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To Succeed,  
Be More Like Water
Many members ask me after achieving their 
credentials what else can they do to succeed. 
Our careers present many opportunities and 
obstacles. Changes inside our organizations, 
and disruptions outside, require us to evolve 
by learning and shifting roles. This can be 
accomplished when we become fluid as water. 

Becoming Water
Watch a stream to see what I mean. To move 
forward, water adapts — changing shape and 
direction to bypass rocks, slip around logs, 
and pour over ledges. 
Martial artist Bruce Lee once used water as an 
example this way:

If you put water in a cup, it becomes 
the cup. You put water into a bottle 
and it becomes the bottle. You put 
it in a teapot, it becomes the teapot. 
Now, water can flow or it can crash. 
Be water, my friend.

Finding success requires looking for every op-
portunity by learning new skills, trying new 
tasks, and accepting assignments to improve 
our position. Sometimes stepping back or 
sideways is a step forward. Changing into a 
new role or position, different from that with 
which you’re comfortable, is the way to learn 
valuable skills and earn wisdom you’ll use 
later. And unexpected obstacles and failure 
are great teachers. 
Successful medical coders, billers, auditors, 
and others tell me that using this strategy has 
required them to change shape like the water 
in the stream, remaining liquid and resilient 
as they move toward their goals.

Becoming Protean
I wonder if Bruce Lee realized the parallels 
between what he said and Proteus, the Greek 
god of rivers and seas. Proteus was known for 
his shape-shifting. Mythology says he knew 
the future, and when restrained by Menelaus 
(Helen of Troy’s husband, ruler of Sparta), for 
example, he took the forms of several animals, 
water, and a tree. Proteus succeeded through 
knowledge and flexibility.
To become Protean:

• Be aware - Monitor and assess the job 
market.

• See the future - Anticipate future 
developments, trends, and industry 
shifts.

• Be water - Gain the skills and 
qualifications you need to flow over the 
industry’s changing needs. 

• Change shape – Adapt quickly to an 
ever-changing industry environment.

AAPC membership is one way to do this. 
Your local chapter, the Member Forum, 
Healthcare Business Monthly, the Knowledge 
Center (www.aapc.com/blog), webinars (www.aapc.
com/medical-coding-education/webinars), conferences 
(www.aapc.com/medical-coding-education/conferences), 
and credentialing training (www.aapc.com/certifi-
cation) are tools to help you anticipate changes, 
learn skills, and adapt the form you’ll need to 
continue your success. 
Sincerely, 

Bevan Erickson
AAPC President 

Finding success 
requires looking for 
every opportunity 

by learning new 
skills, trying new 

tasks, and accepting 
assignments 

to improve our 
position.

President’s Message
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Please send your letters to the editor to:  
letterstotheeditor@aapc.comLetters to the Editor

Definitive Fracture  
Care vs. ED Fracture Care
I was impressed by Jeannie Dean’s, CPC, COC, CPMA, 
CEMC, CEDC, CPC-I, article, “Billing Fractures in the ED” 
in the April issue of Healthcare Business Monthly. As Dean 
alludes to, properly capturing fracture care in the ED can be a 
challenge. While she addressed both restorative and definitive 
care, my article, “Don’t Break Your Fracture Care Revenue 
Cycle,” (also in the April issue) focused on definitive care. 

I doubt there’s an 
argument against 
repor ting any 
type of restorative 
(manipulative or 
surgical) care in 
the emergency 
department (ED) 
with modifier 54 
Surgical care only 
and, following 
transfer of care, an 
orthopedic physi-

cian reporting the same fracture care code with modifier 55 
Postoperative management only at the initial orthopedic visit 
when evaluating the patient’s prior treatment in the ED and 
current prognosis. It gets rather confusing, however, when 
dealing with nonmanipulative fracture treatment. 

I agree with Dean that most minor digital fractures can opti-
mally be reported with fracture care codes in the ED (such as 
her example of 28510 Closed treatment of fracture, phalanx or 
phalanges, other than great toe; without manipulation, each 
with modifier 54) and not a lot of work may be required of 
an orthopedist during the 90-day global period. With more 
serious injuries arriving in the ED (such as hip, patella, or 
ankle fractures), however, it is the orthopedist who usually 
provides more service value over the course of the global 
episode of care. The ED physician generally administers one 
face-to-face encounter to provide a means for pain relief, 
some counseling, and perhaps some sort of durable medical 
equipment. The patient is then referred to an orthopedic 
specialist. 

The other point of clarification is regarding the duration of the 
“global period” following a major surgery. There are three ways 
to look at this: 

• The global period extends from exactly 90 days fol-
lowing the date of surgery. From this perspective, when 
reporting follow-up services, it doesn’t matter where the 
global period starts; it only matters where it ends.

• Conceptually, surgeons generally think of the global 
period as being 91 days the day of surgery and the 90 
days following and when the decision to perform the 
procedure was made is not considered. Nonmanipulative 
fracture care is usually a spontaneous decision.

• Technically, the global period for a major surgery is 92 
days, which includes the day of surgery, as well as the day 
before. This fits in well with the general use of modifier 
57 Decision for surgery to indicate there was a decision 
to perform a major surgery or to provide nonoperative 
fracture care within 48 hours. Due to the high-risk nature 
of certain orthopedic injuries, frequently this is the case 
(although, there are some exceptions).

I’ll follow up with an article in an upcoming issue regarding 
the concept of the global surgical package and what it 
entails. 

Ken Camilleis, CPC, CPC-I, COSC, CMRS, CCS-P
www.aapc.com April 2018 1
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CURVI SHAH 
MLT, BS, DMLT(ASCPI), CPC-A
I received a Bachelor of Science degree and earned a medical laboratory techni-

cian diploma in 2001. After my studies, I worked as a lab technician in India. 
I moved to the United States in 2011. After coming here, I concentrated on 
my carrier: I passed my American Society of Clinical Pathology international 
(ASCPi) certificate and tried to find the job in that field. In the beginning, 
however, they only offered night shift jobs that I could not take because of my 
young kids.

Seeking Other Career Options
I decided to change my field and look for a healthcare career in which I didn’t 
have to work during the night, and that offered the option to work from home. 
It had been more than 10 years since I completed my bachelor’s degree, so 
going back to school was a big hurdle for me. After a lot of research and talking 
with college professors and relatives, I found that medical coding and billing 
was the field in which I would have flexible career and schedule options. 
Luckily, there was a Medical Billing and Reimbursement Course offered at a 
community college nearby. I completed my pre-requisites and then a one-year 
course in April 2017. 

It Takes Hard Work to Leap Over Hurdles
I worked hard. After finishing the course, I took the AAPC Certified 
Professional Coder (CPC®) exam. I passed the exam on my first try last June. 
That was the happiest day of my life!
After passing, I thought getting a job would be easy, but I soon realized I 
needed experience, too. I applied to more than 80 companies. I uploaded my 
resume to AAPC’s job portal (www.aapc.com/medical-coding-jobs/), and I went on 
18-20 interviews. This was the hardest time, but because of my hard work, 
knowledge, and strong attitude, a company offered me a part-time job doing 
basic billing work.

“Smashing” the Business Side of Healthcare
Today, I am a billing specialist for primary care physicians. I send medical 
records, check claim status, write-offs, etc. I know this is the first step to 
entering this industry, and now my employer is ready to train me in the coding 
field and is offering me a full-time job. This is what I need to smash into the 
coding world! 
If you have a positive attitude, enough knowledge, and a strong desire to do 
something you want in life, then no one can stop you from doing it!

After a lot of research 
and talking with college 
professors and relatives, 

I found that medical 
coding and billing was 

the field in which I would 
have flexible career and 

schedule options.
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By Angela Clements, CPC, CEMC, CGSC, COSC, CPC-I, CCS, AAPC Fellow

AAPC National Advisory Board

Last month, the AAPC National Advisory Board (NAB) answered 
questions from students about certifications, resources, and working 
from home. This month we answer more student questions, with a 
focus on medical coding work and other career concerns.

What information is critical to healthcare business, but sometimes 
glossed over? 
Colleen Gianatasio, CPC, CPC-P, CPMA, CPC-I, CRC, on 
professionalism: The importance of professionalism and interper-
sonal skills is not always given enough attention. We interface with 
many different departments and people every day. It’s important that 
we always present ourselves in the most professional way possible. 
Creating strong relationships with colleagues is a good way to build 
your network. You can rely on these relationships to provide profes-
sional references and new job opportunities. 

Brian Boyce, BSHS, CPC, CPC-I, CRC, CTPRP, on communica-
tion: Knowing how to communicate with people is important. There 
is a difference between hearing and listening; and not everyone 
comprehends new information in the same way. In this profession, 
you need to be able to perceive where a person is coming from and 
then communicate with that person accordingly. 
Michael D. Miscoe, JD, CPC, CPCO, CPMA, CASCC, 
CCPC, CUC, on competence: Clinical competence is critical. 
Understanding the how and the why of the services you code is the 
most important element of being a good coder, biller, auditor, or 
compliance professional. Hone your research skills. Coding often is 
determined by payer-specific rules. Find those medical policies and 
code accordingly.  

STUDENTS ASKED. WE ANSWERED.
Part 2: The NAB eliminates students’ uncertainty about the medical 
coding profession.

Part 2:  The NAB eliminates students’ uncertainty  
about the medical coding profession.
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Do you enjoy your work? Is it all worth it?
Rhonda Buckholtz, CPC, CPMA, CPC-I, CRC, CDEO, CENT, 
CGSC, COBGC, COPC, CPEDC, CHPSE: I love working in 
healthcare because it’s fast-paced and always improving. Even day-
to-day work is never mundane due to the changes and challenges. 
I’ve worked in many other fields and this is by far my favorite. There 
are no limits to what you can accomplish. But if you don’t really like 
change, this is not the career plan for you. 
Boyce: Healthcare is a great field for many reasons, but at the top of 
the list for me are:

1. I see what others go through firsthand with diagnoses and 
procedures, and this makes me grateful for what I have in 
comparison; and 

2. There is always new stuff to learn: new drugs and new 
procedures, new medical discoveries, etc.

Angelica Stephens, RHIT, CPMA, COSC, CPC, COC, CIMC, 
CCS-P, AAPC Fellow: I love my job! I look around and ask myself 
if there’s anything else I’d like to do, and the answer is always the 
same: “No!” 
Boyd P. Murayama, MBA, CPC, CPC-I: Healthcare, in my 
opinion, is the most challenging and rewarding career, but it’s not 
for everyone. You need to be ready and able to tackle some of the 
most complex situations daily. If you can overcome and manage our 
complex system, you’ll be successful. Remember: We are all in this 
together and the goal is to provide access and quality healthcare with 
the patient front and center.

Is the job as daunting as the training?
Caren Lampitoc, COC, CPC, CPB, CPMA, CRC, CPC-I, CPCD: 
I never felt as though my coding jobs were daunting, but rather an 
opportunity to learn and grow. I found surgical notes interesting and 
used them as a platform to gain more anatomy knowledge and to 
understand how procedures were done. The work is never done, but 
a great coding/billing team is an awesome machine when it’s tuned!

How do you stay motivated when road bumps come along?
Buckholtz: You cannot be an expert in everything: Let that sink in. 
There are areas that you will barely squeak through, and others in 

which you will excel. Those that you excel in should give you focus on 
what specialty is a good fit for you once you get certified.
Miscoe: All career paths have bumps and setbacks. Set objectives for 
where you want to go and stay focused on those objectives. Do what 
you must to reach those goals.

What tips can you give a new biller and coder?
Buckholtz: Learn as much as you can about clinical conditions; it 
will make you much more valuable as an employee. Don’t let your 
learning stop with the books, do research on payer websites, as well. 
Boyce: Know when to say, “I don’t know, but I can find out.” It’s those 
who pretend to know every answer who often don’t really know. The 
mark of a true professional is to know what you don’t know. 
Stephens: Know your limitations and never stop learning. 
Miscoe: Remember that some knowledge only comes from ex-
perience. Don’t let that frustrate you. Never be satisfied with the 
level of knowledge you have. Keep learning. By considering myself a 
perpetual coding student, even in specialties I have worked for years, 
I have continued to advance my knowledge. Developing that kind of 
attitude will serve you well.  

Was coding hard for you, and how do you remember everything?
Miscoe: Learning any new concept has its difficulties, but with time, 
you’ll remember more, especially in specialties you code all the time. 
Ultimately, you don’t have to remember everything; you only need 
to remember the analytical process by which you derive the correct 
answers.
Christina LaRosse, CPC, AAPC Fellow, did not find coding hard 
to learn, but she admits: You will not remember everything. Start with 
developing a strong understanding of the basic rules and principles. 
For example, stay abreast of changes through your specialty society, 
AAPC, webinars, and seminars. Don’t get too comfortable because, 
just when you think you “got this,” it changes!

How can I bridge from a clinical position to a coding position?
Boyce: As a former clinician, I found that coding was somewhat easy 
to understand because I already had a strong knowledge of clinical 
issues, diagnoses, and procedures. It’s a strong benefit, but it can also be 
a weakness: I have to remember to take my clinical hat off when coding. 

All career paths have bumps and setbacks. Set objectives for where you want to 
go and stay focused on those objectives. Do what you must to reach those goals.
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Stephens: If you have clinical background, you’ve won half of the 
battle.
Miscoe: Clinical personnel have a much easier path because clinical 
concepts that influence coding are the most difficult to learn. You’ll 
still be a rookie coder when you obtain your first job, but you’ll have 
a significant edge given your clinical background.

Where is the best place to start your coding career?
Boyce: This varies by person. Many new coders benefit from working 
in billing or at least working in an office setting, where they can learn 
the daily processes. Some are ready to jump in with little help, while 
others need to start out slow.
An externship is a great place to start, according to Ellen Wood, 
CPC, CMPE: If you can find an externship that give you “real life” 
experience. Start from the bottom and gain as much experience as you 
can from any position in a medical field. 
LaRosse: Sometimes you need to think outside the box by not focus-
ing on one specialty or medical facility. Look at local healthcare plans, 
billing companies, etc. Don’t dismiss that temporary or part-time 
position; they often lead into a permanent opportunity.

Am I wasting money on school?
Buckholtz: Only you can decide this. Research the job market in 
your area. Interview peers for their advice. Your future is what you 
choose to make it. I chose to volunteer and really work to break into 
the industry.
Stephens: You have to invest before you can start making money. 
Like any other career, you need to be patient and never give up. 
Coders aren’t quitters!
LaRosse: Education is never a waste in money. I had a mentor tell 
me once, “Knowledge is Power! Learning is an investment in you!” 

How do I get a job with just the experience of classroom work?
Miscoe: Recognize your limitations, have a professional attitude, a 
professional appearance, and demonstrate a commitment to learning 
Be willing to be trained and to do what is necessary to get practical 
experience any way you can. 

As a newly Certified Professional Coder (CPC®), what can I do to 
make my resume stand out from others with the same credential?
Boyce: Double check your resume for typos. One typo in a resume 
is a death sentence for someone trying to secure a job about exacting 
information. Don’t put personal items in your resume; keep it profes-
sional. Make sure you express your experience and or your passion in 
your resume.
Gianatasio: Be sure to take time to tailor your resume to each 
position you apply for. Determine what is most important to that 
employer and then make sure that your most relevant skills are the 
first thing they see on your resume. Although a chronological format 
is the most common, it might be more useful to use a functional or 
combination format if it highlights your most desirable skills better.

When do we need to query a physician and how do we correctly 
handle that?
Buckholtz: Learn as much as you can about the clinical condition, 
so you can have a good conversation with the provider. Physicians are 
great educators and usually love to explain to you if you ask questions. 

Many new coders benefit from working in billing or at least working 
in an office setting, where they can learn the daily processes.
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Don’t make it all about the coding; ask them to explain and ask 
leading questions. Always be respectful and provide context when 
possible and regulations when needed.
Boyce: Know how to approach providers. I have seen too many coders 
on a high horse with attitude about coding rules. Take the time to be 
courteous, show respect, and offer up that you’re trying to help the 
provider.
Stephens: In a nutshell, respect your providers, educate yourself, and 
you will have no problems.

How do you know when you’ve covered everything that needs 
coding for a patient? 
Lampitoc: This is the learning curve in the art of coding. Be aware 
of guidelines and rules. Review parentheticals. Have a resource, 
perhaps, a seasoned coder you can tap into. If you are coding for a 
specialty, check to see if there are specialty society publications for 
coding. Discussing cases with the doctors (if that is possible) and 
getting their feedback is a great resource, as well. 

If you knew what you know now about the healthcare industry, 
would do have gone into medicine?
Lori A. Cox, MBA, CPC, CPMA, CPC-I, CEMC, CHONC, 
AAPC Fellow: Absolutely! But you have to like change. If you are a 
static person and change bothers you, don’t go into healthcare.

Is the schooling, fees, applications, etc., all worth it?
Miscoe: Any investment you make in yourself, especially in a disci-
pline you have a passion for, is always worth it. Make it pay off with 
your dedication. Remember: There are no careers that provide instant 
financial reward. It takes time. With patience and dedication, a career 
in this field can be very lucrative.

The Power of the CPC®
The NAB cannot stress enough that, although it may be difficult 
to spend money prior to entering the work force, you need to invest 
in your career to be successful. Some students also ask, “Why get 
certified?” That’s easy: Not only do many employers require a certifi-
cation, but it helps you to stand out as a professional. Certification is 
an indicator of commitment to your career and continued learning.
To learn more about certification, go to the AAPC website at: www.
aapc.com/certification/. 

Angela Clements, CPC, CPC-I, CEMC, CGSC, COSC, CCS, AAPC Fellow, is a physician 
coding auditor, educator, and consultant at Medkoder. She has ore than 18 years’ experience in 
healthcare. Clements served on the AAPC NAB as the member relations officer from 2015-2018 
and served as Region 5 representative from 2013-2015. She is a member of the Covington, La., 
local chapter. She’s a frequent speaker at local medical managers’ meetings and local chapters 
in her region.

Remember: There are no careers that provide instant financial reward. It takes 
time. With patience and dedication, a career in this field can be very lucrative.
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 AAPC CHAPTER ASSOCIATION
By Linda Litster

If you ever thought about taking your career 
to the next level, consider serving as a local 

chapter officer. Before you do, here are ques-
tions you should ask yourself:

• Are you looking for something to 
complement your resume?

• Do you enjoy people and making 
a difference in your healthcare 
community?

• Are you interested in moving forward 
in your professional life?

• Would you like to develop meaningful 
relationships in your profession and 
gain networking opportunities?

• Do you attend your local chapter 
meetings and want to be more actively 
engaged?

If you have answered “yes” to these questions, 
you could be the member we are looking for 
to serve in a leadership role as one of our 2019 
local chapter officers.

You’ll Make a Great Officer
Attributes an officer should possess going in:

• Honesty and integrity 
• Commitment and passion
• Creativity and innovation
• Vision and accountability

Attributes you might gain while being an 
officer:

• Decision-making capabilities 
• Communication skills
• Delegation and empowerment
• Confidence and empathy 

Each September AAPC local chapters send 
out a call for nominations, requesting mem-
bers who are interested in serving as a chapter 
officer to respond. As a member interested in 
serving, email the vice president or the elec-
tion committee in your chapter and let them 
know your intention and which position you 
are most interested in. Consider your passion 
when choosing a position. You can view each 
officer position and responsibilities online; 
just log into your AAPC account, go to  
www.aapc.com/documents/2018lc_handbook_print.pdf  
to download the Local Chapter Handbook, 
and refer to page 12.

Find a Position Fit For You
There are six officer positions; some are 
mandatory and require certification:

• President (mandatory, requires a 
current AAPC certification)

• Vice president (mandatory, requires a 
current AAPC certification)

• Education officer (requires a current 
AAPC certification)

• Member development officer
• Secretary (mandatory)
• Treasurer (mandatory)
• Secretary (treasurer may be combined 

with the secretary position)
A small chapter may elect to only have a 
president, vice president and a secretary/
treasurer. Each position is important and 
adds to the success of the chapter.
Elections are always held by traditional ballot 
at the October local chapter meeting. Each 
chapter is encouraged to arrange their meet-
ing schedule to accommodate an October 
meeting to ensure elections are held on time 
and new officers are in place prior to the end 
of the year. Current chapter officers should 
use November and December as transition 
months for the newly elected officers.

Big on Rewards 
Service as a local chapter officer is very 
rewarding personally and professionally. 
Putting yourself in the right place at the right 
time and extending yourself not only brings 
personal growth, but also may open the 
door to reveal your next career opportunity. 
Many officers have shared stories of being 
approached at meetings by healthcare profes-
sionals with a job offer.
Local chapter officers that serve through the 
year and provide the required meetings and 
exams for their chapter members are also 
rewarded with discounts to conference, free 
webinars, and continuing education units 
(CEUs).
Gain new skills and be proactive in your 
healthcare career — serve as a local chapter 
officer!

Linda Litster is AAPC’s officer liaison of local chapters. She is a member 
of the Salt Lake City, Utah, local chapter.

Take Your Career to the Next Level
Becoming a local chapter officer may be the catalyst you need to 
energize your career with new opportunities.
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By Michelle A. Dick, BS

Chat Room

What’s Trending on Facebook? 
HEALTHCON 2018
April proved to be a month of excitement, with AAPC members posting on 
Facebook enthusiastic sentiments about HEALTHCON 2018. Members 
became social media cheerleaders by inspiring, thanking, congratulating, 
and supporting each other, and by sharing their experience. To top it off, 
AAPC went Live at some of the HEALTHCON events. These Facebook 
snapshots depict the buzz felt by attendees in Orlando.
Attendees left feeling rejuvenated. Thanks for spreading the cheer at 
HEALTHCON!
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By David Blackmer, MSC

Member Experience

AAPC membership has surpassed 175,000 individuals, covering 
a wide variety of fields and backgrounds within the business of 

healthcare. And there is a sizeable number of you who have one thing 
in common: lots and lots of experience.
The results from the latest AAPC Salary Survey we conducted 
showed that roughly 44 percent of the employed respondents have 

10 or more years of experience. That’s a lot of veterans in the business 
of healthcare.
AAPC has long searched for a way for these seasoned profession-
als to highlight their expertise and broaden their careers without 
excessive effort, expense, or time commitments. Earlier this year, we 
relaunched the AAPC Fellowship Program to meet these goals.

Who Should Apply
If you have at least one AAPC certification and at least 10 years of 
healthcare experience, you are invited to apply to the Fellowship 
Program. Although it’s rare for someone with that amount of experi-
ence to be credentialed with an apprentice-level certification, we un-
derstand this may be the case for some members, and such individuals 
are still welcome to apply. It is free to apply to the Fellowship Program.

GET RECOGNIZED FOR YOUR EXPERIENCE
AAPC Fellowship Program is back to 
solidify your veteran status on the 
business side of healthcare.
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It is free to apply to the Fellowship Program.

Fellowship Program

What the Application Process Looks Like
The defining element of the application process is a research paper 
(minimum of 2,500 words) that demonstrates healthcare expertise. 
To solicit only the highest caliber of competency, the application 
process is in two parts. 
You must first complete an online form at www.aapc.com/fellowapplication. 
This involves providing your basic information, employment history 
(to show 10 years of experience), agreement to the disclaimer and 
terms, and a detailed explanation of what your research paper is going 
to cover. Your outline should demonstrate that your paper will be 
more than just a fact-based essay; research papers propose new ideas 
and offer supporting evidence.
After the research paper outline is approved, the second part of 
the application process involves writing and submitting the actual 
research paper. If your paper is approved, you are granted “AAPC 
Fellow” status.
Submitted outlines and research papers are considered by a 
Fellowship Committee anonymously. Each reviewer uses the same 
grading rubric to evaluate a research paper, awarding points based on 
the following criteria:

• Introduction - States topic/thesis with clarity to interest the 
reader quickly

• Quality of Research - Cites several reliable, relevant sources 
appropriately and correctly

• Content Knowledge - Uses logical arguments to support 
thesis, and demonstrates expertise and critical thinking with 
all examples, diction, etc.

• Conclusion - Provides a summary of arguments and thesis
• Writing - Offers a logical flow with smooth transitions and 

exhibits professionalism in being free from spelling or other 
grammatical errors

Research paper scores are averaged from all reviewers, and applicants 
whose papers receive an average of 80 percent or higher are accepted 
as AAPC Fellows. If your application is denied or your research paper 
does not meet this standard, you will be notified with further details 
of what areas could be improved, so you may rework your submission 
and reapply.

How to Maintain Fellowship
To keep Fellowship status, you are expected to maintain AAPC 
membership and certification, and annually recommit to be an 
involved and dedicated AAPC leader. This demonstration of leader-
ship could include:

• Presenting at AAPC events
• Writing thought leadership content for the AAPC website or 

Healthcare Business Monthly magazine
• Engaging positively in AAPC social media
• Advocating for industry improvement
• Mentoring newer AAPC members
• Volunteering for local chapters

Although this is by no means a comprehensive list, nor must leader-
ship activities be AAPC-specific, we will occasionally follow-up with 
AAPC Fellows to find out what kinds of leadership activities they are 
performing.
Learn more about the Fellowship Program at www.aapc.com/fellow.

David Blackmer, MSC, is the director of member experience at AAPC. He is a member of the Salt Lake South 
Valley, Utah, local chapter.

Props to Our Customer Service Representatives

We appreciate feedback from members about their experiences with AAPC’s customer service; 
we especially love receiving props! Here’s what a few members said recently about their 
customer service experiences:

“So very thankful that I called AAPC and spoke with Wendy. She made my day by explaining 
the Emeritus Membership option. Even though I have retired, I sincerely want to maintain a 
connection with AAPC and the medical coding field.”

We’re thankful you spoke with Wendy, as well. We have membership possibilities that cater 
to a variety of circumstances. Our Corporate and Emeritus Memberships are ideal for certain 
individuals. Learn more about all of our membership options at: aapc.com/membership/faq.

“I appreciate the explanation of how to move CEUs around. I did not know you could do that, 
since this is my first additional certification. I am beyond happy right now!”

Congratulations on earning a second certification! The CEU Tracker makes it easy to manage 
your continuing education units (CEUs), but we understand that it can be tricky to learn how to 
use this complimentary tool, at first. 

To assign continue CEUs to a specific certification, simply enter the CEUs as usual. If the date of 
the CEUs is after the date you earned the additional certification(s), the tracker will prompt you 
to select the credential to which the CEUs apply. 

For CEUs that are automatically populated in the tracker from the AAPC website, simply click 
“Edit” and then “Save” to activate the same prompt.

To nominate an AAPC employee for excellent service you received, send an email to  
thanks@aapc.com.



