifth digit identifies the type of “closed” pro-
cedure (i.e., V64.41 Laparoscopic surgical procedure convert-
ed to open procedure). This rule applies to inpatient and outpa-
tient services, as well. 
No code has been created in ICD-10-CM that mirrors V64.4x. 
So post Oct. 1, 2014, how will the physician identify a lap-to-
open procedure appropriately? Let’s investigate the situation 
to understand the disconnect between physician and facility. 

ICD-10 Means Distinct Coding  
for Physician, Facility
ICD-10-PCS for inpatient facility includes procedure cod-
ing guidelines that disconnect how the surgeon reports pro-
cedures and services using CPT® guidelines, and how the fa-
cility reports the same procedure and services performed on 
an inpatient. 
ICD-10-PCS Coding Guidelines, B3.2.d, instructs us to re-
port multiple procedures when the intended root operation 
is attempted using one approach, but is converted to a differ-
ent approach. For example, if a physician begins a laparoscop-
ic cholecystectomy, but determines that he or she needs to con-
vert to an open cholecystectomy, the facility would report two 
procedures: an open cholecystectomy and a laparoscopic in-
spection (i.e., diagnostic laparoscopy). The facility potentially 
has more resources involved, so the change in how the facility 
should report seems appropriate and understandable. 
There is no indication that this rule will change for the physi-
cian; following CMS guidance, the physician will still report 
only the open cholecystectomy (CPT® 47600 Cholecystecto-
my). The diagnostic laparoscopy is considered a component 
of the procedure, based on CPT® guidelines that state diag-
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Coding/Billing:	Laparoscopic	to	open	procedures

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

nostic laparoscopy is always included in therapeutic laparos-
copy. The physician expects “look around” as a component of 
the performed procedure, which does not warrant additional 
work value (i.e., multiple CPT® codes). 

CPT® Assistant Offers 
Possible Answers
CPT® Assistant, “A Review of the Laparoscopy/Hysterosco-
py Changes,” March 2003, indicates that reporting of laparo-
scopic procedures converted to open procedures may vary de-
pending on the scenario, and provides a set of general guide-
lines to follow: 
Questions are often received regarding the appropriate way to re-
port an attempted laparoscopic cholecystectomy that is converted 
to, and completed as, an open procedure. As with coding any “at-
tempted” procedure, it is necessary to carefully review the opera-
tive report to determine the extent of the procedure(s) performed 
in order to accurately code for the procedure(s).
Appropriate coding may vary on a case-by-case basis, depending 
on the specific circumstances in each case.

1. Under certain circumstances, physician may “elect” to termi-
nate a surgical procedure (i.e., laparoscopic cholecystectomy) 
due to extenuating circumstances or due to things that threat-
en the well being of the patient. If the procedure is started but 
discontinued due to these circumstances, report the procedure 
with the modifier -53, discontinued procedure.

2. In other situations, at physician’s discretion (not related to 
extenuating circumstances), a procedure may be partially re-
duced or eliminated. These circumstances should be reported 
with the modifier -52, reduced services. 

3. When a specific circumstance indicates a conversion of the 
laparoscopic procedure to an open procedure, it is appropri-
ate to report the code for the “attempted” laparoscopic proce-

dure (i.e., laparoscopic cholecystectomy) with the appropri-
ate modifier appended. The code for the open cholecystecto-
my is reported as the primary procedure with the modified 
laparoscopic procedure code reported as a secondary proce-
dure. Per CPT, this method of reporting allows for the accu-
rate tracking and reporting of the specific procedure(s) per-
formed. Individual third-party payer policies may vary (i.e., 
CMS guidance as indicated above).

Determine Its Effect  
on Your Practice
Look at your practice and identify how often such a scenar-
io occurs, and whether this affects your Medicare population 
vs. your commercial insurance population. Then, query the 
various third-party payers to determine appropriate report-
ing. If your practice follows the guidance of the National Cor-
rect Coding Initiative Policy Manual for Medicare Services, con-
sider contacting the cooperating parties before ICD-10 imple-
mentation to question the rationale regarding no correspond-
ing code in ICD-10-CM.
Reporting only the open procedure without the correspond-
ing status code could potentially affect the statistical reporting 
and tracking accuracy of specific circumstance. This may be a 
product of creating ICD-10-PCS guidelines and codes with-
out considering the affect it has from a physician and facility 
outpatient reporting perspective. 

Jennifer E. Avery, CPC-H, CPC, CPC-I, CCS, is a senior regulatory spe-
cialist for HCPro, Inc., and an instructor for Certified Coder Boot Camp®, 
Certified Coder Boot Camp® Online, Certified Coder Boot Camp® – Inpa-
tient Version, HCPro ICD-10 Beyond the Basics Boot Camp®, and Certified 
Coder Boot Camp® – ICD-10-CM & ICD-10-PCS. She holds an associate de-
gree in Health Claims Management and Medical Assisting from Davenport 

University, Granger, Ind., and is working on a Bachelor of Science in Health Information 
Management. Avery is a member of the St. Louis West, Mo., local chapter.

The facility potentially has more resources involved, 
so the change in how the facility should report 

seems appropriate and understandable.
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By	Rhonda	Buckholtz,	CPC,	CPMA,	CPC-I,	CENTC,	CGSC,	COBGC,	CPEDC

Think	You	Know	A&P?	Let’s	See	…	
Due to the clinical nature of ICD-10-CM—the diagnosis code set the healthcare 
industry will begin using Oct. 1, 2014—a strong understanding of anatomy and 
physiology (A&P) will be required for accurate reporting of patients’ medical 
conditions.

What are the three bones of the ankle joint?
a. Tibia, fibula, calcaneofibular

b. Metatarsal, tibia, navicular

c. Tibia, fibula, talus

d. Deltoid, navicular, talus

Check your answer on page 54. 
Take this monthly quiz, in addition to AAPC’s ICD-10 Anatomy and Pathophysiol-
ogy advanced training, to prepare for the increased clinical specificity requirements 
of ICD-10-CM. To learn more about AAPC’s ICD-10 training, go to http://cloud.aapc.

com/documents/AAPC%20ICD10%20Service%20Offerings.pdf to download AAPC’s ICD-10 Ser-
vice Offering Summary. 

Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC, is vice president of ICD-10 Training and 
Education at AAPC. She is a member of the Oil City, Pa., local chapter.

ICD-10 A&P Quiz
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Dear John

19364 vs. S2068 for DIEP/SIEP Flaps

Q. There’s been ongoing confusion in our office regarding the proper coding of deep inferior epigas-
tric perforator flap (DIEP) for breast reconstruction. Should we be using HCPCS Level II code 
S2068, or CPT® 19364? May we also code separately for partial rib resection (21600) when 
performed as part of the reconstruction?

Have	a	Coding	Quandary?		

Ask	John
If you have a coding question for AAPC 
Cutting Edge, please contact John 
Verhovshek, managing editor, at g.john.
verhovshek@aapc.com.

A. The American Medical Association (AMA) addressed this 
issue in a “Bonus Feature: Special Q&A,” in the December 

2011 CPT® Assistant: 

Q. Should code 19364, Breast reconstruction with free flap, 
be used to report the performance of a deep inferior epigastric 
perforator flap (DIEP) for breast reconstruction?

A. Yes. Code 19364, Breast reconstruction with free flap, is the 
appropriate code to report free flap breast reconstruction, 
regardless of the specific free flap used. It may be a free transverse 
rectus abdominis myocutaneous (TRAM), a free DIEP, or a 
gluteal free flap. Code 19364 is not limited to a particular type 
of free flap, and it is the code to be used to report any type of free 
flap breast reconstruction.

Code 19364 includes harvesting of the flap, microvascular 
transfer (one artery and two veins), closure of the donor site, 
and transfer to the chest and inset, including the creation 
of the breast mound. Examples are a free transverse rectus 
abdominis myocutaneous (TRAM) flap, a free DIEP, or 
free gluteal flap. Microvascular transfer includes the use of 
the operating microscope. Code +69990 Microsurgical 
techniques, requiring use of operating microscope (List 
separately in addition to code for primary procedure) is
not reported in conjunction with code 19364.

The AMA also takes a position that a DIEP flap (and a superficial 
inferior epigastric artery (SIEA) flap), as described by 19364, in-
cludes partial rib resection. This was clarified in the March 2013 
CPT® Assistant: 

Q. May code 21600, Excision of rib, partial, be reported separately, 
in conjunction with breast reconstruction, when performed with a 
free flap?

A. No. CPT code 19364, Breast reconstruction with free flap, 
includes a partial rib resection and thus, code 21600 is not 
reported separately. Code 19364 includes the creation of a 
pocket, preparation of recipient vessels, harvest and transfer 
of flap to the recipient site, partial rib resection, microvascular 
anastomosis of one artery and two veins, closure of the donor 
site, and primary closure.

Based on the recent AMA clarifications, S2068 Breast reconstruction 

with deep inferior epigastric perforator (DIEP) flap or superficial inferi-
or epigastric artery (SIEA) flap, including harvesting of the flap, micro-
vascular transfer, closure of donor site and shaping the flap into a breast, 
unilateral is now redundant (although it remains “on the books” as 
an active HCPCS Level II code). You should report S2068 only if 
your payer/contract specifically calls for its use. Note that S codes, 
including S2068, are never payable by Medicare.

Rectus	Muscles

Deep	inferior	epigastric	artery	
and	Venae

Superficial	inferior	
epigastric	artery	(SIEA)	
and	Venae

Anatomy	of	the	abdominal	skin	harvested	with	the	DIEP	flap.

Superficial	inferior	
epigastric	vein	(SIEV)
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I began working in the healthcare field in 1987, when hospitals still 
used the UB-82 claim form, and before HCPCS. I started out in bill-
ing and collections at a West Coast community hospital business of-
fice. We had to follow up on denied claims, which helped me come to 
understand billing and coding principals. When my military fami-
ly and I moved to the East Coast, I landed a similar position as a col-
lector/biller for government programs in the business office of a chil-
dren’s hospital. 

Changing Focus
As Health Care Financing Administration (now Centers for Medi-
care & Medicaid Services) guidelines became more and more of a fo-
cus, it was evident coding was no longer an ancillary issue—it was a 
necessity. By the ’90s, I began to focus more on coding, and I went 
to work for a government payer. After some time working either as a 
consultant or for a government program payer, I transitioned into au-

diting and began using my billing 
and coding background to devel-
op my skills as a fraud, waste, and 
abuse clinical auditor. 

Growing with the Flow
I admit that I was a member of 
AAPC long before I finally de-
cided to get certified. I’ve stayed 
in the industry because it’s ever 
changing and I’ve changed with it 
by transitioning into the auditing 
side as a FWA (fraud, waste, and 
abuse) clinical auditor.  

Over the years, it’s been a great pleasure to work in healthcare and 
keep learning as our industry grows and develops.

Why I Code

M. LaNeice Watson, CPC-H, CHCA, CHCAF, HBA, HCM

Quick Tip

Added	Edge

By	Sylvia	Partridge,	CPC,	CGSC

Smart Ways to Get Your Point Across
Here are three tips to improve your communication with colleagues:

1.	 Speak	clearly/enunciate: Sometimes you’re in 
such a hurry to say what you’re thinking that you rush through 
it or mumble. Either way, it’s not effective communication. Say 
what you want to say with confidence, and say it clearly with-
out rushing.

2.	 Make	eye	contact:	Making eye contact gives you 
ownership of the conversation and connects you to the person 
with whom you are speaking. This also allows you to gauge his 
or her reaction to what you’re saying.

3.	 liSten:	Effective communication requires active listening. 
Don’t spend the time the other person is talking trying to figure 
out what you’ll say next. You should be able to repeat what the 
other person said, if necessary, to demonstrate that you were ac-
tively listening. Attentive listening shows respect.

Bonus tip: Try to learn a new word each day (its definition, pronun-
ciation, and appropriate use in a sentence). Improving your vocab-
ulary enhances your communication skills. People will make as-

sumptions about you based 
on the words you use. Us-
ing exactly the right word in 
the right place enables you to 
communicate your ideas ef-
fectively. There are thousands 
of books, tapes, seminars, and 
programs that can assist you 
in increasing your vocabulary 
and communication skills. 

Sylvia Partridge, CPC, 
CGSC, has over 42 years 
of experience in the medi-
cal field. She works for Ath-
ens Regional Specialty 
Services, a hospital owned 

physicians group. She is a three-time past-
president of the Athens, Ga., AAPC local 
chapter, and a member of the AAPC Nation-
al Advisory Board.
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Coding/Billing

Catch	a	Glimpse	of	CPT®	2014

E/M: New Consult and  
Induced Hypothermia Codes
CPT® 2014 adds a new category and four new codes (99446–99449) 
to evaluation and management (E/M) services for “Interprofession-
al telephone/Internet consultations.” The codes describe a situation 
where a specialist consults with a patient’s primary physician to of-
fer opinion or advice, but does not meet face-to-face with the pa-
tient. These time-based services “are typically provided in com-
plex and/or urgent situations where a timely face-to-face service 
with the consultant may not be feasible,” and include a review of 
the patient’s medical records, test results, etc.
Note: The Centers for Medicare & Medicaid Services (CMS) 
is unlikely to recognize 99446-99449 for Medicare payment 
because the services are not face-to-face with the patient, and 
Medicare does not pay for CPT® consultation codes.
Two new add-on codes (99481, 99482) have been included in 
the neonate/pediatric critical category to describe total body 
and selective head hypothermia for critically ill neonates. 
Therapeutic hypothermia may be used to decrease mor-
tality and improve neurodevelopmental outcomes for ne-
onates with hypoxic ischemic encephalopathy, resulting 
from oxygen deprivation to the brain. These “per day” 
codes are reported in addition to primary critical care 
services 99291/+99292 or 99468/99469.
CPT® 2014 also introduces new explanatory text for pe-
diatric critical care transport (99466–99486), com-
plex chronic care coordination (99487–99489), and 
transitional care management (99495–99496).

Preview what’s in store for coding 
in the year ahead so you aren’t 
caught by surprise.

It’s that time of year where surprise packages arrive at 
your door. Being surprised with a mailbox full of hol-
iday cards and gifts is a treat, but so is receiving the 
CPT® codebook after weeks of anticipation. Every 
year the American Medical Association (AMA) 
provides us with a multitude of code changes. This 
year is no different, so the fact that CPT® 2014 in-
cludes changes to every chapter except one (An-
esthesia was spared) comes as no surprise. The 
exciting part comes after you peel off the cello-
phane and crack open your shiny, new code-
book. Let’s take a quick look, chapter by chap-
ter, and see what 2014 will bring.

SPECIAL DELIVERY

22	 AAPC	Cutting	Edge
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Cover:	CPT®	2014	Preview	

Integumentary
New code 10030 describes percutaneous, image-guided fluid collec-
tion/drainage of a soft tissue abscess, hematoma, cyst, etc., using a cath-
eter. Imaging (e.g., 77002, 77012) is included, and may not be separate-
ly reported.
CPT® 13150 has been deleted; complex repairs of the eyelids, nose, ears, 
and/or lips must now measure at least 1.1 cm. Smaller repairs (1 cm 
or less) may be reported using simple (12001–12021) or intermediate 
(12031–12057) closure codes.
A series of new, more granular breast biopsy codes (19081–+19086) re-
place 19102/19103. These new combination codes report both the sur-
gical portion and imaging guidance for breast biopsies, as determined 
by the type of imaging guidance required. Also new, 19281–+19288 de-
scribe placement of a breast localization device without biopsy, by guid-
ance type (e.g., stereotactic, ultrasound, magnetic resonance). New in-
structions for proper code use are added to the Excision guidelines pre-
ceding the breast procedure codes. 

Musculoskeletal
New/replacement codes now describe removal of deep, foreign body 
from the shoulder (23333), as well as removal of shoulder prosthesis 
(23334 humeral or glenoid, and 23335 humeral and glenoid).
To clarify proper code use, many code descriptors throughout the chap-
ter now specify “sarcoma” rather than “malignant neoplasm” (e.g., 
28046 Radical resection of tumor (eg, malignant neoplasm sarcoma), soft 
tissue of foot or toe; less than 3 cm). Guidelines at the beginning of the 
Musculoskeletal chapter are updated to clarify correct coding for exci-
sion of subcutaneous soft connective tissue tumors and radical resection 
of soft connective tissue tumors. 

Respiratory
Code 32201 has been deleted. You’ll now select new code 49405 Image-
guided fluid collection drainage by catheter (eg, abscess, hematoma, seroma, 
lymphocele, cyst); visceral (eg, kidney, liver, spleen, lung/mediastinum), per-
cutaneous for percutaneous image-guided drainage of an abscess or cyst 
of the lungs or mediastinum by catheter placement. 

Cardiovascular
A new section within the Cardiovascular chapter describes fenestrated 
endovascular repair of the visceral and infrarenal aorta. Codes 34841–

34844 describe repair of the visceral aorta only, with one, two, three, 
or four visceral artery endoprostheses (as specified by the individual 
codes). Codes 34845–34848 describe repair of the visceral and infra-
renal abdominal aorta, also including placement of one, two, three, or 
four visceral artery endoprostheses. The grafts used during these pro-
cedures include fenestrations (holes), which allow the repaired vessel to 
retain the required patency/flexibility. You may separately report oth-
er interventional procedures (e.g., arterial embolization) performed at 
the time of these repairs.
Added codes and guidelines now describe transcatheter place-
ment of intravascular stents(s) in arteries (37236/+37237) and veins 
(37238/+37239), except for those in the lower extremity, cervical carot-
id, extracranial vertebral or intrathoracic carotid, intracranial, or ca-
rotid. All services include balloon angioplasty performed in the treat-
ed vessel, post-dilation following stent placement, and treatment of a le-
sion in the same vessel.
CPT® 2014 significantly revises vascular embolization and occlusion 
codes: 37204–37210 have been deleted and replaced by a new subsec-
tion, including new guidelines and codes 37241–37244. The proce-
dures include all radiological supervision and interpretation, road map-
ping, and imaging guidance necessary to complete the intervention, and 
are classified as either venous or arterial.

Digestive
Endoscopy codes—specifically, for both rigid and flexible esophagos-
copy—have undergone significant changes: 13 new codes (43191–
43198, 43211–43212, 43213–43214, and 43299); descriptor revisions 
for nearly all of the remaining codes (e.g., Esophagoscopy, rigid or flexible, 
transoral; diagnostic, with or without including collection of specimen(s) 
by brushing or washing, when performed (separate procedure)); and new 
parenthetical instructions. The changes promote greater precision and 
more granular code assignment, and also allow for deletion of manipu-
lation codes 43456 and 43458.
Endoscopic retrograde cholangiopancreatography (ERCP) codes have 
also undergone significant revision, with new instructions to describe 
the procedures and clarify code assignments, as well as new and revised 
codes (for instance, to describe placement/exchange of endoscopic stent 
into the biliary or pancreatic duct). 
New combination codes for image-guided fluid collection by cathe-
ter (49405–49407) replace several deleted codes, including 49021 and 
50021. 

