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What a Difference a Year Makes

Letter From the CEO

This time last year, we were oblivious of what was to come. The 
COVID-19 pandemic took everyone by surprise, and it changed 

all our lives forever. Our country was not completely unprepared, 
though. Public health emergency (PHE) protocols were in place; 
telehealth technology already existed; and healthcare professionals 
had the education they needed to treat patients infected with this 
new virus. If we had waited to put these measures into place until we 
needed them, it would have been too late. Likewise, if you wait until 
your employer tells you what skills you need to advance, you don’t 
stand a chance in this fast-paced business.

Look at the World Around You
The cover article in this issue looks at the big picture when assessing 
the future of medical coding. But it’s also important to pay attention 
to what is going on around you right now. COVID-19, for example, 
has had a major effect on the healthcare industry and fast-forwarded 
some areas as much as a decade. Here are some trends to be aware of 
and prepare for without delay:

• Workforce migration to healthcare – Healthcare is 
now the United States’ largest employer (as of 2018), and 
decimation of other labor markets (due to COVID-19) 
is accelerating migration. What will you do this year to 
stand out from the crowd? Take steps to learn new skills in 
emerging areas.

• Disruption of traditional healthcare delivery – 
COVID-19 forced our hand in adopting broad use of 
telehealth technology much sooner than planned. We’ve 
quickly learned how essential the technology is, and the 
market will expand exponentially now. Make yourself an 
invaluable resource to your employer by staying up to date on 
telehealth coding updates and regulation changes. 

• Transformation of U.S. healthcare payment models 
– Cost containment, documentation improvement, 
and quality reporting have been driving new payment 
methodologies for years. Although many initiatives were 
furloughed when COVID-19 landed in the United States, it 
will be full steam ahead once the PHE is over. Do not wait to 
perform internal audits and ramp up your practice’s quality 
reporting efforts to secure future incentive payments. 

• Evolution of healthcare roles – Adaptation to the myriad 
of changes within this industry is required for healthcare 
business professionals to survive. Do not fear change; arm 
yourself with the education, tools, and support you need to 
not only face change head on, but also lead the effort.

• Proliferation of technology – Industry leaders will continue 
to look for new technologies to improve processes and reduce 

costs. Look for ways 
new technology can 
advance your role, 
rather than replace it. 

• Shift to online/
virtual – Concern 
of large groups, 
in-person contact, 
and cost/risk/need of 
physical meetings, offices, and events are shifting demand 
for online and virtual delivery of almost everything. Work on 
your communication skills in this new environment.

• Surge in data collection (over privacy) – The rush to collect 
data for COVID-19 is ramping up data tracking, analytics, 
and intelligence, and paving the way for accelerated growth 
of data collection and (potentially) diminished privacy. Pay 
close attention to HIPAA exceptions to regulations — many 
of late are temporary during the PHE.

• Re-evaluation of globalization – The direct, indirect, 
and ripple effects of COVID-19 are causing organizations 
to rethink strategies of globalization expansion (i.e., 
outsourcing of labor, opening new markets, and 
diversification of supply chains). Now is a good time to hone 
or expand your job skills to make yourself more essential.

AAPC is watching the industry closely, too, and will continue to 
offer you relevant education, tools, and the support you need to get 
ahead today, tomorrow, and beyond.

Make it a great year!

Stay safe,

Bevan Erickson
AAPC CEO

“… arm yourself with the 
education, tools, and support you 

need to not only face change head 
on, but also lead the effort.”

”I’m going to get certified!“
What’s your 2021 resolution?

800-626-2633
Visit aapc.com/exam
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I Am AAPC

#iamaapc#iamaapc
We want to feature you in Healthcare Business 
Monthly! Tell us in fewer than 500 words why 
you became a member of AAPC, how your 
AAPC credentials have helped you in your 
career, and the best part of being an AAPC 
member. Send your story and a digital photo 
of yourself to iamaapc@aapc.com.

After earning my master’s in biotechnology, I thought I would 
begin my career in clinical research and quality assurance. So it 

was quite a surprise when medical billing and coding came into my 
life and I discovered I loved it! I switched career paths and became a 
medical biller. Then, after working in billing for six months, I started 
a new job as a medical coder and found my calling.

Finding My Way
After working for a short time in an emergency department as a 
medical coder, I felt that this was the career I always wanted. I spent a 
few years in emergency coding and radiology coding; then, I earned 
my very first certification with AAPC, the Certified Professional 
Coder (CPC®). After three months of hard work and lots of practice 
exams from AAPC, I passed my CPC® exam on my first attempt. 
Prior to earning my CPC®, I was working as a medical coder in India. 
In 2019, I moved to the United States. Having my CPC® helped me 
to get a job in compliance.

Making New Strides
With my new position as a compliance auditor came new respon-
sibilities and I decided to get my Certified Professional Medical 
Auditor (CPMA®) certification from AAPC. I now use my coding 
knowledge and skills to audit claims and ensure my facility adheres 
to regulations.

My role as a medical coder has evolved over the years — working 
in an office and working in a hospital have been quite different 
experiences — but I am enjoying all the transitions. I will strive to get 
many more certifications through AAPC.

Miles to Go
I believe this is just the beginning of my career. I have just started 
my journey and have a long way to go. My goal is to gain as much 
knowledge as I can. I will continue to learn for the betterment of my 
providers and their patients. Thanks, AAPC, for being a savior in my 
life’s journey. 

Shaily Shah, CPC, CPMA

“Having my CPC® helped me 
to get a job in compliance.”
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■ KNOWLEDGE CENTER

Medicare Finalizes COVID-19 
Vaccine Payment Amounts

The Centers for Medicare & Medicaid Services (CMS) published 
an interim final rule with comment period (IFC) to implement 

Section 3713 of the Coronavirus Aid, Relief, and Economic Security 
Act (CARES Act), which establishes Medicare Part B coverage and 
payment for COVID-19 vaccine and administration.

Two COVID-19 vaccines – Pfizer and Moderna – have been 
assigned new CPT® codes (91300 and 91301) and four new codes 
are added (0001A, 0002A, 0011A, 0012A) for the administration of 
these vaccines.

CMS is also implementing new requirements for providers that 
pertain to COVID-19 testing price transparency, effective Nov. 
2, 2020, until the end of the public health emergency (PHE) for 
COVID-19. Providers of COVID-19 diagnostic tests are required to 
make public their cash prices for those tests. Also in the IFC, CMS  
adds definitions for:

• “provider of a diagnostic test for COVID-19” (holds CLIA 
certificate or has submitted CLIA application);

• “COVID-19 diagnostic test” (e.g., those reported with CPT® 
codes 86408, 86409, 87635, 87426, 86328, 86769 and 
U0001–U0004); and

• “cash price” (price the patient is charged).

Cash prices for each COVID-19 diagnostic test that they offer 
must be posted on the provider’s website or through signage (if the 
provider doesn’t have a website) in plain language. CMS also discusses 
in the IFC ways in which it plans to enforce these requirements.

Read the full story in our Knowledge Center at https://www.aapc.com/
blog/52244-medicare-finalizes-covid-19-vaccine-payment-amounts/. See also CMS-
9912-IFC, published in the Nov. 6, 2020, Federal Register at www.
govinfo.gov/content/pkg/FR-2020-11-06/pdf/2020-24332.pdf. 

COVID Tests Worth Less in 2021
Labs soon will have to work harder to merit the maximum allowed 

Medicare payment for high-throughput tests used to detect 
SARS-CoV-2. CMS has been paying labs $100 per test — up from 
$51 — since a PHE for COVID-19 was declared on March 18, 
2020. The PHE continues, but the agency recently announced new 
requirements tied to reimbursement for these diagnostic tests.

Beginning on Jan. 1, 2021, Medicare will pay labs $75 per diag-
nostic test run on high-throughput technology. Labs can then earn an 
additional $25 ($100 total) per test if they work efficiently.

To earn the $25 add-on payment, labs must complete tests for 
detecting SARS-CoV-2 — the virus that causes COVID-19 — 
within two calendar days of when the specimens are collected. Here’s 
the catch: Labs must do this for “the majority” (51 percent) of these 
tests for all their patients (not just Medicare patients) in the previous 
month to merit the add-on payment.

“When test results are not produced within 2 calendar days of the 
specimen being collected, their value diminishes,” CMS states in 
amended administrative ruling CMS-2020-1-R2 (https://www.cms.gov/
files/document/cms-ruling-2020-1-r2.pdf).

The modified payment of $75 will be for tests appropriately 
reported with U0003 or U0004. To receive the add-on payment for 
these clinical diagnostic laboratory tests for COVID-19 under the 
Medicare Part B Clinical Laboratory Fee Schedule (CLFS), labs will 
also report new HCPCS Level II code U0005.

How will labs determine whether they qualify for the add-on 
payment? Read the rest of this story in our Knowledge Center at https://
www.aapc.com/blog/52149-covid-tests-worth-less-in-2021/. 

Home Health Payments Cut 
The scores of comments on the 2021 Home Health final rule (https://

www.govinfo.gov/content/pkg/FR-2020-11-04/pdf/2020-24146.pdf) fell mostly on 
deaf ears. CMS changed almost nothing from the 2021 proposed rule.

What HHAs wanted: Home health agencies (HHAs) and their 
representatives urged CMS to eliminate the 4.36 percent behavioral 
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Knowledge Center

adjustment cut it implemented in 2020, based on assumptions about 
how providers would react to the Patient-Driven Groupings Model 
(PDGM).

What HHAs got: “As we stated in the CY 2021 HH PPS [Home 
Health Prospective Payment System] proposed rule, we believed it 
would be premature to propose any changes to the CY 2021 payment 
rate based on the data available at the time of CY 2021 rulemaking 
and in light of the ongoing COVID-19 PHE,” CMS says in the 
final rule published in the Nov. 4, 2020, Federal Register. “We will 
analyze data for CYs 2020 through 2026 … to annually determine 
the impact of the differences between assumed and actual behavior 
changes on estimated aggregate expenditures and, at a time and 
manner determined appropriate by the Secretary, make permanent 
and temporary adjustments to the 30-day payment amounts.”

Further, CMS has ratcheted down the inflation payment update 
for agencies, bringing the rate of increase for next year down from 
the proposed 2.6 percent to 1.9 percent. It still will be the biggest pay 
increase in over a decade — but just barely.

CMS calculates the 2021 increase with a 2.0 percent HH PPS 
update percentage ($410 million increase) — down from 2.7 percent 
in the proposed rule — and a 0.1 percent decrease due to the rural 
add-on phase-out ($20 million decrease), which is the same as pro-
posed. Both the proposed and final update percentages include a 0.4 
percent multifactor productivity (MFP) adjustment required by law.

Read the rest of this story in our Knowledge Center at www.aapc.com/
blog/52234-home-health-pay-increase-scaled-back-for-2021. 

Does Your Provider’s Nebulizer and 
Inhalation Drug Documentation 
Pass This OIG Audit Test?
An Office of Inspector General (OIG) audit reviewed a “stratified 

random sample” of 120 claim lines out of over 2 million inhala-
tion drug claim lines provided to Medicare during 2017. In 39 of the 
120 sampled claim lines, the OIG found 28 incomplete, invalid, or 

missing detailed written orders (DWOs), or standard written orders 
(SWOs); six incomplete proofs of delivery; six incomplete refill 
requests; and one instance where medical records were not provided. 
The findings resulted in $36,825 of improper payments over the 39 
sampled lines, which translated into the estimated $92.5 million 
supplier overpayment during 2017.

This confirmed findings from CMS’ Comprehensive Error Rate 
Testing (CERT) program going back to 2010, which found durable 
medical suppliers that improperly billed for inhalation drugs “did not 
have complete detailed written orders from prescribing physicians, 
proof-of-delivery documentation, documented refill requests, or 
medical records to support the claims billed,” according to the OIG 
report.

How, then, should nebulizers and inhalation drugs be documented 
to Medicare’s satisfaction? And what is the provider’s role in the 
process? Read the rest of this article in our Knowledge Center at https://
www.aapc.com/blog/52262-inhalation-drugs-make-it-on-oigs-hit-list/ to find out ! 

“CMS has ratcheted down the inflation payment update 
for agencies, bringing the rate of increase for next year 

down from the proposed 2.6 percent to 1.9 percent.”

shutterstock / OnlyZoia
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■ AAPC Chapter News
By Susan L. O’Loughlin, CPC, CPMA, CRC, AAPC Fellow

When I was asked to write this article, I thought it would be easy. 
But as I started to write it, I found that wasn’t the case. So, I 

decided to write from my heart. Four years ago, I applied to be on the 
AAPC Chapter Association (AAPCCA) Board of Directors (BOD). 
I knew there were many applicants — after all, AAPC has over 2,800 
officers! More importantly, I knew how much I love my local chapter 
and wanted to share my excitement with other chapters throughout 
the United States. For weeks, I waited anxiously for that phone call, 
one that would change my life forever.

Opportunity of a Lifetime
I was elated to find out I was selected. It was great to 
meet so many wonderful board members; talk to the 
director of local chapters, Marti Johnson; and learn 
all the processes, committee agendas, and initiatives 
for our officers and members. I knew I had definitely 
made the right decision to apply. I was about to learn 
so much, share my ideas, and meet fellow board 
members, new and old, who would all become 
lifelong friends. We laugh together, cry together, 
and as a team, we develop and create education and 
initiatives for all our local chapters and members.

Honored to Serve
By my second year, this opportunity became even 
more near and dear to my heart. Then, in 2019, I was 
nominated to be vice chair, which was a humbling 
experience. I continued to grow both personally and 
professionally. My next step was to become chair in 
2020, and I was beyond excited to assume the role. 
Being chair enabled me to become even closer to my 
fellow board members and form a special relation-
ship with our 2020 vice chair, Heather Allen, LPN, 
COC, CPMA. Heather is full of excitement, is 
extremely detail-oriented, has the patience of a saint, 
and loves her coffee. I’m pretty sure she lies awake 
at night thinking of new programs, initiatives, and 
ideas to share with all of you. 

A Fond Farewell
My time on the AAPCCA BOD has come to an end, but as I 
mentioned, the friendships I have made here will last forever. You are 
all in excellent hands with Heather and the full AAPCCA board. I 
wish her all the best! 

Thank you all from the bottom of my heart! 
Susan O’Loughlin, CPC, CPMA, CRC, AAPC Fellow 
2020 AAPCCA Chair

Parting Words From  
Your 2020 AAPCCA Chair
See how serving on the BOD can change your life for the better.
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Local Chapter Spotlight ■
By Brenda Stevens, COC, CPC, CDEO, CPMA, CRC, CPC-I, CMC, CMIS, CMOM

Sarah Pitts Holmes, CPCO, has been an AAPC member for 
seven years. For the last two years, she served as president of the 

Covington, Georgia local chapter — home to approximately 380 
AAPC members. We asked Holmes to reflect on her time in office, 
and here’s what she had to say.

Continuing a Tradition of Excellence
Holmes was driven to assume the role of chapter president, in part, 
because of her love for teaching and education, along with a desire to 
share her love of the healthcare field. To ensure a smooth transition, the 
founder of the Covington chapter mentored her. She was a great role 
model, providing support and passing on knowledge of the chapter. 

Putting Members First
Realizing that meetings are key to educating members and cultivat-
ing a sense of community, Holmes recruited speakers by visiting 
neighboring schools and attending other community events, through 

social media, and networking to ensure a well-rounded learning 
experience. She also spoke on a variety of subjects, as needed.

Holmes made communication a priority. When proctoring, she 
found it helpful to send out an email to the testers with reminders of 
any changes that arose and included her contact information in case 
of emergency. 

Recognizing members’ achievements via monthly announcements 
was one of Holmes’s favorite things to do for the chapter. She also 
plans to organize an end-of-the-year getaway for the officers. 

Future Aspirations
Part of being a good leader is setting a good example. In a field where 
privacy is necessary, Holmes safeguards it to the highest extent and 
encourage others to do so, as well. A special quality that Holmes has 
is her ability to see the good in everyone and her desire to make a 
difference.

Although Holmes will not be an officer in 2021, she would like 
to see the Covington chapter be of service to AAPC by donating 
monthly to the Hardship Fund to better assist fellow members. Now that 
her leadership role has come to an end, Holmes is turning her atten-
tion to her family. She has set a personal goal for 2021: To spend the 
entire year with her grandchildren doing whatever they choose to do. 

To anyone considering a chapter board position, Holmes offers 
the following advice: “Look at the role as a career, only not paid; be a 
visionary leader for the chapter and have fun.” 

Brenda Stevens, COC, CPC, CDEO, CPMA, CRC, CPC-I, CMC, CMIS, CMOM, has 20 years of 
experience working on the business side of medicine reviewing billing, coding, and 
documentation practices to ensure compliance and reimbursement success. She is an AAPC 
Chapter Association representative for region 2 and has helped many local chapter officers from 
the Eastern Shore Coders in Salisbury, Md.

Officer Spotlight
This month we shine a light on the president  
of the Covington, Georgia local chapter.

“Although Holmes will not be an 
officer in 2021, she would like to see the 

Covington chapter be of service to AAPC 
by donating monthly to the Hardship 

Fund to better assist fellow members.”

https://www.aapc.com/memberarea/chapters/scholarship.aspx
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■ AAPC Chapter Association
By Victoria Moll, CPC, CPMA, CRC, CPRC, AAPC Approved Instructor, AAPC Fellow

Holding virtual local chapter meetings is a great way to bring in new 
speakers from across the globe. To get you started, here are some 

ways you can create a fun and interactive virtual meeting without a 
speaker: 

1. Case studies: Have members submit case studies (with per-
mission obtained and private health information removed) 
that the group can code and discuss. Use these clinical 
scenarios to practice coding. After you share the cases, set a 
timer, and wait to see who figures out the correct codes first.

2. Games: Medical terminology word scramble, Pictionary, 
and coding races are all games you can play online with 
groups of all sizes. For smaller groups, try games like 
Jeopardy, Family Feud, and bingo. Even The Price is Right 
can be made into a medical coding game by guessing the 
prices of procedures based on the Medicare Physician Fee 
Schedule. Or get creative and make up games like “name 
that body organ.” Have one officer monitor the chat. You 
can unmute certain contestants or use chat for answers.

3. Roundtable: Using appropriate mute controls or breakout 
rooms can make roundtables a great option. Give members 
a discussion point such as a hot news item, code change, or 
industry trend to discuss. Have the attendees come back to 
the meeting to share highlights of their discussion with all 
the meeting attendees.

4. Career development day: Have a variety of officers and 
members each talk for 10–15 minutes on different career 
development topics such as resumes, job search, interview 
skills, tactics for pre-employment exams, and office 
conflict navigation. Allow members to share valuable 
real-world experiences that can benefit others.

Form a test group in advance to work out any unforeseen bugs in 
your plan, make sure you have enough material to cover the allotted 
time,  and let your members know what they need to do to be prepared 
for the meeting. This preparation will pave the way to a successful, 
engaging virtual meeting. 

Emerging Trends in Virtual Meetings
Brainstorm ways to switch up the format of your chapter’s virtual meetings.



ZHealth
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AAPC 200K

AAPC Celebrates
200,000 Members!
This means roughly 200,000 careers may have been helped in the 
making of this ad — and no members harmed. 

Celebrate with us as we’ll be giving away prizes, special deals and more 
at aapc.com/200k in January.

Thank you for your continued participation and loyalty to AAPC. 
We appreciate every one of you and all you do that makes up what we 
are today. Let’s make 2021 a year to remember — in a good way!

Join the party at aapc.com/200k
 #AAPCSTRONG
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CODING/BILLING ■
By Bruce Pegg, MA, CPC

Here are three frequently asked questions (FAQs) about vaccination 
coding and billing. Confirm your skills for reporting these com-

mon primary care procedures by reviewing the answers.

Question 1: If a patient comes in for a vaccination only, are they 
considered an established patient to the practice from that point on?

Answer: When primary care practices offer flu clinics, where the only 
service the practice provides is a flu shot to patients, it is the kind of 
immunization service the practice provides that will determine the 
patient’s status to the practice.

CPT® codes 90471-+90472 Immunization administration (includes 
percutaneous, intradermal, subcutaneous, or intramuscular injections) 
… and 90473-+90474 Immunization administration by intranasal or 
oral route … are generally administered by clinical staff such as medi-
cal assistants, licensed practical nurses, and registered nurses, rather 
than physicians or qualified healthcare professionals (QHPs) (defined 
by CPT® as “an individual who is qualified by education, training, 
licensure/regulation [when applicable], and facility privileging [when 
applicable] who performs a professional service within his/her scope 
of practice and independently reports that professional service”).

When immunization services 90471-+90474 are administered 
by clinical staff, the services do not qualify as professional services 
(defined by CPT® as “face-to-face services rendered by physicians and 
other qualified health care professionals who may report evaluation 
and management services reported by a specific CPT® code(s)”). 
Therefore, the codes do not fulfill the requirement for establishing 
the patient (defined by CPT® as “one who has received any profes-
sional services from the physician/qualified health care professional 
or another physician/qualified health care professional of the exact 

same specialty and subspecialty who belongs to the same group prac-
tice, within the past three years”) to the physician and/or practice.

Exception: CPT® lists one other immunization administration 
service: 90460-+90461 Immunization administration through 18 years 
of age via any route of administration, with counseling by physician or 
other qualified health care professional …. These services are regarded 
as professional services because a physician or QHP must counsel the 
patient or the patient’s caregiver about the vaccination. This means 
that any patient receiving such services from the same provider or 
another provider in the same specialty in a group practice within 
a three-year period must be regarded as established to the practice.

Question 2: Can vaccine administration be reported separately from 
other services?

Answer: Per CPT® guidelines, if the provider performs a “significant 
separately identifiable” evaluation and management (E/M) service, 
“the appropriate E/M service code should be reported in addition to 
the vaccine and toxoid administration codes.”

If vaccine administration occurs on the same date of service as 
an E/M service, however, append modifier 25 Significant, Separately 
identifiable evaluation and management service by the same physician or 
other qualified health care professional on the same day of the procedure or 
other service to the E/M code. Otherwise, payers following National 
Correct Coding Initiative (NCCI) edits will bundle payment for the 
E/M code into the vaccine administration code(s).

Exception: Per NCCI, 90460 cannot be billed in conjunction with 
90471-+90474, and no modifier is permitted with any of these code 
pairs. If billed together, only 90460 will be paid. Also, per NCCI ed-
its, 99211 is a component code of 90460-+90461 and 90471-+90474, 
and no modifier is permitted with this code pair, as well. Only the 
vaccine administration code, not 99211, would be paid.

Question 3: In encounters where a provider administers different 
vaccine routes, do I report the base vaccine codes for each route?

Answer: The descriptors for both +90472 and +90474 direct you to 
list the codes separately “in addition to code for primary procedure.” 
Also, the parenthetical note following both codes indicates you may 
report these codes in conjunction with any of the base codes. This 
means only one base code is typically reported, even when different 
routes of administration are involved. 

Bruce Pegg, MA, CPC, is an experienced teacher and published author. He has a Bachelor of 
Arts degree from Loughborough University in England and a Master of Arts degree from The 
College at Brockport, State University of New York. He specializes in E/M, pediatric, and primary 
care coding.

Give Your Immunization Coding Skills a Boost 
The answers to three frequently asked questions may surprise you. 
shutterstock / hedgehog94
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■ HEALTH AWARENESS
By Stacy Chaplain, MD, CPC

Make Cervical  
Health a Priority

January is dedicated to protecting 
women’s health and working together  

to put an end to cervical cancer.

As the month of January brings cervical cancer into focus, it’s time 
to increase public understanding of the disease, including its 

prevalence, risk factors, and approaches to screening and prevention. 
Cervical cancer is the fourth most diagnosed cancer in women and 
the fourth leading cause of cancer-related death. Each year in the 
United States, more than 13,000 women are diagnosed with cervical 
cancer, and approximately 4,300 women will die of this disease. 

The good news is that thanks to proactive measures, such as 
regular screening tests, most cases of cervical cancer are now prevent-
able. And when detected at an early stage, treatment is very effective, 
with a five-year survival rate surpassing 90 percent.

January is Cervical Health Awareness Month, a time when organi-
zations and charities nationwide collaborate to increase understand-
ing and awareness of cervical cancer and encourage women to talk 
to their doctors and know their risk. This month, we’re putting a 
spotlight on this disease and stressing the importance of early detec-
tion. Together we can combat cervical cancer through prevention, 
screening, early detection, and treatment. Get involved and use this 

month as an opportunity to educate yourself and others, empower 
women, offer hope, and save lives.

Know Your Risk
Cervical cancer is a malignant tumor that arises when the cells 
lining the cervix — the lower part of the uterus that connects the 
body of the uterus to the vagina — mutate, grow, and multiply 
when they should not. Although all women are at risk for cervical 
cancer, it occurs most often between the ages of 35 and 44, with 50 
years being the average age at diagnosis. While the exact cause of 
cervical cancer remains unclear, certain factors make it more likely 
to develop, including:

• Human papillomavirus (HPV) infection: More than 90 
percent of all cervical cancers are caused by HPV, a group of 
more than 150 related viruses that can be passed from one 
person to another during skin-to-skin contact. Some types 
of HPV can cause cervical changes that may lead to cervical 

shutterstock / SewCream
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cancer over time, while others can cause a type of 
growth called papillomas, more commonly known 
as warts.

• Sexual history: Behaviors that increase the chances 
of exposure to HPV, such as becoming sexually 
active at a young age, having many sexual partners, 
or having a partner who is considered high risk 
(someone with HPV infection or who has many 
sexual partners), may increase risk.

• Long-term use of birth control pills: Women who 
have used oral contraceptives (OCs) for five to nine 
years have about three times the incidence of invasive 
cancer, and those who have used them for 10 years 
or longer have about four times the risk. Research 
suggests that the risk of cervical cancer increases the 
longer a woman takes OCs, but the risk goes back down after 
the OCs are stopped and returns to normal after avoidance 
for many years.

• Young age at first full-term pregnancy: Women who 
were younger than 20 when they had their first full-term 
pregnancy are more likely to get cervical cancer later in life 
than those who waited to get pregnant until they were 25 
years or older.

• Having multiple full-term pregnancies: Women who have 
had three or more full-term pregnancies have an increased 
risk of cervical cancer.

• Chlamydia infection, past or current: Some studies show 
that Chlamydia bacteria may help HPV grow and live on the 
cervix, which may increase the risk of cervical cancer.

Spot Cervical Cancer Symptoms
Women with pre-cancers and early cervical cancers are usually 
asymptomatic. As the tumor enlarges and invades surrounding tis-
sues, symptoms may arise. The most common symptoms include:

• Abnormal vaginal bleeding: 
 º Bleeding after intercourse
 º Post-menopausal bleeding 

 º Bleeding and spotting between periods
 º Longer or heavier menstrual periods than usual

• Vaginal discharge: Abnormal foul-smelling discharge that 
may be pale, watery, brown, or mixed with blood

• Dyspareunia: Pain during or after sexual intercourse
• Pain in the pelvic region

Women with more advanced disease may experience heavy vaginal 
bleeding, lower extremity swelling, or blood in the urine (hematuria), 
in addition to generalized symptoms such as loss of appetite, weight 
loss, fatigue, and unexplained, persistent pain in the pelvis, back, 
and/or legs. As the disease progresses, it may cause problems with 
urination or having a bowel movement.

Screening Saves Lives
While the presence of the above symptoms can aid in diagnosis, the 
best way to detect cervical cancer early is to have regular screenings 
with a Papanicolaou (Pap) test, which may be combined with an HPV 
test. These two tests help prevent cervical cancer or find it early.

• Pap test: The physician collects cells from the cervix  
using a small spatula or brush. The sample is sent to a lab  
to be examined for abnormalities indicative of cancer and 

“Research suggests that the risk of cervical cancer increases the longer a 
woman takes oral contraceptives (OCs), but the risk goes back down after 

the OCs are stopped and returns to normal after avoidance for many years.”

shutterstock / kanvictory
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pre-cancerous changes. An abnormal Pap smear result 
typically means further testing is needed — colposcopy (with 
biopsy), endocervical scraping, cone biopsies — to confirm 
whether cancer or pre-cancer is present. 

• HPV DNA test: This checks for the high-risk (carcinogenic) 
HPV types that are most likely to cause cervical cancer, by 
looking for pieces of their DNA in cells collected from the 
cervix. This test can be done by itself or as part of a co-test, 
in which the HPV test is performed at the same time as a Pap 
smear to screen for cancer.

Screening Recommendations
Early detection improves the likelihood of successful treatment 
considerably and can prevent any early cervical cell changes from 
developing into cancer. The U.S. Preventive Services Task Force 
(USPSTF) recommends the following screening guidelines for all women:

• Women younger than 21: Screening is not recommended. 
• Women aged 21 to 29: Screen via Pap test alone (slide or 

thin prep) every three years starting at age 21, with testing for 
HPV only in certain cases of abnormal results.

• Women aged 30 to 65: Testing frequency depends on the 
type of screening and whether you have a recent history of an 
abnormal test; talk to your doctor about which option is right 
for you.

 º Co-testing: A combination of Pap smear and high-risk 
human papillomavirus (hrHPV) testing every five years. 

 º Pap test only: Screen with cervical cytology alone every 
three years.

 º Primary HPV testing: Screen with hrHPV testing only 
every five years.

• Women older than 65: Consult with your doctor about 
whether you should continue screening, taking into considera-
tion past test results and the level of risk for cervical cancer.

The American Cancer Society’s 2020 recommendations differ slightly. 
The two major differences are to start screening at 25 with an HPV 
test alone every five years until age 65 and to preferentially recom-
mend primary screening with an HPV test only. They also state that 
if primary HPV testing is not available, screening with an HPV/Pap 
co-test every five years or a Pap test every three years is also acceptable.

5 Ways to Reduce Your Risk
Cervical cancer usually starts with pre-cancerous changes, and 
there are ways to stop this from developing. The Centers for Disease 
Control and Prevention recommend:

1. Get screened: The most important thing you can do to 
help prevent cervical cancer is to have regular screening tests 

CODING TIP: For information on how to code cervical cancer screening tests, visit our 
Knowledge Center. “Quick Coding for Women’s Preventive Services” and “Medicare 
Screening Pap Calls for Q0091” explain coding for Pap tests, and “New Medicare Benefit: HPV 
Screening” covers coding for HPV testing.

https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/cervical-cancer-screening
https://www.cancer.org/cancer/cervical-cancer/detection-diagnosis-staging/cervical-cancer-screening-guidelines.html
https://www.aapc.com/blog/32455-quick-coding-for-womens-preventive-services/
https://www.aapc.com/blog/21247-medicare-screening-pap-calls-for-q0091/
https://www.aapc.com/blog/21247-medicare-screening-pap-calls-for-q0091/
https://www.aapc.com/blog/33840-new-medicare-benefit-hpv-screening/
https://www.aapc.com/blog/33840-new-medicare-benefit-hpv-screening/
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starting at age 21 (or 25, depending on risk and coverage) to 
look for pre-cancer and cancer. If a pre-cancer is found, it can 
be treated, keeping it from turning into cervical cancer.