18 Healthcare Business Monthly
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 Coding/Billing  Auditing/Compliance  Practice Management 

By Gayathri Natarajan, CPC, COC

Delivering quality care, while ensuring effective clinical documenta-
tion and compliant medical coding, is an ongoing challenge 

in a fast-paced emergency department (ED). Over the next two 
months, we’ll review best practices to optimize coding compliance 
and reimbursement of ED claims. 
In part 1 of this series, we’ll concentrate on: 

• Clinical documentation education required for providers
• Coder education of guidelines that drive choosing the most 

appropriate ED level on the professional and facility sides of 
billing.

Best Practice No.1:  
Educate Physicians on Documentation Requirements
Educating ED clinicians on clinically significant and relevant 
documentation is key to achieving compliant coding and optimizing 
reimbursement. This is especially challenging in the ED because the 
provider documentation must support the ED provider’s professional 
services, as well as billing and coding for the facility. The profes-

sional ED level — like other professional evaluation and management 
(E/M) services — is based on the level of history, examination, 
and medical decision-making (MDM) documented in the medical 
record. Whereas the facility ED level is driven by the extent of services 
rendered by nursing and ancillary staff. 
Providers must be aware of the documentation requirements to 
support their professional services — specifically, the requirements 
of the patient history, exam, and MDM (Table 1).

History
Within the history component, the history of presenting illness is 
typically the weakest element of the documentation. Most practice 
management systems have built-in electronic health record (EHR) 
templates that can be customized to capture elements of the patient’s 
chief compliant (CC). The elements within the HPI are:

• Location – Where on the body is the sign or symptom located? 
• Quality – Describe the sign or symptom.
• Severity – Describe the intensity of a sign or symptom.

TABLE 1

Levels 99281 99282 99283 99284 99285

History Problem-focused Expanded problem-focused Expanded problem-focused Detailed Comprehensive

Exam Problem-focused Expanded problem-focused Expanded problem-focused Detailed Comprehensive

MDM Straightforward Low complexity (Low) moderate complexity (High) moderate complexity High complexity

Nature of 
Presenting 
Problem

Self-limited or minor problem low to moderate severity Moderate severity
High severity not posing an 
immediate significant threat to 
life or physiological function

High severity with immediate 
threat to life or physiological 
function

Clinical 
Examples

*Simple suture removal

* Uncomplicated laceration repairs

* Uncomplicated insect bites 

* Minor traumatic injury of an 
extremity with localized pain, 
swelling, and bruising (no 
imaging done) 

* Red, swollen cystic lesion on back

* Rashes exposure to poison ivy

* Visual disturbance with history of 
foreign body in eye

* Minor head injury without 
loss of consciousness, altered 
mental status or amnesia

* Asthma clearing with 1 
nebulizer

*Extremity trauma with X-ray

* Asthma with >1 neb and/or 
X-ray/labs 

*DVT work-up (leg pain)

* Vaginal bleeding, testicular pain

* Migraine or low back pain with 
IV/IM and re-assessment

* Greater than single extremity or 
organ system trauma 

* Chest pain with cardiac work 
up (EKG, X-ray/CT, labs); admit 
or discharge

* Abdominal pain or kidney 
stone work-up and treatment 
that includes CT or ultrasound, 
IV fluids, IV/IM meds for pain

* Most completed strokes, TIAs

BEST PRACTICES TO  
IMPROVE EMERGENCY CODING
Part 1: Educated coders and  
providers are crucial to claim success.
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• Duration – How long has the sign or symptom been present? 
• Timing – When does the sign or symptom occur? 
• Context – What proceeds or accompanies the sign or 

symptom? 
• Modifying factors – What reduces or increases the sign or 

symptom?
• Associated signs and symptoms – Describe co-existing 

problems that accompany the signs or symptom. 
Although it’s the provider’s choice to choose free text, rather 
than using the EHR templates, the latter aids in ensuring better 
documentation, while also educating the physician on the required 
elements.
Let’s look at a clinical example of an ED visit documented using 
such an EHR template. The bolded fields are available on the EHR 
template to cue the physician and to help improve documentation: 
A 76-year-old male presents to the ED with intermittent cramping, 
lower abdominal pain for the past 3 days following eating out at a local 
bistro, with 2 episodes of vomiting this morning. Denies fever, diarrhea, 
or bloody stools. Describes the pain to be 6/10 on visual analogue scale 
(VAS). Feeling better with aspirin. 

• Reason for visit –Abdominal pain
• Location of pain – Lower abdomen
• Quality of pain – Cramping
• Severity of pain – 6/10 (moderate)
• Duration of pain – 3 days
• Frequency of pain – Intermittent 
• Timing of pain – None
• Context or onset since – Eating out at a local bistro
• Relieved by – Aspirin

• Worsened by – None
• Associated signs and symptoms - 2 episodes of vomiting this 

morning. Denies fever, diarrhea, or bloody stools

Three significant challenges affect the quality of care and claim reimbursement in the ED:

Challenge Factors influencing quality of care Factors influencing claim reimbursement

1.  The nature of the 
ED: unscheduled 
and an emergency

Fast-paced environment

Depending on the patient’s condition, the ED demands instant clinical 
decisions and short execution time.

Revenue leakage

Documentation time available to providers is limited. Providers fail to capture all 
rendered services, or all relevant diagnosis, leading to discharges not fully billed and 
denied claims.

2.  Coordination with 
multiple faculty 
staffs

Timely coordination of services

The ED team involves a range of providers: emergency medical 
technicians to ED physicians, specialists, residents, nurse practitioners, 
registered nurses, physician assistants, patient care technicians, etc.

Physician vs. facility services

Detailed information on coordination of care provided by ED physicians (vs. that of the 
nursing and ancillary staff) is required to distinguish physician/professional services 
(vs. facility services) and to code accordingly.

3. Length of stay Long stays in the ED

A long stay in the ED may be prompted by the need to observe the 
patient.

ED services vs. observation care

Coders must review the clinical documentation to correctly classify ED services vs. 
observation care, especially for stays exceeding one day. 

Three ED Challenges
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Exam 
Documentation cloning in the exam component can be a problem 
when using an EHR. For example, the provider may use the same 
comprehensive documentation of physical exam for every patient/
visit, even if such an exam is not pertinent to CCs. This calls into 
question the legitimacy and medical necessity of the service. ED 
providers should ensure the documentation is pertinent to the visit. 
Although the templates and shortcut features in an EHR may save 
documentation time, it’s very important for providers to double-
check the clinical information submitted to be certain it’s relevant 
and unique to the patient’s current visit. Some EHRs have an 
audit trail feature to track historical information such as how 
often the documentation was cloned by pulling in previous entries. 
The Centers for Medicare & Medicaid Services (CMS) insist on 
personalized documentation of each encounter, and recovery audit 
contractors (RACs) continue to identify and focus audits on cloned 
documentation. 
Providers should also watch for auto-populate functions in EHRs, 
which can lead to documentation errors. Providers should avoid 
notes that state “seen and agree,” “all systems are reviewed and are 
negative,” “14-point review unless indicated otherwise,” etc. To 
avoid cloning, the EHR should be built with a system intelligence to 
prompt queries when templated documentation is used. 

MDM
Additional work the provider does, including tests ordered and 
management options chosen, must be documented clearly because 
that information drives the level of MDM. On the facility side, spe-
cial emphasis is required for documentation of start and stop times, 
mode/route of administration, etc., when handling hydration, 
injections, and infusions. When rendering critical care services, 
providers most often miss documenting the face-to-face time spent 
on critical care (and the opportunity to report critical care codes). 
Providers most often pull the problem list and management from 
the previous patient encounter, which can result in over documenta-
tion and up-coding. Templated statements, such as “Labs and 
radiological investigations ordered and reviewed,” are inadequate 
to determine the appropriate level of workup done. Documentation 

should specify the type of workup, along with findings. Below are 
examples of acceptable documentation: 

• Chest X-ray done on 03/28/2018 revealed mild atelectasis with 
no radiographic evidence of acute cardiopulmonary process.

• Labs done on 03/28/2018, revealed the following: glucose 135, 
elevated; sodium 139 mmol/l; potassium 3 mmol/l, low; chloride 
90 mmol/l; total co2 content was 30 mmol/l; bun was 9 mg/dl; 
creatinine 0.60 mg/dl. osmolarity calculated was 285. calcium 
level 9.7 mg/dl. total protein was 6.9 gram/dl. albumin level 
was 3.7 gram/dl, low. WBC 5.9, RBC 4.31, hemoglobin 11.1, 
hematocrit 35.9, and platelet count was 139, low.

Best Practice No. 2:  
Educate Coders on How to Select ED Service Levels
Because ED coding encompasses both professional and facility 
services/billing, you must know how to scour documentation to 
determine the correct ED service level for both settings. Because the 
professional and ED levels are determined by different criteria, they 
will not necessarily match for the same patient/encounter. 

Quick Tips for Physician Coding
On the physician side, there are several key points to help determine 
an ED service level. 
The National Government Services update, effective July 1, 2017, 
clearly distinguishes an expanded problem-focused exam, versus a 
detailed exam. This eradicates the need for individual interpretation 
of an ambiguous coding guideline and helps to select the appropri-
ate ED level.

Examination Requirement Prior to July 1, 2017 As of July 1, 2017

Expanded problem-focused 2-7 organ systems 2-5 organ systems

Detailed
2-7 organ systems with one 
organ system examined and 
documented in detail

6-7 organ systems

The nature of a patient’s presenting problem is key to determine 
the appropriate level of risk under MDM. Choosing between 
99283 Emergency department visit for the evaluation and management 

Clinical Documentation Improvement (CDI)

ED coders should focus on identifying and cataloging 
documentation improvement opportunities for each 
physician to improve coding specificity and missed 
documentation of specific procedures that could have been 
captured. Coders and CDI experts can help institutionalize 
comprehensive documentation practices through repetitive 
reviews and provider education. Well-designed electronic 
ED charting tools and scribe utilization can help reduce 
revenue leakage due to missed procedures by making sure 

the documentation is completely reviewed and attested to 
by the physician. 

Some of the most effective ways to improve clinical 
documentation completeness and accuracy are:

• With the aid of applications, such as computer 
assisted coding and natural language processing, the 
documentation is scanned for key terms and unstructured 
notes that are reviewed by CDI professionals for areas of 
improvement. 

• Strengths, weakness, opportunities, and threats (SWOT) 
analysis and trend reports generated by physicians, 
detailing the top three to five areas of documentation 
improvement to focus provider education, preferably 
using relevant examples to a small group of providers. 

• Provider “report cards” to track progress of revenue 
trends, and follow up audits on documentation post 
education. 
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Discuss this article 
or topic in a forum at 
www.aapc.com ED Coding
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of a patient, which requires these 3 key components: An expanded 
problem focused history; An expanded problem focused examination; 
and Medical decision making of moderate complexity and 99284 
Emergency department visit for the evaluation and management of 
a patient, which requires these 3 key components: A detailed history; 
A detailed examination; and Medical decision making of moderate 
complexity is especially difficult because both levels support moder-
ate complexity MDM. 
Elements on the risk table help to distinguish a “low moderate” 
versus “high moderate” level of risk: 

Risk Table Low Moderate Risk High Moderate Risk

Nature of 
presenting 
problems

Moderate severity. 
Examples:
• Multiple unrelated presenting 

complaints 
• Systemic symptoms 
• Mild exacerbation of chronic 

condition

High severity. 
Requires urgent evaluation by the 
physician, but does not pose an 
immediate, significant threat to life 
or physiologic function, nor require 
admission.
Usually:
• Acute, complicated injury 
• Psych-related conditions 

Ordered 
diagnostic 
procedures

Limited diagnostic studies

Multiple diagnostic studies, special 
studies (i.e., computed tomography 
(CT), magnetic resonance imaging 
(MRI), ultrasound, cardiovascular 
imaging, etc.)

Selected 
management 
options 

Prescription drug management 
that includes Rx meds given in 
ED, like oral meds, eye drops, ear 
drops, antibiotics, pain meds, etc. 

ED interventions like nebulizers, 
parenteral medications (i.e., 
intravenous fluids with additives, etc.) 

Key Areas to Help You Select Facility ED levels 
There is no national standard that drives the facility ED level. CMS 
requires each hospital to establish its own billing guidelines, as 
restated by the Outpatient Prospective Payment System (OPPS). 
Most facilities follow a customized grid/point system. Points are 
assigned based on sufficient documentation for each of the grid 
parameters summing up to the final ED facility level to aid ap-
propriate payment by Ambulatory Payment Classifications (APCs), 
which is the payment methodology under the OPPS. 
Common types of services credited to the facility side include: 

• Mode of patient arrival
• Triage
• Vital signs

• Nurse notes
• Nursing assessments
• Other assessments (airway, breathing, and circulation 

(ABC), visual acuity, pain, etc.)
• Psychological social status
• Isolation services
• Social worker notes
• Teaching time
• Care rendered towards ostomy, wound care, etc.
• Specimen collection (urine samples, throat swab, wound 

swab, etc.)
• Translator and interpret services
• Type of discharge disposition

The American College of Emergency Physicians recommends a 
coding model that references possible interventions/procedure 
examples and complexity of discharge instructions to serve as 
proxy representation for the typical intensity of provided facility 
services. For example, patients walking in for simple interventions, 
such as a prescription refill, uncomplicated suture removal, or 
wound recheck, usually qualify for 99281 Emergency department 
visit for the evaluation and management of a patient, which requires 
these 3 key components: A problem focused history; A problem focused 
examination; and Straightforward medical decision making. More 
complex interventions such as frequent monitoring of vitals, prep 
for procedures, such as CT, MRI, central line insertions, etc., may 
qualify for 99285 Emergency department visit for the evaluation and 
management of a patient, which requires these 3 key components within 
the constraints imposed by the urgency of the patient’s clinical condi-
tion and/or mental status: A comprehensive history; A comprehensive 
examination; and Medical decision making of high complexity, taking 
into consideration the entire documentation.
For more information on choosing facility E/M levels, read 
“Evaluate Your Performance When ED Leveling” in AAPC’s 
Knowledge Center (www.aapc.com/blog). 

Gayathri Natarajan, CPC, COC, is the director of coding education, transitions, quality, and 
compliance at Access Healthcare. She has 14-plus years of experience in leading large-scale 
medical coding teams across a diverse range of specialties and has experience with in-person 
provider education. As the director for coding services, Natarajan provides leadership to 
coding education and training programs, coding compliance, medical coding process 
automations, and process transition activities at Access Healthcare. She is a member of 
Chennai, India, AAPC chapter.

Coders and CDI experts can help institutionalize comprehensive 
documentation practices through repetitive reviews and provider education.
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Clear Up Misconceptions 
About Transgender Coding

Acceptance has paved the way to more accurate 
diagnoses and improved health outcomes, but 

insurance coverage hinges on proper coding.

22 Healthcare Business Monthly

 CODING/BILLING
By Marcia Maar, MFA, COC, CPC, CRC, AAPC Fellow, AAPC MACRA Proficient, and Michelle A. Dick, BS

Transgender is a broad term used for 
people whose gender identity or 

gender expression differs from their 
assigned sex at birth. Proper diagnosis 
and procedural coding of transgender 
medical services begins with under-
standing the spectrum of gender 
identity variations.

Transgender Definitions
Although there is no univer-
sally accepted definition of the word 
“transgender,” here are some terms 
you should know when coding 
patients with gender dysphoria:
Bigendered — Individuals who 
identify as both or alternatively 
male and female, as no gender, 
or as a gender outside the male or 
female binary. 
Crossdresser — Individuals 
who dress in clothing associ-
ated with the opposite sex — for 
reasons that include a need to 
express femininity or mascu-
linity, artistic expression, per-
formance, or erotic pleasure 
— but do not identify as that 

gender. The term “transvestite” 
was previously used to describe 

a crossdresser, but it is now con-
sidered derogatory and should not 

be used.
Female-to-male (FTM) — Someone 

who was identified as female at birth but 
identifies and portrays his gender as male. 

This term is often used after the individual 

has taken some steps to express his gender as male, or after medically 
transitioning through hormones or surgery (aka, transman).
Gender identity — A person’s innate identification as a man, 
woman, or something else that may (or may not) correspond to the 
person’s external body or assigned sex at birth.
Intersex — Individuals with a set of congenital variations of the 
reproductive system that are not considered typical for either male 
or female. This includes newborns with ambiguous genitalia, a 
condition that affects one in 2,000 newborns in the United States 
each year.
Male-to-female (MTF) — Someone who was identified as male at 
birth but identifies and portrays her gender as female. This term is 
often used after the individual has taken some steps to express her 
gender as female, or after medically transitioning through hormones 
or surgery (aka, transwoman). 
Transsexual — An individual who strongly identifies with the other 
sex and seeks hormones or gender-affirmation surgery, or both, to 
feminize or masculinize the body. This person may live full-time in 
the cross-gender role.

Common Criteria for Gender Reassignment
For payers to cover gender reassignment, like all other procedures, 
medical necessity needs to be proven. There must be evidence of a 
strong and persistent cross-gender identification (e.g., the individual 
is insistent on being the other sex). This cross-gender identification 
must not merely be a desire for perceived cultural advantages of being 
the other sex. There must be evidence of persistent discomfort about 
the patient’s assigned sex or a sense of inappropriateness in the gender 
role of that sex.
Transgender diagnosis is not made if the individual has a concurrent 
physical intersex condition (e.g., androgen insensitivity syndrome or 
congenital adrenal hyperplasia). To make the diagnosis, there must 
be evidence of clinically significant distress or impairment in social, 
occupational, or other important areas of functioning.
The Tufts Health Plan (accessible online), for example, may offer 
coverage if:

iSt
oc

kp
ho

to 
/ M

at
tje

ac
oc

k 



www.aapc.com June 2018 23

• The patient is 18 years of age or older. 
• The patient has a definite diagnosis of persistent gender 

dysphoria that has been documented by a qualified 
licensed mental health professional, such as a psychiatrist, 
psychologist, or other licensed physician experienced in the 
field. 

• The patient has received continuous hormone therapy for 12 
months or more under the supervision of a physician. 

• The patient has lived as their reassigned gender full 
time for 12 months or more. (Bullets 3 and 4 may occur 
concurrently.) 

• The patient’s medical and mental health providers document 
that there are no contraindications to the planned surgery 
and agree with the plan (within three months of the prior 
authorization request). 

ICD-10-CM Coding Tied to Gender Transition
Gender dysphoria is manifested in a variety of ways, including a 
strong desire to be treated as the other gender or to be rid of sex 
characteristics, or a strong conviction that the patient has feelings 
and reactions typical of the other gender. 
For a person to be diagnosed with gender dysphoria, there must be a 
marked difference between the individual’s expressed/experienced 
gender and the gender others would assign to him or her, and it must 
continue for at least six months. In children, the desire to be of the 
other gender must be verbalized. When coding gender dysphoria, 
look to F64 Gender identity disorders category of codes:

F64.0  Transsexualism

F64.1  Dual role transvestism

F64.2  Gender identity disorder of childhood

F64.8  Other gender identity disorders

F64.9  Gender identity disorder, unspecified

The Diagnostic and Statistical Manual of Mental Disorders, fifth 
edition (DSM-5) diagnosis adds a post-transition specifier for 
people who are living full time as the desired gender (with or without 
legal sanction of the gender change). This ensures treatment access 
for individuals who continue to undergo hormone therapy, related 
surgery, or psychotherapy or counseling to support their gender 
transition. Use code Z87.890 Personal history of sex reassignment 
for sex reassignment surgery (SRS) status.

Procedural Coding
Although there is no specific procedure code for people diagnosed 
with gender dysphoria who are choosing to transition, there are two 
CPT® codes that pertain to intersex surgery:

55970  Intersex surgery; male to female

55980  Intersex surgery; female to male

Codes 55970 and 55980 apply to surgery for newborns with am-
biguous genitalia, as well. 
Although not a comprehensive list, here are common procedures 
performed during gender transition surgery:

• Vaginectomy (FTM) – Look to codes such as 58275 
Vaginal hysterectomy, with total or partial vaginectomy, 57111 
Vaginectomy, complete removal of vaginal wall; with removal of 
paravaginal tissue (radical vaginectomy), etc.

• Urethroplasty (MTF and FTM) – Look to applicable CPT® 
codes 53410 – 53430.

• Phalloplasty (FTM) – 55899 Unlisted surgery of the male 
genital system, for metoidioplasty and phalloplasty

• Scrotoplasty (MTF) – 55175 Scrotoplasty; simple and 55180 
Scrotoplasty; complicated

• Penectomy (MTF) – 54125 Amputation of penis; complete
• Vaginoplasty (MTF) – 57335 Vaginoplasty for intersex state 
• Labiaplasty (MTF) – 56625 Vulvectomy simple; complete
• Clitoroplasty (MTF) – 56805 Clitoroplasty for intersex state

There are also surgical procedures associated with intersex surgery 
that payers typically consider to be cosmetic:

• Abdominoplasty – 15830 Excision, excessive skin 
and subcutaneous tissue (includes lipectomy); abdomen, 
infraumbilical panniculectomy

For information on transgender coding and healthcare rulings, read the follow-
ing articles in AAPC’s Knowledge Center: 
Admin. Drafts Transgender Healthcare Protections Rollback: www.aapc.com/
blog/42074-trump-drafts-a-rollback-of-transgender-healthcare-protection/

Identify Transgender Coding Mishaps:  
www.aapc.com/blog/36829-identify-transgender-coding-mishaps/

For payers to cover gender reassignment, like all other 
procedures, medical necessity needs to be proven.

Transgender
CODING/BILLING
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Evolution of Gender Dysphoria
Although gender dysphoria has been around throughout history, transgender surgery only began 
in the early 1900s. Here is a time line of its progress in the medical field:

Source: Mesics, Sandra. (2015) Clinical Care of the Transgender Patient. Sacramento, Calif. NetCE: 
www.netcestudents.com/coursecontent.php?courseid=1222

1930

1940s

1952

1960-1970

1979

2014

1933

1948

1956

1973

1980

Most of Hirschfeld’s research was 
destroyed by the Nazis.

Clinical support of medically transition-
ing people began in the United States 

with Harry Benjamin, who used the 
term “transsexual” to describe people 

who physically change their body to be 
congruent with their gender identity. 

In 1948, he prescribed estrogens to 
bring about physical changes in his first 

transsexual patient.

Georges Burou, MD, the pioneer of 
modern techniques, performed one-

stage SRS in Casablanca. 

Burou had performed over 3,000 MTF 
operations by 1973.

Transsexualism was included in the third 
edition of the DSM (DSM-III).

Under the care of Magnus Hirschfeld, Lili 
Elbe became the first person to undergo 
transsexual surgery.

Michael Dillon is the first modern 
female-to-male (FTM) individual to 
undergo phalloplasty surgery. He transi-
tioned in England in the early 1940s.

Christine Jorgenson was the first 
American to publicly acknowledge 
traveling to Denmark for sex reassignment 
surgery (SRS).

Gender identity centers were established 
at Johns Hopkins, Stanford University, 
and the University of Minnesota, which 
legitimized the care and diagnosis of 
transgender individuals.

The first standards of care for transsexuals 
were published by the Harry Benjamin 
International Gender Dysphoria Associa-
tion, now known as the World Professional 
Association of Transgender Health.

The Affordable Care Act (ACA) removed 
discrimination against transgender status 
as a pre-existing condition.

• Blepharoplasty – 15822 Anesthesia for reconstructive 
procedures of eyelid (eg, blepharoplasty, ptosis surgery)

• Otoplasty – 69300 Otoplasty, protruding ear, with or 
without size reduction

• Rhinoplasty – 30410 Rhinoplasty, primary; complete, 
external parts including bony pyramid, lateral and alar 
cartilages, and/or elevation of nasal tip

• Genioplasty – 21120 Genioplasty; augmentation 
(autograft, allograft, prosthetic material)

• Rhytidectomy – 15828 Rhytidectomy; cheek, chin, and 
neck

Privacy and Respect Is Important
Remember when coding and reporting patient services for gender 
dysphoria always recognize and respect the process of transition-
ing gender. These individuals have an exceptionally high suicide 
rate and require unique healthcare needs.
The patient has the right to confidentiality. The physician and 
staff should not reveal confidential communications or informa-
tion without the consent of the patient, unless provided for by law 
or by the need to protect the welfare of the individual or public 
interest. 

Marcia A. Maar, MFA, COC, CPC, CRC, AAPC Fellow, AAPC MACRA Proficient, works in risk adjustment 
for a local non-profit health insurance company in Rochester, N.Y. She is the president of the Flower City 
Professional Coders local chapter in Rochester, N.Y.

Michelle A. Dick, BS, is executive editor at AAPC and a member of the Flower City Professional Coders 
local chapter in Rochester, N.Y.

Resources
Mesics, Sandra. (2015) Clinical Care of the Transgender Patient. Sacramento, CA. NetCE:  
www.netcestudents.com/coursecontent.php?courseid=1222

The Centers for Medicare & Medicaid Services (CMS), Gender Reassignment Surgery 
Model NCD: www.cms.gov/medicare/coverage/determinationProcess/downloads/
Kalra_comment_01022016.pdf

Discuss this article 
or topic in a forum at 
www.aapc.comTransgender
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By Brad Ericson, MPC, CPC, COSC
 CODING/BILLING

The thunderclap headache heralding reversible cerebral vasocon-
striction syndrome (RCVS) is described by sufferers as just that: 

a thunderclap. There is no warning before the unimaginable pain 
brings you to your knees. Inside the head, arteries supplying the brain 
with blood constrict or dilate. The patient may seize or vomit, be 
confused, suffer vision problems, and have trouble communicating. 
RCVS was first described in the 1960s, and again in the 1980s, 
before Gregory Call and Marie Fleming’s description prompted the 
diagnostic name of Call-Fleming syndrome. In 2007, RCVS was 
coined to include Call-Fleming syndrome, postpartum angiopathy, 
and drug-induced angiopathy. Some research indicates RCVS, which 
happens in women three times more often than men, is more com-
mon than previously thought, and is frequently misdiagnosed. 

What Is RCVS?
Don’t waste time telling RCVS victims the syndrome’s history, es-
pecially people like the 34-year-old New York man who ate Carolina 
Reaper peppers in a hot chili pepper eating contest, or the physical 
therapist who was struck at the hospital clinic where she worked, the 
day after a long bike ride.
Although the biological mechanism of RCVS is unknown, several 
causes are indicated, including: 

• Complications of 
pregnancy • Hormones 

• Blood transfusions • Certain surgical procedures
• Vasoactive drugs, including weight-loss pills, 

decongestants, migraine medications, dietary supplements, 
pseudoephedrines, epinepherines, cocaine, and pot. 