A new section within the Cardiovascular 
chapter describes fenestrated endovascular 

repair of the visceral and infrarenal aorta.
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Nervous System
Codes describing chemodenervation have been reshuffled: 64613 and 
64614 have been deleted and replaced by new codes 64616 and 64617 
(chemodenervation of neck muscles excluding larynx, and of the larynx, 
respectively) and 64642-64647, which describe chemodenervation ac-
cording to the number of extremities (and/or trunk muscles) and num-
ber of muscles targeted (e.g., 64644 Chemodenervation of one extremi-
ty; 5 or more muscle(s)).

Radiology
Unlike years past, there are only a handful of changes for radiology this 
year:

• Radiologic exam of spine, 72040, now specifies “2 or 3 views.”
• 75960 is deleted because radiologic supervision for 

transcatheter placement of stents is included in new codes 
37236-+37239

• 77031 and 77032 are deleted; stereotactic localization is 
now inclusive of 19081 Biopsy, breast, with placement of 
breast localization device(s) (eg, clip, metallic pellet), when 
performed, and imaging of the biopsy specimen, when performed, 
percutaneous; first lesion, including stereotactic guidance 
and 19283 Placement of breast localization device(s) (eg, clip, 
metallic pellet, wire/needle, radioactive seeds), percutaneous; first 
lesion, including stereotactic guidance. 

• New add-on code 77293 describes respiratory motion 
management simulation, to be reported in addition to 77295 
(Therapeutic radiology …) and 77301 (Intensity modulated 
radiotherapy plan …).

Pathology and Laboratory
New drug assay codes and their corresponding tests are:
80155 Caffeine

80159 Clozapine

80169 Everolimus

80171 Gabapentin

80175 Lamotrigine

80177 Levetiracetam

80180 Mycophenolate (mycophenolic acid)

80183 Oxcarbazepine

80199 Tiagabine

80203 Zonisamide

Approximately a dozen of the molecular pathology codes 81400-81408 
(levels 1-9) have undergone minor descriptor revisions, as well. 

Medicine
New codes in the Medicine chapter were added to describe new influen-
za virus vaccines (90673, 90685-90688) and various speech/voice eval-
uations (92521-92524). Also in this chapter, new codes for wound care 
include 94669 Mechanical chest wall oscillation to facilitate lung func-
tion, per session and 97610 Low frequency, non-contact, non-thermal ul-

trasound, including topical application(s), when performed, wound assess-
ment, and instruction(s) for ongoing care, per day.

Category III Codes
Category III codes describe emerging technologies. If a Category III 
code is available, it must be reported instead of a Category I unlisted 
procedure code. As in past years, Category III codes include a grab bag 
of changes. Many deleted Category III codes have been replaced by new 
Category I codes. For example: 0078T-0081T are deleted and replaced 
by 34841-34848 for fenestrated endovascular repair of the visceral and 
infrarenal aorta; 97610 replaces 0183T for low frequency ultrasound, 
and; 0260T/0261T are deleted in favor of +99481 and +99482 for total 
body and selective head hypothermia for critically-ill neonates.
Other changes include:

• New codes 0319T-0328T describe various procedures/
services related to implantable subcutaneous lead defibrillator 
systems. These new systems provide electric shock to the 
heart (defibrillation) for the treatment of an abnormally rapid 
heartbeat that originates from the lower chambers of the heart 
(ventricular tachyarrhythmias).

• New technology eye/adnexa codes include 0329T Monitoring of 
intraocular pressure for 24 hours or longer, unilateral or bilateral, 
with interpretation and report and 0330T Tear film imaging, 
unilateral or bilateral, with interpretation and report.

• New codes 0331T and 0332T describe myocardial sympathetic 
innervation imaging and planar qualitative and quantitative 
assessment (without and with single-photon emission computed 
tomography (SPECT), respectively).

• Codes 0338T and 0339T describe unilateral or bilateral 
transcatheter renal sympathetic denervation by percutaneous 
approach.

Stay Tuned for Details …
I don’t know about you, but I can’t wait to use my new gift. Look for 
more in-depth examinations of the most significant CPT® coding 
and guideline changes for 2014 in AAPC Cutting Edge in the coming 
months. 

Raemarie Jimenez, CPC, CPB, CPMA, CPPM, CPC-I, CANPC, CRHC, is AAPC director of 
product development and a member of the Weston, Fla., AAPC local chapter.

G.J. Verhovshek, MA, CPC, is managing editor at AAPC and a member of the Fort Myers, Fla., 
AAPC local chapter.

As in past years, Category III codes include a grab bag of changes.

Cover:	CPT®	2014	Preview
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OB	Coding	Myths	Exposed
Bust common antepartum and delivery 
misconceptions to keep your billing proper.

By	Melanie	Witt,	RN,	CPC,	COBGC,	MA

Much of the information repeated about obstetrics/gy-
necology (OB/GYN) coding is equal parts fact and 
fiction. Like when a whisper is passed from person to 

person, the truth gets distorted as it’s retold. Let’s expose three 
common OB/GYN coding myths that can prevent your prac-
tice from submitting clean claims.

Myth	No.	1
Append modifier 24 when reporting complica-
tions of pregnancy during the antepartum period.
Fact: Modifier 24 is appropriate when a physician provides an 
evaluation and management (E/M) service during the period 
of follow-up care for an unrelated surgery. CPT® Appendix A–
Modifiers clarifies:
Unrelated Evaluation and Management Service by the Same Phy-
sician or Other Qualified Health Care Professional During a Post-
operative Period: The physician or other qualified health care pro-
fessional may need to indicate that an evaluation and manage-
ment service was performed during a postoperative period for a 
reason(s) unrelated to the original procedure. This circumstance 
may be reported by adding modifier 24 to the appropriate level of 
E/M service.
Note the reference to a “postoperative” period—not a gener-
al global period. Because the OB global services codes include 
both E/M services and delivery services, modifier 24 applies 
only after delivery of the baby (e.g., the “postoperative” period 
of this global code). 
You cannot use modifier 24 to report treatment of unrelated 
conditions or complications of pregnancy in the antepartum 
period. These additional services are supported by:
1. A non-OB chapter code for conditions unrelated to preg-

nancy (assuming the provider documented the condition 
incidental to pregnancy); or

2. A complication code from the OB chapter.

The payer will decide whether to reimburse for the service 
based on its payment policy. Billing additional service(s) for 
the complication on the date of service will ensure a timely filed 
claim. If the claim is denied, the practice may appeal after deliv-
ery when care exceeds the parameters set by the payer. If a claim 
is denied for unrelated services, however, appeal immediately, 
rather than waiting until after the delivery. 
For example, the patient presents at 24 weeks with symptoms 
of the flu and an acute cough, which the physician confirms. 
The physician documents the flu as incidental to pregnancy. 
The physician advises the patient to increase fluids and to get 
more rest, and gives her a prescription for an antiviral medica- ph
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tion. She is to return to the office if her symptoms worsen or fail 
to improve within five days. 
In this case, the physician documents an expanded problem-
focused history and moderate medical decision-making, and 
bills 99213 Office or other outpatient visit for the evaluation and 
management of an established patient, which requires at least 2 of 
these 3 key components: An expanded problem focused history; An 
expanded problem focused examination; Medical decision making 
of low complexity linked to a diagnosis of 487.1 Influenza with 
other respiratory manifestations. The insurance company denies 
the service as included in OB care. The provider successfully 
appeals the denial because he was able to show that the care was 
unrelated to the pregnancy.
Using the same example, if the physician had failed to indicate 
the flu was incidental to pregnancy, the diagnosis code report-
ed would be OB complication code 648.93 Other current con-
ditions in the mother classifiable elsewhere, antepartum condition 
or complication, with 487.1 listed as a secondary diagnosis. Be-
cause this diagnosis indicates the flu as complicating the preg-
nancy, the payer might also deny the claim, but not allow an 
appeal until after the delivery, when the total number of ante-
partum visits is known.

Myth	No.	2
Global OB services codes (59400, 59510,  
59610, and 59618) include 13 antepartum visits.
Fact: The CPT® codebook doesn’t specify that the antepartum 
period must contain 13 antepartum visits. American Medical 
Association (AMA) guidelines describe the frequency of visits 
for the global package: Monthly visits up to 28 weeks gestation, 
biweekly visits to 36 weeks gestation, and weekly visits until de-
livery. The global package includes 13 visits only if you assume:

• The patient presented at week eight and delivered at 
week 40

• The frequency of visits were exactly as cited in CPT®
• There were no additional “worried well” visits 

The date the patient presents and the date of delivery determine 
the number of provided antepartum visits. In a normal preg-
nancy, this number can range from 10-15 visits, which would 
still represent the global OB service.

In some cases, the number of minimum visits is stipulated by 
the program (usually under Medicaid) before global coding is 
accepted. For instance, Wisconsin Medicaid stipulates a mini-
mum of six antepartum visits must be provided to bill globally.
Unless your payer has stipulated a minimum number of vis-
its to bill the global service, you may safely assume that, if your 
provider has rendered ALL of the patient’s OB care, the glob-
al services code is appropriate. Keep in mind, however, that if 
the number of visits is significantly less than expected, it may 
be appropriate to add modifier 52 Reduced services to the global 
code and explain to the payer what services were not provided. 
For example, a patient presents late in pregnancy and is seen 
only four times prior to a normal vaginal delivery, but your phy-
sician has provided her only OB care. In this case, you would re-
port 59400-52 Routine obstetric care including antepartum care, 
vaginal delivery (with or without episiotomy, and/or forceps) and 
postpartum care.
Note: ACOG has argued that when a patient presents late in 
pregnancy, the entire care is concentrated into fewer visits, and 
therefore all expected care has been rendered and the global 
code still represents accurate coding without modifier 52. Be 
sure your documentation supports this contention if you decide 
not to append modifier 52 to a claim.

The date the patient presents and the 
date of delivery determine the number 

of provided antepartum visits.
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To	discuss	this		
article	or	topic,	go	to	
www.aapc.com

Myth	No.	3
Antepartum-only care codes must be reported 
when the provider does not perform the delivery.
Fact: CPT® guidelines state, “If all or part of the antepartum 
and/or postpartum patient care is provided except delivery due 
to termination of pregnancy by abortion or referral to anoth-
er physician or other qualified health care professional for de-
livery, see the antepartum and postpartum care codes 59425, 
59426, and 59430.” 
This can mean one of two things:
1. Report 59425 Antepartum care only; 4-6 visits or 59426 

Antepartum care only; 7 or more visits if the provider of re-
cord refers his pregnant patient to an unaffiliated phy-
sician for the delivery. This might happen when a fami-
ly practice physician must refer his patient to an obstetri-
cian to perform a cesarean delivery, or when an OB does 
not deliver the baby because the patient is delivered by a 
physician who will be billing separately for the delivery 
(e.g., the patient does not make it to the hospital where she 
is registered for delivery, or the emergency room physician 
delivers the baby).

Keep in mind that when there is an arrangement between phy-
sicians for covering deliveries, or a different physician from 
the same practice delivers the baby, most payers still prefer the 
global code to be billed instead of itemizing services. The glob-
al code is usually billed using the National Provider Identifier 
of the OB of record.
2. The patient may transfer into or out of the practice mid-

term. Because neither provider has accomplished the glob-
al package requirements, each bills for the portion of care 
he or she performed.

For example, a patient moves from Tulsa, Okla., to Albuquer-
que, N.M., after her 24th week of pregnancy. Her OB/GYN in 
Tulsa saw her for five antepartum visits. Her new OB/GYN de-
livers her at 40 weeks, and sees her for antepartum care nine 
times. The Tulsa physician bills 59425 (4-6 antepartum care 
visits) and the Albuquerque physician bills 59410 Vaginal de-
livery only (with or without episiotomy and/or forceps); including 
postpartum care and 59426 (7 or more antepartum care visits).
Sometimes a patient switches insurance during the pregnancy, 
but retains the same physician for the entire pregnancy. CPT® 
does not address this situation, and billing depends on the pay-
er. The initial care rendered by insurance ‘A’ is then billed with 
the antepartum care only codes. If the patient delivers late or 
has multiple “worried well” visits after switching insurance, the 
requirements of insurance ‘B’ could easily be met, and glob-
al billing—not itemized billing—may be warranted. This is a 
gray area, so it’s best to contact the second insurance carrier be-
fore billing. 

Melanie Witt, RN, CPC, COBGC, MA, is an independent coding education consultant 
and a well-known speaker and recognized expert in the area of coding and reimbursement 
for OB/GYN services. She was the program manager of the Department of Coding and No-
menclature at the American Congress of Obstetricians and Gynecologists for eight years, 
and was recognized by the AMA CPT® Editorial Panel for her work in educating OB/GYN 
physicians and non-physician professionals in CPT® coding. Witt is also the consulting ed-
itor for the Coding Institute’s Ob-Gyn Coding Alert, and writes coding articles regularly for 
OBG Management Magazine. She is a member of AAPC’s Albuquerque, N.M, local chapter. 

Seek the Truth
There are just two primary sources for information 
regarding OB coding: 

1. The CPT® maternity care guidelines and CPT® 
Assistant articles clarifying these guidelines; and

2. Coding advice from the American Congress of 
Obstetricians and Gynecologists (ACOG)—the 
medical specialty society that works closely with 
the American Medical Association’s (AMA) CPT® 
Editorial Panel to clarify correct coding and docu-
mentation for OB/GYN services.

Payers often quote CPT® and ACOG guidelines in 
their policy manuals, but some payers make their 
own rules. Be diligent and aware of these exceptions 
and code accordingly. If the payer specifies guide-
lines that differ from those advised by CPT® or ACOG, 
get the instructions in writing. That way, if and when 
the payer changes its policy, and requests refunds 
based on “inaccurate” claims, you can show proof 
that claims were paid according to the payer’s own 
policy. Payers can’t retroactively apply a new policy 
to deny claims or demand refunds under most state 
statutes.
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Kudos
Please send your KUDOS to:  
kudos@aapc.com

Give a Pat on the Back, Get One Back

Two	Coding	Professionals	Get	Published
Whether you’re a trained professional writer or have a natural liter-
ary gift, getting published isn’t always easy. So when two profession-
al coders succeed in getting their work published, it’s something to 
talk about. 
Terri Brame, MBA, CHC, CPC, CGSC, CPC-H, CPC-I, com-
pliance education officer in institutional compliance at the Univer-
sity of Arkansas for Medical Sciences, is a newly published author of 
the textbook, E&M Coding Clear & Simple, an Evaluation & Man-
agement Coding Worktext, (F.A. Davis, www.fadavis.com/product/medical-

assisting-EM-Coding-Clear-Simple-Brame). The textbook breaks down eval-
uation and management (E/M) coding into manageable pieces, ex-
plaining why the codes are used and how to use them. It also features 
a case study in every chapter and has over 100 practice visit notes.

Brame said, “I am very proud of this book and what it represents as 
part of my coding career.” AAPC Cutting Edge is proud, as well, and 
honored to have her as a contributor for our magazine.

Nancy I. Gardner’s, CMA (AAMA), CPC, 
medical insurance worktext, Billing and Coding: 
Clear and Simple (F.A. Davis, www.fadavis.com/

product/medical-assistant-billing-coding-medical-insur	

ance-worktext-gardner), has also been published. 
Gardner has been a medical coding profession-
al for more than three decades and, when she’s 
not writing, she teaches coding at Des Moines 

Area Community College and codes for medical offices and office 
management. The book introduces students to insurance terminol-
ogy and acronyms, diagnostic coding, procedural coding, managed 
care, payment posting, and legal issues. Gardner told AAPC Cut-
ting Edge it teaches the who, what, why, when, and how of proper di-
agnostic and procedural coding, claim form completion, and med-
ical recordkeeping.
Kudos to these two enterprising AAPC members! 

Be with the family 
and earn CEUs! 

Continuing education. Any time. Any place. ℠ 

Need CEUs to renew your CPC®? Be 
home for the holidays. Use our CD-ROM 
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By	Freda	Brinson,	CPC,	CPC-H,	CEMC,	and	Phil	Brinson,	PE

Dec. 7, 2013 marks the 72nd 
anniversary of the “date 
which will live in infamy,” the 
attack on Pearl Harbor that 
drew the United States into 
World War II. You’re proba-
bly familiar with the famous 
battles of WWII—Mid-
way, Guadalcanal, the Battle 
of the Bulge—but you may 
not know that troops fought 
disease, just as surely as they 
fought enemy soldiers. 
Armies in the early 20th centu-
ry faced a variety of commu-
nicable diseases. By the 1930s, 
however, medical advances 
and simple hygiene had begun 
to turn the tide. Outbreaks 
such as the 1898 typhoid fever 
epidemic—which decimated 
the army, accounting for 15 
percent of casualties and re-
sulting in over 2,000 deaths 
during the Spanish American 
War—and 1917-1918 influ-
enza that killed over 30,000 
soldiers during World War I, 
were becoming less common 
with proper sanitation and 
isolation. In 1942, the U.S. 
military vaccinated all active 
duty personnel against teta-
nus, typhoid, smallpox, chol-

era, and yellow fever, curbing or eliminating 
these diseases during WWII. 
But WWII introduced the United States to 
global war, exposing personnel to newly en-
countered foreign diseases. In the South Pa-
cific, heat, incessant rain, insects, and ver-
min frustrated efforts to control disease. 
Despite medical advances, for every two 
men lost to battle in the Southwest Pacific 
theatre (Australia, New Guinea, Solomon 
Islands, Dutch East Indies, Borneo, and the 
Philippines), five men were lost to disease. 

Diseases from Poor Sanitation
In battlefield conditions, proper sanitation 
is often sacrificed. As a result, WWII sol-
diers suffered from several prominent dis-
eases.

Dysentery
Dysentery is typically the result of unsani-
tary water that contains micro-organisms, 
which damage the intestinal lining. To pu-
rify water, soldiers were given halazone tab-
lets. It took several tablets added to one can-
teen to purify questionable water. Canvas 
water bags - also known as Lister bags - were 
hung around camps and used for dispensing 
water in which a dose of chlorine was added 
for purification.
Dysentery is infectious, and water is not the 
only cause. For example, the 374th Troop 
Carrier received canned turkey for Thanks-
giving, but the meat was tainted. The en-
tire group contracted food poisoning and 
dysentery. There was a footrace to see who 
could get to the slit trench first!
Soldiers also found out the hard way the im-
portance of cleaning their mess kits.

WWII 
Military	Health	in	the	Pacific
Soldiers battled enemies, filthy 
conditions, foreign disease, and wounds 
that linger in the aftermath.
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Coding for Dysentery

ICD-9-CM chapter 1: Infectious and Par-
asitic Diseases
Section: Intestinal Infectious Disease (001-
009)
Code category:
009 Ill-defined intestinal infections

009.0 Infectious colitis, enteritis, and 
gastroenteritis

  Dysentery NOS

Cholera
Cholera, which causes severe diarrhea and 
dehydration, is a bacterial disease usually 
spread through contaminated water (there 
have been experiments with cholera as a bio-
weapon). Cholera vaccines and lectures were 
given, and the disease was limited among 
American troops during WWII. An out-
break linked to contaminated water did oc-
cur in August 1945 at Chihchiang, China. 
A previous outbreak in July 1945 was linked 
to cakes purchased from a bakery in Liang-
sham, China, where a serious epidemic of 
cholera was raging. 