2. Limit exposure to HPV: HPV is passed from one person to 
another during skin-to-skin contact with an infected area 
of the body. Limiting your number of sexual partners and 
avoiding sex with people who have had many sexual partners 
may lower your risk of exposure to HPV.

3. Practice safer sex: Condoms may provide some protection 
against HPV infection, but they don’t completely prevent 
infection. While the effect of condoms in preventing HPV 
infection is unknown, condom use has been associated with a 
lower rate of cervical cancer.

4. Inquire about HPV vaccines: Vaccines may help protect 
against infection from both high-risk HPV types most 
commonly linked to cervical, vaginal, and vulvar cancers, as 
well as low-risk types that can cause anal and genital warts. 
To maximize effectiveness, the HPV vaccine should be 

given before any exposure to HPV. Discuss the side effects, 
benefits, and risks with your doctor.

5. Don’t smoke: Carcinogens associated with smoking can lead 
to early progression of cervical cancer.

Protect Your Health
January — Cervical Health Awareness Month — provides the perfect 
opportunity to leverage the power of your voice to raise awareness 
about cervical cancer, HPV, and the importance of early detection 
through regular screenings. Events and activities are held all month 
to educate about risk factors and symptoms of cervical cancer; provide 
greater access to screenings; and advocate for further research into its 
cause, prevention, diagnosis, treatment, and to ultimately find a cure.

Throughout January, communities, organizations, and health-
care professionals work together to ensure women understand 
what they need to do to protect themselves and stay healthy. And 
more importantly, that they translate that understanding into 
action: screening, vaccination, and well-woman visits. Wear teal 
and white this month — the symbolic colors for cervical cancer 
awareness — and help spread the word. Together, we can put an 
end to this disease. 

Stacy Chaplain, MD, CPC, is a development editor at AAPC. She has worked in medicine for 
almost 20 years and has more than five years of experience in medical writing and editing. 
Chaplain received her Bachelor of Arts in biology from The University of Texas at Austin and her 
Medical Doctorate from The University of Texas Medical Branch in Galveston. She is a member 
of the Beaverton, Ore., local chapter.

“Early detection improves 
the likelihood of successful 

treatment considerably 
and can prevent any early 
cervical cell changes from 

developing into cancer.”

shutterstock / Suwin
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■ CODING/BILLING
By Elizabeth Hylton, CPC, CEMC

■ Coding/Billing ■ Auditing/Compliance ■ Practice Management 

Become a Care Management  
Coordination Supersleuth
Decipher the code descriptions and documentation requirements 
to determine when you can bill for non-face-to-face services.

When billing in the physician practice setting, frontline coders will 
be the first to tell you their providers do much more during their 

day than furnish outpatient evaluation and management (E/M) ser-
vices (CPT® 99201–99205; 99212–99215). There is non-face-to-face 
work being done behind the scenes that, with a little investigation and 
research, you can capture and add to your practice’s revenue stream. 

Rather than focus on one specific point in time, as with the 
outpatient E/M code set, care management codes often span periods 
of time and become cumulative as more services are rendered. Let’s 
look at some of the more commonly used non-face-to-face services, 
so by the time you finish this article, you can say, “Complex chronic 
care management? Anticoagulant management? Advanced care plan-
ning? Elementary, my dear doctor!” We’ll break each of these down 
and discuss what’s needed in documentation and how the 2021 E/M 
guidelines affect coding and documentation. 

Complex and Non-complex Chronic Care Management
Chronic care management (CCM) is generally non-face-to-face 
services provided to Medicare patients who have multiple (two or 
more) chronic conditions (that is, conditions expected to last at least 
12 months or until the death of the patient). 

Non-complex CCM
Non-complex CCM places most of the care plan firmly within the 
patient’s accountability. At least 20 minutes is spent, with the focus 
being to coordinate care across providers. This service is reported 
with CPT® code 99490 Chronic care management services, at least 20 
minutes of clinical staff time directed by a physician or other qualified 
health care professional, per calendar month … and is provided by the 
clinical staff under a provider’s direction. 

shutterstock / wavebreakmedia
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We’ve got more great articles on the Knowledge Center at: www.aapc.com/blog. 
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Additional 20-minute increments of clinical staff time may 
be reported using HCPCS Level II code G2058 Chronic care 
management services, each additional 20 minutes of clinical staff time 
directed by a physician or other qualified health care professional, per 
calendar month (list separately in addition to code for primary proce-
dure). When the provider spends at least 30 minutes per calendar 
month implementing, establishing, revising, and/or monitoring 
the comprehensive care plan for a patient with two or more chronic 
conditions, report this service with 99491 Chronic care management 
services, provided personally by a physician or other qualified health 
care professional, at least 30 minutes of physician or other qualified 
health care professional time, per calendar month …. 

These chronic conditions, which may include advanced cardio-
vascular conditions, such as congestive heart failure, and diabetes, 
place the patient at significant risk for acute exacerbation, acute 
decompensation, decline in function, and even death. The provid-
er performs physical exams, manages medications, communicates 
with other treating healthcare professionals, and directs ongo-
ing patient education, patient self-management, and outreach.

Note: For the purposes of this article, a clinical staff member is de-
fined per CPT® as “a person who works under the supervision of 
a provider or other qualified health care professional and who is 
allowed by law, regulation and facility policy to perform or assist 
in the performance of a specified professional service, but does 
not individually report that professional service.” And a provider 
is a physician or other qualified healthcare professional such as a 
physician assistant or nurse practitioner. Services provided by a 
clinical staff member must be billed under a provider using the 
provider’s National Provider Identification (NPI) number.

Complex CCM
Complex CCM involves, at a minimum, 60 minutes of services pro-
vided by clinical staff to substantially revise or establish a compre-
hensive care plan that requires moderate- to high-complexity medi-
cal decision making (MDM). A clinical staff member implements 
the care plan for a patient who typically has two or more chronic 
conditions. Clinical staff plays an important role in evaluating 
physical exams, developing and revising the plan of care, managing 
medication, communicating with other treating healthcare profes-
sionals, and most importantly, providing ongoing patient education 
and outreach and assessing patient self-management. The provider 
directs the clinical staff. 

Use 99487 Complex chronic care management services … for  
60 minutes of clinical staff time in which the provider directs 
them per calendar month with no face-to-face visit. When the 
clinical staff spends more than 60 minutes per month, use Complex 
Chronic Care Management Services code +99489 … each ad-
ditional 30 minutes of clinical staff time directed by a physician or other 
qualified health care professional, per calendar month (List separately 
in addition to code for primary procedure) in addition to the base 
code, 99487.

Critical takeaway: You may not report these codes together 
within the same calendar month. If you’re reporting 99490, with 
or without additional units of time represented by G2058, you may 
not also report 99491 or 99487 within the same month. Only one 
provider can assume the care management role for a patient and bill 
CCM services for that patient in a calendar month. 

Anticoagulant Management
Anticoagulant management services underwent changes in 2018. 
Before 2018, 99363 and 99364 described 90 days’ worth of time 
during which a physician would review and interpret at least 
eight international normalized ratio (INR) measurements (initial 
therapy), adjust dosage, and order additional tests; or, in the case of 
each subsequent 90-day period, at least three INR measurements 
would be reviewed in addition to managing dosage and ordering 
additional tests. 

Effective Jan. 1, 2018, CPT® deleted 99363 and 99364 and 
added 93792 Patient/caregiver training for initiation of home in-
ternational normalized ratio (INR) monitoring under the direction 
of a physician or other qualified health care professional, face-to-face, 
including use and care of the INR monitor, obtaining blood sample, 
instructions for reporting home INR test results, and documentation 
of patient’s/caregiver’s ability to perform testing and report results and 
93793 Anticoagulant management for a patient taking warfarin, 
must include review and interpretation of a new home, office, or lab 
international normalized ratio (INR) test result, patient instructions, 
dosage adjustment (as needed), and scheduling of additional test(s), 
when performed to report training and management, respectively. 

Note: You may report 93792 with an outpatient E/M service on 
the same date, but report 93793 only once per day, regardless of the 
number of INR tests reviewed.  

Example 1: A patient presents to their cardiologist on Dec. 20, 
2020, for follow-up on their atrial fibrillation (AFIB) and hyperten-
sion, and to initiate Warfarin therapy. The provider documents 
MDM of moderate complexity surrounding the hypertension and 
AFIB. The provider then directs a nurse to train the patient on 
how to self-monitor their INR, while the provider reviews the 
dose of Warfarin the patient is to begin. The patient demonstrates 
competence and understanding, and the nurse notes this in the 
patient’s chart. 

Coding: 99214-25, 93792
Example 2: The same patient as in Example 1 comes to the office 

on Jan. 4, 2021, for complaints of irregular heartbeat and headache. 

NOTE: Code G2058 is deleted for 2021. For claims with dates of service on or after Jan. 1, 
2021, “The AMA has added a new CPT code 99439 ... each additional 20 minutes of clinical 
staff time directed by a physician or other qualified healthcare professional, per calendar 
month, “to be used in addition to 99490,” says Angela Clements, CPC, CPMA, CEMC, 
CGSC, COSC, CCS, AAPC Approved Instructor.

https://www.aapc.com/blog/
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As they have run out of supplies to perform the test at home, their 
INR is also drawn. Two days later, the provider reviews the results of 
the previous two INRs, as well as the latest test results, and recom-
mends a slight dosage change based on subtherapeutic levels, which 
the nurse communicates to the patient. The patient is instructed to 
follow up in three days for repeat INR. 

Coding: Bill the appropriate E/M visit for the Jan. 4 visit, and bill 
93793 with a Jan. 6 date of service. Even though the INR was drawn 
during the E/M visit, the definition of 93793 was not satisfied at 
that time, and anticoagulant management may not be billed on the 
same date as an E/M service. 

Critical takeaway: While these codes carry an inherent face-
to-face element, only one may be reported on the same date as an 
E/M service unless documentation shows that the E/M performed 
on the same date of service as 93792 is significant and separately 
identifiable.  

Advance Care Planning
Advance care planning allows a patient to discuss their advanced 
legal directives face to face with their providers. Legal directives 
include healthcare proxies, durable power of attorney (POA) 
designations, living wills, and medical orders for life-sustaining 
treatment (MOLST).

Advance Care Planning code 99497 Advance care planning 
including the explanation and discussion of advance directives such as 
standard forms (with completion of such forms, when performed), by the 
physician or other qualified health care professional; first 30 minutes, 
face-to-face with the patient, family member(s), and/or surrogate de-
scribes the first 30 minutes of discussion that occurs on this topic, 
and +99498 … each additional 30 minutes (List separately in addition 
to code for primary procedure) describes additional 30-minute blocks 
that occur surrounding this discussion. Bear in mind that 99497 
allows the “halfway-point” method: After 16 minutes have been 
spent, 99497 is billable. There is no limit on the number of times 
you can bill +99498 for a specific patient during a specific period. 
Documentation must include the changes that are being made 
regarding the patient’s end-of-life wishes.

Critical takeaway: As with all of the time-based E/M codes 
discussed so far, this time is independent and additional to what is 
already being spent on any applicable E/M. Documentation must 
clearly delineate how much time was spent on each service. 

Example: A patient comes in with a new diagnosis of stage IV 
lung cancer and the provider counsels the patient for 40 minutes, 
face to face, regarding the treatment options and plan of care going 
forward. The patient then states they do not want extreme measures 
taken, and the provider spends an additional 20 minutes discussing 
living will, MOLST, and POA forms. The provider documents the 
following in the patient’s note: “I spent 45 minutes face to face with 
the patient, greater than 50% of which was spent reviewing treat-
ment options and plan of care for stage IV lung cancer diagnosis. 
I then spent an additional 20 minutes discussing advanced care 
options including POA, living will, and MOLST forms. Patient is 
to see me in 3 weeks with these forms completed.” 

Coding: 99215-25, 99497

Transitional Care Management
Transitional care management (TCM) describes a period of time, 
unlike most E/M services that are for a static point. Transitional 
Care Management Services codes 99495 Transitional care manage-
ment services with the following required elements: communication 
(direct contact, telephone, electronic) with the patient and/or caregiver 
within 2 business days of discharge; medical decision making of at least 
moderate complexity during the service period; face-to-face visit, within 
14 calendar days of discharge and 99496 ... medical decision making 
of high complexity during the service period; face-to-face visit, within 7 
calendar days of discharge are for new or established patients whose 
medical and/or psychosocial problems require moderate- or high-
complexity MDM while transitioning from an inpatient hospital 
setting to their community setting, be that their home, rest home, or 
assisted living. These codes cannot be billed for a patient transition-
ing from inpatient to a rehab facility or skilled nursing facility; the 
patient must cross from inpatient to community setting. The table 
below breaks it down further.

Type of MDM Face-to-face visit  
within 7 days

Face-to-face visit  
within 8–14 days

Moderate 99495 99495

High 99496 99495

There are many requirements for billing these codes. As stated, 
place of service transition is the first requirement that must be met. 
The second requirement is that both face-to-face and non-face-
to-face services are rendered. The first interaction with the patient 
upon discharge from their inpatient setting is typically rendered 
by a clinical staff member within two business days. Business days 
include any regularly scheduled weekend hours your practice has 
formally adopted. So, if the patient is discharged on a Thursday, and 
the provider regularly sees patients on Saturdays, then Saturday is the 
last business day to count as the two-day non-face-to-face contact. shutterstock / wavebreakmedia
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The non-face-to-face contact may be conducted face-to-face in 
dire circumstances that require urgent maintenance by a provider 
face to face within 48 hours of a patient’s discharge. In this case, 
both the second and third requirements of this code set are met. The 
patient must be seen within 14 calendar days of discharge for TCM 
requirements to be fulfilled. 

If a patient demands a faster response and is seen within seven 
days of discharge, assuming the two-day contact has been made 
and MDM is of high complexity, you may bill the encounter 
with 99496. As previously stated, TCM denotes a period of time 
rather than a static point. TCM services commence upon the date 
of discharge from the inpatient setting and continue for the next 
29 days. The initial face-to-face visit within seven to 14 days is a 
requirement for billing this code and cannot be separately reported 
with an E/M code (99202–99205, 99212–99215). However, once 
the first face-to-face visit has been performed, you may be able to 
report additional medically necessary E/M services to monitor and 
maintain the patient’s chronic conditions. 

A word of caution: TCM services are not meant to be billed 
for every single patient who has been admitted to the hospital and 
discharged; the goal is to reduce readmissions by providing access 
to community resources, educating family and caregivers about 
management, and performing close monitoring of the patient’s 
medical/psychosocial problems that pose a high enough risk to the 
patient that hospital care may be required. Additionally, only one 
provider involved in a patient’s care may report these codes in any 
given period. Usually, the patient’s primary care provider is the one 
who reports these codes, but the codes are not outside the realm 
of a specialist’s scope, so long as the specialist did not perform a 
procedure on the patient that carries a global surgical period.

Critical takeaways: These codes bundle almost everything 
we’ve discussed. Of the other care coordination activities discussed 
above, only advanced care planning may be reported at the same 
time/during the same period as TCM. 

2021 E/M Guideline Changes  
Affect Care Management
Given the sweeping changes made to the 2021 outpatient E/M 
code set, it will be more important than ever that providers’ time 
language is concise and documented appropriately. As outpatient 
E/M code selection will be solely governed by either MDM or time, 
separation of services is crucial. 

Additionally, time counted toward the outpatient E/M no longer 
needs to be specified as face-to-face; time spent on the same calendar 
day as the E/M service performing coordination of care, review of 
records, obtaining history, etc., may be counted toward the E/M 
service when billing based on time. While this may not pose an issue 
for the codes that describe periods of time, such as complex CCM 
and TCM, it’s a different story entirely for advanced care planning, 
which is completed same-day and time-based. To accurately support 
medical necessity for both services, the provider’s documentation of 
the E/M must either be MDM-based, or the time statement must be 

precise, to the point, and necessary. Should the provider choose to 
bill time-based, same-day coordination services on the same claim 
as an E/M, they will have to thoroughly describe their cognitive 
and temporal efforts in a statement that both compartmentalizes 
the blocks of time and supports medical necessity for both services 
on that date. Should the provider choose to instead bundle all time 
spent into the E/M, the content of the note must show some 
evidence that the higher E/M level is well supported based on the 
activities that took place on the date of service.  

Every Bit Counts
Rounding out our practice to include some of these lesser-utilized 
services comes with rules, but they are not difficult to follow. By 
doing research and picking up on all the nuances offered by payers 
and CPT®, you can become an expert and capture these rare gems of 
reimbursement and knowledge for your practice’s use. 

Elizabeth Hylton, CPC, CEMC, is a regional director with AAPC’s Audit Services Group 
(formerly Healthicity). She began her coding career by identifying claims submission errors 
involving ICD-9 and CPT® codes on hospital claims. Hylton has worked as a coding specialist 
for a variety of specialties, including family medicine, cardiology, critical care, and inpatient 
hospitalist groups. She spent two years as an auditor/educator for Carolinas HealthCare 

System and transitioned to a management role for one of its larger physician groups before joining Audit 
Services, where she has spent the last five years as senior auditor/educator and project lead for initiatives 
involving clients nationwide.

“Given the sweeping changes made 
to the 2021 outpatient E/M code set, it 
will be more important than ever that 

providers’ time language is concise and 
documented appropriately.”

Resources
CPT® 2020 Professional Edition, American Medical Association: https://www.cms.gov/
outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/
advancecareplanning.pdf

2020 MPFS final rule: https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/PhysicianFeeSched/PFS-Federal-Regulation-Notices-Items/CMS-1715-F

2021 MPFS proposed rule: https://www.govinfo.gov/content/pkg/FR-2020-08-17/
pdf/2020-17127.pdf

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/
Downloads/Payment_for_CCM_Services_FAQ.pdf

https://www.aafp.org/family-physician/practice-and-career/getting-paid/coding/
chronic-care-management.html

https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/advancecareplanning.pdf
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/advancecareplanning.pdf
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/advancecareplanning.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-Federal-Regulation-Notices-Items/CMS-1715-F
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-Federal-Regulation-Notices-Items/CMS-1715-F
https://www.govinfo.gov/content/pkg/FR-2020-08-17/pdf/2020-17127.pdf
https://www.govinfo.gov/content/pkg/FR-2020-08-17/pdf/2020-17127.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/Downloads/Payment_for_CCM_Services_FAQ.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/Downloads/Payment_for_CCM_Services_FAQ.pdf
https://www.aafp.org/family-physician/practice-and-career/getting-paid/coding/chronic-care-management.html
https://www.aafp.org/family-physician/practice-and-career/getting-paid/coding/chronic-care-management.html
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We’ve been talking about the evaluation and management (E/M) 
coding and documentation guideline changes in future tense 

forever it seems. Enough talk! The time has come to test your aptitude 
for selecting office/outpatient E/M services based on either time or 
medical decision making (MDM). Choose carefully! Make the wrong 
choice and you could cost your practice rightful reimbursement. 

A Case for Proper E/M Coding
To drive the point home, let’s look at a case study that illustrates 
the stakes when choosing between time and MDM on your 2021 
office/outpatient E/M claims. This scenario is courtesy of Marcella 
Bucknam, CPC, CCS-P, COC, CCS, CPC-P, CPC-I, CCC, 
COBGC, revenue cycle analyst with Klickitat Valley Health in 
Goldendale, Wash.

The E/M Visit
A 75-year-old established patient presents for follow up of a previous 
T-10 spinal fracture related to her osteoporosis. She has multiple 
comorbid conditions, including: 

• Type 2 diabetes mellitus (DM) controlled with insulin; 
• Mild chronic obstructive pulmonary disease (COPD); 
• Bradycardia; 
• Arthritis; and 
• A history of a poor reaction to anesthesia. 

For these reasons, she is not a candidate for surgical repair of 
her fracture. The provider reviews her X-rays, recent lab results, 
bone scan results, and the most recent note from her primary care 
physician (PCP), who is managing her multiple chronic problems and 
coordinating with her various care providers. 

Her fracture is improving but requires careful management. Your 
practice sends her PCP a letter updating her status along with a copy 
of your provider’s clinical note. The visit takes about 15 minutes.

MDM or Time? That Is the Question
If you report this service based on time, you’ll report 99212 Office 
or other outpatient visit for the evaluation and management of an 

established patient, which requires a medically appropriate history 
and/or examination and straightforward medical decision making. 
When using time for code selection, 10-19 minutes of total time is  
spent on the date of the encounter …. The documentation notes total 

MDM vs. Time:  
Resolve E/M Coding Uncertainties
Attention to detail is necessary to ensure proper  
reimbursement of evaluation and management services in 2021.

shutterstock / Kzenon
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time of about 15 minutes, which falls in the designated time range 
for 99212. 

If you report this encounter based on MDM, you’ll report 99215 
Office or other outpatient visit for the evaluation and management of 

an established patient, which requires a medically appropriate history 
and/or examination and high level of medical decision making. When 
using time for code selection, 40-54 minutes of total time is spent on the 
date of the encounter …. 

According to Bucknam, the provider treated multiple established 
conditions, reviewed test results (both radiology and lab), and 
coordinated with the patient’s PCP. This makes the MDM high for 
this encounter despite its brevity. As such, it would make sense for 
you to use MDM to report this encounter. 

Breakdown: The “Number and Complexity of Problems 
Addressed” qualified as high MDM, and the MDM level is also 
high for “Amount and/or Complexity of Data to be Reviewed and 
Analyzed.” That gives you the two out of three elements you’ll need 
to qualify for high MDM E/Ms in 2021. 

Be sure, however, that you don’t automatically use MDM every 
time you choose an E/M code. There will be instances where time 
will be the better measuring stick when coding office/outpatient 
E/M services. 

Chris Boucher, MS, CPC, has more than 15 years of experience writing various newsletters 
and other products for TCI. He covers several areas of coding and compliance, including CPT® 
coding, modifiers, HIPAA compliance, and ICD-10-CM coding.

As you focus more intently on the E/M levels for 2021, don’t ignore diagnosis coding. If 
you get the wrong ICD-10-CM codes, patient care and reimbursement could be negatively 
affected. Here’s a breakdown of the ICD-10-CM codes you would append to 99215 for this 
case scenario, according to Bucknam:

M80.08XD  Age-related osteoporosis with current pathological fracture, vertebra(e), subsequent 
encounter for fracture with routine healing

E11.3X  Type 2 diabetes mellitus with ophthalmic complications

J44.9  Chronic obstructive pulmonary disease, unspecified

R00.1  Bradycardia, unspecified

M19.90  Unspecified osteoarthritis, unspecified site

Z79.4  Long term (current) use of insulin

Don’t Overlook  
ICD-10-CM Coding

CODING/BILLING

“Be sure, however, that you don’t automatically use MDM every time 
you choose an E/M code. There will be instances where time will be the 

better measuring stick when coding office/outpatient E/M services.”

https://www.aapc.com/blog/
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Dear Members,
Well, here we are again! Another year behind us, and another HEALTHCON coming 
our way. Given the resounding success of HEALTHCON 2020, which was changed to 
a 100 percent virtual event almost overnight, I am particularly excited to invite you to 
our conference this coming March.
 
HEALTHCON 2021 will be the third conference we’ve held since the onset of the 
coronavirus disease 2019 (COVID-19). For each conference, feedback has been 
overwhelmingly positive from both in-person and virtual participants. Whether 
you fly to Dallas or attend virtually, HEALTHCON 2021 promises a lot of fun, 
with abundant opportunities for you to catch up with colleagues and build your 

professional network.
 
This year, we have an especially potent selection of speakers and sessions. With so many changes 
happening in our industry — from the spike in telemedicine and telehealth to a slew of changes to 
evaluation and management (E/M) guidelines and more — we’ve gone the extra mile to ensure that this 
year’s conference is filled with timely, relevant learning for all of our members.
 
If you’re considering in-person attendance, the Gaylord Texan recently completed an expansion of the 
facility, resulting in nearly 500,000 square feet of space for better social distancing. The hotel and event 
organizers will maintain high standards of safety throughout the conference with mandatory mask wearing 
and strict adherence to local mandates as well as Events Industry Council and U.S. Centers for Disease 
Control & Prevention recommendations. And if you register as in-person and you cannot attend, we are 
offering flexibility to transfer to the virtual event, a future onsite conference, or a full refund. 
 
HEALTHCON is the premier annual event for the business of healthcare. For HEALTHCON 2021, we are 
committed to maintaining our high standard and ensuring a safe and unforgettable experience for all. 
 
I sincerely hope you’ll join us. 

Bevan Erickson |  CEO, AAPC
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Dates
March 28 - 31, 2021

Location
Gaylord Texan Resort and Convention Center
1501 Gaylord Trail
Grapevine, TX 76051

Registration
In-person event - $975 (through January 12)
Virtual event - $695 (through January 12)

Gaylord Texan Resort and Convention Center
Single/Double Rooms:   $285**/night

Triple Rooms:    $305**/night

Quad Rooms:    $325**/night

Robin Farmanfarmaian is a professional speaker, entrepreneur, and angel investor, 
focusing on cutting-edge medical and biotech companies poised to impact 100M patients. 
Farmanfarmaian is the CEO and co-founder of ArO, an early-stage software and device 
company in virtual and augmented reality. She’s a strategic relations advisor to MindMaze, 
VR for stroke and brain injury rehabilitation. Investments include Invicta Medical, a medical 
technology company for sleep apnea, and Dance Biopharm, inhaled insulin with a smart, 
connected device. With over 140 speaking engagements in 13 countries, Farmanfarmaian 

educates audiences on technology, the future of healthcare, patient empowerment, building thought leadership, and 
more. She has two published books: “The Patient as CEO: How Technology Empowers the Healthcare Consumer” 
(2015) and “The Thought Leader Formula: Strategically Leverage Your Expertise to Drive Business & Career Goals” 
(2019).

Denise Ryan helps light the fires of enthusiasm, so people can do great things. She is an 
author and a Certified Speaking Professional, a designation of excellence that is held by less 
than 10 percent of professional speakers. Her clients include Blue Cross Blue Shield, Hilton 
Hotels, IBM, and the U.S. Department of Homeland Security. She speaks at many finance and 
business conferences, and she often speaks after the IRS update to “liven things up a bit.” She 
made Meeting & Convention Magazine’s list of planners’ favorite speakers alongside Bill Clinton, 
Condoleezza Rice, and Anderson Cooper, and she has one of the highest rates of repeat and 
referral business in the speaking industry.

 Ӏ Denise Ryan, MBA, CSP 

 Ӏ Robin Farmanfarmaian

www.HEALTHCON.com

BROUGHT TO YOU BY AAPC

 G Additional Events 

 Ӏ Teach the Teacher | $195 | 8 CEUs/CTUs

 � Saturday,�March�27�|�8:00�am�–�4:00�pm

This workshop provides certified instructors with tools to 
improve their teaching and communication skills. This is 
also a great opportunity to network with other instructors.  
Earn 8 CTUs or 8 CEUs for participation in this workshop.

 Ӏ Examination | Prices vary by certification

 �   Saturday, March 27�|�9:00�am�–�2:40�pm
AAPC certifications are the gold standard for the business 
of healthcare and are held by more than 107,000 
professionals. Those who obtain these credentials are 
critical to compliant and profitable medical practices/
facilities. These credentialed individuals also typically earn 
20 percent more than non-certified employees. AAPC 
credentials increase your chances of being hired and 
retained in a competitive job market.

 Ӏ Local�Chapter�Officer�Leadership�Training��
Free | 2 CEUs

 �  Saturday, March�27�|�5:30�pm�–�8:30�pm
Hear Ye, Hear Ye! Calling all local chapter officers! The 
AAPCCA Board of Directors will be holding a leadership 
meeting exclusively for all officers attending the Dallas 
HEALTHCON conference. Please plan on coming a little 

early and meeting with your AAPCCA Board of Directors 
for some great tips on serving as a local chapter officer 
and networking with like-minded individuals! Everyone is 
very excited to see you in Dallas. Event for Local Chapter 
Officers Only.

 Ӏ HEALTHCON�Rookies�-�Learn�the�Ropes�
Free

 �  Sunday, March�28�|�1:00�pm�–�2:00�pm�
Is this your first HEALTHCON? Then this is the session for 
you! This session will be as informative as it is interactive. 
Learn about using our app, logging CEU codes correctly, 
networking best practices, and other information that will 
help you get the most out of your HEALTHCON experience.

 Ӏ Anatomy Expo | FREE

 � Monday,�March�29�|�1:45�pm�–�4:45�pm  
Celebrate the wonders of human anatomy at our very 
popular AAPC Anatomy Expo. This fast-paced event offers 
an in-depth look into the complex machine we call the 
human body. Physicians and clinical experts from a variety 
of specialties will use anatomical models, devices, and 
videos to provide an insider’s look at the anatomic and 
physiologic nuances of the body. Novice and expert alike 
will find this session fun, informative, and exhilarating.

www.HEALTHCON.com

BROUGHT TO YOU BY AAPC
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 Ӏ Legal Trends and Issues- AAPC Legal Advisory Board
This panel discussion, led by AAPC’s Legal 
Advisory Committee, offers insights into 
today’s — and tomorrow’s — most 
pressing legal concerns for medical 
practices and facilities facing increased 
financial scrutiny and regulation. 

- Telemedicine Panel
During this session, a panel of experts representing the
provider, facility, and payer perspectives will discuss
best practices for navigating the ongoing changes with
telemedicine and telehealth regulations. There are so
many changes occurring, it is difficult to keep up. The
panel will answer questions from the audience.

 Ӏ Coding General- Continuing Ambiguity with the 2021 Changes
 Presenter: Michael D. Miscoe, Esq, CPC, CPCO, 
CPMA, CASCC, CCPC, CUC
New E/M guidance has been published 
and coders and auditors are working 
through the revised rules to understand 
and apply the guidance. Unfortunately, 

careful review of these new rules for selecting the level 
of an outpatient E/M service reveals areas where the 
guidance relative to time or medical decision making is 
ambiguous. These issues will be a source of frustration 
to coders and auditors alike. To ease the potential for 
such frustration, we will address these issues and provide 
attendees with documentation tips and recommendations 
for implementation of internal policies that will be 
necessary to support code selection pending clarification 
from payers.

- �Effective�Communication:�Non-clinicians�Educating�
Clinicians�Effectively

Presenter: Shannon O’Tyson DeConda, 
CPC, CPMA, CPC-I, CEMC
You don’t have to be a grammar expert 
to write an effective audit report, nor do 
you have to attend weekly Toastmasters 
sessions to be an intriguing trainer, but 

you do need to know how to best communicate your 
findings orally and written to truly make an impact in 
your career. Knowledge is power, but not if you cannot 
effectively communicate it.

- �Medical�Necessity�-�Defining,�Documenting,�and�
Defending

 Presenter: Kimberly Garner Huey, COC, CPC, 
CPCO / Sandra Kay Giangreco Brown, RHIT, 
COC, CPC, CPC-I, COBGC
This session tackles medical necessity 
confusion by covering: 
1.   Medical necessity documentation 

guidelines and how they may have
changed in ICD-10.

