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Go Green!
Why should you sign up to receive Healthcare Business Monthly in  
digital format?

Here are some great reasons:

• You will save a few trees.

• You won’t have to wait for issues to come in the mail.

• You can read Healthcare Business Monthly on your computer, tablet, or 
other mobile device—anywhere, anytime.

• You will always know where your issues are.

• Digital issues take up a lot less room in your home or office than paper 
issues.

Go into your Profile on www.aapc.com and make the change!

September 2015

Ask the Legal Advisory Board
From HIPAA’s Privacy Rule and anti-kickback statute, to compliant coding, to fraud 
and abuse, there are a lot of legal ramifications to working in healthcare. You almost 
need a lawyer on call 24/7 just to help you make sense of all the new guidelines. As 
luck would have it, you do! AAPC’s Legal Advisory Board (LAB) is ready, willing, and 
able to answer your legal questions. Simply send your health law questions to LAB@
aapc.com and let the legal professionals hash out the answers. Select Q&As will be 
published in Healthcare Business Monthly.
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Letter from Member Leadership

Strength in Numbers … and Letters
We are fortunate to be an active part of the transition to ICD-10. We are participating in 

healthcare history. Some individuals only have read about the transition, while AAPC 
has been living it, breathing it, and consuming it for the past few years.

We have seen highs and lows, anger and excitement. Through it all, the one constant has 
been one another. This community spirit has strengthened us as individuals and as a group. 
This change affects each of us, regardless of our job title or specialty. It does not matter what 
credential(s) we hold, we have all been feeling the affects of this transition.

Rhonda Rounded Up the ICD-10 Troops
The community spirit has been alive and well at AAPC, and our community cheerlead-
er throughout this change has been Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, 
CGSC, COBGC, CPEDC. She championed for AAPC to be heard, and the Centers for Medi-
care & Medicaid Services (CMS) listened. She rounded us up and informed us whenever any-
thing ICD-10 was in the news. As a group, we are informed, educated, and ready. Thank you, 
Rhonda, for all you have done and continue to do. We are indebted for all of your hard work.

United We Stand
As a group, our strength continues to be in our growing membership numbers. We are a voice 
that’s heard. I am still in awe when I conduct code set training; the enthusiasm of the partic-
ipants is infectious. It’s a pleasure to watch members learn something new, and who are anx-
ious to get back to the office to share the knowledge they have gained. It makes me proud to be 
a part of this organization and this coding community.

Now, the Real Fun Begins
We’ve been preparing for years. On October 1, 2015, the real fun begins. We’ll soon learn how 
ICD-10 will affect our day-to-day activities. As a group, we’ll continue to grow and experience 
this history-making process. 
As the next phase unravels, the one remaining constant is this organization — this incredible 
group of professionals who are committed to learning and growing, and helping each other. 
We have strength in numbers. And remember: In ICD-10, letters matter, too!
Good luck to each of you! Please let us know how you are managing.

Take care,

Jaci Johnson Kipreos, CPC, COC, CPMA, CPC-I, CEMC
President, National Advisory Board

It does not matter what 
credential(s) we hold, we 
have all been feeling the 
affects of this transition.
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Please send your letters to the editor to:  
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July 2015

Update Radiation Oncology Coding: 21 
2015 puts a new spin on oncology payments

Get Your Revenue Wheels Turning: 42 
Reach peak performance when staff works together

Ticktock Starts the Clock: 53 
Follow locum tenens 60-day rule guidelines

July2015_HBM.indd   1 16/06/15   6:53 pm

Speak Up and Be Heard!
Do you have a question regarding information found in Healthcare Business Monthly? 
Or maybe you have a difference in opinion you would like to share with your peers? 

Write us at: letterstotheeditor@aapc.com. 

Timed Therapy Services Require at Least 8 Minutes
The final example in “Common Chiropractic Procedures Aren’t Always Straightforward” (July 2015, 
pages 26-27) reports seven minutes of manual therapy and 15 minutes of strengthening exercises us-
ing 97140-52 Manual therapy techniques (eg, mobilization/ manipulation, manual lymphatic drainage, 
manual traction), 1 or more regions, each 15 minutes-Reduced services and 97110-59 Therapeutic proce-
dure, 1 or more areas, each 15 minutes; therapeutic exercises to develop strength and endurance, range of 
motion and flexibility, only-Distinct procedural service. I disagree with this because the total time is 22 
minutes, which means you may bill only one unit of a timed therapeutic service. Because 15 minutes 
of exercise is documented, I would bill 97110, alone.
As a previous payer, I would only pay for the exercises based on the documentation. As a coder, I would 
have a conversation with the physical therapist about coding and guidelines.
Tina Hall, CPC
You are correct. Outdated coding resources may advise appending modifier 52 if the provider spends less than eight minutes per-
forming a timed therapeutic service; however, the most recent Medicare Claims Processing Manual, chapter 5, section 20.2 states, 
“When only one service is provided in a day, providers should not bill for services performed for less than 8 minutes.”

Healthcare Business Monthly

N18.2 = CKD Stage 2 and N18.3 = CKD Stage 3
Code descriptions for N18.2 and N18.3 in the Covered Diagnosis Codes chart on page 28 (July is-
sue) should be:
N18.2  Chronic kidney disease, stage 2 (mild) 

N18.3 Chronic kidney disease, stage 3 (moderate)

Kidney Transplant Coding Correction
Two examples from “Kidney Transplant Coding in Brief” (July 2015, pages 28-29) require correc-
tion. 
The first example describes a patient with bilateral kidney failure who is undergoing bilateral recip-
ient transplantation. Because the patient is undergoing a nephrectomy at the same time as the trans-
plantation, correct coding is 50365-50 Renal allotransplantation, implantation of graft; with recipi-
ent nephrectomy-Bilateral procedure rather than 50340-50 Recipient nephrectomy (separate procedure), 
as stated.
In the second example, nephrolithotomy is reported using 50060-50075 Nephrolithotomy …, as ap-
propriate, rather than 50340.
Patty Basa,  CPC, CPMA, CCVTC

Unlisted Code Doesn’t Describe Bicep Tenotomy
“Arthroscopic Shoulder Debridement Bundles Bicep Tenotomy” (July 2014, page 36) incorrectly 
states that when separately reported, the correct code choice to describe arthroscopic bicep tenotomy is  
29999 Unlisted procedure, arthroscopy.

Arthroscopic bicep tenotomy is never reported with 29999. Rather, it is al-
ways inclusive of debridement and is described by either 29822 Arthroscopy, 
shoulder, surgical; debridement, limited or 29823 Arthroscopy, shoulder, surgi-
cal; debridement, extensive, as appropriate to extent of the debridement.
Healthcare Business Monthly
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I had worked as a Certified Registered Central Service Technician (CRCST) in the op-
erating room for over 10 years when I received an email from the educational depart-
ment about a medical coding program scholarship opportunity. I had no clue what 

medical coding was, but I was interested. I applied and was granted a scholarship. I start-
ed the course while I worked full time. The more I learned, the more I wanted to become 
a coder. The thought of telling a patient’s story with numbers was intriguing.

Time to Get Certified
After graduation, I was fresh and excited and wanted to take AAPC’s Certified Profes-
sional Coder (CPC®) exam. I took my first exam nervous and unprepared; I didn’t know 
what to expect. I had never taken a test lasting 5 hours and 40 minutes. I did not com-
plete the exam and failed the test. I remember thinking to myself, “I ran out of time, 
that’s it.”

If at First You Don’t Succeed, Try, Try Again
I scheduled to take the test again. All I needed was to work on my timing, so I thought. 
I took the exam again, and my timing was better. I failed the exam again, however. I 
took the exam three more times. I was at my wits’ end; I was so close to passing each time.
I knew that I was too close to give up. Besides, my children were watching and I wanted 
to set a good example. I knew that for me to pass, I had to do something I hadn’t done on 
the other exams. I logged on to the AAPC website to reschedule and to browse. It nev-
er occurred to me that AAPC was there to help me succeed. All I had to do different-
ly was ask for help.

Help Me, AAPC!
I saw the names of my local chapter officers and I called the first name I saw, President-
elect Donielle Martin, MBA, CPC. Martin was warm, empathetic, and listened with 
attention while encouraging me. I had no clue she was the local chapter president at the 
time; it wasn’t important. Martin went right to work and introduced me to Member 
Development Chair Rhonda Carney, CPC. Carney, while in school herself, became 
my tutor. I was excited to be a part of such an organization. I took the exam again, and I 
failed, again. I called Carney and she didn’t allow me even a moment of self pity.

Seventh Time Is a Charm
Carney told me, “We are going to meet and go over section by section. You can do this! 
Everything you need to know to pass is in the book.” I took the exam for the seventh time 
on June 13, 2015, and I passed! I was ecstatic.
I remembered something my daughter told me, “You don’t fail until you give up.” For 
anyone who wants to give up I say, “Reach out.” There are so many resources available 
for members through AAPC. 

#
Ia
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I Am AAPC

#IamAAPC
Healthcare Business Monthly wants to know why you chose to be a healthcare 
business professional. Explain in less than 400 words why you chose your healthcare 
career, how you got to where you are, and your future career plans. Send your  
stories and a digital photo of yourself to Michelle Dick (michelle.dick@aapc.com) or 
Brad Ericson (brad.ericson@aapc.com).

SAMANTHA TURMAN, CPC-A, CRCST, CIS

The more  
I learned,  
the more  

I wanted to 
become  
a coder.
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By MariaRita Genovese, CPC, PCS

AAPC Chapter Association

A successful organization can be attributed to its leaders. Through 
effective leadership, individuals are influenced, inspired, motivat-

ed, and aided in achieving personal goals that ultimately serve to el-
evate the entire team. 
Some people are born leaders, but even they have a learning curve. 
Being an effective leader means always looking to improve inher-
ent skills and learn new ones. Leaders must possess certain key skills, 
whether inherent or learned — namely, the ability to collaborate, 
communicate, and conceptualize.

Collaborate
Leadership may seem like a solitary endeavor, but it is far from it. 
Leaders who are disconnected from their team produce poor results. 
Leaders must be able to work cooperatively with everyone: physicians, 
staff, patients, vendors, etc. They must also be able to promote collab-
oration within the entire team.
As a leader, make a point to get to know your team — how they work 
and how they live. Embrace individual personalities and promote ac-
ceptance. This will create relationships built on respect, which will 
improve your ability to manage and motivate others.

Communicate
Communication is an essential skill for a leader. Not everyone pos-
sesses this skill, so it is the leader’s responsibility to facilitate commu-
nication among the ranks. Leaders who have an open door policy and 
promote productive communication within the organization will see 
far better results.
Communicate expectations clearly and concisely, always be approach-
able, and listen to what your coworkers and colleagues have to say.

Conceptualize
Leaders are visionaries. Anyone who focuses on just his or her role is 
incapable of seeing the big picture. Tunnel vision puts restraints on 
everyone involved.
Share your vision and strategies so your team knows where you stand 
and understands how they fit into the big picture. Be open to new 
ideas, even if they’re not your own. Take risks and accept the conse-
quences of those risks.

Stretch Beyond Your Comfort Zone
If being a leader is out of your comfort zone, but you really want to ad-
vance in your career, start out slow. For example, volunteer in your 
chapter and run for a low-level officer position. When you’re more 
confident, run for president. Our chapters need dynamic leadership, 
so think about volunteering today and help us grow great chapters. 

Maria (Rita) Genovese, CPC, PCS, is director of operations, Department of Medical Oncolo-
gy and Jefferson Infusion Centers, Thomas Jefferson University. She manages a practice of over 
50 physicians, two outpatient infusion centers, and a support staff of 200. Genovese has over 20 
years of experience in billing and practice management, most recently in the areas of family 
medicine and medical oncology. She also educates physicians and staff in medical coding and 

compliance regulations. Genovese serves as president of the Greater Philadelphia Chapter, and served as either 
chapter president or vice president in 2008, 2010, and 2012. She is a Region 1 representative of the AAPC Chapter 
Association and a former member of AAPC’s National Advisory Board.

Develop the skills 
necessary to advance your 
organization to greatness.

Inspire Through  
L E A D E R S H I P

Anyone who focuses on just his or her 

role is incapable of seeing the big picture.
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Local Chapter News

More than 500 local chapters make up the backbone of AAPC. Ev-
ery year these chapters celebrate May MAYnia as a fun way to pro-
vide quality education, draw in new members, and network with col-
leagues. Here are four more chapters who made May MAYnia a mem-
orable event this year.

Madisonville Pennyrile, Kentucky

May MAYnia, for the Madisonville Pennyrile Kentucky chapter, 
was all about fun, facts, and food. The fun part was the prize draw-
ings. “After our speaker finished, we drew from the wonderful priz-

es AAPC furnished for our chapter,” said President Charlotte Kay 
Lynn, COC, CPC, COBGC. “I don’t know which was the bigger 
hit: the books or the $50 gift certificates. The ladies love free items!” 
The theme of their event, “Fraud and Abuse: Behind the Scenes from 
a Compliance Perspective,” was also a big hit. For this chapter, May 
MAYnia was a success with 22 people in attendance. “We even had 
two non-members sign up for the free membership,” Lynn said. “A 
good time was had by all.”

San Juan, Puerto Rico
AAPC’s San Juan, Puerto Rico, local chapter hosted a May MAYnia 
event, featuring Carmen Ibarrondo, CPC, who spoke of the “Impact 
of Medical Documentation with ICD-10-CM.” After the conference, 
temporary member certificates and AAPC May MAYnia certificates 
supplied by AAPC were awarded to participants through a drawing. 

President Addiss Maldonado Mendez, MD, CPC, CEDC, CPMA, 
was thrilled with the turnout and told AAPC, “Thanks for your sup-
port and we would be honored if you ever visit our chapter.” 

Statesville, North Carolina
Statesville, North Carolina, local chapter also hosted a May MAYn-
ia event, according to Education Officer Juliana Kathman, CPC. 
Their theme: The Garden of Eatin’. The event began with a smooth-
ie demonstration and tasting. Then, they settled in for an insightful 
presentation about bariatric surgery and the gastrointestinal (GI) sys-
tem; followed by a game of GI Jeopardy. In addition to the door prizes 

Focusing on Our Chapters
Successful May MAYnia reports continue to flood our mailbox.