Coding for Cholera

ICD-9-CM chapter 1: Infectious and Par-
asitic Diseases
Section: Intestinal Infectious Disease (001-
009)
Code category:
001 Cholera

001.9 Cholera, unspecified

Hepatitis A and B
More common were hepatitis A epidemics 

from contaminated food or water. Most re-
ported cases of hepatitis B were due to in-
fected inoculations (yellow fever vaccine) 
from tainted blood supplies. In March-
April 1942, approximately 330,000 soldiers 
were injected, resulting in 50,000 hospital-
izations.

Coding for Hepatitis A and B

ICD-9-CM chapter 1: Infectious and Par-
asitic Diseases
Section: Other Diseases Due to Viruses and 
Chlamydiae (070-079)
Code category:
070 Viral hepatitis

070.1 Viral hepatitis A without mention 
of hepatic coma

070.3x Viral hepatitis B without mention 
of hepatic coma

Malaria
Even today in tropical environments, ma-
laria is a common problem. The female 
Anopheles mosquito transmits the blood-
born, microscopic malaria parasites from 
host to host. The treatment for malaria dur-
ing WWII was quinine. Quinine tablets 
do not cure malaria but only mask the ef-
fects. Quinine use could create ringing in 
the ears and a dulling of all senses, which 
caused additional problems in combat situ-
ations. Quinine was unreliable in more ways 
than one: It was grown only on the island 
of Java, which fell to the Japanese in Janu-
ary 1942. Quinine shortages proved disas-
trous for troops engaged in the early months 
of the war. 

Mentioning food, the squadron had a 
mess tent. We would take our mess kits 
in and they’ d plop down the fare of the 
day—usually something green, some-
thing gray, and something else. It was im-
portant to keep your kit clean. I learned 
the hard way that if you didn’t wash the 
little corners and crevasses of your kit, 
you could get sick. I didn’t and I did. I 
spent several days agonizing over the old 
GIs until I finally went to the dispensary 
and got a cup of castor oil. I downed it in 
one gulp and that took care of the prob-
lem—the hard way.
— Buck Brinson, 
46th Troop Carrier Squadron

Coding/Billing:	Military	Health

Pilots in Mess Hall:	Later	in	the	war,	mess	areas	were	screened	and	 real	dishes	were	provided.	June	1945.	Courtesy	of	the	Estate	of	Buck	Brinson.
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Coding for Malaria

ICD-9-CM chapter 1: Infectious and Par-
asitic Diseases 
Section: Rickettsioses and Other Arthro-
pod-borne diseases (080-088)
Code category:
084 Malaria

084.0 Falciparum malaria (malignant 
tertian)

084.1 Vivax malaria (benign tertian)

084.2 Quartan malaria

084.3 Ovale malaria

084.4 Other malaria

084.5 Mixed malaria

084.6 Malaria, unspecified

084.7 Induced malaria

084.8 Blackwater fever

084.9 Other pernicious complications 
of malaria

Diseases in the  
Southwest Pacific Theatre
In addition to dysentery, cholera, hepatitis, 
malaria, venereal disease, and combat fa-
tigue, common problems for troops in the 
Southwest Pacific theatre included beriberi, 
dengue fever, scrub typhus, leishmaniasis, 
and “jungle rot.” 

Beriberi
Beriberi is a severe vitamin B1 (thiamine) 
deficiency. Symptoms include pain, loss 
of sensation in the hands and feet, vomit-
ing, strange eye movement, mental confu-
sion, difficulty walking, coma, and death. 
Troops isolated on the Bataan Peninsula, 
those on Guadalcanal, and American pris-
oners of war held by the Japanese subsisted 
on diets largely of rice. Without a variety of 
foods, soldiers became malnourished. 

Coding for Beriberi

ICD-9-CM chapter 3: Endocrine, Nutri-
tional and Metabolic Diseases, and Immu-
nity Disorders
Section: Nutritional Deficiencies (260-
269)
Code category:
265 Thiamine and niacin deficiency 

states

265.0 Beriberi

Dengue Fever 
Dengue fever is also known as breakbone fe-
ver because it is said to feel like your bones 
and joints are breaking. It is carried by the 
Aedes mosquito (the same breed that causes 
yellow fever). Symptoms include a high fe-
ver, severe headache, backache, joint pains, 
nausea and vomiting, eye pain, and a rash. 
Word on the street about dengue fever was 
that it wouldn’t kill you, but you wished it 
would.

Coding for Dengue Fever

ICD-9-CM chapter 1: Infectious and Par-
asitic Diseases 
Section: Arthropod-borne Viral Diseas-
es (060-066)
Code category:
061 Dengue 

Scrub Typhus
Scrub typhus, left untreated, is often fatal. 
Marked by high fevers, hallucinations, and 
severe (sometimes fatal) hemorrhaging, the 
disease is carried not by a mosquito, but a 
tiny chigger or mite. Ten to 12 days after 
being bitten, a reddish/pinkish lesion ap-
pears at the bite site, and symptoms of head-
ache, fever, chills, general pains, and swol-
len lymph glands began. A week after the fe-

Malaria is one of those odd diseases. It comes 
and goes years after you have it, and you 
think you are OK and suddenly you are not. 
When you go down, you can go down hard. 
A week after I got back to the U.S., and be-
fore I was out-processed in December 1945, 
I came down with it again and spent a week 
in the hospital before I could go home.
— Buck Brinson, 46th Troop Carrier 
Squadron

In the South Pacific, heat, incessant rain, insects, and 
vermin frustrated efforts to control disease. … for every 
two men lost to battle … five men were lost to disease.

Wash Day:	Wash	day	in	Camp,	Port	Moresby.	October	

1943.	Courtesy	of	the	Estate	of	Sidney	Evans.

Tents at Hollandia, New Guinea:	 A	typical	campsite	had	living	quarters,	mess	tents,	and	separate	latrines.	Courtesy	of	the	Estate	of	Buck	Brinson.
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ver, a pinkish rash develops over the skin of 
the trunk, and sometimes of the arms and 
legs. This could last as long as four weeks. 
Long-term effects such as heart function 
and circulatory failure are common. Insec-
ticide powder was used in WWII to prevent 
the spread of the mites. 

Coding for Scrub Typhus

ICD-9-CM chapter 1: Infectious and Par-
asitic Diseases 
Section: Rickettsioses and Other Arthro-
pod-borne Diseases (080-088)
Code category:
081 Other typhus

081.2 Scrub typhus

Leishmaniasis
Leishmaniasis is known by several names: 
Orient boils, Baghdad boil, black fever, 
sandfly disease, dum-dum fever, Jericho 
buttons, and espundia. It’s caused by pro-
tozoan parasites and is transmitted by the 
bite of a certain sand fly species. There are 
cutaneous (characterized by one or more 
skin sores, which could start out as bumps 
and end up as ulcers) and visceral (charac-
terized by fever, weight loss, and enlarged 
spleen and liver) varieties. Leishmaniasis 
was not seen in Asia or South America pri-
or to WWII. 

Coding for Leishmaniasis

ICD-9-CM chapter 1: Infectious and Par-
asitic Diseases 
Section: Rickettsioses and Other Arthro-
pod-borne Diseases (080-088)
Code Category:
085 Leishmaniasis

085.0 Visceral (kala-azar)

085.1 Cutaneous, urban

085.2 Cutaneous, Asian desert

085.3 Cutaneous, Ethiopian

085.4 Cutaneous, American

085.5 Mucocutaneous (American)

085.9 Leishmaniasis, unspecified

 Jungle Rot
“Jungle rot” was a term used to describe 
conditions that resulted from an inabili-
ty to stay dry. “New Guinea crud” or “the 
creeping cruds” were terms used by soldiers 
to describe all kinds of tropical skin disease. 
These could be similar to aggravated ath-
letes foot—a fungus infection on the trunk, 
thighs, face, and scalp. Rashes, impetigo, 
and scabies also may occur. Treatments for 
soldiers were to clean the area, paint it with 
silver nitrate, dress it, and avoid sweating 
(easier said than done).

Coding for Jungle Rot

ICD-9-CM chapter 1: Infectious and Par-
asitic Diseases 
Section: Mycoses (110-118)
Code category:
110 Dermatophytosis

110.0 Of scalp and beard

110.1 Of nail

110.2 Of hand

110.3 Of groin and perianal area

110.4 Of foot

110.5 Of the body

And Then,  
There’s War Aftermath
In addition to disease, there was the war it-
self. Many individuals involved with aerial 
warfare dealt with airsickness, strobe effect, 
inner ear problems (aerotitis media), diges-

WWII veterans recall the aftermath:
 � “The first year I was home, I never ordered 
soup at a restaurant. I had hand tremors 
from the emotions I stuffed inside.”
 � “I had to convince the whole town I didn’t 
have anything bad.” (sufferer of leish-
maniasis)
 � “I’ve been living with jungle rot all these 
years. Have you ever had goose bumps? 
Let them weep and then the itch starts. I 
couldn’t even work at times.”
 � “Max killed himself in 1950; the war did 
not end for many of us in 1945. Maybe 
he had a well-meaning relative who told 
him to “get over it.” Death offered more 
promise and less pain than life, so he end-
ed the pain.” 

In addition to disease, there was the war itself. … August 
14, 1945, victory over Japan (V-J) Day, marked the end 

of the war, but not the end of the suffering. 

Brinson at Spider Hole:	Lt.	Brinson	at	a	concealed	Japanese	firing	position	or	“spider	hole”	on	Leyte	Island.	October	1944.	Courte-sy	of	the	Estate	of	Buck	Brinson.

Lister Bag:	 Drinking	 water	 with	 heavy	 doses	 of	
chlorine	 were	 provided	 throughout	 the	 camps.	
August	1944.	Courtesy	of	the	Estate	of	Buck	Brinson.
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tive problems, oxygen deprivation (anoxia), 
and high-altitude frostbite. Aerial battle in-
juries included wounds from “FLAK” (an-
ti-aircraft munitions), fire, and enemy air-
craft; injuries associated with bailing out in-
cluded injury upon leaving the aircraft, ox-
ygen deprivation, cold, shock, and injuries 
upon landing. 

Wounds that Linger
Battlefield fatigue and post-traumatic stress 
disorder (PTSD) were common for WWII 
soldiers (just as it is for the veterans leaving 
the battlefield today). Long days, weeks, 
and months in combat, separation from 
family, the loss of friends and companions, 
diseases, heat, rain, lack of food and clean 
water—all contributed to everyday prob-
lems of  WWII soldiers.
August 14, 1945, victory over Japan (V-J) 
Day, marked the end of the war, but not the 
end of the suffering. Those brave men and 
women of WWII, who endured so much 
on the battlefields, came home with a va-
riety of post-disease and post-war effects. 
Suffering from disease and wound com-
plications, service related hearing loss and/
or blindness, skin scarring disorders, and 
PTSD were common, but not always ac-
knowledged. Long-term effects included 
skin cancer, alcoholism, adjustment disor-
ders, and suicide. 

Coding for Late Effects

ICD-9-CM chapter 1: Infectious and Par-
asitic Diseases 
Section: Late Effects of Infectious and Par-
asitic Diseases (137-139)

Code category:
139 Late effects of other infectious and 

parasitic diseases

139.8 Late effects of other and unspec-
ified infectious and parasitic dis-

eases 

ICD-9-CM chapter 5: Mental, Behavioral 
and Neurodevelopment Disorders
Section: Neurotic Disorders, Personality 
Disorders, and Other Nonpsychotic Men-
tal Disorders (300-316)
Code category:
309.8 Other specified adjustment reac-

tions

309.81 Posttraumatic stress disorder

ICD-9-CM chapter 2: Neoplasms (140-
239)
Skin NOS:
173.90 Unspecified malignant neoplasm of 

skin, site unspecified [primary]

198.2 Secondary malignant neoplasm of 
other specified sites; skin

232.9 Carcinoma in situ of skin; skin, site 
unspecified

216.9 Benign neoplasm of skin; skin, site 
unspecified

238.2 Neoplasm of uncertain behavior of 
other and unspecified sites and tis-

sues; skin

ICD-9-CM chapter V Codes: Supplemen-
tary Classification of Factors Influencing 
Health Status and Contact with Health 
Services
Section: Persons with Potential Health 
Hazards Related to Communicable Diseas-
es (V01-V06)

Code category:
V01.0 Contact with or exposure to com-

municable diseases; Cholera

Section: Persons with Potential Health 
Hazards Related to Personal and Family 
History (V10-V19)
Code category:
V12 Personal history of certain other 

diseases

V12.1 Personal history of certain other 
diseases; Nutritional deficiency 

V12.0x Personal history of certain other 
diseases; Infectious and parasit-
ic diseases

V12.03 Personal history of certain other 
diseases; Malaria

V12.09 Personal history of certain oth-
er diseases; Other [dengue fe-
ver, scrub typhus, leishmania-

sis, jungle rot, hepatitis] 

Be patient if you are lucky enough to en-
counter one of our WWII vets in your office 
or hospital. It’s incredible how much they 
endured battling enemies, as well as disease 
and illness, to ensure the continued freedom 
we have today. Thank God for them, and 
thank them for their service. 

Freda Brinson, CPC, CPC-H, CEMC, compli-
ance auditor for St. Joseph’s/Candler Health 
System in Savannah, Ga., has been in health-
care for over 30 years. A member of AAPC 
since 1996, she is an active member with the 
Savannah AAPC local chapter, serving in vari-

ous officer positions and on the AAPCCA board of directors 
from 2009-2012.

Phil Brinson, PE, is married to Freda Brinson and is a civil en-
gineer, retired from the U.S. Army Corps of Engineers, and 
serves as the honorary historian for the 317th Troop Carrier 
Group, the Jungle Skippers, in which Phil Brinson’s dad, Buck 
Brinson, served.

Long-term effects included skin 
cancer, alcoholism, adjustment 
disorders, and suicide.

Buzz Job:	A	C-47	flies	low	over	the	Camp	at	Clark	Field,	spraying	DDT	to	help	control	
the	mosquito	population.	April	1945.	Courtesy	of	the	Estate	of	Tom	Quatro.

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

Certied Professional Practice Manager

Knowing the inner works of your practice may not always 
be a skate in the park, but it can be. Take the next logical 
step in your career to certify your knowledge of managing a 
revenue cycle, compliance regulations, human resources, 
health information, and general business processes. There is 
no going back; strap on those ice-skates, and go ahead and 
glide your way to a certi�ed practice manager of a modern 
physicians’ o�ce. Online Course + Practice Exam + Exam 

$1,179.95  $895 

Certied Professional Biller

Like a greased up snowmobile running on all cylinders, 
revenue cycle e�ciency gives you a thrill. Since charge 
entry, claims transmission, payment posting, and insurance 
and patient follow up is what you love to do, let other 
medical professionals see you have the know-how to drive 
the revenue cycle to more pro�t. Get on your snowsuit and 
hop into the driver’s seat by solidifying your expertise in 
payer requirements. Show that you mean medical business 
with CPB certi�cation. 

Certied Professional Medical Auditor
If you love baking for the holidays, try cooking up a 
compliant and pro�table physician practice through 
medical auditing. Whether it’s because of RAC audits, 
private payer denials, or just peace of mind, regular audits 
are becoming essential. The risk of being noncompliant is 
too big. So, get visions of CPMA certi�cation dancing in 
your head and prove your expertise of auditing, coding, 
and documentation.

Specialties
Validate your knowledge in a specialty with unique coding, 
reimbursement and compliance challenges.

Ambulatory Surgical Center
Anesthesia & Pain Management
Cardiology
Cardiovascular & Thoracic Surgery
Chiropractic
Dermatology
Emergency Department
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   Reconstructive Surgery
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This year, resolve to enhance your career by getting a second certi�cation. AAPC’s credentials represent 
the gold standard in medical coding, billing, auditing, compliance, and practice management, and are 
nationally recognized by employers, medical societies, and government organizations. Besides, you 
may �nd getting certi�ed easier than losing 20 pounds or not swearing.
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Combine Your Chart Reviews with 
ICD-10 Preparation

cs.aapc.com | For more information, call: 866-200-4157

ICD-10 Assessments

Validate su�cient ICD-10 documentation
Identify ICD-10 clinical documentation de�ciencies
Identify ICD-10 training speci�c to your needs
Avoid an increase in denied or unbillable claims
Prevent an interruption in revenue

Although it’s winter, now is not the time to go into hibernation mode with your ICD-10 preparation. 
It’s time to assess your readiness. Over the last 6 months AAPC Client Services (cs.aapc.com) has 
worked with organizations to evaluate their physicians’ readiness for transitioning to ICD-10. The 
assessment included more than 20,000 audits of physicians‘ clinical documentation practices to 
determine whether their documentation will support ICD-10 speci�city requirements.
 
Who says documentation snow squalls could be in the ICD-10 transition forecast? AAPC! According 
to AAPC’s �ndings, only 63% of providers’ documentation is su�cient enough to support the more 
rigorous ICD-10 requirements. Conduct an assessment to see if your documentation contains the 
blizzard of detail ICD-10 brings.

You can see de�ciencies by medical specialty in the below Audit Summary.

What are you waiting for? Break out of the winter 
humdrum and �nd out if your o�ce is fully 
prepared for ICD-10. Be sure your clinical docu-
mentation is improving. If it isn’t, strive for it. It’s 
time to get excited about what accurate coding 
and proper payment can do in your practice. 

A clinical documentation ICD-10 assessment will:

Chart Reviews

This holiday season give your practice the gift that 
keeps on giving: chart reviews. AAPC Client 
Services’ experience in coding and auditing is the 
industry standard for medical chart reviews. As the 
most cost e�ective and time e�cient option to 
augment your internal audit team or �ll an impor-
tant skills gap, their services are sure to �ll your 
practice with cheer and goodwill in knowing your 
documentation is compliant. Conduct a chart 
review today!

Are you knee-deep in the many challenges circling compliance and the complexities of getting paid?
Fear not! AAPC has been the authority in training and credentialing professional coders for decades.
We will help you dash through the coding and documentation requirements of healthcare billing to ensure 
compliance and pro�tability.

Sample Report

AAPC Client Services’ audit reports will turn any 
Scrooge into a jolly Santa. Reports provide in-depth 
feedback on how your practice can improve coding 
and documentation. And our new combination 
report will also help physicians better prepare for 
the ICD-10 transition.
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Given our experience in coding and auditing, 
AAPC Physician Services is the industry standard 
for chart reviews – making us the most cost 
e�ective and time e�cient option to augment 
your internal audit team or �ll an important skills CODING AUDIT

SPECIALTY SPECIFIC
CHART ANALYSIS

U.S. Based certi�ed auditors 
are assigned to each audit 
based on specialty expertise 
and then reviewed by a senior 
auditor for accuracy

OB/GYN

ENT

Neurology

CardiologyPERSONALIZED REPORT
WITH RECOMMENDATIONS

Detailed reports with 
personalized �ndings and 
recommendations for 
compliant documentation 
and coding

RECOMMENDATIONS

RESULTS

Diverse team of highly skilled and
experienced auditors with expertise
in over 40 SPECIALTIES

We perform more than 60,000 AUDITS per year

On average, our audits
help to secure over 
$64,000 per doctor
that is at risk due to
documentation and
coding errors

SIMPLE AND
SECURE SUBMISSION

Easy to use encrypted 
online upload tool.