2.  How the definition of medical necessity
has changed.

3.  Keys for using the medical necessity modifiers -GA,
-GY, -GZ.

4.  The difference between being not medically necessary
and not covered.

5.  Use of the Advanced Beneficiary Notification for
Medicare and other payers.

6. Accessing medical necessity guidelines in ICD-10.

- �Defining�Differences�in�2021�E/M�Services:�OP�vs.�
IP vs. ED

Presenter: Shannon O’Tyson DeConda, 
CPC, CPMA, CPC-I, CEMC
2021 has launched E/M coders and 
auditors into a new work world with 
variations in scoring E/M services by 
location. There are significant differences 

between E/M guidelines now, but also many synergies that 
exist. It is important that day-to-day operations blend the 
differences and merge the synergies to ensure accuracy, 
proficiency, and compliance.

- �Telemedicine:�Achieving�Documentation�and�Coding�
Success

Presenter: Karla VonEschen, CPC, CPMA
Interest in telemedicine has grown 
steadily over recent years, but the impact 
of COVID-19 has greatly accelerated the 
need to deliver remote care. As healthcare 
is provided on a virtual basis, both today 

and in a post-COVID world, what does this mean for your 
documentation, coding, and billing processes?

 Ӏ Coding Specialty-  Coding Common Procedures in a Primary Care
Setting

Presenter: Nate Felt, CPC, ATC, PTA
Primary care providers have a lot on their 
plate. This presentation will dive into the 
common procedures seen in a primary 
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Farmanfarmaian is the CEO and co-founder of ArO, an early-stage software and device 
company in virtual and augmented reality. She’s a strategic relations advisor to MindMaze, 
VR for stroke and brain injury rehabilitation. Investments include Invicta Medical, a medical 
technology company for sleep apnea, and Dance Biopharm, inhaled insulin with a smart, 
connected device. With over 140 speaking engagements in 13 countries, Farmanfarmaian 

educates audiences on technology, the future of healthcare, patient empowerment, building thought leadership, and 
more. She has two published books: “The Patient as CEO: How Technology Empowers the Healthcare Consumer” 
(2015) and “The Thought Leader Formula: Strategically Leverage Your Expertise to Drive Business & Career Goals” 
(2019).

Denise Ryan helps light the fires of enthusiasm, so people can do great things. She is an 
author and a Certified Speaking Professional, a designation of excellence that is held by less 
than 10 percent of professional speakers. Her clients include Blue Cross Blue Shield, Hilton 
Hotels, IBM, and the U.S. Department of Homeland Security. She speaks at many finance and 
business conferences, and she often speaks after the IRS update to “liven things up a bit.” She 
made Meeting & Convention Magazine’s list of planners’ favorite speakers alongside Bill Clinton, 
Condoleezza Rice, and Anderson Cooper, and she has one of the highest rates of repeat and 
referral business in the speaking industry.

 Ӏ Denise Ryan, MBA, CSP 

 Ӏ Robin Farmanfarmaian

www.HEALTHCON.com

BROUGHT TO YOU BY AAPC

 G Additional Events 

 Ӏ Teach the Teacher | $195 | 8 CEUs/CTUs

 � Saturday,�March�27�|�8:00�am�–�4:00�pm

This workshop provides certified instructors with tools to 
improve their teaching and communication skills. This is 
also a great opportunity to network with other instructors.  
Earn 8 CTUs or 8 CEUs for participation in this workshop.

 Ӏ Examination | Prices vary by certification

 �   Saturday, March 27�|�9:00�am�–�2:40�pm
AAPC certifications are the gold standard for the business 
of healthcare and are held by more than 107,000 
professionals. Those who obtain these credentials are 
critical to compliant and profitable medical practices/
facilities. These credentialed individuals also typically earn 
20 percent more than non-certified employees. AAPC 
credentials increase your chances of being hired and 
retained in a competitive job market.

 Ӏ Local�Chapter�Officer�Leadership�Training��
Free | 2 CEUs

 �  Saturday, March�27�|�5:30�pm�–�8:30�pm
Hear Ye, Hear Ye! Calling all local chapter officers! The 
AAPCCA Board of Directors will be holding a leadership 
meeting exclusively for all officers attending the Dallas 
HEALTHCON conference. Please plan on coming a little 

early and meeting with your AAPCCA Board of Directors 
for some great tips on serving as a local chapter officer 
and networking with like-minded individuals! Everyone is 
very excited to see you in Dallas. Event for Local Chapter 
Officers Only.

 Ӏ HEALTHCON�Rookies�-�Learn�the�Ropes�
Free

 �  Sunday, March�28�|�1:00�pm�–�2:00�pm�
Is this your first HEALTHCON? Then this is the session for 
you! This session will be as informative as it is interactive. 
Learn about using our app, logging CEU codes correctly, 
networking best practices, and other information that will 
help you get the most out of your HEALTHCON experience.

 Ӏ Anatomy Expo | FREE

 � Monday,�March�29�|�1:45�pm�–�4:45�pm  
Celebrate the wonders of human anatomy at our very 
popular AAPC Anatomy Expo. This fast-paced event offers 
an in-depth look into the complex machine we call the 
human body. Physicians and clinical experts from a variety 
of specialties will use anatomical models, devices, and 
videos to provide an insider’s look at the anatomic and 
physiologic nuances of the body. Novice and expert alike 
will find this session fun, informative, and exhilarating.
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care setting. This includes fracture care, injections, 
lesion removal, repairs, and others. We will review these 
procedures from a clinical perspective in order to help us 
better understand the coding. This presentation will give 
you the tools needed to code correctly for these minor 
procedures and give you confidence discussing coding 
concerns with physicians.

 - �General�Surgery�Pitfalls:�Addressing�10�Common�
Pain Points in General Surgery

Presenter: Kathleen Burris-Fowlkes, CPC, 
COC, CPMA, CPC-I, CEMC, CGSC
This presentation will address 10 
commonly questioned scenarios for 
general surgery coding using case 
examples. We will discuss several different 

questions that I have encountered during my career 
including:
1. Liver biopsies
2. Complex abdominal repairs, including component

separation
3. Hernia repairs, including hiatal hernias in conjunction

with gastric restrictive procedures
4. Incidental appendectomies

-  Identifying Risk Adjustment Documentation Gaps
for Coders

Presenter: Stephani E Scott, CPC / Jennifer 
Hill
Medicare Advantage organizations and 
commercial payers alike rely heavily 
on medical record documentation to 
validate their submitted risk adjustment 
categories. Poor documentation could 
account for the loss of a higher revenue 
hierarchical condition category (HCC) 
even if the patient actively has a more 
complicated condition. This session will 

provide coders and auditors the tools necessary to identify 
gaps in medical record documentation, as well as provide 
tips on educating providers. When providers document 
correctly, we decrease gaps and increase the overall 
revenue for HCCs.

- Sepsis 2, 3 What?
Presenter: Heather Greene,
MBA, RHIA, CPC, CIC, CPMA, CDIP
In this presentation, we will review and 
discuss the clinical indicators that support 
the diagnosis of Sepsis 2 or Sepsis 3. We 
will evaluate documentation and discuss 

query options for clarification.

 Ӏ Inpatient Facility-  Hospital Compliance During a Public Health
Emergency

 Presenter: Marianne Durling, MHA, RHIA, 
CCS, CDIP, CPC, CPCO, CIC, AAPC Approved-Instructor
This session will focus on compliance 
lessons learned during the recent 
COVID-19 pandemic. We will talk about 
compliance changes during the public 

health emergency as well as the new normal after the 
pandemic. Attendees will learn about compliance concerns 
post-pandemic. We will also review telehealth compliance 
before, during, and after the pandemic.

 Ӏ Outpatient�Facility- �Correct�Coding�and�Billing�for�Outpatient�Mental�
Health Providers 2021

Presenter: Laurie Bouzarelos, CPC
Mental health services bring with them 
distinct documentation and coding 
requirements to support correct billing 
for services. This presentation will focus 
on coding updates, documentation 

requirements, evaluation and management coding for 
psychiatry, and incident-to in the mental health treatment 
setting. This presentation will conclude with specific 
recommendations for attendees to set up their own 
internal compliance review to verify the documentation, 
coding, and billing in their practice setting meets or 
exceeds industry expectations.

 Ӏ Auditing- How to Perform Internal Billing Audits
Presenter: Stephanie Thomas, CPC, CANPC
This presentation will review how to 
perform internal billing audits regularly 
to ensure compliance throughout 
your practice. We will start with coding 
compliance and review of electronic 

health records (EHR)/charting rules and best practices 
to follow for coders to get charges out correctly the first 
time. We will then review what to audit during the posting 
process, both patient and insurance. There are many 
things we can see quickly to identify trends and use them 
to improve processes. Audit and review (A/R) work and 
follow-up is another very important aspect that will be 
covered. This session will help improve communication 
and collaboration in your revenue cycle team.
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- �Ready,�Aim,�Fire:�Understanding�the�Strategy�of�
Medical�Necessity

Presenter: Kathleen Michele Rowland, BSN, 
RN, CHC, CPC, CPC-I, CEMC 
Medical necessity is a critical concept 
in coding. With the new evaluation and 
management (E/M) changes in effect 
for office visits, medical necessity will 

be under specific scrutiny. As physicians, practice 
managers, administrators, coders, and billers, are you 
frustrated with receiving denials based on “medical 
necessity” or “care is not reasonable and necessary?” 
Are you asking yourself “What do they want to support 
medical necessity?” How well do you understand medical 
necessity? Those responsible for submitting claims as well 
as those providers of services need to have a thorough 
understanding of how payers make a medical necessity 
determination. This session will apply the general payer 
concept of medical necessity to the E/M changes. Medical 
decision making is the area of the visit auditors evaluate 
as the primary determinant of the level of service. This 
session will review the areas of medical decision making 
focusing on how medical necessity is supported by the 
service(s) provided.

- Emerging�OIG�Healthcare�Fraud�Trends
Presenter: Jack Geren Jr. 
In today’s healthcare landscape there 
are many different types of healthcare 
fraud schemes. Although traditional (and 
persistent) schemes are still around, they 
have evolved, becoming more complex 

and difficult to identify. Through examples of cases in the 
healthcare industry that were successfully investigated 
and prosecuted along with current trends being seen 
across the country, this presentation hopes to provide 
the audience with an understanding of the new challenges 
that are facing law enforcement.

 Ӏ Billing- Global�Billing�&�Modifiers
 Presenter: Jennifer McNamara, CPC, CRC, 
CPC-I, CGSC, COPC
This presentation will discuss billing 
modifiers and how they affect the billing 
process, and the difference between CMS 

and AMA guidelines, as well as show samples of how to use 
the most common modifiers for global period and surgery. 
We will discuss modifiers that are used for evaluation and 
management only and surgery only.

- Balancing�Act�-�Navigating�Balance�Billing
Presenter: Heather Rothstein, CPCO
Balance billing has received significant 
media coverage in 2020 due to the 
COVID-19 pandemic. This presentation 
describes the practice of balance billing, 
details the state laws surrounding balance 

billing, and covers options for practices to avoid balance 
billing errors, the mitigating steps a practice is allowed 
to take, and why. We will go over explanation of benefits 
to offer a real-life example and discuss how the practice 
should handle the situation. We will also cover balance 
billing policies in a provider’s office and the perks vs. 
drawbacks for and against balance billing.

 Ӏ Compliance- Effective�Compliance�Policies
 Presenter: Rhonda Buckholtz, CPC, CDEO, 
CPMA, CRC, CENTC, CGSC, COBGC, COPC, CPEDC, AAPC 
Approved Instructor
In this session, we will talk about how 
to develop, maintain, and monitor 
compliance policies that are most 

beneficial to your practice. Hot spots, benefits, and 
template use will give attendees the skills to enact a 
diverse compliance program.

 Ӏ Practice Management- Healthcare Business Analytics - Why it Matters
Presenter: Jordan Goldberger/ Mariarita 
Genovese, CPC
Analytics is a key part of decision support 
in market share, RVU allocation, yearly 
budgeting, quality scoring, and measuring 
revenue. By understanding analytics, you 

can increase the visibility of daily or monthly operations. 
Analytics provides a snapshot in real time to gauge 
industry performance.
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care setting. This includes fracture care, injections, 
lesion removal, repairs, and others. We will review these 
procedures from a clinical perspective in order to help us 
better understand the coding. This presentation will give 
you the tools needed to code correctly for these minor 
procedures and give you confidence discussing coding 
concerns with physicians.

 - �General�Surgery�Pitfalls:�Addressing�10�Common�
Pain Points in General Surgery

Presenter: Kathleen Burris-Fowlkes, CPC, 
COC, CPMA, CPC-I, CEMC, CGSC
This presentation will address 10 
commonly questioned scenarios for 
general surgery coding using case 
examples. We will discuss several different 

questions that I have encountered during my career 
including:
1. Liver biopsies
2. Complex abdominal repairs, including component

separation
3. Hernia repairs, including hiatal hernias in conjunction

with gastric restrictive procedures
4. Incidental appendectomies

-  Identifying Risk Adjustment Documentation Gaps
for Coders

Presenter: Stephani E Scott, CPC / Jennifer 
Hill
Medicare Advantage organizations and 
commercial payers alike rely heavily 
on medical record documentation to 
validate their submitted risk adjustment 
categories. Poor documentation could 
account for the loss of a higher revenue 
hierarchical condition category (HCC) 
even if the patient actively has a more 
complicated condition. This session will 

provide coders and auditors the tools necessary to identify 
gaps in medical record documentation, as well as provide 
tips on educating providers. When providers document 
correctly, we decrease gaps and increase the overall 
revenue for HCCs.

- Sepsis 2, 3 What?
Presenter: Heather Greene,
MBA, RHIA, CPC, CIC, CPMA, CDIP
In this presentation, we will review and 
discuss the clinical indicators that support 
the diagnosis of Sepsis 2 or Sepsis 3. We 
will evaluate documentation and discuss 

query options for clarification.

 Ӏ Inpatient Facility-  Hospital Compliance During a Public Health
Emergency

 Presenter: Marianne Durling, MHA, RHIA, 
CCS, CDIP, CPC, CPCO, CIC, AAPC Approved-Instructor
This session will focus on compliance 
lessons learned during the recent 
COVID-19 pandemic. We will talk about 
compliance changes during the public 

health emergency as well as the new normal after the 
pandemic. Attendees will learn about compliance concerns 
post-pandemic. We will also review telehealth compliance 
before, during, and after the pandemic.

 Ӏ Outpatient�Facility- �Correct�Coding�and�Billing�for�Outpatient�Mental�
Health Providers 2021

Presenter: Laurie Bouzarelos, CPC
Mental health services bring with them 
distinct documentation and coding 
requirements to support correct billing 
for services. This presentation will focus 
on coding updates, documentation 

requirements, evaluation and management coding for 
psychiatry, and incident-to in the mental health treatment 
setting. This presentation will conclude with specific 
recommendations for attendees to set up their own 
internal compliance review to verify the documentation, 
coding, and billing in their practice setting meets or 
exceeds industry expectations.

 Ӏ Auditing- How to Perform Internal Billing Audits
Presenter: Stephanie Thomas, CPC, CANPC
This presentation will review how to 
perform internal billing audits regularly 
to ensure compliance throughout 
your practice. We will start with coding 
compliance and review of electronic 

health records (EHR)/charting rules and best practices 
to follow for coders to get charges out correctly the first 
time. We will then review what to audit during the posting 
process, both patient and insurance. There are many 
things we can see quickly to identify trends and use them 
to improve processes. Audit and review (A/R) work and 
follow-up is another very important aspect that will be 
covered. This session will help improve communication 
and collaboration in your revenue cycle team.
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care setting. This includes fracture care, injections, 
lesion removal, repairs, and others. We will review these 
procedures from a clinical perspective in order to help us 
better understand the coding. This presentation will give 
you the tools needed to code correctly for these minor 
procedures and give you confidence discussing coding 
concerns with physicians.

 - �General�Surgery�Pitfalls:�Addressing�10�Common�
Pain Points in General Surgery

Presenter: Kathleen Burris-Fowlkes, CPC, 
COC, CPMA, CPC-I, CEMC, CGSC
This presentation will address 10 
commonly questioned scenarios for 
general surgery coding using case 
examples. We will discuss several different 

questions that I have encountered during my career 
including:
1. Liver biopsies
2. Complex abdominal repairs, including component

separation
3. Hernia repairs, including hiatal hernias in conjunction

with gastric restrictive procedures
4. Incidental appendectomies

-  Identifying Risk Adjustment Documentation Gaps
for Coders

Presenter: Stephani E Scott, CPC / Jennifer 
Hill
Medicare Advantage organizations and 
commercial payers alike rely heavily 
on medical record documentation to 
validate their submitted risk adjustment 
categories. Poor documentation could 
account for the loss of a higher revenue 
hierarchical condition category (HCC) 
even if the patient actively has a more 
complicated condition. This session will 

provide coders and auditors the tools necessary to identify 
gaps in medical record documentation, as well as provide 
tips on educating providers. When providers document 
correctly, we decrease gaps and increase the overall 
revenue for HCCs.

- Sepsis 2, 3 What?
Presenter: Heather Greene,
MBA, RHIA, CPC, CIC, CPMA, CDIP
In this presentation, we will review and 
discuss the clinical indicators that support 
the diagnosis of Sepsis 2 or Sepsis 3. We 
will evaluate documentation and discuss 

query options for clarification.

 Ӏ Inpatient Facility-  Hospital Compliance During a Public Health
Emergency

 Presenter: Marianne Durling, MHA, RHIA, 
CCS, CDIP, CPC, CPCO, CIC, AAPC Approved-Instructor
This session will focus on compliance 
lessons learned during the recent 
COVID-19 pandemic. We will talk about 
compliance changes during the public 

health emergency as well as the new normal after the 
pandemic. Attendees will learn about compliance concerns 
post-pandemic. We will also review telehealth compliance 
before, during, and after the pandemic.

 Ӏ Outpatient�Facility- �Correct�Coding�and�Billing�for�Outpatient�Mental�
Health Providers 2021

Presenter: Laurie Bouzarelos, CPC
Mental health services bring with them 
distinct documentation and coding 
requirements to support correct billing 
for services. This presentation will focus 
on coding updates, documentation 

requirements, evaluation and management coding for 
psychiatry, and incident-to in the mental health treatment 
setting. This presentation will conclude with specific 
recommendations for attendees to set up their own 
internal compliance review to verify the documentation, 
coding, and billing in their practice setting meets or 
exceeds industry expectations.

 Ӏ Auditing- How to Perform Internal Billing Audits
Presenter: Stephanie Thomas, CPC, CANPC
This presentation will review how to 
perform internal billing audits regularly 
to ensure compliance throughout 
your practice. We will start with coding 
compliance and review of electronic 

health records (EHR)/charting rules and best practices 
to follow for coders to get charges out correctly the first 
time. We will then review what to audit during the posting 
process, both patient and insurance. There are many 
things we can see quickly to identify trends and use them 
to improve processes. Audit and review (A/R) work and 
follow-up is another very important aspect that will be 
covered. This session will help improve communication 
and collaboration in your revenue cycle team.
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- �Ready,�Aim,�Fire:�Understanding�the�Strategy�of�
Medical�Necessity

Presenter: Kathleen Michele Rowland, BSN, 
RN, CHC, CPC, CPC-I, CEMC 
Medical necessity is a critical concept 
in coding. With the new evaluation and 
management (E/M) changes in effect 
for office visits, medical necessity will 

be under specific scrutiny. As physicians, practice 
managers, administrators, coders, and billers, are you 
frustrated with receiving denials based on “medical 
necessity” or “care is not reasonable and necessary?” 
Are you asking yourself “What do they want to support 
medical necessity?” How well do you understand medical 
necessity? Those responsible for submitting claims as well 
as those providers of services need to have a thorough 
understanding of how payers make a medical necessity 
determination. This session will apply the general payer 
concept of medical necessity to the E/M changes. Medical 
decision making is the area of the visit auditors evaluate 
as the primary determinant of the level of service. This 
session will review the areas of medical decision making 
focusing on how medical necessity is supported by the 
service(s) provided.

- Emerging�OIG�Healthcare�Fraud�Trends
Presenter: Jack Geren Jr. 
In today’s healthcare landscape there 
are many different types of healthcare 
fraud schemes. Although traditional (and 
persistent) schemes are still around, they 
have evolved, becoming more complex 

and difficult to identify. Through examples of cases in the 
healthcare industry that were successfully investigated 
and prosecuted along with current trends being seen 
across the country, this presentation hopes to provide 
the audience with an understanding of the new challenges 
that are facing law enforcement.

 Ӏ Billing- Global�Billing�&�Modifiers
 Presenter: Jennifer McNamara, CPC, CRC, 
CPC-I, CGSC, COPC
This presentation will discuss billing 
modifiers and how they affect the billing 
process, and the difference between CMS 

and AMA guidelines, as well as show samples of how to use 
the most common modifiers for global period and surgery. 
We will discuss modifiers that are used for evaluation and 
management only and surgery only.

- Balancing�Act�-�Navigating�Balance�Billing
Presenter: Heather Rothstein, CPCO
Balance billing has received significant 
media coverage in 2020 due to the 
COVID-19 pandemic. This presentation 
describes the practice of balance billing, 
details the state laws surrounding balance 

billing, and covers options for practices to avoid balance 
billing errors, the mitigating steps a practice is allowed 
to take, and why. We will go over explanation of benefits 
to offer a real-life example and discuss how the practice 
should handle the situation. We will also cover balance 
billing policies in a provider’s office and the perks vs. 
drawbacks for and against balance billing.

 Ӏ Compliance- Effective�Compliance�Policies
 Presenter: Rhonda Buckholtz, CPC, CDEO, 
CPMA, CRC, CENTC, CGSC, COBGC, COPC, CPEDC, AAPC 
Approved Instructor
In this session, we will talk about how 
to develop, maintain, and monitor 
compliance policies that are most 

beneficial to your practice. Hot spots, benefits, and 
template use will give attendees the skills to enact a 
diverse compliance program.

 Ӏ Practice Management- Healthcare Business Analytics - Why it Matters
Presenter: Jordan Goldberger/ Mariarita 
Genovese, CPC
Analytics is a key part of decision support 
in market share, RVU allocation, yearly 
budgeting, quality scoring, and measuring 
revenue. By understanding analytics, you 

can increase the visibility of daily or monthly operations. 
Analytics provides a snapshot in real time to gauge 
industry performance.
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care setting. This includes fracture care, injections, 
lesion removal, repairs, and others. We will review these 
procedures from a clinical perspective in order to help us 
better understand the coding. This presentation will give 
you the tools needed to code correctly for these minor 
procedures and give you confidence discussing coding 
concerns with physicians.

 - �General�Surgery�Pitfalls:�Addressing�10�Common�
Pain Points in General Surgery

Presenter: Kathleen Burris-Fowlkes, CPC, 
COC, CPMA, CPC-I, CEMC, CGSC
This presentation will address 10 
commonly questioned scenarios for 
general surgery coding using case 
examples. We will discuss several different 

questions that I have encountered during my career 
including:
1. Liver biopsies
2. Complex abdominal repairs, including component

separation
3. Hernia repairs, including hiatal hernias in conjunction

with gastric restrictive procedures
4. Incidental appendectomies

-  Identifying Risk Adjustment Documentation Gaps
for Coders

Presenter: Stephani E Scott, CPC / Jennifer 
Hill
Medicare Advantage organizations and 
commercial payers alike rely heavily 
on medical record documentation to 
validate their submitted risk adjustment 
categories. Poor documentation could 
account for the loss of a higher revenue 
hierarchical condition category (HCC) 
even if the patient actively has a more 
complicated condition. This session will 

provide coders and auditors the tools necessary to identify 
gaps in medical record documentation, as well as provide 
tips on educating providers. When providers document 
correctly, we decrease gaps and increase the overall 
revenue for HCCs.

- Sepsis 2, 3 What?
Presenter: Heather Greene,
MBA, RHIA, CPC, CIC, CPMA, CDIP
In this presentation, we will review and 
discuss the clinical indicators that support 
the diagnosis of Sepsis 2 or Sepsis 3. We 
will evaluate documentation and discuss 

query options for clarification.

 Ӏ Inpatient Facility-  Hospital Compliance During a Public Health
Emergency

 Presenter: Marianne Durling, MHA, RHIA, 
CCS, CDIP, CPC, CPCO, CIC, AAPC Approved-Instructor
This session will focus on compliance 
lessons learned during the recent 
COVID-19 pandemic. We will talk about 
compliance changes during the public 

health emergency as well as the new normal after the 
pandemic. Attendees will learn about compliance concerns 
post-pandemic. We will also review telehealth compliance 
before, during, and after the pandemic.

 Ӏ Outpatient�Facility- �Correct�Coding�and�Billing�for�Outpatient�Mental�
Health Providers 2021

Presenter: Laurie Bouzarelos, CPC
Mental health services bring with them 
distinct documentation and coding 
requirements to support correct billing 
for services. This presentation will focus 
on coding updates, documentation 

requirements, evaluation and management coding for 
psychiatry, and incident-to in the mental health treatment 
setting. This presentation will conclude with specific 
recommendations for attendees to set up their own 
internal compliance review to verify the documentation, 
coding, and billing in their practice setting meets or 
exceeds industry expectations.

 Ӏ Auditing- How to Perform Internal Billing Audits
Presenter: Stephanie Thomas, CPC, CANPC
This presentation will review how to 
perform internal billing audits regularly 
to ensure compliance throughout 
your practice. We will start with coding 
compliance and review of electronic 

health records (EHR)/charting rules and best practices 
to follow for coders to get charges out correctly the first 
time. We will then review what to audit during the posting 
process, both patient and insurance. There are many 
things we can see quickly to identify trends and use them 
to improve processes. Audit and review (A/R) work and 
follow-up is another very important aspect that will be 
covered. This session will help improve communication 
and collaboration in your revenue cycle team.
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- �Ready,�Aim,�Fire:�Understanding�the�Strategy�of�
Medical�Necessity

Presenter: Kathleen Michele Rowland, BSN, 
RN, CHC, CPC, CPC-I, CEMC 
Medical necessity is a critical concept 
in coding. With the new evaluation and 
management (E/M) changes in effect 
for office visits, medical necessity will 

be under specific scrutiny. As physicians, practice 
managers, administrators, coders, and billers, are you 
frustrated with receiving denials based on “medical 
necessity” or “care is not reasonable and necessary?” 
Are you asking yourself “What do they want to support 
medical necessity?” How well do you understand medical 
necessity? Those responsible for submitting claims as well 
as those providers of services need to have a thorough 
understanding of how payers make a medical necessity 
determination. This session will apply the general payer 
concept of medical necessity to the E/M changes. Medical 
decision making is the area of the visit auditors evaluate 
as the primary determinant of the level of service. This 
session will review the areas of medical decision making 
focusing on how medical necessity is supported by the 
service(s) provided.

- Emerging�OIG�Healthcare�Fraud�Trends
Presenter: Jack Geren Jr. 
In today’s healthcare landscape there 
are many different types of healthcare 
fraud schemes. Although traditional (and 
persistent) schemes are still around, they 
have evolved, becoming more complex 

and difficult to identify. Through examples of cases in the 
healthcare industry that were successfully investigated 
and prosecuted along with current trends being seen 
across the country, this presentation hopes to provide 
the audience with an understanding of the new challenges 
that are facing law enforcement.

 Ӏ Billing- Global�Billing�&�Modifiers
 Presenter: Jennifer McNamara, CPC, CRC, 
CPC-I, CGSC, COPC
This presentation will discuss billing 
modifiers and how they affect the billing 
process, and the difference between CMS 

and AMA guidelines, as well as show samples of how to use 
the most common modifiers for global period and surgery. 
We will discuss modifiers that are used for evaluation and 
management only and surgery only.

- Balancing�Act�-�Navigating�Balance�Billing
Presenter: Heather Rothstein, CPCO
Balance billing has received significant 
media coverage in 2020 due to the 
COVID-19 pandemic. This presentation 
describes the practice of balance billing, 
details the state laws surrounding balance 

billing, and covers options for practices to avoid balance 
billing errors, the mitigating steps a practice is allowed 
to take, and why. We will go over explanation of benefits 
to offer a real-life example and discuss how the practice 
should handle the situation. We will also cover balance 
billing policies in a provider’s office and the perks vs. 
drawbacks for and against balance billing.

 Ӏ Compliance- Effective�Compliance�Policies
 Presenter: Rhonda Buckholtz, CPC, CDEO, 
CPMA, CRC, CENTC, CGSC, COBGC, COPC, CPEDC, AAPC 
Approved Instructor
In this session, we will talk about how 
to develop, maintain, and monitor 
compliance policies that are most 

beneficial to your practice. Hot spots, benefits, and 
template use will give attendees the skills to enact a 
diverse compliance program.

 Ӏ Practice Management- Healthcare Business Analytics - Why it Matters
Presenter: Jordan Goldberger/ Mariarita 
Genovese, CPC
Analytics is a key part of decision support 
in market share, RVU allocation, yearly 
budgeting, quality scoring, and measuring 
revenue. By understanding analytics, you 

can increase the visibility of daily or monthly operations. 
Analytics provides a snapshot in real time to gauge 
industry performance.

 G Breakout Sessions (Continued)  G Additional Events 

 Ӏ Teach the Teacher | $195 | 8 CEUs/CTUs

 � Saturday,�March�27�|�8:00�am�–�4:00�pm

This workshop provides certified instructors with tools to 
improve their teaching and communication skills. This is 
also a great opportunity to network with other instructors.  
Earn 8 CTUs or 8 CEUs for participation in this workshop.

 Ӏ Examination | Prices vary by certification

 �   Saturday, March 27�|�9:00�am�–�2:40�pm
AAPC certifications are the gold standard for the business 
of healthcare and are held by more than 107,000 
professionals. Those who obtain these credentials are 
critical to compliant and profitable medical practices/
facilities. These credentialed individuals also typically earn 
20 percent more than non-certified employees. AAPC 
credentials increase your chances of being hired and 
retained in a competitive job market.

 Ӏ Local�Chapter�Officer�Leadership�Training��
Free | 2 CEUs

 �  Saturday, March�27�|�5:30�pm�–�8:30�pm
Hear Ye, Hear Ye! Calling all local chapter officers! The 
AAPCCA Board of Directors will be holding a leadership 
meeting exclusively for all officers attending the Dallas 
HEALTHCON conference. Please plan on coming a little 

early and meeting with your AAPCCA Board of Directors 
for some great tips on serving as a local chapter officer 
and networking with like-minded individuals! Everyone is 
very excited to see you in Dallas. Event for Local Chapter 
Officers Only.

 Ӏ HEALTHCON�Rookies�-�Learn�the�Ropes�
Free

 �  Sunday, March�28�|�1:00�pm�–�2:00�pm�
Is this your first HEALTHCON? Then this is the session for 
you! This session will be as informative as it is interactive. 
Learn about using our app, logging CEU codes correctly, 
networking best practices, and other information that will 
help you get the most out of your HEALTHCON experience.