Swimming, bathing, sex, exercise, and exposure to high altitudes 
are implicated, as well. Studies finger serotonin re-uptake inhibitors 
(SSRIs), uncontrolled hypertension, endocrine abnormalities, and 
neurological trauma as sources of the head-crushing vasospasms. In 
other words, no single cause is known.
Vasospasms may come and go without intervention, offering alternat-
ing periods of headache relief and excruciating anguish. Although 
most RCVS patients’ symptoms begin to resolve in weeks, some suffer 
strokes and other sequela from the vascular tantrums. A few die. 

Diagnosing and Treating RCVS 
For the physician, diagnosing RCVS requires ruling out other condi-
tions. After eliminating stroke, subarachnoid hemorrhages, arterial 
dissection, meningitis, and other cerebral insults, the physician will 
turn to several tests that include lumbar punctures, computerized 
tomography and magnetic resonance imaging scans, and angiograms 
to view the arteries. Blood and urine tests afford the physician vigi-
lance over the rest of the body, as do frequent neurology assessments 
— especially if the patient presented with stroke-related symptoms 
that would indicate a transient ischemic attack (TIA). 

Don’t let billing these services 
strike with a thunderclap of pain.
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Resources
2018 ICD-10-CM Expert for Providers and Facilities, AAPC, page 670, August 2017
British Journal of Medicine, “An unusual cause of thunderclap headache  
after eating the hottest pepper in the world – ‘The Carolina Reaper:’”  
http://casereports.bmj.com/content/2018/bcr-2017-224085

World’s hottest pepper according to the Guinness World Records:  
https://en.wikipedia.org/wiki/Carolina_Reaper

Reversible Cerebral Vasoconstriction Syndrome (RCVS): Cedars-Sinai Medical Center:  
www.cedars-sinai.edu/Patients/Health-Conditions/Reversible-Cerebral-Vasoconstriction-
Syndrome-RCVS.aspx

Systematic review of reversible cerebral vasoconstriction syndrome:  
Expert Review of Cardiovascular Therapy (pages 1417-1421) Oct. 8, 2010:  
www.ncbi.nlm.nih.gov/pmc/articles/PMC3020907/

Reversible Cerebral Vasoconstriction Syndrome. Cleveland Clinic: https://my.clevelandclinic.org/
health/diseases/16158-reversible-cerebral-vasoconstriction-syndrome

Reversible Cerebral Vasoconstriction Syndrome:  
An Important Cause of Acute Severe Headache. Tan, Flower. Emergency  
Medicine International, July 9, 2012: www.ncbi.nlm.nih.gov/pmc/articles/PMC3399374/

Headaches
CODING/BILLING

Discuss this article 
or topic in a forum at 
www.aapc.com

Calcium channel blockers, such as verapamil, are often prescribed 
to relax the arteries and free blood flow. Although such medications 
may calm the headaches, they may not decrease the risk of stroke. 
Other treatments include migraine medications and intravenous 
fluids. As the headaches fade, approximately 71 percent of RCVS 
patients show no evidence of disabilities. If the patient’s RCVS 
follows a cerebral injury, the chance of complete recovery lessens. 

Recurrence is rare, but possible. Follow up may continue for months 
or years, depending on the neurologist’s judgment. 

Is RCVS a Headache to Code?
RCVS can be almost as painful to code as it is to endure. 

When reporting the attack, ICD-10-CM requires coding first under-
lying conditions, which may help researchers to connect more certain 
causes. This is especially important if a TIA or other brain injury is 
confirmed, or if the patient has a glomus tumor, hypercalcemia, or 
an intracerebral hemorrhage. Other underlying conditions might 
be systemic lupus erythematosus, rheumatoid arthritis, infections, 
Wegener’s granulomatosis, and Behcet’s syndrome. 

ICD-10-CM uses a slightly different descriptor than most clini-
cians do. Report I67.841 Reversible cerebrovascular vasoconstriction 
syndrome after the underlying conditions. One primary diagnosis 
should always be G44.53 Primary thunderclap headache because 
that’s the presenting diagnosis in the emergency department (ED). 
The evaluation and management (E/M) code assigned should reflect 
the complexity of the diagnostic investigation.

No block notes or official guideline instructions complicate re-
porting of the diagnosis. The circumstances and location of the 
thunderclap headache’s onset may be recorded.

While care starts in the ED, patients are often hospitalized in 
the neuro unit while facility staff seek to control the headache 
and perform the examinations that will rule out other diagnoses. 
Laboratory, spinal tap, and radiology CPT® codes are reported, as 
are interventional radiology codes if an angiography is performed. 
Although I67.841 isn’t associated with a Medicare Severity-
Diagnosis Related Group (MS-DRG), G44.53 can drive MS-DRG 
102 Headaches with major complications and comorbidity and 103 
Headaches without major complications and comorbidity. 

RCVS remains a mystery to neurologists, but to patients it’s clearly 
an experience best not to repeat. 

Brad Ericson, MPC, CPC, COSC, AAPC MACRA Proficient, is AAPC director of publishing. He is a member of 
the Salt Lake City, Utah, local chapter.

When reporting the attack, ICD-10-CM requires coding first underlying 
conditions, which may help researchers to connect more certain causes.

CEUs.  
Get ‘em. 
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Visit us at: 
www.HealthcareBusinessOffice.com 
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By Kimberly Farley, CIC, COC, CPC, CHONC, AAPC Fellow

I admit it: I was very intimidated at the thought of using a procedural 
coding system (PCS), at first. Prior to Oct. 1, 2015, I coded inpatient 

procedures using ICD-9-CM Volume 3 codes, which were three to 
four numeric characters. Then, ICD-10-PCS was implemented, and 
I was faced with a code set using seven alphanumeric characters. The 
new code set seemed very difficult and confusing, and I didn’t think 
I’d ever get used to it. Two years later, I prefer PCS coding to both 
ICD-9-CM Volume 3 and CPT® coding. The key is to understand 
the approach.

Get More Specific
There are a few reasons why I prefer PCS coding. One is because 
CPT® codes are rarely as specific as PCS codes: For any given pro-
cedure, CPT® generally offers one or two codes compared to the 
multiple codes PCS offers. 
For example, as shown in Figure A, a total abdominal hysterectomy 
with bilateral salpingo-oopherectomy (TAHBSO) in CPT® is coded 
58150 Total abdominal hysterectomy (corpus and cervix), with or with-
out removal of tube(s), with or without removal of ovary(s); which is not 
specific as to whether one or both ovaries and fallopian tubes were 
removed. 
In PCS, as shown in Figure B, a TAHBSO is four codes (0UT90ZZ, 
0UTC0ZZ, 0UT20ZZ, 0UT70ZZ), allowing you to specify the 
uterus and cervix were completely removed, as well as bilateral ovaries 
and bilateral fallopian tubes, and that it was an open procedure, not 
laparoscopic. There are different codes for when only one ovary or 
fallopian tube is removed, and they are also specific to laterality. 

Codes Are Composed Intuitively
PCS codes are composed of seven alphanumeric characters that 
account for: 

1. Section
2. Body system
3. Root operation

4. Body part 
5. Approach
6. Device

7. Qualifier

As shown in Figure C, each character represents an aspect of the per-
formed procedure and helps to build a code that clearly describes it. 
ICD-10-PCS codes are organized into tables, as shown in Figure 
D. These tables are further organized into rows that specify a valid 
combination of characters to comprise a complete code. 
For a PCS code to be valid, it must be built from the same PCS table, 
with characters four through seven in the same row of the table. You 
cannot choose one character from one row and another character 
from a different row. As shown in Figure E, 0JHT3VZ is a valid code 
and 0JHW3VZ is not.
Tip: Be careful not to mix up the number zero “0” character and the 
letter “O”. They are not interchangeable.

Tables Lead You to the Right Approach
Approach is the fifth character of a PCS code and is the “technique” 
the physician used to reach the site of the procedure. There are 
seven approaches to choose. Not all approaches are available for 
each procedure. As shown in Figure F, the procedure tables note 
the available approach options for the given procedure, as well as the 
device and qualifier options. 
The seven approach options available and definitions for each are: 
External approach – The procedure is performed directly on the 
skin or mucous membrane and performed indirectly by the applica-
tion of external force through the skin or mucous membrane.
Open approach – Cutting through the skin or mucous membrane 
and any other body layers necessary to expose the site of the procedure.

TAKE THE RIGHT  
APPROACH TO  

ICD-10-PCS CODING

FIGURE A

FIGURE B

Don’t let procedural 
coding intimidate you; it 
may turn out to be your 
preferred code set.
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FIGURE C

FIGURE D

FIGURE E

FIGURE F

Percutaneous approach – Entry, by puncture or 
minor incision, of instrumentation through the 
skin or mucous membrane and/or any other body 
layers necessary to reach the site of the procedure.
Percutaneous endoscopic approach – Entry, by 
puncture or minor incision, through the skin or 
mucous membrane and/or any other body layers nec-
essary to reach and visualize the site of the procedure.
Natural or artificial opening endoscopic – 
Entry of instrumentation through a natural or 
artificial external opening to reach and visualize 
the site of the procedure.  
Natural or artificial opening – Entry of the 
instrumentation through a natural or artificial 
external opening to reach the site of the procedure. 
Natural or artificial opening endoscopic with 
percutaneous endoscopic assistance – Entry of 
instrumentation through a natural or artificial 
external opening and entry, by puncture or minor 
incision, of instrumentation through the skin 
or mucous membrane and any other body layers 
necessary to aid in performing a procedure.

Less Need to Query
Sometimes it’s a challenge to determine which 
approach is used for a procedure. The physician 
doesn’t have to change their documentation 
verbiage to specifically say open, percutaneous, 
endoscopic, etc.
It’s appropriate for you to determine what PCS 
definition equates to the documentation in the 
medical record. It’s not necessary to query the 
provider when the correlation between the docu-
mentation and the defined PCS term is clear (per 
coding guidelines).
Example: When the physician documents “par-
tial resection,” you can independently correlate 
“partial resection” to the root operation “excision” 
without asking the physician for clarification.
Be sure to follow guidelines for multiple proce-
dures. During the same operative episode, multiple 
procedures are coded if:  
A.  The same root operation is performed on differ-

ent body parts as defined by distinct values of 
the body part character. 

Examples: Diagnostic excision of liver and 
pancreas are coded separately. 

Excision of lesion in the ascending colon and 
excision of lesion in the transverse colon are 
coded separately. 
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B.  The same root operation is repeated in multiple body parts, and 
those body parts are separate and distinct body parts classified to 
a single ICD-10-PCS body part value. 

Examples: Excision of the sartorius muscle and excision of 
the gracilis muscle are both included in the upper leg muscle 
body part value, and multiple procedures are coded. 

Extraction of multiple toenails is coded separately. 

C.  Multiple root operations with distinct objectives are performed 
on the same body part. 

Example: Destruction of sigmoid lesion and bypass of sig-
moid colon are coded separately. 

D.  The intended root operation is attempted using one approach, 
but it’s then converted to a different approach. 

Example: Laparoscopic cholecystectomy converted to an 
open cholecystectomy is coded as percutaneous endoscopic 
inspection and open resection (two PCS codes). 

Look Up Codes More Easily
The simplest way to use the index in PCS is to first look up the 
defined root operation. From there, it’s easy to find what options are 
available for that procedure. If you start with the section or even the 
body system, it’s more difficult and takes more time.
Example: Laparoscopic cholecystectomy. 
Look up the root operation Resection (the entire gallbladder is being 
removed). Then search for the body part, Gallbladder (0FT4). Next, 
determine whether the approach was laparoscopic/percutaneous 
endoscopic or open. There is no device or qualifier available for this 
procedure, so No Device (Z) and No Qualifier (Z) are the only choices. 
Some encoders will let you just start with “cholecystectomy” and 
lead you into Excision - Cutting out or off, without replacement, a 
part/portion of the body part vs. Resection - Cutting out or off, without 
replacement, all of a body part, then Open vs. Laparoscopic. As shown 
in Figure G, the valid code for laparoscopic cholecystectomy is 
0FT44ZZ.
The tables show you what options are available for the approach, as 

well as other characters (body part, device, 
qualifier) for a given operation (excision, 
resection, etc.), per the body part the surgery 
is performed on. For the gallbladder resection, 
you can see in Figure H, the options for Via 
Natural or Artificial Opening and Via Natural 
or Artificial Opening Endoscopic are grayed 
out, as they are not available approaches for 
that body part and procedure. 
There is no reason to feel overwhelmed 
when it comes to ICD-10-PCS coding. If 
you familiarize yourself with the PCS coding 
guidelines, particularly with previous inpa-
tient coding knowledge and pursue continued 
education, you’ll find assigning PCS codes 
easier than expected. 

Kimberly Farley, CIC, COC, CPC, CHONC, AAPC 
Fellow, is an inpatient coder for Memorial Health System 
in Marietta, Ohio. She has worked in healthcare for 20 
years. Farley has presented for the Parkersburg, W.Va., 
local chapter and served as member development officer 
in 2011 and 2012. 

Resource
www.cms.gov/Medicare/Coding/ICD10/Downloads/2017-
Official-ICD-10-PCS-Coding-guidelines.pdf 
ICD-10-PCS code book
AHA Coding Clinic for ICD-10-PCS, first quarter 2015

FIGURE G

FIGURE H
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SMEDICARE REMOVES TOTAL KNEE ARTHROPLASTY  

FROM INPATIENT-ONLY LIST, BUT CONFUSION REMAINS
As of Jan. 1, 2018, the Centers for Medicare & Medicaid Services 
(CMS) has removed total knee arthroplasty (TKA), reported using 
CPT® code 27447 Arthroplasty, knee, condyle and plateau; medial 
AND lateral compartments with or without patella resurfacing (total 
knee arthroplasty), from its inpatient-only (IPO) list. This change 
allows Medicare payers to reimburse for TKA performed in an 
outpatient setting, but not in an ambulatory surgical center (ASC).
This does not mean that CPT® code 27447 must be performed in the 
outpatient setting: Medicare still may cover and pay for TKA when 
performed in the inpatient setting. Rather, providers must decide the 
best setting in which to perform the surgery, based on the patient’s 
condition, needs, expected recovery time, etc. CMS will preclude site 
of service audits for CPT® code 27447 by recovery audit contractors 
for two years.
Here’s a breakdown of CMS coverage, by setting, for 27447/TKA:

Inpatient setting Outpatient setting ASC

Allowable if medically supported Allowable if medically supported Not allowable

Although CMS does not allow coverage for CPT® code 
27447 in the ASC at this time, it remains open to allow-
ing such coverage in the future if the procedure is shown 
to be safe and effective when performed in an ASC.

The above information may be found in the 2018 
Hospital Outpatient Prospective Payment System 
(OPPS) final rule.
AAPC members have expressed concern that private 
insurers are now rejecting inpatient claims for CPT® 
code 27447, perhaps based on a misunderstanding of 
CMS’s policy change regarding TKA coverage in the 
outpatient setting. Some non-Medicare payers routinely 
will cover TKA when performed in an ASC. 
Due to these inconsistencies, if you’re reporting CPT® 
code 27447 to non-Medicare payers, you’d be wise to clarify the 
payer’s requirements prior to billing. 

Resource
2018 OPPS Final Rule, published in the Dec. 14, 2017, Federal Register:  
www.gpo.gov/fdsys/pkg/FR-2017-12-14/pdf/R1-2017-23932.pdf
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 CODING/BILLING
By Stacy L. Shaw, CPC, CPMA, AAPC Fellow

From the referral to the claim submission, there are many opportuni-
ties for errors that result in a claim denial, improper payment, or 

even an audit. To secure proper payment, here is a checklist of five 
essential questions to ask yourself as you code radiology claims.

1.  Have I captured the correct  
number of views for the code assigned? 

Radiologists do not always provide a clear-cut number of views in 
their dictation. Figuring out how many views were performed can be 
difficult, especially if you’re not familiar with the abbreviations and 
terminology used to describe these views. Know the most commonly 
used views and how they apply to the report you’re coding. 
For example, a radiologist may dictate that anteroposterior, lateral, 
and oblique views were obtained on a knee. You might assume this 
translates to three views, without realizing the radiologist took both 
left and right oblique views, which would make this a four-view study. 
It is also imperative to understand the word “images” does not 
automatically translate to “views.” CPT® codes are assigned based on 
the number of views, not images or films. Radiologists commonly use 
phrases such as “three images were obtained,” which does not neces-
sarily translate into a three-view code. Depending on the patient’s size 
and other factors, more than one X-ray image or film may be needed 
to complete a single view.

2. Was there contrast or no contrast used? 
Sometimes, the answer is “both.” Magnetic resonance imaging and 
computed tomography exams both have codes for exams performed 
with contrast, without contrast, or with and without contrast. It 
is important to make sure you select the code based on what the 
radiology report says was done. The Radiology Guidelines section of 

the CPT® code book defines a “with contrast” study as one where the 
contrast is administered by one of the following types of injection: 

1. 1. Intravascular (into a vein or artery) 

2. 2. Intra-articular (into a joint) 

3. 3. Intrathecal (into the spine) 

The use of oral or rectal contrast does not meet CPT® criteria for a 
“with contrast” exam.

3.  Does the exam I’m coding have a  
Local Coverage Determination (LCD) or  
a National Coverage Determination (NCD)? 

The Centers for Medicare & Medicaid Services (CMS) develops 
NCDs for Medicare coverage of most services and supplies; but for 
the services and supplies without an NCD, Medicare administrative 
contractors often develop their own LCDs. All NCDs and LCDs 
can be viewed on the Medicare Coverage Database. These policies 
list, in part, the covered radiology exams and procedures and the 
specific ICD-10 codes that show medical necessity. There are many 
radiology exams and procedures on these lists, so it’s important to 
review national and local policies to make sure the ICD-10 code you 
select is listed for the particular exam or procedure you are billing.

4.  Have I coded this claim to the  
highest level of specificity available in ICD-10? 

Occasionally, radiologists will give the final impression as one thing, 
but give a more specific diagnosis in the full body of the note. For 
example, a radiologist may dictate in the final impression that a 
fracture of the distal radius was seen, but in the findings or the body 
of the report, an intra-articular distal right radius fracture is noted. 

Questions Every Radiology
Coder Should Ask

The answers to proper coding 
and reimbursement are not 
always transparent.
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This information changes the ICD-10 code. Don’t automatically 
assume the radiologist’s final impression is the final diagnosis. Read 
the entire report before selecting an ICD-10 code.

5. Does my claim need a modifier? 
After determining whether a report requires modifier 26 Professional 
component, modifier TC Technical component, or neither (indicating 
a global service that includes both components), check the claim to 
see if additional modifiers are necessary. 
Common modifiers include:

• Modifiers LT Left side and RT Right side to indicate laterality
• Modifier 59 Distinct procedural service (or X(EPSU) 

modifiers)
• Modifiers 76 Repeat procedure by same physician and 77 

Repeat procedure by another physician
• Modifier 50 Bilateral procedure 

Having convenient access to updated National Correct Coding 
Initiative (NCCI) edits (published quarterly on CMS’s website) will 
help you to decide whether a modifier is necessary, or even allowed 
for the particular coding scenario. 

Tip: Look at all exams performed by your radiology group for a 
particular date of service because, sometimes, radiology exams are 
not all billed on the same claim.
Answering these questions does not guarantee your claims will 
be paid every time, by every payer, but it will help you to avoid 
five coding mistakes that commonly cause radiology claims to be 
denied, audited, or improperly paid.
For more information on radiology coding, read the article 
“Radiology Changes in CPT® 2018” (www.aapc.com/blog/40420-radiology-
changes-in-cpt-2018/) in AAPC’s Knowledge Center. 

Stacy L. Shaw, CPC, CPMA, AAPC Fellow, is a team lead coder at MedKoder, LLC. She has 
more than 20 years of experience in healthcare, working in the management, coding, 
auditing, and billing sectors. Shaw is a member of the Cleveland, Ohio, local chapter.

Resources
CMS, Medicare Coverage Database: www.cms.gov/medicare-coverage-database/

CMS, NCCI edits: www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/index.html

Our coding courses with AAPC CEUs: 
• Care Management — CPT Coding (10 CEUs) 
• Prime Time: ICD-10-CM for Primary Care 
• Primary Care Primer — CPT Coding (18 CEUs) 
• E/M from A to Z (18 CEUs) 
• Dive Into ICD-10 (18 CEUs) 
• Charting E/M Audits (11 CEUs) 
• The Where’s and When’s of ICD-10 (16 CEUs) 
• Walking Through the ASC Codes (15 CEUs) 
• Coding with Heart — Cardiology (12 CEUs) 

Check out our newest addition to the line-up,  
Care Management — CPT Coding 

Continuing education. Any time. Any place. ℠ 

Need CEUs to renew your CPC®? Stay 
in town. Don’t leave. Use our CD courses 
anywhere, any time, any place. You won’t have to 
travel, and you can even work at home. 
 

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

• Take it at your own speed, quickly or leisurely 
• Just 1 course can earn as many as 18.0 CEUs 
• Apple® Mac support with our Cloud-CD™ option 
• Windows® support with CD-ROM or Cloud-CD™ 
• Cloud-CD™ — lower cost, immediate Web access 
• Add’l user licenses — great value for groups 

 

Finish a CD in a couple of sittings, or take it a 
chapter a day — you choose. So visit our Web site 
to learn more about CEUs, the convenient way! 

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

(All courses with 
AAPC CEUs 

also earn CEUs 
with AHIMA. 

See our Web site.) 

DonÊt go! Stay with the 
family and earn CEUs! 
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Being a certified medical coder is an accomplishment. We see 
from AAPC’s 2017 Salary Survey that multiple credentials are 

in demand and can be very lucrative. Factors such as location, 
demographics, experience, demand, and specific credentials affect 
where and how you can use your training. With medical coding 
credentials, and a diversity of skills, experience, and education, you 
can work in many types of healthcare facilities and for many types 
of healthcare providers, as well as venture down avenues such as 
auditing, compliance, practice and risk management, legal review, 
and education (for providers, colleagues, and/or students). But what 
if you want to use your training to work outside of the proverbial 
box? There is one option that is often overlooked, rarely discussed, 
unfamiliar, and even unknown to medical coders: being a subject 
matter expert (SME, pronounced smee).

What Is a SME? 
A SME is someone who has knowledge about a specific subject area 
and knows how to impart that knowledge. They are passionate about 
their expertise and invest in their learning to stay on the cutting edge. 
They are an invaluable resource for any company. SMEs fill in gaps 
by providing practical, relevant information to a project, often on a 
contractual basis. Business agreements can be short or long term and 
may also lead to a permanent position. 
Opportunities for SMEs in healthcare include: 

• Board member of healthcare-related companies
• Exam writer and item reviewer for healthcare certification 

companies
• Textbook writer, reviewer, and contributor
• Instructor/Tutor
• Curriculum contributor
• Auditor
• Training specialist
• Analyst
• Blogger
• Accreditation organizations

• Partner with high school healthcare organizations
• Healthcare consultant for a law firm
• Software vendor consultant
• Trade journal contributor

This list is just the tip of the iceberg. A SME can create new concepts 
by addressing an organization’s needs. 
Becoming a SME means:

• Assessing what you know and what you have to offer; and 
• Making it available to someone who has a need for that 

information. 

SME Benefits 
Being a SME allows you to work independently, be your own boss, 
create a reputation as an expert in the field, and make connections. 
Depending on the agreement, you may be able to work full or part 
time, or seasonally, and work from home, onsite, or travel. A four-year 
degree is not generally required because you’re marketing your experi-
ence. To top it all off, the pay can be quite good.

Become a SME
If you would like to do something different with your skills and 
try something new, consider becoming a SME. There are many 
websites and references that provide more information about the 
process. Look to Facebook, LinkedIn, Indeed.com, Monster.com, 
and Adjunctworld.com. Websites such as Upsideoftalent.com and 
Upwork.com even employ the services of SMEs.

A SME is someone who has knowledge 
about a specific subject area and 
knows how to impart that knowledge.

To find out more about AAPC’s 2017 Salary Survey and the factors that weigh into 
high demand positions, go to our Knowledge Center:

• 2017 Salary Survey: Right on the Money:  
www.aapc.com/blog/40754-2017-salary-survey-right-money/

• 2017 Salary Survey infographic: www.aapc.com/blog/wp_aapc_content/
uploads/2018/03/Salary-Survey-Infographic2017.pdf
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Besides searching the web, talk to others who are doing this work, and 
use your coding skills to gain a new opportunity. You have nothing to 
lose and everything to gain. 

Loretta Jarrett-McDonald, BA, MPS, CPC, CPMA, CHI, CBCS, CMAA, CEHRS, NCIS, 
AAPC Fellow, is the owner of LJM Healthcare Information Mgmt., LLC. Her 26 years’ career 
includes teaching healthcare classes at the post-secondary level, biller and coder, SME, auditor, 
compliance trainer, AAPC CEU vendor, consultant, book contributor/reviewer, and consumer 
educator. McDonald is a member of the Nashville/Columbia, Tenn., local chapter. 

How I Became a SME
To shed some additional light on how to become a subject 
matter expert (SME), I reached out into the Allied Health 
Community and interviewed several SMEs. This is what they 
shared:

Linda Vargas, CPC, CPCO, CPMA, 
CPC-I, CCC, CEMC, AAPC Fellow

My career started as a medical 
assistant 20 years ago. Since then, 
I’ve worked in just about every 
position imaginable in the health-

care field. I think that has really helped me to gain knowledge 
in the different areas of healthcare, especially the business 
side, and to fit together all areas necessary for a successful 
outcome. I learn something new at each job, and that is what 
I love about this field. 

I’ve had mentors throughout my career who have helped 
me. By teaching coding, reviewing curriculum, and even 
examining billing and documentation for a lawyer, I feel like I 
am giving back in different ways to those learning coding and, 
in a way, to patients.

I stay on top of basic coding, and specifically evaluation and 
management (E/M) coding. I love to research and learn new 
things. The information is already laid out for me; I just get to 
play detective and make sure it’s accurate and readable. It’s 
hard to call it work when you enjoy doing it so much.

I love the flexibility of my work. I have a full-time position I 
am married to (and a boss who is very supportive) so I work 
as a SME in the evenings and on weekends. I like the extra 
income but, most importantly, I really enjoy the work. It has 
also allowed me to expand my network far greater than I ever 
could in my day job. 

To become a SME, my advice is to figure out what you love 
doing, and then incorporate that into your work (and play). 
Get involved in your local chapter and keep making connec-
tions. Most importantly, stay humble — I may be really good 
at certain things but not everything. I learn the most from the 
mistakes I make. I always make room in my life to learn, and 
I appreciate those who help me do that. I am so thankful for 
my friends in Kansas City and beyond.