CHARTS

PERSONALIZED
TRAINING

Customized education using 
audit �ndings to ensure 
compliance and secure revenue

2-WEEK
AVERAGE

TURNAROUND

2013 Audit Summary (Q1/Q2)

Contact AAPC Client Services (866-200-4157) to schedule your review today.
© Copyright AAPC Client Services, 2013

Data compiled from results of 20,000 medical charts audited the �rst half of 2013

% Documentation Su�cient to Transition To ICD-10

Anesthesiology
Cardiology
Dermatology
Emergency Medicine
Endocrinology
Family Practice
Gastroenterology
General Surgery
Hospital Medicine
Infectious Disease
Internal Medicine
Nephrology
Neurology
Neurosurgery

Obstetrics & Gynecology

Oncology

CLIENT SERVICES

Ophthalmology
Orthopedic
Otorhinolaryngology (ENT)
Pathology
Pediatrics
Plastic Surgery
PMR
Primary Care
Psychiatry
Psychology
Pulmonary
Rheumatology
Sleep Medicine
Urgent Care
Urology

Overall

87%
65%
86%
71%
63%
68%
48%
86%
73%
78%
58%
64%
70%
75%

84%

63%

73%
74%
75%
53%
98%
65%
63%
61%
81%
56%
71%
68%
56%
80%

63%
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Unidentified	Services		
Call	for	Unlisted	Codes
Take steps to get these claims approved and paid appropriately.

By	Pam	Linton,	CPC,	CANPC

Medical advancements happen every day, 
but CPT® codebooks come out just once 

a year. The CPT® Editorial Panel simply can’t 
keep up. It stands to reason, then, that more 
and more services and procedures aren’t iden-
tified by specific CPT® codes. Sometimes, 
your only option is to use an unlisted code 
to report an emerging service or procedure. 
That shouldn’t deter a physician from pro-
viding appropriate, medically necessary treat-
ments for his or her patients. Nor should you 
assume unlisted codes will never be paid. 
With clear, concise information and a little 
bit of preparation, proper payment for unlist-
ed codes can become the norm, not the ex-
ception. 

Straight from the Source
The CPT® codebook states, “Do not select a 
CPT code that merely approximates the ser-
vice provided. If no such specific code exists, 
then report the service using the appropriate 
unlisted procedure or service code.”
That sounds pretty straightforward, but the 
big question is: How do you convince a carri-
er to approve an unlisted CPT® code and ad-
equately compensate your practice for the 
work, expenses, and risks involved with the 
service?
I’ve spoken to many payer representatives at 
seminars (Yes, payers attend coding and re-
imbursement seminars, too.) about this very 
subject, and they all concur. Best practices for 
getting an unlisted code paid are to:
1. Clearly explain exactly what the provider 

did, and that there isn’t a specific CPT® 
code to describe the service.

2. Provide an example of another CPT® 
code that is close in work and expense to 
the practice, and risk to the patient. This 

gives the payer valuable information as to 
the time and effort required for this ser-
vice. Without a comparable code, you are 
leaving the entire decision-making pro-
cess for reimbursement up to the payer, 
which could result in a reduced payment.

3. Submit with the claim additional, rele-
vant information, such as previous treat-
ments and outcomes, and procedure or 
visit notes.

4. Payer representatives will be the first to 
tell that unlisted codes with minimal or 
no additional information beyond the 
standard claim are often denied due to a 
lack of medical necessity.

Plan for Success
In addition to the above, the provider should 
detail in the record why this treatment was 
chosen over other treatment options. Any ex-
tra information to support medical necessity 
(such as a published study with favorable re-
sults) will go a long way in obtaining a posi-
tive outcome. Place all of this information to-
gether in one well-drafted document to sub-
mit with your claim. Submit this document 

and a copy of the procedure or visit notes with 
your claim.

Stand Your Ground
Even if you take all the necessary steps, you’re 
not guaranteed payment for services. Don’t 
be afraid to appeal any payment denials or 
seemingly inadequate payments.
Double check the address for where you mail 
appeals (it may not be the same as for claims). 
You want your appeal to be received by the 
correct department in a timely manner; and 
it’s a good idea to submit the appeal by certi-
fied mail with a return receipt. It may take 
more than one appeal to achieve the desired 
results. 
Don’t be intimidated by unlisted CPT® 
codes. With proper policies and procedures 
in place, you can obtain a favorable outcome 
for both patients and physicians. 

Pam Linton, CPC, CANPC, is specialized in anesthesia and pain 
management coding. She has over 30 years in the healthcare bill -
ing industry, 16 of which have been with Zotec-MMP. Linton pre-
viously served as the office manager of one of Zotec-MMP’s Cli-
ent Service Centers and is the anesthesia coding auditor and ed-
ucator for Zotec-MMP. She has served on the academic adviso-
ry boards for South Florida State College in Avon Park, Fla., and 
Chattanooga State Technical Community College in Chattanoo-
ga, Tenn. She is a member of the Chattanooga local chapter. 
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■	Auditing/Compliance

Coder’s	Voice

Healthcare	Compliance:	
What	Shade	of	Gray	Are	You?
Because law is black and 
white, your organization is at 
risk in the gray zone.

Healthcare compliance may not be as steamy as the novel Fifty Shades 
of Grey, by E.L. James, but the U.S. Department of Health & Human 
Services (HHS) and the U.S. Department of Justice (DOJ) have been 
doing a good job of heating things up ever since the two agencies part-
nered to create H.E.A.T. (www.stopmedicarefraud.gov/aboutfraud/
heattaskforce/) in 2009. Their goal: Expose the many shades of fraud, 
waste, and abuse in Medicare and Medicaid.
Long before H.E.A.T., in October 2000, HHS gave notice in the Fed-
eral Register of the Office of Inspector General’s (OIG) Compliance 
Program for Individual and Small Group Physician Practices. The 
government mandated hospitals (as of 1997) and nursing homes (as of 
2008 delayed until March 2013) must have formal compliance pro-
grams in place if they bill Medicare and Medicaid. The OIG has not 
set a date for mandatory compliance programs in physician practic-
es, but the requirement has been imposed under the Affordable Care 
Act, so it’s just a matter of time. Many physician organizations have 
been proactive, and are setting up compliance programs now, as rec-
ommended by the OIG and the Centers for Medicare & Medicaid 
Services (CMS).
If compliance is the new buzzword in healthcare, why do we still hear 
daily reports about healthcare entities, professionals, and providers 
being fined millions of dollars, excluded from working in healthcare, 
and even jailed due to fraud, waste, or abuse? I have a theory.

Compliance Requires Courage  
and a Culture that Cares
Although most organizations have the power to identify and stop 
fraud, healthcare organizations and employees often risk operating 
in compliance “gray zones.” Why? I believe it’s the fear of retaliation 
that hinders many coders, billers, compliance professionals, compli-
ance committees, and boards from standing up to the individuals who 
break the law, either due to ignorance or for monetary gain. The Fed-
eral False Claims Act 31 U.S.C. 3729-33, which protects “persons of 
conscience” from retaliation, is not enough to encourage many em-
ployees to come forward with knowledge of wrongdoing. 
The Society of Corporate Compliance and Ethics (SCCE) stated that 
60 percent of compliance and ethics professionals reported that they 
considered leaving their job in the last 12 months due to job related 
stresses. SCCE and Health Care Compliance Association’s CEO Roy 
Snell stated in 2012, “Compliance professionals, who are asked to do 
this difficult job, need support from leadership, reasonable authori-
ty and independence. If society wants us to deal with these issues—so 

By	Jacqueline	Nash-Bloink,	MBA,	CHC,	CPC,	CPC-I,	CMRS
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Auditing/Compliance:	Shades	of	Gray	

difficult that others have chosen to look the other way—then society 
should make an effort to support this profession.”
According to Susan Ladika, author of Whistling While You Work, “It 
comes down to creating a culture where employees feel safe to come 
forward when they witness illegal or unethical behavior, and making 
sure they’re treated like heroes rather than outcasts.” 

Create an Environment  
that Encourages Compliance
Coders, billers, and compliance professionals accept a code of eth-
ics upon certification. It’s time for senior management, providers, 
boards, and compliance committees to take compliance seriously, 
and to create an environment that encourages honesty and integrity.
A few examples of an organization’s (or a compliance professional’s) 
efforts to guard against fraud, waste, and abuse might include:

• Implementing a compliance committee
• Setting up a compliance provider educational series
• Presenting information to all employees during the new hire 

human resources orientation 
These steps are in addition to establishing a user-friendly compliance 
policy as a daily tool in your organization. “User-friendly” is the key 
word. If the policy is worded so employees don’t understand it, is too 
long for staff to read, or is threatening, it won’t do anyone any good. 
Compliance professionals should also look for a high-level leader in 
the organization who will be a champion (an ethical example) and 
support system for the compliance professional. This leader could be 
a physician or senior management.
Compliance professionals also should look for opportunities to speak 
to AAPC local chapters and medical associations on the importance 
of an active and ethical compliance program in all healthcare orga-
nizations.

Other Solutions to Ensure Compliance
Consider the possibility of healthcare organizations contributing 
the compliance professional’s salary amount (including benefits) to 
a federal or state agency in an escrow-type account. The compliance 
professional would still report to senior management or boards, but 
would also have a secondary reporting system to the federal or state 
agency if he or she felt that the healthcare organization was not fol-
lowing the law. This “dual employment” type arrangement between 

the private healthcare organization and the government might remove 
the stress many compliance professionals feel when it comes to en-
forcing compliance, or dealing with non-compliant management or 
boards. And healthcare organizations might be less likely to “know-
ingly” submit false claims if they knew the compliance professional’s 
loyalty was to both them and to the government. Such an arrangement 
would eliminate the need for whistleblowers because the compliance 
professional would be expected to communicate with both the em-
ployer and the government about compliance issues in the organiza-
tion. This might seem complicated, but if private healthcare organi-
zations and CMS, HHS, DOJ, and OIG put their heads together, this 
could be a win-win scenario for everyone (especially for the tax payer).
Whatever solution your organization arrives at, it must allow for non-
retaliatory communication, where issues are discussed and problems 
are solved without placing the compliance professional in a situation 
where he or she feels like a victim. 

Fraud Is Real; Protect Yourself
Ex-chief financial officer of HealthSouth, Aaron Beam, went to pris-
on for his role in a $2.8 billion fraudulent scheme. Although he is ex-
cluded from working with any entity that receives federal money (i.e., 
Medicare or Medicaid), he now speaks against fraud and is a cham-
pion for ethics in all organizations. Beam has been quoted as stating, 
“Wrong is wrong even if everyone is doing it. Right is right even if no 
one is doing it.” Let’s learn from those who fell before us, and do what 
is right. Dust off that compliance plan, update it, and use it to protect 
your organization and yourself. 

Jacqueline Nash-Bloink, MBA, CHC, CPC, CPC-I, CMRS, is the director of 
compliance in Tucson, Ariz., an independent healthcare compliance consultant, 
and an instructor for online education. Her articles have been published by 
AAFP’s Family Practice Management, AAPC Cutting Edge, and Medical Practice Di-
gest. Nash-Bloink is a member of the AAPC Tucson, Ariz., local chapter.
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It’s time for senior management, providers, boards, 
and compliance committees to take compliance 

seriously instead of using it as a window dressing.
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Coding	Compass

Beware	of	Patients	Bearing	Gifts
Make sure it’s ethical to accept tokens of appreciation,  
and have a policy in place if it’s not.

By	Julie	E.	Chicoine,	Esq.,	RN,	CPC,	CPCO

■		Auditing/Compliance

The holidays are upon us. The season of giving starts weeks before 
Halloween, when store shelves are already filled with yummy treats. 

Then, before the last child rings your doorbell and screams “Trick or 
treat!” retailers are stocking up with Thanksgiving, Christmas, Hanuk-
kah, and Kwanzaa inventory. The later end of the western calendar is all 
about gift giving. And while patients give gifts year around, such hab-
its intensify during the holiday season, which can sometimes create eth-
ical issues for physicians. 
Unlike guidance for physicians regarding gifts from pharmaceutical 
and medical device industries, there are no clear rules surrounding gifts 
from patients. Most often, patients’ gifts merely serve as a gesture of ap-
preciation for a difficult episode in their life, or for ongoing support of a 
chronic illness. Unfortunately, some gifts can be too personal or pricey, 
causing uneasiness or embarrassment for the physician. The American 
Medical Association (AMA) long ago recognized ethical issues posed 
by patient gift giving, and offers guidance (www.ama-assn.org//ama/pub/

physician-resources/medical-ethics/code-medical-ethics/opinion10017.page).

Is the Gift within Acceptable Bounds? 
One way to determine if a gift can be accepted is whether, upon accept-
ing the gift, the physician would have no problem with his or her col-
leagues, peers, or the public knowing about it. For example:

• Gifts that are of minimal value, or that can be displayed or 
shared with staff—such as chocolates, flowers, baked goods, 
etc.—are the least likely to cause any concern because they 
merely convey appreciation for a job well done.

• Gifts of nominal value, such as photos of a patient following 
recovery and returning to a normal life, serve as a keepsake and 
demonstrate gratitude for a successful outcome.

Gifts that are clearly expensive or personal, not prone to sharing with 
staff or to putting on display, can lead to unease. For example, I was once 
consulted by a physician/client who unexpectedly received a large and 
expensive box of premium Kansas City steaks. Given the size and cost 
of the gift, the physician felt deeply uncomfortable, feeling that the gift 
exceeded professional boundaries and seemed too personal. The steaks 
were returned with a polite letter. 
The AMA guidance generally counsels that the more unique and expen-
sive the gift, the more likely it is to fall outside of professional bound-
aries surrounding the physician/patient relationship and to create eth-
ical issues. 

What Is the Motive?
The AMA recommends that physicians be sensitive to and aware of 
the circumstances surrounding patient gift giving. For some societies, 
gift giving may be a custom that reflects important personal values. In 
such situations, a physician needs to be sensitive to the patient’s cultur-
al morés, so as not to offend the patient should he or she decline the gift. 
In infrequent situations, gifts may be significant and conveyed with 
the intent to encourage preferential treatment or to influence desired 
patient care. This form of gifting creates conflict in the physician/pa-
tient relationship because the patient’s ulterior motive may undermine 
the physician’s ability to provide necessary patient care that the patient 
needs—not necessarily what the patient wants.
If a patient provides gifts with the expectation of receiving something in 
return, such as medically unnecessary care, this creates the impression 
that the physician is making medical decisions, including utilization 
of medical services, based on gifts provided by the patient. Such gift-
ing not only undermines the physician’s reputation for providing objec-
tive, medically necessary care, but could potentially implicate the feder-
al anti-kickback statute, which makes it a crime to knowingly and will-
fully solicit or receive any remuneration (including gifts) in exchange 
for services reimbursable by a federal health care program (i.e., Medi-
care or Medicaid). 
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Learn to Say, “Thanks, But No Thanks”
Because there are no clear boundaries surrounding patient gifts, the 
AMA recommends considering each gift on a case-by-case basis. The 
physician should consider the value and timing of the gift. The more 
personal and expensive the gift, the more likely it will create complica-
tions or expectations for the physician. To avoid undue influence on the 
physician/patient relationship, the AMA suggests the gift’s value (rela-
tive to the patient’s or the physician’s financial means) not to be dispro-
portionately or inappropriately large.
Best practices for handling gifts should include an office policy that sets 

limits on gifts for the practice in general, from both patients and indus-
try representatives. Such a policy affords a physician the ability to po-
litely decline an inappropriate gift without risk of offending a patient. 
Further information about physicians accepting gifts can be found at 
the AMA’s website at http://www.ama-assn.org/resources/doc/code-medical-

ethics/10017a.pdf. 

Julie E. Chicoine, Esq., RN, CPC, CPCO, is senior attorney for Ohio State 
University Wexner Medical Center. She earned her Juris Doctor degree from the 
University of Houston Law Center. Chicoine also holds a Bachelor of Science and 
Nursing degree from the University of Texas Health Sciences Center at Houston. 
She has written and spoken widely on health care issues, and is an active member 
of the AAPC community and the Columbus, Ohio, local chapter.

… the more personal and expensive the gift, the 
more likely the gift will create complications or 

expectations for the physician.
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If you have a passion for medical auditing, you may have obtained, 
or thought about obtaining, a credential such as Certified Profes-

sional Coder (CPC®), Certified Professional Coder-Payer (CPC-P®), 
Certified Medical Auditor (CPMA®), or other similar AAPC certi-
fication. If so, perhaps you should consider working in a special in-
vestigations unit (SIU) as a next step in your career. 
But before you jump into it feet first, consider the following ques-
tions:

•	 Do you want to use your skills in a way that can ultimately 
benefit whole communities?

•	 Do you have a keen interest in healthcare compliance and 
regulatory guidelines?

•	 Do you pore over and enjoy coding 
concepts for many specialties and 
provider types?

•	 Do you have an aptitude for 
spreadsheets and statistical sampling 
methodologies?

•	 Are you comfortable with medical 
record auditing and able to abstract 
charts?

•	 Can you competently communicate 
complex results and make sense of 
audit findings?

•	 Do you want to help medical 
professionals maximize coding and 
billing efficiency and the quality of 
care through auditing?

•	 Do you want to find and combat 
healthcare fraud, waste, and abuse that 
compromise the health and welfare of 
healthcare providers and patients?

If you said, “Yes” to all of the above, a career 
in an SIU might be for you.

Fraud Fighters Are Necessary
The Center for Medicare & Medicaid Services (CMS) Office of the 
Actuary calculates that the United States spends nearly $3 trillion 
on healthcare every year—nearly 18 percent of our nation’s gross 
domestic product. No one knows for sure what percentage of that 
amount is lost to healthcare fraud, but the National Healthcare An-
ti-Fraud Association estimates it’s in the tens of billions of dollars 
each year. This loss directly affects patients, taxpayers, and the gov-
ernment, resulting in higher healthcare costs, insurance premiums, 
and taxes for everyone.
Financial losses are only part of the story. Sadly, healthcare fraud of-
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Added	Edge

Special	Investigation	Units:	
Coders	Bring	Value

By	Lisa	Jensen,	MHBL,	FACMPE,	CPC

Understand what being part of this unique team entails, 
and if it’s right for you.  