 Ӏ Anatomy Expo | FREE

 � Monday,�March�29�|�1:45�pm�–�4:45�pm  
Celebrate the wonders of human anatomy at our very 
popular AAPC Anatomy Expo. This fast-paced event offers 
an in-depth look into the complex machine we call the 
human body. Physicians and clinical experts from a variety 
of specialties will use anatomical models, devices, and 
videos to provide an insider’s look at the anatomic and 
physiologic nuances of the body. Novice and expert alike 
will find this session fun, informative, and exhilarating.

www.HEALTHCON.com
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 Ӏ Legal Trends and Issues- AAPC Legal Advisory Board
This panel discussion, led by AAPC’s Legal 
Advisory Committee, offers insights into 
today’s — and tomorrow’s — most 
pressing legal concerns for medical 
practices and facilities facing increased 
financial scrutiny and regulation. 

- Telemedicine Panel
During this session, a panel of experts representing the
provider, facility, and payer perspectives will discuss
best practices for navigating the ongoing changes with
telemedicine and telehealth regulations. There are so
many changes occurring, it is difficult to keep up. The
panel will answer questions from the audience.

 Ӏ Coding General- Continuing Ambiguity with the 2021 Changes
 Presenter: Michael D. Miscoe, Esq, CPC, CPCO, 
CPMA, CASCC, CCPC, CUC
New E/M guidance has been published 
and coders and auditors are working 
through the revised rules to understand 
and apply the guidance. Unfortunately, 

careful review of these new rules for selecting the level 
of an outpatient E/M service reveals areas where the 
guidance relative to time or medical decision making is 
ambiguous. These issues will be a source of frustration 
to coders and auditors alike. To ease the potential for 
such frustration, we will address these issues and provide 
attendees with documentation tips and recommendations 
for implementation of internal policies that will be 
necessary to support code selection pending clarification 
from payers.

- �Effective�Communication:�Non-clinicians�Educating�
Clinicians�Effectively

Presenter: Shannon O’Tyson DeConda, 
CPC, CPMA, CPC-I, CEMC
You don’t have to be a grammar expert 
to write an effective audit report, nor do 
you have to attend weekly Toastmasters 
sessions to be an intriguing trainer, but 

you do need to know how to best communicate your 
findings orally and written to truly make an impact in 
your career. Knowledge is power, but not if you cannot 
effectively communicate it.

- �Medical�Necessity�-�Defining,�Documenting,�and�
Defending

 Presenter: Kimberly Garner Huey, COC, CPC, 
CPCO / Sandra Kay Giangreco Brown, RHIT, 
COC, CPC, CPC-I, COBGC
This session tackles medical necessity 
confusion by covering: 
1.   Medical necessity documentation 

guidelines and how they may have
changed in ICD-10.

2.  How the definition of medical necessity
has changed.

3.  Keys for using the medical necessity modifiers -GA,
-GY, -GZ.

4.  The difference between being not medically necessary
and not covered.

5.  Use of the Advanced Beneficiary Notification for
Medicare and other payers.

6. Accessing medical necessity guidelines in ICD-10.

- �Defining�Differences�in�2021�E/M�Services:�OP�vs.�
IP vs. ED

Presenter: Shannon O’Tyson DeConda, 
CPC, CPMA, CPC-I, CEMC
2021 has launched E/M coders and 
auditors into a new work world with 
variations in scoring E/M services by 
location. There are significant differences 

between E/M guidelines now, but also many synergies that 
exist. It is important that day-to-day operations blend the 
differences and merge the synergies to ensure accuracy, 
proficiency, and compliance.

- �Telemedicine:�Achieving�Documentation�and�Coding�
Success

Presenter: Karla VonEschen, CPC, CPMA
Interest in telemedicine has grown 
steadily over recent years, but the impact 
of COVID-19 has greatly accelerated the 
need to deliver remote care. As healthcare 
is provided on a virtual basis, both today 

and in a post-COVID world, what does this mean for your 
documentation, coding, and billing processes?

 Ӏ Coding Specialty-  Coding Common Procedures in a Primary Care
Setting

Presenter: Nate Felt, CPC, ATC, PTA
Primary care providers have a lot on their 
plate. This presentation will dive into the 
common procedures seen in a primary 
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 G Official�Health�and�Safety�Statement
With HEALTHCON 2021 being an online and in-person 
event, we would like to inform you of the great care our 
event organization team and the hotel are taking to ensure 
your safety, should you choose to attend in person.

Our hosting property, the Gaylord Texan, recently 
completed a $120 million expansion of the facility, resulting 
in nearly 500,000 square feet of meeting and exhibit space 
for better social distancing. You can find their Commitment 
to Clean Guide at HEALTHCON.com; it provides in-depth 
details on how they facilitate a safe, secure, and healthy 
environment on-site for all participants.

Event organizers will adhere to local mandates as well 
as Events Industry Council and CDC recommendations. 
Here are the precautions we are taking for your health 
and safety:

 Ӏ On-Site�Temperature�Monitoring

Mandatory temperature checks will happen each day 
before entering the event. If a temperature is indicated,
you will kindly be asked to quarantine in your room and 
log in to our virtual online experience.

 Ӏ No�On-Site�Registration
Conference bag, name badges, and lanyards will be mailed 
ahead of arrival to limit on-site queuing. Please be sure
to pack these items with you as there will NOT be on-site 
registration.

 Ӏ Masks

A reusable mask will be provided by AAPC and will be 
mailed to you ahead of time. You may also bring your 
own mask.

 Ӏ Hand Sanitizer

Personal-sized hand sanitizer will be provided by AAPC 
and will be mailed to you ahead of time. Hand sanitizer 
stations will be positioned throughout the meeting space.

 Ӏ In partnership with the Gaylord Texan,  
� we�will�be�providing:

•  Responsibly handled seating, food, and beverages and 
continuous sanitation of meeting spaces.

•  Appropriate signage and floor decals to reinforce social 
distancing and other safety reminders.

 Ӏ Personal Accountability Commitment

By attending HEALTHCON 2021 in Grapevine, Texas, 
you agree to abide by and engage in certain health-
and-safety beneficial conduct while attending the event. 
This includes, but is not limited to, submitting to daily 
temperature checks, wearing a mask at all times in public 
areas, engaging in appropriate physical distancing, and 
not attending the event if you are ill or have been recently 
exposed to COVID-19.

If this is your first big gathering since the onset of  
COVID-19, the first hour will probably be exciting but also 
a bit awkward. You may also feel a little distant from fellow 
attendees. You may want to give a colleague you haven’t 
seen in years a big hug or sit close together during the 
sessions. These are instincts we all have, but you will be 
encouraged to refrain from any close contact throughout 
the conference. 

In the event that circumstances change between now and 
the start of the conference, we have included details of
the cancellation policies below.

 Ӏ Risk-Free Cancellation Policy

In-person registrants who are not able to attend the live 
event will be given the option to transfer to the online 
event and receive a $200 refund, transfer to a future in-
person event, or receive a full refund. Online registrants 
can transfer to another event or receive a full refund. NO 
REFUNDS or CREDITS will be issued for no-shows.

 Ӏ COVID�Restriction�Policy
In the event that the conference has to go fully virtual due 
to Texas COVID restrictions OR you are unable to travel
due to your state being shut down due to the virus, you 
will receive a $200 refund and will be transferred to our
virtual event, and the above cancellation policy will apply. 
AAPC will not be responsible for reimbursement of any
participant’s expenses related to the cancellation or 
postponement of an event.

 Ӏ Hotel Refund Policy

All hotel cancellations must be made 10 days prior to 
your arrival date to receive a refund. Cancellations made 
less than 10 days prior to arrival will be charged a fee. 
No-shows will not receive a refund.

 G Keynote Speakers

 G Event Details

 G Travel

Dates
March 28 - 31, 2021

Location
Gaylord Texan Resort and Convention Center
1501 Gaylord Trail
Grapevine, TX 76051

Registration
In-person event - $975 (through January 12)
Virtual event - $695 (through January 12)

Gaylord Texan Resort and Convention Center
Single/Double Rooms:   $285**/night

Triple Rooms:    $305**/night

Quad Rooms:    $325**/night

Robin Farmanfarmaian is a professional speaker, entrepreneur, and angel investor, 
focusing on cutting-edge medical and biotech companies poised to impact 100M patients. 
Farmanfarmaian is the CEO and co-founder of ArO, an early-stage software and device 
company in virtual and augmented reality. She’s a strategic relations advisor to MindMaze, 
VR for stroke and brain injury rehabilitation. Investments include Invicta Medical, a medical 
technology company for sleep apnea, and Dance Biopharm, inhaled insulin with a smart, 
connected device. With over 140 speaking engagements in 13 countries, Farmanfarmaian 

educates audiences on technology, the future of healthcare, patient empowerment, building thought leadership, and 
more. She has two published books: “The Patient as CEO: How Technology Empowers the Healthcare Consumer” 
(2015) and “The Thought Leader Formula: Strategically Leverage Your Expertise to Drive Business & Career Goals” 
(2019).

Denise Ryan helps light the fires of enthusiasm, so people can do great things. She is an 
author and a Certified Speaking Professional, a designation of excellence that is held by less 
than 10 percent of professional speakers. Her clients include Blue Cross Blue Shield, Hilton 
Hotels, IBM, and the U.S. Department of Homeland Security. She speaks at many finance and 
business conferences, and she often speaks after the IRS update to “liven things up a bit.” She 
made Meeting & Convention Magazine’s list of planners’ favorite speakers alongside Bill Clinton, 
Condoleezza Rice, and Anderson Cooper, and she has one of the highest rates of repeat and 
referral business in the speaking industry.

 Ӏ Denise Ryan, MBA, CSP 

 Ӏ Robin Farmanfarmaian
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 G Additional Events 

 Ӏ Teach the Teacher | $195 | 8 CEUs/CTUs

 � Saturday,�March�27�|�8:00�am�–�4:00�pm

This workshop provides certified instructors with tools to 
improve their teaching and communication skills. This is 
also a great opportunity to network with other instructors.  
Earn 8 CTUs or 8 CEUs for participation in this workshop.

 Ӏ Examination | Prices vary by certification

 �   Saturday, March 27�|�9:00�am�–�2:40�pm
AAPC certifications are the gold standard for the business 
of healthcare and are held by more than 107,000 
professionals. Those who obtain these credentials are 
critical to compliant and profitable medical practices/
facilities. These credentialed individuals also typically earn 
20 percent more than non-certified employees. AAPC 
credentials increase your chances of being hired and 
retained in a competitive job market.

 Ӏ Local�Chapter�Officer�Leadership�Training��
Free | 2 CEUs

 �  Saturday, March�27�|�5:30�pm�–�8:30�pm
Hear Ye, Hear Ye! Calling all local chapter officers! The 
AAPCCA Board of Directors will be holding a leadership 
meeting exclusively for all officers attending the Dallas 
HEALTHCON conference. Please plan on coming a little 

early and meeting with your AAPCCA Board of Directors 
for some great tips on serving as a local chapter officer 
and networking with like-minded individuals! Everyone is 
very excited to see you in Dallas. Event for Local Chapter 
Officers Only.

 Ӏ HEALTHCON�Rookies�-�Learn�the�Ropes�
Free

 �  Sunday, March�28�|�1:00�pm�–�2:00�pm�
Is this your first HEALTHCON? Then this is the session for 
you! This session will be as informative as it is interactive. 
Learn about using our app, logging CEU codes correctly, 
networking best practices, and other information that will 
help you get the most out of your HEALTHCON experience.

 Ӏ Anatomy Expo | FREE

 � Monday,�March�29�|�1:45�pm�–�4:45�pm  
Celebrate the wonders of human anatomy at our very 
popular AAPC Anatomy Expo. This fast-paced event offers 
an in-depth look into the complex machine we call the 
human body. Physicians and clinical experts from a variety 
of specialties will use anatomical models, devices, and 
videos to provide an insider’s look at the anatomic and 
physiologic nuances of the body. Novice and expert alike 
will find this session fun, informative, and exhilarating.
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■ CODING/BILLING
By Renee Dustman, BS, AAPC MACRA Proficient

■ Coding/Billing ■ Auditing/Compliance ■ Practice Management 

Imagine a Future 
in Medical Coding
Visionaries predict the role of  
the medical coder will change. 
Here’s what you need to know  
to secure your place in the 
business of healthcare.

One thing you can bank on is that nothing in healthcare 
stays the same. The business side of healthcare is no 

exception. Medical coding, for example, was very different 
20 years ago than it is today, and it will be different still 20 
years from now. And that’s a good thing! Technology has 
advanced medical coding and highlighted the importance 
of medical coders. But to stay relevant, you must keep your 
eye on industry trends that will affect your role and then 
educate yourself accordingly — depending on whether you 
want to ride the wave or create waves.

To help you with this, we did some research on industry 
trends and spoke to several long-time AAPC members to get 
their perspectives on the future for medical coders. What we 
learned is encouraging, especially for those of you who are 
not afraid to tread in uncharted waters.

First, the Facts
If you put stock in statistics, you’ll be reassured by the num-
bers that indicate medical coders are in high demand and will 
be increasingly so in the future.

The U.S. Bureau of Labor Statistics (BLS) reported in its 
Occupational Outlook Handbook, updated Sept. 1, 2020, that 
the healthcare and social assistance sector is leading the pack 
in job growth, and the demand for medical coders is growing at 
more than double the average rate across all industries. According 
to BLS, employment for medical records and health information 
technicians (i.e., medical coders) is projected to grow 8 percent from 
2019 to 2029, which is “much faster than average.”

Although the healthcare sector was affected by the COVID-19 pan-
demic in 2020, we believe the industry will recover and then rebound 

adobestock / Krakenimages.com
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in the next year or two. As evidence, BLS reports in a Nov. 6, 2020, 
Economic News Release that healthcare employment increased by 
58,000 in October 2020. The largest gains occurred in hospitals 
(+16,000), physicians’ offices (+14,000), dentists’ offices (+11,000), 
and outpatient care centers (+10,000).

So, what does that mean for medical coders? Gaze into our 
crystal ball ….

Healthcare Trends on the Horizon
Using a wave analogy, certain trends in healthcare have been 
swelling for some time now and will peak soon, while others are 
still stirring underwater, waiting for the right time to surface. The 
trend with the most potential to change the healthcare industry is 
artificial intelligence (AI). What does AI mean to medical coders? 
Let’s consider that for a moment.

Artificial Intelligence
Many coders are being held to extremely high standards that are 
hard to fathom. According to an Oct. 30, 2020, post on AAPC’s 
Facebook private group page, productivity and accuracy expecta-
tions run the gamut across settings — anywhere from two charts per 
hour to 1,000 charts a day! And nearly everyone is held to a 95 per-
cent or higher accuracy rate. Based on everyone’s comments on the 
post, the consensus is that quotas depend on the specialty and place 
of service (POS) — radiology and inpatient coders are expected to 
process far more claims than family practice coders, for example. 
It is the unrealistic demands placed on many coders that have led 
industry leaders to look for ways to automate claims processing.

To that end, some of the more influential health systems have 
implemented, or are considering implementing, computer-assisted 
coding (CAC). This type of AI uses natural language processing 
(NLP) to recognize and extract data from medical documents for 
coding and billing purposes. CAC software includes 3M’s 360 
Encompass™ Professional System, Artificial Medical Intelligence, 
Inc.’s EMscribe®, and Pulse8’s Popul8.

The top three applications healthcare executives plan to tap 
for AI use, according to Optum’s third annual survey on AI in 
healthcare, are: 

• 40 percent – monitoring data from Internet of Things 
devices, such as wearable technology

• 37 percent – accelerating research for new therapeutic or 
clinical discoveries

• 37 percent – assigning codes for accurate diagnosis and 
reimbursement

Of these three applications, Optum’s survey shows that using AI 
to improve reimbursement coding is hospitals’ top priority. But fear 
not. This survey also indicates that “56% of health care executives 
believe AI deployment will create jobs, not destroy them ….”

Not everyone is ready to ride the AI wave, though. Veteran 
auditor, inpatient coder, and college professor Dorothy D. Steed, 
CCS, CDIP, COC, CPCO, CPUM, CPUR, CPHM, CPMA, 
ACS-OP, CCS-P, RCC, RMC, CEMC, CPC-I, CFPC, PCS, 

“Employment for medical records and health 
information technicians (i.e., medical coders) is 

projected to grow … ‘much faster than average.’”  
— Bureau of Labor Statistics

“56% of health care executives  
believe AI deployment will create  

jobs, not destroy them ….” — Optum
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FCS, CRCR, CICA, CPAR, is not convinced that AI alone is 
capable of improving accuracy and efficiency in medical coding.

“CAC does provide streamlining to coding,” Steed says. 
“However, as any computerized program, it can only process what 
is entered. Documentation is still challenging as coders and clinical 
documentation integrity (CDI) staff attempt to obtain accuracy in 
reporting. I see problems with current versus history of conditions 
based on provider statements. Also, most entities are seeing increased 
denials because the provider has documented conditions that do not 
appear supported by clinical evidence. Examples include acute blood 
loss anemia with no evidence of transfusion of blood products or 
iron supplements; and acute respiratory failure with no evidence of 
vent, BIPAP, CPAP. Payers are increasingly challenging and down-
coding these claims. I believe coders will need to be more informed 
about these areas and query for clarification to protect revenue.”

Barbara Aubry, RN, CPC, CPMA, CHCQM, FABQAURP, 
AAPC Fellow, a senior regulatory analyst for 3M Health 
Information Systems, agrees that AI has some growing up to do. “AI 
is important,” she says, “but I do not think it has reached the level of 
accuracy required to code neurosurgery, for example.”

Optum’s survey may be a bit overzealous. “CAC penetration 
is over-stated by inclusion of software in broader bundles sold 
to systems,” AAPC CEO Bevan Erickson says. Although the 
technology is relevant, it has a long way to go and is not presently 
capable of improving data accuracy without coders. “Coding is 
contextual (not consistent) and utilizes non-text inputs pulled from 
various sources, all of which encumber NLP efforts,” Erickson says. 
“Additional complexity associated with ICD-10 implementation, 
regulation, and the shift to value-based reimbursement models 
more than offset CAC productivity gains, and coding complexity 
continues to increase.”

The science will continue to evolve, however, and so too will 
coders’ job responsibilities. “In facilities using AI,” Aubry says, “I 
see the coder’s role becoming more of an auditor responsible for 
reviewing cases to be sure the software performs accurately.”

Physician coding auditor, educator, and consultant Angela 
Clements CPC, CEMC, CGSC, COSC, CCS, AAPC Fellow, 

is also optimistic. “I believe coders will always be needed,” she told 
us. “The key is to be a coder who is flexible and can change with 
the times. Even with AI or with health systems absorbing smaller 
practices, coders are still needed to help the software developers cor-
rectly develop programs, review for glitches, and help with updates 
as industry requirements change. Audits still need to happen to 
ensure accuracy of information. Coders will need to code, work 
coding edits, work coding denials, and appeal denials. I have not 
seen a decrease, but rather an increase in coding opportunities, as we 
have moved from the paper world to the electronic world.”

As with all new technology, there will be a learning curve. “I 
believe more coders will be needed, but they will need to be highly 
trained to work in the areas that are most complex.”

History tells us that every shift to automation creates new jobs. 
Take electronic health records (EHRs), for example. Medical coders 
used to be afraid that this technology would replace them, but that 
has not been the case. In fact, it’s been quite the contrary.

Poor communication continues to be the downfall of AI. “Had 
EHR vendors asked more doctors and nurses how they used charts 
during the initial software development process, there would be far 
fewer user complaints and burnout now,” Aubry contends. “Open 
and receptive communication from clinicians, HIM/coding/billing 
front-line professionals, back to the vendor is essential for improve-
ment in accuracy and functionality of software. Good companies 
should welcome that communication and be willing to work to meet 
that challenge.”

Melissa Kirshner, MPH, CPC, CDEO, CRC, CPC-I, 
Approved Instructor, AAPC Fellow, sees EHRs limitations daily. 
“Our jobs have continued to evolve even with the increase of elec-
tronic medical records [EMRs],” Kirshner says. “EMR systems will 
never be able to intricately think through all of the documentation 
requirements and nuances for surgical services. EMRs will not be 
able to interpret a provider’s thought process for medical decision 
making or work with them to do a better job at documenting it.”

This shortfall has created a need for added roles where coding 
skills are needed — clinical documentation improvement (CDI) 
and medical scribing, for example. “As our insurance reimburse-

“Open and receptive communication from clinicians, HIM/coding/billing 
front-line professionals back to the vendor is essential for improvement 
in accuracy and functionality of software.” — Barbara Aubry
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ment methodologies continue to shift toward quality over quantity, 
we need people who are trained in documentation improvement and 
are able to not only abstract information from a record but also go 
back to the providers to teach them when there are documentation 
shortfalls that will become costly in the future,” says Kirshner.

More Factors Affecting Medical Coding
There are many other factors influencing the future role of the 
medical coder in the United States, probably more so than AI. 
Here’s what surfaces to the top of our list:

• Health system mergers – Physicians and hospitals 
continue to consolidate into health systems for various 
reasons (finances and regulation burden, mainly). A study 
conducted by Agency for Healthcare Research and Quality 
(AHRQ), published in Health Affairs, found that 51 percent 
of U.S. physicians were affiliated with health systems in 
2018 compared with 40 percent in 2016.

   These mergers do not consolidate the need for medical 
coders, however. Aubry tells us, “Even with health 
system mergers and acquisitions, there are still going 
to be providers seeing patients, so I do not believe the 
volume of visits decreases, but we have learned to expect 
the unexpected. Telehealth during a pandemic is a good 
example of the changes in POS.”

• Value-based payment – The tides are turning for how 
physicians and other healthcare providers are reimbursed. 
To stem rising costs of healthcare (partly due to the baby 
boomer generation reaching retirement age, longer life 

expectancies, and continued growth in the number of 
patients with chronic conditions), payment is being tied to 
performance — that is, the ability of a physician to provide 
a patient with better care (care that improves the patient’s 
outcome) at a lower cost.

   The Centers for Medicare & Medicaid Services (CMS) 
will continue to add and revise these programs, such as 
the Quality Payment Program, based on usage patterns, 
according to Aubry. “I do not see volume of visits or need for 
coders to change that much but be prepared for constantly 
learning new codes attached to new programs,” she advises.

   The push for quality data is placing an emphasis on the 
role of medical coders to serve as a go-between with CDI 
specialists and clinicians.

• Patient-centered care – With the cost of health 
insurance skyrocketing and many Americans turning to 
high-deductible plans, healthcare is becoming consumer 
driven. This is making the overall patient experience more 
important, and that demand falls to the entire practice, 
from the initial contact to claims payment. 

   According to Imagine Software, “… 65% of patients are 
open to switching healthcare providers who provide a better 
payment experience.”

AAPC National Advisory Board President-elect Colleen 
Gianatasio, CPC, CPC-P, CPMA, CPC-I, CRC, CCS, 
CCDS-O, sees these trends as opportunities. “With the increased 
focus on value-based and patient-centered care, I see the career of 
coding expanding at an exciting rate,” she says.

shutterstock / LeoWolfert
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“The experts in coding are needed to ensure these solutions are 
accurate and up to date with the most recent guidance,” Gianatasio 
continues. “This places coding professionals in a wonderful place to 
start or expand their careers.

“My advice to coding professionals is to continue to stay abreast 
of the changes we are experiencing. Make sure to invest in yourself 
from both a financial and time perspective. Reserve a block of time 
each week to read up on changes and updates in your field. Obtaining 
new certifications shows your dedication to your profession and 
gives you the edge in securing new and exciting opportunities.”

Outsourcing Medical Coding
We would be remiss to overlook the elephant in the room. Many U.S. 
coders fear they will lose their jobs to offshore coders. Will medical 
coding be completely outsourced eventually? That wouldn’t be 
advisable, writes KIWI-TEK Chief Operating Officer Bill Wagner 
in a 2018 blog for Healthcare IT Today. Wagner says he learned the 
hard way that offshore outsourcing is not cost-effective. 

Wagner conducted a study to prove his point. “KIWI-TEK 
partnered with six hospitals and health systems to answer the coding 
industry’s toughest question: ‘Who delivers higher coding accuracy, 
domestic or offshore outsourced coding services?’” The study results 
showed an accuracy rate of 90.5 percent for outsourced offshore 
coding compared to 96.5 percent for outsourced domestic coding.

“Poor coding quality also increased payer denials with additional 
management time required to onboard, train and audit the out-
sourced offshore coders,” writes Wagner. “The final results showed 
that, despite what seems to be a much lower hourly rate for offshore 
coders, the total cost is much higher when all factors are taken into 
consideration.”

Other factors include onboarding, training, and auditing. And 
then there’s the compliance factor. “We realized you cannot ensure 
100% compliance with all of the HIPAA requirements of a security 
risk assessment … if you’re using offshore,” according to Wagner. At 
the conclusion of the study, each participating organization realized 
a 1 to 3 percent loss in revenue while using offshore coders.

This is just one study, however, and there are others that tout 
offshore outsourcing. But, once again, Erickson sees opportunity. 
“As globalization continues to accelerate with technology, I see 
more opportunity for savvy members to capitalize on outsourcing, 
whether domestically or overseas,” Erickson says. “With increased 
opportunity to work remotely, U.S. members have opportunity 
to secure work and help countries with developing (or evolving) 
healthcare systems.

“The key is to always be evolving in your role. It’s entropy. 
Everything is in a state of decay unless you’re putting constant 
energy back into it. Your career is just one example. If you want to do 
the same thing next year as you did this year, you should be scared.”

The COVID-19 Effect
Nobody can truly predict the future, though, and COVID-19 
proved that. The pandemic required the industry to backpedal on 
some initiatives, such as the Merit-Based Incentive Payment System 
(MIPS), and accelerate others, such as telehealth.

“Telehealth has experienced explosive growth during the coro-
navirus pandemic, with telehealth claims lines increasing 3,552% 
from August 2019 to August 2020,” according to FAIR Health. 

COVID-19 has certainly fast-tracked healthcare into the “digital 
age,” but it also has required us to regroup and reassess our priorities. 
Aubry believes “the pandemic has only begun to teach us important 
lessons. I believe it is going to teach us a lot more about how/where 
we are deficient, both clinically and operationally.”

For example, Aubry explains, “Healthcare does not prioritize 
investment in the business-end of the industry whether it is in- or 
outpatient. Only now is ‘surprise billing’ a topic that is recognized, 
discussed, and hopefully eliminated. I presume more care will 

“We realized you cannot ensure 
100% compliance with all of the 
HIPAA requirements of a security 
risk assessment … if you’re  
using offshore [coders].”  
— Bill Wagner, KIWI-TEK
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transition to outpatient and telehealth, which is not a bad thing 
for many patients, but new codes and rules will develop to accom-
modate those POS.”

Words of Wisdom
Ann Barnaby, CPC, CPCO, CRC, CASCC, managing direc-
tor, Project Resume, leaves us with these words of wisdom and 
inspiration:

I see continued growth opportunities for coders in the fu-
ture! Medical coders are sought after in a variety of health-
care organizations, and those opportunities and avenues 

continue to grow. A successful medical coding and billing 
process will always need meticulous, educated employees 
to manage the data and apply expertise. The best place for 
medical coders to place their attention is an area of coding 
that they are passionate about. With passion comes a love 
for not only your job, but for your career as well!

Nobody can really predict the future, but you can master your 
own destiny (see sidebar for tips). When you see that next wave 
swelling, don’t panic and paddle in the opposite direction. Paddle 
harder toward the wave and ride it out. 

Renee Dustman, BS, AAPC MACRA Proficient, is a senior development editor for AAPC 
and a member of the Flower City Professional Coders local chapter in Rochester, N.Y.

Resources

Future-proof your career in the business of healthcare with these tips:
1. Be an expert in your business and industry, not just your role.
2. Solve your employer’s challenges, not just your own.
3. Embrace technology; learn to work with it.
4. Grow your network – you’ll absolutely need it.
5. Stay in growth sectors – healthcare is the best place to be right now.
6. Excel at virtual – at least half of AAPC membership will remain remote even after COVID.
7. Be prepared to go solo – could you today?
8. Accept change and overcome adversity – it’s coming whether you want it or not.
9. Level up – push your limits, stack skills, evolve.

Master Your Own Destiny
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Every surgical specialty has a set of staple procedures that seasoned 
coders know like the back of their hand. Take indwelling bladder 

catheter insertion, for example. While the coding processes are 
typically second nature to urology coders, the complexity of the pro-
cedure will have the final say on how smoothly things run. Put your 
coding skills to the test with this tricky catheter insertion scenario. 

Code This Example
A patient with acute urinary retention (AUR) resulting in lower 
urinary tract obstruction receives an emergency urethral catheteriza-
tion to decompress the bladder. The Foley catheter is left in place and 
the patient is transferred to outpatient care. A subsequent ultrasound 
(US) scan of the urinary bladder, interpreted by the treating urologist, 
reveals that the underlying cause of the AUR is benign prostatic 
hyperplasia. The emergency services performed to treat this patient’s 
urinary tract obstruction are relatively straightforward. 

In the CPT® Index, looking up Catheter/Catheterization > 
Bladder > Insertion narrows your choice down to the following codes: 
51701  Insertion of non-indwelling bladder catheter (eg, straight catheterization for residual urine)

51702  Insertion of temporary indwelling bladder catheter; simple (eg, Foley)

51703  Insertion of temporary indwelling bladder catheter; complicated (eg, altered anatomy, fractured 
catheter/balloon)

Since you have documentation supporting that the catheter 
remained in place, you can immediately rule out code 51701. Your 
choice between codes 51702 and 51703 depends on whether the 
surgeon encountered any underlying difficulty placing the catheter. 
For example, the patient may have previously had an injury to the 
urethra that caused scar tissue or a stricture.

In the end, only the physician can make the determination of 
difficulty and should, therefore, document the degree of difficulty 
encountered to support a complicated catheter placement. Without 
that documentation, you should report code 51702 for the catheter 
placement. 

Next, you must decide on the correct code for the US of the 
bladder. Since only one organ was imaged, you can rule out 76770 
Ultrasound, retroperitoneal (eg, renal, aorta, nodes), real time with im-
age documentation; complete. As the CPT® code book explains, there 
must be documentation of the kidneys, abdominal aorta, common 

iliac artery origins, inferior vena cava, and any demonstrated retro-
peritoneal abnormality to report the complete retroperitoneal US 
code (76770). When that criterion isn’t met, or the scan is performed 
on a single organ or quadrant, you’ll report the limited code: 76775 

Indwelling Catheter Insertions  
That Can Plug Your Revenue Stream
These procedures may seem straightforward,  
but don’t let your guard down when coding them.
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Ultrasound, retroperitoneal (eg, renal, aorta, nodes), real time with 
image documentation; limited. Make sure to append modifier 26 
Professional component to 76775 if the urologist only interpreted the 
scan and does not own the equipment in the hospital. 

Check for Edits
Now that you’ve got your codes, the last step is checking for National 
Correct Coding Initiative (NCCI) procedure-to-procedure (PTP) 
edits between 51702 and 76775. In this case, you’ll find an existing 
modifier indicator of “1” between these codes, with 51702 being the 
column 2 (and lower-valued) code. To determine whether you can 
unbundle these codes using modifier 59 Distinct procedural service 
or the appropriate X{EPSU} modifier, you’re going to need a little 
more information. 