Julie Davis, COC, CPC, CPCO, 
CDEO, CPMA, CRC, CPC-I, AAPC 
Fellow

I didn’t set out to become a SME; I 
think it happened because I’m curi-
ous and always want to know more. 

I had a wonderful mentor when I started out, and she pushed 
me to learn and do more, which included holding office in my 
local chapter and mentoring those who came behind me. She 
has since passed, but I’m still paying it forward in her honor. 
I feel strongly about mentoring others to help them achieve 
goals and dreams. Mentoring strengthens my skills, too.

My main expertise is in rules and regulations. Every area within 
coding has rules, regulations, and guidelines that must be fol-
lowed. Being a Certified Professional Medical Auditor (CPMA®) 
and Certified Professional Compliance Officer (CPCO™) is a 
natural fit for me because I’m very rule-focused. It seems only 
natural that I created and managed a team of auditors for last 
10 years. I’m now working in risk adjustment and ramping up 
to earn my Certified Risk Adjustment Coder (CRC™) credential. 

The biggest advantage of being a SME is getting to meet 
so many people. As I have grown in my career, I’ve been 
able to mentor more people because of the knowledge and 
credentials I’ve acquired. 

My advice to someone who wants to become a SME is to learn 
as much about coding and help as many people, as possible. 
Get involved in your chapter and other organizations that can 
help you strengthen your skills. Getting involved helps people 
get to know who you are. Offer to mentor others because your 
own skills will grow in the process. If something interests you, 
go get the certification to expand your own horizons.

Lisa Walker 
CPC, CPC-I, CEMC, COC
In 1985, I learned how to work with 
the insurance companies out of 
necessity: I was dealing with medi-
cal issues with family members. 

From there, I began assisting others with the same issues. 
After a few years of doing that, I went to work in a Workers’ 
Compensation office, processing claims for payment. Not 
long after, I decided I’d rather work in coding and billing in a 
physician office. I made it a priority to learn everything I could 

on outpatient medical coding – especially E/M coding.

Being able to assist others with their questions or concerns 
about coding correctly is the best part of being a SME. 

My advice to inspiring SMEs is to constantly research and learn 
about the area that inspires you most. Read all articles that 
AAPC and others put out to further your knowledge. Don’t be 
afraid to ask questions if you aren’t sure of your own answer. 
Take constructive criticism; use it as a learning tool, not as 
something negative.

You can use your knowledge on a blog, for consulting, and/or 
as a speaker for a seminar or meeting.

Brandi Lippincott
I have experience in the medical field going back 18 years. In 
2009, I opened Merit Training Institute, a vocational school. 
In recent years, I have developed and taught programs that 
assist out-of-work adults to re-enter the workforce — many 
times, changing careers. I have worked closely with doctors 
and medical office professionals to find out what their needs 
are, and then created programs that get their staff to the next 
level. In addition, the owner of a medical billing company 
and I started the Burlington, N.J., local chapter. Working as 
a volunteer in the chapter since 2014 has allowed me to stay 
abreast of changes in the field and to continually learn.

As a business owner, being a SME brings credibility to the 
education that prospective students will receive. The best 
thing about being a SME is, by far, the knowledge I’ve gained. 
Talking to professionals from all over the country, in different 
employment capacities, has broadened my knowledge base; 
and it’s fun to meet new people and establish long-lasting 
relationships.

My advice to aspiring SMEs is to never stop learning. Break 
out of your comfort zone and into your community. Attend 
your AAPC local chapter meetings. The more you know and 
can share your knowledge with other professionals, and learn 
from your peers, the more valuable a SME you’ll be. 

There are many websites and references about being a SME. 
Check out Facebook and LinkedIn. Indeed.com, Monster.com, 
and Adjunctworld.com also have listings. Websites, such 
as upsideoftalent.com and upwork.com, use the services of 
SMEs, as well. I encourage you to do something different with 
your skills and try something new. What do you have to lose?



Looking
to get 
certified?

CPC COC CRCCIC

CPMACPB CPCOCPPM

Students that complete our 
courses are TWICE AS LIKELY 
to pass the certification exam.

For more information or 
to enroll visit:
aapc.com/exam-prep
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By Robert A. Pelaia, Esq., CPC, CPCO, and Amanda L. Govin, BS

 Coding/Billing  Auditing/Compliance  Practice Management 

It’s impressive that the U.S. Department of Justice (DOJ) Office of 
Public Affairs can send out a press release with the headline Justice 

Department Recovers Over $3.7 Billion From False Claims Act Cases in 
Fiscal Year 2017. It shows that, last year, the government worked hard 
to recoup fraud, abuse, and waste of federal dollars.

Get to Know the False Claims Act
To discourage and deter fraud against the government, the False 
Claims Act (FCA) was passed by Congress to allow investigations 
and to encourage individual reporting of false or fraudulent claims 
submitted to the federal government. 
A claim under the FCA is a request or demand for money or property 
— invoices or bills for payment, a request for government benefits, or 
a fee for services that cost the government money — that is presented 
to a government employee. A false claim is a claim either completely 
or partially false or fraudulent. 
A person or company can violate the FCA in two ways: 

• By submitting a claim to the government that is false and 
which they knew to be false or fraudulent

• By making a record or statement that is false, that is material to 
a submitted claim, which they knew to be false or fraudulent. 

A person or company “knew” the claim, record, or statement was false 
or fraudulent if they: 

• Had actual knowledge of the falsity of the information; 
• Acted in deliberate ignorance of the truth or falsity of the 

information (i.e., deliberately took steps to not find out the 
information is false); or 

• Acted in reckless disregard of the truth or falsity of the 
information. 

In other words, the government does not need to prove the person 
had a specific intent to defraud the government, just that they knew, 
deliberately ignored, or recklessly disregarded the fact the claim was 
fraudulent.
The FCA imposes civil liability on any person, company, or entity that 
submits a false or fraudulent claim to the U.S. government. Anyone 

found in violation 
of the FCA must pay 
a civil penalty of not less 
than $5,000 and not more 
than $10,000 for each false claim 
to the U.S. government, plus treble 
damages (three times the damages) the U.S. 
government incurred due to the violation. 
The FCA allows the U.S. attorney general, as well as a private 
individual (a relator) to bring suit on behalf of the government against 
an entity that submits false claims. When a relator brings a claim 
through a qui tam action (a whistleblower action), the relator may 
share in the proceeds of the settlement, usually ranging from 15 to 30 

The DOJ has been busy reclaiming 
billions of federal healthcare dollars.
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percent, depending on 
whether the government 

proceeds with the case or the 
relator pursues it on their own. 

The majority of FCA matters originate 
from whistleblower actions, which totaled 674 out 

of 799 actions in fiscal year (FY) 2017 (Oct. 1, 2016   Sept. 30, 
2017). These matters accounted for $3.4 out of the $3.7 billion in 
recoveries. Let that sink in: Approximately 92 percent of recoveries 
came from claims within an operation by an individual who knew 
enough about the operation’s activities to report it.

The DOJ Focused on Individual Liability in 2017
In 2017, the DOJ began to focus their efforts on enforcing indi-
vidual FCA liability. This means that corporations are not the only 
entities to fall under the FCA. The DOJ recovered tens of millions 
of dollars based on fraud of medical services from doctors and other 
personnel, and held individual owners and executives of companies 
liable under the FCA.
Although the 2017 total recovery of $3.7 billion is down from 
2016’s $4.7 billion, the healthcare industry’s portion has risen by 
roughly 12 percent, as shown in Chart A. Of the FY 2017 recoveries, 
$2.4 billion involved the healthcare industry ($2.5 billion in 2016), 
leading to the eighth consecutive year that healthcare fraud settle-
ments and judgments exceeded $2 billion. That means roughly 65 
percent of the FCA recoveries in 2017 were from the healthcare 
industry (53 percent in 2016).
According to the DOJ’s press release Justice Department Recovers 
Over $3.7 Billion From False Claims Act Cases in Fiscal Year 2017, 
their reasons for its “vigorous pursuit of health care fraud” is to 

CHART A The majority of FCA recoveries in 2017 were in healthcare.

… roughly 65 percent of the  
FCA recoveries in 2017 were  

from the healthcare industry  
(53 percent in 2016).
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prevent “billions more in losses by deterring others who might 
otherwise try to cheat the system for their own gain.” These fraud 
recoveries “restore valuable assets to federally funded programs, 
such as Medicare, Medicaid, and TRICARE,” said the DOJ.
Of the $2.4 billion in healthcare recoveries, $900 million came 
specifically from the drug and medical device industry, down 
from $1.2 billion in 2016. Other substantial recoveries came from 
skilled nursing facilities (SNFs) and electronic health record (EHR) 
software vendors. 
You can help your healthcare organization stay in compliance with 
the FCA by paying attention to what others are doing wrong. Here 
are the top companies who violated the FCA in 2017 and their 
reasoning behind it.

1. Mylan, Inc.
The highest paid settlement in the healthcare industry was paid 
by Mylan, Inc. — $465 million. Mylan is the drug manufacturer 
of EpiPen. They allegedly underpaid rebates owed to Medicaid by 
fraudulently classifying EpiPen as a generic drug. 
According to the DOJ press release Mylan Agrees to Pay $465 Million 
to Resolve False Claims Act Liability for Underpaying EpiPen Rebates, 
“Congress enacted the Medicaid Drug Rebate Program to ensure 
that Medicaid Programs were not susceptible to price gauging 
by manufacturers of drugs that were available from only a single 
source.” 
This program gave brand name drugs higher rebates and increased 
their rebates to the extent that the drug passed inflation, while 
generic drugs were subjected to lower rebates with no inflationary 
adjustments. By classifying EpiPen as a generic drug, instead of a 
brand name drug, Mylan was able to hold a fixed rate of 13 percent 
owed rebates, while increasing the price of the EpiPen by 400 
percent between 2010 and 2016. 
To resolve the allegations, Mylan paid approximately $231.7 million 
to the federal government and $213.9 million to state Medicaid 
programs. This case was brought by a relator who will receive a share 
of the recovery, totaling approximately $38.7 million.

2. Shire Pharmaceuticals, LLC 
Another drug and medical device industry company, Shire 
Pharmaceuticals, LLC, paid $350 million ($343.9 million in 
federal recoveries, and $6.1 to state Medicaid programs) to settle 

Anti-kickback violations - the largest FCA recovery for kickbacks 
involving a medical device to date. Shire and the company it 
acquired in 2011, Advanced BioHealing, allegedly rewarded physi-
cians with:

• Lavish dinners, drinks, entertainment, and travel;
• Medical equipment and supplies;
• Unwarranted payments for purported speaking engagements 

and bogus case studies; and
• Cash, credits, and rebates. 

These gifts were to induce the use, and in some cases overuse, of its 
bioengineered human skin substitute. 
Claims filed in violation of the Anti-kickback Statute are considered 
by the DOJ to be false and fraudulent acts that fall under the FCA. 
The DOJ said in Shire PLC Subsidiaries to Pay $350 Million to Settle 
False Claims Act Allegations, “Kickbacks by suppliers of healthcare 
goods and services cast a pall over the integrity of our healthcare 
system. Patients deserve the unfettered, independent judgment of 
their healthcare professionals.” 
The settlement agreement also resolved allegations of marketing 
the skin substitute for uses not approved by the FDA, making 
false statements to inflate the price of their product, and causing 
improper coding claims for their product and services related to it. 

3. Life Care Centers of America, Inc.
In the healthcare provider department, a $145 million settlement 
was paid by Life Care Centers of America, Inc. (and its owner), 
amounting to the largest civil settlement with a SNF in FCA history. 
The allegations included causing its facilities to: 

• Submit false claims for rehabilitation therapy services that 
were not reasonable, necessary, or skilled; 

• Institute a corporate-wide policy designed to place 
their patients in the highest level of Medicare 
reimbursement regardless of the clinical 
needs of the patients, resulting in 
unreasonable and unnecessary 
therapy to many patients; and 

• Keep patients longer 
than necessary to 
continue billing for 
rehabilitation therapy.

The highest paid settlement in the healthcare industry was paid by 
Mylan, Inc. — $465 million. Mylan is the drug manufacturer of EpiPen.
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In response to this settlement, the DOJ stated in the press release 
Life Care Centers of America Inc. Agrees to Pay $145 Million to Resolve 
False Claims Act Allegations Relating to the Provision of Medically 
Unnecessary Rehabilitation Therapy Services, “Billing federal health-
care programs for medically unnecessary rehabilitation services not 
only undermines the viability of those programs, it exploits our most 
vulnerable citizens.” 
This case was brought qui tam by two previous Life Care employees 
who will share $29 million of settlement proceeds. 

4. EClinicalWorks 
EClinicalWorks (ECW) — a national EHR software vendor —  
and some of its employees paid $155 million in FCA penalties. The 
government alleges that ECW falsely obtained certification for its 
EHR software under the Medicare and Medicaid EHR Incentive 
Programs by concealing the fact that its software did not comply 
with all the requirements for certification. 
The programs offer incentive payments from the U.S. Department 
of Health and Human Services (HHS) to healthcare providers who 
attest their EHR technology satisfies applicable HHS criteria and 
passes certification by an HHS approved entity. The government 
alleged that instead of programming all the required standardized 
drug codes into its software, ECW only “hardcoded” the drug 
codes required for testing. This caused physicians who used ECW’s 
software to unwittingly submit false claims for federal incentive 
payments.
ECW’s allegations also included paying unlawful kickbacks to 
certain customers in exchange for promoting its product. This case 
was filed qui tam by a software technician formerly employed by the 
New York City Division of Health Care Access and Improvement, 
who will receive $30 million of settlement proceeds.

What This Means for You 
Your healthcare organization must make 

compliance efforts and put programs in 
place to ensure you or your employees 

are not violating the FCA. The DOJ 
is cracking down more each year, 

and the companies who stay 
out of the spotlight will be the 
companies with employees 

who read, are informed, and learn from other company’s mistakes. 
Owners, executives, and even individual employees are not be 
shielded by the corporate veil if found to be at fault. 

Robert A. Pelaia, Esq., CPC, CPCO, is deputy general counsel at the University of South 
Florida in Tampa, Fla. He is certified as a Healthcare Law Specialist by the Florida Bar Board of 
Legal Specialization and Education, serves on AAPC’s Legal Advisory Board, and was a 2011-
2013 AAPC National Advisory Board member. Pelaia is a member of the Tampa, Fla., local 
chapter.

Amanda L. Govin, BS, attends Stetson University College of Law. She is an associate on the 
Stetson Law Review and a J.D. degree candidate, graduating in May 2019. Govin holds a 
Bachelor of Science degree in Legal Studies from the University of Central Florida.
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Rehabilitation Therapy Services” (Oct. 24, 2016): www.justice.gov/opa/pr/life-care-centers-
america-inc-agrees-pay-145-million-resolve-false-claims-act-allegations

DOJ, Office of Public Affairs, “Electronic Health Records Vendor to Pay $155 Million to Settle 
False Claims Act Allegations” (May 31, 2017): www.justice.gov/opa/pr/electronic-health-
records-vendor-pay-155-million-settle-false-claims-act-allegations

For information on compliance transparency in federal healthcare 
programs, read the blog Compliance Portal Makes Transparency a 
Priority (www.aapc.com/blog/41983-41983/) in AAPC’s Knowledge 
Center. For training on how to be a compliance officer go to the 
Certified Professional Compliance Officer (CPCO™) web page on 
the AAPC website at www.aapc.com/certification/cpco.aspx.
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By Frank Mesaros, DBA, MPA, MT(ASCP), CPC, CPCO

Unless you deal with the tests for breast cancer (BRCA), estrogen 
receptor (ER)/progesterone receptor (PR), and human epidermal 

growth factor receptor 2 (Her2) — or have gone through a diagnosis 
of breast cancer or know someone who has — you may not be familiar 
with them and their use in diagnosing and treating breast cancer. 
Let’s shed some light on these acronyms and their use.

BRCA1 and 2
BRCA1 and 2 are genes that have been identified in the production 
of tumor suppressor proteins. These genes are integral to repairing 
damaged deoxyribonucleic acid (DNA). Mutations of these genes 
increase the risk of breast and ovarian cancers. One study found that 
approximately 72 percent of women who inherit a BRCA1 mutation 
and approximately 69 percent of women who inherit a BRCA2 
mutation will develop breast cancer by the age of 80.
The following CPT® codes can be used for BRCA1 and 2 mutation 
testing:

81211  BRCA1, BRCA2 (breast cancer 1 and 2) (eg, hereditary breast and ovarian cancer) gene analysis; full 
sequence analysis and common duplication/deletion variants in BRCA1 (ie, exon 13 del 3.835kb, 
exon 13 dup 6kb, exon 14-20 del 26kb, exon 22 del 510bp, exon 8-9 del 7.1kb)

81162  full sequence analysis and full duplication/deletion analysis)

81212  185delAG, 5385insC, 6174delT variants

81213  uncommon duplication/deletion variants

BRCA 1 mutation testing is coded with:

81214  BRCA1 (breast cancer 1) (eg, hereditary breast and ovarian cancer) gene analysis; full sequence 
analysis and common duplication/deletion variants (ie, exon 13 del 3.835kb, exon 13 dup 6kb, exon 
14-20 del 26kb, exon 22 del 510bp, exon 8-9 del 7.1kb)

81215  known familial variant

BRCA 2 mutation testing is coded with:

81216  BRCA2 (breast cancer 2) (eg, hereditary breast cancer and ovarian cancer) gene analysis; full 
sequence analysis

82127  known familial variant

Decipher the  
Meaning of BRCA,  

ER/PR, and Her2
Familiarize yourself with 
genetic mutations and 
the tests that detect 
them to improve your 
breast cancer coding.
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The U.S. Preventive Services Task Force recommends women with 
family members having breast, ovarian, fallopian tube, or peritoneal 
cancer to be evaluated for a family history associated with increased 
risk of harmful BRCA mutations.
A positive BRCA result does not mean the patient has cancer, only 
that she is at an increased risk of developing certain kinds of cancer. 
The American Cancer Society and National Comprehensive Cancer 
Network recommend annual screening with both mammography 
and magnetic resonance imaging (MRI) for women at high risk of 
breast cancer, including BRCA1 or 2 positive. 
BRCA1 and/or 2 positive results are assigned either ICD-10-CM 
code Z15.01 Genetic susceptibility to malignant neoplasm of breast 
or Z15.02 Genetic susceptibility to malignant neoplasm of ovary, 
depending on family history.
Other gene mutations include TP53, CDH1, and CHEK2, as-
sociated with breast cancer and RAD51C, RAD51D, and STK11, 
associated with an increased risk for ovarian cancer.
Biomarkers such as ER, PR, and Her2 can be prognostic, predictive, 
or both. Prognostic markers are associated with a patient’s overall 
clinical outcome. Predictive markers determine response to therapy. 
All primary invasive breast cancers should be tested for ER, PR, and 
Her2.

ER/PR
ER and PR testing aid in therapy planning, and are performed on 
breast cancer tissue. The results and frequencies can be classified, 
as shown in Table 1.

TABLE 1

Receptor Percent 
Occurrence

ER+ 80 percent Breast cancer cells have estrogen receptors.

ER+/PR+ 65 percent Breast cancer cells have both estrogen and progesterone receptors.

ER+/PR- 13 percent Breast cancer cells have only estrogen receptors.

ER-/PR+ 2 percent Breast cancer cells have only progesterone receptors.

ER-/PR- 25percent Breast cancer cells have neither estrogen nor progesterone 
receptors.

A positive result generally triggers the use of hormonal therapy. 
ER and PR are weak prognostic markers, but strong predictive 

indicators. ER/PR positive cancers are responsive to endocrine 
therapies such as tamoxifen. Endocrine therapy is highly effective 
and relatively non-toxic.

Her2
Her2 is an enzyme receptor seen in 15-20 percent of invasive breast 
cancers. A Her2 positive cancer is treated with Her2 targeted 
therapy, including Herceptin® (J9355 Injection, trastuzumab, 10 
mg), Tykerb® (J8999 Prescription drug, oral, chemotherapeutic, nos), 
Perjeta® (J9306 Injection, pertuzumab, 1 mg), and Kadcyla® (J9354 
Injection, ado-trastuzumab emtansine, 1 mg).
There are two FDA-approved methods for Her2 testing:

• Immunoactivity detects the presence of Her2 protein on 
breast cancer tissue.

• In-situ hybridization measures the number of copies of Her2 
inside breast cancer cells.

Her2 is both a prognostic and predictive indicator. Her2 expression 
is associated with a diminished prognosis. Her2 positive patients 
are generally treated with anthracyclines and taxane-based chemo-
therapies and Her2 targeted therapies such as Herceptin® (J9355).
ER, PR, and Her2 testing may be reported with a variety of codes, 
depending on the methodology. Table 2 provides the available 
coding.

TABLE 2

CPT® Description ER PR Her2

84233 Receptor assay; estrogen X

84234  progesterone X

88360 Morphometric analysis, tumor immunohistochemistry 
(eg, Her-2/neu, estrogen receptor/progesterone 
receptor), quantitative or semiquantitative, per 
specimen, each single antibody stain procedure; manual

X X X

88361  using computer assisted technology X X X

88342 Immunohistochemistry or immunocytochemistry, per 
specimen; initial single antibody stain procedure

X X X

+88341   each additional antibody stain procedure 
(List separately in addition to code for 
primary procedure)

X X X

A positive BRCA result does not mean the  
patient has cancer, only that she is at an increased  

risk of developing certain kinds of cancer.
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Although ICD-10-CM codes are not available for PR and Her2 sta-
tus, Z17.0 Estrogen receptor positive status [ER+] and Z17.1 Estrogen 
receptor negative status [ER-] report ER test results.

Triple Negative
Triple negative breast cancers (ER-/PR-/Her2-) occur in 10-20 
percent of all breast cancers (and are more common in BRCA1 
mutations). Women with triple negative breast cancer have tumor 
cells that do not contain receptors for ER, PR, or Her2. These tu-
mors are treated with a combination of therapies, including surgery, 
chemotherapy, radiation therapy, and non-Her2 targeted therapy. 
Examples of breast cancer chemotherapy drugs include an-
astrozole (S0170 Anastrozole, oral, 1 mg), bevacizumab (J9035 
Injection, bevacizumab, 10 mg), capecitabine (J8521), cispla-
tin (J9060 Capecitabine, oral, 500 mg), cyclophosphamide (J9070 
Cyclophosphamide, 100 mg), and doxorubicin (J9000 Injection, 
doxorubicin hydrochloride, 10 mg). 

Breast Cancer Staging
Breast cancer can be coded by accounting the stage of the cancer. 
Breast cancer staging is based on the TNM system developed by 
the American Joint Committee on Cancer from seven key pieces of 
information:

• Size of the tumor (T)
• How many lymph nodes has the cancer spread to (N)
• Has the cancer metastasized to other sites (M)
• Is ER positive (ER)
• Is PR positive (PR)
• Is Her2 positive (Her2)
• Grade of cancer (G)

Using these criteria, which include ER, PR, and Her2, breast 
cancers are assigned to one of five stages (0 through IV). Staging 
ranges from Stage 0 (non-invasive cancers that have not spread) to 
Stage IV (invasive cancers that have metastasized to other parts of 
the body). There are many combinations and circumstances that 
will cause a cancer to fall into each stage. Additionally, staging can 
be broken down to sub-stages for further delineation.

Breast Cancer Grading
Cancers cells are given grades based on how much the cancer looks 
like normal cells:

• Grade 1 cells are slower growing, well differentiated, and 
look more like normal breast tissue.

• Grade 2 cells are growing at a speed between grades 1 and 3, 
moderately differentiated, and look between grades 1 and 3 
cells.

• Grade 3 cells look very different from normal cells, and grow 
and spread faster.

Put Your Breast Cancer Coding to the Test
Example A: A 49-year-old woman with suspected breast cancer was 
biopsied. The pathology report found evidence of a poorly differen-
tiated invasive ductile carcinoma. Staining identified the tissue as 
ER/PR positive and Her2 negative based on manual morphometric 
analysis. Based on the patient’s history and pathology results, she 
was assigned as stage I. 
Using the pathology results, you would report the diagnosis using 
ICD-10-CM codes Z17.0 and D05.10 Intraductal carcinoma in situ 
of unspecified breast, and the test with CPT® 88360 x 3.
Example B: A 23-year-old woman with a known family history of 
breast cancer was seen by her primary care provider. It was suggested 
she be tested for BRCA1 and 2 to determine her risk for developing 
cancer. Testing revealed she was BRCA1 positive. 
Using the pathology results, you would report the diagnosis using 
ICD-10-CM Z15.01 and the test with CPT® 81211. 

Frank Mesaros, DBA, MPA, MT(ASCP), CPC, CPCO, is CEO of Trusent Solutions, LLC, a 
management consulting firm specializing in the clinical laboratory industry. Trusent provides 
revenue stream integrity services to regional, hospital-based, and physician office-based 
laboratories. He is a member of the Harrisburg, Pa., local chapter.

Resources
Breastcancer.org: www.breastcancer.org/symptoms/diagnosis/stagingand www.
breastcancer.org/symptoms/diagnosis/hormone_status/read_results 
John Hopkins Medicine. Breast Center, Breast Pathology  
www.hopkinsmedicine.org/breast_center/treatments_services/breast_cancer_diagnosis/
breast_pathology/index.html

NIH National Cancer Institute. BRCA Mutations: Cancer Risk and Genetic Testing  
www.cancer.gov/about-cancer/causes-prevention/genetics/brca-fact-sheet
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 CODING/BILLING
By Mahalakshmi Vaithilingam, COC, CPC

Get the Facts about Modifier QQ
New HCPCS Level II  

modifier reports advanced 
diagnostic imaging provided 

to Medicare patients. 
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The Centers for Medicare & Medicaid 
Services (CMS) created a new modifier to report 

use of a clinical decision support mechanism (CDSM) prior 
to ordering an advanced diagnostic imaging service for a 
Medicare patient. 

Look to Recent CMS Guidance
As detailed in MLN Matters® MM10481: 

The Protecting Access to Medicare Act (PAMA) of 2014, 
Section 218(b), established a new program to increase the rate 
of appropriate advanced diagnostic imaging services provided 
to Medicare beneficiaries. Examples of such advanced imaging 
services include computerized tomography, positron emission to-
mography, nuclear medicine, and magnetic resonance imaging.

Under PAMA, providers ordering advanced diagnostic imaging 
services for a Medicare patient are required to consult a CDSM 
electronic portals through which practitioners access appropriate use 
criteria (AUC). Essentially, AUC tell the ordering provider whether 
the advanced diagnostic imaging service is appropriate, given the 
patient’s circumstances. 
Full implementation of PAMA is expected in early 2020; however, 
beginning July 1, 2018, providers ordering advanced diagnostic 
imaging services for Medicare patients may voluntarily consult 
qualified CDSMs and report that information on Medicare claims 
using new modifier QQ Ordering professional consulted a qualified 
clinical decision support mechanism for this service and the related data 
was provided to the furnishing professional. 