■		Auditing/Compliance
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ten harms patients who are exploited and subjected to unnecessary 
or unsafe medical procedures. Examples from the U.S. Department 
of Health & Human Services Office of Inspector General include:
A 44-year-old physician in Mason, Ohio, could receive up to 20 years 
in prison for convincing patients to undergo medically unnecessary 
spinal surgeries, and billing private and public healthcare benefit 
programs millions of dollars for fraudulent services. 
A 48-year-old physician in Oakland Township, Mich., was arrest-
ed and charged in a criminal complaint for his role in a healthcare 
fraud scheme, which involved submitting false claims to Medicare 
for medically unnecessary services, including chemotherapy treat-
ments. The doctor billed Medicare for approximately $25 million in 
inappropriate services, including:

•	 Directing the administration of unnecessary chemotherapy 
to patients in remission;

•	 Deliberately misdiagnosing patients as having cancer to 
justify unnecessary cancer treatment;

•	 Administering chemotherapy to end-of-life patients who 
would not have benefitted from the treatment;

•	 Deliberately misdiagnosing patients without cancer to justify 
expensive testing;

•	 Fabricating other diagnoses, such as anemia and fatigue, to 
justify unnecessary hematology treatments; and

•	 Distributing controlled substances to patients without 
medical necessity and/or administering drugs at dangerous 
levels.

A 61-year-old physician in Robinson, Ill., was sentenced in federal dis-
trict court in Benton for obstructing a criminal healthcare fraud in-
vestigator by giving an auditor a patient progress note that was al-
tered to show an in-office examination previously claimed that had 
not taken place. The doctor billed claims for in-person office visits 
for which the patient either failed to show up for an appointment, 
or only was spoken to by telephone. The physician was sentenced to 
serve three years of probation, 30 days in prison, a fine of $10,000, 

a special assessment of $100, and was ordered to pay restitution to 
BlueCross BlueShield of Illinois in the amount of $19,615.17. In a 
civil settlement, the doctor also was ordered to pay double damag-
es of $87,348.64.
Patients and healthcare providers also may be the victims of identi-
ty theft. For providers, it often results in damage to their profession-
al reputations.

Know How SIUs Work
SIUs use a variety of strategies to fight fraud, including:

• Prosecution focused (e.g., staffed by former law 
enforcement, coders, and nurses with the goal of prosecution); 

• Team oriented, with professionals such as nurses, doctors, 
coders, and analysts arranged around a particular specialty, 
geographical location, or skill set; or

• Financially focused, with auditors, investigators, 
professional coders, nurses, and doctors working to identify 
and recover financial harm. 

Most SIUs use sophisticated software designed to analyze large 
amounts of claims data, to identify outliers, and to focus SIU efforts 
on recovering previously paid claims. Some data analytics are used to 
predict inappropriate billing behavior and prevent fraudulent, abu-
sive, or wasteful payments. Most SIUs are designed to work collab-
oratively within their organization to comply with healthcare com-
pliance regulations and the growing list of legislative requirements.
Organizations having an SIU can range from government agen-
cies to health insurance companies and other healthcare organi-
zations. An SIU can increase an organization’s competitive advan-
tage by demonstrating an active commitment to integrity and com-
pliance, while satisfying the need to control costs and remain fairly 
priced in the market. 

Bring Your Expertise to an SIU Team
As a coder, you’re incredibly valuable to an SIU team. They are asked 

Auditing/Compliance:	Special	Investigation	Units

Sadly, healthcare fraud often harms patients 
who are exploited and subjected to unnecessary 

or unsafe medical procedures.
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to look for patterns or trends of suspicious coding behaviors, such as: 
•	 A high percentage of highest-level evaluation and 

management (E/M) coding
•	 The application of modifiers, such as modifier 25 Significant, 

separately identifiable evaluation and management services 
by the same physician on the same day of the procedure or other 
service and modifier 59 Distinct procedural service, to the 
majority of services

•	 A high number of re-billings with claim modifications
As a professional coder, you have the knowledge and coding skills 
necessary to translate complex billing rules to law enforcement and 
others who lack medical coding familiarity. You can determine when 
a provider has billed for one service and documented another: This 
information—added to nurse’s or doctor’s determination of medi-
cal necessity—can ensure a poor performing provider is either cor-
rected or deterred from further inappropriate billing.
You also become a valuable resource to the federal government, in-
surance company, or healthcare organization by bringing coding re-
source knowledge and research skills to company-wide needs. For 
example, you can help provide coding and compliance education 
programs; find ways to improve claims processing to reduce over-
all vulnerability to fraud, waste, and abuse; and ensure correct and 
timely payment to the vast majority of reputable providers.
The typical SIU workflow is:
1. You receive a tip or referral either through data or a complaint.

2. You assess the concern for validity, and investigate using doc-
umentation such as chart notes, receipts, enrollment forms, or 
interviews.

3. You gather all facts, make recommendations, and see them 
through to final resolution.

Findings are very often either a non-issue or simply an education 
need; however, there are other resolutions, such as referrals to law en-
forcement, CMS, and/or recovery of funds.

Set Your Sights for an SIU Career
If a career in SIU interests you, scan want ads and online postings for 
terms such as “healthcare fraud investigator,” “Medicare fraud inves-
tigator,” or “fraud auditor.” This will give you an idea of the skills and 
experience health insurance companies, consultants, vendors, and 

federal and state employers are looking for. Most employers request 
a bachelor’s degree in a field related to fraud, such as accounting, au-
diting, criminal justice, criminology, or pre-law. They may prefer 
former law enforcement professionals, and most require experience 
with Medicare/Medicaid laws, rules, and regulations.
Employers may expect two to five years experience in an investiga-
tion, audit, and/or fraud-related field, and you’ll need basic fraud in-
vestigation experience before you’ll be hired as a healthcare fraud in-
vestigator. This can include working:

•	 In a healthcare organization’s compliance department; 
•	 As an accountant who works with fraud detection;
•	 As an insurance claim adjuster or criminologist in white-

collar-crime detection; or 
•	 In another investigative/auditing role that is directly relevant 

to the SIU position you desire.
Most employers also prefer relevant certification. In addition to 
AAPC certifications, employers are looking for fraud-specific cer-
tifications such as Certified Fraud Examiner (CFE) and Accredit-
ed Health Care Fraud Investigator (AHFI®). Certification programs 
prepare you for the unique fraud investigation role, and carry the re-
spect employers are looking for. To attain these, become a member 
of organizations such as the Association of Certified Fraud Examin-
ers or the National Health Care Anti-Fraud Association. You’ll have 
to meet educational requirements, complete an application, provide 
proof of work experience, reference letters, and pass an exam. When 
you’ve attained additional certification, update your resume to high-
light relevant work experience, training, and certifications.
If you read AAPC Cutting Edge, you are likely one of the thousands of 
healthcare professionals committed to upholding a higher standard, 
remaining diligent, and always improving yourself. Even though 
most providers are reputable, there is no shortage of those who put 
personal financial gain over patient safety and the financial welfare 
of our nation. Lending your skills, expertise, and passion for correct 
coding to the area of SIUs may be the most valuable use of your tal-
ents and a very rewarding experience. 

Lisa Jensen, MHBL, FACMPE, CPC, is manager of the Special Investigations 
Unit at Providence Health Plans in Beaverton, Ore. She has a master’s degree in 
Healthcare Business Leadership and has been a CPC® since 1996. Jensen is a 
member of the Medical Group Managers Association and has attained fellowship 
status in the American College of Medical Practice Executives in 2008. She has 
spent much of her 23 years in healthcare gaining a broad range of experiences in 

small physician’s clinics, multi-practice medical/surgical practices, a large teaching hospital, 
compliance consulting, and a medium-size health plan. Jensen is a member of AAPC’s Portland Co-
lumbia River, Ore., local chapter.

A&P Quiz (from page 18) The correct answer is C. The tibia (medial 
malleolus), the fibula (lateral malleolus), 
and the talus make up the ankle joint. 

Ankle Joint
The ankle joint consists of three bones: 
tibia (at the medial malleolus), fibula 
(at the lateral malleolus), and talus. The 

medial malleolus is on the inside of the 
ankle, located at the lower end of the tibia. 
The lateral malleolus—a hinged joint 
responsible for upward and downward 
motion below the talus—is on the outside 
of the ankle, at the lower end of the fibula. 
The bony elements of the ankle joint are 
held together by ligaments. 
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By	Michael	Stearns,	MD,	CPC,	CFPC	

EHRs	and	E/M	Coding:		
Warnings,	Pitfalls,	and	Best	Practices
Take the time to thoroughly 
understand and customize 
your EHR.

Most electronic health record (EHR) systems include software to 
help providers determine the appropriate evaluation and man-

agement (E/M) CPT® codes for patient encounters. Used correctly, 
these tools do support accurate coding based on medical necessity, 
and have been associated with generally higher levels of E/M cod-
ing. However, when I recently evaluated a number of EHR products’ 
E/M coding capabilities, I found significant EHR software design 
flaws, inadequate implementations, and a general lack of user knowl-
edge regarding how the E/M coding systems function. 
The Office of Inspector General (OIG) is concerned about EHRs 
“assisting” providers with coding and documentation decisions, but 
there has been little external testing of how EHRs capture and use 
information to recommend E/M codes. The findings in this article 
will help you better understand the limitations of EHR based com-
puter-assisted E/M Coding (CAEMC). The evaluations were per-
formed in provider settings. The reviewed EHRs had a reported 

combined client base of more than 80,000 physicians, which makes 
these findings partially representative of the overall EHR user pop-
ulation. Each EHR evaluated took a markedly different approach as 
to how it captured, calculated, and displayed information relevant 
to E/M coding. 

EHR Evaluation Shows  
E/M Level Discrepancies
All of the evaluated EHRs included features that supported (at least, 
partially) accurate E/M coding; but all had discrepancies that could 
cause inaccurate coding. In most healthcare settings, the physician 
is responsible for choosing the code, which places the liability for in-
correct coding solely on the provider’s shoulders. To avoid denials, 
rejections, penalties, and even accusations of fraud, providers and 
coding professionals should understand how EHRs are designed, 
and their limitations. 
One consistent trend was the EHRs’ inability to automatically iden-
tify key data elements related to the complexity of medical decision-
making (e.g., a provider documented that he or she reviewed imag-
es). This suggests that, in general, EHRs are not capturing key en-
counter information necessary to support accurate CAEMC. Pro-

■	Practice	Management	
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viders often rely on EHRs to guide their coding-related documenta-
tion. A system’s inability to document key E/M-related information 
in a structured format has the propensity to lead to errors in docu-
mentation and suggested E/M codes that are below what should have 
been reported, resulting in lost revenue. 
In other instances, EHRs generated higher-level E/M codes than 
what were supported by documentation, primarily through the in-
clusion of irrelevant information (by default) or sections of the re-
cord that were inappropriately “cloned” (i.e., copied from previous 
records and pasted into the current document). All the EHRs re-
viewed supported the ability to clone information from other areas 
of record, but none gave any warnings that a section of the record was 
copied and might contain inaccurate information. Auditors are now 
using anti-plagiarism software and other methods to detect EHR 
record cloning, and EHRs will need to provide more sophisticat-
ed tools to ensure cloned and templated information is accurate and 
modified appropriately. 
Commonly, EHR users were unfamiliar with coding guidelines, 
and how EHR coding tools could be used proficiently. With one ex-
ception, the vendor documentation available to the users during this 
evaluation was nearly devoid of information necessary to use the 
coding tools with any degree of sophistication. 

The Most Common EHR Issues
CAEMC errors were organized into categories. Although the fea-
tures of each EHR system varied, the following issues were identi-
fied in the majority of the EHRs:

1. Programming errors

a. Inaccurate levels of service calculation (E/M codes) based on in-
formation documented in the record.

b. Inaccurate and misleading representation of coding-related ter-
minology and concepts, despite a stated adherence to published 
Centers for Medicare & Medicaid Services (CMS) guidelines.

2. Usability issues

a. Difficult to use, complicated EHR tools for selecting the cor-
rect E/M code during patient care.

b. Highly complex software applications made it challenging for 
users to modify how E/M coding information is recognized and 
managed by the EHR. For example, it was difficult for users to 
create content and set system defaults relevant to E/M coding.

3. Education and training issues

a. Inadequate staff training for best coding practices when using 
their particular EHR.

b. Lack of supporting documentation explaining how the systems 
determine E/M codes, further compounding the previous issue.

c. User unfamiliarity of E/M coding guidelines

4. Missing design and feature issues (only selected examples 
are listed):

a. Discrepancies between how the system determined E/M codes 
and what is required in CMS’s 1995 and 1997 Documentation 
Guidelines for Evaluation and Management Services revealed 
errors in EHR coding tools related to:
i. Inability to recognize and correctly process the data 

elements of the physical examination (e.g., systems, 
bullets, areas, etc.).

ii. Inability to recognize key elements of the history (e.g., 
history of present illness (HPI), past medical, social and 
family history, and review of systems (ROS)) that are used 
to determine the overall level of service for the encounter 
(i.e., the E/M code).

iii. Deficiencies in how the number of diagnoses (and their 
statuses), the level of risk, and the amount of information 
are used to determine the overall level of complexity for the 
encounter.

iv. Deficiencies in how the three levels of the encounter 
(i.e., history, examination, and complexity) are used to 
determine the final E/M code.

v. The inability to recognize documentation conflicts in 
the record (e.g., when information in the HPI is in direct 
conflict with information in the ROS section of the note).

b. The inability to recognize when cloned information contains 
obvious errors of documentation 

Work-arounds and Best Practices
Despite the challenges associated with EHR design and use, if im-
plemented and used properly the systems have the potential to im-
prove coding accuracy. Some practices have seen remarkable im-
provements in their documentation and coding, but only after they 
took the time to thoroughly understand the inner workings and cus-

Practice	Management:	EHRs	and	E/M

To avoid denials, rejections, penalties, and even accusations of 
fraud, providers and coding professionals should understand 

how EHRs are designed, and their limitations.
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tomization of their EHR. This more accurate coding has led some 
practices to see increases in revenue in excess of $60,000 per provid-
er, per year. 
The majority of EHR users, however, have not invested the time nec-
essary to optimize their EHR’s billing elements. They tend to rely on 
the EHR’s suggested E/M code and assume the EHR vendor’s tools 
will protect them from coding at a level not supported by documen-
tation, or by medical necessity. They, too, may see compensation in-
creases, but these increases are associated with coding errors induced 
by poor EHR usage and design, which puts providers at significant 
risk for negative consequences.
In general, providers need to have greater knowledge of basic E/M 
requirements and how their EHR interprets and supports these re-
quirements. 
The following steps are recommended for EHR users:

• Begin by reviewing relevant E/M coding user documentation 
provided by your EHR vendor. Include the actual E/M 
coding modules as well as default settings and content 
modifications that influence how relevant E/M data elements 
are entered into the clinical record.
Unfortunately, your EHR may not have documentation at the 
required level to fully understand how E/M codes are deter-
mined. Getting help from a knowledgeable vendor represen-
tative or having your system assessed by an independent third 
party may be necessary. 

• Review the basic elements of your EHR’s E/M coding, 
including which data elements in the history, physical 
examination, studies reviewed, assessment, and plan of 
the record have E/M relevance in both the 1995 and 1997 
guidelines. For many providers, becoming familiar with E/M 
coding requirements published by individual payers may also 
be necessary. Learning and memorizing this level of detail 
is very challenging for most providers, but when it’s learned 
while receiving feedback from the EHR, providers become 
more sophisticated with E/M coding concepts. 

• The most challenging step is to identify areas of deficiency 
in the E/M coding tool so potential pitfalls can be avoided by 
users. A common example of this is the EHR’s tendency to 
add irrelevant information into the clinical record through 
templates or default information.

Providers and their coding professional advisors must be certain that 
superfluous information (e.g., a 12-system ROS and/or irrelevant 
family history information in an uncomplicated follow-up visit or  

non-relevant diagnoses in the assessment section of the note) do not 
appear in the encounter note. Such detail may be seen as not medi-
cally necessary, and may trigger the CAEMC tools within an EHR 
to suggest a higher-than-justified coding level. 
EHRs tend to “dump” noncontributory information into clinical 
encounter documents, and auditors learning how EHRs may cause 
coding errors. Providers must determine which information is med-
ically relevant to document, and either change the default setting in 
the EHR, or make sure that the EHR’s coding tools do not use this 
extraneous information to make the final E/M coding recommen-
dation. Providers must also be vigilant when reviewing information 
that has been cloned from another encounter note. This informa-
tion needs to be updated, and made specific and relevant for the cur-
rent patient encounter.

Empower Through Education
Most providers in the United States are relatively new to using EHRs 
and, in particular, to how EHRs influence or support their coding 
behavior. Further study of EHR systems and how they are used in 
“live” settings, and of EHR vendors, is ongoing. EHR CAEMC tools 
have not been subjected to a certification process. This may need to 
be considered as a future direction. The majority of EHR users need 
to acquire a much deeper understanding of how EHRs determine 
E/M codes. Because each EHR system is unique, users must become 
familiar with the nuances and shortcomings of their particular EHR 
system. This knowledge will empower providers to customize and 
use their EHRs to support accurate E/M coding. 

Michael Stearns, MD, CPC, CFPC, works as a healthcare compliance and 
health information technology consultant. He has over 12 years of experience de-
signing and implementing EHRs, and has created requirements for computer-as-
sisted coding software applications for three major health information technolo-
gy companies. Stearns is a member of the Austin, Texas local chapter. He can be 
reached at mcjstearns@gmail.com.

Additional suggested reading:
Michael Stearns, MD, CPC, CFPC, “EHRs Pose Challenges, Provide 
Opportunities,” Coding Edge, June 2009.

Joyce Will, RHIT, CPC, “Win the Battle of the Clones,” AAPC Cutting 
Edge, November 2013.

Betsy Nicoletti, “Cloned Notes: Uniformity Isn’t Always Best,” Physi-
cians Practice, March 9, 2011. 

Lucien W. Roberts, “The Impact of RACs on Your Medical Practice,” 
Physicians Practice, Oct. 3, 2012.

EHRs tend to “dump” noncontributory information 
into clinical encounter documents, and auditors 
learning how EHRs may cause coding errors.
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125,000th	Member

By	Michelle	A.	Dick

Lori	Pimentel	
Holds	AAPC	
Strong	at	125K
As regulations get tighter, the 
need for compliance experts 
becomes greater.

It seems hard to believe that AAPC has reached 125,000 members 
since its inception in 1988; at least it was a shock for Lori Piment-

el of Big Bend, Wis. When Pimentel found out she was the milestone 
125K member for AAPC she said, “I had no idea AAPC had that vol-
ume of members. It just goes to show what a credible, knowledgeable, 
and reliable organization AAPC must be!” 
Pimentel’s decision to become certified was a choice after more than 
25 years in the healthcare field, working at QuadMed. She said, “I 
am seeking to improve my working knowledge and ensure I stay in-
formed on regulatory changes and compliance-related matters.” After 
six months of looking for educational opportunities and deciding on 
the best fit for her career needs, Pimentel decided on AAPC. She said, 
“AAPC appears to offer what I am looking for, since it promotes com-
pliance in the healthcare setting so well.”
Pimentel’s career began after obtaining a bachelor’s degree in Medical 
Technology, and then a few years later, her master’s degree in Health-
care Management from the University of Wisconsin - Milwaukee. 
Since then, she has been mostly in operations and now is the laboratory 
director for four moderately complex laboratories. Pimentel also over-
sees the physical rehab department at 16 locations nationwide and the 
Employee Assistance Program (EAP), which includes a state licensed 
alcohol and other drug abuse treatment program. She said, “I needed 
to learn more, and AAPC is going to help me do it!”
Pimentel is getting her feet wet at AAPC. She said, “I’m still learning 
about what AAPC is and how the organization and resources can help 
me achieve my goals.” Pimentel intends to take advantage of its bene-
fits to help her career; she said, “I’m very excited to learn about every-
thing there is to offer through this membership.” Pimentel plans to use 
AAPC as an additional resource as it relates to her work at QuadMed.
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Pimentel intends to take advantage of its benefits to help 
her career; she said, “I’m very excited to learn about 

everything there is to offer through this membership.”