In Chapter 7 (CPT® codes 50000–59999) of the NCCI Policy 
Manual, there are multiple mentions of code range 51701–51703. 
Some of these guidelines explain that codes 51701–51703 are 
included in the global surgery package. Therefore, it would not be 
appropriate to report these codes with a procedure that has a global 
period of 0, 10, or 90 days.

Since a retroperitoneal US is not a surgery and is not assigned 
global days, you could reasonably conclude that 51702 and 76775 
may be reported together with an unbundling modifier — but 
not so fast. When considering unbundling codes with a modifier 
indicator of “1,” you should make it habit to read through each of the 
codes’ respective NCCI Policy Manual chapters, if different. In this 
case, that means also examining all the relevant NCCI guidelines 
within Chapter 9 (CPT® codes 70000–79999). 

If you make your way to section D Interventional/Invasive 
Diagnostic Imaging, you’ll come across the following guideline that 
changes the coding fabric of this scenario:

When urologic radiologic procedures require insertion of 
a urethral catheter (e.g., CPT® code 51701–51703), this 
insertion is integral to the procedure and is not separate-
ly reportable. 

This excerpt provides you with an unequivocal answer to your 
coding question: You should not report code 51702 with 76775-26. 
No overriding modifier is appropriate in this instance. 

Brett Rosenberg, MA, CPC, COC, CCS-P, is development editor of The Coding Institute’s 
(TCI’s) Radiology, Otolaryngology, and Outpatient Facility Coding Alerts. He earned his 
master’s degree in psychology from Medaille College in 2016. Rosenberg is affiliated with the 
Flower City Professional Coders local chapter in Rochester, N.Y.

“Since a retroperitoneal US is not a surgery and is not assigned global 
days, you could reasonably conclude that 51702 and 76775 may be 
reported together with an unbundling modifier — but not so fast.”

https://www.aapc.com/blog/
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The Comprehensive Error Rate Testing (CERT) program grew 
out of the Department of Health and Human Services Office 

of Inspector General improper payment rate estimates from 1996 
through 2002. Due to sample size restrictions, the Centers for 
Medicare & Medicaid Services (CMS) assumed responsibility be-
cause they had access to more granulated data in 2003. The CERT 
program as we know it today was implemented to comply with the 
Payment Integrity Information Act of 2019. CMS implemented the 
CERT program to calculate the Medicare Fee-for-Service program 
improper payment rate. For Fiscal Year (FY) 2019, CMS estimates 
an improper payment rate of 3.57 percent for hospital claims paid 
under the Inpatient Prospective Payment System, which amounts to 
an estimated $4.47 billion in improper Medicare Part A payments. 
This is not good news for anyone, but hospitals interested in turning 
lemons into lemonade can use the CERT reports as guides in  
their risk mitigation efforts. Although the CERT program was  
put on hold due to the COVID-19 pandemic, it was resumed on 
Aug. 11, 2020.

First, a Word About CERT
The CERT program considers any claim that was paid when it 
should have been denied or paid at another amount to be an improper 
payment. If the documentation does not support that the rules were 
met, the claim is counted as either a total or partial payment and then 
categorized into one of five major categories:

1. No Documentation
2. Insufficient 

Documentation

3. Medical Necessity
4. Incorrect Coding
5. Other

The improper payment rate is not a fraud rate, but a measure of 
payments made that did not meet Medicare requirements.

Top 20 Errors by Service Type (MS-DRGs)
One of the tables provided by CERT identifies the top 20 error-prone 
Medicare Severity-Diagnosis Related Groups (MS-DRGs). Hospitals 
can use this information to target claims for review. A hospital may 
not have significant volume in all 20 DRGs, but volume levels can 
be used to structure monitoring in those areas with the highest risk. 

Top Error Rates Offer Clues to Denials
Use CERT program reports to improve 
proper payment rates for Medicare claims. 

adobestock / hafakot



www.aapc.com January 2021 43

CERT Report

We’ve got more great articles on the Knowledge Center at: www.aapc.com/blog. 

CODING/BILLING

Watch Out for These CERT Error Types
Medical Necessity — This error occurs when there is missing or 
inadequate documentation to support medical necessity. Medical 
necessity CERT errors are typically not because the service is 
NOT necessary, but rather, errors are due to a failure to submit 
documentation or lack of documentation to support the medical 
necessity of the service provided. Medical necessity, for CERT 
purposes, is based upon Medicare coverage and payment criteria.

Typical medical necessity errors, with respect to DRGs 469 
and 470, include lack of historical information, documentation 
of conservative treatments, and detailed information to support 
the surgery was reasonable/necessary. Medicare Learning Network 
(MLN) Matters article SE1236 speaks specifically to this area, 
with examples of acceptable documentation. Failure to submit 
documentation of previous conservative treatments and failure  
to meet coverage criteria are also seen for DRGs 100, 100, 223,  
and 227.

The most common reason for denial of spinal fusion claims 
(DRGs 459 and 460) has been a lack of specific information about 
conservative care before surgical intervention. Vague statements, 
such as “Failed outpatient therapy, admit for spinal fusion,” do not 
provide sufficient evidence of medical necessity for the admission 

or surgery. Documentation should include pre-procedure radiologic 
findings or mention of the radiology report results, failed conserva-
tive measures/treatment prior to surgery, duration of pain and/or 
impairment of function, physical exam indicating the functional 
pathology, and instability, if applicable.

In the CERT study, improper sequencing of the primary di-
agnosis code led to heart failure and shock (MS-DRGs 291, 292, 
and 293) medical necessity errors. It is the provider’s responsibility 
to determine whether a service is reasonable and necessary prior 
to submitting a claim for the service. If no coverage policy exists, 
auditors consider the following when determining whether an item 
is reasonable and necessary:

• Is it safe and effective?
• Is it experimental or investigational?
• Does it meet the following criteria?

 º Appropriate duration and frequency
 º Furnished in accordance with accepted standards of 

medical practice for the diagnosis and treatment of 
the patient’s condition or to improve the function of a 
malformed body member

 º Furnished in a setting appropriate to the patient’s 
medical needs and condition

The top 20 errors by service type (MS-DRGs) identified for FY 2019 are:

MS-DRG Description Primary Error Type Secondary Error Type

469, 470 Major hip and knee joint replacement or reattachment of lower extremity Medical Necessity (63.3%) Insufficient Documentation (35.3%)

885 Psychoses Insufficient Documentation (80.1%) Medical Necessity (11.8%)

871, 872 Septicemia or severe sepsis without mechanical vent >96 hours Incorrect Coding (100%) N/A

266, 267 Endovascular cardiac valve replacement Insufficient Documentation (83.7%) Other (9.4%)

459, 460 Spinal fusion, except cervical Medical Necessity (40.8%) Insufficient Documentation (31.9%)

291, 292, 293 Heart failure and shock Medical Necessity (51.1%) Incorrect Coding (48.9%)

884 Organic disturbances and intellectual disability Medical Necessity (85.3%) Insufficient Documentation (10.5%)

056, 057 Degenerative nervous system disorders Medical Necessity (64.5%) Insufficient Documentation (31.8%)

391, 392 Esophagitis, gastroenteritis, and miscellaneous digestive disorders Medical Necessity (92.6%) No Documentation (7.3%)

308, 309, 310 Cardiac arrhythmia and conduction disorders Medical Necessity (89.7%) Incorrect Coding (10.3%)

515, 516, 517 Other musculoskeletal system and connective tissue disorders Medical Necessity (97.4%) Incorrect Coding (2.6%)

313 Chest pain Medical Necessity (100%) N/A

689, 690 Kidney and urinary tract infections Medical Necessity (86.0%) Incorrect Coding (14.0%)

471, 472, 473 Cervical spinal fusion Medical Necessity (66.8%) Insufficient Documentation (23.8%)

981, 982, 983 Extensive OR procedure unrelated to principal diagnosis Medical Necessity (79.4%) Incorrect Coding (20.1%)

273, 274 Percutaneous intracardiac procedures Insufficient Documentation (54.8%) Medical Necessity (44.8%)

492, 493, 494 Lower extremity and humerus procedure, except hip, foot, femur Medical Necessity (98.6%) Incorrect Coding (1.4%)

947, 948 Signs and symptoms Medical Necessity (80.6%) Incorrect Coding (12.5%)

100, 101 Seizures Medical Necessity (73.2%) Incorrect Coding (26.8%)

223, 227 Cardiac defibrillator implant without cardiac cath Medical Necessity (73.2%) Insufficient Documentation (17.9%)

https://www.aapc.com/blog/
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 º Ordered and furnished by qualified personnel
 º Meets, but does not exceed, the patient’s need

Errors regarding failure to provide documentation to support 
medical necessity for inpatient psychiatric services (DRG 884) 
involve medical records that have not been appropriately certified 
by the physician.

Medical necessity errors surrounding DRGs 056 and 057 involve 
failure to submit documentation that supports the submitted diag-
nosis and/or procedure codes. 

Medical necessity errors regarding DRGs 391, 392, and 492–494 
include:

• Documentation does not support the medical necessity 
of all services provided. Documentation should include 
all clinical information for the dates of service billed such 
as physician progress notes, histories obtained, physical 
examination assessments, diagnostic and laboratory test 
results, nurse’s notes, consultations, surgical procedures, 
orders, discharge summary, and any other documentation 
to support the inpatient admission.

• Missing documentation of services, medications, and 
medical interventions performed in the emergency 
department (ED).

To address medical necessity errors related to DRGs 308, 309, 
and 310, providers should be sure to include the following documen-
tation in Additional Documentation Requests (ADRs):

• Physician’s orders for the admission and all services billed;
• Itemized list of all charges;
• Hospital admission assessment and hospital discharge 

summary;
• Hospital history and physical;
• Physician progress notes;
• Consultation reports;
• Plan of care;
• Diagnostic test results/reports, including imaging reports;
• Clinical therapy notes;
• All documentation to support the medical necessity of the 

services billed and the DRG code billed; and
• A signature log or attestation statement, if legibility of 

signatures is questionable.

Recovery Audit Contractors have found inappropriate selection 
of the principal diagnosis to be the most common issue for DRGs 
308 and 309.

Medical necessity errors related to DRGs 515–517, 689, 690, 
and 313 were most commonly due to documentation that did not 
support that the services provided required an inpatient level of care 
and could have been performed in a less intensive setting. These are 
usually associated with short stays.

Spinal fusion audits (DRGs 471–473) are not new. Spinal fusion 
procedures require some type of device to facilitate fusion of the 
vertebral bones (i.e., instrumentation with bone graft or bone graft 
alone). When an ICD-10-PCS code includes a device value of “Z,” 
this means that “No Device” was used in the procedure. CMS 
identified ICD-10-PCS codes describing spinal fusion with a device 
value of “Z,” meaning they were invalid codes for spinal fusions.

Medical necessity errors for DRGs 981–983 most likely result 
from incorrect sequencing of the principal diagnosis, unconfirmed 
possible and probable diagnoses, and accuracy of the procedure 
code assignment.

Insufficient Documentation — These errors are based on:
• The presence of a valid provider order (or intent to order for 

certain services) for the service. This includes incomplete or 
missing signed orders or progress notes describing intent for 
the service to be provided.

• The presence of a valid provider plan of care for the service 
that meets the required elements for a plan of care.

• The presence of a submitted and fully completed required 
record (e.g., incomplete progress notes, unsigned, undated, 
insufficient detail, etc.). This includes unauthenticated 
medical records — no provider signature, no supervising 
signature, illegible signatures without a signature log or 
attestation to identify the signer, or an electronic signature 
without the electronic record protocol or policy that 
documents the process for electronic signatures.

• The submitted records contain inconsistent information 
(e.g., date, provider, service, beneficiary, etc.).

• Certification/recertification requirements have not been met.

The CERT provider documentation information website pro-
vides the following guidance with respect to inpatient acute care 
record requests: 

“The most common reason for denial of spinal fusion claims 
(DRGs 459 and 460) has been a lack of specific information 
about conservative care before surgical intervention.”
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“For electronic health records, send a copy of the electronic 
signature policy and procedures that describe how notes and orders 
are signed and dated. Validating electronic signatures depends on 
obtaining this information.”

Documentation errors related to DRG 885 revolve around the 
requirement that inpatient psychiatric hospitalization patients must 
be under the care of a physician who is knowledgeable about the 
patient and is responsible for certifying/recertifying the need for 
inpatient psychiatric hospitalization. The patient must require 
“active treatment” of their psychiatric disorder. The patient or legal 
guardian must provide written informed consent for inpatient 
psychiatric hospitalization in accordance with state law. If the 
patient is subject to involuntary or court-ordered commitment, the 
services must still meet the requirements for medical necessity in 
order to be covered by Medicare.

A common documentation error for DRGs 266 and 267 is miss-
ing evidence that two cardiac surgeons independently examined the 
patient face to face and evaluated the patient’s suitability for valve 
replacement surgery. Both surgeons must document the rationale 
for their clinical judgment and that the rationale was available to 
the heart team. National Coverage Determination (NCD) 20.32 
contains all covered indications and limitations of coverage for this 
procedure.

An Insufficient Documentation error for DRGs 273 and 274 is 
related to the specificity of both the principal and secondary diagno-
ses. An accurate presentation of patient risks and illness severity helps 
hospitals receive appropriate reimbursement for the care provided.

Incorrect Coding — Claims are placed in this category when 
the submitted supporting documentation indicates:

• A different code than that billed;
• The service was performed by someone other than the 

billing provider;
• The billed service was unbundled; or
• A beneficiary was discharged to a site other than the one 

coded on the claim.

Common coding errors for sepsis include sequencing and differ-
ing criteria used to diagnose sepsis.

Other — Claims are placed in this category if they do not fit 
into any of the other categories (e.g., duplicate payment error, 
non-covered or unallowable service). 

In these times of limited staff, armed with this information, 
providers can use these reports to identify risk areas to focus their 
compliance monitoring efforts and mitigate potential CMS audit 
findings. 

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 laboratories, hospital-based laboratories, and 
physician office-based laboratories. Mesaros is a member of the Harrisburg, Pa., local chapter.

Resources
US DHHS 2019 Medicare Fee-for-Service Supplemental Improper Payment data
MLN Matters SE1236 (https://www.cms.gov/Outreach-and-Education/Medicare-
Learning-Network-MLN/MLNMattersArticles/Downloads/SE1236.pdf) 
Palmetto GBA (https://www.palmettogba.com/palmetto/providers.nsf/DocsR/
Providers~JJ%20Part%20A~CERT~General%20Information~BD4KXH8278?open) 
Medical Management Plus (http://www.mmplusinc.com/news-articles/item/
supplemental-medical-review-contractor-back-in-action?category_id=30) 
Palmetto GBA (https://www.dmepdac.com/palmetto/providers.nsf/DocsCat/
Providers~JM%20Part%20A~CERT~General%20Information~BDKNXZ3808?open) 
CGS Medicare (https://www.cgsmedicare.com/parta/pubs/news/2013/1013/
cope23550d.html) 
CGS Medicare (https://www.cgsmedicare.com/parta/pubs/news/2012/0112/172.html) 
MLN Medicare Quarterly Provider Compliance Newsletter (July 2012) (https://www.
cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/
Downloads/MedQtrlyComp_Newsletter_ICN908064.pdf) 
MLN Matters SE1027 (https://www.cms.gov/Outreach-and-Education/Medicare-
Learning-Network-MLN/MLNMattersArticles/downloads/SE1027.pdf) 
Baklid-Kunz, Elin (12/9/09) “Examine denials and be aware of red flags linked to inap-
propriate admissions.” HCPro
Medical Management Plus (http://www.mmplusinc.com/news-articles/item/
supplemental-medical-review-contractor-back-in-action?category_id=30) 
RAC Monitor (6/22/12) (https://www.racmonitor.com/latest-region-c-review-excludes-
medical-necessity-focuses-on-ms-drgs) 
CGS Medicare (https://www.cgsmedicare.com/partb/pubs/news/2014/1014/cope27264.
html) 
CERT Document Request Listings (https://certprovider.admedcorp.com/Home/
DocumentRequestListings)
CMS CERT Program: www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-
Programs/Medicare-FFS-Compliance-Programs/CERT/Background

“Recovery Audit Contractors have found 
inappropriate selection of the principal diagnosis to 

be the most common issue for DRGs 308 and 309.”
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https://www.palmettogba.com/palmetto/providers.nsf/DocsR/Providers~JJ%20Part%20A~CERT~General%20Information~BD4KXH8278?open
https://www.palmettogba.com/palmetto/providers.nsf/DocsR/Providers~JJ%20Part%20A~CERT~General%20Information~BD4KXH8278?open
http://www.mmplusinc.com/news-articles/item/supplemental-medical-review-contractor-back-in-action?category_id=30
http://www.mmplusinc.com/news-articles/item/supplemental-medical-review-contractor-back-in-action?category_id=30
https://www.dmepdac.com/palmetto/providers.nsf/DocsCat/Providers~JM%20Part%20A~CERT~General%20Information~BDKNXZ3808?open
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https://www.cgsmedicare.com/parta/pubs/news/2013/1013/cope23550d.html
https://www.cgsmedicare.com/parta/pubs/news/2012/0112/172.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/MedQtrlyComp_Newsletter_ICN908064.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/MedQtrlyComp_Newsletter_ICN908064.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/MedQtrlyComp_Newsletter_ICN908064.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/SE1027.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/SE1027.pdf
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https://www.cgsmedicare.com/partb/pubs/news/2014/1014/cope27264.html
https://www.cgsmedicare.com/partb/pubs/news/2014/1014/cope27264.html
https://certprovider.admedcorp.com/Home/DocumentRequestListings
https://certprovider.admedcorp.com/Home/DocumentRequestListings
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Coding Diabetes  
Requires Precision
Look to the ICD-10-CM 
guidelines for accurate selection 
and sequencing of diagnosis 
codes for diabetes.

Diabetes mellitus (DM) is a chronic disease that affects the body’s 
ability to turn food into energy. Most of the food you eat is broken 

down into sugar (glucose) and released into the blood to be used 
as the body’s main source of energy. This elevation in blood sugar 
signals the pancreas to release insulin, a hormone that acts like a key 
to enable the glucose to enter the body’s cells so it can be used as an 
energy source. 

Lack of insulin or inability of glucose to enter the cells causes sugar 
to build up in the blood, which, over time, can lead to complications. 
A review of the two main types of DM and the conditions that result 
if the disease isn’t managed well will lead you to proper diagnosis 
coding.

Types of Diabetes Explained
Type 1 diabetes (previously called insulin-dependent or juvenile 
diabetes) is typically diagnosed in children, teens, and young adults, 
but it can develop at any age. The pancreas in patients with type 1 
diabetes either doesn’t make enough, or any, insulin. Thus, treatment 
involves insulin administration. 

In patients with type 2 diabetes, problems begin when the cells 
in their body start to not respond to insulin as well as they should. 
This is called insulin resistance, which causes high blood sugar levels 
(hyperglycemia). The pancreas responds by making more insulin 
to try and manage the hyperglycemia, but eventually, the pancreas 
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can’t keep up and blood sugar levels rise. Left uncontrolled, the 
disease progresses into prediabetes and, eventually, type 2 diabetes. 
This is the most common type of diabetes and is initially treated 
with lifestyle modification including a healthy diet and exercise. 
If these measures are not effective, treatment generally starts with 
an oral hypoglycemic agent. If better control is needed, injectable 
medications or insulin may be initiated to help manage blood sugar 
levels and avoid complications.

Complications of Chronic Hyperglycemia
Poorly controlled diabetes results in high blood glucose levels. The 
longer someone has diabetes, and the less controlled their blood 
sugar is, the higher their risk of serious health complications, 
including:

• Cardiovascular disease
• Kidney damage (nephropathy)
• Eye damage (retinopathy)
• Nerve damage (neuropathy)
• Skin conditions
• Foot damage
• Hearing impairment
• Alzheimer’s disease
• Depression

Follow Coding Guidelines
The ICD-10-CM coding guidelines established by the National 
Center for Health Care (NCHC) and the Centers for Medicare & 
Medicaid Services (CMS) for ICD-10-CM assist healthcare profes-
sionals and medical coders in selecting the appropriate diagnosis 
codes to report for a specific patient encounter.

A patient may have many diagnoses; however, only those specific 
to the encounter, in addition to any chronic or coexisting diagnoses 
that may affect the patient’s care, should be reported. The reason for 

the encounter should guide proper sequencing of diabetes codes, as 
well as those for any complications or manifestations. 

Comorbidities and Medications
Chapter 4 Endocrine, Nutritional, and Metabolic Diseases of 
the ICD-10-CM code book contains codes for DM. These are 
combination codes that include the type of DM and associated 
complications, which are organized by body system affected. The 
guidelines state that if the type of diabetes is not documented, the 
default is type 2. 

The guidelines also instruct to use additional codes to identify 
long-term control with insulin (Z79.4) or oral hypoglycemic drugs 
(Z79.84). You would not assign these codes for short-term use of 
insulin or oral medications to bring down a patient’s blood sugar 
during a specific encounter. And if the documentation indicates 
the patient uses both oral hypoglycemic agents and insulin for 
long-term control, report only the code for long-term (current) use 
of insulin. 

Diabetes and Pregnancy
Report encounters related to pregnancy and diabetes using codes in 
Chapter 15 Pregnancy, Childbirth, and the Puerperium. If a preg-
nant woman has pre-existing diabetes that complicates the preg-
nancy, Chapter 15 guidelines instruct us to assign a code from O24  
first, followed by the appropriate diabetes code(s) from Chapter 4 
(E08–E13). Report codes Z79.4 or Z79.84 if applicable.

Gestational (pregnancy-induced) diabetes may develop in wom-
en who did not have DM prior to pregnancy. Codes for gestational 
diabetes are in subcategory O24.4. These codes include treatment 
modality — diet alone, oral hypoglycemic drugs, insulin — so 
you do not need to use an additional code to specify medication 
management. Do not assign any other codes from category O24 
with the O24.4 subcategory codes. 
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Insulin Pump Malfunction

If the medical record indicates the patient experienced insulin pump 
malfunction, report a code from subcategory T85.6 Mechanical 
complication of other specified internal and external prosthetic de-
vices, implants and grafts. The first-listed code specifies the type of 
pump malfunction. The principal code is followed by a code from 
T38.3X- to indicate whether the malfunction resulted in over- or 
underdosing of insulin.

Secondary Diabetes
Secondary diabetes — DM that results as a consequence of another 
medical condition — is addressed in Chapter 4 guidelines. These 
codes, found under categories E08, E09, and E13, should be listed 
first, followed by the long-term therapy codes for insulin or oral 
hypoglycemic agents. 

Follow the instructions in the Tabular List of ICD-10-CM for 
proper sequencing of these diagnosis codes. For example, if a patient 
has secondary diabetes as a result of Cushing’s syndrome and no other 
manifestations, report code E24.9 Cushing’s syndrome, unspecified, 
followed by E08.9 Diabetes mellitus due to underlying condition without 
manifestations. If a patient is diagnosed with secondary diabetes due 
to the adverse effects of steroids, report codes E09.9 Drug or chemical 
induced diabetes without complications and T38.0X5A Adverse effect of 
glucocorticoids and synthetic analogues, initial encounter.

Causal Relationships of DM
A causal relationship is assumed between entries linked in the 
Alphabetic Index with the word “with,” which implies associated 
with or due to. Provider documentation does not have to state the 
conditions are related for you to assign these codes. However, if 
the provider specifically documents that the two conditions are 
unrelated, the codes linking the two cannot be assigned. 

The code set contains an extensive list of codes that use “with” to 
link diabetes and associated underlying conditions. If you look in 
the Alphabetic Index under E11.9 Diabetes/type 2/with, you’ll find 
codes that describe type 2 diabetes with amyotrophy (E11.44), ar-
thropathy NEC (E11.618), autonomic (poly) neuropathy (E11.43), 
cataract (E11.36), Charcot’s joints (E11.610), chronic kidney disease 
(E11.22), etc.

For example, if a patient has type 2 diabetes and chronic kidney 
disease (CKD), and the provider has not stated they are unrelated, it 
would be appropriate to report code E11.22 Type 2 diabetes mellitus 
with diabetic chronic kidney disease.

Don’t Forget to Check the Tabular List 
Always use the Tabular List to confirm the appropriateness of codes 
listed in the Alphabetic Index. Parenthetical notes in the Index will 
help guide you in properly coding the patient’s condition. One such 
note under E11.22, for example, says to use an additional code to 

identify the stage of CKD (N18.1–N18.6); assign the code for the 
stage of CKD documented by the provider. 

Below N18, there is a note to code first any associated:
•  Diabetic chronic kidney disease (E08.22, E09.22, E10.22, 

E11.22, E13.22)
• Hypertensive chronic kidney disease (I12.-, I13.-) (If the 

patient also has hypertension, you will need a combination 
code for hypertension that includes the stage of CKD).

There is also a note to use an additional code to identify kidney 
transplant status (Z94.0), if applicable. The note under N18.6 End-
stage renal disease directs you to use an additional code to identify 
dialysis status (Z99.2), as well.

Practice With Clinical Scenarios
Case 1
A patient comes in for her regular 3-month follow-up for type 2 DM. 
She also has mild hypertension and complications from diabetes 
including stage 4 CKD. She states that she stubbed her right toe two 
weeks ago, and several days later, she discovered an area on her toe that 
concerns her. She has a history of diabetic foot ulcers and doesn’t want 
this to turn into one. The patient also mentions that lately her ability 
to feel things on her lower extremities is diminished. She continues to 
smoke despite her doctors encouraging her to quit. 

shutterstock / AJ Laing



www.aapc.com January 2021 49

Coding Diabetes
CODING/BILLING

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

After a full exam, the doctor determines the area on the right toe 
is a small ulcer with skin breakdown but no exposed subcutaneous 
tissue. The provider suspects that she may have diabetic peripheral 
neuropathy, which would cause her to not feel or notice the toe ulcer 
right away; further testing is needed to confirm.

The assessment includes the following diagnoses:
1. Ulcer toe, right foot 1 cm; limited to skin breakdown, 

does not probe to bone
2. DM type 2
3. Hypertension
4. CKD; stage 4
5. Reduced (loss of) sensation - possible diabetic peripheral 

neuropathy
6. Continued smoker, cigarettes, approx. 1.5 pack a day

Diagnosis codes are:
E11.621 Type 2 diabetes mellitus with foot ulcer

L97.511 Non-pressure chronic ulcer of other part of right foot limited to breakdown of skin

E11.22 Type 2 diabetes mellitus with diabetic chronic kidney disease

I12.9 Hypertensive chronic kidney disease with stage 1 through stage 4 chronic kidney disease, 
or unspecified chronic kidney disease

N18.4 Chronic kidney disease, stage 4 (severe)

F17.210 Nicotine dependence, cigarettes, uncomplicated

R20.8 Other disturbances of skin sensation

Case 2

A 67-year-old patient with type 1 DM presents to the endocrinolo-
gist as a new patient to establish care. The patient was transitioned 
to an insulin pump in 1998. His sugars are currently uncontrolled; 
A1C is 8.6. He reports elevated morning blood sugar readings 
ranging from 175 to 190. He knows he needs to decrease his glucose 
levels to improve his A1C and plans to do so with exercise and 
insulin dose modification.

Past medical history: hypertension, myocardial infarct at age 
50, coronary artery disease (CAD), diabetic nephropathy, and a 
right great toe amputation in 2001 due to osteomyelitis. History of 
smoking; quit nearly 16 years ago. The patient denies cardiovascular 
concerns or breathing issues. Physical exam is unremarkable. The 
doctor adjusted the insulin dose and recommended the patient be 
scheduled for a consultation with a registered dietician. Patient to 
follow up in one month; he will call prior to that if any concerns arise.

The assessment includes the following diagnoses:
1. DM type 1, uncontrolled
2. Insulin pump
3. Hypertension
4. Past myocardial infarct
5. Right great toe amputation
6. Osteomyelitis
7. Former smoker

Diagnosis codes are:
E10.21 Type 1 diabetes mellitus with diabetic nephropathy

I10  Essential (primary) hypertension

I25.10 Atherosclerotic heart disease of native coronary artery without angina pectoris

I25.2 Old myocardial infarction

Z96.41 Presence of insulin pump (external) (internal)

Z79.4 Long term (current) use of insulin

Z89.411 Acquired absence of right great toe

Z87.891 Personal history of nicotine dependence

Whether you are an experienced coder or new to coding diabetes, 
it’s important to take your time as you read through provider 
documentation. Look for key words to help you determine the type 
of diabetes, presence of complications, and treatment regimen, so 
you can assign the correct ICD-10-CM codes. 

Eileen C. Grassi, CPC, CPMA, is a surgical coder for a large health system. She began her 
career as a medical secretary in 1983, after graduating from Lackawanna Junior College with 
an associate degree in medical secretarial science. Grassi has worked in a primary care office 
and as an adjunct faculty member at a local medical career school teaching medical 
terminology, medical transcription, coding, keyboarding, and grammar. She has also worked 

for a multispecialty practice working in the billing and coding department and as an auditor of physician 
records. Grassi is a member of the Scranton, Pa., local chapter.
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When training providers on 2021 documentation guidelines for 
office/outpatient evaluation and management (E/M) services 

(99202–99215), consider utilizing an auditor’s perspective. There are 
four distinct portions of an auditor’s tool: diagnoses, data, risk, and 
calculation of medical decision making (MDM). Providers should ask 
themselves the following six questions to ensure their progress notes 
are complete and will pass each portion of an audit with flying colors:

1. Does my progress note contain a medically appropriate 
history and examination?

2. Did I address the diagnoses appropriately?
3. Did I document all orders and data reviewed?
4. Did I work with other professionals?
5. Did I use an independent historian?
6. Does the documentation support the level of risk I chose?

Let’s review each question in more detail, so you are able to 
recognize insufficient areas in a provider’s documentation.

No. 1 
History and Exam
Even though the focus has shifted to using either time or MDM to 
choose office visit levels, it is still important for providers to perform 
and document what they consider to be a medically appropriate history 
and physical examination. Make sure your providers understand that, 
while these are no longer key elements in choosing an E/M level, they 
are still included in the descriptors for codes 99202–99205 and 99212–
99215 (i.e., “… which requires a medically appropriate history and/
or examination”) and should be fully documented when performed. 

No. 2 
Addressing Diagnoses
Providers must consider the number and/or complexity of problems 
addressed during the encounter when calculating the overall level of 
MDM. The term “addressed” is important: The clinician reporting 
the service must identify, evaluate, and manage or treat the patient’s 
problems for the issue to be considered addressed. As evidence, the 
documentation must reflect a complete evaluation — history, exam, 
diagnostic measures, and treatment. 

Only after identifying which problems have been truly addressed 
can a provider choose a level based on the specific definitions pro-
vided in the audit tool. For example, an issue, such as a lump in the 
breast, meets the definition of an “undiagnosed new problem with 
uncertain prognosis,” which falls into the moderate level for the 
number/complexity of problems addressed portion of the audit tool. 
This is then combined with the data and risk portions to determine 
an overall MDM level. When addressing multiple problems during 
the same visit, the provider may base their decision on the problem 
with the highest level.