Charlotte Lynn, president (aqua shirt); Mary Sims, vice president (multi-colored blouse); Linda 
Noel, secretary (pink jacket); Gwen Pruitt, speaker (tan sweater); Elizabeth Johnson, chapter 
member and photo “bomber” (tan shirt); Billie Ann Bevels, chapter member (gray shirt)

Speaker 
Gwendolyn 
Pruitt captivates 
the audience.

(R-L) San Juan Puerto 
Rico chapter officers: 
President Addiss 
Maldonado, MD, CMC, 
CPMA, CEDC;  
Secretary Raquel 
Manzano, PCP;  
Treasurer Brenda 
Galvez, CPC 
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Local Chapter News

provided by AAPC, the chapter also raffled off vegetable and fruit 
baskets, as well as a GNC gift, an Avon basket, and polo shirts. Natu-
rally, there were plenty of good treats, too, which consisted of cut veg-
etables, corn chips, and varieties of dips and salsas. “We have a great 
officer team!” said Kathman.

Sumter, South Carolina
The Sumter, South Carolina, local chapter chose a Hawaiian luau 
theme for their annual May MAYnia. Each officer provided a luau-
themed dish, which consisted of Hawaiian meatballs, sweet and sour 
Hawaiian chicken wings, Hawaiian fruit trays, BBQ pulled pork 
with Hawaiian rolls, and sparkling fruit punch. Officers greeted each 
attendee with a lei and a letter describing AAPC and the importance 
of local chapters. 
The agenda for the event consisted of amazing presentations about 
the need for clinical documentation improvement (CDI), present-
ed by Courtney Gainey, RN, CDI supervisor for Tuomey Health-

care System; physician queries and staying compliant, presented by  
Christin Brodrick, CPC, chapter president and coding supervi-
sor for Tuomey Healthcare System; and ICD-10-CM practice cod-
ing using Disney characters, presented by Lahoma Brasfield, CPC. 
Throughout the evening, there were drawings for door prizes, includ-
ing five codebooks, AAPC Bucks, calendars, pens, pencils, and more. 
The grand prize winner was Catina Tomlin, CPC, who won a per-
sonalized coding gift basket filled with an ICD-10-CM codebook, 
ICD-10-CM workbook, T-shirts, notepads, pens, pencils, highlight-
ers, $50 in AAPC May MAYnia money, hand lotion, and of course, 
candy! At the end of the meeting, attendees were given a thank you 
card expressing gratitude for supporting their local chapter. 

Tip: Use these ideas, and those of other chapters we’ve featured in the past few issues, to help plan 
for your chapter’s May MAYnia event in 2016!

Catina Tomlin 
was the grand 
prize winner.

President Christin 
Brodrick (left) and 
Crystal Junious-Green

Attendees team 
up to see who’s the 
fastest ICD-10 coder 
in the south!

Healthcare Business Monthly is spotlighting local chapters with photos and stories. If your 
chapter would like to be featured, please contact your AAPC Chapter Association regional 
representative or send your information to kudos@aapc.com. In sharing what your chapter is 
doing, others will benefit.

We ask for your stories to be short and your photos to be high resolution and clear. Send us 
highlights of what happened in your chapter recently. Spotlight your special events, coding 
training, special speakers, fundraising results, or honors bestowed on chapter members. 

April Johnson was just one of the 
many lucky door prize winners.
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■ MEMBER FEATURE
By Michelle A. Dick

JANYA GLADU
Janya Gladu, CPC, CPB, arrived in United States 
in December 1999, just before Christmas. She said, 
“I loved it all — festivities, decorations, and lights 
— coming from a country that hadn’t celebrated re-
ligious holidays for over 70 years.” Months later, she 
was married to a man to whom she was introduced 
during his missionary trip, giving aid to orphanag-
es in Russia.
Gladu came from a math and computer technolo-
gy background. She said, “I have a master’s degree in 
mathematics and a secondary degree in computing 
technology. I also attended religious college with a 
degree in Director of Sunday School.” In Russia, she 
had taught math to high school students and orga-
nized Sunday school, worked with teens at her local 
church, and taught Bible studies to boarding school 
students. 
In America, Gladu wanted to find part-time work in 
a field related to math. She said, “I saw advertising 
for a coding school in a magazine.” Gladu thought, 
“What a perfect start! It could lead anywhere in the 
medical field.” She took the advice of a friend to find 
a school or courses locally, not online. 

Getting in the Trenches to Overcome Challenges
Gladu finished Seacoast Career School in Sanford, 
Maine, as a health claim student, and in 2013 she 
completed her Certified Professional Biller (CPB™) 
medical billing course. She said, “I scored an ‘A’ in 
both!” Gladu proudly passed her exams to obtain 
Certified Professional Coder (CPC®) and CPB™ cer-
tifications.
Gladu loved learning anatomy and medical termi-
nology, but spelling and pronunciation were dif-
ficult. She said, “The majority of all that knowl-
edge was new for me, as English was my second 
language.”
The language barrier was evident for Gladu while 
she worked at the hospital. She said, “I am not talk-
ing about discrimination, but immigrants who ar-
rive in this country as adults have an accent to deal 
with.”

Getting Involved and Volunteering
Gladu worked at Huggins Hospital in Wolfeboro as 
a Medicaid biller, but isn’t currently working in the 
medical field. This year, she is secretary of the Sea-
coast-Dover, New Hampshire, local chapter, with 
the encouragement of Pam Brooks, CPC, COC, 
PCS. 
Gladu’s advice to members who are facing challeng-
es: Volunteer! She said, “If you love what you are do-
ing, go for it! Volunteer to let people get to know who 
you are and your abilities … This way they will be 
more comfortable to make a decision to hire you.” 

With DEDICATION,  
Dreams Come True in AMERICA
Members immigrate to the United States and hurdle over career 
barriers in the healthcare industry.
If you think medical coding is hard, try learning it when English isn’t your first language. Medical terminology is difficult, anatomy and 
pathophysiology are confusing, and doctors’ notes can be challenging to decipher — throw into the mix all of the payer and government 
rules and regulations and it’s a wonder anyone — let alone someone with a language barrier — can make sense of it all.

Meet four incredible women whose struggles and successes should serve as inspiration to us all.

“I saw advertising for a coding school 
in a magazine.” Gladu thought, 

“What a perfect start!”
Janya Gladu, CPC, CPB
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MARIA CASTANEDA 
Maria Castaneda was born in 
Cuba. She came to the United 
States in 2013, petitioned by her 
mother who lived in the states al-
ready. Castaneda said, “I have 
always wanted to come to this 
country — well, as a matter of 
fact, all Cubans dream about is 
getting off of our island.” The 
day she received her visa is etched 
in her mind as one of the happi-
est days of her life. 
“Finally, I could join my family. I 
knew better changes and oppor-

tunities were ready for me here,” Castaneda said.
Castaneda has been living in Miami, Florida, for more than six 
months and has reunited with her family. She became certified in 
the Medical Front Desk and Billing Specialized program from Flor-
ida Career College, Miami Campus, and is studying to get certified 
through AAPC. 
Prior to coming to the United States, Castaneda has worked various 
administration jobs for 20 years in Cuba. She said, “The past nine 
years have been very pleasant and enriched my professional life.” 
Castaneda was the executive secretary of The French Alliance of Ha-
vana, which is a cultural institution headquartered in Paris, France, 
with the goal of taking French culture and language to every corner 
of the world.

Breaking the Language Barrier
Castaneda said, “I came to this country to follow a dream and to be 
part of this great nation.” She has a long road ahead of her, but is pav-
ing a solid path behind her. Castaneda recalls the challenges she has 
faced getting into the medical field as an immigrant:

As all immigrants, I didn’t have any references from here, 
nor a diploma. Since my English knowledge wasn’t so bad, I 
decided to go back to school, thanks to my family and their 
support. … I enrolled in a 10 month program at Florida Ca-
reer College, Miami Campus, without knowing it was exact-
ly what I needed. I was fascinated at how medical coding be-
cause it was the first time I saw medical services becoming 
codes. Medical coding seems very well organized, and there 
is nothing like it in Cuba.

When asked what Castaneda’s biggest challenge has been, she said, 
“The English language.”
“Even when I spoke some English, it was difficult for me to find a 
job, since I had no references, nor diploma or studies in this coun-
try. That’s why I decided to study in order to find a better job,” Cas-
taneda said. 

Spanish is Castaneda’s native language, but her classes were all in 
medical English, as well as her codebooks, notebooks, and medical 
dictionary. Castaneda said, “I thought I knew enough English, but I 
had to work twice as hard as the rest of my classmates.” 

Advice to Members Entering the Coding Field
Castaneda follows her teacher’s advice, “Study, study, and study, and 
do your homework!” She sits down for hours until she better under-
stands her books, terminology, and rules. For anyone who comes to 
this great country, Castaneda advised, “Learn English and be perse-
verant, because there will always be obstacles. This is a country of op-
portunities, but they’re not going to come easily and knock at your 
door. Work hard, study hard, and prepare yourself, so when the op-
portunity comes, you’ll be ready for it.”

NAMRATA MEHTA
Namrata Mehta, BS, ADSE, CPC, 
CPB, is secretary of the San Jose, Califor-
nia, local chapter. She moved to the Unit-
ed States several years ago, after she was 
married. Mehta had been working for 
more than 15 years when, four years ago, 
she made a career change from finance 
to medical coding. While in finance, she 
worked for J.P. Morgan and Citibank, but 
due to the housing market crash in Cal-
ifornia, she changed to medical coding.

Mehta says that while she was growing up, she always wanted to be 
a part of the medical world, but had no desire for direct patient care. 
She said, “My aunt and father-in-law suggested the field of coding, 
as it still involved numbers. With the help of my family, I pursued it 
further. Every day I would study for my medical billing and coding 
course while my mother-in-law took care of my newborn.” Mehta re-
ceived her first coding break at Civic Medical Center when her pri-
mary care physician, Bala Annadurai, MD, hired her.
A mentor from AAPC, Bertina Nunes, helped Mehta pursue the 
Certified Professional Coder (CPC®) credential. She gained a lot of 
education and exposure while attending the San Jose, California, lo-
cal chapter meetings and trainings. Mehta said, “I was able to imple-

“This is a country of opportunities, but 
they’re not going to come easily and 

knock at your door.”
Maria Castaneda

“A lot of times I have felt out of place, 
but that has not stopped me.”

Namrata Mehta, BS, ADSE, CPC, CPB
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ment what I learned from AAPC in my day-to-day work. Soon, I was 
promoted from biller to office manager.” 
Mehta now works at the Indian Health Center of Santa Clara Valley, 
California, a non-profit, community-based American Indian/Alaska 
Native urban health center that provides medical and wellness servic-
es to diverse patients, and she loves it.

Challenges Abound
Mehta found anatomy challenging. She said, “I still remember the day I 
was almost in tears: When I found out about oxygenated blood and the 
deoxygenated blood (blue blood).” Despite not understanding and the 
tears, she was determined and committed to coding. “Nothing stopped 
me and I studied by myself and proceeded,” she said. Mehta would get 
dropped off at her local library and study all day.
We can all learn from Mehta’s determination. She said:  

I can understand and speak English very well; however, the 
slang and metaphors of America are very different. A lot of 
times I have felt out of place, but that has not stopped me. Do 
not hesitate to ask questions. This is the way I learned about 
the CPC®, and how to pursue it. I made contacts through 
AAPC chapter meetings and learned at the meetings about 
different areas of medical coding.

Now that Mehta is settled into the medical coding field, she said her 
biggest challenge is to get providers to understand the importance 
of medical necessity versus documenting to qualify for a level of ser-
vice. As any evaluation and management coder knows, this is an on-
going struggle.

Being Grateful and Giving Back
Mehta promotes local chapters and said, “AAPC also has a very big 
platform for networking and an effective support group.” Mehta will 
be proctoring upcoming CPC® exams, to which she looks forward. 
She volunteers by mentoring and helping charities and committees. 
Her next goal is to become a Certified Professional Medical Audi-
tor (CPMA®).

SARAH W. SEBIKARI
When Sarah Sebikari, MHA, 
CPC, came to the United 
States, her first shock was the 
weather, which is much dif-
ferent than Uganda’s. It was a 
“very cold” November day in 
1999. “Although it was still fall, 
it felt like winter to me,” Sebi-
kari said.
In New Jersey, Sebikari worked 
in several capacities, none of 
which were satisfying. While 
working at Staples, a co-work-

er who was taking a phlebotomy course at the Manhattan Institute 
in New York City told Sebikari about the school and courses offered, 
and even recommended coding and billing. Sebikari worked two jobs 
to pay for school, traveled to New York City, and attended class for 
four hours a day for about six weeks.
The first coding-related job she landed was at McKesson in Somer-
set, New Jersey, as a reimbursement fee analyst. Larni Banez, her su-
pervisor encouraged Sebikari to obtain AAPC certification. Banez 
not only provided the books, but asked one of the experienced cod-
ers, Marie Timbol, to walk Sebikari through the books and train her. 
Every day Sebikari was assigned charts to code, which Timbol would 
later review with her.
Sebikari worked her way up the ranks to educating on ICD-10, cod-
ing, and compliance as the lead coding compliance educator for Sum-
mit Health Management (SHM), which provides physician practice 
management to Summit Medical Group (SMG) in New Jersey.

Language Was the Least of Her Problems
Aside from an accent, language wasn’t a barrier for Sebikari because 
she attained early formal education in Uganda, where English is the 
official language. She had other challenges, though. “Having to keep 
up and adjust to the American system and way of life — harsh win-
ters and no close family support — was a challenge,” she said. Sebi-
kari pulled through and did what she had to do to succeed. “I worked 
two jobs to keep up with the bills, made new friends, learned how to 
get around, and the list goes on,” she said.

Keep Your Chin Up and Code
To get ahead, “Never look down at any job or duty you’re given as that 
may be your chance to shine and move on up,” Sebikari said. “I have 
done everything from charge entry, payment posting, customer ser-
vice, and A/R follow-up to basic diagnosis coding, complex coding 
of neurosurgery, and interventional radiology procedures. All these 
experiences are immeasurable and have helped me to become a well-
rounded coder.” Although Sebikari has favorite specialties, she now 
can code for any specialty.
“Today I do not have to search for a job; the jobs come to me,” she said.

Michelle A. Dick is executive editor at AAPC.

“Today I do not have to search for a job; 
the jobs come to me.”