Outside of work, Pimentel enjoys spending time with her family. She 
has a husband and three children, two of which are serving in the 
military and one is an automotive technician. Pimentel loves week-
end trips, traveling, and bicycling all over the Midwest. She is a gar-
dener, which helps her de-stress in the summer. Someday Pimentel 
would like to move away from the cold Wisconsin winters, she said, 
“but for now I have been blessed to be with the same organization 
for 20 years, and to still be given the opportunity to learn new things 
and grow in my career.”

AAPC Steadily Increases in Strength
Since the founding of the company in 1988, AAPC has reached sev-
eral milestones:

• Early 1990s – 2,000 members and the organization changed 
its name to American Academy of Professional Coders

• By 2000 – 15,000 members
• By 2005 – 50,000 members
• March 2009 – Andrea Malcolm, CPC, became AAPC’s 

75,000th member
• April 2010 – Donna Peters, CPC-A, became AAPC’s 

90,000th member
• November 2010 – Carla Peacock, CPC-A, became AAPC’s 

100,000th member
When Malcolm became its 75,000th member, the membership mile-
stone prompted AAPC’s “Drive to 100K.” AAPC quickly reached 
this goal, and several other goals since then, making it the nation’s 
largest medical coding training and certification association at 125K.

To honor this record-breaking membership, AAPC is offering Pi-
mentel:

• Free attendance for her and a guest to an AAPC national or a 
regional conference, whichever she decides 

• Free travel to the conference and accommodations while there
• Free AAPC membership for a year
• Free Medical Office Compliance Toolkit
• Free Certified Professional Compliance Officer (CPCO™) 

exam

It’s Medical Business as Usual
As healthcare changes, AAPC remains focused on being a valu-
able resource for coding, billing, auditing, compliance, and prac-
tice management education. AAPC’s certified members represent 
the highest industry standards and are recognized by physicians and 
clinical professionals for their expertise in the business-side of med-
icine. 
Keep a lookout for more milestones as the nation’s largest associa-
tion of medical business professionals leads its members into the fu-
ture of healthcare. 

Michelle A. Dick is executive editor at AAPC.
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newly credentialed members
Alana Butler, CPC
Alexandra Jacobs, CPC
Alicia Chavis, CPC
Alison L Johnson, CPC, CPC-H
Allie Gates, CPC-H
Amanda Bryce, CPC
Amanda Rimmer, CPC
Amber Brant, CPC-H
Amy Sekarajasingham, CPC
Andrea Fonseca, CPC
Andrea Montague, CPC
Angela Ann Kelly, CPC
Angela Benton, CPC
Anna Politi, CPC
Anna Sheldon, CPC
Arlene Lee Matsumura, CPC
Ashley Span, CPC
Audrey Wilcox, CPC
Aura M Layne, CPC, CPC-P
Ava Phengsy, CPC
Balamurugan Mani, CPC
Barbara Parsons, CPC
Barbara Schott, CPC
Belinda McIntire, CPC-H
Beth Levers, CPC
Bethany Ann Aultman, CPC
Brandi Burgett, CPC
Brandi Grubbs, CPC
Brenda L Bussey, CPC, CPC-H, CPMA
Brian Meredith, CPC
Brooke Hoff, CPC-P
Bryan Allen, CPC
Callie Powell, CPC
Camille  Bruemmer, CPC
Camille Martin, CPC
Candice Gibson, CPC
Carol Edwards, CPC
Carol Eubanks, CPC
CarrieAnn Brule, CPC
Cassie Ann Sisco, CPC
Cassie Shea, CPC
Cathy L Roffers, CPC
Cathy Long, CPC, CPC-H
Cathy Podolske, CPC
Cathy Prince, CPC-H
Celine A Ma, CPC
Chantha Van Ormer, CPC-P
Charice Chase, CPC
Charlene S Pula, CPC
Chellie Phillips, CPC
Cheryl Chatter, CPC
Cheryl Collar, CPC
Cheryl Ray, CPC
Christi Arnett, CPC
Christina Parrott, CPC
Christina Piantedosi, CPC-H
Christina R Wells, CPC
Christine Clingman, CPC
Christine Miller, CPC
Christy Kerley, CPC
Colleen Pamela Adams, CPC
Courtney Phelan, CPC
Crystal Callaway, CPC
Crystal Crandall, CPC
Crystal Styles, CPC
Crystal VanDiver, CPC
Cynthia Araya, CPC
Cynthia Countryman, CPC-H
Cynthia Jean Cutsforth, CPC
Daniel Anzaldi, CPC-H
Danielle Presley, CPC-H
David Negron, CPC
Dawn F Davidson, CPC
Deanna Mohr, CPC
Debbie Bittner, CPC
Debbie Walters, CPC

Debbie Wolf, CPC
Deborah D Lester, CPC, CEMC
Deborah H Batten, CPC
Deborah Madorno, CPC
Debra J Bacorn, CPC, CPC-H
Debra L Dickerson, CPC
Deepa Patel, CPC, CPB
Dena Marie Dennis, CPC
Dhammika P Hetti M Dona, CPC
Diana Jones, CPC
Dona Sweenor, CPC
Donna M Walters, CPC
Donna Milam, CPC
Dorothy Lynn Pence, CPC
Dottie Carr, CPC
Dr MadhuSudhanRao Kotha, CPC, CPC-H
Edwina Raines, CPC
Eileen Kemery, CPC-H
Elizabeth Early, CPC
Elizabeth Nowalski, CPC
Erica Melendez, CPC
Ericka Messia, CPC
Erin Roberts, CPC
Frankie Lavone Hall, CPC
Genay Mcintosh, CPC
Georgia Dorsey, CPC
Geraldine Kobak, CPC
Glenda Gurnsey, CPC
Gloria J Hubbard, CPC
Greg Peters, CPC-H
Halima Dubois, CPC
Heather Cunningham, CPC
Heather Leigh Bailey, CPC
Ieisha E Stallings, CPC
Ingrid Phillips-Mason, CPC
Jackie J Douda, CPC-H
Jacqueline Clay, CPC, CPC-H
Jacqueline Coleman, CPC-H
Jacqueline Ruiz, CPC
Jami Erin Gordon, CPC
Jamie Brown, CPC
Jamie Oliver, CPC
Janeen T Mueller, CPC
Janet Lermer-Wood, CPC, CPC-H
Janet Skrzypek, CPC
Janice L Carrier, CPC
Janice R Williams, CPC
Jayanthi Raghu Rama Tej, CPC
Jeannette Goicochea, CPC
Jeannie Stimpfel, CPC
Jena L O’Connor, CPC
Jennie  Nichols, CPC-H
Jennie Lindley, CPC
Jennifer Ford, CPC
Jennifer Harris, CPC
Jessica Jean Rosa, CPC
Jessica Jo Joslyn, CPC
Jessica Knauff, CPC, CPC-H
Jessica Sharp-Russell, CPC
Jhoel Parducho, CPC-H
Jo A Hurd, CPC, CEMC
Joann Robinson, CPC
Jody Williams-Calvert, CPC-H
Joeanthony Finis, CPC
John Kell, CPC
Jonique S K Campbell, CPC
Judith Hope Vena, CPC
Judy Kidd, CPC
Julie Cisne, CPC
Julie Gould, CPC
Julie Mae Dahlke, CPC
Julie Vigliotti, CPC
Justine Zimmerman, CPC
K Jolene Barker, CPC
Kameswar Rao Gogisetty, CPC, CPC-P
Karen E Brautcheck, CPC

Karen Henry, CPC
Karen L Johnson, CPC
Karen S McClure, CPC, CPC-H
Karen Shepherd, CPC
Karunakar Akkaladevi, CPC
Katherine Losinski, CPC
Kathy Copenhagen, CPC
Kay Tracy, CPC
Kayla C Churchwell, CPC
Kecia Cox-Hopewell, CPC
Keisha Rone’ Doss, CPC
Kelley Desiree Ruffner, CPC, CPC-H
Kellie Gillis, CPC
Kelly Jo Roberson, CPC
Kim Giebel, CPC-H
Kim Meyer, CPC
Kimberly Castle, CPC
Kimberly Jennings, CPC
Kimberly Kaszowski, CPC
Kimberly M Forts, CPC
Kinjo Henry, CPC-H
Kodathala Vidyarani, CPC
Kortni Huber, CPC
Krystal M Lichtenheld, CPC
Laine Kalahiki, CPC
Lara Aiken, CPC, CPC-H
Latarsha Jackson, CPC
Latoya Clements, CPC
Latrina S Smith, CPC
Laura A Nelson, CPC
Lauren Thomas, CPC
Lee Michelle Bowen, CPC
Leecy Arnetta Johnson, CPC
Len  Plough, CPC
Linda “Gail” Varnes, CPC
Lisa A Kropp, CPC, CPC-H, CPC-P
Lisa Baker, CPC
Lisa Goodbub, CPC
Lisa M Terza, CPC
Lisa Parrish, CPC
Loquida Gleaton, CPC
Lora West, CPC
Lori Brodhagen, CPC
Lori Viereck, CPC
Lucia M Rohan, CPC
Lynda Carnali, CPC
Machana Sravanthi, CPC
Marche  Meisler, CPC
Marcia L Rocha, CPC, CPC-H
Marcia McAvin, CPC, CPC-P
Marciana Mattena, CPC
Martha Economedes, CPC
Mary Christine Walsh, CPC
Mary Ulrich, CPC
Mary Victoria McGhee, CPC, CEMC
Maureen Fara, CPC
Melanie Jenkins, CPC
Melinda Merrigan, CPC, CPC-H
Melissa May, CPC
Melissa Sheeler, CPC
Melissa Smith, CPC
Merced Davis, CPC
Meredith Stephens, CPC-H
Michael Alexander Martinez, CPC
Michele Prady, CPC
Michelle  Feldman, CPC
Michelle Howard, CPC
Michelle James, CPC
Michelle Lambert, CPC
Michelle Robinson, CPC
Michelle Ulrich, CPC
Milagros Espinoza, CPC, CPC-H
Miranda Joy Bode, CPC
Mirna Alomar Velez, CPC
Misti Stanley, CPC
Misty Leichliter, CPC

Mitch Kallay, CPC-H
Nadia Luna, CPC-H
Nam Le, CPC
Nancy Renninger, CPC-H
Nanette Dolsen, CPC, CPC-P
Natasha Petty, CPC
Nicholas  Sintos, CPC
Nicole J Parker, CPC
Orlando Basile, CPC
Pam Thompson, CPC
Pamela Chapman, CPC
Pamela J Finchum, CPC, CPC-H
Paparao Mondi, CPC
Patricia Ann Shermer, CPC
Patricia Kennedy, CPC
Patricia Lynn Dykes, CPC, CPC-H
Patricia Nelson-Boruch, CPC
Rabia Widzowski, CPC
Rachel Burns, CPC
Raechell Bassett, CPC
Raella Ballinger, CPC
Rajeswaran Ramachandran, CPC
Raquel Carlos, CPC
Rebecca Sengpiel, CPC
Rebecca Sue Hotchkiss, CPC
Renoma Town, CPC-H
Rhea Bergo, CPC
Robin Nugent Rinehart, CPC
Robin Padilla, CPC
Rolf Williams, CPC
Ruth Kiseleski, CPC
Samantha Henry, CPC
Sandra D’Aiuto, CPC
Sandra Ynda, CPC
Sara Arci, CPC
Sara Emery, CPC
Sarah Axling, CPC-P
Sarah Kay Star, CPC
Serina Gonzalez, CPC
Shana L Hetrick, CPC
Shanna Adams, CPC
Shannon Stafford, CPC
Shannon Volare Murphy, CPC
Sharon Wakefield, CPC
Sheenan Stewart, CPC
Sheila Terese Byrum, CPC
Shelley H Burelsmith, CPC
Shonda Dahl, CPC-P
Smita Patil, CPC
Sondra Warner, CPC
Sonya McCord, CPC
Sophia Mitchell, CPC
Sravani M, CPC
Stacey Townsend, CPC
Staci Breen, CPC
Stacy Bauer, CPC
Stacy McKeon, CPC
Sue Johnson, CPC
Suneetha devi Kudulla, CPC
Sunil Anand R, CPC, CPC-H
Susan Anderson, CPC
Susan E Wampler, CPC
Susan Huynh, CPC
Susan Lucas, CPC
Susan Trumbull, CPC
Sylwia Struk, CPC, CPC-H
Tammy Archer, CPC
Tammy Dalton, CPC
Tammy Shallenberger, CPC
Tara Horst, CPC
Tayla Marie Kunis, CPC
Teena Dalton, CPC, CPC-H
Teresa Cicio, CPC
Teri Lueth, CPC
Terri Brown, CPC, CPC-P, CPMA
Theresa Dawn Hampton, CPC

Theresa Lynn Peters, CPC
Tiffany Salomon, CPC
Tom Constable, CPC
Tomeka Nacole Mitchell, CPC
Tonya York, CPC, CPC-P
Tonya Kessler, CPC, CPC-H
Tracey L Custer, CPC
Tricia Jolin, CPC
Troy Wayne Starling, CPC
Tyling M Batista, CPC
Valerie Kelter, CPC
Vanessa McElroy, CPC
Vera Perez, CPC
Veronique Van Hoof, CPC, CPC-H, CASCC
Vickie Deis Pearson, CPC
Vickie S Whyde, CPC
Victoria Garcia, CPC
Victoria Rose Caprio, CPC
Virginia Toseki, CPC
Wesley Pritchett, CPC
Wonder Martell, CPC
Wylene Moore, CPC
Yves De Villena, CPC-H
Yvonne Marie Riddle, CPC

Apprentices
A Jeevitha, CPC-A
Abbie Loyd, CPC-A
Agatha Jaspon, CPC-A
Ahammed Sajeer Thappy, CPC-A
Aimee Pansa, CPC-A
Akiri Mamatha, CPC-A
Aleannes Ojeda, CPC-A
Alexandra Salazar, CPC-A
Alexandria Strider, CPC-H-A
Alice Edmonds, CPC-A
Alicia Rogers, CPC-A
Alicia Turner, CPC-A
Alison Oliver, CPC-H-A
Amanda Davis, CPC-A
Amanda Johnson, CPC-A
Amanda Maria McCarthy, CPC-A
Amanda Marie Cecil, CPC-A
Amanda Poirier, CPC-A
Amanda Rearick-Byrd, CPC-A
Amanda Summers, CPC-A
Amber Harms, CPC-A
Amber Levesque, CPC-H-A
Amber Metcalf, CPC-A
Amy Carlyle, CPC-A, CPMA
Amy Harvey, CPC-A
Amy Nodine, CPC-A
Amy Potts, CPC-A
Amy Singer, CPC-A
Amy Thorne, CPC-A
Anabel Mirian Martinez, CPC-A
Anandan Ganesan, CPC-A
Anandavardhini Mudiganti, CPC-A
Andrea Whisman, CPC-A
Andrea Johnson, CPC-A
Andrea Santangelo, CPC-A
Angela Beard, CPC-A
Angela Claggett, CPC-A
Angela Key, CPC-A
Angela Meade, CPC-A
Angela Rutter, CPC-A
Angelina Yamaguchi, CPC-A
Angelique Gurley, CPC-A
Angie Selby, CPC-A
Anita Floyd, CPC-A
Anitha  Kumar, CPC-A
Anitha Parameswaran, CPC-A
Anna Estrada Kirkland, CPC-A
Anna Marie Dawes, CPC-A
Annelie Harvey, CPC-A
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Annie Rose M Sabalilag, CPC-A
Anup Kumar Gandhi, CPC-A
April Flontek, CPC-A
April Michele Appleton, CPC-A
April Stariwat, CPC-A
Ariel Digsby, CPC-A
Arien Champion, CPC-A
Arlene Garza, CPC-A
Arthi Thakur, CPC-A
Arthur Blank, CPC-A
Arun Anand Anandan, CPC-A
Aruna Chilukuri, CPC-A
Ashish Kumar, CPC-A
Ashish Sharma, CPC-A
Ashley Burney, CPC-A
Ashley Duval, CPC-A
Ashley Kameyer, CPC-A
Ashley Laverne Clark, CPC-A
Ashley Logan, CPC-A
Ashley Nicole Reust, CPC-A
Ashley Viens, CPC-A
Ashok Balaram, CPC-A
Asmin A Santana, CPC-A
Audrey Chan, CPC-H-A
Audrey Gail Zimmerman, CPC-H-A
Ayrika T Myles, CPC-A
Babita Gollavilli, CPC-A
Balaji Nagaraj Venkateshprasad, CPC-A
Barbara Harper, CPC-A
Barbara Mosbey, CPC-A
Barbara Primerano, CPC-A
Barbara Strange, CPC-A
Barbara Suzanne DeLuca, CPC-A
Bart Jeff Stein, CPC-A
Basireddy Srikanth Reddy, CPC-A
Baskar Dhanapal, CPC-A
Becky Lynn Otis, CPC-A
Benjamin R Castillo Jr, CPC-A
Bernadette Perry, CPC-A
Beth A. Grillo, CPC-A
Bethany Godbout, CPC-A
Bethany Swanson, CPC-A
Beverly Tanis, CPC-A
Bimala Sharma, CPC-A
Bincy Joy, CPC-A
Bindu Menon, CPC-A
Blimy Friedman, CPC-A
Bommakanti Anveshana, CPC-A
Bosede Ijaseun, CPC-A
Braden Lambros, CPC-A
Brandi McLellan, CPC-A
Brandi Meinka, CPC-A
Brandy Huber, CPC-A
Brenda Bowman, CPC-H-A
Brenda Escobar, CPC-A
Bridget Daniels, CPC-A
Brittany Caddell, CPC-A
Brittany Faber, CPC-A
Brittany Harmison, CPC-A
Brittney Navis, CPC-A
Budidha Ravi Prasad, CPC-A
Camille Lang, CPC-A
Camille Richardson, CPC-A
Candace Schluter, CPC-A
Candice Bartlett, CPC-A
Cara Goldbach, CPC-A
Cara L Crawford, CPC-A
Carla Clennin, CPC-A
Carmelyn Jackson, CPC-A
Carmen Rodriguez, CPC-A
Carol Graham, CPC-A
Carol Murray, CPC-A
Carolee Perez, CPC-A
Caroline Hagmann, CPC-A
Carolyn Hanson, CPC-A
Cassandra Daniel, CPC-A