No. 3 
Data – Records, Tests, and Interpretations
The second portion of the audit looks at data — medical records, 
tests, and other information — that must be obtained, ordered, re-
viewed, and analyzed during the encounter. Each unique test (panels 
count as one test), order, and/or document is counted. Interpretations 
of tests that are not separately reported also count.

QUESTIONS
Take a look, from an auditor’s perspective, Take a look, from an auditor’s perspective, 
at using MDM to code office visits in 2021.at using MDM to code office visits in 2021.

Ensure E/M Compliance
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No. 4 
Data – Other Professionals

Also included in the data portion of the audit tool is the discussion of 
management or test interpretation with an appropriate source. This 
includes an external physician or other qualified healthcare profes-
sional, which is defined in the AMA guidelines as an individual 
who is not in the same group practice or is a different specialty or 
subspecialty, including licensed professionals practicing indepen-
dently. This may also be a facility or organizational provider such as 
a hospital, nursing facility, or home healthcare agency. Appropriate 
sources include non-healthcare professionals who are involved in the 
management of the patient (for example, lawyers, parole officers, 
case managers, and teachers). Discussions with family or caregivers 
are not included.

No. 5 
Data – Independent Historians
Providers may rely on an independent historian, such as a parent, 
spouse, guardian, surrogate, or witness, to provide a history in addi-
tion to what was obtained from the patient. This may occur in cases 
where the patient is unable to provide a complete or reliable history 
(for example, due to developmental stage, dementia, or psychosis) or 
because a confirmatory history is deemed necessary.

In the audit tool, the data elements described above in numbers 
three through five are counted and/or categorized, and the combi-
nation is used to determine a level for the data portion of the tool. 
For example, if the provider documents in the progress note that 

they used an independent historian, ordered a metabolic panel, and 
discussed care management with the patient’s social worker, the 
provider’s documentation would support moderate level amount 
and/or complexity of data reviewed and analyzed. This would be 
combined with the diagnosis level and the risk level to determine 
the overall MDM level for the visit.

No. 6 
Risk Level
The third section of the audit tool takes into consideration the 
morbidity risk. Morbidity is defined as a state of illness or functional 
impairment that is expected to be of substantial duration during 
which function is limited, quality of life is impaired, or there is or-
gan damage that may not be transient despite treatment. For MDM 
purposes, the level of risk is based upon the consequences of the 
problem(s) addressed at the encounter when appropriately treated. 

Risk levels are defined as minimal, low, moderate, and high. 
Examples of moderate risk include prescription drug management 
and diagnosis/treatment significantly limited by social determi-
nants of health such as housing and food insecurities. Examples of 
high risk include drug therapy requiring intensive monitoring for 
toxicity and decisions regarding hospitalization. Auditors will look 
in the documentation for content that supports the level of risk.

Calculating Overall MDM
After determining individual levels for the categories of diagnoses, 
data, and risk, the final MDM level depends on the visit documenta-
tion meeting or exceeding two out of three elements for a particular 
level of MDM. For example, a low diagnostic level, high data level, 
and moderate risk level result in an overall moderate MDM level.

An audit is simply a review of documentation to see if providers 
are taking proper credit for all the MDM work they perform and to 
verify that the CPT® code assigned is correct and supported by the 
documentation. By asking the six questions above, providers will 
ensure their progress notes reflect their work and support the visit 
levels assigned. 

Raymond Martin, CPC, CPCO, is a coder for Rady Children’s Physician Management 
Services and is also a medical billing instructor. He was previously the education officer for the 
Fullerton, Calif., local chapter. Martin is currently a member of the Chula Vista, Calif., local 
chapter.

Resource
AMA CPT® Evaluation and Management (E/M) Office or Other Outpatient (99202-99215) 
and Prolonged Services (99354, 99355, 99356, 99XXX) Code and Guideline Changes: 
https://www.ama-assn.org/system/files/2019-06/cpt-office-prolonged-svs-code-
changes.pdf
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I find that when I mention the word credentialing, most people 
respond with either a groan or look of uncertainty. Contrary to 

opinion, the world of credentialing encompasses more than filling 
out paperwork; and without credentialing, it is exceedingly difficult, 
if not impossible, for a provider to get paid for their services. Knowing 
how to help your provider get credentialed is not hard when you have 
the right tools and discipline. If you are thinking about becoming a 
credentialing specialist (CS), here are some things you will need to 
know to perform your job functions.

What’s the First Step to Credentialing?
First, you must find out if your practice has any insurance contracts. 
These contracts dictate how the practice gets paid for services 

Inside the World of Physician Credentialing

Gain insight on how to  
succeed as a credentialing 
specialist and what the  
job entails.
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rendered. You need to know how your providers get paid for their 
services before you can credential them with a payer. Keep in mind, 
there are certain insurers you won’t have a contract with such as 
Medicare. 

It’s best to keep an up-to-date list of all your contracts, with start 
dates, current payment rates, contact information, and whether 
there are special services carved out in the fee schedules. I keep a 
list of payers, with directions on how to credential with them in a 
spreadsheet.

What Essential Information  
is Required to Credential a Provider?
Let’s run through the entire process using a case example for Dr. Joe.

Dr. Joe joins your physician group practice. To begin the creden-
tialing process, you must gather his information. You will need to 
obtain his: 

• Provider type — MD, DO, NP, PA, LCSW, etc.
• Curriculum Vitae (CV): Latin for “course of life,” a CV 

provides a full professional history and listing of academic 
credentials.

• Current state licenses and Drug Enforcement 
Administration (DEA) number: This will inform you of 
whether Dr. Joe is licensed in the state where he plans to 
practice and if he can prescribe drugs in this state. Often, 
group practices will hire out-of-state providers. When this 
occurs, the first thing you must do is get the provider to 
begin the in-state licensure process, which can take three to 
four months to complete. It is the provider’s responsibility 
to fill out the application, get the state license, and take any 
required exams. Credentialing with insurers cannot start 
until the state license is obtained. With any provider, there 
are costs for licensure and DEA registration.

Once Dr. Joe has his state license and DEA number, the next 
step is to go to the NPPES website (https://nppes.cms.hhs.gov/#/) to get 
his National Provider Identifier (NPI) number. Every provider who 
wants to bill needs to obtain an NPI number, which is a unique 

10-digit number issued to U.S. healthcare providers by the Centers 
for Medicare & Medicaid Services (CMS).

Dr. Joe will also need to obtain a Council for Affordable Quality 
Health (CAQH) number for billing purposes. CAQH allows insurance 
companies to use a single, uniform application for credentialing. 
Over 900 health plans, hospitals, and healthcare organizations use 
it and require practitioners to complete their CAQH profile before 
submitting their application. I recommend having the provider 
fill out as much information as possible. After a provider has filled 
out as much as they can about their past work history and current 
practice, you can help get the rest of the fields filled out and attest 
to the accuracy of the data. Insurance companies cannot begin 
the credentialing process until the provider attests to their CAQH 
application. Note that the CAQH application requires attestation 
every four months, and you will have to grant payer access to this 
information.  

With this information in hand, you can start the process of 
credentialing Dr. Joe with your payers. 

“It’s best to keep an up-to-date list of all your contracts, with start 
dates, current payment rates, contact information, and whether 

there are special services carved out in the fee schedules.”

shutterstock / ImageFlow
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Where to Begin?
It’s best to start with the largest payers first, then work your way 
to the smaller ones. You will also want to find out which payers 
credential non-physician providers (NPPs), as this will affect the 
amount of work you do. After you have addressed all of the items 
mentioned above, you can begin credentialing, starting with the 
largest payers, one of which is Medicare. 

As a CS, you will want to request surrogacy from your group 
practice. A surrogate is a user who has been permitted by a provider 
(individual or organization) to function on that provider’s behalf in 
business matters, such as Medicare’s Provider Enrollment, Chain, 
and Ownership System (PECOS), designated by the provider. 

To submit a request to Medicare for surrogacy, go to https://
nppes.cms.hhs.gov/IAWeb/login.do and create your login informa-
tion. Once you’re logged in, create a request to become a surrogate 
for the provider you’re credentialing, in this case, Dr. Joe. Then, go 
to the PECOS website (https://pecos.cms.hhs.gov/pecos/login) to 
begin either with new enrollment or reassigning of benefits. If the 
provider is already enrolled with Medicare in the same state as the 
group you work for, you will be able to reassign the benefits, which 
is faster than going through a new enrollment.  

Each payer will have their own way of credentialing a provider; 
you must read the instructions on becoming part of their network. 
You can usually find guidance on how to join each payer’s network 
on their website. It’s best to outline each payer’s requirements — for 
example, whether they require certain forms (W-9, roster, request 
on letterhead, etc.). Also note whether they require you to email the 
necessary documentation to a designated credentialing address or 
fill out an online form to initiate credentialing through a platform 
such as Availity. 

Make sure to use the same start date across the board. Most pay-
ers will backdate to the date you want or the submitted application 
date. I recommend reaching out to each payer to find out if they 
backdate their enrollment. 

While you wait for payer confirmation, alert the provider’s 
scheduling team that they cannot schedule the provider to see 
patients covered by that payer; otherwise, his claims will not be 
paid or they will process as out of network. If Dr. Joe starts seeing 
patients, hold all his claims until you have received confirmation of 
his enrollment from the payer.

After everything has been processed, the payer will typically 
send you an email or letter with the provider’s start date. Once you 
have confirmation that your provider is enrolled with a payer and 
the date of their enrollment is active, you can submit claims for 
the services they provide to that payer. Spot checking a few claims 
to be sure you are getting paid in-network rates is an essential part 
of the process. 

How Long Does It Take to Credential a Provider?
The time it takes from start to finish varies. For providers who 
are already licensed in the state, the entire credentialing process 

“For providers who are already 
licensed in the state, the entire 
credentialing process generally takes 
about 60–90 days. For those who 
aren’t licensed in the state, tack on 
an additional three to four months.”

shutterstock / tlegend
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generally takes about 60–90 days. For those who aren’t licensed in 
the state, tack on an additional three to four months. Remember 
that new providers cannot start seeing patients until they have been 
licensed by the state.

Remember that handy dandy spreadsheet I mentioned earlier? 
Use it to track when you contacted each payer and when you submit-

ted each credentialing application or roster. Always follow up if you 
don’t hear back within 30 days to confirm the payer has received 
your application/roster. 

Gain Hospital Privileges
In addition to insurance credentialing, you may be asked to enroll 
a provider with local hospitals, which is called gaining hospital 
privileges. This process also involves a lot of paperwork. After 
the hospital receives the application, the credentialing/privileging 
department usually presents the provider to the hospital board for 
approval. Once a hospital grants a provider privileges, the provider 
will be able to admit and manage patients in the hospital.  

Is Credentialing Right for You?
Credentialing a provider requires attention to detail, constant 
follow-up, and follow-through. But there is no need to be afraid 
of credentialing; it is simply a systematic process that allows a new 
provider to bill a payer. If you are an organized person who enjoys 
helping providers get paid, credentialing may be just the job for 
you!   

Stephanie Thebarge, CPC, CPMA, CPPM, CEMC, CHONC, is the compliance manager for 
New England Cancer Specialists in Southern Maine. She has 20 years of experience in 
healthcare, working in oncology coding, evaluation and management auditing, education, 
compliance, payer contracting, credentialing, and revenue cycle management. Thebarge is 
the owner of Seacoast Health Compliance Consultation LLC, which audits and educates 

physician practices. She serves on AAPC’s National Advisory Board (2018–2021) representing Northeast Region 
1 and is actively involved with the Portland, Maine, local chapter. 

You can contact her at Stephanie.Thebarge@aapcnab.com.

1. Identify insurance contracts.
2. Identify provider type.
3. Gather required provider information.
4. Request surrogacy to file on behalf of provider.
5. Obtain state licensure, NPI, and CAQH number for provider.
6. Submit application to payer.
7. Review claims payment.

7 Steps to the Credentialing Process

“If you are an organized person 
who enjoys helping providers 

get paid, credentialing may  
be just the job for you!”
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■ Coding/Billing ■ Auditing/Compliance ■ Practice Management 

■ PRACTICE MANAGEMENT

When HIPAA was enacted in 1996, new standards for the protec-
tion of sensitive patient health information were set. Under 

the HIPAA Privacy Rule, covered entities, such as health plans and 
healthcare providers, are required to follow strict rules pertaining to 
the use and disclosure of individuals’ protected health information 
(PHI) — including the right of patients to see and receive copies of 
their own health information at any time.

In September 2019, the Department of Health and Human 
Services (HHS) Office for Civil Rights (OCR) announced its Right 
of Access Initiative under the HIPAA Privacy Rule and immediately 
began enforcing patients’ rights to receive copies of their medical 
records promptly and without being overcharged. On Oct. 9, 2020, 

OCR announced that it had settled its ninth enforcement action in 
its HIPAA Right of Access Initiative.

Comply With the Law
According to HHS, the Privacy Rule generally requires HIPAA-
covered entities to provide individuals, upon request, with access to 
their PHI in one or more “designated record sets” maintained by or 
for the covered entity. This includes the right to inspect or obtain a 
copy, or both, of the PHI, as well as to direct the covered entity to 
transmit a copy to a designated person or entity of the individual’s 
choice. Individuals have a right to access this PHI for as long as the 

The Price of Noncompliance
Know the HIPAA Right of Access rules  
to stay compliant and avoid costly penalties.

shutterstock / Jack_the_sparow

https://www.hhs.gov/hipaa/for-professionals/privacy/laws-regulations/index.html
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information is maintained by a covered entity or by a business 
associate on behalf of a covered entity regardless of the date the 
information was created; whether the information is maintained 
in paper or electronic systems onsite, remotely, or is archived; and 
where the PHI originated.

Don’t Play the Waiting Game
On July 22, 2019, OCR received a complaint against NY Spine 
Medicine (NYSM) from a patient who alleged that she did not 
receive the copy of her medical records that she requested numerous 
times, beginning June 10, 2019. NYSM, a private practice special-
izing in neurology and pain management, provided some of the 
records but did not provide the diagnostic films that the individual 
specifically requested. OCR investigated the claim and determined 
that NYSM’s failure to provide timely access to all of the requested 
medical records was a potential violation of the right of access 
standard. As a result, the complainant received all of the requested 
medical records in October 2020.

“No one should have to wait over a year to get copies of their 
medical records. HIPAA entitles patients to timely access to their 
records and we will continue our stepped up enforcement of the 
right of access until covered entities get the message,” said Roger 
Severino, OCR director, in an HHS press release.

Let This Settle In
NYSM was ordered to pay a fine of $100,000 to settle the matter. In 
addition, NYSM was directed to implement a corrective action plan 
(CAP) that includes two years of monitoring and an agreement to:

• Develop, maintain, and revise its written policies and 
procedures to comply with 45 CFR § 160 and 164 (the Privacy 
Rule) and submit them to HHS for review and approval;

• Designate a privacy official responsible for the development 
and implementation of those policies and procedures;

• Designate a contact person or office responsible for 
receiving complaints;

• Distribute all policies and procedures approved by HHS to 
its workforce and relevant business associates;

• Devise training materials which must be approved by HHS 
and then provide training for its workforce; and

• Report to HHS any workforce member or business 
associate who fails to comply with the revised policies and 
procedures set forth.

Avoid Making the Same Mistake
The message is clear: OCR is serious about investigating entities 
that don’t comply with HIPAA right of access requirements. As a 
covered entity, it is important that you review your HIPAA policies 
and procedures to ensure you are following the letter of the law, 
including providing patients with their medical records in a timely 
manner and at a reasonable cost. Failing to do so may result in costly 
penalties. 

Lee Fifield, BS, is a development editor at AAPC. She has a Bachelor of Science degree in 
communications from Ithaca College, N.Y., and has worked as a writer and editor for more 
than 15 years.

Resources
HHS, Oct. 9, 2020, “OCR Settles Ninth Investigation in HIPAA Right of Access Initiative,”  
http://www.hhs.gov/about/news/2020/10/09/ocr-settles-ninth-investigation-hipaa-
right-access-initiative.html

www.hhs.gov/sites/default/files/ny-spine-ra-cap.pdf

www.hhs.gov/hipaa/for-professionals/privacy/guidance/access/index.html

“As a covered entity, it is important  
that you review your HIPAA policies  

and procedures to ensure you are 
following the letter of the law.”

Make sure you are aware of your specific state laws. They may impose additional or more 
strict compliance obligations that are not preempted by HIPAA, granting even greater 
rights to patients.

https://www.aapc.com/blog/
https://www.hhs.gov/sites/default/files/ocr/privacy/hipaa/administrative/combined/hipaa-simplification-201303.pdf
http://www.hhs.gov/about/news/2020/10/09/ocr-settles-ninth-investigation-hipaa-right-access-initiative.html
http://www.hhs.gov/about/news/2020/10/09/ocr-settles-ninth-investigation-hipaa-right-access-initiative.html
https://www.hhs.gov/sites/default/files/ny-spine-ra-cap.pdf
https://www.hhs.gov/hipaa/for-professionals/privacy/guidance/access/index.html
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■ CAREER ADVANCEMENT
By Lee Fifield, BS

AAPC member Rita Fae Aulbach-Emira, AS, COC, 
CPC, CPB, CPMA, CRC, CCA, CMCS, CBCS, 

CPCD, CRHC, CEPFG, has worked in coding for five 
years. A CompetentSee advisory board member and 
certified melanoma educator, she works at Franciscan 
Missionaries of Our Lady Health System–Our Lady 
of the Lake Physician Group in Baton Rouge, La., 
and specializes in internal/family medicine; general 
pediatrics; and pediatric nephrology, allergy and im-
munology, pulmonology, gastroenterology, neurosur-
gery, endocrinology, sleep medicine, St. Jude-affiliated 
hematology and oncology, and infectious disease. In 
previous years, Aulbach-Emira focused on behavioral 
health; ob-gyn; hospital medicine; dermatology/der-
matopathology; rheumatology; ear, nose, and throat; 
cosmetics/plastics; and emergency department coding.

As evidenced by her impressive list of specialty 
experience, Aulbach-Emira’s career path is in educa-
tion. After getting her diploma in medical billing and 
coding, she decided to go for her associate degree in the 
same field, which she earned along with her Certified 
Professional Coder (CPC®) and Certified Coding 
Associate (CCA®) credentials. She is currently focused 
on earning her bachelor’s in health services administra-
tion and intends on obtaining more AAPC credentials, 
all by the end of 2021. AAPC asked Aulbach-Emira 
about her experience with earning the Certified 
Rheumatology Coder (CRHC™) credential and how 
it has helped her career.

What led you to obtain the CRHC™ credential?
Since my career path is in education, I sat for a lot of 
exams where I have experience and an interest in the 
specialty because I would like to teach the material. 
At work, I code for a lot of different specialties, and 
the extra knowledge needed to be a CRHC™ is helpful 
when working denials, other specialties, and evaluation 
and management (E/M) coding.

Do you have any tips for individuals preparing for the 
CRHC™ exam?
My golden rule for any exam — not just the  
CRHC™ — is to take the practice exams offered by 
AAPC. Take them until you pass them and feel con-
fident enough to take the real thing. Pay attention to 
the timer and the rationales, even on questions you 
got correct. Take as many notes as you need; they 
are allowed. Know your books and tab them. Book 
navigation is key. Also, have some laminated E/M score 

Advice From a CRHC™
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sheets and a china marker ready, plus lots of quiet snacks. Finally, get 
a good night’s sleep the night before.

How has the CRHC™ credential helped you in your job/career?
In my current role, having the CRHC™ credential shows my dedica-
tion to the field, my commitment to producing quality work, and my 
belief in continuing education. Also, I use a lot of the information I 
gained becoming a CRHC™ to be a more accurate coder regardless of 
the specialty or type of case I am working on. And, as I would like to 
take on the role of educator in the field someday, the more knowledge 
and experience I have to pass on to others, the better.

Who in the revenue integrity business do you think would most benefit 
from the CRHC™ credential?
Someone coding or auditing for rheumatology would benefit most 
from this credential because it is strictly focused on rheumatological 
procedures, drugs, diagnoses, and leveling office visits.

What resources do you use most to earn your continuing education units 
(CEUs)?
Healthcare Business Monthly and other free AAPC-approved CEUs 
from webinars. 

Lee Fifield, BS, is a development editor at AAPC. She has a Bachelor of Science degree in 
communications from Ithaca College, N.Y., and has worked as a writer and editor for more than 
15 years.

“Having the CRHC™ credential shows  
my dedication to the field, my commitment 

to producing quality work, and my  
belief in continuing education.”

■ CODING COMIC

Coded data is used for reimbursement, research, tracking 
public health, and directing treatment of individual patients. 

Medical coding is an important component of healthcare, 
ensuring smooth operation of the revenue cycle. 

To adequately describe a patient’s current health situation, 
physicians document underlying conditions, untreated diag-
noses, and preconditions, which may mean coding complex 
conditions and obeying specific ICD-10-CM sequencing con-
ventions and guidelines. Following official ICD-10-CM coding 
guidelines is required for appropriate payment by insurers. 

This comic strip highlights several rules that are often over-
looked when listing diagnostic codes on the claim form. 

Cynthia Harms, MEd, CPC, CPPM, AAPC Approved Instructor, has over 30 years’ 
experience working in the medical field and teaching medical coding, reimbursement 
methods, and physician practice management. She is a member of the Albany, N.Y., 
local chapter.

Source: ICD-10-CM Official Guidelines for Coding and Reporting

For certain conditions, the bone 
may be affected at the upper or 
lower end such as with avascular 
necrosis (osteonecrosis) or 
osteoporosis of the femur in the 
knee or hip joint area. Although 
the condition is at the joint, the 
site designation will be the bone.

Avoid ICD-10-CM Coding Mistakes

shutterstock / olllikeballoonshutterstock / ElenaTlt

Bone or joint? 



60 Healthcare Business Monthly

NEWLY CREDENTIALED MEMBERSNEWLY CREDENTIALED MEMBERS
Can’t find your name? It may 
take up to six months after 
you pass the exam before your 
name appears in Healthcare 
Business Monthly.

Magna Cum LaudeMagna Cum LaudeMagna Cum Laude

Aisha Coker, CPC-A
Alfiya Khan Firozkhan, CPC-A
Amatullah Fathimah, CPC-A
Amy Maurice, CPC-A
Amy Robinson, CPC-A
Andrea Lenoble, CPC-A
Anjana Pahuja, CPC-A
Anju John, CPC, CRC
Ashley Cook, CPC, CPMA, CRC
Ashley Giddens, CRC
Ashley Odena Davis, CPC-A
Ashu Varshney, CPC-A
Aswathi M P, CPC-A
Athira S Vijayan, CPC-A
Bharathiraja Andisamy, CPC-A
Brittany Lynn Rester, CPC-A
Brynn Wilson, CPC-A
Catherine Pfister, CRC, CPC
Christie Stump, CPC, CPMA
Claudia Abitang, CPC-A
Cynthia Stringfellow, CPC, CPB, 

CPMA, CRC
Danica L Thompson-Janus, CPC, 

CANPC, CPB
Darci Swiderski, CPC-A
Darla Simmons, CPC, CPB
Dr Farida Rounak, CPC-A
Ellee Gee-Bercea, CPC-A
Fathima Nooff, CPC-A
Gokavarapu Lakshmi, CPC-A
Haritha M, CPC-A
Himani, CPC-A
Indumathi Murugan, CPC-A
Ishita Ishit Dhada, CPC-A
Jamie Callaway, CPC-A
Janine Robertson, CPC-A
Jayapriya S, CPC-A
Jennifer Milush, CPC, CPB, CPPM, 

COC
Jennifer Robin Kunz, CPC-A, CRC
Jennifer Schmecker, CPC-A
Jennifer Waltemire, CPC, CGSC
Jessi Lerch, CPC-A
Judit K Budavari, CPC-A
Katrina Berman, CPC-A
Kavipriya T Sureshbabu, CPC-A
Kaviya Maruthai, CPC-A
Kayla Nishimatsu, CPC-A
Keraminiyage Kanchana Amila De 

Silva, CPC-A
Klarissa Kuhn, COC, CPC, CPC-P, 

CRC, Approved-Instructor, CRC-I
Lisa Pallo, CRC
Lori Fields Tonetti, CPC-A
Maevelin Maury Ybanez, CPC, CRC

Mary Wight, CPC-A
Medathati Mounika, CPC-A
Melinda Manwiller, CPC
Melissa Jakubowicz, CPC-A
Melissa Krumsiek, COC, CPC, 

COSC
Mia Hai Ho Xic, CPC-A
Michael Huneault, CPC-A
Michael Patrick Sutton, CPC-A
Michelle M Tulier, CPC, CDEO, 

CPMA, CRC, CPC-I, CPB
Mohammed Azhar Hussain M Z, 

CPC-A
Monica Beatriz Moreno, CPC
Naleen Heierle, CPC-A
Natasha Russian, CPC-A, CPMA
Nora Jesse, CRC
P Nandhini, CPC-A
Pam Scott, COSC, CPC
Pinky Patel, CRC
Piper Lapham, CPC-A
Priyanka Rajesh Devlekar, CPC-A
Queensly Mark, CPC-A
Rajathilagam Govindaraj, CPC-A
Ramya Balachandran, CRC, CPC
Rosa A Rios, CPC, CPB, COPC
Sadeena Sulaiman Kunju, CPC-A
Sajina S, CPC-A
Samantha Farr, CPC-A
Sarah Sawyer, CPC-A
Sathiya Lakshmi Ramasamy, CPC, 

CIRCC
Shawna Jones, CPC-A
Sherri Farmer, CPC, CPB
Sonia Williams, CPC-A
Sreelakshmi Sivanandha Mallya, 

CPC-A
Stephanie Swink, CPC-A
Susan Waldman, CPC, CPB
Tabitha Turri, CPC-A
Tamara Syverson, CHONC
Virginia Klimek, CPC-A
Yenny Marinez, CPC-A
Zeba Raed, CPC-A

CPC®CPCCPC
Aimee Morrison, CPC
Alicia Erdman, CPC, COC
Alison Tyler, CPC, COC
Amy Demaggio Peters, CPC, COC
Amy Tulachka, CPC, COC
Andrea L Harris, CPC
Anna Ward, CEDC, CPC
Benjamin Coate, CPC, COC
Bridget Kimmer, CPC, COC
Britney Orvik, CPC, COC
Brittni Miller, CPC, COC
Caramie Perry, CPC, CENTC, COSC, 

CPEDC, COC
Carla Snyder, CPC
Cathy Lerner, CPC

Chelsea Jewell, CPC
Cherilyn Armstrong, CPC
Christine Parker, CPC
Colleen Bratcher, CPC
Connie J Schoo, CPC, COC
Crystal Smith, CPC, COC
Darlene Davis, CPC, COC
Dawn Hauth, CPC, CPCO, COC
Dawn Marie Skovran, CPC, CRC, 

COC
Deborah L Peck, CPC
Debra Gulpan, CPC
Deidre Johnson, CPC, COC
Desiree A Nowakowski, CPC, COC
Don Kuperman, CPC
Donna Fazio, CPC, CCC, COC
Donna M Pryer, CPC
Doris Seward, CPC, COC
Elizabeth Edinger, CPC, CPEDC, 

COC
Elizabeth Goetzinger, CPC, CFPC, 

COC
Erica R Monsivais, CPC, COC
Erin L Garrett, CPC
Evalina Hopkins, COC
Faren Mudd, CPC
Ginger Carrell, CPC
Heather Briggs, CPC, CPB, COC
Heidi Glenn, CPC
Holly Brunelle, CPC
Holly Patterson, CPC, COC
Huiqing Su, CPC, COC
Ilona M Kovacs, CPC, CPMA, CRC, 

COC
Jacqueline Scott, CPC
Jae Rosales, COC
Jamee Janee Black, CPC, CPMA, 

COC
Jamie Browning, CPC, CEMC, COC
Janelle Robey, CPC, COC
Jennifer Bornemann, CPC, COC
Jennifer Megan Christel, CPC
Jennifer Parker, CPC
Jennifer Puello, CPC
Jennifer Wasion, CPC, COC
Jodi Holden, CPC
Johna Popovich, CPC, COC
Justine Yaun, CPC, CPMA, CRC, 

COC
Karen A Gallagher, CPC, CPCO, 

CPMA, COSC, COC
Kathryn Lamance, CPC, CRC, COC
Kelly Hart, CPC, COC
Kenedi Smith, CPC, CRC, COC
Kerry Chandler, CPC
Kim Hullander, CPC
Kimberly Hibbert, CPC
Kristin Lynn Bassinger, CPC, COC
Kristy Fann, CPC
Latricia L Bass, CPC
Laura Lee Skinner, CPC, CPEDC, 

COC
Leigh Harold, CPC, CGIC, COC
Lindsay Holden Rhit, CPC, COC

Lisa Graf, CPC
Lisa Rubalcado Smith, CPC, CRC, 

CEMC, COC
Lizabeth Anderson, CPC, COC
Lori Smith, CPC, CPMA, COC
Lynn Skinner, CPC, COC
Marcela Arizmendi, CPC
Mary Rositano, CPC
Melisa J Morse, CPC
Michelle Borchardt, CPC, CEMC, 

COC
Michelle Gamble, CPC, CPMA, 

CEMC, COC
Monica Ramirez-Sanchez, CPC, 

COC
Monique Gooding, CPC, COC
Monique Thomas, CPC
Parvaneh Naziri-Gibson, CPC
Patricia Jordan, CPC, CPMA, CEMC, 

COC
Pretima C Scruggs, CPC
Raymond Rios, CPC
Rosanna Williams, CPC, COC
Sandra J Clement, CPC, CPMA, 

CRC, CGIC, CGSC, CPCD, COC
Sandra Lynn Gregoire, CPC, COC
Shannon Bobinsky, CPC, COC
Shareese Crayton, CPC
Sharon Langston, CPC
Tabitha Lichtenwalner, CPC, COC
Tamara Natalia Kelly, CPC, COC
Tammy Boland, CPC, CHONC, COC
Tanya Authement, CPC, COC
Tanya English, CPC
Tanya James, CPC
Teila M Chavez, CPC
Tiffany Nicole Pierce, CPC, COC
Tina Louise Daley, CPC, CCC, COC
Torrie  Suggs, CPC
Tracey Cartwright, CPC, CIC, COC
Victoria Gantt, CPC, COC
Victoria Marie Moll, CPC, CPMA, 

CRC, CPRC, Approved-Instructor, 
COC

Virginia G Pankevitch, CPC
Vivian Lokaphone, CPC, COC
Zaira Nineth Preston, CPC, COC

ApprenticeApprenticeApprentice

A D Yogalakshmi, CPC-A
Aaron Govindeisami, CPC-A
Aarthy Karnan, CPC-A
Aashna Sethi, CPC-A
Abby Schrom, CPC-A
Abdul Basith C, CPC-A
Abhirami S, CPC-A
Abirami Palani, CPC-A
Adan Rojas, CPC-A
Adrianna N Primm, CPC-A
Aileen Ashurst, CPC-A
Aimara Garrido, CPC-A