How to Apply Modifier QQ
Modifier QQ is applied when the provider furnishing the advanced 
diagnostic imaging services knows the result of the ordering profes-

sional’s consultation with a CDSM for that patient. The modifier 
is reported on both the facility and professional claim, on the same 
claim line as the CPT® code for an advanced diagnostic imaging 
service furnished in an applicable setting. Applicable settings include 
physician offices, hospital outpatient departments, and ambulatory 
surgical centers. 
Note: The applicable setting is where the imaging service is furnished, 
not where it is ordered.

Append QQ to Certain Codes
Per CMS in MM10481, Medicare Administrative Contractors 
(MACs) will accept modifier QQ with the following CPT® codes: 
Magnetic Resonance Imaging 
70336, 70540, 70542, 70543, 70544, 70545, 70546, 70547, 70548, 
70549, 70551, 70552, 70553, 70554, 70555, 71550, 71551, 71552, 
71555, 72141, 72142, 72146, 72147, 72148, 72149, 72156, 72157, 
72158, 72159, 72195, 72196, 72197, 72198, 73218, 73219, 73220, 
73221, 73222, 73223, 73225, 73718, 73719, 73720, 73721, 73722, 
73723, 73725, 74181, 74182, 74183, 74185, 75557, 75559, 75561, 
75563, 75565, 76498 
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Computerized Tomography 

70450, 70460, 70470, 70480, 70481, 70482, 70486, 70487, 70488, 
70490, 70491, 70492, 70496, 70498, 71250, 71260, 71270, 71275, 
72125, 72126, 72127, 72128, 72129, 72130, 72131, 72132, 72133, 
72191, 72192, 72193, 72194, 73200, 73201, 73202, 73206, 73700, 
73701, 73702, 73706, 74150, 74160, 74170, 74174, 74175, 74176, 
74177, 74178, 74261, 74262, 74712, 74713, 75571, 75572, 75573, 
75574, 75635, 76380, 76497
Single-Photon Emission Computed Tomography 

76390
Nuclear Medicine

78012, 78013, 78014, 78015, 78016, 78018, 78020, 78070, 78071, 
78072, 78075, 78099, 78102, 78103, 78104, 78110, 78111, 78120, 
78121, 78122, 78130, 78135, 78140, 78185, 78191, 78195, 78199, 
78201, 78202, 78205, 78206, 78215, 78216, 78226, 78227, 78230, 
78231, 78232, 78258, 78261, 78262, 78264, 78265, 78266, 78267, 
78268, 78270, 78271, 78272, 78278, 78282, 78290, 78291, 78299, 
78300, 78305, 78306, 78315, 78320, 78350, 78351, 78399, 78414, 
78428, 78445, 78451, 78452, 78453, 78454, 78456, 78457, 78458, 
78459, 78466, 78468, 78469, 78472, 78473, 78481, 78483, 78491, 
78492, 78494, 78496, 78499, 78579, 78580, 78582, 78597, 78598, 

78599, 78600, 78601, 78605, 78606, 78607, 78608, 78609, 78610, 
78630, 78635, 78645, 78647, 78650, 78660, 78699, 78700, 78701, 
78707, 78708, 78709, 78710, 78725, 78730, 78740, 78761, 78799, 
78800, 78801, 78802, 78803, 78804, 78805, 78806, 78807, 78811, 
78812, 78813, 78814, 78816, 78999
Until further notice, MACs will continue to pay claims for these 
services, regardless of whether modifier QQ is appended. In the 
future, however, providers who order advanced imaging services 
in the absence of, or contrary to, appropriate use criteria, may be 
subject to prepayment review. 

Mahalakshmi Vaithilingam, COC, CPC, is a team leader in clinical coding and analytics 
for SCIO Health Analytics. She has a professional degree in physical therapy. Vaithilingam has 
more than 10 years of experience in medical coding, with multispecialty expertise in 
radiology, evaluation and management, and surgery. She is a member of the Chennai, India, 
local chapter.

Resources
MLN Matters® MM10481: www.cms.gov/Outreach-and-Education/Medicare-Learning-
Network-MLN/MLNMattersArticles/Downloads/MM10481.pdf 
CMS Transmittal 2040: www.cms.gov/Regulations-and-Guidance/Guidance/
Transmittals/2018Downloads/R2040OTN.pdf

SEIZE THE MOMENT
Readymed.com is teaming up with AAPC to offer a new platform 

that matches freelancers, consultants and job seekers with 
companies looking for talent in Medical Coding, Auditing, 
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 CODING/BILLING
By Oby Egbunike, CPC, COC, CPC-I, CCS-P

Proper ICD-10-CM coding of anemia 
requires the coder to know what is causing 

the condition. Let’s look at types of anemia, 
and medical coding and sequencing of the 
disease when it is caused by a malignancy or 
adverse effect.

Anemia Basics
Anemia is a disease of the blood that occurs 
when a patient’s red blood cells are reduced 
and there is a lack of oxygen delivery to cells 
and tissues. Symptoms include weakness and 
fatigue. 
The components of blood are red blood 
cells (erythrocytes), white blood cells 
(leukocytes), and platelets. Hemoglobin, an 
important component of the red blood cells, 
is comprised of a protein called globulin and 
a heme molecule, which binds to iron.
There are many types of anemia but the most 
common are: 

• Iron deficiency anemia
• Vitamin B12 deficiency anemia
• Folic acid deficiency anemia

Anemia may be a causal effect of another 
disease, such as a malignancy, or an adverse 
effect of treatment such as radiotherapy, 
chemotherapy, or immunotherapy.

There are specific ICD-10-CM coding 
guidelines for proper code selection and se-
quencing of anemia caused by other diseases.

Anemia Associated  
with Malignancy
According to the 2018 ICD-10-CM Official 
Guidelines for Coding and Reporting, when 
the reason for the encounter is to manage 
anemia associated with a malignancy, and 
the treatment is only for anemia, the appro-
priate code for the malignancy is sequenced 
first, followed by the appropriate code for 
anemia.
Example: A 47-year-old female patient with 
a diagnosis of lung cancer presents to her 
oncologist, reporting excessive fatigue and 
decreased tolerance to exercise. A lab test 
performed by the oncologist determines the 
patient has anemia due to the lung cancer.
ICD-10-CM coding: 

C34.90  Malignant neoplasm of unspecified part of unspecified 
bronchus or lung

D63.0  Anemia in neoplastic disease

Remember: When the reason for the en-
counter is to manage anemia caused by a 
malignancy, sequence the malignancy code 
first, followed by the anemia code.

Anemia Due to  
Chemotherapy, Immunotherapy, 
or Radiation Therapy
According to the 2018 ICD-10-CM Official 
Guidelines for Coding and Reporting, when 
the reason for the encounter is for manage-
ment of anemia associated with the adverse 
effect of chemotherapy, immunotherapy, 
or radiation therapy, the anemia code is 
sequenced first, followed by the appropriate 
code for the neoplasm and the adverse effect 
code (T45.1X5 Adverse effect of antineoplastic 
and immune suppressive drugs)
The same guideline applies to management 
of radiotherapy (Y84.2 Radiological procedure 
and radiotherapy as the cause of abnormal 
reaction of the patient, or of later complication, 
without mention of misadventure at the time of 
the procedure)
Example: A 68-year-old male with prostate 
cancer receiving chemotherapy visits his 
oncologist to receive a Procrit® injection for 
anemia caused by the chemotherapy.
ICD-10-CM coding:

D64.81  Anemia due to antineoplastic chemotherapy

C61  Malignant neoplasm of prostate

T45.1X5A  Adverse effect of antineoplastic and immunosuppressive 
drugs, initial encounter

Remember: When the reason for the en-
counter is to manage anemia for an adverse 
effect, sequence the anemia code first, the 
malignancy code second, and adverse effect 
code third. 

Oby Egbunike, CPC, COC, CPC-I, CCS-P, is the 
director of professional coding at Lahey Health Care 
System, Burlington, Mass. She holds a Bachelor of Arts 
in Business Administration with a concentration in 
Health Information Management from Northeastern 

University Boston. Egbunike has over 10 years of experience in the 
healthcare areas of management, coding, billing, and revenue cycle. She 
is a member of the Burlington, Mass., local chapter.

SEQUENCE ANEMIA  
IN ORDER OF EVENTS
Is the anemia due to a malignancy or an  
adverse effect to treatment of the malignancy?

Anemia may be a causal effect of another  
disease, such as a malignancy, or an adverse  

effect of treatment such as radiotherapy, 
chemotherapy, or immunotherapy.

To learn about complete blood count testing for 
red blood cells, read the article “Examine Testing 
for Complete Blood Counts without Platelets” in 
AAPC’s Knowledge Center at www.aapc.com/
blog/39838-examine-testing-for-complete-blood-
counts-without-platelets/.
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PRACTICE MANAGEMENT 
By Elizabeth Redman, CPC, COSC

Nothing stays the same for long in this industry, so even if you are 
a seasoned healthcare business professional, you may not know 

all types of insurances and plans available, and how they work. A 
quick review will assist you in correctly coding, billing, and quoting 
benefits to your patients. 

Fundamental Types of Insurance
There are three basic types of insurances, each of which may be used 
in unique circumstances for coverage of healthcare services: 

1. Private insurance is the most common form of insurance. 
These plans are purchased by an individual or employer on 
behalf of their employees to cover routine, preventative, and 
sick treatments. 

2. Workers’ compensation insurance is purchased by an 
employer to cover healthcare expenses if an employee is 
injured on the job. 

3. No fault insurance is included in an automobile insurance 
policy to cover healthcare costs related to a motor vehicle 
accident. 

Workers’ Compensation and No Fault Insurance
The availability of no fault and workers’ compensation insurances 
varies by state. Most insurance plans require a monthly premium. 

Payment amounts often vary from plan to plan and state to state. 
Patients file an injury claim to seek coverage from workers’ compensa-
tion or no fault insurance. 

• In the case of workers’ compensation, the patient files an 
injury report with their employer. 

• In the case of no fault insurance, the patient contacts their 
automobile insurance carrier to file an accident report. 

In both cases, coverage for healthcare services is limited to the body 
parts with accepted conditions under the injury claim.
Workers’ compensation or no fault insurance is considered the 
primary payer for conditions established on the claim. Most states 
require providers to accept a workers’ compensation or no fault 
carrier’s reimbursement as payment in full for medical expenditures. 
There are exceptions based on policy maximums, case settlements, 
and automobile insurance deductibles.

Medicare, Medicaid, and More
Conditions not related to a work or motor vehicle accident should be 
submitted to the patient’s private insurance for reimbursement. There 
are five subtypes of private insurance. 

1. Medicare and/or Medicare Advantage plans

2. Medicaid and/or Medicaid Managed Care (MMC) plans

Refresh Your Understanding  
of Basic Health Insurances 
Better equip yourself to answer patient  
questions and secure patient cost-sharing.
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3. Military health insurance plans

4. Health exchange plans

5. Employer-sponsored plans

Medicare
According to the U.S. Department of Health & Human Services 
(HHS), “Generally, Medicare is available for people age 65 or older, 
younger people with disabilities and people with End Stage Renal 
Disease (permanent kidney failure requiring dialysis or transplant).” 
There are four parts to the Medicare program: 

1. Part A offers coverage for facility services.

2. Part B offers coverage for physician services. 

3. Part C is sometimes referred to as Medicare Advantage.

4. Part D offers coverage for prescription medicines. 

Medicare is a federally-funded program managed by regional 
Medicare Administrative Contractors (MACs). A detailed list of 
MAC carriers, by state, can be found on the Centers for Medicare 
& Medicaid Services (CMS) website. 
MACs are private companies who administer Medicare benefits and 
process claims for health services rendered to Medicare patients by 
participating physicians who practice within the MAC’s jurisdic-
tion. Parts A, B, and D have patient cost shares, depending on ser-
vices received. Patients pay a monthly premium for Part B and Part 
D coverage. Part A has no monthly premium for patients and their 
spouses when one of them has contributed to Medicare through 
payroll taxes for a minimum of 10 years. Detailed patient premiums 
and cost shares can be found on the Medicare.gov website.
A patient who is Medicare eligible also has the option to enroll in 
a Medicare replacement plan, sometimes referred to as Medicare 
Part C or Medicare Advantage plans. Medicare Advantage plans 
are offered by private health insurance companies as a replacement 
to Medicare for patients who are Medicare eligible. If a patient 
chooses a Medicare Advantage plan, the private insurance assumes 
responsibility for benefits and claims administration, as well as 
collecting monthly premiums. 

Medicaid
Medicaid offers healthcare coverage for a financially under served 
population. Each state has maximum income levels that patients 
cannot exceed to qualify for Medicaid. Medicaid programs are 
managed by the state in which the patient resides. 

Patients who qualify for Medicaid also have the option to elect a 
Medicaid replacement plan, sometimes referred to as an MMC. In 
that case, the patient chooses a private insurance company to replace 
Medicaid as the administrator of their benefits and to process their 
claims. Most Medicaid and MMC plans have no patient cost share 
or monthly premiums. 

Military Insurance
There are four healthcare options available to the U.S. military. The 
options available to each soldier and their family depend on several 
factors, including active duty status, whether the soldier was injured 
during service, and the relation of patient to the soldier. 
TRICARE is the most common insurance for those who serve 
or have served and their families. This Department of Defense 
program is similar to Medicare in that it is regionally managed. 
TRICARE for Life is available for active or retired military and their 
spouses who are enrolled in Medicare Part A and Part B to cover all 
or part of their Medicare cost shares.
Veterans Choice Program (VCP) is available to soldiers who are 
eligible for Veterans Affairs (VA) benefits. Benefits and claims are 
administered by the VA system at the federal level. VCP was created 
to allow patients, who were previously only eligible to receive ser-
vices from the VA hospital, to seek coverage from private physicians 
outside the VA program. These services must be authorized by VA 
caseworkers. There is no patient cost share. 
Civilian Health and Medical Program of the Department of 
Veterans Affairs (CHAMPVA) is for family members of a disabled 
or deceased veteran who are not eligible for TRICARE.

Health Insurance Exchanges
Health insurance exchanges were created by the Affordable Care 
Act (ACA). They are essentially a marketplace where patients can 
purchase a healthcare policy. There are statewide marketplaces 
and a federal marketplace. Patients can go to HealthCare.gov to 
be guided to the appropriate marketplace for their state. Small em-
ployer groups (those with fewer than 100 employees) are eligible to 
sign up employees through the health exchange. Patients who do 
not qualify for another type of private insurance can also purchase 
a policy through the marketplace. 
Exchange plans are tiered. They offer three levels of coverage: gold, 
silver, and bronze. The patient’s premiums depend on the tier of 
coverage selected and the patient’s income as reported on federal 
taxes. Patient cost sharing also is determined by the tier of coverage 

Civilian Health and Medical Program of the Department of 
Veterans Affairs (CHAMPVA) is for family members of a disabled 
or deceased veteran who are not eligible for TRICARE.
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selected. Gold plans have the lowest patient cost sharing but the 
highest monthly premiums. Bronze plans have lower monthly 
premiums but higher patient cost sharing. Patients choose the 
financial option that works best for their specific circumstances. 
These plans are administered by private insurance companies. The 
ACA laid out specific details on what services these plans must 
cover. All exchange plans must follow the same rules of coverage 
regardless of whether the coverage was obtained through the state 
or federal marketplace. 

Employer-sponsored Plans
Employer-sponsored plans are the final option available for health-
care insurance. These were once the mainstay of the private health 
insurance market but are becoming increasingly rare. The employer 
customizes a health insurance policy with the insurance company. 
The employer can purchase additional coverage for treatments, such 
as in vitro fertilization, or can refuse coverage of certain treatments 
such as contraception. These are called policy riders. The monthly 
premiums are determined by the options the employer selects. 
Most employers require the employee to contribute a portion of 
the monthly premium. The plan is administered by the insurance 
company based on the coverage options selected by the employer, 
but the employer does not have access to HIPAA-protected informa-
tion about their employees. 

Private Health Insurance Plans
Almost all private health insurance plans have patient cost sharing. 
The different types of patient cost shares are copays, deductibles, 
and coinsurance. 
Copays are a set dollar amount due every time the patient receives 
a specific service. The most common type of copays are for office 
visits. Many insurances have different copays for primary care versus 
specialist office visits. Insurances also may apply copays to ancillary 
services such as X-rays or laboratory work. The copay amount is 
applied to the claim before the insurance makes payment, but the 
insurance pays the allowance above the copay amount. If the copay 
amount is greater than the visit allowance, the entire allowance is 
applied to patient responsibility as a copay. Most insurance contracts 
allow the provider to collect the copay before billing insurance. 
Deductibles are very similar to copays in that the insurance will not 
make any payment until the deductible has been met. Deductibles 
are usually much greater dollar amounts than copays. Typically, 
it takes many claims to meet the deductible before insurance will 
make payments on claims. Deductible amounts vary by policy. 
Most insurance contracts allow the provider to collect a deposit on 

the deductible before billing insurance. After the deductible is met, 
most insurance policies will process with coinsurance. 
Coinsurance is when the insurance and patient each pay a percentage 
of the insurance allowance for services. Coinsurance rates vary by 
policy, but the most common is 80/20. In this model, the insurance 
pays 80 percent of the allowance for the service, while the patient is 
responsible for 20 percent of the allowance. Most insurance contracts 
do not allow for coinsurance to be collected prior to billing insurance. 
Accurate coinsurance is very hard to predict because fee schedules 
are always changing, and payable services are not definitive until the 
claim has been processed by the insurance company. 
Most insurance policies also have an out-of-pocket maximum. This 
is the maximum amount of cost sharing the patient pays before the 
insurance assumes 100 percent payment for remaining healthcare 
services. Deductibles, coinsurance, and out-of-pocket maximums 
usually reset annually, so it’s important for the patient to know when 
their policy renews. 
The options for medical coverage have increased significantly in the 
last 20 years, and plans are now more customized to individuals. 
It’s beneficial for every healthcare administrator to have a basic 
understanding of the different types of insurance, who is eligible 
for certain insurance, how these plans answer patient questions, 
and how to assist providers in maximizing reimbursement for their 
services. 

Elizabeth Redman, CPC, COSC, is billing department manager for Buffalo Orthopaedics 
Group, LLP in Buffalo, N.Y. She has 20 years’ experience in healthcare administration, 14 of 
those years in physician accounts receivables. Redman has worked for many dif ferent 
specialties including, orthopedics, cardiology, obstetrics/gynecology, infertility, radiology, 
and pediatrics. She is a member of the Buffalo, N.Y., local chapter.

Resources
CMS, MACs by state: www.cms.gov/Medicare/Medicare-Contracting/Medicare-
Administrative-Contractors/Downloads/MACs-by-State-October-2017_Edited-03012018.pdf

HealthCare.gov
Medicaid.gov, Eligibility: www.medicaid.gov/medicaid/eligibility/index.html

Medicare.gov, Medicare 2018 Costs at a Glance: www.medicare.gov/your-medicare-costs/
costs-at-a-glance/costs-at-glance.html#collapse-4811

TRICARE, Eligibility: https://tricare.mil/Plans/Eligibility

HHS, Who Is Eligible for Medicare?  
www.hhs.gov/answers/medicare-and-medicaid/who-is-elibible-for-medicare/index.html

U.S. Department of Veterans Affairs, Veterans Choice Program (VCP):  
www.va.gov/opa/choiceact/

U.S. Department of Veterans Affairs, Frequently Asked Questions About CHAMPVA:  
www.va.gov/COMMUNITYCARE/programs/dependents/champva/CHAMPVA_faq.asp

The options for medical coverage have increased significantly in the 
last 20 years, and plans are now more customized to individuals.
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 PRACTICE MANAGEMENT

 Coding/Billing  Auditing/Compliance  Practice Management 

By Lisa Tevolini, LPN, CPC, CPCO

Experienced nurses who have held traditional nursing roles make 
excellent candidates for coding, corporate, and managed care 

positions. They have a clinical understanding of medical procedures, 
and appreciate how coding and provider documentation complement 
each other. Let’s explore how a career in managed care is a good fit 
for nurses.

What Is Managed Care?
Managed care oversees cost and utilization of benefits and ensures 
plan members are receiving quality healthcare. Third-party managed 
care organizations (MCOs) are typically contracted by insurance 
carriers and employ physicians, nurses, coders, and other non-clinical 
support staff to make determinations on behalf of the insurance 
carrier. They determine pre-authorizations, benefit management 
(such as physical therapy needs, pain management utilization, etc.),  
and documentation accuracy for reported procedures in claims.
MCOs act as an impartial third party, settling disagreements between 
the provider’s office and an insurance company by hearing both sides 
of the story and looking at the presented facts. 
Coding is a vital piece of this intricate puzzle. For utilization manage-
ment (pre-certification and benefits), diagnostic coding is particu-
larly important. The diagnosis code drives the entire procedure: It 
tells the MCO why the requested procedure is necessary for the 
patient. Nurses with coding experience are better equipped to make 
informed decisions on medical necessity.

New Payment Models Change the Equation
Paying providers to keep patients healthy is now more valuable 
than paying for billed services. The government’s goal is to replace 
fee-for-service payments with value-based payments that include 
cost sharing. This is making correct medical coding more important 
than ever: Under a value-based payment system, codes are not only a 
billing factor but also a quality factor, used to calculate performance 
and, ultimately, provider payments. 
Giving providers a stake in their patients’ health and rewarding them 
for taking the best possible care of their patients — keeping them 
out of the hospital, ensuring they are taking their medications, and 
performing all preventative services — is what “managed care” is all 
about.

A Nurse’s Role in Managed Care
The role of a nurse in managed care is unique. Because coding and 
compliance training is essential, you must wear several hats. 
A nurse’s main function in managed care is to act as a liaison between 
providers’ offices and the affiliated organization. As a managed care 
nurse, you speak with certain provider groups regarding claims that 
have “escalated” due to denials. These are usually high cost claims 
with complex coding. In these circumstances, you pull the cases apart 
with the medical director who made the initial determinations on the 
claims. Together, you review the submitted operative reports and the 

Nurses Are Perfect  
C ANDIDATES for  
Managed Care Positions
A nurse’s background and expertise makes 
for a great liaison between doctors and 
insurance companies.
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CPT® codes. Your nursing background of anatomy and physiology 
is put to good use when piecing together these complex puzzles.
Health plans sometimes request written explanations of denials 
from the MCO to send to the provider’s office. In these cases, gener-
ally, the claims are reviewed carefully by the medical director and 
MCO. A written explanation is crafted, using CPT® descriptions 
of the code and any citations from the operative report supporting 
the denial, as well as National Correct Coding Initiative (NCCI) 
edit references used in determining the denial. These explanations 
are detailed and comprehensive. This level of explanation may 
help to educate the provider and/or billing staff as to how the 
determination was made, and what future coding expectations are 
for that procedure.

Advice for Nurses Looking for a Change
If you are a nurse aspiring to join the business side of healthcare, 
search for opportunities in your current organization. For example, 
look to billing staff to explain procedure codes submitted to health 

plans, volunteer to join your organization’s compliance team, or 
look for areas of improvement in your providers’ documentation. 
Become a Certified Professional Coder (CPC®) and pursue other 
credentials that spark your interest. Compliance training often 
compliments a CPC® certification. Becoming certified not only 
opens opportunities for you, but also tunes you into the intricacies 
of coding.
I’m glad I took the opportunity to learn the coding and compliance 
aspects of healthcare, as they have enriched my education and 
understanding of healthcare. Whatever your role or goal, it’s terrific 
to keep on learning. 

Lisa Tevolini, LPN, CPC, CPCO, is a nurse specialist who began in a multispecialty practice 
as a nurse for a gastroenterologist. She later became intravenous and infusion certified and 
performed infusion therapies on patients who received biologics. Within the same practice, 
she became the nurse case manager and assistant clinical manager. In managed care, Tevolini 
combines her clinical expertise with the skills she acquired through health plan interactions. 
She is a member of the Danbury, Conn., local chapter.

Look to AAPC’s Knowledge Center (www.aapc.com/blog) for articles on clinical 
documentation improvement such as “7 Deadly Sins of Outpatient Documentation” 
and “Include MEAT in Your Risk Adjustment Documentation.”

Learn more about AAPC’s medical coding certifications at:  
www.aapc.com/certification/medical-coding-certification.aspx.

A nurse’s main function in managed care is to act as a liaison 
between providers’ offices and the affiliated organization.
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 ADDED EDGE
By Janine Duclos, CPMA, CCS-P

We work hard to earn professional certifi-
cations, but certifications are not an end 

goal; rather, they are a milepost along the 
road of continuing education.
We can never say we’re done learning 
because: 

• Every year, diagnosis codes, procedure 
codes, and HCPCS Level II codes are 
either added, deleted, or revised. 

• National Coverage Determinations 
(NCDs) and Local Coverage 
Determinations (LCDs) are living 
documents. 

• New legislation is constantly being 
passed that affects the healthcare 
industry. In 2015, for example, 
the Medicare Access and CHIP 
Reauthorization Act (MACRA) 

changed the way physicians are 
paid for Medicare Part B services 
and restructured quality reporting 
programs. 

• The Office of Inspector General and 
Medicare contractors keep telling us 
what we’re doing wrong. Reports show 
that most errors are due to our lack of 
education or failure to keep up with 
the changes in coding, documentation 
guidelines, and regulations.

For these reasons (and others), it’s the respon-
sibility of every coder, auditor, health infor-
mation management (HIM) director, and 
clinical documentation improvement (CDI) 
specialist to continually educate themselves 
and work on their professional develop-
ment. This about more than just attending 

REACH MILESTONES WITH CONTINUING 
EDUCATION AFTER CERTIFICATION
Self-education from 
reliable sources 
enhances your 
value to employers 
and gives you a 
sense of self-worth.
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Continuing Education

meetings, conferences, and webinars to earn 
continuing education units (CEUs). It’s 
about the responsibility to accurately code, 
report, and review records. And it’s about 
maintaining compliance while keeping your 
office or organization afloat financially. 