Cassandra Willis, CPC-H-A
Cassie Marie Sanders, CPC-A
Caterina Hulsmann, CPC-A
Catherine Anne Stewart, CPC-A
Catherine Shaffer, CPC-A
Cecilia Hernandez, CPC-A
Charanya Ramula, CPC-A
Charlene Stein, CPC-A
Charles Witt, CPC-H-A
Charlotte Finn, CPC-H-A
Chelsea Espinoza, CPC-A
Chelsea Jolly, CPC-A
Chelsea Steinard, CPC-H-A
Chelsi Trout, CPC-A
Chelynda Bench, CPC-A
Cherie Karcher, CPC-A
Cherrie Anderson, CPC-A
Cheryl Ann Mims, CPC-A
Cheryl Franco, CPC-A
Cheryl Reynolds, CPC-A
Cheryl Whitaker, CPC-A
Christin N Davis, CPC-A
Christina Harris, CPC-A
Christina Solan, CPC-A
Christine Teachey, CPC-A
Christine Tincknell, CPC-A
Christy Dawn Perry, CPC-A
Christy Yost, CPC-A
Cindy Back, CPC-A
Cindy Marie Crowder, CPC-A
Claire Sperry, CPC-A
Cleo McNeil, CPC-A
Cody Gannon, CPC-A
Colette J Norris, CPC-A, CPC-H-A
Colleen Henry, CPC-A
Colleen McRorie, CPC-A
Connie Caba, CPC-A
Connie Hatfield, CPC-A
Connie Rae Davis, CPC-A
Constance Deramus, CPC-A
Corinne Saleska, CPC-A
Cornelia Hill, CPC-A
Courtney Bonier, CPC-A
Courtney Thompson, CPC-A
Craig M Jackels, CPC-A
Crystal A Valencia, CPC-A
Crystal Archuleta, CPC-A
Crystal Lawrence, CPC-A
Crystal McMurray, CPC-A
Cynthia Dunckelmann, CPC-A
Cynthia Garcia, CPC-A
Cynthia Lopez, CPC-A
Cynthia Maufort, CPC-A
D’Ann Area, CPC-H-A
Damaris Gonzalez, CPC-A
Danette D Stralka, CPC-A
Danielle Dawn Niehaus, CPC-A
Danielle Petersen, CPC-A
Dannielle Kinner, CPC-A
Dara M Thompson, CPC-A
Darleen Crane, CPC-A
Darlene Brown, CPC-A
Darlene Kanne, CPC-A
Darlene Lampkin, CPC-A
David McDonald, CPC-A
David Yousavich, CPC-A
Dawn Hollenback, CPC-A
Dawn M Courson, CPC-A
Dawn R LaBuda, CPC-A
Dawn Richter, CPC-A
Dawn Shamlian, CPC-A
Debbie Burden, CPC-A
Debbie G Bryant, CPC-A
Debora Maruca, CPC-A
Deborah  Neumann, CPC-A
Deborah Collins Claussen, CPC-A

Deborah Diana Jarnagan, CPC-A
Deborah Gibbs, CPC-A
Deborah Leone, CPC-A
Deborah Lescanec, CPC-A
Deborah Papa, CPC-A
Debra Ayers, CPC-A
Debra K Millich, CPC-A
Debrah McPhail, CPC-A
Denise  Richard, CPC-A
Denise Ann Kelley, CPC-A
Denise Neita, CPC-A
Denise Retelle, CPC-A
Denise Rose Greenwood, CPC-A
Desiree Cintron, CPC-A
Destiny Trice, CPC-A
Deva Dass, CPC-A
Deven Hatchett, CPC-H-A
Dhanasekhar Mupparaju, CPC-A
Dhivya Karunya Iruthayaraj, CPC-A
Dialma Miranda, CPC-A
Diana Brunetti, CPC-A
Diana Ellis, CPC-A
Diana Ellis, CPC-H-A
Diane Delcourt Randolph, CPC-A
Dianne Estes, CPC-A
Dileep Kumar, CPC-A
Divya Gajendran, CPC-A
Donna  Simon, CPC-A
Donna Divis, CPC-A
Dorian Kuechler, CPC-A
Dorothy Buitron, CPC-A
Dr. Sonal Jaikrishna, CPC-A
Dr. Sreeramula Surender, CPC-A
Duane Fleming, CPC-A
Duron Evans, CPC-A
Dustin Gamarra, CPC-A
Earlene Von Fumetti, CPC-A
Edith Kornoelje, CPC-A
Elena Burns, CPC-A
Elisela Venubabu, CPC-A
Elizabeth C Poole, CPC-A
Elizabeth C Sharpe, CPC-A
Elizabeth Cartwright, CPC-A
Elizabeth Harris, CPC-A
Elizabeth Sams, CPC-A
Elizabeth Steele, CPC-A
Elizabeth Victoria Gilchrist, CPC-A
Ellie Alphin, CPC-A
Ellie McCarthy, CPC-A
Emilee Ryser, CPC-A
Emily Imler, CPC-A
Emily Jackson, CPC-A
Emily Kohls, CPC-H-A
Emily Oates, CPC-A
Emmanuel Akosa, CPC-P-A
Emmy Falcon, CPC-A
Erica Martinez-Atabei, CPC-A
Ericka Tanquilla Marshall, CPC-A
Eriko Leland, CPC-A
Erin Anderson, CPC-A
Erin Houlihan, CPC-A
Erin K Hoyt, CPC-A
Erin S Schlagel, CPC-A
Evanthia Curth, CPC-A
Faith E Huey, CPC-A
Femina Begum, CPC-A
Fiorella  Montoya, CPC-A
Frank Garcia, CPC-A
Frankie Moore, CPC-A
Gail Dittes, CPC-A
Gail Margolis Heverly, CPC-A
Gale Behrens, CPC-A
Gaurav Sharma, CPC-A
Geena Park, CPC-A
Gipson Sundar, CPC-A
Glenda Cole, CPC-A

Gnanam Subramanian, CPC-A
Gouthami Konda, CPC-A
Govindaraj Marichamy, CPC-A
Greg Paylor, CPC-A
Gretchen Wilson, CPC-H-A
Haekyong Ko, CPC-A
Haleigh Toomey, CPC-A
Hallemah Umrani, CPC-A
Halvor Arthur Magnus Jr, CPC-A
Hari Venkatramanan Ramachandran, CPC-A
Haribabu Kati, CPC-A
Heath Flynn, CPC-A
Heather A. Mikkelson, CPC-A
Heather Anderson, CPC-A
Heather Clough, CPC-A
Heather Johnson, CPC-A
Heather L. Leake, CPC-A
Heather Lemons, CPC-A
Heather Mathews, CPC-A
Heather Price, CPC-A
Holly Holland, CPC-A
Hope  Garrett, CPC-A
Howie Dalious, CPC-A
Ia Lee, CPC-A
Idania LaJuanita Pearson, CPC-A
Ivette Francis, CPC-A
Izabela Marciniak, CPC-A
Jacqueline Switzer-Sconyers, CPC-H-A
Jacquelyn O’Donnell, CPC-A
Jakole Myers, CPC-A
Jamal Shakeryan, CPC-H-A
James Flowers, CPC-A
Jamie Debenedetto, CPC-A
Jamie King, CPC-A
Jamie Sindler, CPC-A
Janani Velumani, CPC-A
Janelle Davidson, CPC-A
Janelle Huerta, CPC-A
Janet Cutcher, CPC-A
Janet Kelley, CPC-A
Janice Hoopiiaina, CPC-A
Janice L Sopko, CPC-A
Janice M Tyler, CPC-A
Janis Kuykendall, CPC-A
Jason Correa, CPC-A
Jay Torres, CPC-A
Jayaprabha Challa, CPC-A
Jazmin Zepeda, CPC-A
Jeanette Kautzman, CPC-A
Jeffrey Karshin, CPC-P-A
Jemima Chedalavada, CPC-A
Jemima Salome, CPC-A
Jennfer Csaky, CPC-A
Jennifer Aimee Jones, CPC-A
Jennifer Anderson, CPC-A
Jennifer Barbour, CPC-A
Jennifer Booth, CPC-A
Jennifer Buczek, CPC-A
Jennifer Fowler, CPC-A
Jennifer King, CPC-A
Jennifer Lee Vincent, CPC-A
Jennifer Lynn Thompson, CPC-A
Jennifer Piepenbrink, CPC-A
Jennifer Ruszczyk, CPC-A
Jennifer Schwekendiek, CPC-A
Jennifer Wells, CPC-A
Jennifer Wilkins, CPC-A
Jenny Vonne Labios, CPC-A
Jeremy Cox, CPC-A
Jessica Andrade, CPC-A
Jessica Flores, CPC-A
Jessica McDowell, CPC-A
Jessica Murray, CPC-A
Jessica Rochon, CPC-A
Jessica Scharle, CPC-A
Jessica Tempest, CPC-A

Jigna Patel, CPC-A
Jill  LaCount, CPC-A
Jill Cox, CPC-A
Jill Durocher, CPC-A
Jill Henry, CPC-A
Jill L Narlock, CPC-A
Jill Purificato, CPC-A
Jillian Huneycutt, CPC-A
Jina Armia, CPC-A
Jo Colvin, CPC-A
Joan Armstrong, CPC-A
Joanne Gorman, CPC-H-A
Jocelyn Solis Rico, CPC-A
Joel Wilson, CPC-A
John Collier, CPC-A
John Wampole, CPC-A
Johnnette Laudun, CPC-A
Jolene A Winter, CPC-A
Jolene Rifenburg, CPC-A
Joni Meehan, CPC-H-A
Jonina Weisz, CPC-A
Jordan Whitlow, CPC-P-A
Jose Maria Villaluz, CPC-A
Jose Rivas, CPC-A
Jose Tapia, CPC-A
Josephine Belen, CPC-A
Josephine Lutz-Rae, CPC-A
Joyce A Murray, CPC-A
Joyce Burton, CPC-A
Joyce Gurley, CPC-A
Joyce Skinner, CPC-A
Judith M Gallant, CPC-A
Judy Lynn Thompson, CPC-A
Judy Sczpanski, CPC-A
Julie Bartok, CPC-A
Justine Yaun, CPC-A
Jyothi Kk, CPC-A
Kae Anne Moreno, CPC-A
Kanagavalli Sankarapandian, CPC-A
Kandy Pollitt, CPC-A
Karen Hackworth, CPC-A
Karen Aragon, CPC-A
Karen Kile, CPC-A
Karen Lane, CPC-A
Karen LaPlante, CPC-A
Karen Spurlock, CPC-A
Karnam Vijaya Bhaskar, CPC-A
Karrie Pawloski, CPC-A
Karthik Marupaka, CPC-A
Karthika Rajasekaran, CPC-A
Kate Joy Boucher, CPC-A
Katherine B Barrera, CPC-A
Katherine M Duffey - Price, CPC-A
Katherine Munoz, CPC-A
Kathi Ailts, CPC-A
Kathleen Allen, CPC-H-A
Kathleen Bovee, CPC-A
Kathleen Chapman, CPC-A
Kathleen Costick, CPC-A
Kathleen Darnell, CPC-A
Kathleen Fleming-Beisler, CPC-A
Kathleen McNalty, CPC-A
Kathryn Chavez, CPC-A
Kathy C Francis, CPC-A
Kathy Curtin, CPC-A
Kathy Houk, CPC-A
Kathy Strang, CPC-A
Katie Phipps, CPC-A
Katie Wallace, CPC-A
Kattee Vlassopoulos, CPC-A
Kavita Deshpande, CPC-A
Kay Smith, CPC-A
Kelley Kosters, CPC-A
Kelli Jean Webber, CPC-A
Kelly Seegmiller, CPC-A
Kelsey Hill, CPC-A



64	 AAPC Cutting Edge

Newly	Credentialed	Members

Keri McMahon, CPC-A
Keri Ward, CPC-A
Kerri Carter, CPC-A
Kerry Gaddy, CPC-A
Khushnuma Khanam Patan, CPC-A
Kim LeMaster, CPC-A
Kim Vallee, CPC-A
Kimberly Ann Baker, CPC-A
Kimberly Linder, CPC-A
Kimberly Ward, CPC-A
Kimberly Zuel, CPC-A
Kindal Donnelly, CPC-A
Konda Rakesh, CPC-A
Kotte vijaya Durga, CPC-A
Kristen Leah Blakley, CPC-A
Kristen Olguin, CPC-A
Kristi Christianson, CPC-A
Kristina Krones, CPC-H-A
Kristina Sheasley, CPC-A
Kristina Turco, CPC-A
Kristine Marie Yudelmo, CPC-A
Kuna Santhosh Kumar, CPC-A
Kymberly Van Loon, CPC-A
Lacey Cooper, CPC-A
Lana Hawley, CPC-H-A
Latoissa  Humes, CPC-A
Laura Andrews, CPC-A
Laura Elizabeth Snyder, CPC-A
Laura Glenn, CPC-A
Laura Jones, CPC-A
Laura Kristine Ault, CPC-A
Lauren McPherson, CPC-A
Lauretta M Smailes, CPC-A
Lauri Engler, CPC-A
Laurie  Belman, CPC-A
Laurie Alsup, CPC-A
Laurie Johnson, CPC-A
Lavanya Kothandan, CPC-A
Lawrence Murray, CPC-A
LeeAnn Sloan, CPC-A
Leslie Mccarty, CPC-A
Lhanie H Hudson, CPC-A
Lida Hire, CPC-A
LightMoon Squire, CPC-H-A
Lilah Cisneros, CPC-A
Linda Bone, CPC-A
Linda Hillman, CPC-A
Linda Jackson, CPC-A
Linda Kaufman, CPC-A
Linda Salois, CPC-A
Linda Welsh, CPC-A
Lindsay  Nesnidal, CPC-A
Lindsay Platt, CPC-A
Lindsey Testerman, CPC-A
Lingyan Xu, CPC-A
Lisa Evans-Smith, CPC-A
Lisa A Hamilton, CPC-A
Lisa Fletcher, CPC-A
Lisa Gallelli, CPC-A
Lisa Godlewski, CPC-A
Lisa Holtzclaw, CPC-A
Lisa L Corwin, CPC-A, CPC-H-A
Lisa Marie Schiller, CPC-A
Lisa Napier, CPC-A
Lisha Xiang, CPC-A
Lissette Maldonado, CPC-A
Liza Marie Villa, CPC-A
Lois Klein, CPC-A
Lori Ann Shaw, CPC-A
Lori Bennett, CPC-A
Lori DiRisio, CPC-A
Lori Reeve, CPC-A
Lori Rurkowski, CPC-A
Lori Walker, CPC-A
Lorraine Armstrong, CPC-A
Lorraine LaFleur, CPC-A

Lourdes Canoy Walls, CPC-A
Lydia Park, CPC-A
Lyn Luberta, CPC-A
Lyndsey Krumholz, CPC-A
Lynette Baca, CPC-A
Lynn M Murphy, CPC-A
Lynn Pfohl, CPC-A
Lynne Folz, CPC-A
M Jeanine Powers, CPC-A
Ma Emily O Alvarado, CPC-A
Maddie Gookins, CPC-H-A
Madeleine Vergara, CPC-A
Madhavi Medavarapu, CPC-A
Madhusudhana Rao Saride, CPC-A
Mahender Raparthi, CPC-A
Maheskumar Guntureddi, CPC-A
Mallory McCann, CPC-A
Mamatha Varumani, CPC-A
Manika Kaushik, CPC-A
Manoj Kumar, CPC-A
Marc Gold, CPC-A
Marcos Lacayo, CPC-A
Margaget Hutton, CPC-A
Margaret B. Cooper, CPC-A
Margaret Prestifilippo, CPC-A
Marguerite Lisa Slager, CPC-A
Maria Concepcion Dela Cruz, CPC-A
Maria Latour, CPC-A
Maria Lovato, CPC-A
Marie Brosseau, CPC-A
Marie Franolich, CPC-A
Marilynn Recine, CPC-A
Marisa Jang, CPC-A
Marjorie Loomis, CPC-A
Mark Kwarcinski, CPC-A
Mark Pennington, CPC-A
Mark Ziff, CPC-A
Marla Mitchell, CPC-A
Marsha Bibby, CPC-H-A
Marshalee Pinto, CPC-A
Marva A Arellano, CPC-A
Mary Beth Malloy, CPC-A
Mary Burrows, CPC-A
Mary Chrisanna Krenisky, CPC-A
Mary E Swick, RN, CPC-A
Mary M Cornell, CPC-A
Mary McNaughton, CPC-A
Mary Potter, CPC-H-A
Mary Rountree, CPC-H-A
Mary Sappington, CPC-A
Mary Thompson, CPC-A
Maryann Kotowski, CPC-A
Mashon D Valentine, CPC-A
Matthew Edward May, CPC-A
Matthew Wodock, CPC-A
MD Afsara, CPC-A
MD Munwar Ahmed, CPC-A
Meagan M Van Driel, CPC-A
Meda Sunitha, CPC-A
Melanie Kay Porter, CPC-A
Melanie Oliver, CPC-P-A
Melanie Peterson, CPC-A
Melinda Mary Stevenson, CPC-A
Melissa Ann Bridges, CPC-A
Melissa Davis, CPC-A
Melissa Hohle, CPC-A
Melissa Jean Barker, CPC-A
Melissa Lupinacci, CPC-A
Melissa Mallon, CPC-A
Melissa Martenson Dodge, CPC-A
Melissa McDermaid, CPC-A
Melissa Senn, CPC-A
Melynda Singer, CPC-A
Michael Adams Campbell, CPC-A
Michael J Armstrong, CPC-A
Michele Haslem, CPC-A

Michele Mitts, CPC-A
Michelle  Harmon, CPC-A
Michelle Christine Zimpel, CPC-A
Michelle Dorothy Kachel, CPC-A
Michelle Houle, CPC-A
Michelle Mohr, CPC-A
Mikel Civljak, CPC-A
Mikenzie Nicole Carlton, CPC-A
Mikhail Volfson, CPC-A
Minu Gopi, CPC-A
Mira Sidhom, CPC-A
Miranda Tipsword, CPC-A
Miryala Sandhya Rani, CPC-A
Misty Claussen, CPC-A
Misty Hejduk, CPC-A
Mitsue Montes, CPC-A
Mohana Priya Sekar, CPC-A
Mohd Abdul Nayeem, CPC-A
Mojiba Fathma, CPC-A
Monica Efird, CPC-A
Monika Dequia Fountain, CPC-A
Morgan Kelli Priddy, CPC-A
Murali Krishna Prasad Varanasi, CPC-A
Nadine Applegate, CPC-A
Nagamallika Rayudu, CPC-A
Naghmae Shafaq, CPC-A
Nanci Oostdyk, CPC-A
Nancy Guerrero, CPC-A
Nancy Lynn Stewart, CPC-A
Nancy Mellina, CPC-A
Nanette M Scrim, CPC-A
Naomi Pemberton, CPC-A
Natalie Fritz, CPC-A, CPC-H-A
Navakanth Varma Boosani, CPC-A
Naveenkumar Tammina, CPC-A
Navneet Kaur Bhatia, CPC-A
Nekkole Dimick, CPC-A
Nicholas James, CPC-A
Nicole  McBride, CPC-A
Nicole Gashi, CPC-A
Nicole Hatch, CPC-H-A
Nicole Landry, CPC-A
Nicole Mockler, CPC-A
Nicole Schleppi, CPC-A
Nicole Williams, CPC-A
Nikki Vivion, CPC-A
Nishkant Sharma, CPC-A
Nishu Agarwal, CPC-H-A
Noralba Hergert, CPC-A
Norma Van Natta, CPC-A
Olivia Harris, CPC-A
P Yeswanthraju, CPC-A
Palani Vel S, CPC-A
Palanimuthu Muthusamy, CPC-A
Pamela Ann Zimmer, CPC-A
Pamela Caswell Thompson, CPC-A
Pamela Hathaway Winter, CPC-A
Pamela J Ball, CPC-A
Pamela Plesac, CPC-A
Pamela Roberts, CPC-A
Pamela S Campbell, CPC-A
Paris K Slocum, CPC-A
Patricia Gary, CPC-A
Patricia Hlavaty, CPC-A
Patricia Nicole Samples, CPC-A
Patricia Rose, CPC-A
Paul Couture, CPC-A
Paula Jiesica Santos, CPC-A
Paula Shablo-Castelo, CPC-A
Paven Enige, CPC-A
Pearlesane Joy Segura, CPC-A
Penelope Napolitano, CPC-A
Phani Kumar Koppuravuri, CPC-A
Phayvanh Harmon, CPC-A
Polly Borgelt, CPC-A
Poornima Rani Matury, CPC-A