Aisha Leonard, CHONC, CPC

Ajay Kumar Yadav, CPC-A

Akshavi T A, CPC-A

Akula Sruthi, CPC-A

Al Ameen Vh, CPC-A

Alan Wilfred Presentation, CPC-A

Alanis Jelissa Vander Kooi, CPC-A

Aletha Collins, CPC-A

Alexander Douglas Clark, CPC-A

Alexandra Cedeno, CPC-A

Alexus Foreman, CPC-A

Alicia Townsend, CPC-A

Alison C Robinson, CPC-A

Alison Irizarry, CPC-A, COC

Alison Kusler, CPC-A

Alison R Daniels, CPC-A

Amanda Choti, CPC-A

Amanda Davis, CPC-A

Amanda Gasbarro, CPC-A

Amanda Marie Zema, CPC-A

Amanda Pilcher, CPC-A

Amanda Rubin, CPC-A

Amanda Scott, CPC-A

Amanda White, CPB,, CPC

Amari Canzater, CPC-A

Amaryllis Rivera, CPC-A

Amber Ciera Evans, CPC-A

Amber Held, CPC-A

Amber Schoolman, CPC-A

Ameen Nazeer, CPC-A

Amy Goodrich, CPC-A

Amy Jones, CPC-A

Amy L Paul, CPC-A, COC

Amy Page, CPC-A

Amy Wilcox, CPC-A

Ana Guerra, CPC-A

Anabel Jimenez, CPC-A

Anaji Swathi, CPC-A

Ananthi Neelamegam, CPC-A

Andrea Brown, CPC-A

Andrea Griffin, CPC-A

Andrew Oliver, CPC-A

Angela Hammelman, CPC-A

Angela Weissgerber, CPC-A

Angelia King-Lockard, CPC-A

Angie Nine, CPC-A, COC

Anil Singh, CPC-A

Ankur Goel, COC-A

Ann Maria Thomas, CPC-A

Anna Sadovskaya, CPC-A

Arathy T C, CPC-A

Aravind Kumar Muthuraja, CPC-A

Arlene Basilio, CPC-A

Arulprakash Selvam, CPC-A

Aruna Utluri, CPC-A

Ashley Burnside, CPC-A

Ashley Castro, CPC-A

Ashley Gallipo, CPC-A

Ashley Garrett, CPC-A

Ashley Harris, CPC-A

Ashley Sexton, CPC-A

Ashley Teague, CPC-A

Ashley Watkins Maagad, CPC-A
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Askulla Swapna, CPC-A

Aswathy Ts, CPC-A

Athira A, CPC-A

Attapuram Reddy, CPC-A

Audrey Brown, CPC-A

Audrey Farnam, CPC-A

Awani Ingle, CPC-A

Ayesha Fathima, CPC-A

Azaria Cooper, CPC-A

Baby Vidhya L, CPC-A

Bakiya Evanjalin, CPC-A

Balakumaran Palanivel, CPC-A

Balapala Jyothirmai, CPC-A

Bandi Harika, CPC-A

Bathula Sowmya, CPC-A

Beatrice Hutchinson, CPC-A

Beby Shamili, CPC-A

Belinda Dodd, CPC-A

Benoite Igue, CPC-A

Bernadette Heckard, CPC-A

Bernieta Jones, CPC-A

Bethany Young, CPC-A

Betty Lee, CPC-A

Beverleigh Robbins, CPC-A

Bhavya Ug, CPC-A

Bhuvaneswari Arumugam, CPC-A

Bindu Madhuri Cherukuri, CPC-A

Bolloju Divya, CPC-A

Brandalyn Alexander, CPC-A

Brandi Duncan, CPC-A

Brandi Hendrickson, CPC-A

Brandi Tyson, CPC-A

Brandy Hoffman, CPC-A

Brenda Spalding, CPC-A

Brianna Ruiz, CPC-A

Bridgche Lewis, CPC-A

Brittany Barbeau, CPC-A

Brittany Torgrimson, CPC-A

Brittney Pasqual, CPC-A

Brooke Christie, CPC-A

Brooke Kohlmann, CPC-A

Caitlin Boland, CPC-A

Caitlin Marie Paul, CPC-A

Callie Greenwood, COC-A,, CPC

Cara Bullington, CPC-A

Carissa Culkin, CPC-A

Carla Bomparola, CPC-A

Carmaleta Stewart, CPC-A

Carol Johnson, CPC-A

Carolyn Lewis, CPC-A

Carrie Vandermeide, CPC-A

Cassandra Leach, CPC-A

Cassidy Arnold, CPC-A

Cassie Hagler, CPC-A

Cathleen Scricca, CPC-A

Cathy L Baker, CPC-A

Ceejay Schneider, COC-A

Cesar Guerra-Garcia, CPC-A

Charlange Brown, CPC-A

Chelce Payton, CPC-A

Cherise Chappell, CPC-A

Cherise Rice, CPC-A

Cheryl Coleman Seitler, CPC-A

Cheryl Mowery, CPC-A

Chinthareddy Jyothi, CPC-A

Chris Bradford, CPC-A

Chrissandra Price Smith, CPC-A

Christa Panczner, CPC-A

Christeenmary Jebakumar, CPC-A

Christi Musgrove, CPC-A

Christina Anne Hall, CPC-A

Christina Baron, CPC-A

Christina Collins, CPC-A

Christina M Dunham, CPC-A

Christina Stein, CPC-A

Christine Fleak, CPC-A, COC

Christine M Jannen, CPC-A

Christine Rodriguez, CPC-A

Cierra Campbell, CPC-A

Cindy Clements, CPC-A

Cindy Pavek, CPC-A

Cindy Vargas, CPC-A

Clara Castillo, CPC-A

Claudia Gindraux, CPC-A

Claudia Quezada, CPC-A

Clayla Jones, CPC-A

Colleen Diskin, CPC-A

Connie Burns, COC-A

Connie Nadine Branham, CPB, CPC

Cortney Bliss, CPC-A

Courtney Curtis, CPC-A

Courtney O’Mahoney, CPC-A

Courtney Shouppe, CPC-A

Cristina Yin Baker, CPC-A

Crystal Buck, CPC-A

Crystal McKnight, CPC-A

Cynthia Carver, CPC-A

Cynthia Howard, CPC-A

Dana Nichele Martin, CPC-A

Dandu Rajitha, CPC-A

Daniel Dobrogowski, COC-A

Danielle A Wyrick, CPC-A

Danielle Holzwarth, CPC-A

Danielle Stephens, COC-A

Dannette Sims, CPC-A

Dao Tran, CPC-A

Darlene Chavez, CPC-A

Darsana Pradeep, CPC-A

Dawn Caruthers, CPC-A

Deadra R Washington, CPC-A

Debbie K Vacura, CPC-A

Deborah Ierace, CPC-A

Debra Carroll, COC-A

Debra Yates, CPC-A

Deepika Chintha Reddy, CPC-A

Denise Bosch, CPC-A

Denise Herman, CDEO, CPMA, CPC

Denise L Jones, CPC-A

Denise Sands, CPC-A

Denise Wilkienson, CPC-A

Dennis Garcia, CPC-A

Deona Bonds, CPC-A

Deondra Lewis, CPC-A

Destiny Wolfe, CPC-A

Devarshi Chandreshbhai Patel, 

CPC-A

Devi Krishna, CPC-A

Devi Srivani Thuluva, CPC-A

Devisri Elumalai, CPC-A

Dhanya Abraham, CPC-A

Dhanya Sherin, CPC-A

Dhruvitha Mandalapu, CPC-A

Diana Detroit, CPC-A

Dianet Valdivia Yanes, CPC-A

Divya E, CPC-A

Divya Sekar, CRC, CPC

Dominique Hankins, CPC-A

Donna Brungard, CPC-A

Donna Morical, CPC-A

Douglas Miceli, CPC-A

Durga Niranjani Ramamoorthy, 

CPC-A

Edna Wilson, CPC-A

Eduardo Carvajal, CPC-A

Edwina Andrews, CPC-A

Efon Ekpo, CPC-A

Eisen Hower Sargunaraj, CPC-A

Ekta Joshi, CPC-A

Eleanor Hubbs, CPC-A

Elena Iliescu, CPC-A

Elena Sotelo-McCrary, CPC-A

Elisa Roxanne McLaren, CPC-A

Elisha Dawkins, CPC-A

Elizabeth Butler, CPC-A

Elizabeth Jackson, CPC-A

Elizabeth Kahmann, CPC-A

Elizabeth Nelson, CPC-A

Elizabeth Stratman, CPC-A

Elizabeth Susan Jones, CPC-A

Ellen Johnston, CRC, COC

Elyshia Reis, CPC-A

Emily Elliott, CPC-A

Emily Lopez, CPC-A

Erica Carter, CPC-A

Erica Castro, CPC-A

Erica Pitt, CPC-A

Erica Spann, CPC-A

Erin Naea, CPC-A

Erin Shanley, CPC-A

Ernestina Carrasco-Flores, CPC-A

Esmerlyn K Rosario, CPC-A

Esther Fernandez, CPC-A

Esther Volper, CPC-A

Eva Longoria, CPC-A

Eva Rodriguez, CPC-A

Evelyn Thomas, CPC-A

Evelyn Zhang, CPC-A

Fathima Suhail, CPC-A

Felicia Richardson, CPC-A

Fernanda L Gomez, CPC-A

Gampa Laxmi Soujanya, CPC-A

Geethu R, CPC-A

Georgene Daughtry, CPC-A

Gina Gaisser, CPC-A

Gina Jordan, CPC-A

Gina Masters, CPC-A

Glennis Page, CPC-A

Gokila Chinnasamy, CPC-A

Govindu Sagarjyothy, CPC-A

Guduru Alekhya, CPC-A

Gurrampally Chiranjeevi, CPC-A

Hajra Fatima, CPC-A

Haley E Westman, CPC-A

Hannah Partin, CPC-A

Hannath Raseena, CPC-A

Hans Francisco, CPC-A

Haritha D, CPC-A

Harsha Vipin, CPC-A

Harshita Mal, CPC-A

Heather Bailey, CPC-A

Heather Kelleher, CPC-A

Heather Schultz, CPC-A

Heidi Hewitt, CPC-A

Henna Parvin K, CPC-A

Holland (Holli) Vernon, CPC-A

Holly Herrera, CPC-A

Humera Jabeen, CPC-A

Ian Williams, CPC-A

Ishvarya Sivakumar, CPC-A

Iswarya R, CPC-A

Iuliana Mardon, CPC-A

Ivan M Chavez, CPC-A

Iyana Toy, CPC-A

Jackqueline Simmons, CPC-A

Jacquelyn McFarland, CPC-A

Jade Warshel, CPC-A

James Dean Rice, CPC-A

Jane Hawfield, CPC-A

Janelle Peters, CPC-A

Janet Kinsman, CPC-A

Janice S McKoy, CPC-A

Jasmine Ballew, CPC-A

Jasmine White, CPC-A

Jason J Diaz Mori, CPC-A

Jason Jernigan, CPC-A

Jason Williamson, CPC-A

Jataun Jackson, CPC-A

Jeanette Alicea, CPC-A

Jeanna Lott, CPC-A

Jeganathan K, CPC-A

Jennifer Churchill, CPC-A

Jennifer Farnsworth, CPC-A

Jennifer Gary, CPC-A

Jennifer Marie Bresler, CPC-A

Jennifer Parent, COC-A

Jennifer Riner, COC-A

Jennifer Scanlon, CPC-A

Jennifer Slucher, CPC-A

Jennifer Verovich, CPC-A

Jennimarie Ingram, CPC-A

Jenny Fernandez Rodriguez, CPC-A

Jenny Perez Soque, CPC-A

Jeremy Hendricks, CPC-A

Jesmarlynn Ocasio Montes, CPC-A

Jessi Wood, CPC-A

Jessica Paletta, CPC-A

Jessica Rolan, CPC-A

Jessica Shepherd, CPC-A

Jessica Trong, COC-A

Jill Mace, CPC-A

Jill Patricia Boinske, CPC-A

Jill Stamp, CPC-A

Jisha Chandran, CPC-A

Jitendra Kumar, CPC-A

Joan McKenty, CPC-A

Joan Mona Susa, CPC-A

Joann Sorrentino, CPC-A

Joclyn Holman, CPC-A

Jodi Depalma, CPC-A

Jodi Lee Phelps, CPC-A

Jodi Liin, CPC-A

Joellen Terrease Calhoun, CPC-A

John Adam Gillette, CPC-A

Johnetta Lofton, CPC-A

Jolene Tait, CPC-A

Jonni Carden, CPC-A

Jordan Leisure, CPC-A

Joru Yogeshwar, CPC-A

Josefina Garcia, CPC-A

Joseph Orlando, CPC-A

Joshua Raju, CPC-A

Josna Sebastian, CPC-A

Judy Perry, CPC-A

Julia Cohen, CPC-A

Julia Lambert, CPC-A

Julie Frederick, CPC-A

Julie Kuhnhenn, CPC-A

Juliet Lopez, CPC-A

Junae Butler, CPB, CPC

Jusaina Parvin T, CPC-A

Jusaira Kader, CPC-A

Jyoti Sharma, CPC-A

K Feroz Ahmed, CPC-A

Kaliah McLeod, CPC-A

Kalyani Mamidi, CPC-A

Kameshia Adams, CPC-A

Kamilah Byrd, CPC-A

Kandace Hall, CPC-A

Kara Morey, CPC-A

Kara L Christensen, COC-A

Karanki Pavani, CPC-A

Karen Jo Stassin, COC-A

Karen Parsons, CPC-A

Kari Moorefield, CPC-A

Kari Oshirak, CPC-A

Kashish Hapani, CPC-A

Kate Steele, CPC-A

Katherine Marple, CPC-A

Katherine Sikic, CPC-A

Kathleen Craven, CPC-A

Kathryn Eileen Dietzel, CPC-A

Kathryn Ward, CPC-A

Kathy Penfold, CPC-A

Kathy Rinard, CPC-A

Katie Briana Schumaker, CPC-A

Katie Drouin, COC-A

Katrina Davis, CPC-A

Katrina Giana Griffin, CPC-A

Katrina Tesen, CPC-A

Kavipriyaa Sekar, CPC-A

Kavya C M, CPC-A

Kayc Stone, CPC-A

Kayla Heffernan, CPC-A

Kayla McCord, CPC-A

Kaylan Mixon, CPC-A
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Kelley O’Rourke, CPC-A
Kelli Ward, CPC-A, CASCC, COC
Kelly McCaffrey, CPC-A
Kelly Robinson, CPC-A
Kelly Tyner, CPC-A
Kelsey Fry, CPC-A
Keturah Ebersole, CPC-A
Kierra Dandliker, CPC-A
Kim Marie MacKenzie, CPC-A
Kimberly Manning, CPC-A
Kimberly Bollinger, CPB, CPC
Kimberly Delinois, CPC-A
Kimberly Jones, CPC-A
Kimberly Lynn Aylor, CPC-A
Kimmie S Moore, CPC-A
Kiran Singh, CPC-A
Kirankumar K, CPC-A
Kirsten Astrid Schmidt, CPC-A
Kirstyn Shai Woodall, CPC-A
Kisha Shantell Rollinson, CPC-A
Kolliparla Deeksha, CPC-A
Kotha Bhavani, CPC-A
Krista Ross, CPC-A
Kristen Koontz, CPC-A
Kristin Shamoon, CPC-A
Kristina Rickett, CPC-A
Kristy Cottrell, CPC-A
Kuldeep Singh, CPC-A
Kylie Heddings, CPC-A
Kylie Welborn, CPC-A
Lakshmanan Rangarajan, CPC-A
Laltesh Kumar, CPC-A
Lamia Razouane, CPC-A
Lance Tripp, CPC-A
Landon Aaron Peterson, CPC-A
Lara Mary Kiruba, CPC-A
Latisha Yahmeecce Daniels, CPC-A
Latisia Gideon, CPC-A
Latosha Johnson, CPC-A
Latoyia Denise Wynn, CPC-A
Latyna Caldwell, CPC-A
Laura Ann Hallett, CPC-A
Laura Eytchison, CPC-A
Laura Hubbard, CPC-A
Laura Sanders, CPC-A
Lauren Christ, CPC-A
Lauryn Bearden, CPC-A
Leonie Tsen, CPC-A
Leslie Ward, CPC-A
Letesha James, CPC-A
Leticia Moron, CPC-A
Linda Jane K Kon, CPC-A
Linda Massie, CPC-A
Lindsey Ashe Cotton, CPC-A
Lindsey Halstead, CPC-A
Lindsey Moers, CPC-A
Lindsey Vavricka, CPC-A
Lindsie Lee, CPC-A
Lisa Cash, CPC-A
Lisa Fisher, CPC-A
Lisa McLeod, CPC-A
Lisa Olexik, CPC-A
Lisa Thompson, CPC-A

Lokesh A, CPC-A
Lori Chapin, CPC-A
Lori Feichter, CPC-A
Lori Fernandez, CPC-A
Lori Watkins, CPC-A
Lori Wienen, CPC-A, COC
Luann Buonocore, CPC-A
Maddishetty Thirumalesh, CPC-A
Madhuri Gadhe, CPC-A
Madhuri Kedari Salunkhe, CPC-A
Madison Casad, CPC-A
Madison Edens, CPC-A
Madison Lankford, CPC-A
Madison Windham, CPC-A
Maheshwari Kotnala, CPC-A
Malgorzata Struk, CPC-A
Malgorzata Truszkowska, CPC-A
Mamidi Ashmita, CPC-A
Mandy McTeer, CPC-A
Manoj Selvam, CPC-A
Manoj Sivasubramaniam, CPC-A
Maria Allen, CPC-A
Maria Monica V, CPC-A
Mariah Stark, CPC-A
Marilyn Myers, CPC-A
Marisol Pena, CPC-A
Mark Dixon, CPC-A
Marka Gouthami, CPC-A
Mary Bishop, CPB, CPC
Mary Davis, CPC-A
Mary Jacobs, CPC-A
Mary K Ward, CPC-A
Mary McPhate, CPC-A
Mary Salomon, CPC-A
Mary Small, CPC-A
Maryann Pecori, CPC-A
Meagan Bourgeois, CPC-A
Megan Barbour, CPC-A
Megan L Gasiorek, CPC-A
Megan Marson, CPC-A
Megan Messer, CPC-A
Megha Sirohia, CPC-A
Meghri Habashian, CPC-A
Megna Rajeev, CPC-A
Melanie Braud, CPC-A
Melanie Brushwood, CPC-A
Melanie Xiques, CPC-A
Melinda Kurtz, CPC-A
Melinda Like, CPC-A
Melissa Day, CPC-A
Melissa Hughes, CPC-A
Melissa Joy Campbell, CPC-A
Melissa Rusk, CPC-A
Michael Morris, CPC-A
Michelle Lambert, CPC-A
Michelle Lewis, CPC-A
Michelle Morin, CPC-A, COC
Michelle Murcia, CPC-A
Michelle Royall, CPB, CPC
Midiala Pérez Pena, CPC-A
Miguel Cortes Romero, CPC-A
Milagros Noles, CPC-A
Milka Djukic, CPC-A

Miranda L Hinsz, CPC-A
Misty Grabowski, CPC-A
Misty Jenkins Moore, CPC-A
Misung Lee, CPC-A
Miyoshi J Presley, CPC-A
Mohamed Ilyas P, CPC-A
Mohammad Nazma Afsar, CPC-A
Mohammed Ali Mohiyuddeen, 

CPC-A
Mohammed Sayeed Shariff, CPC-A
Mohan Goyal, CPC-A
Mohana Vakkalagadda, CPC-A
Molly Sandrino Bertis, CPC-A
Monika Sharma, CPC-A
Monisha Nicole Long, CPC-A
Moole Sai Gowthami, CPC-A
Morgan Alexander, CPC-A
Morgan Mitchell, CPC-A
Morgan Nicandra Walters, CPC-A
Morgan Salinas, CPC-A
Morgan Taylor Tedder, CPC-A
Mounika Chidunuri, CPC-A
Mridujuna Gogoi, COC-A
Muduthanapally Sandya, CPC-A
Muhammed Lijash K, CPC-A
Mukilan Bakiyaraj, CRC, CPC
Munees V, CPC-A
Munigela Sneha Sri, CPC-A
Muthu Alagammai, CPC-A
Nafeesath T P, CPC-A
Nancy Mora Carrasco, CPC-A
Nandhinipriya Kanchimalaiyan, 

CPC-A
Nandigama Srishailam, CPC-A
Nandini Nandakumar Nair, CPC-A
Nandipeta Rishitha Chary, CPC-A
Naomi Mae Acosta, CPC-A
Narra Sravanthi, CPC-A
Navida A N, CPC-A
Navneet Kaur Bhatia, CPC-A, COC
Nayini Harshitha, CPC-A
Neelam Kushwaha, CPC-A
Neeraj Kharb, CPC-A
Neethu Bini, CPC-A
Neethu Elias, CPC-A
Nethravathi N, CPC-A
Niavelys Orihuela Garcia, CPC-A
Nicole Bateman, CPC-A
Nicole Stahl, CPC-A
Niharika Bohini, CPC-A
Nikki Hardman, CPC-A
Ninfa Nelly Lucas, CPC-A
Nitu Srivastava, CPC-A
Nolan Kelly Spade, CPC-A
Noreen Kaye Davidson, CPC-A
Nyenpu Baby Chie, CPC-A
Olga Rosa, CPC-A
Olga Y Kats, CPC-A
Omnia Abdelsalam, CPC-A
Osmin Morales, CPC-A
P Keerthika, CPC-A
Packia Sundari Sindhu, CPC-A
Padma Satish, CPC-A

Paige Smith, CPC-A
Pakki Harshitha, CPC-A
Pamela Mattison, CPC-A
Pamela Schaeffer, CPC-A
Paramjit Singh, CPC-A
Parminder Gill, CPC-A
Parul Saini, CPC-A
Parvathi Devi Vennu, CPC-A
Patricia Kilbourne, CPC-A
Patricia Sifuentes, CPC-A
Paula Suzanne Lee, CPC-A
Paula Zielke, CPC-A
Pavan Kumar Anagani, CPC-A

Pavani P, CPC-A
Pavankumar N, CPC-A
Peggy F Wesley, CPC-A
Perla Sanchez, CPC-A
Peter Pugh, CPC-A
Pooja Sharma, CPC-A
Poppy Tipton, CCC, CPC
Prabija C, CPC-A
Prachi Ajit Barge, CPC-A
Praveen Dasari, CPC-A
Preethi Kumari, CPC-A
Priyanka Gandhi, CPC-A
Priyanka Ponnusami, CPC-A
Priyanshi Omar, CPC-A
Priyatharshni Rajendran, CPC-A
Pulla Pravalika, CPC-A
Qian Zhang, CPC-A
Quiandra Smith, CPC-A
Quinesyea Williams-Richardson, 

CPC-A
Rachael Babb, CPC-A
Rachakonda Bhavana, CPC-A
Rachel Lutseo, CPC-A
Rachel T Jones, CPC-A
Rajalakshmi Devaraj, CPC-A
Raju Kayarkar, CPC-A
Ram Kumar, CPC-A
Ramesh R, CPC-A
Rameshwari Janardhan, CPC-A
Ramona A Vargas, CPC-A
Ramya Devarapalli, CPC-A
Ranjithkumar M, CPC-A
Ratunya Sorrells-Carothers, CPC-A
Raymond Lomeli, CPC-A
Rebecca Carrick, CPC-A
Rejhana Samardzic, CPC-A
Rekha Patel, CPC-A
Relangi Sri Vidya, CPC-A
Remya Mathew, CPC-A
Renata Kozuchowski, CPC-A
Renee Brown, CPC-A
Renee Goode, CPC-A
Renee M Gross, CPC-A
Renukadevi Sathisbabu, CPC-A
Rhea Brittani McElhenny, CPC-A
Rinajoy Limberg, CPC-A
Rinsi Shajahan, CPC-A
Rinzy M, CPC-A
Robert Bly, CPC-A
Robin Fowler, CPC-A

Robin L Duffie, CPC-A
Robin Paradis, CPC-A
Rodolfo Botello, CPC-A
Rodshanik Harvey, CPC-A
Ron Paredez, CPC-A
Roner Curob, CPC-A
Ronny Hyde, COC-A
Rosa Ledesma, CPC-A
Rosalind Freeman, CPC-A
Rose Lopinto, CPC-A
Rossie M Navey, CPC-A
Rowena Tiongson, CPC-A
Ruksar Khanum, CPC-A
Ruth Hamrick, CPC-A
Sabarieswaran M, CPC-A
Sabin Sivadasan Suseela, CPC-A
Sadhana Natarajan, CRC, CPC
Saidevender S, CPC-A
Sallie Sletterink, CPC-A, COC
Sally Khan, CPC-A
Salupa Kurusamy, CPC-A
Samantha Daghlian, CPC-A
Samantha Lipsey, CPC-A
Samantha Ramirez, CPC-A
Sandra Ehlers, CPC-A
Sandra Gladys Nunez, CPC-A
Sandra Wingate, CPC-A
Sangeetha Palanisamy, CPC-A
Saniya Khan, CPC-A
Sannesia Lawton, CPC-A
Santana Marie Cruz, CPC-A
Santhiya Manickam, CPC-A
Sarah Chaney, CPC-A
Sarah Erickson, CPC-A
Sarah McCammon, CPC-A
Sarah Valdman, CPC-A
Saritha Damera, CPC-A
Savanna Huff, CPC-A
Sean Fitzgerald, CPC-A
Sejal Damania, CPC-A, COC
Selma Nolan, CPC-A
Selvi S, CPC-A
Sesha Saipriya Sreeramoju, CPC-A
Shabana Asharaf, CPC-A
Shabana Banu, CPC-A
Shabitha G, CPC-A
Shafna K, CPC-A
Shaik Huzair, CPC-A
Shaik Shabeena, CPC-A
Shalini Sharma, CPC-A
Shameka Johnson, CPC-A, COC
Shanmugapoorani Ganesan, CPC-A
Shannon Anschuetz, CPC-A
Shannon Moore, CPC-A
Shantella Dieujuste, CPC-A
Shareen Martin, CPC-A
Shaundrecia Barnes, CPC-A
Shayla Bell, CPC-A
Sheila Nigh-Williams, CPC-A
Shekenia Cummings, CPC-A
Shelli Rowland, CPC-A
Shelly Brown, CPC-A
Shenuka Saseendran, CPC-A
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Sherita Dorham, CPC-A
Sherly White, CPC-A
Sherry L Booth, CPC-A
Shilpa Deshpande, CPC-A
Shirisha M, CPC-A
Shirley Giordano, CPC-A
Shirley Wright, CPC-A
Shraddha Sarjerao Shinde, CPC-A
Shubhangi Rajendra Singh, CPC-A
Shundreka Watkins, CPC-A
Shyla Pentecost, CPC-A
Shylaja Sekar, CRC, CPC
Sikha Malik, COC-A
Silpa Bhomadi, CPC-A
Silvana Cruz, CPC-A
Simone Eskridge, CPC-A
Sinimol S, CPC-A
Sirron Ware, CPC-A
Siya Rani, CPC-A
Sneha Prakash Parthe, CPC-A
Snehal Shenkar, CPC-A
Sol Han, CPC-A
Sonseeahray Natika Green, CPC-A
Sravanthi Tadakamadla, CPC-A
Sreelakshmi T R, CPC-A
Sridevi Chinthapandu, CPC-A
Srimathi Manoharan, CPC-A
Stacey Mertz, CPC-A
Stacy Hubert, CPPM, CPC
Stacy Lynn Amado, CPC-A
Stacy Marrero, CPC-A
Stephanie Ablamsky, CPC-A
Stephanie Berowski, CPC-A
Stephanie Desjardins, CPC-A
Stephanie Dresp, CPC-A
Stephanie Eyvette Morris, CPC-A
Stephanie Ferrufino, CPC-A
Stephanie Johnson, CPC-A
Stephanie Norris, CPC-A
Sterling Da Silva, CPC-A
Subashree Panneer Selvam, CPC-A
Sucharita Biswas, CPC-A
Sujatha Balannagari, CPC-A
Sumit Kashyap, CPC-A
Summer Dykeman, CPC-A
Suraj, CPC-A
Suraj Prakash Yadav, CPC-A
Suramu Ramana, CPC-A
Surbhi Sahu, CPC-A
Surya N K, CPC-A
Susan Costello, CPC-A
Susan Cote, CPC-A
Susan Kohary, CPC-A
Susan Parker, CPC-A
Susan Schram, CPC-A
Suzanne Carlier, CPC-A
Suzanne Granowski, CPC-A
Suzanne Snyder, CPC-A
Sweetyben Aghera, CPC-A
Sweta Sanjay Pandey, CPC-A
Sydney Renee Cameron, CPC-A
Syeda Unnissa, CPC-A
T Bharathi, CPC-A

Tacarra Griggs, CPC-A
Tammy Miceli, CPC-A
Tammy Strickland, CPC-A
Tanya Koskey, CPC-A
Tanya Rickli, CPC-A
Tatiana De La Caridad Duque, 

CPC-A
Taylor Hinton, CPC-A
Taylor Renzoni, CPC-A
Teela Anderson, CPC-A
Teerdhala Basavamma, CPC-A
Tejaswini Ketan Kotwal, CPC-A
Tepora Y Tinoisamoa, CPC-A
Teri Martin, CPC-A
Terri Swanby, CPC-A
Tessa Bailer, CPB, CPC
Thabitha Sabu, CPC-A
Thais Pettit, CPC-A
Thasnim Panakkadan, CPC-A
Theodora Arviso, CPC-A
Theresa Malandrucolo, CPC-A
Therese Letendre, CPC-A
Thomasena Chisolm, CPC-A
Thu White, CPC-A
Tia Renee Robinson, CPC-A
Tiffanie Hill, CPC-A
Tiffany Gallant, CPC-A
Tiffany Gregg-Davis, CPC-A
Tiffany Katona, CPC-A
Tiffany Nichole Watkins, CPC-A
Tim Lovelace, CPC-A
Tina Ector, CPC-A
Tina Zerkle, CPC-A
Tomika May, CPC-A
Toni Gibbs, CPC-A
Traci Fowler, CPC-A
Tracie B Greer, CPC-A
Tracie Hoke, CPB, CPC
Tracie Maida Howard, CPC-A
Tracy Barron, CPC-A
Trang Bohannon, CPC-A
Travis Scott, CPC-A
Tricia Greer, CPC-A
Triveni K, CPC-A
Ty Patzer, CPC-A
Udemulla Girija Reddy, CPC-A
Umamaheswari M, CPC-A
Unni Krishnan G, CPC-A
Upma Rajesh Bharti, CPC-A
Vaddadi Priyanka, CPC-A
Vadivukkarasi Shanmugam, CPC-A
Vaishali Bhasme, CPC-A
Vaishnavi, CPC-A
Valarie Marie Hudson, CPC-A
Valarie Valdez, CPC-A
Valerie Larae Yazzie, CPC-A
Vanessa Espinosa, CPC-A
Vanessa Walters, CPC-A
Varkala Kavya Sri, CPC-A
Vasthi Michel, CPC-A
Vatsana Dethleuxay, CPC-A
Velvet Dishon, CPC-A
Veronica Garcia, CPC-A