Sarah Sebikari, MHA, CPC
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Practicode by AAPC helps new and seasoned 
medical coders get real-world experience coding 
actual medical charts. This new practice tool helps 
to improve coding skills across multiple 
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experience or employers to evaluate and assess 
the skills of potential medical coding
employees.
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Practicode Practice Module _____________________________________
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Price: $299 or $469 with 15 CEUs
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and specialty focused modules containing actual charts for coding practice. Each module contains 
100 exercises for 15 CEU credits.

Price: $245 (Members: $195)

Practicode Employee Assessment ________________________________
The Practicode Employee Assessment is comprised of 20 Exercise assessments for employers to 
evaluate coding proficiency of new employees. The Employee Assessments can also be 
administered to existing employees to test proficiency in a new specialty.

Price: As low as $11 per assessment

Practicode CPC-A Practicum ____________________________________
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■ DEAR JOHN

93015 Applies Only to  
Global Cardiovascular Stress Test
Q When we report 93016 Cardiovascular stress test using maximal 

or submaximal treadmill or bicycle exercise, continuous electrocar-
diographic monitoring, and/or pharmacological stress; supervision only, 
without interpretation and report and 93018 Cardiovascular stress test 
using maximal or submaximal treadmill or bicycle exercise, continu-
ous electrocardiographic monitoring, and/or pharmacological stress; in-
terpretation and report only, the health plan has been paying only for 
93016, stating there is a better way to bill for the service using a single 
code. This seems wrong to me. Can you offer insight?

A There is a single code to report a complete cardiovascular stress 
test. CPT® Assistant (January 2010) explains: 

The CPT coding for the stress test consists of three compo-
nents:
l Physician supervision of the test (code 93016),

l  ECG Tracing, the technical component (code 93017 [Car-
diovascular stress test using maximal or submaximal tread-
mill or bicycle exercise, continuous electrocardiographic mon-
itoring, and/or pharmacological stress; tracing only, without 
interpretation and report]), and

l Physician interpretation and report (code 93018).

  Code 93015 [Cardiovascular stress test using maximal or 
submaximal treadmill or bicycle exercise, continuous elec-
trocardiographic monitoring, and/or pharmacological stress; 
with supervision, interpretation and report] is used to re-
port the complete cardiac stress test procedure, which in-
cludes all three components. Because code 93015 includes 
the technical component, supervision, and interpretation, 
this code is rightfully reportable only by a physician in a 
nonfacility setting (eg, office, clinic, or diagnostic test-
ing center).

CPT® Assistant further explains that a physician may properly report 
93016 and 93018 individually, in the facility setting. 

When a complete procedure (code 93015) is not performed, 
codes 93016-93018 are reported by the various provid-
ers according to the specific procedures that are actually 
performed…. In a facility setting (eg, hospital), the facili-
ty reports the technical component of the service and the 
physician(s) report the applicable component codes (eg, codes 
93016 and 93018). Each physician should take care to report 
only those components of the stress test that he or she has ac-
tually provided ….

To restate: Code 93015 is appropriate only if all three components of 
the service are provided (e.g., the physician performs the test in a non-
facility setting, using his or her own equipment). In a facility setting 
— where the facility reports the technical portion of the service — 
you are correct to report 93016, 93018. 

In a Coding Quandary? Ask John
If you have a coding-related question for AAPC’s Healthcare Business 
Monthly, please contact John Verhovshek, managing editor, at 
g.john.verhovshek@aapc.com.
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By Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC

Ovarian Cancer
Ovaries are female gonads, the primary reproductive organs 
of the female reproductive system. Located in the pelvis, one 
on each side of the uterus, their main purpose is to produce 
ova, or eggs. Ovaries are also endocrine glands and produce 
sex hormones (progesterone, estrogen, etc.) that govern the 
early development of the female reproductive system and 
contribute to the menstrual cycle. Ovaries are nodular bod-
ies and each is approximately 4 cm long by 2 cm wide. A sus-
pensory ligament attaches the ovary to the pelvic wall, and a 
rounded cord called the ovarian ligament (which lies within 
the broad ligament) attaches it to the uterus. An ovary con-
sists of numerous ovarian follicles embedded in a layer called 
the cortex, which is immediately below the ovary’s surface, 
and is abundantly supplied with blood vessels.
It’s estimated that in 2015, 21,290 women will be diagnosed 
with ovarian cancer, and that approximately 14,180 of those 

women will die from the disease (http://seer.cancer.gov/statfacts/html/
ovary.html). Death rates increase with age, and ovarian cancer is 
the 12th leading cause of cancer deaths in the United States.
Ovarian cancer may cause one or more of the following signs 
and symptoms:

• Vaginal bleeding or abnormal discharge
• Pain in the pelvic or abdominal area
• Back pain
• Bloating 
• Feeling full quickly while eating
• Change in bathroom habits

Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC, is vice 
president of ICD-10 Training and Education at AAPC.

It’s as easy as 1-2-3!

1) Visit aapc.com/passport to register for your Passport number. You’ll need 
the unique AAPC code: ATBOHC15 to register. Your Passport number will be 
emailed to you.

2) Download the Passport mobile app by searching for “Passport Mobile” in your 
phone’s marketplace.

3) Enter your Passport number and start saving! 

In addition to the mobile app, you can view participating savings by 
visiting https://aapc.passportcorporate.com
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By Nancy Reading, RN, BS, CPC, CPC-P, CPC-I

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

■ CODING/BILLING

The renal system consists of two kidneys (each of which usually has 
an adrenal gland perched on top), two ureters, a bladder, and a 

urethra. This article focuses on renal failure and the physiology be-
hind code selection. 

Etiology
Renal disease usually results from damage to one of four major 
structures of the kidney: the tubules, the glomeruli, the intersti-
tium, or the intrarenal blood vessels. Renal disease is classified as 
acute or chronic.
Today, the term acute kidney injury (AKI) replaces the term acute 
renal failure (ARF). AKI equates to an abrupt decline in renal func-
tion, associated with a 50-80 percent mortality rate. 
The etiologies for AKI are often described as pre-, intra-, or post-renal. 
Pre-renal problems occur before the kidney, and usually cause a 
drop in perfusion of the kidneys without compromising the integri-
ty of the parenchyma. Causes of intra-renal AKI are usually due to 
diseases of the renal vessels, diseases of the renal microcirculation 
and glomeruli, effects of ischemia or nephrotoxic drugs, and/or tu-
bo-interstitial inflammation. An obstruction further downstream 
(e.g., in the ureter) can put backward pressure on, and cause dam-
age to, the nephron as a post-renal etiology. 
Manifestations of renal failure can be found in simple blood chem-
istry studies that measure serum creatinine, blood urea nitrogen 
(BUN), and glomerular filtration rate (GFR). A decrease in GFR 
with an elevation of serum creatinine and BUN are hallmarks of 
renal disease. The severity of the problem is based on how far from 
normal these parameters have changed. 

Rating Renal Function Severity
There are a variety of ranking systems for rating acute renal failure. 
Three systems that classify acute kidney injury (AKI) are:

1. Risk, Injury, Failure, Loss of Kidney Function, and End-
stage Kidney Disease (RIFLE);

2. Acute Kidney Injury Network (AKIN); and 

3. Kidney Disease Improving Global Outcomes (KDIGO). 

R E N A L  
FAILURE

Physiology is the key  
to better diagnosis coding.

The Renal System’s Role
The kidneys maintain a stable metabolic environment in the body. They provide regulation of 
acid and base balance, excretion of metabolic wastes, and conservation of nutrients. Balance 
between water and ions such as potassium, sodium, chloride, magnesium, phosphate, and 
calcium are maintained through conservation and excretion. 
The kidneys also play a role in the endocrine system. Secretion of renin regulates blood 
pressure; secretion of erythropoietin regulates production of erythrocytes; and secretion of 
1,25-dihydroxyvitamin D3 regulates calcium metabolism. 
Each kidney contains approximately 1.2 million nephrons, the functional unit of the kidney. A 
nephron is comprised of five distinct units:
1. Glomerulus
2. Proximal convoluted tubule
3. Loop of Henle
4. Distal convoluted tubule
5. Collecting duct 
The glomerulus is a cluster of capillaries that loop together to form Bowman’s capsule. The 
capillaries are held together with Mesangial cells, creating a wall of glomerular capillaries. This 
wall serves as the glomerular filtration membrane. 
The membrane separates the blood in the capillary bed from the fluid filtering out into Bowman’s 
space (the space inside Bowman’s capsule). The glomerular filtrate passes through three layers of 
the glomerular membrane to form urine. 
The rate of ultrafiltration through the glomerulus depends on many variables. The glomerular 
filtration rate (GFR) is often used as a measure of renal health. It’s normally greater than (>) 60.
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There is only one diagnosis code for AKI, regardless of how severe 
it is. AHA Coding Clinic (4th quarter 2008, pages 192-193) tells us 
to use ICD-9-CM 584.9 (Acute kidney failure, unspecified) for non-
traumatic acute kidney injury. The index in ICD-9-CM supports 
coding AKI to 584.9. 
Note that different physicians may have different interpretations of 
the meaning of acute renal insufficiency versus acute renal failure 
(ARF). It’s generally accepted that renal insufficiency (593.9 Un-
specified disorder of the kidney and ureter) refers to the early stages of 
renal impairment, determined by mildly abnormal elevated values 
of serum creatinine or BUN, or diminished creatinine clearance. 
Clinical symptoms or other abnormal laboratory parameters may 
be present, but are usually minimal. 
If the physician is not specifically documenting ARF or AKI, do 
not code 584.9; however, if clinical indicators are present for ARF 
or AKI and only acute renal insufficiency is documented, a query 
is needed.
Chronic kidney disease (CKD) is a mixed bag of conditions charac-
terized by changes in kidney structure and function. The manifes-
tation of these conditions is based on the underlying cause and se-
verity of the disease. 

According to the National Kidney Foundation, Kidney Disease 
Outcomes Quality Initiative (NKF KDOQI) for renal diseases, the 
list of clinical parameters shown in the table below is provided for 
staging CKD. The provider must document the stage and be que-
ried in the absence of documentation.

Stages of Chronic Kidney Disease

Stage Description GFR (mL/min/1.73 m2)

1 Kidney damage with normal or ↑ GFR ≥ 90

2 Kidney damage with mild ↓ GFR 60 - 89

3 Moderate ↓ GFR 30 - 59

4 Severe ↓ GFR 15 - 29

5 Kidney failure < 15 (or dialysis)

Chronic kidney disease is defined as either kidney damage or < 60 mL/min/1.73 m2 for ≥ 
3 months. Kidney damage is defined as pathologic abnormalities or markers of damage, 
including abnormalities in blood or urine tests or imaging studies.

Source: www2.kidney.org/professionals/KDOQI/guidelines_ckd/p4_class_g1.htm

Coding the Stages of CKD
The appropriate code for stages 1-5 is assigned to depict the docu-
mented severity of CKD:

• Stage 1 codes to N18.1 Chronic kidney disease, stage 1 (ICD-
9-CM, 585.1 Chronic kidney disease, Stage I).

• Stage 2 codes to N18.2 Chronic kidney disease, stage 2 (mild) 
(ICD-9-CM, 585.2 Chronic kidney disease, Stage II (mild)). 

• Stage 3 codes to N18.3 Chronic kidney disease, stage 3 
(moderate), (ICD-9-CM 585.3 Chronic kidney disease, Stage 
III (moderate)).

• Stage 4 codes to N18.4 Chronic kidney disease, stage 4 (severe), 
(ICD-9-CM, 585.4 Chronic kidney disease, Stage IV (severe)). 

• Stage 5 codes to N18.5 Chronic kidney disease, stage 5, (ICD-
9-CM, 585.5 Chronic kidney disease, Stage  V ).

Measuring Renal Function
Serum creatinine is a waste by product from skeletal muscle metabolism of creatine 
phosphate. Creatinine is taken up in the blood stream and 100 percent of it is excreted 
by the kidneys. Creatinine levels can vary based on size and muscle mass. Normal serum 
levels in men range from 0.7-1.3 mg/dL and for women, 0.6-1.1 mg/dL. These numbers 
can vary slightly between laboratories based on equipment and calibration of that 
equipment. 
Blood urea nitrogen (BUN) measures the amount of urea nitrogen in the blood serum. 
Urea is a byproduct of protein metabolism that takes place in the liver. It’s released from 
the liver into the blood stream and then cleared from the body in the kidneys. Many 
factors can influence BUN levels in the blood serum such as liver failure and dehydration. 
BUN measurement is not as reliable as serum creatinine measurement for testing renal 
function. The reference range for BUN is 8-20 mg/dL.

Chronic kidney disease (CKD) is a mixed 
bag of conditions characterized by 

changes in kidney structure and function.
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Code N18.6 End stage renal disease is assigned only when the pro-
vider has documented end-stage renal disease (ESRD). Encounters  
where both a stage of CKD and ESRD are documented, report  
N18.6, only. The same holds true in ICD-9-CM when assigning 
585.6 End stage renal disease, stage V requiring chronic dialysis when 
both CKD and ESRD are addressed in a single encounter. 

Kidney Transplants with CKD
Patients who have had a renal transplant can still suffer some form 
of CKD. This does not equate to a transplant complication, accord-
ing to AHA Coding Clinic. The coder would assign transplant sta-
tus V42.0 Kidney replaced by transplant and the documented level of 
CKD for ICD-9-CM. 
When attaching an ICD-10-CM code, assign the appropriate N18 
Chronic kidney disease (CKD) code for the patient’s stage of CKD 
and Z94.0 Kidney transplant status. 
Coders are directed to only use the complication of transplant code 
when the complication affects the function of the transplanted or-
gan, followed by ICD-9-CM code 996.81 Complications of trans-
planted kidney or ICD-10-CM code T86.10-T86.19 (complica-

tions of kidney transplant), as appropriate. For either of the com-
plication code set, ICD-9-CM or ICD-10-CM, use an additional 
code for the transplant complication, such as graft versus host dis-
ease (D89.81_ or 279.5_).