Explore Education and Career  
Development Opportunities
There are many resources you can call on 
to expand your education and keep your 
professional knowledge up to date. Often, 
certified professionals rely on their employers 
to provide education. When that isn’t feasible 
due to budget restraints, it’s important for 
coders and CDI professionals to self-educate. 
The same goes for HIM and revenue cycle 
professionals. Luckily, there are many low- 
or no-cost ways to learn, earn CEUs, and 
develop yourself professionally. 
AAPC’s member magazine, Healthcare 
Business Monthly, is a great place to start. As 
a bonus, it includes an online Test Yourself 
quiz that you can take to earn one FREE 
CEU each month.  To access Healthcare 
Business Monthly and Test Yourself online, 
go to: www.aapc.com/resources,/publications/
healthcare-business-monthly/.
AAPC local chapters have monthly meetings 
where you can learn while you earn CEUs. 
The meetings are usually FREE to attend 
(depending on if food is offered) and host 
a wide range of education from providers 
and experts in the field. You can locate your 
nearest chapter at: www.aapc.com/localchapters/
find-local-chapter.aspx.

AAPC also offers FREE “Member-only 
Quarterly Webinars,” where you can earn 
one CEU for each webinar you watch. Access 
these free webinars by logging into your 
AAPC account and going to: www.aapc.com/
membership/quarterly-webinar.aspx.
If you enjoy a particular specialty or area 
of healthcare business, consider earn-
ing an AAPC specialty certification to 
demonstrate your proficiency in that field. 
You can find more information about spe-
cialty certifications on the AAPC website at:  
www.aapc.com/certification/. 

Expand Your Horizons
AAPC isn’t your only resource, of course, 
and there’s nothing wrong with getting a 
second opinion. 
The American Hospital Association (AHA), 
for example, offers webinars for as little as $10 
to $20 per person. Often, these webinars are 
regarding Coding Clinic updates, ICD-10-
CM/PCS changes, and CDI information. 
Another great and often under-used educa-
tional tool is “grouper” software. Many of 
these include guidance from code books, 
official guidelines, and access to Coding 
Clinic. The software can alert you to poten-
tial unbundling of codes done by ancillary 
chargemasters, as well as minor procedures 
considered to have inherent evaluation 
and management (E/M) components. The 
software can then direct you to the National 
Correct Coding Initiative (NCCI) manual, 
which is a great reference tool to explain, for 
example, the logic behind why you shouldn’t 

report certain procedures together. The 
NCCI manual also gives clinical examples 
of when it is appropriate to report specific 
codes together. 
Lastly, don’t forget about Medicare adminis-
trative contractors (MAC). which gives timely 
guidance on their websites. MACs generally 
provide specific guidance as to how they de-
termine E/M levels, for example, and provide 
links to their LCDs regarding procedures and 
ancillary testing. This is great information 
to have at your fingertips, especially when a 
change is made regarding E/M codes, proce-
dure coding, or medical necessity. 

Uphold a Higher Standard
Ultimately, it’s each certified professional’s 
responsibility to maintain updated knowl-
edge and obtain continued education. We 
agreed when we became certified profes-
sionals to adhere to a standard of ethics. 
Complacency in continuing education puts 
everyone at risk. Compliance requires us 
to stay updated on the most current and 
accurate information that pertains to our 
jobs. I hope you take advantage of the many 
opportunities and resources available to you 
so you may reach your next mile marker. 

Janine M. Duclos, CPMA, CCS-P, is an educator/auditor for Huggins 
Hospital in Wolfeboro, N.H., where she has been employed for 16 years. 
She educates providers regarding documentation opportunities as well 
coders in her organization. Duclos is a member of the Seacoast-Dover, 
N.H., local chapter. She can be reached at jduclos@hugginshospital.org.

It’s more than just attending meetings, conferences, and 
webinars to earn continuing education units (CEUs). It’s about 

the responsibility to accurately code, report, and review records.
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By David Blackmer, MSC
 MEMBER FEATURE

This year marks AAPC’s 30th anniversary, but our national con-
ference organizers always find ways to incorporate fresh and 

exciting ideas into each event. Attendees at HEALTHCON 2018, 
hosted at the Coronado Springs Resort in Orlando, Fla., found high 
caliber of educational sessions, two new expos to attend, multiple 
pre-conference events (for all experience levels), exciting and fun 
ways to engage digitally, and new offerings for after-hours activities.

Trending Education
“If you focus on what you left behind, you will never be able to see 
what lies ahead.” - Gusteau (Ratatouille)
HEALTHCON offers a variety of the hottest industry topics with 
nearly 100 educational breakout sessions, covering every base in the 
field of revenue cycle management. Some of this year’s vanguard 
subjects among the breakout sessions included:

HEALTHCON 2018:  
An Event Full of Fresh Starts
It’s invigorating to be a part of national conference as healthcare 
education evolves and new friendships sprout.

Everybody loves Dr. Z!
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• Impact of Potential E/M Guideline Changes
• Security Audits & Cyber Threats Facing Healthcare
• Building an Effective Risk Based Audit Plan

The general sessions added an overarching theme of professional 
experience and wisdom. These events included:

• The Medical Uses of Next Generation Sequencing
• Legal Trends and Issues
• The Empowered Healthcare Consumer

Considering the entertainment before the general sessions — from 
the a cappella group Eclipse 6 to the short trivia rounds hosted by a 
Gaston look-alike — these events helped set the conference tone of 
gathering knowledge while having a little fun.

New Expos
“Change is good.” - Rafiki (The Lion King)
In addition to the popular Anatomy Expo, AAPC added two new 
events this year: Networking and Facility Expos. Both events, held 
the last day, saw a high volume of attendees taking advantage of the 
personalized interaction in the expo atmosphere.
The Networking Expo offered a wide variety of specialty small 
groups to share ideas and brainstorm how to overcome common 
challenges. The Facility Expo provided short educational insights in 
rapid succession on topics especially pertinent to the facility setting, 
such as capturing reimbursement for efficient emergency depart-
ment revenue streams and the best query methods when finding 
documentation deficiencies.

Lean Six Sigma White Belt
“Venture outside your comfort zone. The rewards are worth it.” - 
Rapunzel (Tangled)
Prior to the start of conference, some attendees learned the structured 
Lean Six Sigma approach to process improvement in a half-day 

HEALTHCON offers a variety of the hottest industry topics 
with nearly 100 educational breakout sessions, covering 

every base in the field of revenue cycle management.

We found AAPC Alex!
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HEALTHCON

course. They reviewed case studies, held round table discus-
sions, and even brought up personal examples to understand 
how they could collectively apply Lean concepts to daily 
process and operations improvement activities.
This training was especially timely considering that the last 
membership survey conducted indicated the biggest challenge 
AAPC members face at work is “obtaining management skills.” 
Attendees who now have this certificate in their repertoire will 
improve their career situations.

HEALTHCON Rookies
“You control your destiny; you don’t need magic to do it.”  
- Merida (Brave)
What better way to discuss firsts than to mention an entire 
pre-conference session dedicated to first-time attendees? With 
a heartfelt introduction from former National Advisory Board 
(NAB) President Jaci Kipreos, COC, CPC, CPMA, CPC-I, 
CEMC, AAPC Fellow and three AAPC employees discuss-
ing the tips and tricks of navigating conference, this session 
proved to be highly informative. Attendees learned about the 
HEALTHCON app, how to get the most out of each session, 
networking best practices, taking full advantage of the Exhibit 
Hall, and how to capitalize on the entertainment and other 
venues nearby.

Digital Presence
“When you use a bird to write with, it’s called tweeting.” - Maui 
(Moana)
Attendees with the HEALTHCON app found it easy to share 
their daily experiences throughout the event on the app wall, 
keeping up with what others were learning and doing, and 
allowing interactions and networking at a deeper level. Even if 
you missed HEALTHCON 2018, you may have noticed some 
parts of it being broadcast from our Facebook live feed such as 
a performance from Eclipse 6 or the NAB transition during the 
Member Appreciation Luncheon.

“You control your destiny;  
you don’t need magic to do it.”  
- Merida (Brave)

HEALTHCON photos by  Isaac Wu
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Dance Aerobics
“In every job that must be done, there is an element of fun.” - 
Mary Poppins 
This year’s national conference also offered a fun, health-
oriented Dance Aerobics session, designed for all skill levels. 
Participants enjoyed working out to some great music, smiling, 
and laughing throughout.
This may not have been our first conference at Disney’s 
Coronado Springs Resort, but HEALTHCON 2018 felt 
like a new experience, nonetheless, thanks to all these re-
cent additions. We’re looking forward to another thrilling 
HEALTHCON next year, with even more new experiences at 
Caesars Palace Las Vegas (April 28 – May 1, 2019). 

David Blackmer, MSC, is the director of member experience at AAPC. He is a member of the Salt Lake 
South Valley, Utah, local chapter.

“In every job that must be done, 
there is an element of fun.” 

 - Mary Poppins

From AAPC, “See you real soon!”

HEALTHCON photos by  Isaac Wu
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 DEAR JOHN

Q What is proper coding if an anesthesiologist performs perioperative 
transesophageal echocardiography (TEE), 93355? Per the National 

Correct Coding Initiative (NCCI), TEE is bundled to the primary 
anesthesia service (00560), which results in non-payment of the TEE 
when reporting both services.

A The short answer is, in the scenario described, compliant coding 
is 00560 Anesthesia for procedures on heart, pericardial sac, and 

great vessels of chest; without pump oxygenator. The anesthesiologist 
cannot receive separate reimbursement for the perioperative TEE, 
as described, using 93355 Echocardiography, transesophageal (TEE) 
for guidance of a transcatheter intracardiac or great vessel(s) structural 
intervention(s) (eg, TAVR, transcatheter pulmonary valve replacement, 
mitral valve repair, paravalvular regurgitation repair, left atrial append-
age occlusion/closure, ventricular septal defect closure) (peri- and intra-
procedural), real-time image acquisition and documentation, guidance 
with quantitative measurements, probe manipulation, interpretation, 
and report, including diagnostic transesophageal echocardiography and, 
when performed, administration of ultrasound contrast, Doppler, color 
flow, and 3D.
To explain further: The American Society of Anesthesiologists (ASA) 
takes the position that perioperative TEE should be reimbursed sepa-
rately, when medically necessary and furnished by a properly trained 
and experienced provider. The ASA’s “Statement on Transesophageal 
Echocardiography” lays out its case and recommends specific coding. 
In summary, it explains: 

A number of patients with cardiovascular disease under-
going anesthesia for various surgical procedures require 
precise cardiovascular assessment and prompt treatment 
of physiologic changes that occur in the perioperative pe-
riod. Sophisticated instruments, such as transesophageal 
echocardiography (TEE), can provide specific information 
about cardiovascular function and physiologic and anatom-
ic changes that is not available from routine monitors utilized 
in the operating room. 

The indication for TEE is generally based on the individu-
al patient’s condition rather than the specific surgical proce-
dure. Select patients need echocardiography due to under-
lying structural (congenital), functional (valvular disease, 
cardiomyopathy) or ischemic (atherosclerotic) cardiovascu-
lar disease. …

Because the use of TEE is dependent on the patient’s un-
derlying clinical condition, not the specific surgical proce-
dure that the patient is undergoing, neither the work val-
ue nor practice expense of TEE services has been considered 
when developing the base unit values for anesthesia services 
in which TEE may be used. …

If the TEE is performed for diagnostic purposes by the same 
anesthesiologist who is providing anesthesia for a separate 
procedure, modifier 59 should be appended to the TEE code 
to note that it is distinct and independent from the anesthesia 
service. If the anesthesiologist does not own the TEE equip-
ment, s/he reports only the professional component of the 
TEE service and should append modifier 26 (Professional 
Component) to the TEE code, along with modifier 59. 

Despite the ASA’s recommendations, there is no compliant way 
to separately report 93355 with 00560. NCCI not only bundles 
93355 into 00560, it assigns the edit a modifier indicator of “0,” 
which means the two codes cannot be billed together under any 
circumstances (e.g., even if a modifier is appended).
At this time, the only possibility for a (future) remedy is continued 
advocacy. The ASA acknowledges, “Unfortunately, NCCI edits 
pairing anesthesia services with transesophageal echocardiography 
(TEE) as described by CPT Code 93355 have not been revised. … 
ASA will continue to encourage CMS to revise these edits to allow for 
separate reporting of code 93355 when performed by the physician 
anesthesiologist providing anesthesia care for the underlying surgical 
procedure.”
If this issue affects you, the ASA’s statement is worth reading in  
full. 

In a Coding Quandary? Ask John
If you have a coding-related question for AAPC’s Healthcare  
Business Monthly, please contact John Verhovshek, MA, CPC,  
managing editor, at g.john.verhovshek@aapc.com.

How Do I Code when an  
Anesthesiologist Performs TEE?

Resource
ASA, “Statement on Transesophageal Echocardiography,” amended Oct. 28, 2015:  
www.asecho.org/files/Guidelines/BasicTEE.pdf
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NEWLY CREDENTIALED MEMBERS
Can’t find your name? It 
takes about three months 
after you pass the exam 
before your name appears 
in Healthcare Business 
Monthly.

Magna Cum LaudeMagna Cum LaudeMagna Cum Laude

Adelaide Gifford, CRC, CPC-A
Agape Arcega Faurillo, CPC-A
Anna Sorge, CPC-A
Anne Prowant, CPC-A
Chelsea Anne Sales, CPC-A
Cheryl  Auth, CPC-A
Christina Meyer, CPC
Christine A Winter, COC, CPC, COPC
Deborah Gladney, CPC-A
Dena Sawyer, CPC
Gail R Osborn, CPC, CIMC, CPCD
Geneva Martin, CPC-A
Halee Finn, CPC-A
Heather LaNeve, CPC-A
Janet Brzezinski, CPC-A
Jasmine Grace Jamoralin De Vera, 

CPC-A
Jason Thorp, CPC
Jennifer Meich Eline, CPC-A
Kathy Lhane Raspado Lin, CPC-A
Kim Frahm, CPPM
Laquita Evans, CPC-A, COC-A
Leslie Ann Stapleton, CPC-A
Mary Ingram, CPC-A
Midhu Ittiachen K, CPC-A
Miguel Gonzalez, CPC-A
Monica Ibarra Alagos, CPC-A
Olga Acosta, CIRCC
Rachel Shelby, CPC
Raghu Gujja, CPC-A
Ruth F Funari, CPC
Sameer Niazi, CPC-A
Sharon Abubo, CPC-A
Sharon Siegel, CPC
Wendy Marie Stenglein, CPC, COPC
Yawovi Mawule Bento, CPC-A

CPC®CPCCPC
Alexa Fleming, CPC, CPMA, COC
Alisa Bryant, CPC
Amanda L Polfer, CPC
Amber Honkomp, CPC, CEMC, COC
Amber Neitman, CPC
Amber Walker, CPC
Anika Wood, CPC
Anna McAllister, CPC
Arnold Rohit, CPC
Ashley Koschoff, CPC, CFPC, COC
Becky Byars, COC,, CPC
Bobbie Talmadge, CPC
Carmen L Chaisson, CPC, CPB, 

CPC-I, COC
Chaitra T, CPC
Christy Ross, CPC
Concepcion Lopez Concepcion, 

CPC
Crystal Cohn, CPC
Daphne Collins, CPC
Deanna Brannon, CPC
Deavin Napoleon, CPC
Deborah Henderson, CPC

Destini Sills, CPC
Dina Christenson, COC
Dionne Denise Richardson, CPC
Duminda Hiran Jayasuriya, CPC
Elizabeth Haight, CPC, COC
Emma Cabral, CPC
Evan Wright, CPC
Fabienne Mack, CPC
Faranak Khandadia, CPC, COC
Ginina Hay, CPC
Gwendolyn Farmer, CPC
Haley Sheffer, CPC
Heather Fsadni, CPC, COC
Hillary Corser, CPC
Hodda M El-Iskandarani, CPC, COC
Jaimini R Patel, CPC
Jane E Metcalf, CPC, COC
Jane Matus, COC
Jane Mizerak, CPC
Jayne Probst, CPC, CPB, COC
Jennifer Deplancke, CPC
Jennifer Edgar, CPC
Jennifer Lomeli, CPC
Jennifer Miller, CPC
Jennifer Smartt, CPC
Jerene Rockstrom, CPC
Jessica Huisa, CPC
Jisha Manu, CPC
Julia Fay, CPC
Karissa Edelen, CPC
Kathleen Baer, COC,, CPC
Kayla Mabe, CPC
Keara Clark, CPC
Kelley Dopslauf, CPC
Kim Fetter, CPC
Kim Warf, CPC
Kimberly Ann Downey, CPC, COC
Kimberly Bailey, CPC
Kimberly Petroske, CPB, CPC
Kimbirli Hungate Blackford, CPC, 

COC
Kristy Fadely, CPC
Laurel Henderson, CPC
Linda D Hall, CPC, COSC, COC
Lisa A Davis, CPC
Loreen Maule, CPC
Loretta Olsen, CPC
Luz Lan, CPC
Lynda Perfetto, CPC
Lynne Tucker, CPC
Mandy Mori, CPC
Manish Kumar Kushwaha, CPC, COC
Marina Ann Perez, CPC
Martinique Moore, CPC
Mary Walker Carr, CPC, COC
Matthew Lawrence Ranbarger, CPC
Melanie Lorine Larrison, CPC, COC
Melinda Yeager, CPC
Melissa D Kneifl, CPC, COC
Melissa Miles, CPC
Melissa Rae Bryant, CPC, COC
Melody Chatman, CPC
Mesica Johnson, COC
Michael Shawn Hammond, CPC
Michelle Cathleen White, CPC, 

CPMA, COC
Michelle Diane Griggs, CPC, CPMA, 

CPC-I, COC
Monica P Jackson, CPC
Mounika Rapally, CPC
Naillil Ines Morales, CPC
Natalie Ann Holler, CPC
Nicole Carbo Hoffman, CPC
Nikki Gentry, CPC

Nirali Vaishnav, CPC
Olga Vacca, CPC
Omkar T, CPC
Padmavathi Boomilingam, CPC
Pam Wiegel, CPC
Pamela Saunders, CPC
Patrice Etiole McGaughey, COC
Peggy D Crawford, CPC
Phyllis Kelley, CPC
Prabhakaran SS, CPC
Priya M, CPC
Ramatulai Sesay, CPC
Rebecca Al-Fawakhiri, CPC, COC
Rhonda Hall, CPC
Richelle Schubert, CPC, COC
Ryann Revell, CPC, CPMA, COC
Sally Hellmers, CPC
Sandra Leslie, CPC
Sandra Onate, CPC, CPPM, COC
Sarah Barnes, CPC, COC
ShaNeisha Lawrence, CPC
Sharon Kay Dooley, CPC
Shawn Kiser, CPC
Sherry McCarty, COC
Sreeharitha Mindi, CPC
Stanita Cabbell, CPC
Stephanie Loving, CPC
Stephanie Montoya, CPC
Suchitra V, CPC
Sunny McHugh, CPC
Susanah Ramos, CPC
Sylvia Jones, CPC
Sylwia Wiatr, CPC, COC
Tameka Emerson, CPC
Tanya Marie Malicsi, CPC
Tawny S Miller, CPC
Thilagavathi Thilagavathy Krish-

namurthy, CPC
Thomas Champagne, COC
Tiana D Barclay, CPC
Tiaura Bliss, CPC
Tiffany Ball, CPC
Tifney Bailey, CPC
Tina L Lynette Dugger, CPC
Tonee McIntosh Craft, CPC, COC
Toni Osborne Carson, CPC, CPCO, 

CPC-P, CPMA, CCC, COC
Tracy Miller, CPC
Tyneshia Gardner, CPC
Vimala Arumugam, CPC
Yolanda Y Williams, COC, CPMA, 

CPC

ApprenticeApprenticeApprentice
Aaron Foster, CPC-A
Abbie Rybolt, CPC-A
Abigail J Seward, CPC-A
Abigail Romeo, CPC-A
Abinaya Veerasekar, CPC-A
Adam Hirani, COC-A
Adam Jackson, CPC-A
Adesina Braxton, CPC-A
Adil Momin, CPC-A
Adoree Taylor, CPC-A
Adrienne Spina, CPC-A
Aima J Ashraf, CPC-A
Aimee Winkley, CPC-A
Ajikumar S, CPC-A
Alay Chand, CPC-A
Alekya Vanapalli, CPC-A
Alex Boitnott, COC-A

Alex Hovanes, CPC-A
Alexis Wilson, CPB, CPC-A
Alicia Rose, CPC-A
Alka Singh, CPC-A
Alphonso Munoz, CPC-A
Althea Czarina Monsale, CPC-A
Amanda Becker, CPC-A
Amanda Martek, CPC-A
Amber Johnson, CPC-A
Ameerudheen V K, CPC-A
Anas M, CPC-A
Andrea Jones, CPC-A
Andrea Megan Oneill, CPC-A
Anees MA, CPC-A
Angela Kay Ostrander, CPC-A
Angela M Ambrosia, CPC-A
Angela Maltba, CPC-A
Angela Shasteen, CPC-A
Anil Kumar Kathi, CPC-A
Anishka Murali, CPC-A
Anita Celline, CPC-A
Anjali Krishna, CPC-A
Anjali M Nair, CPC-A
Anjali M R, CPC-A
Anjaly Madampillil Radhakrishnan, 

CPC-A
Anjan Kumar Yada, COC-A
Anju Ambrose, CPC-A
Anjumol Kuriakose, CPC-A
Anly Mathew, CPC-A
Ann Elizabeth, CPC-A
Ann Mary Paul, CPC-A
Anna Devore, CPC-A
Annia Martinez, CPC-A
Ansari PA, CPC-A
Anumole Jacob, CPC-A
Anusha Vibin, CPC-A
Apurwa Nilesh Patil, CPC-A
Archana Akkapalli, CPC-A
Archana Mohan, CPC-A
Arokiaraj Pushparaj, CPC-A
Arthur Ramirez, CIC, CPC-A
Arun Kumar S, CPC-A
Arun Shivajirao Biradar, CPC-A
Arun TC, CPC-A
Aruna Jyothi Gogula, CPC-A
ArunKumar Chiluka, CPC-A
Arya SR, CPC-A
Ashley Holladay, CPC-A
Ashley Mirrer, CPC-A
Ashley P Andrews, CPC-A
Ashley Robertson, CPC-A
Ashley Shaffer, CPC-A
Ashlie Waltrip, CPC-A
Aswani H S, CPC-A
Aswani Sekhar Thamarasseri, CPC-A
Athira Chandran, CPC-A
Aubri Smith, CPC-A
Aubry Banken, CPC-A
Audrey Lemond, CPC-A
Avery Khristain Holland, CPC-A
Ayisha Shifla T K, CPC-A
Ayokunle Owoso, CPC-A
Babitha S Nair, CPC-A
Baby Rani Mathew, CPC-A
Badrinarayan Sahoo, CPC-A
Bambi Benefield, CPC-A
Bandaru Manjeera Naidu, CPC-A
Barb Huffman, CPC-A
Beerla Anitha, CPC-A
Benaszir Shariff, CPC-A
Benny Tangachan, CPC-A
Bettina J Quintana, CPC-A
Bharathi BK, CPC-A

Bhavana Sasikumar, CPC-A
Bhuvana Chandra Jonnadula, CPC-A
Bianca Ramos, CPC-A
Binitha Vijayakumari, CPC-A
Binson Daniel, CPC-A
Bipin Pandey, CPC-A
Blanca Duarte, CPC-A
Bradley Owens, CPC-A
Breanne Schmitz, CPC-A
Brenda Hall, CPC-A
Brenda Rhinehart, CPC-A
Briana Bearfield, CPC-A
Brianna Vollmer, CPC-A
Brittany Miller, CPC-A
Brooke Horlocher, CPC-A
Bruce Vieau, CPC-A
Bryan Mulford, CPC-A
Caitlin Rose-Patterson, CPC-A
Camille Fields, CPC-A
Camille Grays, COC-A
Candice Culotti, CPC-A
Cariane Spring Ruggieri, CPB, CPC-A
Carlos D. Johnson, COC-A
Carol Ann Jaklevich, CPC-A
Carol Chappell, CPC-A
Carol Farrington, CPC-A
Carol Messina, CPC-A
Carrie Huckeby-Johnson, CPC-A, 

COC-A
Carrie Laurence, CPC-A
Casey Coviello, COC-A
Cassandra Schober, CPC-A
Cathy Thiel, CPC-A
Chaithanya Ramachandran, CPC-A
Chandralega Balasubramaniyan, 

CPC-A
Chandrashekar Odnala, CPC-A
Charity Weiss, CPC-A
Charlyn Paisley, CPC-A
Charmi Anne Bergeron, CPC-A
Chasity Robertson, CPC-A
Chelsea McGee, CPC-A
Cher Spears, CPC-A
Cherisse Heidingsfelder, CPC-A
Chester Ivan Rosario, CPC-A
Chi Dahlgren, CPC-A
Chistine Angeles, CPC-A
Cholleti Sandhya, CPC-A
Chris N Kane, CPC-A
Christa Bell, CPC-A
Christi L Hotard, COC-A
Christi M Pryor, CPC-A
Christian M Bentley, CPC-A
Christie Carroll, CPC-A
Christina Curtis, CPC-A
Christina Madhu, CPC-A
Christina Vracar, CPC-A
Christine Abbink, CPC-A
Christine Grossi, CPC-A
Christine Raymond, CPC-A
Christinia P O’Born, CPC-A
Cindy Fritts, CPC-A
Cindy Kennedy, CPC-A
Cindy Mendenhall, CPC-A
Clare Agnes Royo Hayahay, CPC-A
Clarine Mcallister Gabriel, CPC-A
Claudia Gutierrez, CPC-A
Claudius Thomas Stephen, CPC-A
Colleen Robert, CPC-A
Colleen Stephens, CPC-A
Connie Coble, CPC-A
Cora Lee Black, CPC-A
Courtney Snavely, CPC-A
Crista Couturier, CPC-A
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Cristy Gay Bauer, CPC-A
Crystal C Ivy-Smith, CPC-A
Crystal Valdez, CPC-A
Curie Suharsh Boddu, CPC-A
Cynthia Gahm, COC-A
Dalal Hamdar, CPC-A
Dana Gonzalez, CPC-A
Dana Varga, CRC, CPC-A
Danaisy Lozano, CPC-A
Danielle Renye- Girondo, CPC-A
Danny Rogers, CPC-A
Darcie Ahrendt, CPC-A
Darlina Oversen, CPC-A
Darren Fendley, CPC-A
Darsana Pilavullathil, CPC-A
David Beamguard, CPC-A
David Vink, CPC-A
Dawn Bourne, CPC-A
Deanna Foster, CPC-A
Decola Knight, CPC-A
Deniece Wharton, CPC-A
Denise M Drabick, CPC-A
Denise Norris, CPC-A
Derrick Russo, CPC-A
Devan Penrod, CPC-A
Dia Hernandez, CPC-A
Diana Cardoza, CPC-A
Diana McCormick, CPC-A
Diana Weston, CPC-A
Diane Chenevare, CPC-A
Dinesh Elumalai, CPC-A
Dison Ferror, CPC-A
Divya Ann Bijoy, CPC-A
Divya Krishnan, CPC-A
Divya Setti, CPC-A
Divya Sree Poola, CPC-A
Donna Lao, COC-A
Donna McMullen, CPC-A
Donna Olarsch, CPC-A
Doreen Smithwick, CPC-A
Doreen Wiechert, CPC-A
Edna Wilkerson, CPC-A
Elisabeth Dominguez, CPC-A
Elizabeth Chalifoux, CPC-A
Elizabeth Deahn, CPC-A
Elizabeth Dubert, CPC-A
Elizabeth Gove, CPC-A
Elizabeth Howlett, CPC-A
Elizabeth Page Booth, CPC-A
Elizabeth Parrish, CPC-A
Elizabeth Verbeck, CPC-A
Emily Doty, CPC-A
Emily Engstrom, CPC-A
Emily Smith, CPC-A
Emily Terhune, CPC-A
Eric R Linderman, CPC-A
Ericka Cunanan Grajo, COC-A
Erin Elzey, CPC-A
Erin Rowden, CPC-A
Eshwari Ganugula, CPC-A
Esther Rachel Jones, CPC-A
Evan Wyant, COC-A
Evans Aguilar Ramos, CPC-A
Ezequiel Gramajo, CPC-A
Fanita Williams, CPC-A
Farheena Mohmed, CPC-A
Fatima Motlie, CPC-A
Fatimah Stewart, CPC-A
Fe Lim, CPC-A
Felice Lyford, CPC-A
Felicia Blunk, CPC-A
Fibian Berkeley, CPC-A
Francis Alan Vale Paredes, CPC-A
Francis Conte, CPC-A