Prabhavathi Kulasekaran, CPC-A
Prabu Eswaran, CPC-A
Precious Meyon Hayes, CPC-A
Preethi S. Kunder, CPC-A
Prem Shalini Prakash, CPC-A
Premalatha Ramanathan, CPC-A
Premanand Venkatesan, CPC-A
Prerna Dalmia, CPC-A
Priya Anthony Muthu, CPC-A
Puja Kandarp Patel, CPC-A
Purnima Dandu, CPC-A
Pushpa Baskaran, CPC-A
Rachael Maestas, CPC-A
Rachel Best, CPC-A
Radhika Kathak, CPC-A
Rafaela Mendez, CPC-H-A
Rahul Dinkar Deshmukh, CPC-A
Rajalakshmi Selvam, CPC-A
Rajalakshmi Thanthoni, CPC-A
Rajan Mathew, CPC-A
Rajani Priya Nalagonda, CPC-A
Rajith Kumar Merugoju, CPC-A
Ramona Porter, CPC-A
Ramu Kannam, CPC-A
Rashawna Paulson, CPC-A
Ratan Sudhakar Chikati, CPC-A
Ratnakaram Sreenath, CPC-A
Rebecca Johnson Lee, CPC-A
Rebecca Lynn Johnson, CPC-A
Rebekah Tillery, CPC-P-A
Renee Donnelly, CPC-A
Renee Wilson, CPC-A
Revathi Balraj, CPC-A
Revathy Omanakuttan, CPC-A
Rhonda Fernandez, CPC-A
Rhonda Ramondo, CPC-A
Rhonda Steakley, CPC-A
Rhonda Sue Derksen, CPC-A
Riyaz Ameer Basha, CPC-A
Robert Gregonis, CPC-A
Robert Myers, CPC-A
Robert Russell, CPC-A
Robin Diefenderfer, CPC-A
Robin Norman, CPC-A
Robin Raver, CPC-A
Robyn Axlund, CPC-A
Rodaika Marcelo, CPC-A
Rosa Sandoval, CPC-A
Rose Safar, CPC-A
Roseanne Raynor, CPC-A
Rosemarie Ortiz, CPC-A
Rosemary Harbison, CPC-A
Roxanne Aehl, CPC-A
Ruhi Mirshemirani, CPC-A
Rupa Kala, CPC-A
Ruth Harrington, CPC-A
Ryan Lanh Yann, CPC-H-A
S Ahmedullah Hussaini, CPC-A
Saibaba Gande, CPC-A
Sakthivel Subramanian, CPC-A
Samantha Allen, CPC-A
Samantha Cole, CPC-A
Samantha Mcknight, CPC-H-A
Samantha VanDyken, CPC-A
Samia Gerges, CPC-A
Samreen Zaidi, CPC-H-A
Samyuktha Guntupalli, CPC-A
Sandeep Kumar Bonagiri, CPC-A
Sandi Wilson, CPC-A, CPC-H-A
Sandra Ball, CPC-A
Sandra Crick, CPC-A
Sandra Iverson, CPC-A
Sandra Kae MacKenzie, CPC-A, CPC-H-A
Sandra Pilley, CPC-A
Sandra Williams, CPC-A
Sandy DeVinch, CPC-H-A

Santhosh Kumar Subramani, CPC-A
Sara Johnson, CPC-A
Sara Waltman, CPC-A
Sarah Brown, CPC-A
Sarah Burge, CPC-A
Sarah Crum, CPC-A
Sarah Head, CPC-A
Sarah Prerost, CPC-A
Sarah White, CPC-A
Sarah Wolf, CPC-H-A
Sarika Jain, CPC-A
Sasha Nielsen, CPC-A
Sathish Kumar Velthuri, CPC-A
Satish Chandra, CPC-A
Satyavathi Pasala, CPC-A
Scarlet Fiorentino, CPC-A
Scottie Rich, CPC-A
Sean Tsing, CPC-A
Selina Sandoval, CPC-A
Selvaganesh Ravindran, CPC-A
Shabana Asmeen, CPC-A
Shaik Tariq, CPC-A
Shakia Monique Pollard, CPC-A
Shalakha Naware, CPC-A
Shannon Gray, CPC-A
Shannon Rosenburg, CPC-A
Shanthiya Kailasam, CPC-A
Shareef Sabree, CPC-H-A
Sharise Spence, CPC-A
Sharon Andersen, CPC-A
Sharon Engwer, CPC-H-A
Shawn Wade, CPC-A
Shelly Wallace, CPC-A
Sheri Edel, CPC-A
Sherrie Brown, CPC-A
Sherrie Morris, CPC-A
Sherry Raynor, CPC-A
Sheryl Lynn Baugher, CPC-A
Shikha Sharma, CPC-A
Shilomith Rajkumar Jadhav, CPC-A
Shilpa Zinzuwadia, CPC-A
Shirish Kottha, CPC-A
Siddam Raja Shekhar, CPC-A
Sidney Michelle Schnuth, CPC-A
Siva Ramakrishna V, CPC-A
Smitha Mathews, CPC-A
Sneha Sri Nalla, CPC-A
Sonya Hulett, CPC-A
Sonya Schaefer, CPC-A
Soubhagya Laxmi V, CPC-A
Sravan Kumar Katta, CPC-A
Sridhar Reddy T, CPC-A
Srinivas Goud, CPC-A
Srinivas Solapur, CPC-A
Stacey A Swatko, CPC-A
Stacey Daniel, CPC-A
Stacie Raffety, CPC-A
Stacie Woodhouse, CPC-A
Stacy Ford, CPC-A
Stana Marie Duchene, CPC-A
Stephanie Fraser, CPC-A
Stephanie Hall, CPC-A
Stephanie Kaleycik, CPC-A
Stephanie Lipscomb, CPC-A
Stephanie M. Simmons, CPC-A
Stephanie McGinnis, CPC-A
Stephanie Serrano, CPC-H-A
Stephanie Snyder, CPC-A
Stephanie Tengco Ott, CPC-A
Subrahmanya Sharma Jayanthi, CPC-A
Sue Johnson, CPC-P-A
Suganya Lokhonde, CPC-A
Suganya Murugavel, CPC-A
Suman Sengupta, CPC-A
Summer Chambers, CPC-H-A
Summer Dawn Davies, CPC-A
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Sunil Dabas, CPC-A
Surbhi Nanda, CPC-H-A
Suriya Narayanan, CPC-A
Susan Foster, CPC-H-A
Susan Mapleton, CPC-A
Susan Marie Cossey, CPC-A
Susan Mors, CPC-H-A
Susan Salume, CPC-A
Sushma Thimmappuram, CPC-A
Sutapa Roy, CPC-A
Suzanna Gilchrist, CPC-A
Suzanne Whitcomb, CPC-A
Syed Imtiyaz Ali, CPC-A
Syeda Lais Quadri, CPC-A
Sylvia Wiegand, CPC-A
Tamar Kitmiller, CPC-A
Tamara Farinas, CPC-A
Tamara Shannon, CPC-A
Tamara Shoemake, CPC-A
Tamara Williams, CPC-A
Tamilarasi Thirunavukkarasu, CPC-A
Tammie J. Pinkston, CPC-A
Tammy Shepherd, CPC-A
Tanata LaRue, CPC-A
Tara Lindell, CPC-A
Tara Lord, CPC-A
Tara Rutherford, CPC-A
Tara Starkweather, CPC-A
Tara Wilson, CPC-H-A
Taruni Irrinki, CPC-A
Tasha Seitz, CPC-A
Tejasvini Arora, CPC-A
Teresa Andrianov, CPC-H-A
Teresa Carmen, CPC-A
Teresa Friley, CPC-A
Teresa Germanson, CPC-A
Teri Wise, CPC-A
Terinda R Stufflet, CPC-A
Thati Sravanthi, CPC-A
Thenmozhi Shanmugam, CPC-A
Theresa Ann Rahming, CPC-A
Theresa Kemp, CPC-A
Theresa Lugo, CPC-A
Tia Marie Anderson, CPC-A
Tiffanie Bass-Wallace, CPC-A
Timothy Quinn, CPC-A
Timothy Rice, CPC-A
Tom Norton, CPC-A
Toni Bannamon, CPC-A
Tonia E Coleman, CPC-A
Tonya D’Janel McMillian, CPC-A
Tracey Carlson, CPC-A
Tracey Lynn Combs, CPC-A
Tracy Coven, CPC-A
Tracy Messing, CPC-A
Tracy Rafos, CPC-A
Tracy Rinehart, CPC-A
Tracy Stokes, CPC-A
Trevor Jacob, CPC-A
Trina Balbona-Walker, CPC-A
Trupti lata Pattanaik, CPC-A
Tyeshia Huguley, CPC-A
Ursula Klan Penniman, CPC-A
Vandana Khanna, CPC-A
Vani Devi Rontala, CPC-A
Vanitha Doosa, CPC-A
Vasanthi K, CPC-A
Venkata Krishan Kiran Vellampalli, CPC-A
Venkatesh Kamalanathan, CPC-A
Veronica Fonseca, CPC-A
Vicki Hegyi, CPC-A
Victoria G Payne, CPC-A
Vidhya Krishnakumar, CPC-A
Vikas Dubey, CPC-A
Vikneswari Ponpandian, CPC-A
Viktoriya Volobuyeva, CPC-A

Vimalrayadurai Thailambigai, CPC-A
Vinay Raj, CPC-A
Viola Costilla, CPC-A
Virginia Zane, CPC-A
Vishnuvardhan Reddy Rammohan, CPC-A, 
CPC-H-A
Wendy Houser, CPC-A
Whitney Swapp, CPC-A
William Harris Jr, CPC-A
William Morris, CPC-A
Yami Ilangovan, CPC-A, CPC-H-A
Yeelan Ku, CPC-H-A
Yugasatya Kali Krishna Kolipakula, CPC-A
Yun Cha, CPC-A
Yvonne Bonnici, CPC-A
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Coding Compliance Specialist,  
Peachtree Orthopaedic Clinic, Atlanta, Ga.

Tell us a little bit about your career—how you got into coding, 
what you’ve done during your coding career, what you’re 
doing now, etc.
My career in healthcare began about 20 years ago when I landed my 
first “grown up” job as a file clerk at a home health agency. It was be-
fore electronic health records, and we had so much paper! I went on 
to work for a plastic surgeon—in the front office at first and even-
tually in billing. Since then, I have worked with various specialty 
groups, including ASCs and hospitals. I love new challenges.
My best friends encouraged me to get certified. I was apprehensive 
at first, but I got over it and enrolled in a Certified Professional Cod-
er (CPC®) prep course. Hands down, it was the best decision I ever 
made. 
I now work for Peachtree Orthopaedic Clinic as a coding compliance 
specialist, and I love it. I work with outstanding, approachable phy-
sicians and physician assistants who are the best at their profession. 
The education aspect of my job is my favorite responsibility. I am re-
sponsible for educating 28 orthopaedic specialists on documenta-
tion, coding guidance, rules and regulation, etc.
I love coding because my father served in the military for more than 
20 years, so I grew up with rules. I absolutely love rules and interpret-
ing coding guidelines, so compliance is a natural for me. When you 
love what you do, you will never work a day in your life. I am fortu-
nate to have found such a blessing.

What is your involvement with your local AAPC chapter?
Since becoming certified, I have made a point of attending local 
chapter meetings. I serve as vice president of the Atlanta Perimeter, 
Ga., local chapter. I especially enjoy meeting new coders and net-
working.

What AAPC benefits do you like the most?
The AAPC benefit I enjoy most is workshops. When I can get out of 
the office for uninterrupted continuing education, workshops pro-
vide an opportunity to network and meet new and old friends, and 
I learn so much.

What has been your biggest challenge as a coder?
My biggest challenge as a coder is keeping up with healthcare chang-
es. I constantly read and seek continuing education opportunities to 
further my education. Although costly, I look at it as an investment 
and a necessity for my career. I’d like to see more employers allocate 
funding for continuing education in their annual budgets. 

How is your organization preparing for ICD-10?
My organization has been preparing for ICD-10 through webinars, 
seminars, networking, talking with various vendors, updating sys-
tems, etc. I’ve been using AAPC’s “Top 50 Codes for Orthopaedics: 
Upper.” It’s a great tool and has been helping me to prepare.

If you could do any other job, what would it be?
I would like to be a self-employed consultant. I enjoy helping private 
practices become their best.  I believe presentation is everything. I’d 
like to work with practices to instill the importance of excellence in 
customer service, accuracy in billing/coding, and of continuing ed-
ucation for staff. My focus would be in regulatory areas I enjoy most 
as an auditor.

How do you spend your spare time?  Tell us about your 
hobbies, family, etc.
I read. I know this may sound lame, but I devote many hours a week 
to reading professional publications, websites, journals, etc. When I 

am not researching, I enjoy spending time with my 
family, traveling, decorating, and watching foot-
ball (Go Atlanta Falcons and Green Bay Packers!). 
My mother is my best friend, and I enjoy our adven-
tures and her company as we shop and dine. I also 
enjoy cooking; I have been trying a lot of Indian rec-
ipes lately.  

When you love what you do, you will 
never work a day in your life. I am for-
tunate to have found such a blessing.



Up to 21.25 CEUs (with ICD-10 track)
Up to 12.75 CEUs (without ICD-10 track)
40+ educational sessions covering auditing, 
    compliance, facility, revenue cycle, and
    full ICD-10 code set training
Networking with industry experts
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San Francisco: $495 ($595 Non-Member)
Hotel: Hilton San Francisco Union Square
AAPC Rm. Rate: $249 (includes taxes and fees)
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Hotel: The Westin Seattle
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AAPC's conferences provide the most relevant and timely education focusing on the business side of 
healthcare. Choose from dozens of educational sessions, including a complete general ICD-10 code set 
training track, and earn the CEUs you need. Enjoy networking with hundreds, if not thousands, of other 
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*Expires December 31, 2014
*Includes one connection for an entire office to attend via a conference room.

Common Misconceptions – Incident-to and Locum Tenens Billing

How Does Your Role Change with Computer Assisted Coding?

DMEs for Orthopedics

What’s in Store for Facilities Under the CY 2014 OPPS Final Rule?

HCC and Risk Adjustment

ICD-10 Specialty - Family Practice

Diabetes Didactics

CMS: Meaningful Use - Stages 2 & 3

ICD-10 Specialty: Orthopedics

HIPAA - Avoiding Substantial Penalties Following a Breach

Urinary Diagnostic Radiology and Intervention

Endoscopy

ICD-10 Specialty - OB/GYN

Understand the What’s & Why’s of ABNs

Infusion Confusion

Modifier 25 - In-Depth Analysis and Best Practices

ICD-10 Specialty - Mental/Behavioral

Jet Set Your Revenue Cycle Management

How to Assign Billing Office Duties to Maximize Efficiency and 
Effectiveness

Creating a Billing and Coding Compliance Plan

ICD-10 Specialty - Pediatrics

Fracture Anatomy for ICD-10

Jan 8

Jan 15

Jan 22

Jan 29

Feb 5

Feb 12

Feb 26

Mar 5

Mar 12

Mar 19

Mar 26

Apr 2

Apr 9

Apr 23

Apr 30

May 7

May 14

May 21

May 28

Jun 4

Jun 11

Jun 18

Best Practices in Physician Recruitment and Hiring: 
Loving Them and Leaving Them

ICD-10 Specialty - Cardiology

Audit Challenges with E/M Services

Avoiding Rejections, Delays, and Denials

Fine Needle Aspirations

The HHS OIG Workplan - What’s in it for You?

How to Audit an Audit

Developing a Compliance Plan for Pain Injections, EMG/NVU 
Studies

Denials Management/Analysis

CMEs Approved

Pain Management E/M Coding for Pain Injections, EMG/NVC 
Studies

Medical Necessity in the Cardiology Office

Vital Building Blocks for a Successful Medical Practice

E-Codes, V-Codes, W-Codes, X-Codes, and Y-Codes,
Oh My!

The Billing Office Diet

Tricks for OB/GYN Coding - Don’t Be Scared!

Defending an Adverse E/M Audit: What the E/M Guidelines 
Really Say

Gray Areas of E/M and Where to Find Answers

ASCs: Avoid Common Errors

2015 CPT® Updates

Jun 25

Jul 9

Jul 16

Jul 23

Jul 30

Aug 6

Aug 13

Aug 20

Sep 3

Sep 10

Sep 24

Oct 1

Oct 8

Oct 15

Oct 22

Oct 29

Nov 5

Nov 12

Nov 19

Nov 25

Date          Event Date          Event

Earn 80+ CEUs with timely education from expert presenters - all from the comfort of your 
home or office. Purchase your AAPC Full-Year Webinar Subscription for an unbeatable member 
price of just $895 including:

Earn 80+ CEUs (2 CEUs per webinar, 
per attendee)
Access to live event + on-demand version
Access to the presenter for online chat during 
the live event
2014 CPT® coding updates
Access for the entire office*

Visit aapc.com/webinars | 800-626-2633 (CODE)
Purchase your 2014 Webinar Subscription today!

2014 Full-Year
Webinar Subscription
2014 Full-Year
Webinar Subscription

 $795 for Entire Year $795 for Entire Year $895 $895
Unmatched CEU Value atUnmatched CEU Value at

BONUS: Save $100 and
register by December 31, 2013

CPT is a registered trademark of the American Medical Association.
*Webinars are for personal or single-o�ce (e.g. a conference room) use only and may not be rebroadcast, retransmitted, shared, or disseminated. In addition, AAPC local chapters or other groups of 
individuals representing multiple companies or spearate o�ces within a single facility do not constitute a “single-o�ce” and may not share a single event or subscription webinar license. A computer 
with a high speed Internet connection and speakers (or headphones) is recommended to connect to the event. Dates and events listed are subject to change.