Veronica Sagg, CPC-A
Vicki Schroader, CPC-A
Victor Mercado, CPC-A
Victoria Adjei, CPC-A
Victoria Aure, CPC-A
Vidyullatha Yalavarthi, CPC-A
Vinaya Waghmare, CPC-A
Vinija Sundaram, CPC-A
Vinita Nakra, CPC-A
Vinny Dinakar Swinston Palaparthy, 

CPC-A
Vinoth Kumar G, CPC-A
Vishnu Chandran, CPC-A
Vishnu S Nair, CPC-A
Viswanatham Surendra, CPC-A
Vyas Khusboo, CPC-A
Wendy Fennell, CPC-A
Wendy Jones, CPC-A
William Barney, CPC-A
Yaddie Delgado, CPC-A
Yamuna Sampath Kumar, CPC-A
Yashashree Chiplunkar, CPC-A
Yisu Wang, CPC-A
Yojana Calnick Gamboa, CPC-A
Yvette Rivero, CPC-A
Zahra Sunderani, CPC-A
Zakia Khan, CPC-A
Zedia Lane, CPC-A

SpecialtiesSpecialtiesSpecialties
Abby Jane Bonagua, CPC-A, CIC
Aldorria Lattimer, CPC, CRC
Alex Bernal, CPC-A, CRC
Alexi Ruiz, CPC, CPMA, CRC, CPC-I, 

CDEO
Alicia S Landry, CPC, CRC
Alisa Taylor, CPC, CPB
Allison Boyer, CPC, CRC
Allison McCullough-Martenet, CDEO
Almedia Kay Cook, CPC, CCC
Alyssa Luciano, COC-A, CPC-A, 

COSC
Alyssa Smitley, CPC, CPB, CPMA
Amanda Crowley, CPC, CGSC
Amanda Daly, CPPM
Amanda Hartranft, CPC, CGSC, 

COSC
Amanda Jane Gallawa Griffith, CPC, 

CPB
Amanda Kycia, CPC-A, CPB
Amber Ann Livingston, CPC-A, CPB
Amber Knight, CPC, COSC
Amber Nicole Molpus, CPC, CIRCC, 

CRC
Amber Valentine, CPB
Amit R Anand, CPC-A, CPB
Amy Crook, CPC-A, CPMA, CUC, 

CPB
Amy Goll, CPC, CIC
Amy Irish, CPC, CPB
Amy McMillen, COC-A, CPC-A, CPB

Amy Mullins, CPC-A, CPB
Amy Nicole Farnworth, CPC, CRC, 

CPMA
Amy Ruppi, COC, CPC, CPMA, CRC
Andrea Lee Kitchens, CPC, CPCO, 

CPMA, CRC
Andrea Montague, CPC, CSFAC, 

CPMA
Angel Bradley, CPC, CPB
Angela Dodd, CPPM
Angela Humphrey, CPC, COSC
Angela I Schweitzer, CPC, COBGC
Angela Zang, CPC, CPMA
Angelia Thomas, CPC-A, CRC
Ania Rivero, CPC, CPMA, CRC
Anitha Jose, CPC-A, CPMA
Ann Marie Greeson, CPPM
Ann Sims, CPPM
Anna Loucks, CPC, CRC
Anna Matty, CPC, COSC
Anna Storey, CPB
Anna T Hammons, CPC, CRC
Annette M Landis, CPC, CPB
April Boyd, CPC-A, CRC
April Kerkstra, CPB
April Pendleton, CPB
Aracely Figueroa, CPC, CPMA
Ashlee Steele, CFPC, CRC
Ashley Antoinette Bethea, CPC, 

CGIC
Ashley Arellano, COC, CPC, CIC
Ashley C Gudel, CPC, CDEO
Ashley Cain, CPC, CRC
Ashley M Brown, CPC-A, CPCO
Ava Martino, CPC-A, CPMA
Avery Lanius, CPB
Aylen Mosquera, CRC
Barbara Butler, CPC, CPMA, CGSC, 

CIC
Barbara Maria Shaw, CPC, CRC, 

CEDC, CDEO
Barbara Satorre, CRC
Belinda Broome, CPC, CPMA
Bethany Wical-Roberts, COC, CPC, 

CIC
Beverly Berley Rn Msn, CPC, CRC, 

Approved-Instructor, CRC-I
Beverly K Bargas, CPC, CDEO
Beverly Kay Wimmer, CPC, CDEO, 

CPB
Beverly Smith, CPPM
Bobbie Shepherd, CPC, CFPC
Bonnie Stewart, CPC, CPMA, CEDC, 

CIC
Brandi Loos, CPC, CDEO
Breanna Rebischke, CPC, CPB, CRC
Brenda Ring, CPC-A, CPB
Bridget Haught, CPC, COBGC
Bridgette Michele Gardenhire, CRC
Bryan Hamrick, CPC, CIRCC
Callie Ann Brown, CPC-A, CRC
Cami Arenaz, COC, CPC, CPB
Candy Robinson, CRC

Cara Spahr, CRC
Carla Gibbs, CPC, CRC, CEMC, 

CPMA
Carlos Marrero, CRC
Carmen Rosa Agnew, CPC, CPMA, 

CRC, CPC-I, CEMC, CCC
Carol Hunt, CPC, CRC
Carolyn Lowe, CRC
Carrie Ellis, CPC, CGIC
Cassandra Bormann, CPC-A, CIC
Casseophea E Lejarde-Khaizen, 

CPC, CCVTC, CPMA
Catherine Kosmala, CPC-A, CPB, 

CPPM
Cathleen James, CPB
Cathy C Anderson, CPC, CPMA
Cathy White, CPC-A, CPB
Champakham Almeida, CPC-A, CPB
Charity Beth Evans, CPC, CPMA
Charla James, CRHC
Charnel Steward, CEDC
Charylou Hererra Serrano, CIC
Chelsea Russell, CPC, CPMA
Cheryl Ann Odesse, CPC, CRC
Cheryl I Haley, CPC, CRC
Cheryl Wegener, CPC, CGSC, CPB
Christian Dismute, CPC, CRC
Christina Dahlmann, CPC, CPB
Christina Joseph Buissereth, CPC, 

CRC
Christina Marks, CIRCC
Christine Dianne Ayop Yee, CIC
Christine Elise Stambaugh, CPC, 

CPMA
Christopher Martini, CPPM
Christy Baldwin, CPC-A, CPB
Chrysten Reinold, CPC, CPCO
Cindy Micho, CPC, COBGC
Cindy G Gillum, CPC, CRC, CEMC
Claretta Devon Sampson, CPC, 

CGSC
Colleen Massey, CPCO
Colleen Miller, CPB
Corleene Mooney, CPPM
Cortney Murray, CRC
Costinela To, CPC, CPMA, CEMC, 

CRC
Courtney Kahler, CPC-A, CRC
Craig Russell, CPC, CRC
Cristie L Malcolm, CPC, CPMA
Cristina Pingul Figueroa, CPC-A, 

CIC
Crystal Crabtree, COC, CASCC, 

COSC
Crystal May, CPC, CRC, CDEO
Crystal Phillips, CPC, CEMC, CEDC
Crystal Stone, CPC, CRC, CDEO
Cynthia A Baldwin, CPC, CPMA, 

CRC
Cynthia Grizzell, CPC, CPB
Cynthia Volsky, CPC, CPMA, CRC, 

CPC-I, CDEO
Cynthia Watson, CPC, CRC
Cyrenea K Cotton, COC, CRC
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Dale Hughes, CPC, CASCC
Danielle Caskey, CPC, CRC, CPMA
Danielle Klepper, CRC, CDEO
Danielle Miller, CPC, CRC, CHONC, 

CPB
Danielle Perotti, CPC, CEMC
Danielle Schrupp, CPC, CRC
Darleen W Sheldon, CPC, CPB
Darlene Torres, CPB
David Wright, CPC-A, CPMA, CPPM, 

CRC
Dawn Ellen Bulow, CPC, CPMA
Dawn Lett, CPC, CDEO, CPMA, 

CPEDC, CRC
Dayana Santos, CPC, CRC
Deanna J Keats, CPC, CPPM, 

CPMA
Deanna R Van Rensburg, CPC, CRC
Deanna Shaw, CPC, COSC
Debora H Perez, CPC, CPB
Deborah A Burge, CPPM, CPB
Debra Alwyn, CRC
Debra Coughlin, CRC
Deena Sanders, CRHC
Dena Rehkop, CPC-A, CRC
Denean Marsh, CPC, CIC
Denise Ehrensberger, CPC, COBGC, 

CEMC
Denise Walsh, CPC, CGSC, CCVTC
Derrick Kennedy, COC, CPC, CPMA, 

CEDC, CEMC, CRC
Diane E Paul, CPC, CPMA, CEMC, 

CPB
Dione Lannie, CPB
Diosmeli Gutierrez Ruiz, CPC, CRC
Dolores Cormier, CPC, CPPM
Donina King, CPC, CDEO, CGIC, 

CPMA
Donna Campbell, CRC
Donna Knight, CPC, CRC
Donna L Hayes, CPC, CRC
Donna Marie Harp, CPC, CFPC, 

CRC
Donna Ryan, CPC, CPB
Donna W Baker, CPC, CPMA, CEMC, 

CRC
Doreen Butterklee, CPB
Dorina Rosenthal, CPC, CPB
Douglas Fugate, CPC, CCC
Dragana Janus, CPC, CPMA
Eboni Haire, CPC, CPMA
Edward Wayne Conway, CPC, CGSC, 

COSC, CRC
Edwardine Fernandez, CPB
Elecia Bodine, CPB, CPCO
Elena Lowe, CPPM
Elicia Anne Tumbleson, CPC-A, 

CGSC
Elizabeth Del Castillo, CPC-A, CRC, 

CPMA
Elizabeth Siddoway Buck, CPC, 

CPMA, CRC, CEMC, CDEO
Elliott Good, CPC-A, CPPM, CPB
Elowyn Jones, CPC, CIRCC

Emelita Penaloza Mario, CIC
Emily Bouromphongsa, CPC, CRC
Emily Broton, CPC, CPB
Emily Zeiger, CEMC
Erica Boissonneault, COC-A, CPB
Eva Clark, CPC, CPMA
Evelin Fernandez Gonzalez, CPC-A, 

CPMA, CRC, CDEO
Evelyn Jeffers, CPC, CRC
Felisa Tennant, CRC, CPB
Francia Geller, CPC, CPMA, CRC
Gayatri Ranganathan, CPC, CRC
Gena Simonson, CPC-A, CRHC
Georgie Sutton, CPC, CRC, CPB
German Fuenmayor, CRC
Gina Sutton, CPC-A, CPB
Ginger James, COC, CPC, CPB, 

CRC, CPMA
Giovanni Flores, CPC, CPMA
Grabiela Juarez, CPC, CPMA
Gredelio P Chillon, CPC, CRC
Heather Balmain, CPC-A, CEMC, 

CFPC
Heather Caddell, CPC, CRC
Heather Davis, CPC, CPB
Heather Kurvers, COC, CPC, CIC
Heather M McCracken, CPC, CPMA
Heather Opitz, CPPM
Heather Rutter, CPC-A, COSC
Heidi Pollock, CPC, CPCO, CPEDC
Hillary R Deyoung, CPC, CPMA, 

CRC
Holly Boyden, CPC, CRC
Holly Elizabeth Bravo, CPC, CPMA
Honora Persson, CPC, CPMA, 

CDEO
Ilka Simmons, CRC
Jacqueline B Hofler, CPC, CPMA
Jacqueline Edwina Bryant, CPC, 

CPB
Jae Hettick, CPC, CPMA
Jael Velazquez, CPC, CPB
Jami Crone, CPC-A, CPB
Jami Lee Vaughan, COC, CPC, CIC, 

CPB
Jamie Leonard Ford, CPC, CPPM
Jamie R Schnacker, CPC, CRC
Jamila Daily, CRC
Jana Hammam, CPB, CPPM
Jane A Zimmer, CPB
Janet T Watson, CPC, CRC, CPMA
Janette Michele Vestuto, CPC, 

CEMC
Janice Rose Konchalski, COC, CPC, 

CPC-P, CRC, CFPC, CPEDC, 
CPMA

Janine Duclos, CPMA, CDEO
Janine Elizabeth Yacovella, CPC, 

CCC
Janine Haughton-White, CPC, CRC
Jean Haag, CPB, CPPM
Jeanne M Cronover, CPC, CFPC
Jeannie Marie Mosinski, CPC, CRC, 

CPMA

Jenifer Lautenbach, CPC, COSC, 
CPB

Jenna Quinn, CIC
Jennifer Burlingame, CPC, CPCO, 

CPMA, CRC, CEMC, CDEO
Jennifer Carter, CPCO
Jennifer Ferrette, CPC-A, COSC
Jennifer Helms, CPC, CPMA
Jennifer Hernandez, CRC
Jennifer Kunz, CPC-A, CPB
Jennifer L Bresson, CPC, CRC
Jennifer M Connell, COC, CPC, 

CPCO, CPC-P, CPB, CPMA, CPPM, 
CRC, CPC-I, CEMC, CENTC, CFPC, 
CGIC, CHONC, CUC, CGSC

Jennifer M Kritz, CPC-P-A, CPB
Jennifer Nelson-Lynds, CPC, CPMA, 

CHONC
Jennifer Sullivan, CPC, CPB
Jennifer Weidner, CPC-A, CPB
Jennifer Wupper, CPC, CRC
Jeremy Stacey, CPC, CRC, CPB
Jessica B Schutte, CPC, CPMA, 

CPB
Jessica E Wegner, CPC, CPMA
Jessica Haider, CPC, CRC, CPMA
Jessica Onakoya, CPC, CPMA, CRC
Jessica Scibilia, CPC, CRC
Jesus Macabeo Costales, CRC, CIC
Jill Briddle, CPC, CCC
Jill Tanner, CPC-A, CPEDC
Jill Trenae Halvorsen, CPB
Jodi Coyne, CPC, CPMA
Joelle Boshart, CPC, CEMC
Johanna Pozo, CPC, CRC
John Joseph, CPC, CPMA, CRC, 

CPB
Johnathan Alexander-Fetterman, 

CPB
Josiah Fauble, CPC, CRC
Joyce Eroh, CPC, CRC
Juan Miguel Sancho, CPC, CPMA, 

CPC-I, CRC
Jujana Riedel Cortez, CPC, COBGC
Julia Call, CRC
Julia Meeks, CPC, COBGC
Julie Appleton, COC, CPC, CRC
Julie Draheim, CPC, CPB
Julie Gottshall, CRC
Julie Zeisig, CPC, CIC
Julio C Paque Pena, CPC, CPB, 

CPMA, CRC, CPCO
June Rudis, CRC
Justine Kay, COC, CPC, CIC
Jyoti Shah, COC, CPC, CRC, COSC, 

CIC
Kacey Serrano, CRC
Kaitlin Quiles, CPB
Kaitlyn McConnell, CPPM
Kana Kim, COC, CPC, CPMA, CRC
Kara Candice Simms, CPC, COBGC, 

CPB
Kara Heer, CPPM
Kara Marie Ray, CPC, CPMA

Karen Aragon, CPC, CRC, CDEO
Karen C Kostecki, COC, CPC, CPMA, 

CPCO
Karen Mills, CPC, CGIC, CGSC, CIC
Karen Murray, CPC, CRC
Kari Turcotte, CPC, CPB
Karl J Olson, CPC-A, CCVTC
Karla Krey, CPC, CPPM
Karren Y Smith, CPC, CCC, CEMC, 

CGSC, CPMA
Karri Lee Howe, CPC-A, CPB
Karthilaxmi Pitchai, CPB
Kasey Krabler, COC, CPC, CPB, 

CPPM
Kate Bourne, CIC
Kate Gilman, CPC, CPCO
Kate Ginish, CPC, CPB
Katherine Hensley, CPB
Katherine Nielsen, CPC, CPMA
Kathlean Downing, CPC, CDEO, 

CEMC, CRC
Kathleen Brandt, CPMA, CRC
Kathleen G Duncan, CPC, CRC, CPB
Kathleen M Davis, CPC, CPB
Kathy Ann Pirtle, CPC, CCC, CPB
Katie Eversole, CPC, CPB
Katie Harris, CRC
Katie Thomas, CPB
Kayla Lopez, CPB
Kaylee Garcia Vargas, CPC, CCC
Kayleen Reyes, CPC, CPMA
Keleigh Allan, CPC-A, CIRCC
Kelley Anne Wood, CPC, CRC
Kelley Royer-Marek, CPC-A, CRC, 

CDEO
Kelly Anselmo, CPB
Kelly D Dennis, CPC, CPC-I, CANPC, 

CPMA
Kelly Irene Montgomery, CPC, 

CASCC
Kelly J Burch, CPC, CRC
Kelsey Rae Dunbar, CPC-A, CDEO
Kenderia Perry, CRC
Kevilyn Joseph, CPC, CPCO
Kim Hahn, CPC, CRC, CDEO
Kim Pool, CPC, CGSC, CGIC
Kim Stevens, CPC, CDEO, CRC, 

Approved-Instructor, CPMA
Kimberly Fortune, CPC, CPB
Kimberly Johnson, CPC, CRC
Kimberly L Miles, CPC, CHONC
Kimberly Lewis, CPCO
Kimberly Pajak, CPB
Kimberly Steiner, CIC
Kimberly Walters Light, CPC, CRC
Kimberly York, CPC, CIRCC
Kira Hein, CPB
Kishore Masilamani, CPC, CCC, 

CCVTC, CPMA
Kristal James, CPC, CPMA
Kristen Marjama, CRC
Kristin Futrell, CPC-A, CPB
Kristin Risbeck, CPC, CIC
Kristy Perez, CPCO

Kristy Thompson, CPC, CPPM
Kwadwo Asiedu, CPC-A, CEDC
Kyna Robbins Bishop, CPC, CPMA
Ladonna K Schaad, CPC, CPMA, 

CANPC, CDEO
Laidy Diana Martinez, CPC, CGIC, 

CASCC
Lakesha N Davis, CPC, CRC
Lalitha Priya Girisan, CPC, CRC
Laura B Sylvia, CPC, CPMA
Laura Meiczinger Summers, CPC, 

CPB
Laura Murdock, CPC, CPPM, CPCO
Lauren Lane, CPC, CPMA, CRC
Laurie J Parenteau, COC, CPC, CCC, 

COBGC, CPMA
Lavontanette Vandyke, CPC, CPMA
Leigh Ann Kubacki, CPC, CPMA
Leslie Marie Pou, CPC, CPCO, 

CPMA, CPPM, CRC, CEMC, CFPC, 
CPB

Leticia Mendez, COC, CPC, CRC
Linda Montano, CPC, CPPM, 

COBGC
Lindsay Britton, CPC, CRC
Lindsay Critcher, CPC, CPMA, 

CDEO
Lindsay Lee Brewer, CPC-A, CRC
Lindsey Cleek, CPC, CRC
Lisa Chopp, CPC, COSC
Lisa Feiveson, CPC, CRC, CPB
Lisa H Johnson, CPC, CPC-I, CPMA
Lisa L Campbell Phd, COC, CPC, 

CPMA, CRC, CPC-I, CPB
Lisa Mangino, CPC, CRC
Lisa Masten, CPC, CPB
Lisa Morris-Lane, CPC-A, CPB
Lisa Preidis, CPC, COSC
Lizabeth Gosey, COPC
Lois Fox, CPC, CPMA, CIC
Loraine Coutcher, CRC
Lorenz Wong Visaya, CIC
Loretta Benedick, CPPM
Lori Ann Lowrey, CPC, CDEO, CPB
Lori Deluca, CPC, CIRCC
Lori E Dafoe, CPC, CPMA, CRC, 

CEMC, CPCO
Lori L Rager, COC, CPC, CPB
Lorie Wells, CPC, CPB
Lorna White, CRC
Lorrie Villarreal, CPB
Louise Williams, CIC
Lovely Papa Rodriguez, CIC
Lucied Ramirez, CPC, CPMA
Lynda Mantarro, CPC, CPMA
Lynda Wright, CPC, CPMA
Lyndall Oestriecher, CPC, CRC
Lynn Ellis, CPC, CPMA, CPB
Lynn Leary, CPC, CRC
Lynn McNamara, CPC, CEMC
Lynn Watson, COC, CPC, CRC
Maaz Raja, CPCO
Madison Fox, CPC-A, CANPC
Maegan Bridgewater, COBGC
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Marcia O’Brien, COC-A, CPC-A, CIC
Margaret Lagneaux, CPPM
Margaret Schiedler, CPC, CPMA
Maria Carmen Puerto, COC, CPMA, 

CRC, CPB
Maria Mercado, CPC, CPB
Marianne Victoria Oliveros Del Mar, 

CIC
Marie A Keller, CPC, CEMC, CEDC
Marie Bissonnette, CPC, CRHC
Marissa Heavener, CPB
Martha D Wright, CPC, CHONC
Mary Ann Ambert, CPC, CPMA, 

COPC, CPB
Mary Asbury, CPC, CIC
Mary Conran, CPB
Mary Mendes, CRC
Mary Spodnik, CPPM
Maryanet Cristo Barrios, CPC, CRC
Mauleen Cruickshank, CPC, CRC
Maylin Molina Reyes, CPC, CRC, 

CPMA
Megan Christine Yerian, CDEO
Megan Kollmansberger, CPC, 

COBGC
Megan Lythgoe, CPC, CPB
Melba De La Cruz, CPC-A, CRC
Melinda Chanley, CPC, CRC
Melisa Stadler, CPC, CRC
Melissa Cross, CPC-A, CANPC
Melissa Jones, CPC, CUC
Melissa L Kulavic, CPC, CPMA, CRC, 

CDEO
Melissa Roe, CEMC, CPMA
Melissa Williams, CRC
Mercy Carolin Immanuel, CPC-A, 

CEMC
Merjim Macawile, CPC-P, CPMA
Michael Dosdos, CRC
Michele Milord, CRC
Michele Perry, CPC, CPC-P, CRC
Michelle Albert, CPB
Michelle Graham, CPC, CDEO
Michelle Maxwell, CPC, CPB
Mindi Generalao, CPC, CPB
Miranda New, CPC, CHONC
Misbah Ali, CPC-A, CPMA
Misty B Burkett, CPC, CIC
Misty Lepere, CPB
Molly M Purvis, CPC-A, CPB
Mona Hoover, CPC, CPPM
Monica Alvarado Balasquide, CPC-A, 

CPMA
Monica Burau, CPC-A, CANPC
Monica E Garcia, CPC, CPMA
Monika Deepak, CPC-A, CPMA
Monique Wilson, CPCO
Nadine Nunez, CPC, CHONC, CPB
Nancy Berglund, CPC, CPB
Natalie Solomon, COC, CPC, CPB, 

COBGC
Nataliya Lage, CEMC, CRC
Nerisa Clemons, CPC, CRC
Nicole Anderson-Laraway, CPB

Nicole Coleman, CPC, CRC, CPMA
Nicole Englehart, CPC, CGSC
Nicole Gordon, CPC, CRC, COSC
Nicole Hanshew, CPC, CRC
Nicole L Smith Milton, CPC, CDEO
Nicole Tovatt, CPB
Nicole Williams, CRC
Nicole Wright, CPC, CUC, COBGC
Nikki Whitley, CPC, CPMA, CRC, 

Approved-Instructor, CDEO
Olivia J Joe, CPC, CASCC
Padmini Kalyandurg, CPPM
Palwasha Abbasi, CPMA
Pam Beck, CPC, CRC
Pam Vanderbilt, CPC, CPMA, CPPM, 

CPC-I, CEMC, CDEO
Pamela Glazier, CPC, CGIC
Pamela Jane Lungulow, COC-A, 

CPC-A, CDEO, CIC, CPB, CRC, 
CPMA

Pamela Smith, COC, CIC, CRC
Panchy Peoples, CPC, CPB
Patria Johnson Jones, CPC, CPMA, 

CRC
Patricia Ann Wayne, CPC, CPB
Patricia Brabant, CPC, CEMC
Patricia Brace, CPC, CEDC
Patricia L Buhr, CPC, CPPM
Patricia Swain, CPC, CPPM, CPCO
Pattiann Young Minnick, CPC, CRC, 

CEMC, COSC, CPMA
Patty Urban, CPC, CPCO, CPB
Pedro Perez, CRC
Penelope Ritchie, CRC
Pranali Deshpande, CPC, CPMA
Rachel Hartgrove, CPCO
Rachel Rials, CPC, COBGC
Rachel Shelley, CPC, CRC
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Raylene Pollock, CPC, CPCO
Rebecca Anderson, CIC
Rebecca Duncan, CPC-A, CRC
Rebecca Geffe, CRC
Rebecca Hensley, CPC, CRC
Rebecca Jones, CPC, CPCO, CPB
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CEMC, CRC
Renata Fiordaliso, CPC, CRC
Rene Meyer, CPC, CDEO, CRC, 

CEDC, CEMC, CPEDC
Renee Garlock, CPC, CPCD
Renetta Hollingsworth, CPC, CPMA, 

CEDC, CEMC, CRC
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Rhonda Alfaro, CPC, CRC
Rhonda Dianne Lively, CPC, CPPM, 

CRC
Rhonda L Elston, CPC, COPC, COBGC
Rikki Van, CPC, CRC
Rita Fae Aulbach-Emira, COC, CPC, 

CPB, CPMA, CRC, CPCD, CRHC, 
CEMC

Robbin Copeland, CRC
Robert Dan Panti Guerrero, CRC, CIC

Robert Lipsitz, CPPM
Roberto Rodriguez, CRC
Robin Ann Bartlett, CPC, CPMA
Robin Erinn Bay, CPC, CPMA, CDEO
Robin Gilliam, CPC, CPMA, CPCO
Robyn M Stock, CPC, CPMA
Robyn R Berry, CPC, COBGC, 

CPMA
Rory Renee Roen, CPC, CPMA, CRC
Rosa Gonzalez, CRC
Rose Ann Oblino Atienza, CPC, CIC
Rosemary Pillado, CDEO
Roslyn Lois Jones, CPC, CPCO, CRC
Ryann Kreilich, CPC-A, CPB
Samantha Ward, CPC, CPB, CRC
Samar Jaouni, CPMA
Sandi Wagenblast, CPC, CRC, 

CPMA
Sandra Rodriguez, CPC, CRC, 

CPMA
Sandra Toland, CPC, CFPC, CGSC
Santana McGraw, CPC, CDEO, 

CPMA, CRC
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haram, CPC, CPMA
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Sarah Kos, CPC, CRC, CDEO
Sarah Munzner, CPC-A, CRC
Sarah Owens, COC, CPC, CRC
Sarah Thacker, CPB
Savita G Prashad, CPB, CPPM
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Shana Maya, CPC, CPCO, CPB, 

CPMA
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CPB
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CRC
Souvik A Dasgupta, CPC, CPMA
Sowmya Shrivastava, CPC, CDEO
Sowmya Yelagandula, CPC, CRC
Soyoung Lee, CPB
Stacey Chattin, COC, CRC
Staci Kuhnhenn, CPC, CRC, CPMA
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Stacy Dambrosio, CPC, CPMA
Stasia Holmes, CPC, CEMC, CPMA
Stefanie Muntean, CPC, CPMA
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CPB
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Teresa L Hollingsworth, CPC, CPB
Teresa Nash, CPC, CDEO, CPMA, 

CEMC, CRC
Terri Greenough, COC, CIC
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Tracie Haggard, CPPM
Tracy Knipstein, CPC, CIC, CPMA, 
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Valerie Holsinger, CPC, CPEDC
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Valorie K Fox, CPC, CPMA, CDEO
Vanessa McLendon, CPC, CPMA
Vanessa Sadeo, CPC, CRC
Vanina Soriano, CPB
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Veenu Dhaliwal, CPPM, CPB
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Victoria Benedict, CPC, CPMA, 
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Many Certified Professional Coder-Apprentices (CPC-As®) are 
frustrated when they cannot find employment because of inex-

perience. Organizations recognize this issue, as they have a hard time 
filling vacant positions with coders who have adequate experience. 
The solution for some companies has been to participate in AAPC’s 
Project Xtern program, which allows companies to cultivate CPC-As® 
as they see fit. At the end of the training program, these individuals 
are often considered candidates for open coding positions within the 
organization. 

The coding process is far more complex than most newly certified 
coders realize, however, so seeking a mentor is highly advisable.

Realize the Benefits of Mentoring
Mentoring is beneficial to both the coder and mentor, as well as the 
participating organization. For the coder, having someone to go to 
when questions arise builds confidence in their developing skills. The 
mentor often develops a renewed sense of joy for coding as they see 
it through fresh eyes. Error reduction is just one of many benefits for 
organizations.

Mentoring also strengthens the coding community. A mentor 
who is dedicated to the ongoing pursuit of knowledge and sharing 

information benefits AAPC membership. Often those who have 
had good experiences with a mentor pay it forward and share lessons 
learned with new coders.

How Do You Find a Mentor?
There are several ways to find a mentor:

• Utilize AAPC’s Mentorship Program 
• Network through social media (e.g., Facebook, LinkedIn)
• Participate in AAPC forums 
• Attend local chapter meetings
• Attend regional or national conferences 

When you do find a mentor, be mindful of their time. Always be 
humble and kind and express gratitude for the knowledge you have 
gained working with the mentor.

Recognize a Good Mentor 
Qualities you should look for in a mentor include:

• Demonstrates knowledge of coding guidelines 
• Uses authoritative references when offering guidance
• Exemplifies integrity and professionalism in the workplace
• Shows patience while working with others
• Makes time for others

Mentors should formulate and design programs that promote col-
laboration between inexperienced and experienced coders. Becoming 
active in your AAPC local chapter, attending meetings regularly, and 
assuming responsibility as an officer will broaden your networking 
opportunities with experienced coders and other healthcare business 
professionals.

Asking questions is part of the learning process. As you acquire 
skills, you may find that you emulate your mentor in both coding 
and demeanor and in interpersonal interactions with colleagues, 
providers, and leadership. 

Valerie Fernandez, PhD, MBA, CPC, COC, CPMA, CRC, CCS, is an ICD-10-CM and ICD-10-
PCS trainer with over 20 years of progressive healthcare management experience. She is the 
coding integrity manager at Duke Health and an active member of several professional societies, 
including AAPC, AHIMA, and HFMA.

Remove the  
‘A’ With Help 
From a Mentor
Learn what it takes to succeed  
in coding, from those who  
have gone before you.

Resources
Project Xtern, www.aapc.com/medical-coding-jobs/project-xtern

Mentorship Program, www.aapc.com/resources/mentor.aspx

Practicode is another great way to gain the experience you need to remove your 
apprentice “A.” Successful completion of this online program removes one of the two 
years’ experience requirement. Go to www.aapc.com/practicode for details.

■ CODER’S VOICE
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AAPC DL

Get started on your next certification today.

Learn more at aapc.com/move-ahead

MAKE 2021 THE YEAR
YOU MOVE AHEAD.
Register now to train for a new certification.

Save 35% on your training course.



AAPC B2B

Optimize your 
revenue cycle today.  

Streamline your revenue cycle with our complete business solution 
platform. From customized training to audit services and everything 
in between, we have what you need to stay ahead. 

https://www.aapc.com/business/
Call today for a free consultation: 844-825-1679
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