Factors Leading to CKD
CKD is often due to nephrotic syndrome. Nephrotic syndrome is 
associated with overexcretion of protein in the urine (proteinuria); 
edema of lower extremities, face, and abdomen; and damage to the 
blood vessels of the nephron. Only assign the code for nephrotic 
syndrome when the physician specifically states the patient has it. 
See N04.1-N04.9 in ICD-10-CM or 581.81-581.9 in ICD-9-CM 
for the appropriate code assignment. 
Hypertension is one of the leading causes of CKD. Both ICD-10-
CM and ICD-9-CM presume a cause-and-effect relationship be-
tween hypertension and CKD. You are directed to combine the 
two when the chart indicates the patient has both hypertension and 
CKD. The exception to this rule is when the provider specifically 
states the two are not related. 
ICD-9-CM Official Guidelines for Coding and Reporting guidance for 
assigning hypertensive CKD codes directs you to assign codes from 
category 403 Hypertensive chronic kidney disease, when conditions 
classified to category 585 Chronic kidney disease are present with hy-
pertension. Accurate reporting for a diagnosis of hypertensive CKD 
(403) requires selection of the appropriate fourth digit to indicate 
whether the hypertension is classified as malignant (0), benign (1), 
or unspecified (9). Report the appropriate code from category 585 to 
identify the stage of CKD. 
ICD-10-CM is identical in the requirement to provide two codes for 
hypertensive renal disease, as well as in the presumption that if they 
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occur together there is a cause-and-effect relationship. There is no lon-
ger a distinction between benign, malignant, and unspecified hyper-
tension in ICD-10-CM. Code I12.0 Hypertensive chronic kidney dis-
ease with stage 5 chronic kidney disease or end stage renal disease or I12.9 
Hypertensive chronic kidney disease with stage 1 through stage 4 chronic 
kidney disease, or unspecified chronic kidney disease is assigned with the 
appropriate N18._ code. 

Resources
www2.kidney.org/professionals/KDOQI/guidelines_ckd/p4_class_g1.htm

www.uptodate.com/contents/definition-and-staging-of-chronic-kidney-disease-in-adults

Nancy Reading, RN, BS, CPC, CPC-P, CPC-I, has held a Registered Nurse license for 36 years, 
earned a Bachelor of Science in Biology/Chemistry, and has 26 years of coding experience. She has 
worked the gamut of the industry, from a large university practice with over 1,000 providers to 
Medicaid. Reading is a member of the Salt Lake South Valley, Utah, local chapter.
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There are 
a vari-

ety of ser-
vices and 

products that may 
be billed when a patient presents with 

chronic asthma or other serious respiratory con-
ditions, or acute exacerbation of related symptoms. 

Physicians must capture all pertinent information in 
their documentation and, in turn, coders (or those who 

validate pre-coded electronic health record charges) must 

account for all related services, medications, and supplies. 
In ICD-9-CM, a code from chapter 8 (Diseases of the Re-
spiratory System) will be the primary (and often, only) di-
agnosis reported. In ICD-10-CM, a primary code from 
chapter 10 (Diseases of the Respiratory System) is indi-
cated. 
Some respiratory or pulmonary conditions may qualify 
for inhalation (aerosol generator, nebulizer, metered dose 
inhaler, or intermittent positive pressure breathing) treat-
ment coding, such as:
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• Asthma (ICD-9-CM 493.90, ICD-10-CM J45.-)
 à unspecified, with status asthmaticus (493.91, J45.902)

• Acute bronchitis (466.0, J20.-)
• Other chronic obstructive pulmonary disease (COPD) (496, 

J44.9)
• COPD with (acute) exacerbation (491.21, J44.1)
• COPD with acute lower respiratory infection (491.22, J44.0) 
• Pneumonia (486, J18.-)
• Bronchopneumonia (485, J18.0)
• Acute bronchospasm (519.11, J98.01)
• Cough (786.2, R05)
• Wheezing (786.07, R06.2)
• Shortness of breath (786.05, R06.02)

As we convert to ICD-10, physicians must capture all relevant in-
formation regarding the patient’s respiratory condition, and coders 
must be adept at picking up details to properly report the expanded 
inhalation treatment diagnostic codes. 

Capture All Relevant  
Procedures, Services, and Supplies
Five services and products are reported in a typical inhalation treat-
ment encounter:

1. Separately identifiable office visit
2. Inhalation treatment
3. Pulse oximetry (oxygen saturation)
4. Medication dispensed 
5. Nebulizer mask/administration set

Although reimbursement for these items is based on specific payer 
guidelines (not all payers will reimburse for all services), failure to 
account for any of the above services and products, when covered, 
will result in lost revenue. 

Take a Closer Look at the Five Items
Office visit (99201-99215) ‒ The patient is examined to achieve a 
diagnosis and to conduct or prescribe a treatment plan. The doc-
tor needs to listen to lung sounds and observe a variety of findings. 
When the provider performs other, separately coded procedures or 

services during the same encounter, you must append modifier 25 
Significant, separately identifiable evaluation and management ser-
vice by the same physician or other qualified health care professional on 
the same day of the procedure or other service to the visit code. If the 
patient is scheduled solely for inhalation treatment, no office vis-
it is reported.
Inhalation treatment (94640 Pressurized or nonpressurized inhala-
tion treatment for acute airway obstruction or for sputum induction for 
diagnostic purposes (eg, with an aerosol generator, nebulizer, metered 
dose inhaler or intermittent positive pressure breathing [IPPB] device)) 
‒ This is the component of treatment that potentially improves the 
patient’s condition, or even eliminates ongoing symptoms.
Oxygen saturation (O2Sat) (94760 Noninvasive ear or pulse oxim-
etry for oxygen saturation; single determination) ‒ An O2Sat is rou-
tinely performed as a preliminary step to assess a patient’s condi-
tion. Even a persistent cough with no definitive diagnosis may jus-
tify a separately billable O2Sat. Based on the results of the O2Sat, 
the physician may decide the patient warrants further (possibly im-
mediate) services, such as inhalation treatment. Although this code 
does not create a Column 2 National Correct Coding Initiative edit, 
some payers may want modifier 59 Distinct procedural service ap-
pended to the secondary procedure.
Medication provided (e.g., J7613 Albuterol, inhalation solution, 
FDA-approved final product, non-compounded, administered through 
DME, unit dose, 1 mg, or J7620 Albuterol, up to 2.5 mg and ipratro-
pium bromide, up to 0.5 mg, FDA-approved final product, non-com-
pounded, administered through DME) ‒ When nebulizer treatment 
is provided, a medication is expended. Because the medication is 
dispensed in the doctor’s office (place of service code 11), the prac-
tice is allowed to bill for the drug separately.
Documentation must indicate:
1. The type and concentration of the agent; and 
2. The specific dosage of each constituent. 
For instance, J7620 describes albuterol and ipratropium, with unit 
dosages of 2.5 mg and 0.5 mg, respectively. Code J7620 is often 
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called a “DuoNeb” because the nebulizing product is a combination 
of two medication agents. For higher doses, if supported by medical 
necessity, you may report J7620 x 2 (or more).
Nebulizer mask (A7003 Administration set, with small volume non-
filtered pneumatic nebulizer, disposable) ‒ Because a nebulizer mask 
is used only once by one patient, report only one unit. The payer may 
want modifier NU New equipment appended for a new purchase. 
Documentation must support that the item was provided to the pa-
tient at the time of treatment. When the medication and mask are 
provided in the doctor’s office, there is no charge for the use of the 
nebulizing machinery (e.g., E0570 Nebulizer, with compressor) be-
cause this is rolled into the visit.
For example, a patient with coughing, wheezing, and shortness of 
breath arrives at the emergency room (ER). She is tested and dis-
charged without a definitive diagnosis. Several weeks later, her pri-
mary care physician refers her to a pulmonologist. The pulmonolo-
gist performs a detailed history and exam with moderately com-
plex medical decision-making, including an O2Sat, and diagnosis 
the patient with COPD. He administers a dose of 1 mg albuterol in 
concentrated form, non-compounded. The O2Sat was instrumen-
tal in confirming the patient’s diagnosis. The O2Sat (94760) and 
inhalation treatment (94640) are separately billable, as is the nebu-
lizer mask (A7003). The proper HCPCS Level II code for the med-
ication is J7611 Albuterol, inhalation solution, FDA-approved final 
product, non-compounded, administered through DME, concentrat-
ed form, 1 mg.

Other Services and Conditions
Additional billable services may be provided. For example, a max-
imum breathing capacity/maximum voluntary ventilation study 
(94200 Maximum breathing capacity, maximal voluntary ventila-
tion) may be performed at the same session. Some payers may require 
billing the technical and professional components separately with 
modifiers TC Technical component and 26 Professional component.
For example, a patient who has suffered asthma attacks over the 
past six months is diagnosed with acute exacerbation of asthma, 
confirmed by an O2Sat. A maximal voluntary ventilation (94200) 
and nebulizing treatment (94640), consisting of Duoneb 2.5 mg al-
buterol/0.5 mg ipratropium (J7620) ensues, with a peak flow me-
ter (A4614 Peak expiratory flow rate meter, hand held) and nebuliz-
er mask provided. 

Continuous positive airway pressure (CPAP), 94660 Continuous 
positive airway pressure ventilation (CPAP), initiation and manage-
ment), spirometry (e.g., 94010, 94060, or 94070), and other pulmo-
nary procedures may be conducted with a nebulizing treatment. A 
handheld or provider-assisted peak expiratory flow meter (A4614), 
or (depending on the payer) a peak expiratory flow rate study (S8110 
Peak expiratory flow rate (physician services)) may be provided. 
Other drugs represented by HCPCS Level II codes J7604-J7685, 
popularly known as Accuneb®, Xopenex®, Proventil®, Brethine®, 
Azmacort®, and other brands or market labels, may be administered. 
If there are comorbid conditions such as laryngitis or pharyngitis, a 
throat culture (87880 Infectious agent antigen detection by immuno-
assay with direct optical observation; Streptococcus, group A) may be 
performed at the same session.

Treatment During Non-traditional Hours
When an inhalation treatment is done outside of regular business 
hours, some payers may allow additional reporting of 99050 Ser-
vices provided in the office at times other than regularly scheduled of-
fice hours, or days when the office is normally closed (eg, holidays, week-
ends), in addition to basic service or 99051 Service(s) provided in the 
office during regularly scheduled evening, weekend, or holiday office 
hours, in addition to basic service for services provided when the of-
fice is open during “non-traditional” hours. Check with each payer 
in your state or locality; some will accept 99050 on a Sunday or hol-
iday, but won’t accept 99051 under any circumstances.

Repeated Treatment
Both the inhalation treatment (94640) and the medication code 
may be reported in multiple units. Sometimes, an initial treatment 
fails to provide the desired nebulizing effect and must be repeated. 
If a treatment is performed twice on the same date, add modifier 76 
Repeat procedure or service by same physician or other qualified health 
care professional (as directed by an instructional note beneath the de-
scriptor for this code) to the second occurrence, so the payer doesn’t 
think you made a duplication error. Some payers may allow or re-
quest 94640 x 2, or other variations of multiple treatments. 
Code 94644 Continuous inhalation treatment with aerosol medica-
tion for acute airway obstruction; first hour, with add-on code 94645 
Continuous inhalation treatment with aerosol medication for acute 

Because a nebulizer mask is used only 
once by one patient, report only one unit.
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airway obstruction; each additional hour (List separately in addition 
to code for primary procedure), represents a less common method of 
inhalation treatment administration. 
For example: A 76-year-old man with chronic bronchitis was di-
agnosed two years ago with COPD. He arrives at the ER with sud-
den shortness of breath and dizziness. He is admitted to the hospi-
tal, and the next day he is administered level 2 care along with con-
tinuous aerosol treatment for acute airway obstruction (COPD with 
acute exacerbation) for one hour and 45 minutes. Coding for the lev-
el 2 subsequent care is 99232 Subsequent hospital care, per day, for the 
evaluation and management of a patient, which requires at least 2 of 
these 3 key components: An expanded problem focused interval history; 
An expanded problem focused examination; Medical decision making 

of moderate complexity. Because the aerosol treatment spanned more 
than one hour but less than two, report 94644 and 94645 x 1. The 
diagnosis is 491.21 Obstructive chronic bronchitis with (acute) exac-
erbation (ICD-10 J44.1 Chronic obstructive pulmonary disease with 
(acute) exacerbation). The facility will bill for the medication (aero-
sol) and supply (aerosol mask). 

Ken Camilleis, CPC, CPC-I, CMRS, CCS-P, is an educational consultant and PMCC instruc-
tor with Superbill Consulting Services, LLC. He is also a professional coder for Signature 
Healthcare, a health system covering much of southeastern Massachusetts. Camilleis’ prima-
ry coding specialty is orthopedics.
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Decipher Multiple  
Procedures Payment  
Reduction Rules

Reducing indicator, modifier, 
and calculation confusion will 

safeguard reimbursement.
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The Medicare Physician Fee Schedule (MPFS) was introduced in 
1992 to replace the “reasonable and customary” payment meth-

odology standard for physician services. Under the MPFS, payment 
has been based on Relative Value Units (RVUs), which represent the 
value of work or expense each service entails. Multiple Procedure 
Payment Reduction (MPPR) was introduced concurrently with the 
MPFS, with the rationale that there are savings associated with mul-
tiple procedures performed during a single encounter. 
The Harvard School of Public Health conducted a study for the 
Health Care Finance Administration (now the Centers for Medicare 
& Medicaid Services (CMS)) in the early 1980s, which found that ac-
tual physician work was reduced by approximately 50 percent when 
subsequent procedures were performed during the same session (as 
opposed to separate encounters). Originally, the multiple procedure 
reduction was applied to bilateral procedures and surgical services 
(e.g., surgery, endoscopy, and dermatology). 

Calculate and Apply Reductions
To understand how these reductions are applied, you must first un-
derstand how payments are calculated. Per the CMS website, “Medi-
care is statutorily required to adjust payments for physician fee sched-
ule services to account for differences in costs due to geographic loca-
tion.” To meet this mandate, CMS applies a Geographic Price Cost 
Index (GPCI) value to the RVUs for each code to calculate reimburse-
ment. The formula for pricing calculations is:
  Work RVU x Work GPCI 
 + PE RVU x PE GPCI 
 + MP RVU x MP GPCI 
 = New Total RVU 
 x Conversion Factor 
 = Price
Predicted reimbursement can be manually calculated using this for-
mula. CMS’ Physician Fee Schedule Look-up Tool can be configured 
to provide pricing information, payment policy indicators, RVUs, 
and the GPCI for each CPT®/HCPCS Level II code, based on the lo-
cation where services are provided. 
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Another important factor determining reimbursement is the setting 
in which services are provided. When services are provided in a non-
facility setting, payment rates for non-facility are applied, and when 
services are performed in a facility setting, facility rates are applied. 
Publication 100-04, Medicare Claims Processing Manual, chapter 
26, section 10.5 contains the place of service information you need 
to determine when to use the facility versus non-facility amounts. 