Frenzella Dodson, CPC-A
Fukayna Still, CPC-A
Gabriela Zavala, CPC-A
Gabrielle Ortiz, CPC-A
Gary Stafford, CPC-A
Gary Zolayvar, CPC-A
Geetha Mathiyazhagan, CPC-A
Geethaeswari M, CPC-A
Georgette Stephenson, CPC-A
Gerly Diaz Monungolh, CPC-A
Ghouse Mohammed, CPC-A
Gina Marie O’Brien, CPC-A
Gina Marquess, CPC-A
Ginger Vega, CPC-A
Girijarilal Krishnan, CPC-A
Glenda Satterwhite, CPC-A
Gnanasekaran Lakshathipathi, 

CPC-A
Gopika G, CPC-A
Gowrikumari Bhoopathy, CIC, CPC-A
Grant Harris, CPC-A
Grayer Tre’quisha, COC-A
Gregory W Hill, CPC-A
Gretchen Krause, CPC-A, COC-A
Grishma Sharma, CPC-A
Guntupalli Harsha Vardhan, CPC-A
Gustavo Iturralde Arriaga, CPC-A
Gwendolyn Gibbs, CPC-A
Hadassah Gonthukupulli, CPC-A
Hanna Barrett, CPC-A
Hannah Nadine Navarro, CPC-A
Hannah Rea, CPC-A
Haripriya Rangu, CPC-A
Harish Chinnaboina, CPC-A
Haseeba T, CPC-A
Haseena Haseena K, CPC-A
Haylee White, CPC-A
Heather Crowe, CPC-A
Heather Huskey, CPC-A
Heather McCormick, CPC-A
Hilty Thomas, CRC, CPC-A
Holly White, CPC-A
Ida Corcoran, CPC-A
Irene Jay Verzosa, CPC-A
Jacalyn Fort, CPC-A
Jackson Jebaraj, CPC-A
Jaclyn Flanagan, CPC-A
Jaclyn Bailey, CPC-A
Jacquelyn Richter, CPC-A
Jaime Francois, CPC-A
Jalisa Jackson, CPC-A
Jan Michael Recinto Caraig, CPC-A
Janaki Kandasamy, CPC-A
Janet May, CPC-A
Janet Ruane, CPC-A
Janice Repunte Bacatan, CPC-A
Jaron Scott, CPC-A
Jasmine Patrice Boyd, CPC-A
Jaykelord Rodavia, CPC-A
Jaymarie Castillo, CPC-A
Jayme Collier, CPC-A
Jayprakash Tiwari, CPC-A
Jean Angela Kemp, CPC-A
Jeanette Huestis, CPC-A
Jeffrey Lehrman, CPC-A
Jency John, CPC-A
Jeneefa Wimrow, CPC-A
Jenna Lee Williams, CPC-A
Jennifer Barnes, CPC-A
Jennifer Baylor, COC-A
Jennifer Freeman, CPC-A
Jennifer Mills, CPC-A
Jennifer Taylor, CPC-A
Jennifer Ulrick, CPC-A

Jennifer Werner, CPC-A
Jennilee Bonds, CPC-A
Jeremiah Blake, CPC-A
Jessica Houser, CPC-A
Jessica LaFaye, CPC-A
Jessica Mccurdy, CPC-A
Jessica Mileski, CPC-A
Jessica Moretti, CPC-A
Jessica Rani Perumalla, CPC-A
Jessica Torres, CPC-A
Jessica Truitt, CPC-A
Jessica Tucker, CPC-A
Jessica Worcester, CPC-A
Jignabahen Kanani, CPC-A
Jill Duffy, CPC-A
Jilleen Brown, COC-A
Jincy Joy, CPC-A
Jo Ann Lewis, CPC-A
Joan Lee Odell, CPC-A
Joanna Vickery, CPC-A
Joel Deangelis, CPC-A
Jon William Ga Gonzales, CPC-A
Jonee Varela, CPC-A, COC-A
Jonna Soulek, CPC-A
Jordan Woodruff, CPC-A
Josh Erlenmeyer, CPC-A
Joshua Patrick Ruiz De la Torre, 

CPC-A
Josy Binu, CPC-A
Jothi Venkatesan, CPC-A
Joy Gibo, CPC-A
Judi Prevost, COC-A
Julian Cannon, CPC-A
Julie P Thomas, CPC-A
Julie Tranbarger, CPC-A
Jumoke Hayes, CPC-A
Kalaivani MY, CPC-A
Kalirajan Mayilvaganan, CPC-A
Kandice Powell, CPC-A
Karanam Sumana, CPC-A
Karen Elizabeth Hall, CPC-A
Karen Jacobson, CPC-A
Karen Mae Tinimbang, CPC-A
Karen Ramsey, CPC-A
Karen Tartaglia, CPC-A
Kartheek Salugu, CPC-A
Karthick B, CPC-A
Karthik Moorthy, CPC-A
Karthika Mariappan, CPC-A
Kate Reitz, CPC-A
Katelyn Piotrowski, CPC-A
Katelyn Planer, CPC-A
Kathaleen McSayles, CPC-A
Katheren David, CPC-A
Katherine B Paderna, CPC-A
Katherine Vetter, CPC-A
Katie Garganigo, CPC-A
Katina Butts, CPC-A
Kavita Paladugu, CPC-A
Kavitha Ponnala, CPC-A
Kayla Hannah, CPC-A
Kayleen Reyes, CPC-A
Kaylynn Pitts, CPC-A
Keerthi S Babu, CPC-A
Kelle Bruton, CPC-A
Kelly Dwyer, CPC-A
Kelly McMillan, CPC-A
Kelly Sweetser, CPC-A
Kelsey Van Hook, COC-A
Kelsie Stevens, CPC-A
Kendra Smith, CPC-A
Kendradenise Maston, CPC-A
Keneisha Bent, CPC-A
Kenia Sanchez Fraginals, CPC-A

Ketki Anil Borawake, CPC-A
Kim Swift, CPC-A
Kimberly Foster, CPC-A
Kimberly Staten, CPC-A, COC-A
Kirubavathy Shanmugham, CPC-A
Kola Divya, CPC-A
Konduri Satishkumar, CPC-A
Krista Saul, CPC-A
Kristen Swink, CPC-A
Kristen Wertanen, CPC-A
Kristi Boyer, CPC-A
Kristi Lee, CPC-A
Kristine Abigail Sta Ana, CPC-A
Krystal Wiley, CPC-A
LaKita Stewart, CPC-A
Lakshmi A Menon, CPC-A
Lam Phuong Le, CPC-A
Lamonier Estimo, CPC-A
Larry Bush, CPC-A
Lateja Grate, CPC-A
Laura Holt, CPC-A
Laura Marie Brickey, CPC-A
Laura Martin, CPB, CPC-A
Laura Mohr, CPC-A
Lauren Howard, CPC-A
Lautoria Oliver, COC-A
Lavanya Sanaka, CPC-A
Leanne Lawrence, COC-A
Leia Campbell, CPC-A
Leigh Spicer, CPC-A
Leigha Graham, CPC-A
Leslie Campbell, CPC-A
Leslie Gomez, CPC-A
Leslie Ponce, CPC-A
Leslynne Wike, CPC-A
Leticia Escamilla, CPC-A
Liana Marie Riley, CPC-A
Liji S Kumar, CPC-A
Liji Thomas, CPC-A
Lilliana Shulgach, CPC-A
Linda Beachy, COC-A
Linda Cole, CPC-A
Linda Thole, CPC-A
Linda Thurmer, CPC-A
Linda Ventura, CPC-A
Lindsey Grier, CPC-A
Linu Varghese, CPC-A
Lisa Klug, CPC-A
Lisa Kaneshige, CPB, CPC-A
Lisa Lampton, CPC-A
Lisa Marie Black, CPC-A
Lisa Maurey, CPC-A
Lisa Mckinnon, CPC-A
Lisa Montes, CPC-A
Lisa Woodworth, CRC, COC-A
Litty Jacob, CPC-A
Lluvia A Guedry, CPC-A
Lolita Joyette Reed, CPC-A
Lorayne Falcon, CPC-A
Lori J Smith, CPC-A
Lori Steinsholt, CPC-A
Lourdes Garrucho, CPC-A
Lucelle Ceblano NG, CPC-A
Luieem Banu Shaik, CPC-A
Ly Chang, CPC-A
Lynn Mccrary, CPC-A
Madhu Babu Bonthu, CPC-A
Madhubobby Matta, CPC-A
Madhuri Addala, CPC-A
Mahankalaiah Nalumolu, CPC-A
Mahesh Sripaada, CPC-A
Malissa C Geiser, CPC-A
Mallesham Odnala, CPC-A
Mamatha Singireddy, CPC-A

Mamta Chahal, CPC-A
Mani Radha, CPC-A
Manju V, CPC-A
Manjusha Chandran, CPC-A
Manohar Ch, CPC-A
Manoj Akula, CPC-A
Mapriel Joves Ona, CPC-A
Maria Amrutha, CPC-A
Maria Concepcion Dingle Nagal, 

CPC-A
Maria K Venderdahl, CPC-A
Maria Lara, CPC-A
Maria-Teresa Hawk, CPC-A
Maritza Morgado, CPC-A
Maritza Ramos, CPC-A
Mariyam Dilsha MA, CPC-A
Mark Angelo Sosa, CPC-A
Mark Jadrian F. Partolan, CPC-A
Marsha Allahar, CPC-A
Martin Willard Sabin, CPC-A
Mary Lou Crutchfield, CPC-A
Mary Rodriguez, CPC-A
Mary Wolpert, CPC-A
Matt Cook, COC-A
Matthew Lyon, CPC-A
Meegan Campbell-Rios, CPC-A
Meghana Yaddanapudi, CPC-A
Melissa Azure, CPC-A
Melissa Blaney, CPC-A
Melissa Holden, CPC-A
Melissa Jacobs, CPC-A
Melissa Quimby, CPC-A
Melissa Rogers, CPC-A
Melissia Gilbert, CPC-A
Mercedes Smith, CPC-A
Michael Christian Gutierrez Empe-

drad, CPC-A
Michael S Cunningham, CPC-A
Michealsa ONeal, CPC-A
Michele Swartz, CPC-A
Michelle Dinh, CPC-A
Michelle Jolley, CPC-A
Michelle Schoenberger, CPC-A
Mihaela Haas, CPC-A
Mike Wise, CPC-A
Mikitha Resche Stanberry, CPC-A
Minerva Jaropojop, CPC-A
Mohammed Ashik R, CPC-A
Moises Aurelio Tolentino, CPC-A
Molly Nesbitt, CPC-A
Monica Belanger, CPC-A
Monique Conner, CPC-A
Monique Grasso, CPC-A
Mortisha Whitaker, CPC-A
Mounika Racheti, CPC-A
Mubeena KY, CPC-A
Muhamed Althaf MH, CPC-A
Muhammed Roshan Ismail, CPC-A
Mukarram Uddin Khan, CPC-A
Myesheia L Mcfadden, CPC-A
Nagalakshmi S, CPC-A
Nagarjuna Poodari, CPC-A
Nagavamshi Rahul Sonu, CPC-A
Nagendra Gollapalli, CPC-A
Nambirajan M, CPC-A
Namrata Shah, CPC-A
Nancy Montero, CPC-A
Nandakumar Vivekanandan, CPC-A
Narayanan C, CPC-A
Natalia Gulyaeva, CPC-A
Natalie Neal, CPC-A
Natalie Serrano, CPC-A
Natalie Skowronek, CPC-A
Navya Kairamkonda, CPC-A
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Navya Nerella, CPC-A
Neethu Shibin, CPC-A
Nehala Ali, CPC-A
Neil Aldrin M Unabia, CPC-A
Nicole Kamei, CPC-A
Nicole Pratt, CPC-A
Nicolette Lukesova, CPC-A
Nikki Rood, CPC-A
Nikkia Bush, CPC-A
Nileena Shibu, CPC-A
Nisha Abdul Salam, CPC-A
Nishita Kunta, CPC-A
Nora Hernandez, CPC-A
Noushija K, CPC-A
Olivia Davis, CPC-A
Ooha Hamsa Ravichandra, CPC-A
Padhmavathi Venkatasubrama-

nian, CPC-A
Paidipati Anusha, CPC-A
Palani Rajan, CPC-A
Pam Aust, CPC-A, COC-A
Pandidevi Ayyar, CPC-A
Parkavi R, CPC-A
Patricia Brooks, CPC-A
Patricia Hienz, CPC-A
Patricia J Young, CPC-A
Patricia Yost, CPC-A
Pavithra P, CPC-A
Perla Lopez, CPC-A
Phalkhoneng Neishel, CPC-A
Prabakaran Selvam, CPC-A
PrabuDeva M, CPC-A
Pradeep Chakravarthy Pola, CPC-A
Pradeep Kumar Narayanadas, CPC-A
Pradeepa Periyathambi, CPC-A
Praseena CP, CPC-A
Praveena Kittu, CPC-A
Priscilla Daley, CPC-A
Priyalata Rai, CPC-A
Priyanka Babu T, CPC-A
Priyanka Kanchi, CPC-A
Priyanka S, CPC-A
Pulakarapu Deepak, CPC-A
Punithavathi J, CPC-A
Purusotam Niroula, CPC-A
Pushpa D.V, CPC-A
Pushpa Singh, CPC-A
Pushparani G, CPC-A
Rachel Adkins, CPC-A
Rachel Guyette, CPC-A
Rachelle Long, CPC-A
Rafeeque KM, CPC-A
Rajini Chittoor, CPC-A
Rakesh Gudikandula, CPC-A
RakeshReddy Naniganti, CPC-A
Rakshan Kamil Lodhi, CPC-A
Ramkumar Kuppusamy, CPC-A
Ramsheena K, CPC-A
Ramyakrishnan Velsamy, CPC-A
Rani Mary Varghese, CPC-A
Ranjeeth Bolli, CPC-A
Raquel Modequillo, CPC-A
Ravi Krishna, CPC-A
Rebecca Dayley, CPC-A
Rebecca McDowell, CPC-A
Rebecca Ramsden, CPC-A
Rebecca Rinehart, COC-A
Reena R, CPC-A
Reeta Sreekanth, CPC-A
Rejna R, CPC-A
Renee Harr, CPC-A
Renee Hurrelbrink, CPC-A
Renelyn Ignacio Pedrosa, CPC-A
Reney Paulina, CPC-A

Reshma R, CPC-A
Resmi Krishna, CPC-A
Revu Aswani Kumar Varma, CPC-A
Reynald Abellana, CPC-A
Rhiannon Bruner, CPC-A
Ria Rin Joseph, CPC-A
Robyn Blinky, CPC-A
Rohini Rajaperumal, CPC-A
Rosalyn Grant-Watson, CPC-A
Rose Pascale Gelin, CPC-A
Roshonda N. Williams, COC-A
Roxanne Guevara, CPC-A
Roxanne Jankey, CPC-A
Rupa Manjari, CPC-A
Rupert Arceo, CPC-A
Ruth Alexis Arambulo, CPC-A
Ruth Hannon, CPC-A
Sabrina Sagastegui, COC-A
Sachin Verma, COC-A
Sagunthala Jeganathan, CPC-A
Sahana Gracy, CPC-A
Sailakshmi Karanam, CPC-A
Sajith MS, CPC-A
Sajitha Govindaraj, CPC-A
Saleha Dilshad, CPC-A
Salima Lalani, CPC-A
Samantha Crutchfield, CPC-A
Samayanjali Kosanam, CPC-A
Sambavi A, CPC-A
San Som, CPC-A
Sandeep Muske, CPC-A
Sandra Gail Arnold, CPC-A
Sandra Lesher, CPC-A
Sandy Keller, CPC-A
Sanjaykumara Subramanya, CPC-A
Sara Akers, CPC-A
Sara Bryson, CPC-A
Sara Rodriguez, CPC-A
Sara Waits, CPC-A
Sarah Hartman, CPC-A
Sarah Schwarting, CPC-A
Saranya Kaviraj, CPC-A
Sasha Goodwin, CPC-A
Sathish A, CPC-A
Sathishkumar G, CPC-A
Sebasteena John, CPC-A
SeDerica Everett, CPC-A
Shabana sekeer Kuttippurath 

valappil, CPC-A
Shahathuna Hameed, COC-A
Shaik Arifa, CPC-A
Shaik Javeed, CPC-A
Shaik mohammad Afzal, CPC-A
Shanmugapriya B, CPC-A
Shannel Stone, CPC-A
Shannon Abner, CPC-A
Shannon Bendle, CPC-A
Shannon Fenker, CPC-A
Shannon Stradford, CPC-A
Shanon Melai Burriss, CPC-A
Sharin Thahir, CPC-A
Sharlita Edwards, CPC-A
Sharon Hansen, CPC-A
Sharon Simpson, CPC-A
Sharra Evans, CPC-A
Shashank Shivaswamy, CPC-A
Shaun Campbell, CPC-A
Shawna Cognigni, CPC-A
Shawna Evans, CPC-A
Sheeba Ajith, CPC-A
Shekhar Madhagoni, CPC-A
Shelby Milstead, CPC-A
Shelly Riggs, CPC-A
Shema Elezabath, CPC-A

Sherri Schlaht, CPC-A
Sherry Jones, CPC-A
Sheryl DiGregorio, CPC-A
Shibi Mary Peter, CPC-A
Shiela May Samin, CPC-A
Shifna PA, CPC-A
Shijina Julian, CPC-A
Shiva Prasad Bompalli, CPC-A
Shruthi Pulluri, CPC-A
Shunmuga Thirumalai, CPC-A
Shy Alphonse Jose, CPC-A
Siva Ganesan, CPC-A
Siva Prasad S V, CPC-A
SK Mahafooz Hossain, CPC-A
Sonali Bhowmik, CPC-A
Soniya Joychen, CPC-A
Sonya Nichols, CPC-A
Sowjanya Gangadhara, CPC-A
Spencer Morgan, CPC-A
Sravan Kumar Maroju, CPC-A
Sreenivasa Makkapati, CPC-A
Sri Vijaya Balaji Rao, CPC-A
Sridhar Vennampally, CPC-A
Srivathsavi Muchakurthy, CPC-A
Sruthy Nidhin, CPC-A
Stacey Ross, CPC-A
Stacey Ridenhour, CPC-A
Stacie Massey, CPC-A
Stefanie Cooke, CPC-A
Stefin Jose PJ, CPC-A
Stephanie Ball, CPC-A
Stephanie Randolph, CPC-A
Stephanie St Clair, CPC-A
Stephanie Thompson, CPC-A
Stephanie Yoakum, CPC-A
Stephenie Burse, CPC-A
Subashchandirabose Shanmu-

gam, CPC-A
Subin S R, CPC-A
Sudhapriyadarshini Subramanian, 

CPC-A
Suman Reddy Yalla, CPC-A
SumayyaBeegam Kizhakkethalek-

kal, CPC-A
Susan Persaud, CPC-A
Swapna Gracy, CPC-A
Swathi Ks, CPC-A
Swathisatyadevi N, CPC-A
Swetha Kadiri, CPC-A
Sydu Basha Shaik, CPC-A
Syeda Zohra Afreen, CPC-A
Tamica Taylor, CPC-A
Tamika Miles, COC-A
Tammy Hillard, CPC-A
Tammy Hamilton, CPC-A
Tammy Seaborn, CPC-A
Tammy Thomas, CPC-A
Tanecia Cutts, CPC-A
Tania Jose, CPC-A
Tanya Meredith, CPC-A
Tara Klacman, CPC-A
Tarunjyoti Moharana, CPC-A
Tejaswini Bharat Goka, CPC-A
Tera Johnson, CPC-A
Teresa Forrest, CPC-A
Teresa Liles, CPC-A
Terri Hastings, CPC-A
Terri Mccracken, CPC-A
Terri Shoemaker, CPC-A
Thanzeal Rahman P A, CPC-A
Tharini Amaran, CPC-A
Thirupathi Bommena, CPC-A
Tiara Peters, CPC-A
Tiffani Dyer, CPC-A

Tiffanie Hamm, CPC-A
Tina elsa Varghese, CPC-A
Tina Haglund, COC-A
Tina Holden, CPC-A
Tina Pearl, CPC-A
Tina Schroeder, CPC-A
Tintu Chinnamma Mamachan, 

CPC-A
Toni Koehler, COC-A
Tonya Roberts, CPC-A
Tonya Shaffer, CPC-A
Tracey Kimball, CPC-A
Tracy Johnson, CPC-A
Twana R Johnson CCS, CPC-A
Udaykumar Chitkal, CPC-A
Ursula Roberts, CPC-A
Usharani Saravanan, CPC-A
Valerie Gerks, CPC-A
Valerie Sanchez, CPC-A
Vallabhaneni Murali Krishna, CPC-A
Vamshi Bolishetti, CPC-A
Van Nguyen, CPC-A
Vani Gunda, CPC-A
Vani Panuganti, CPC-A
Vanitha Murugan, CPC-A
Varsha S, CPC-A
Velvizhi Thirunavukkarasu, CPC-A
Vemuri Sivakumari, CPC-A
Venkat Kumar Kodirekka, CPC-A
Venkata Sainath Katta, CPC-A
Venkatesh Dasari, CPC-A
Venkatesh Dheenadhayalan, CPC-A
Venkatesh Manda, CPC-A
Venkatesh Nemala, CPC-A
Venu Challa, CPC-A
Vickie Anderson, CPC-A
Vickie Beshears, CPC-A
Vicky M Hendry, CPC-A
Vicram Duttala Reddy, CPC-A
Vidhya Ramaraju, CPC-A
Vijayalakshmi Dhanapal, CPC-A
Vikram Maddi, CPC-A
Vikram Munusamy, CPC-A
Vimal Pandurangan, CPC-A
Vimala Nathan, CPC-A
Vinothini Bhakkiyarajan, CPC-A
Viola Vigil-Powers, CPC-A
Viola Victoria Willoughby, CPC-A
Vydya Sampath Kumar, CPC-A
Wayne Appleton, CPC-A, COC-A
Wendy Brantley, CPC-A
Whitney Pouchie, CPC-A
Whitney Spotts, CPC-A
Wilson Suruvu, CPC-A
Xuqin May, CPC-A
Yaddula NarendraReddy, CPC-A
Yamile Cobas, CPC-A
Yasmine Jarrin, CPC-A
Yasmine Santiago, CPC-A
Yasnier Blanco, CPC-A
Yessica Cepeda, CPC-A
Yilian Castillo, CPC-A

SpecialtiesSpecialtiesSpecialties
Abbie Miller, CPC, CPPM
Adrian Rubiella, CPB
Afton Byrne, CPPM
Aindria Hanks, CPC, CPMA
Alecia D Kellett, CPC, CPC-I, CPB
Alice Velasquez, CPC-A, CPB
Alicia Howman, CPC, COPC

Alicia Rosenberg, CRC
Alisha Eifert, CPC, CPMA
Alka Kishor Bhende, CPC-A, CPB
Allison Coyle, CRC
Alyssa Day, COPC
Amanda Bergmann, CPC-A, CPB
Amanda Britt, CPC, CPMA, CPCO
Amanda Fairfield, CPB
Amanda Hartness, CPC, CPMA, CRC
Amanda Hartsuck, COC, CPC, CPMA
Amanda Hernandez, CPB
Amanda Leonard, CPC, CPMA
Amanda Nelson, CPCO
Amanda Owens, CPB
Amanda Puzycki, CPC, CRC
Amanda Roberts, CPC, CPPM
Amanda Tilley, CPPM
Amanda Unger, CIC
Amandeep Kaur, CPC, CPEDC, 

CPMA
Amarin Alexander, MD MBA MA, 

CPC-A, CIC, CRC
Amber Brescoach, COC-A, CPC-A, 

CANPC
Amber Holfelder, CPC, CPMA, CDEO
Amelia Cook, CPC-A, CPB
America Ann Burkhart, CRC
Amie Koenig, CHONC
Amy Austin, CPC, CPMA
Amy Godwin Helms, CPC, CUC
Amy Hatfield, CPCD
Amy Hernandez, CPC, CPB, CPMA, 

COSC, CSFAC, CEMC
Amy Kathleen Gibson, COC, CPC, 

CASCC, CEDC, CGSC
Amy L Houck, COC, CPC, CFPC
Amy London, CPC, CEMC, CFPC
Amy Sofie, CPC, CEMC
Anastasha Brashears, CPC, CPMA, 

CPEDC
Angela Baines, CEMC
Angela Bray, CPC-A, CPMA, CRC
Angela Brazelton, COC, CPC, 

CRC, CDEO
Angela J Finnigan, CPC, CPMA, CIC
Angela K Creed, CPC, CHONC
Angela Merritt, CPC, CPB
Angela R Osborne, CPC, CRC, CPB
Angela Ryce, CPB, CPPM, CHONC, 

CPCO
Angelica Martinez, COC, CPC, 

CPMA, CRC, CPCO
Anita Velazquez, CPC, CPMA
Anne Lazzari, CRC
Annelys Caridad Rodriguez, 