Identify Multiple Procedure Indicators
CMS has added different types of multiple procedure reductions 
over the years. There is a column in the Relative Value File labeled 
“Mult Proc,” and in the Physician Fee Schedule Look-up Tool la-
beled “Mult Surg,” that has an indicator identifying which type of 

MPPR applies to each CPT®/HCPCS Level II code. The multiple 
procedure indicators are:
Mult Proc 0 = no reduction applies
Mult Proc 1 = does not apply to any current codes (was used pre-1995)
Mult Proc 2 = standard payment adjustments
Mult Proc 3 = endoscopic reductions 
Mult Proc 4 = diagnostic imaging reduction
Mult Proc 5 = therapy reductions
Mult Proc 6 = diagnostic cardiovascular services 
Mult Proc 7 = diagnostic ophthalmology services
Mult Proc 9 = concept does not apply

To maximize legitimate reimbursement, be sure 
to append modifier 51 to the lower-valued codes.

AAPC - Codebooks
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The full multiple procedure descriptions for all the RVU indicators 
are available in the RVUPUF file, located in the zip file in the 
“Downloads” section of the RVU file (www.cms.gov/Medicare/Medicare-Fee-
for-Service-Payment/PhysicianFeeSched/PFS-Relative-Value-Files.html). Every CPT®/
HCPCS Level II code in the RVU file has a Mult Proc indicator. 
The RVU file also contains other columns with indicators  relevant 
for MPPR: the Endoscopic Base Code and the Diagnostic Imaging 
Family Indicator. Each version of MPPR applies reductions 
differently.
Let’s take a look at the Mult Proc indicators with payment reductions.

Mult Proc 2 Standard Multiple Procedure Reductions
Mult Proc 2 Standard Multiple Procedure Reductions apply to approx-
imately one third of the codes on the MPFS. This category applies 
to more CPT®/HCPCS Level II codes than all of the other multiple 
procedure reduction categories combined. It’s comprised mostly of 
surgical codes and other invasive services, along with a few nuclear 
medicine codes. When a claim presents with multiple procedures 
with Mult Proc indicator 2, the code with the highest value is priced 
at the full fee schedule payment amount (or charge amount, which-
ever is lower), the second through fifth codes on the claim are priced 
at 50 percent of the fee schedule amount, and any additional codes 
with Mult Proc 2 are paid by report. CMS reviews these claims and 
pays any additional allowed procedures at a minimum of 50 per-
cent of the fee schedule amount. CMS ranks procedures according 
to value, from highest to lowest, to make these payment reductions. 
Although coding rules require appending modifier 51 Multiple pro-
cedures to multiple procedures, CMS does not rely on this modifi-
er and makes the appropriate reductions. Other payers may base 
the reductions on the presence of a modifier. To maximize legiti-
mate reimbursement, be sure to append modifier 51 to the lower-
valued codes.

Mult Proc 3 Endoscopy Reductions
Mult Proc 3 Endoscopy Reductions contain the next largest group  
of codes. It applies to just over 300 CPT®/HCPCS Level II codes. 
It’s unique because it may result in two separate reductions: the en-
doscopic reduction and the standard reduction. 
Endoscopic reductions are applied when multiple codes in the same 
endoscopic family are submitted for the same encounter. For ex-
ample, 31623 Bronchoscopy, rigid or flexible, including fluoroscopic 
guidance, when performed; with brushing or protected brushings and 

31628 Bronchoscopy, rigid or flexible, including fluoroscopic guidance, 
when performed; with transbronchial lung biopsy(s), single lobe are in 
the same endoscopic family, with a shared base code of 31622 Bron-
choscopy, rigid or flexible, including fluoroscopic guidance, when per-
formed; diagnostic, with cell washing, when performed (separate pro-
cedure). All codes in the same endoscopic family, found in the Phy-
sician Fee Schedule Look-up Tool or the RVU file, are grouped to-
gether and ranked highest to lowest value. The code with the highest 
value is paid the lower of the full fee schedule amount or the charge 
amount. All other codes in that family are paid by subtracting the 
value of the endoscopic base code from the value of the code sub-
mitted. If there are additional endoscopic codes in other families on 
the same claim, or if there are codes with Mult Proc 2 on the claim, 
the endoscopic codes are also eligible for the standard multiple pro-
cedure reduction. 
The total value of the endoscopic family is ranked against the oth-
er families or codes eligible for the standard reduction. The code 
(or code family) ranked highest is priced at the full fee schedule 
amount, minus any previous endoscopic reductions, if applicable. 
The other codes or code families are subject to the 50 percent reduc-
tion, as shown here: 

CPT®/
HCPCS

National 
Price

Endoscopy Reduction
Standard 
Reduction

Final 
Price

11420 $123.71 123.71 x .5 = 61.86 $61.86

31623 $337.17
337.17 - 318.93 (value of base 
code 31622) = 18.24

18.24 x .5 = 9.12 $9.12

31628 $379.00   379.00 x .5 = 189.50 $189.50

43202 $371.85
371.85 - 277.10 (value of base 
code 43200) = 94.75

  $94.75

43217 $458.73     $458.73
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Mult Proc 4 Diagnostic Imaging Reductions 
Mult Proc 4 Diagnostic Imaging Reductions apply to more than 100 
codes. This reduction is separately applied to the professional and 
technical components of each code. For example, when multiple di-
agnostic imaging procedures are submitted, such as 70450 Comput-
ed tomography, head or brain; without contrast material with mod-
ifier 26 Professional component, indicating the physician is report-
ing only the professional component, only that reduction will be 
applied. The full fee schedule professional component value is al-
lowed for the highest valued procedure, with subsequent procedures 
reduced by 25 percent when there are multiple diagnostic imaging 
procedures performed in the same session. 
Similarly, when multiple diagnostic imaging procedures are submit-
ted with modifier TC Technical component, indicating the techni-
cal component only, the highest valued code is allowed at the full fee 
schedule amount and the technical components of subsequent diag-
nostic imaging services in the same session are reduced by 50 percent.
When multiple diagnostic imaging codes are submitted globally, 
without modifier 26 or TC, the professional components are ranked 

and reduced separately from the technical components. It’s theoret-
ically possible that no code on a diagnostic imaging claim would be 
priced at the full fee schedule value. That’s why it’s critical to identi-
fy the professional and technical components with the appropriate 
modifier to ensure appropriate reimbursement.

Mult Proc 5 Therapy Reductions
Mult Proc 5 Therapy Reductions consist of approximately 50 codes 
(CMS’ “always therapy” codes). This reduction has been controver-
sial since its 2011 introduction because the reductions apply to the 
same provider or all providers in the same practice, and are applied 
regardless of whether the services are performed in one or multiple 
therapy disciplines. In other words, if providers in the same practice 
perform speech therapy, occupational therapy, and physical therapy 
on the same date of service, the reduction considers all of their ser-
vices together. The therapy code with the highest value is priced at 
the full fee schedule amount. Subsequent services have a 50 percent 
reduction taken on the non-facility technical component.
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Mult Proc 6 Cardiovascular  
and Mult Proc 7 Ophthalmology
Mult Proc 6 Diagnostic Cardiovascular Procedures and Mult Proc 7 
Ophthalmology Procedure Reductions were introduced in 2013. The 
Affordable Care Act directed CMS to review codes frequently billed 
in combination to identify potentially misvalued codes. As a result 
of that review, policies were implemented that reduce the techni-
cal component of certain diagnostic cardiovascular and ophthal-
mology procedures. As always, the highest valued service is priced 
at the full fee schedule amount. Subsequent cardiovascular servic-
es are subject to a 25 percent reduction of the technical component, 
while subsequent ophthalmology services are subject to a 20 per-
cent reduction. 

Know the Rules and Their Impact
Since the implementation of the MPFS introduced the first MPPR, 
CMS has implemented several rules for saving money by reducing 
payment for these multiple procedures, as mandated by various con-
gressional actions. MPPR rules do not replace any correct coding or 

editing rules; they are payment rules only. It’s especially important 
for coders, reimbursement analysts, and practice managers to un-
derstand exactly how these rules apply because they can have a sig-
nificant impact on an individual or group practice. 

Resources:
Physician Fee Schedule Look-up Tool: www.cms.gov/apps/physician-fee-schedule/
search/search-criteria.aspx

PFS Relative Value Files: www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/
PhysicianFeeSched/PFS-Relative-Value-Files.html

Pub. 100-04, Medicare Claims Processing Manual, chapter 26, section 10.5: www.cms.
gov/Regulations-and-Guidance/Guidance/Manuals/downloads/clm104c26.pdf

Edie Hamilton, CPC, CPC-I, has more than 20 years practical experience in clinical and sur-
gical coding, professional and outpatient facility billing, physician education, compliance, re-
imbursement, edits, and denials management at large academic institutions. She is on the 
content team at Verisk Health, Payment Accuracy Division and is an adjunct instructor in Med-
ical Office Administration. Hamilton is a member of the Chapel Hill, N.C., local chapter.
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• Complete, in-depth ICD-10 guidelines
• Nuances of the new coding system 
• Hands-on ICD-10 coding exercises

• Course manual for ICD-10-CM Code Set
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FINAL DAYS TO  
ICD-10 IMPLEMENTATION 
GET READY NOW

Choose from the five optionsChoose from the five options

- Rhonda Buckholtz, CPC, CPMA, CPC-I, CGSC, CPEDC, CENTC
   AAPC Vice President, ICD-10 Training and Education

Now the most comprehensive and affordable methods to prepare for ICD-10 will also allow 
coders to demonstrate their proficiency at their own pace and with unlimited attempts.
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■ ROADMAP TO ICD-10

As we draw closer to the October 1, 2015, ICD-10 implementation 
date, I think we’ve all experienced moments of either panic or re-

lief. For many AAPC members, embracing this change to the coding 
system came easily and the learning opportunity was welcome. But 
for others, the thought of change has been difficult.
Those of you who jumped in to meet the ICD-10-CM proficiency 
requirements for certification have excelled. I continue to have faith 
that AAPC members are the best in our industry, as ICD-10 profi-
ciency results demonstrate. If you haven’t yet fulfilled the ICD-10 
proficiency requirements, it’s time.

Members Give a Shout Out to ICD-10
As Franklin D. Roosevelt said in his 1933 inaugural address, “The 
only thing we have to fear is fear itself.” After all, it isn’t the first time 
you’ve had to learn and use a new code set, Suzan Berman, CPC, 
CEDC, CEMC, reminds us. 
“Were you born knowing ICD-9?” asks Berman. “No, you learned 
it and you can learn this set, too. You have been coding and have ob-
tained your certification; learning a new set of codes is what you do 
best!” 
If it’s the number of codes in ICD-10 that has you worried, fear not. 
According to Pam Brooks, CPC, COC, PCS, “It’s easier than you 
think, and so much more interesting to code.”

ICD-10 Will Ensure Our Livelihood
Multiple chronic conditions continue to dominate 

healthcare dollars and will force payment structure 
changes as we move forward with healthcare reform. Phy-

sicians will be reimbursed less under the new payment models un-
less we code to the highest level of specificity. To do that, however, 

we must understand documentation requirements and we must re-
lay that information to our physicians.
Continued education is essential. Learn about the conditions your 
physician treats. Develop an understanding of disease processes and 
how they affect coding. And embrace ICD-10.

Proficiency Is the Key
The AAPC deadline for demonstrating ICD-10 proficiency is De-
cember 31, 2015. You still have some time, but the industry needs 
you to be ready, now. Coders who know ICD-10 are in high demand. 
Don’t miss out on this golden opportunity!
To those of you who have demonstrated ICD-10 proficiency, thank 
you for proving that AAPC has the best coders, who are prepared 
for this massive change. The value of a coder cannot be emphasized 
enough during this crucial time. Stand up and be counted. You’ve 
got this! 

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

After years of ICD-10  
prep, it’s time to put some 

pep in your ICD-10 step.

Your                                ICD-10 Pep Talk

Were you born knowing ICD-9? No, you 
learned it and you can learn this set, too.
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Think You Know ICD-10? Let’s See … 

ICD-10 Quiz
By Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC

In ICD-10-CM, coding for malignant 
neoplasms has expanded to include what 
documentation concepts?

A. Complications 

B. Laterality 

C. Both A and B

D. Neither A nor B

Check your answer on page 65.

Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, 
CPEDC, is vice president of ICD-10 Training and Education at AAPC. IC
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Teaching hospitals receive federal money to train residents. When 
teaching physicians are involved in a patient’s care and meet certain 

criteria, their documentation (combined with the resident’s) may be 
used to bill a professional fee to Medicare Part B, Medicaid, and insur-
ance companies. Teaching physician rules are Medicare rules, but most 
insurance companies follow them, as well. 
Let’s go through both common and unusual scenarios to test your 
knowledge of Medicare’s teaching physician rules, which may be found 
in the Medicare Claims Processing Manual, chapter 12, section 100, 
and in MLN Matters® “Guidelines for Teaching Physicians, Interns, 
and Residents.” 
Disclaimer: This test is a fun exercise for those who are in love with the 
craft of medical coding. No continuing education units (CEUs) will be 
awarded for correct responses.

Evaluation and Management (E/M)
1. Which statement(s) meet Medicare’s teaching physician rules?

A.  I saw and evaluated the patient. I agree with the resident’s doc-
umentation.           

B.  The patient was evaluated. Please see resident’s note.
C.  My exam shows the patient to be alert and oriented, RR, and 

no hepatosplenomegaly. Encourage aggressive albuterol use 
with beginning of colds, coughing, and wheezing. Start 2-3 
times per day and increase to every four hours with worsening 
symptoms.

The answer is A. In the list of acceptable statements in the guidelines, 
there are four common traits among them: 
1. A personal pronoun;
2. The teaching physician saw the patient;
3.  The teaching physician reviewed the resident’s documentation; and 
4.  The teaching physician either agrees with the resident’s documenta-

tion or notes exceptions.
Statement “A” meets all of these. “B” does not have a pronoun to 
indicate the teaching physician personally saw the patient, nor is there 
evidence the teaching physician reviewed or agrees with the resident’s 
note. “C” shows evidence the teaching physician saw the patient, but 
there is no documentation to show the teaching physician reviewed 
or agrees with the resident’s note. For “C,” the teaching physician’s 
minimal documentation could be used by itself to bill a low level E/M 
code.

Test Your Knowledge of  
Teaching Physician Guidelines

Take our quiz to 
find out if you need 
to be re-schooled.
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2.  A patient is admitted to the hospital at 9 p.m. on May 1, 2015. 
The on-call resident examines the patient, initiates treatment, 
and then writes an admit note. The next morning, the attending 
physician sees the patient on rounds and writes, “I saw and exam-
ined the patient. No changes. I agree with the resident’s note.” 

 What can be billed?
A.  An initial inpatient code for the May 1 date of service
B.  An initial inpatient code for the May 2 date of service
C.  Nothing, the physician cannot use the resident’s note from 

the previous day.
The answer is B. Because the attending physician did not see the 
patient on May 1, the initial inpatient code cannot be billed for that 
day, but the resident’s documentation to can be used to bill for May 
2. The guidelines describe a similar situation in which it’s allowed 
for an attending physician to use the resident’s note from the previ-
ous calendar day.
3.  An oncologist sees an established patient for a scheduled outpa-

tient hospital visit. The patient’s condition has worsened to the 
point that the patient must be admitted. The oncologist places 
the admit order, as well as other orders for tests and treatment ini-
tiation. The oncologist does not see the patient in the hospital lat-
er the same day. 

 What can be billed?
A.  An initial inpatient code using the outpatient visit note
B.  An established outpatient code
C.  Either one, but not both

The answer is C. All clinical documentation from the same provid-
er group on the same day of service may be used to support the initial 
inpatient level of service, even if the billing provider did not see the 
patient after admission on the same day. It would also be appropriate 
for the oncologist to bill an established outpatient code (but not both 
codes for the same day).
4.  Building off the scenario above: Another resident sees the pa-

tient on rounds with the attending physician on May 2 and writes 
a brief, subsequent inpatient note. The same attestation from 
above is documented on the resident’s note from May 2. 

 What can be billed?
A.  An initial inpatient code using both residents’ notes
B.  An initial inpatient code using the May 1 resident’s note
C.  A subsequent inpatient code using the May 2 resident’s note

The answer is C. The attending physician’s note does not specify 
that she read and agrees with the May 1 resident’s note. Without doc-
umentation of this action, the May 1 resident’s note cannot be used. 

Although it’s possible to bill an initial inpatient code using the May 2 
resident’s note, it likely does not contain enough elements of history, 
and perhaps exam, to meet the requirements of 99221. In that case, 
you could bill an unlisted E/M code or a subsequent inpatient code.
5.  Interventional radiologist Dr. Jones sees a patient for an inpatient 

subsequent visit and writes a note. An attending intervention-
al radiologist and a vascular surgeon both see the patient. Each 
writes, “I saw and evaluated the patient. I agree with Dr. Jones’ 
note.” 

 Can both attending physicians use the same resident’s note to 
support their level of service?
A.  Yes.
B.  No, only one can.
C.  No, only the interventional radiology attending can.

The answer is B. It would be double-dipping to use the work of the 
resident twice. The guidelines do not specify that an attending can-
not use a resident’s note from another specialty; however, it’s implied 
that the attending physician is acting in a teaching capacity towards 
the resident and not merely using the resident’s note to avoid having 
to personally document the encounter. In this scenario, only one at-
tending may use the resident’s note. Typically, that would be the in-
terventional radiologist attending, since he or she would likely be act-
ing as the teaching physician, in this case. 
6.  For an established outpatient visit, an internal medicine attend-

ing physician documents, “I was present the entire time with the 
medical student. I repeated portions of the history and exam. I 
agree with the student’s excellent note.” 

 Can the attending physician use any portion of the medical stu-
dent’s note to support his level of service?
A.  Yes, he was there the entire time and performed the critical 

aspects of the E/M service.
B.  No, Medicare does not pay for any services performed by a 

medical student even if the attending was present.
C.  Yes, the past medical, family, social history, and review of 

systems may be used to support the attending physician’s 
level of service, but the attending physician did not doc-
ument enough of the other elements to support billing an 
E/M. 

The answer is C. It’s arguable whether it would be appropriate to bill 
99211 Office or other outpatient visit for the evaluation and management 
of an established patient, that may not require the presence of a physician or 
other qualified health care professional. Usually, the presenting problem(s) 
are minimal. Typically, 5 minutes are spent performing or supervising these 
services. Even if the attending physician was present the entire time with 

It would also be appropriate for the  
oncologist to bill an established outpatient code.
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a medical student, he or she needs to personally document the history of 
present illness, exam, and medical decision-making (MDM). 
It would be risky for a medical student to use the same template as a 
resident or attending physician. It may appear the resident or attend-
ing physician copied the medical student’s documentation to claim 
it as his or her own.

Time-based Billing
7.  A resident writes an excellent note about a newly admitted, criti-

cally ill patient. The attending physician documents:
 CC time: 35 min. I saw and examined the critically ill patient. I 

agree with the resident’s note.
 What can be billed?

A.  An initial inpatient code
B.  99291
C.  Either code, but not both

The answer is A. The guidelines state that the attending physician 
must document the critical nature of the patient’s illness and the care 
that he or she specifically provided. Merely stating the patient is criti-
cally ill does not describe the condition, nor does the statement dem-
onstrate the attending physician’s level of involvement in providing 
critical care.
The time statement should indicate that it was the attending physi-
cian’s time only by using a personal pronoun. Without the pronoun, 
you might assume the time was both the resident’s and the attending 
physician’s time, combined. When billing based on time, only the at-
tending physician’s time may be used to support the billed code.
8.  Both a resident and an attending physician see an established pa-

tient in the clinic. The resident documents the encounter and in-
cludes the following time statement, “We spent 45 minutes face-
to-face with the patient. Over 50 percent was spent counseling 
the patient about her diabetes and weight management.” The at-
tending physician documents, “I examined the patient with the 
resident. I agree with her note.” 

 Can 99215 Office or other outpatient visit for the evaluation and 
management of an established patient, which requires at least 2 of 
these 3 key components: A comprehensive history; A comprehensive 
examination; Medical decision making of high complexity be billed 
based on time?
A.  Yes
B.  No
C.  Maybe

The answer is C. Query the resident and/or the attending physician 
to see if the attending physician was present the entire time (all 45 
minutes). If so, one of them (ideally the attending physician) should 
clarify the time statement to clarify that the attending physician was 
present for all 45 minutes. If the time documented included time 
when the attending physician was not present, the note should be 
billed based on the elements of history, exam, and MDM.

Procedures
9.  A dermatology resident uses liquid nitrogen to burn off two warts 

on the patient’s hand and documents the service. Her attending 
physician adds his teaching statement, “I was present for the crit-
ical portions.” 

 Is this sufficient to bill for the wart destruction?
A.  Yes
B.  Unlikely
C.  No

The answer is B. The guidelines say the teaching physician must be 
present the entire time for procedures taking less than five minutes. 
For procedures taking longer than five minutes, the teaching physi-
cian need only be present for the critical portions of the procedure. 
It’s unlikely the wart destruction took more than five minutes; there-
fore, the teaching physician’s level of involvement is not sufficient to 
bill for the service.
10.  The general surgery resident documents the hernia repair and 

states the attending physician was present for the entire surgery 
and co-signs the note. 

 Is this acceptable to bill the hernia repair?
A.  Yes
B.  No

The answer is A. The guidelines state that if the teaching physician is 
present the entire time, a resident or operating room nurse can docu-
ment the entire encounter, including the teaching physician’s presence.
11.  The resident documents a blepharoplasty and the following: “Dr. 

Smith was present for the critical portions.” The ophthalmolo-
gist documents, “I was present the entire time.” 

 Is this acceptable?
A.  Yes 
B.  No

The answer is B. The statements are contradictory. The documenta-
tion needs to be corrected to reflect what actually happened.
12. The neurosurgeon was present for the critical portions of three 

surgeries this morning. Surgery 1 occurred in building A from 
8:00 – 10:00 a.m. Surgery 2 occurred in the room next to sur-
gery 1, from 9:30 – 11:30 a.m. Surgery 3 occurred across campus 
in building C, from 10:00 a.m. – 12:00 p.m. The residents doc-
umented the encounters and the neurosurgeon added the follow-
ing presence statement to each, “I was present and/or performed 
the critical portions.” 

 Has the surgeon met the presence requirements to bill each sur-
gery?
A.  Yes, there were only two overlapping surgeries, as per the 

guidelines.
B.  No, the surgeon was not immediately available for surgery 3.
C.  Yes, the surgeon can teleport.
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The answer is B. Surgery 1 and Surgery 3 did not overlap. The guide-
lines allow for a maximum of two overlapping surgeries; but the sur-
geon must be immediately available to attend the other surgery. 
Check to see how your Medicare carrier defines “immediately avail-
able;” it’s commonly understood to mean “without delay.” By that 
definition, the surgeon was not immediately available if he was across 
campus in another building.
Secondly, the surgeon’s presence statement, “present and/or per-
formed,” is unclear. Although this will not prevent any of the surger-
ies from being billed, the surgeon should state clearly whether he per-
formed a given surgery, or merely present for it. 
Lastly, if the surgeon was performing the critical aspects of one of 
the overlapping surgeries, there is a question of whether the surgeon 
could be immediately available for the other surgery. Would the sur-
geon be able to disengage himself from the act of performing surgery 
1 and get to surgery 2 without delay, even if it was in the next room?
13. A family medicine resident sees an established patient for follow-

up of his hypertension, and to receive an injection in his knee to 
relieve the pain caused by osteoarthritis. The resident documents 
the encounter, which includes giving the patient the injection. 
The attending physician documents, “I saw and examined the 
patient. I agree with the resident’s note.” 

 Is this sufficient to bill both an established outpatient visit code 
and the injection?
A. Yes
B. No, the injection was scheduled so you can’t bill the visit.
C. No, we do not know if the teaching physician was present for 

the injection.
The answer is C. The injection was scheduled, but the E/M portion 
of the visit was for hypertension and not for knee pain. 
14. A cardiothoracic surgeon documents a coronary artery bypass 

graft (CABG) and states he was present for the critical portions. 
 Is this acceptable?

A. Technically, yes; philosophically, no
B. Yes
C. No

The answer is A. According to the guidelines, this meets the letter of 
the law. But how can the surgeon document steps for which he wasn’t 
present? It either means he is assuming the normal course of events 
occurred, documenting what the resident told him happened, or his 
presence statement is incorrect.

Non-surgical Endoscopies
15. The otolaryngologist documents she was present for the critical 

portions of the laryngoscope performed by the resident. 
 Is this acceptable?

A. Yes, the scope can be billed.
B. No, the otolaryngologist must be present the entire time for 

the scope or perform it again herself.

The answer is B. The attending otolaryngologist must be present from 
the insertion to the removal of the scope or re-scope of the patient. 
16. The pulmonology resident documents the bronchoscopy and 

states the pulmonologist was present the entire time. Is this ac-
ceptable?
A. Yes 
B. Maybe
C. No

The answer is B. The guidelines allow for a resident or operating 
room nurse to document a surgery when the attending physician is 
present the entire time. Because this is a nonsurgical scope, it does 
not fall under the same guidelines — but your Medicare carrier may 
find this acceptable. 

Diagnostic Tests
17.  The radiologist reviews the resident’s interpretation of an X-ray 

and documents that he agrees with the resident’s note. Is this suf-
ficient to bill for the interpretation?
A. Yes
B. No
C. Maybe

The answer is B. The attending radiologist must review the film 
himself to know whether he agrees with the resident’s interpretation.

How Did You Do?
Did you get all 17 questions correct? Reading the guidelines carefully, 
paying attention to the verbiage used in the medical records, and ed-
ucating teaching physicians about the rules are key to billing appro-
priately for services involving residents and students. 

Resources:
Medicare Claims Processing Manual, chapter 12, section 100: www.cms.gov/
Regulations-and-Guidance/Guidance/Manuals/downloads/clm104c12.pdf 
MLN Matters®, “Guidelines for Teaching Physicians, Interns, and Residents,” www.
cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/
Downloads/Teaching-Physicians-Fact-Sheet-ICN006437.pdf

Erin Andersen, CPC, CHC, is an assistant integrity officer at Oregon Health & Science Univer-
sity in Portland, Ore. She has worked in coding and compliance since 2003, performing chart au-
dits and investigations as well as educating providers, coders, and staff on coding and billing. 
Andersen is an active member of the Rose City Local Chapter and has served on the AAPC Chap-
ter Association board of directors.

It would be risky for a medical 
student to use the same template as 

a resident or attending physician.
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CMS Releases 
ICD-10-CM to 
HCC Mappings

Look at your common 
clinical conditions, 

ICD-10-CM requirements, 
and note changes.

■ CODING/BILLING
By Linda R. Farrington, CPC, CPMA, CPC-I

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

On April 6, 2015, the Centers for Medicare & Medicaid Servic-
es (CMS) released the 2016 Rate Announcement and Final Call 

Letter, outlining the details of the CMS Hierarchical Condition 
Category (CMS-HCC) model for payment year 2016. In that an-
nouncement, CMS commented that they would be releasing the 
ICD-10-CM to HCC mappings “in the near future.” CMS released 
the much-anticipated mappings in July. 
Here are highlights of the mappings for just one common chronic 
condition: diabetes.

Diabetes ICD-10-CM to HCC Mappings
The diabetes two-code pairs in ICD-9-CM have been consolidated 
into single codes in ICD-10-CM, with a few exceptions still requir-
ing two codes to fully report. 
We started to see similar consolidation in the CMS-HCC model 
as we moved from the 2013 model to the 2014 model. In the 2013 
model there were five hierarchical categories for diabetes; in the 
2014 model we now have just three: Diabetes with Acute Complica-
tions (HCC 17); Diabetes with Chronic Complications (HCC 18); 
and Diabetes without Complication (HCC 19). 