CPC-A, CRC
Annette DuCharme, CPC, CPCO
Annette R Mayes, CPC, CPB, 

CPMA, COPC
Annette Telafor, CPC, CPB, CPPM, 

CRC, CPC-I, CDEO
April M Hancock, CPC, CRC
Ashley Axon, CPB
Ashley Brooks, CPC, CPMA
Autumn Amos, CPB
Babette Mortell, COC, CPC, CPMA, 

CRC, CEMC, CGSC, CUC
Barbara McCulley, CPPM
Barbara Tancredi, CPCO
Becky Harger, CPB
Belinda Beran, CPC, CPB
Benjamin Tecler, CPC, CPMA, CCC, 

CPCD, CEMC
Benjamin Whitt, CPC, CPMA
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Bernice H Clark, CPC, CPB
Beverly Ashburn, CPC, CPPM
Bhavana Trivedi, CPC, CPMA, CRC
Blanca Prieto, CPC, CUC
Bobbi Jo Sampson, CPB
Bonnie K Bourret, CPC, CFPC
Bonnie Long, CPC, CPB
Branden Chavez, CPC, COSC
Brandi Jones, CPC, CPB
Brandie Horton, CPC, CASCC
Brandy Chadwick, CPC, CRC
Brian DaSilva, CPPM
Brian Kouba, CPCO
Brian Quattlebaum, CPCO, CPB, 

CPMA, CCPC, CEMC, CRC
Brittany Lewis, CPB
Brittany Young, CPPM
Caitlin Duncan, CPC, CPMA
Caitlin Miller, CPB
Camiris Lopez, CDEO
Candy Carter, CPC, CPB
Carla Cathey, CPC-A, CPB
Carly Sherer, CPB
Carmen Rosa Hernandez, COC, 

CPC, CDEO, CPMA, CRC, CPC-I, 
CPB

Carol A Riggins, CPC, CPMA
Carol E Kester, CPC, CPMA
Carol L Ruhl, CPC, CRC
Carol Marcoux, CPC, CPB
Carol Vandercar, CPC, CPB, CPMA
Carole Petersen, CPB
Carrie Lorenzen, CIRCC
Cassandra Bennett, CPCO
Cathleen Cyr, CPB
Cathy Rogers, CPC, CPMA
Cecilia Dungca Westrich, CPC, CRC
Chando M John, CPC, CPMA, CRC
Charolette Eggleston, CRC
Chelsea Morisi, CPC-A, CGSC
Christina Doherty, CPCD
Christina Forgette, CPC, CRC
Christina M Garland, CPC, CPB, CPCD
Christina Mann, CPC, CPB
Christina Marie Worsley, CPC, COPC
Christina Mosher, CPC, CPB
Christine R Alombro, CRC
Christine Staples, CPC, CPB
Christine Stark, CPC, CPMA
Cindy Earline Marchello, CPC-A, 

CPB
Cindy Marchando, CRC, CDEO
Cinthiya Jacob, CPC-A, CRC
Cliff Hoeft, CPC, CPCO
Colette Marie Parry Crock, CPB
Colleen Gifford, CPC, CPCD, CPB
Coni Petty, CPC, CPMA
Connie Rowe, CPB
Constance April Thurman, CPC, 

CPB
Crisanta Zamora Wampole, COC, 

CPC, CIC, CPMA, COBGC
Cristina Vautier, CPPM
Crystal Clemente, CPC, CEDC
Crystal Dawn Gilliland, CPC, CRC
Crystal Hoadley, CRC
Crystal Nichole Seals, CPC, CRC
Dana Alexander, CPC, CPMA
Danielle Mieure, CPC, COSC
Dannyelle Caron, CPC, CPMA, CEMC
Darnique Shields, CPC, CEMC, CPMA
Darren Leroy Cantwell, CPB
Daryl Pickett, CPC, CPMA
Davorie Raynor, CRC

Dawn Knowles, CPEDC
Dawn Lynn Klyczek, CPC, CRC
Deann Meye, CPCO
Deanna Beyerink, CPC, CPMA
Debbiann Wilson, CEDC
Deborah Dawn Harmon, CPCO
Debra A Ravenscroft, CPC, CPB, CPMA
Debra Anischik, CPC, CPMA
Debra Borgfeld, CPC-A, CFPC, CPB
Deepti Gupta, CPC-A, CCC
Deidre Merritt, CPPM
Delora Rowell, CPC, CPEDC
Dena Kaye Biagas, CPCO
Denise Herman, CPMA
Denise Tibbs, CPPM
Denise Van Essen, CPCD
Diane Clevenger, COC, CDEO
Dianne Pruitt-Scott, CPC, CRC
Dina Mills, CPC, CPMA
Donna Cuervo, CPC, CCC, CPMA
Donna Hicks, CANPC
Donna J Mills, COC, CPC, CPMA, 

CCC, CRC
Donna Lefrancois, CPC, CPPM, 

CIMC, CANPC
Donnisha Williams, CPMA
Donnita Edwards, CPB
Douglas Peace, CPCO
Dwan Johnson, CPC, CRC
Ebony Stinson, CPC, CRC, CPMA
Edina Hepokoski, CPC-A, CPMA
Elizabeth Coello, CPB
Emily Bingley, CPB
Emily Jordan, CPC, CPMA
Emily Uy, CPC, CPMA
Ena Pajardo, CPC, CPCO
Enoch Li, CPB
Eric Cabrera, CRC
Erica Woolsey, CPC, CEMC, CDEO
Erin Fogolini, CPC, CRC
Esther Forcier, CPC, COPC
Gabriela Ruiz, CPB
Gena Boudreaux, CPC, COBGC
Geneva Louise Blush, CPC, CPPM
Gerard Schley, COC, CPC, CRC
Gina Trone, CPCD
Gretchen Goodwin, CPC, CPB, 

CPMA, CEMC, COSC, CPEDC, CRC
Gwen Holston, CPC, CPMA, CRC, 

CEMC, CEDC
Heather Dunlap, CPC, CEMC, CHONC
Helen Chung, CPC-A, CRC
Hellitz Bellido de Rivera, CPC, 

CANPC, CGSC, CUC
Heriberto Ramon Suarez Verdecia, 

CRC
Hilda Dowers, CPB
Indira Tardencilla, CPC, CPMA, CDEO
Ivanne Chiovoloni, CPB
Ivy Jeanette Villasenor, CPC, CPB
Izel Silva, CPC, CPMA, CRC, CDEO
Jackie Hill, CPB
Jackie Cardwell, CPC, CPB
Jaime Weinand, CPC, CPEDC
Jane C Moore, CPC, CPMA, CRC, 

CRHC, CANPC
Janet H Brock, CPC, CGSC
Janet Karen Greaves, COC, CPC, 

CEMC, CRC
Janet Lundquist, CIRCC
Janet M Yankiewicz-Levin, CPC, 

CRC
Janette Escoto, CPC, CRC, CDEO
Janice Haynes, CPB

Janice Richardson Davis, CPC, 
CEMC, COBGC

Janine O’Brien Smith, COC, CPC, 
CPCO, CPMA, CRC, CEMC, 
CENTC, COPC, CHONC

Jason Buckner, CPPM
Jason Font, CHONC, CPPM
Jassica Ruiz, CPCO
Jay Mominee, CPC, CPB
Jazmin Hidalgo, CPC-A, CPB
Jenna Paige, CIC
Jennie K Poppell, CPC, CPB
Jennifer Ann Howard, CPC, CPB
Jennifer Kotlinski, COC, CPC, CPB
Jennifer Lynn Sanders, CPC, CPB, 

CPC-I, CPMA
Jennifer Lynn Smith, CPC, CRC
Jennifer Massey, CPB
Jennifer Meye, CPCO
Jennifer Milush, CPPM
Jennifer Plank, CRC
Jennifer Stress, CPC, COSC
Jessica Andrew, CPB, CHONC, CPPM
Jessica Catalano, CPC-A, CPMA
Jessica Cope, CPC, CEDC, CPMA
Jessica Jean Murphy, CPC, COPC
Jessica Kovalenko, CPB
Jessica Russell, CPC, CRC
Jessica Webster, CPC, CPMA, CRC
Jeydaliz Ruiz, CPC, CRC
Jodi Johnsey Wilson, CPC, CIRCC, 

CASCC, CCC
Jody Feist, CPB
Johnlaine De Guzman, CPC, CPMA
Jo-Onda Dianne Henderson, 

CPC, CPMA
Jordyn Trent, CPB
Jorge L Cabrera Villavicencio, CPC, 

CPMA, CRC
Jorge Martinez, CPCO
Joselyn Overby, CPC-A, CRC
Josephine Lomanto, CPC, CPMA
Josette Mary Brashears, COC, CPC, 

CPC-P, CANPC, COSC, CPMA
Joyce Frazier, CPB
Joyce Gayla Powers, CPC, CPMA, 

CASCC, COSC
Juan Cabrera, CPC, CRC
Juana Gardiner, CPC, CPEDC
Judith Heberling, CPB, CPCD
Judy Hatsumi Sorenson, CPC, CRC
Julie Brown, CASCC
Julie Pisacane, CPMA, CPPM, 

CEMC, CRHC, CRC
Julie Tapscott, CPC, CCVTC
Julie-Leah J Harding, CPC, CPMA, 

CRC, CEMC, CPEDC
Juslain Jonathas, CRC
Kadeshia McKenzie, CRC
Kaley Calise, CPC-A, CRC
Kara Fenwick-Kuhl, CPC, CPCO
Karen Jean Mosz, CPC, COSC
Karen Rena Rooks-

Gatson, CPC, CPMA
Karen Sanderson, CANPC
Karen Thomas, CRC
Katherine Simpson, CRC
Kathleen Boyd, CPC, CPMA
Kathleen Engel-Chap-

man, CPC-A, CRC
Kathleen Leffers, COC, CPC, CRC, 

CPMA
Kathleen M Pirro, CPC, CPMA, 

CEMC, CFPC, CGIC, CRC

Kathleen M Szabo, CPC, CPMA, COSC
Kathleen Wojciechowski, COC, 

CPC, COSC
Kathryn Alexandra Geen, CPC-A, CRC
Kathy Beaute, CRC
Kathy Hogan, CRHC, CPB
Katrina Wilkerson, CPC-A, CPMA
Kay-Ann Graham, CPC-P, CRC
Kay-lee Alaspa, COC, CPC, CPB, CPMA
Kaylyn L Peterson, CPC, CEMC
Keith Portillo, CPMA
Kelli Gentile, CPCD
Kellie Herron, CPC, CRC
Kellie S Hall, CPC, CPCO, CDEO
Kelly Aboosamra, CPC, CRC
Kelly Indio, COPC
Kelsey Marie Brunner, CPC, CRC
Kerry McLoughlin, CPC, CPB, CDEO
Kevin Silvernail, COC-A, CPC-A, CRC
Kim A Wells, CPC, CPMA, CEMC, 

CPCO
Kimberly A Stevenson, CPC, CRC
Kimberly Kent, CPC-A, CRC
Kimberly R Williams, CPC, CRC
Krista Batts, CPB
Krista Putnam, CPC, CPB
Kristal Rodriquez, CPC, CHONC
Kristen Abrantes, COPC
Kristen Lane, CPPM
Kristi Netolicky, CCC
Kristy Palese, CRC
Kunal Chatterjee, CPC-A, CPMA
Latarsha Renee Fisher, CPC, CPMA
Latorria S Freeman, CPC, CRC, 

CEMC, COBGC, CPMA
Laura Ann Ballou, CPC, CRC
Laura Kissinger, CPC, CRC
Laurel Chapman, CPC, CEMC
Lauren Duckworth, CPC, CPB
Laurie A Bouchard, CPC, CPMA, CRC
Leah Duquette, CPB
Leana Leach, CPC, CEMC
Leann Lopez, CPC, CEMC, CPMA
Leslie Anglesey, COBGC
Leslie H Parrott, CPC-A, CPB
Letty Perez, CPB
Linda G Zukin, CPC, CPCD
Linda Renee Robinson, CPC, 

CHONC, CRC
Lindsey Sagers, CPC, CEMC
Lisa Carlyle, CPC, CRC
Lisa Fode, CPC-A, CPB
Lisa Guarinoni, CRC
Lisa Kissel, COC, CPC, CRC
Lisa M Simpson, COC, CPC, CGIC, 

CPCD
Lisa Patton, CPC, CPCO, CPMA
Lisa Pearson, CPC, CRC, CDEO
Lisa Schwartz, CPC, CPCD
Lisa Sulsar, CPB
Lisandra Alvarez, CPC, CPMA, 

CRC, CDEO
Lisandra De La Cruz, CPC-A, CRC
Lisandra Suarez, CPC-A, CPMA
Liubetsys Nunez, CPC, CRC
Liza Arroyo, CPC, CRC
Lois McCuan, CPC, CUC
Lori Love, CRC
Lorissa Bonfadini, CPC, COBGC
Lynn K Parker, CPC, CPC-I, CPMA
Lynn M Crowell, CPC, CPCO
Lynsey Evans, CPC, CRC
M E Clancy, CPC, CDEO, CPMA
M Alexandra Johnson, CRC

Mallory L Domeracki, CPC, CPEDC
Manisha Mendonca, CPCO
Marche Meisler, CPC, CPPM
Marcy Crews, CPCO
Margaret S Mantyh, CPC, CPRC, CPCD
Maria Elizabeth Campbell, CPC, 

CRC
Maria Maulion, CPC-A, CRC, CCC
Marilyn Jaskowiak, CPC, CPB
Mark A Westrich, CPC, CRC
Marsha Vick, CPC, CPB
Marvin Sajonia Agullana, CPC, CPMA
Mary Beth Surmont, CPCD
Mary Elizabeth Moyer, CPC-A, 

CPPM
Mary Hatfield-Bono, CPB
Mary Mathews, CPC, COSC
Mary S Thomas, CPC, CHONC
Mary Theresa Schmid, CPC, CPMA, 

CEMC, CPCO
Meghan M Hannus, CPC, CPMA
Melanie Godfrey, CPB
Melinda Williams, CPC, CGSC
Melissa Heick, CPC, CANPC
Melissa Judd, COC, CANPC
Melissa Patrick, CPC, CIRCC
Melissa Stewart, CPC-A, CPMA
Melissa White, CANPC
Miaimani-Jessica Monroe, CRC
Michael Bach, CPC, CRC
Michelle Bresee, CPPM, CPB
Michelle Burnett, CPC, CFPC
Michelle Cranney, CPC, CPB, CPC-I, 

CPMA
Michelle DeLoach, CPC, CFPC
Michelle E Dalrymple, COC, CPC, 

CPMA
Michelle Estes, CPCD
Michelle Lynn Wenne-

rstrum, CPC, CPB
Michelle Wareham, CPC, CRC
Migdalia Garcia, CPC-A, CPB
Miriam Arriola Cave, CPC-A, CIRCC
Missy Sutton, CPB
Misty Isennock, CPC, CPMA
Mona Lee Plagmann, CPC, CHONC
Monica Gleaton, CPPM
Monica Smithart, CPC-A, CRC
Muhammad Younus, CRC
Naira Margaryan, CPC, CPCO, 

CPMA, CPC-I, CPPM
Nancy Huot, CPB
Nancy L Grisanti, COC, CPC, CEDC, 

CDEO
Nathalie Soriano Ordanza, CPC, 

CPMA, CDEO
NaToya Mitchell, CPCO
Neha Arora, CPC, CASCC
Norma Perez, CRC
Nur Terpis, CPC, CHONC
Ozra Pirzad, CPPM
Pablo Kelly, CPC, CIRCC, CCC, CCVTC
Paduada Vang, CPCO
Paige Scelfo, CPPM
Pam Hanna Esparza, CPC, CRC
Pamela Butler, CPB
Pamela Grant, CPC, CPPM
Pamela R Sharkey, COC, CPC, 

CPC-I, CPMA
Pamita Ragland, CIC, CPMA
Patricia M Young, CPC, CPB, CPPM
Patricia Maestre, CPC, CPB
Patrick M Cleary, CPC-A, CRC
Paula Renee Medley, CPC, CGIC, 
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CPMA

Phuong-Pamela Tran, CPC, CPCO
Rachel Elaine Briggs, CPC, CPMA, 

CEMC, CENTC, CRC
Rachel Mueller, CPC, CRC
Rachel Silva, CPC, CEMC, CPB
Ragavendren Rengarajan, CPC-A, 

CPMA
Randi Hillebrandt, CPC-A, CRC
Raziya Daniels, CPC, CPMA
Rebeca Peterson, CPC, CPMA
Rebecca Len Cummins, CPC, CPB
Rebecca Mott, CPB
Reynerio Y Velazquez Rodriguez, 

CRC
Rhonda Cardona, CPC-A, CPPM
Rhonda Kauper, CPB
Robert Anderson, CPC, CPMA
Robert Stoeck, CPC, CRC
Rosa Maria Galvez, CPB
Rose Laur, CPC, CPB
Rose Preziosi-Johnson, CPC, CRC
Rosemary Miranda-Cintron, CPC, 

CEDC
Roxana Colmilio, CPC, CPMA, CRC
Ruben Grana, CPC, CRC, CDEO
Rubie Perez, CPC, CPC-I, CRC
Ruth Priestley, CPC-A, CRC
Sabina Seeberger Green, CPC, 

CPMA, CCC, CEMC

Samantha Stubblefield, CPC-A, CRC
Sandra A Steffenhagen, CPC-A, CRC
Sandra Street Brooks, CPC, CRC
Sandy Whitaker, CPB
Sanya Krumm, CPMA
Sara Boyce, CPC, CPMA
Sara E Phelan, CPC, CPPM
Sarah Fox, CPC, CPMA, CEMC, CRC
Sarah Hartman, CPC, CRC
Sarah Voelcker, CPPM
Savannah Steiner, CPC, CPB
Shankara Papaiah Narasimha, 

CPC, CPMA
Shannon Wegmann, CPC, CPC-P, 

CPCO
Shante Wright, CPC, CPB, CGIC, CRC
Sharon Heath, CEDC
Sharon Kanne, CPMA
Sharon Lucas, CPC-A, CPB
Sharon Scarvalas, CPC, CPMA
Sharonda Ponder, CPC, CPMA, 

CRC, CANPC
Sharyl Adams, CCC, CGSC, CANPC
Shawana West, CPC, CRC
Shawn Gaines, CHONC
Shaytoria Barraza, CPC, CPMA
Sheila Palmateer, CPC-A, CPB
Sheilah Jastrzebski, CPC, CIRCC
Shelley Bull, CPC, CRC, CPPM
Shenequa S Turner, CPC, CPC-I, CPB

Shereen Sullivan, CPMA, CPCO
Sherri L Kuhn, CPC, CPMA, CPPM, 

CEMC, CDEO
Sherrie Neidigh, CPC, CPMA
Shoshana Espin, CPC, CEMC, CPMA
Shushan A Isaac, COC-A, CPC-A, 

CPMA, CRC
Sing Lee, CPC, CPMA
Siufan Cheung, CPC, CPMA
Smitha A Kurup, CPC, CEDC
Sonali Bhide, CPC, CPMA
Stacey L Krammes, CPC, CRC
Stacy Loftis, CPC, CPMA
Stephanie Admire, CPC, CGIC
Stephanie Duarte, CPB
Stephanie L Woods, COC, CPC, 

CHONC, CRC
Stephanie M Coggins, CPC, CRC
Stephanie Michel Kruse, CPB, CPPM
Stranda M James, CPC, CIRCC
Susan Fugere, CPB
Susan Canfield, CPC, CPCD
Susan M Berube, CPC, CRC
Susana Kopp, CPC, CPMA
Sussie Asiedu Venuto, CPMA
Suzanna Park, CPC, CPMA, CPCO
Suzanne Louvain Brusseau, CPC, 

CPPM
Suzanne Smetana Paul, CPC, CRC
Sydney Otterson, CPB

Sylvia Marie Weinheimer, CPC, CRC
Symone Gordon, CPB
Talia McLaughlin, CPC, CPB
Tammi Martin, CPC, CIRCC
Tammy Adams, CPC, CRC
Tammy Burnette, CPC, CPPM
Tammy Edrich, CPPM
Tammy J Russell, CPC, CRC
Tammy Lyon, CPB
Tammy Renee Diaz, CPC, CPMA
Teena Jefferson, CPC, CPMA
Tera VanWieren, CPC, CPB, CPMA, 

CEMC
Teresa Andrea Carrasco, CPC, CPB
Teri M Murphy, CPC, CPMA, CPC-I, 

CPCO
Theresa Curtis, CPB
Tiffany Burton, CPC, CRC
Timie Rubow, CPC-A, CRC
Tina George, CPC, CEMC, COBGC, 

CPMA
Tina Moore, CPC, CPMA
Tina Sutherland, CRC
Tonesha King, CPB
Toni Osborne Carson, COC, CPC, 

CPCO, CPC-P, CPMA, CCC
Tonya Fasusi, CPB
Tori A Brown, CPC, CPC-I, CPMA
Torquay Michelle Lovette, CPMA, 

CEMC

Tracey L Westerlund, CPC, CPMA
Traci L Dixson, CPB, CPPM, CPEDC, 

CPCO
Tracy Augustine, CPC, CANPC
Tracy L Johnson, CIRCC
Tracy M Gillum, COSC
Tracy Shaw Labrador, CPC, CPMA, 

CEDC
Tricia Marie Gebbia, CPB
Trudy Cooper, CPC, CIRCC, CPCO
Umayal Kannappan, CPC, CPMA
Uzma Syeda, CPC-A, CPPM
Valarie Murphy, CPC, CPB
Vanessa Borchert, CPC, COBGC, 

CEMC
Veronica I Rocha Felix, CPC, CPB
Wanda Y Smith, CPC, CPB, CRC, 

COBGC
Wendy Brehon, CPB
Wendy Hunter, CPC, CPMA, CEMC, 

CHONC
Wendy Stinson, CIRCC
Yacinthe Boehm, CPC, CEMC
Yan Liao, CPC-A, CPB
Yoshiko Polatsek, CPC, CCC
Yuridia Ruiz, CPB
Yusimi Simon, CPC, CRC, CPMA
Zarina Zakaria, CPC, CPB
Zatania Strain, COC, CPC, CPMA, 

CRC, CPB
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Minute with a Member

Tell us a little 
bit about how 
you got into 
coding, what 
you’ve done 

during your 
coding career, 

and where you 
work now.

I started coding many moons ago, when 
dinosaurs roamed the Earth. My father was 
an obstetrics/gynecology physician, and I 
worked at his office. I considered medical 
school during college but found I enjoyed 
the administrative side of medicine, instead. 
After completing graduate school with a 
degree in Public Health, my father’s practice 
was purchased by a large, local hospital sys-
tem. Because I worked part time for his prac-
tice, I became an employee of the hospital 
system. I met the administrators responsible 
for his practice, and my career was born. 
After working many years in administration 
for that hospital system, I was offered a posi-
tion with a local billing company to design 
a practice management system. It was here 
that I was introduced to AAPC. My boss be-
lieved in the importance of having Certified 
Professional Coders (CPC®) on staff, so the 
company hired an instructor and held a CPC 
training class one night a week for six months. 
I passed the exam on my first attempt.
I worked at this billing company for nine 
years before transitioning to a large, inter-
state healthcare law firm. I was part of the 
healthcare compliance team, working with 
attorneys and hospitals across the country 
on billing, auditing, and compliance issues. 
It was a huge change for me, and I expanded 
my skills and certifications. After 18 months, 
I was contacted by an organization with 
which I worked during my tenure with the 
billing company. The 500-plus physician 
organization needed a new executive direc-
tor, and I accepted the challenge. 
Since coming on board, I’ve redefined the 
organization and my role by contracting 

and coordinating finance for our providers, 
and offering coding and compliance educa-
tion on a regular basis. I apply all of my skills 
learned at various jobs together, and I love it! 

What is your involvement with your local 
AAPC chapter?

I am a founding officer of the Novi, 
Michigan, local chapter. We started our 
chapter three years ago, and I have served 
as president and secretary. This year, I 
hold the treasurer position. I love bringing 
together coders of various backgrounds 
for educational opportunities. We have a 
fantastic core group of friends who come 
every month, and it’s exciting to watch our 
growth with new faces every month. 

What AAPC benefits do you like the most?

HEALTHCON is amazing. I love the educational 
benefits and meeting other healthcare 
business professionals. I have met many 
fantastic people through AAPC. We are 
always willing to share information and 
ideas. Our Facebook groups show there are 
many who are there to prop each other up 
and help in a way that you do not always 
see. I also love AAPC webinar subscriptions 
because I learn something new on every 
broadcast. 

How has your certification helped you?

Certification gave me the confidence to 
do the right thing for my physicians, and 
to know how to help providers understand 
coding and improve our revenue capture. 
And frankly, it created a monster: I am 
working on my fourth AAPC certification 
and have my eye on at least two more. 

Do you have any advice for those new to 
coding and/or those looking for jobs in the 
field?

Reach out to your local chapter. Go to 
meetings and network. Do not be afraid to 
speak up, meet people, and ask questions. 
Local chapters give us a place to network, 
share ideas, and gain education. The one 

thing I have seen with AAPC members is 
a willingness to work together and share 
information.

What has been your biggest challenge as 
a coder?

Providers go into medicine to be doctors, 
not coders. But they must understand 
aspects of coding to document fully and ap-
propriately. This is increasingly becoming a 
huge challenge. Many coding concepts are 
complicated, not simply, “write this and it 
will be OK.” For example, it takes time to 
teach a provider how to document evalu-
ation and management services to ensure 
proper coding, and they do not have the 
time or desire to hear about it. They just 
want to see their patients. This conflict of 
interests challenges me to become a better 
instructor, which I enjoy.

If you could do any other job, what would 
it be?
I originally thought I would be either a 
teacher or doctor. My family would tell 
you that I should’ve been a pediatrician. I 
think I have the best of both worlds: I work 
in the medical field and I teach. I love what 
I do, but as a side job, I would love to be a 
photographer. It’s a favorite hobby of mine 
that I frequently put to good use to capture 
my daughter’s passion for and participation 
in the performing arts. 

How do you spend your spare time? Tell us 
about your hobbies, family, etc.

I reconnected with and married my high 
school sweetheart after almost 30 years. We 
have a beautiful blended family of two boys, 
one girl, and two adorable puppies. We are 
a Broadway and theater obsessed family 
who loves seeing all of the shows in Detroit, 
as well as taking annual trips to New York 
City. I love spending time with my husband 
traveling to see family or just being together. 
In my rare downtime, I volunteer at my 
daughter’s high school, play with my two 
puppies, and knit gifts for friends or family. 

Melissa L. Kirshner, MPH, CPC, CRC, CPC-I, AAPC Fellow
Executive Director of a Physician Organization in Southeast Michigan
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