In the 2014 CMS-HCC model, we also saw consolidation of ICD-9-
CM codes where more diabetic manifestations are grouped into the 
diabetes categories. An example of this is diabetic neuropathy. In the 
2013 model, code 250.6x Diabetes with neurological manifestations 
and neuropathy code 357.2 Polyneuropathy in diabetes mapped to sep-
arate categories with separate risk scores. In the 2014 model, they both 
map to HCC 18, with a single risk score. This appeared to be in prepa-
ration of ICD-10-CM, where we now have single codes for the previ-
ous two-code pairs. More than ever, it’s important for providers to re-
port all of the diabetic manifestations that a patient has. 
As indicated above, there are still some diabetes with manifesta-
tion codes that map separately with separate scoring (e.g., diabetic 
chronic kidney disease (CKD), diabetic ulcer, and some of the di-
abetic manifestations where the descriptor ends with “other speci-
fied manifestations”), and require more than one code to fully re-
port. Let your providers know about these remaining two-code pair 
requirements in ICD-10-CM so they correctly report both codes. 
Providers need to report an additional code for:

• The stage of the CKD;
• The type, site, laterality (e.g., right, left, bilateral) and depth 

of the ulcer; and
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• The exact nature of the “other specified manifestation.” 
This is just an example of the changes for one clinical condition. 
Look carefully at the mappings for all of your most prevalent clin-
ical conditions; look at the instructional notes in the Tabular for 
each of those sections, categories, and subcategories; identify addi-
tional reporting requirements in ICD-10-CM; and inform provid-
ers of these changes.

What This Means for Providers
As with ICD-9-CM, providers need to document to the greatest  
degree of certainty based on their clinical judgment and code to that 
same level of specificity for each encounter. If you understand the 
statement in the ICD-9-CM Official Guidelines for Coding and Re-
porting, “Rather, code the condition(s) to the highest degree of cer-
tainty for that encounter/visit …,” [emphasis added] you know this 
has always been the case. This requirement has been enhanced in 
the ICD-10-CM Official Guidelines for Coding and Reporting:

Sign/symptom and “unspecified” codes have acceptable, 
even necessary, uses. While specific diagnosis codes should 
be reported when they are supported by the available med-
ical record documentation and clinical knowledge of the 
patient’s health condition, there are instances when signs/
symptoms or unspecified codes are the best choices for ac-
curately reflecting the healthcare encounter. Each health-
care encounter should be coded to the level of certainty 
known for that encounter. 

If a definitive diagnosis has not been established by the end 
of the encounter, it is appropriate to report codes for sign(s) 
and/or symptom(s) in lieu of a definitive diagnosis. When 
sufficient clinical information isn’t known or available 
about a particular health condition to assign a more specif-
ic code, it is acceptable to report the appropriate “unspeci-
fied” code (e.g., a diagnosis of pneumonia has been deter-
mined, but not the specific type). Unspecified codes should 
be reported when they are the codes that most accurately re-
flect what is known about the patient’s condition at the time 

of that particular encounter. It would be inappropriate to se-
lect a specific code that is not supported by the medical re-
cord documentation or conduct medically unnecessary di-
agnostic testing in order to determine a more specific code. 
[emphasis added]

As a coder, it’s your responsibility to know the guidelines and the 
code set, including the instructional notes, so you’re able to identi-
fy errors and omissions in coding, to query authoritatively using the 
guidelines, and to help educate providers on the guidelines they are 
required to uphold. This has implications not only in risk adjust-
ment, but in the portrayal of medical necessity on the claim form. 
CMS states in the Medicare Claims Processing Manual, “Medical 
necessity of a service is the overarching criterion for payment in ad-
dition to the individual requirements of the CPT code.” The only 
way we can portray medical necessity on a claim form is in accu-
rate and complete diagnostic coding. Failure to do so can result in 
claims denials, claims delays, and records requests, as well as affect 
risk scoring. 

Resources:
CMS ICD-10-CM to HCC mappings: www.cms.gov/Medicare/Health-Plans/
MedicareAdvtgSpecRateStats/Risk-Adjustors.html

Announcement of Calendar Year (CY) 2014 Medicare Advantage Capitation Rates and 
Medicare Advantage and Part D Payment Policies and Final Call Letter, page 74, Table 
5:  www.cms.gov/Medicare/Health-Plans/MedicareAdvtgSpecRateStats/Downloads/
Announcement2014.pdf

Medicare Claims Processing Manual, chapter 12: www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/clm104c12.pdf

Linda R. Farrington, CPC, CPMA, CPC-I, is an AAPC approved ICD-10-CM trainer, with 
over 30 years of experience in healthcare, specializing in cardiovascular and thoracic surgery 
and risk adjustment. She has written articles, presented audio conferences, workshops and 
trainings, and served on the AAPC National Advisory Board 2007-2011. Farrington is a consul-
tant for Optum and is the owner/instructor of Medisense (www.medisensemedicalcoding.

com), teaching medical coding courses in Colorado Springs and online. She is a member of the Colorado Springs, 
Colo., local chapter and has served in two local chapters as president-elect, president, secretary, and education 
officer.

As a coder, it’s your responsibility to know the 
guidelines and the code set, … and to help educate 

providers on the guidelines they are required to uphold.
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Shrink Revenue  
Leakage with Strategic 
Communication

Analyze root cause and 
resolve issues by encouraging 
communication across 
departments.

Poor communication throughout a revenue cycle is common, 
and often results in revenue leaks. After a review of revenue cy-

cle management and common communication gaps, we’ll consider 
solutions for closing any gaps within your organization, so you can 
quickly realize a more efficient revenue cycle.

Each person providing patient contact (including corporate sup-
port) should understand his or her effect on the revenue cycle and 
the overall net reimbursement for services rendered. Relevant ar-
eas include:

• Front office (scheduling, intake, pre-registration, 
registration, eligibility, benefits, etc.)

• Clinical operations (physicians, nurses, ancillary staff, etc.)
• Coding, charge entry, charge description master (CDM), 

contracting
• Back end (payment posting, accounts receivable (A/R), 

customer service, denials)
• Finance and accounting

Patient access, also known as the “front end” of the revenue cycle, is 
responsible to collect all patient demographic information, includ-
ing insurance and accurate contact information. They also drive the 
process to gather all pre-authorization and eligibility information 
from the insurance companies. 
It’s imperative that front-end staff understand which information 
they must collect to submit a clean claim and to receive timely pay-
ment. Many pieces of information, if transposed or inaccurate, may 
cause claim denial.

Scheduling

Pre-Registration

Eligibility/Authorization

Registration

Benefit Verification

Medical Necessity 
(ABN)

Financial Counseling

Upfront Collections

Charge Capture/Fee 
Schedules/Pricing

Coding & Billing 
Compliance

Government 
Applications

Payer Credentialing

Payer Strategy & 
Negotiations

Payer Operations

Payer Contract 
Modeling & Support

Customer Service

Claims Processing

Remittance

Payment Posting

A/R Follow-up

Denial Management

Revenue Systems, A/R 
Reporting & Revenue 

Data Analytics

Revenue Cycle Management (RCM)

FRONT
Patient Access

MIDDLE
Revenue, Charge and Payer 

Integrity

BACK
Billing & Collections Services
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Often, “back end” staff working denials do not effectively commu-
nicate with the front end to share denials they see. In the absence of 
that communication, front end staff are not aware they are creating 
denials, and do not understand what is required to prevent them.

Scheduling
The healthcare revenue cycle begins at scheduling. Any physician 
orders should be available prior to test scheduling, must meet physi-
cian signature requirements, and should include the diagnosis code 
to indicate the reason for the test. The referring physician informa-
tion is also captured and validated for Medicare patients at this time.
Many exams and tests are not supported without a physician order 
and should not be billed. Coders often validate that the physician or-
ders are in the medical record, especially for government payers. De-
velop a communication process for coders and front-end staff when 
physician orders are not found in the supporting documentation. 
Missing orders could allow for recoupment in an audit.
Medicare denials commonly occur when the referring provider is 
not enrolled in the Medicare program. Providers cannot refer Medi-
care patients for services if they are not enrolled. To help eliminate 
this denial type, build an indicator into the front-end system to 
identify when the referring physician is not enrolled. Without some-
thing built into the system, staff must manually refer to a spread-
sheet on the Medicare website that indicates which providers are 
enrolled. System-built enhancements to assist front-end staff with 
checking Medicare enrollments will help; however, in the absence of 
a system indicator, front-end staff should receive training on how to 
validate provider enrollment through the Medicare website. 
The scheduling department affects all subsequent steps in the reve-
nue cycle. Depending on the structure of front office departments, 
pre-registration, registration, and eligibility may be affected by 
workflows of scheduling staff. 
Make the scheduling department aware of issues discovered down-
stream. Communication may include a report or reoccurring meet-
ing. Common findings include: outdated patient demographic in-
formation, inaccurate insurance information, and unsupported 
medical necessity. 
Scheduling errors slow communication with the patient and collect-
ing patient liabilities. If demographic data is inaccurate, staff may 
not be able to validate the information until the patient presents, 
which slows down the patient check-in process. Inefficient and/or 
incorrect scheduling workflows and processes can only be improved 
if deficiencies are well communicated.

Upfront Collections
Collecting upfront is not necessarily a new concept in revenue cycle 
management, but continues to draw even more attention with rising 
patient liability. The best strategy to reduce patient A/R, speed cash 
acceleration, and decrease bad debt is to collect as much as possible 
prior to, or at the time of, services. You may want to purchase tools 
permitting eligibility checks to be completed prior to the patient’s 
appointment to verify eligibility and estimate the total out-of-pock-
et expenses due from the patient. Contracted allowed amounts are 
built into the up-front tools to provide the most accurate estimate.
Allow front desk staff to view patient balances and collect payments. 
How disappointing would it be for a patient to inquire about his or 
her balance and want to pay, only to find out the person at the front 
desk does not have access to view the balance?
Staff who collect up-front should understand who their contact is 
for questions about technology: This could include information 
technology (IT), operations support, or the vendor providing the 
technology. 
If contract information is loaded into tools, it’s important for con-
tract management staff to communicate significant changes. Pay-
ment posters may look for front-end staff notes or documentation 
when posting payments after claim adjudication; therefore, those 
staff should document consistently when giving benefit and/or es-
timates.
Provide staff training to communicate to the patient the purpose 
of the estimate, and to reiterate that it is only an estimate. Patients 
can become very frustrated when they pay an estimated amount up 
front, thinking it’s paid in full, only to find out the insurance paid 
differently and now they owe more. Make an effort to maintain pa-
tient satisfaction while increasing upfront collections.

Charge Capture and Reconciliation
Develop a charge capture and reconciliation policy to prevent reve-
nue leakage. Clinical staff is the most knowledgeable of services ren-
dered during the patient visit, and are the best resources to validate all 
charges were captured. Coders or revenue integrity specialists should 
train clinical staff how to run reports to validate all charges properly 
crossed over to the billing system for each encounter, and should en-
sure everything was billed correctly. Reconciliation training should 
also include how to delete, edit, or add charges, as necessary. 
Reconcile the billed charge report with the day’s schedule to make 
sure each patient was charged appropriately for provided services. The 

The best strategy to reduce patient A/R, speed cash 
acceleration, and decrease bad debt is to collect as 

much as possible prior to, or at the time of, services.
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process is not easy to implement for high volume services such as lab 
and pharmacy, but can be reviewed at a high level to look for incon-
sistencies. Reports should be as simple as possible for busy clinicians. 
Ensure a solid communication process  between coding and the 
clinical staff entering the charges. Some examples may include: Epic 
In-basket messaging, other notes options in the front-end system, or 
reports with coding notes assigned to encounters or accounts. Cod-
ers should communicate trends of inappropriate charges to elimi-
nate constant re-work and/or removal of charges.
Annual coding updates should be a separate, deliberate commu-
nication that share how the inappropriate charges affect a particu-
lar specialty. 
It’s helpful to develop a process to understand the impact of cod-
ing changes for each specialty or department. Steps within the pro-
cess may include: 

1. Complete an interview with the clinical departmental to un-
derstand if they will provide services represented by the new 
codes.

2. Run a revenue and usage report to understand the impact of 
code changes (not new, but changed and deleted codes).

3. Communicate new codes and complete necessary revisions 
to charge capture vehicles (preference lists, smartsets, super-
bills, etc.).

4. Provide contact information for questions and/or concerns 
as new codes become available.

Creating a coding review position or team is imperative to consis-
tently provide training and education to clinical departments. A 
coding review team allows a proactive versus reactive approach, 
and helps to eliminate the need to “put out fires” constantly. Over 

time, consistent review and provider edu-
cation will negate the need for 100 percent 
review by the coding department. For suc-
cessful implementation, get support from 
senior leadership to help engage the clini-
cal departments. If your organization uses 
an electronic health record (EHR) system, 
it’s helpful to involve IT/EHR resources to 
assist in documentation enhancements as 
you uncover areas requiring improvement. 
Share audit findings with the entire clini-
cal department; healthy competition can 

jumpstart improvements. Develop an escalation process for the larg-
est and/or most consistent offenders who don’t want to get on board.

Denial Management
Denial management is arguably the largest back-end function, 
which requires the most communication across operations. Deni-
als are a key indicator of performance and success throughout the 
organization, both operationally and financially. Although A/R 
management or collectors often resolve denials, the information 
must be shared across all departments. Denials should prompt root 
cause analysis and result in process improvement projects. Create 
and share scorecards with contributing departments, indicating 
their denial percentage and what denial types are included. Cross 
functional workgroups may be required for full improvement relat-
ed to the denials.
Optimally, the individuals creating the errors should be responsible 
for fixing them. Common reasons for denials include inaccurate de-
mographic information, inaccurate or missing authorizations, un-
bundling codes, and lack of medical necessity. 
A coding or documentation expert should meet with providers or 
the operational leader to share the top denials and to explain clear-
ly what caused them, with recommendations for improvement. In-
clude IT resources, when necessary, to assist in provider documen-
tation/EHR workflow enhancements. It can be influential to in-
clude relative value unit (RVU) information with denial dollars, if 
providers are paid on RVUs. Share denial information, by provider, 
with the entire department to generate healthy competition and en-
gagement. Include dollars written off, versus dollars still in appeal.
Share write-offs and adjustments with operational leadership teams. 
Leaders do not appreciate seeing this information for the first time 
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on financial/operational scorecards, as it affects their overall bud-
get and bad debt reserves when not managed appropriately. Opera-
tional leaders need to be aware of recurring patients who are result-
ing in bad debt, especially if care is not emergent, as they may choose 
to not schedule those patients going forward.

Key Takeaways
Do your best to encourage communication across departments, and 
never make the assumption, “They must know that!” Process im-
provement and issue resolution allow for cross-functional root cause 
analysis and resolution development to strengthen communications 
across teams. An easy way to improve communications is to docu-
ment: Always include agendas and meeting minutes that can be dis-

tributed to staff who cannot (or should not) attend all meetings. 
Make sure key project initiatives are shared early on among all de-
partments to keep everyone in the loop. Provide frequent learning 
and education so revenue cycle management staff understands the 
complete revenue cycle and their individual roles in it. Finally, always 
encourage opportunities for knowledge transfer among staff.  

Tina Hill, CPC, MHA, is an independent revenue cycle consultant, assisting providers with 
optimizing their operational and/or financial performance. She has over 13 years of leadership 
and project management experience, and has led operational and financial improvement 
projects across large healthcare and academic medical facilities, including physician practic-
es. Hill is also certified in Epic CDM Management, and is a member of the St. Paul, Minn., local 
chapter.

Denial management is arguably the largest back-end function, 
which requires the most communication across operations.

Tell us your story at AAPC.com/IAmAAPC
or #IAmAAPC

I was scared to death the first time I attended an AAPC local 
chapter meeting, but the welcome I received quickly calmed my 

fears. A year later, I passed my CPC exam; it was then that I 
knew "I Am AAPC.” Fast forward 10 years: I am now a 

compliance consultant for an amazing firm, and I hold
four AAPC certifications.

I encourage all of my clients to invest in their staff, join AAPC, 
and have their staff certified through AAPC. The members, 

friends, and colleagues that I have met over the years through 
AAPC are priceless. "I Am AAPC" 100%.

Candice Ruffing
CPC, CENTC, CPB, CPMA 
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Take a Stand  
for Better Health
Too much sitting is dangerous, 

so get off your tush!

Many of us sit for hours, every day — during our commute, behind 
our desk, in front of the television — and it’s killing us, research-

ers say. The negative health effects of sitting are well-established. For 
example:

• A peer-reviewed study involving approximately 800,000 
people, carried out by British researchers from Loughborough 
University and the University of Leicester, found that people 
who sat the longest (compared with those who sat the least) 
have a more than 100 percent increased risk of diabetes, a 
nearly 150 percent increase in cardiovascular events, an almost 
100 percent increase in death caused by cardiovascular events, 
and a 49 percent increase in death from any cause.

• A recent study in the Annals of Internal Medicine concludes, 
“Prolonged sedentary time was independently associated with 
deleterious health outcomes regardless of physical activity.” 
In other words, even a brisk run or other strenuous physical 
activity every day can’t undo the damage done by hours of 
uninterrupted chair time. 

Excessive sitting affects mental health and productivity, too. Re-
searchers led by psychological scientist Michelle Kilpatrick of the 
University of Tasmania surveyed more than 3,300 government work-
ers and found a significant relationship between rates of psycholog-
ical distress and sitting. Employees who sat for longer than six hours 
per day had increased prevalence of moderate symptoms of anxiety 

and depression relative to those who reported sitting for less than 
three hours a day.
Learn more: Google “dangers of sitting” for more scientific data.

Adopt Work Solutions to Sit Less
Breaking free of your chair can be tough, especially at work. Here are 
a few ideas to adapt your office routine to sit less.
Set an Alarm
We often sit for long stretches without thinking about it. Set an alarm 
or other reminder to stand up and take a few steps at least every 30 
minutes. Even a little movement does your body and mind good.
Drink More Water
Many of us don’t drink enough water: The Centers for Disease Con-
trol and Prevention says nearly half of Americans drink four or fewer 
glasses of water per day. The Institute of Medicine recommends that 
women drink approximately 2.7 liters (nearly a dozen 8-oz. glasses) 
of total water (from all beverages and foods) each day. For men, the 
recommendation is approximately 3.7 liters (125 ounces) daily. Wa-
ter (as opposed to soft drinks, coffee, etc.) costs nothing and is calo-
rie free. And drinking more water does more than just prevent dehy-
dration and improve overall body function; it also forces us out of our 
seats to refill our cups and to use the bathroom. 
Talking Tall
Any time your phone rings, stand to talk. Pace, if you can. Even if 
you must remain near your workstation, at least you’re getting out 
of your chair.
Deliver Your Message in Person
If you need to send a message to a colleague down the hall or on the 
next floor, walk to see him or her instead of emailing or calling. “In 
person” interruptions aren’t always welcome, but often you can re-
solve an issue quicker face to face than by exchanging multiple mes-
sages.
Lunch and Go
Whether you take your lunch at your desk, or consider lunch to be a 
sacred time to get out of the office, give yourself at least 15 minutes 
to walk after eating. Almost all of us could use more exercise, but 
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Resources:
NHS Choices, “Having Desk Job ‘Doubles Risk’ of Heart Attack,” (www.nhs.uk/
news/2012/10October/Pages/Having-desk-job-doubles-risk-of-heart-attack.aspx)
Annals of Internal Medicine, “Sedentary Time and Its Association with Risk for Disease 
Incidence, Mortality, and Hospitalization in Adults,” 2015; 162(2): 123-132, (http://annals.
org/article.aspx?articleid=2091327)
Kilpatrick, M., Sanderson, K., Blizzard, L., Teale, B., Venn, A. (2013); Mental Health and 
Physical Activity, “Cross-sectional associations between sitting at work and psychological 
distress: Reducing sitting time may benefit mental health.” 6(2), 103–109, (www.
researchgate.net/publication/259165384_Cross-sectional_associations_between_
sitting_at_work_and_psychological_distress_Reducing_sitting_time_may_benefit_
mental_health)
Linda Wasmer Andrews; Psychology Today, “What Sitting Does to Your Psyche,” (www.
psychologytoday.com/blog/minding-the-body/201403/what-sitting-does-your-psyche)
Allen C. Bluedorn, Daniel B. Turban, and Mary Sue Love; Journal of Applied Psychology, 
“The Effects of Stand-Up and Sit-Down Meeting Formats on Meeting Outcomes,” 1999, 
Vol. 84 No. 2. 277-285, (https://business.missouri.edu/sites/default/files/bluedorn_
turban_love_1999_jap.pdf).
Andrew P. Knight, Markus Baer; Sage Journals, “Get Up, Stand Up: The Effects of a Non-
Sedentary Workspace on Information Elaboration and Group Performance,” (http://spp.
sagepub.com/content/early/2014/06/12/1948550614538463.abstract)
Alyson B. Goodman, MD, MPH; Heidi M. Blanck, PhD; Bettylou Sherry, PhD, RD; 
Sohyun Park, PhD; Linda Nebeling, PhD, MPH, RD; Amy L. Yaroch, PhD; Preventing 
Chronic Disease, “Behaviors and Attitudes Associated With Low Drinking Water Intake 
Among US Adults, Food Attitudes and Behaviors Survey, 2007,” (www.cdc.gov/pcd/
issues/2013/12_0248.htm)
Institute of Medicine, “Dietary Reference Intakes: Water, Potassium, Sodium, Chloride, 
and Sulfate,” (www.iom.edu/Reports/2004/Dietary-Reference-Intakes-Water-Potassium-
Sodium-Chloride-and-Sulfate.aspx)
Anahad O’Conner, New York Times blog, “Really? The Claim: Taking a Walk After a Meal 
Aids Digestion,” (http://well.blogs.nytimes.com/2013/06/24/really-the-claim-taking-a-
walk-after-a-meal-aids-digestion/?_r=0)
Chris Gardner, BobVila.com, “6 DIY Standing Desk Projects to Keep You Healthy While You 
Work,” (www.bobvila.com/articles/diy-standing-desks/#.VYCRBFwYeDo)

moving your body after meals is especially helpful. Researchers have 
found that a postprandial walk can aid digestion and improve blood 
sugar levels (blood sugar typically spikes immediately after a meal).
When eating out or in the break room, choose a high table and stool 
rather than a chair. Sit on the “edge of your seat” and keep weight on 
your feet. 
If you choose to drive-through for lunch, park and take a walk while 
you eat. It’s no more awkward — and a lot safer — than eating while 
navigating traffic. 
Meet on Your Feet 
“Standing meetings” (a favorite of AAPC CEO Jason VandenA-
kker) accomplish two tasks at once: They get you out of your chair; 
and they make the meetings shorter!
According to a 1999 study, published by University of Missouri re-
searchers in the Journal of Applied Psychology, standing meetings last 
on average only two-thirds as long as sit-down meetings. That’s good 
news for those of us who dread never-ending meetings. Plus, research-
ers at Washington University in St. Louis report that groups work-
ing together on a project while standing are more engaged than while 
seated.
Note: Taking meeting minutes can suffer during standing meetings. 
Equip your conference/meeting room with a few tall tables to make 
this easier, or consider recording your meeting with a cell phone or 
laptop. 
Take it to the next level: If you’re meeting with only one or two oth-
ers, consider the “walk and talk.” Walking can help you to focus, and 
you’ll get some exercise in the bargain. You might also find that walk-
ing together improves your relationships with coworkers. 
Try a Standing Workstation
Perhaps the ultimate “get out of your seat” solution is a standing work-
station. For added flexibility, many standing workstations can be 
converted quickly to seated stations (for when you must sit down).
You can also create your own standing workstation for relatively lit-
tle money ($25 or less). Use your favorite search engine to seek “DIY 
standing desk” or “how to build a standing workstation.” You’ll find 
plenty of ideas.

Take it to the next level: If you have the space and the ambition (plus 
the financial means), you can step up to a treadmill desk. 

Be the Change
Often, changing our own habits is easier than overcoming the objec-
tions of others. Your co-workers or supervisors may balk at the idea 
of a standing meeting, for instance, or you may have to endure some 
good-natured ribbing if you use (or even ask for) a standing desk. 
Choosing to stand when others sit may be interpreted as rude or dis-
tracting. You may be able to defuse objections by stating cheerfully, 
“I spend so much of my day sitting, it feels good to stand every once in 
a while.” Stress the benefits of standing (chief among them, healthi-
er, more energized, and more productive employees) to help you gain 
acceptance — and maybe even convert a few other employees. 

John Verhovshek, MA, CPC, is managing editor at AAPC and a member of the Hendersonville-
Asheville, N.C., local chapter.

Any time your phone rings, 
stand to talk. Pace, if you can.
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When it comes to managing a practice, you may find yourself in 
need of space for a quarterly meeting or recording equipment 

for new-hire or procedure training.
You could buy or rent more office space or spend thousands of dol-
lars on recording equipment and the software and training to use 
it. Or you could reach out to a nearby college and ask to rent every-
thing you need. Yes, you could go back to school!
Colleges and universities have meeting rooms and classrooms in 
all shapes and sizes. They are filled with state-of-the-art technolo-
gy, used to train students on the latest and greatest equipment. And 
here’s a secret: Those rooms and that technology are not in use 100 
percent of the time. Schools look for ways to increase revenue, and 
many are actively seeking individuals and businesses (like you) to 
rent underused resources. Businesses and entrepreneurs can rent 
space for a monthly staff meeting or a quarterly seminar, as well as 
the school’s technology to record that event, or to live stream it to a 
satellite office or to an employee who works offsite.

Pick a Venue
Conference Rooms: A conference room could be 
equipped with a large, boardroom-style table with 
chairs. Seating capacity might be from six to 20 people.
Flat Classrooms: A flat classroom has a flat floor, and may 
have individual desks or could be equipped with tables. 
These rooms usually can be rearranged into “pod-like” 
work areas for small groups (the school’s janitorial staff 
generally will arrange it for you). Capacity may be 20 to 
60 people.
Tiered Classrooms: The presenter may have a desk or 
podium on the first level with seating on successively 
higher levels, like an amphitheater. Seating for a tiered 
classroom may be 30 to 100 (or more) people.
Lecture Hall: A lecture hall is like a tiered classroom, 
but larger to accommodate hundreds of individuals. 
It may include small, folding worktops that tuck in be-
tween the seats. 
Conference Hall: A conference hall is used for large 
events. Some include movable divider walls that may be 
used to change the room size. These rooms are perfect 

for conferences, vendor displays, and large audience events. Various 
seating arrangements and tables may be available.
Auditorium: Theatre seating, multiple lighting options, and a stage 
could be just what the doctor ordered when you are selecting a ven-
ue for an annual employee recognition event.

Rent the Equipment You Need
College and university spaces are usually equipped with computers, 
wired and wireless Internet, projectors, and screens. Ask to speak 
with the school computer technician (he or she usually is referred 
to as an educational technologist). The technologist specializes in 
“teaching the teachers” how to use the school’s technology, but can 
also be a wealth of information to you, and can serve as consultation 
advisor for your event. Be sure to let the technologist know what you 
want to do; he or she may be able to enhance your meeting with ideas 
for using the technology. 

Need Space or Technology?  
Go Back to School!
With so much classroom equipment and training resources,  
it’s like your office hit the technology jackpot.
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Technology you may want to rent for your staff includes:
Computer Labs: Many computer labs are equipped with 20-30 com-
puters, each loaded with typical office programs. Schools can usu-
ally load your specific software, as long as the license information 
is provided.
Classroom Recording: Schools often record lectures so students can 
watch the recordings at a later date. Imagine a camera mounted on 
the back wall, focused forward, and rotated or zoomed to the in-
structor’s preference. You can use that technology to record a mes-
sage to new employees, etc.
Video Conferencing: Combine a conference room with a videocon-
ference system and you are instantly able to conduct meetings from 
anywhere around the world. If you don’t need advanced videocon-
ference capability, many schools are equipped with free or inexpen-
sive software such as Skype or Zoom.

Special Needs Compatibility: Colleges and universities usually have 
specialized technology for special needs. For example, the auditori-
um may have special listening devices for hearing impaired patrons. 
Translators could also use the devices to translate information into 
another language for the listener.
Colleges and universities provide affordable space, technology, and 
other resources that can help you maintain and grow your business 
without investing in a lot of expensive overhead. The next time you 
need a special venue and/or cutting edge technology for a meeting, 
consider reaching out to a college or university near you. 

Jose “Joe” Ascensio lives in Kansas City, Mo. He works at Kansas University – Edwards Cam-
pus as an instructional technologist. He is also an author and speaker on topics related to self-
improvement and technology. Ascensio holds a master’s degree in education with an empha-
sis in adult education. His bachelor’s degrees are in computer information systems. Ascensio’s 
passions in life are family, technology, and training. You can reach him via LinkedIn at www.
linkedin.com/in/joeascensio. 

Be sure to let the technologist know what you want to do; he or she may 
be able to enhance your meeting with ideas for using the technology. 



52 Healthcare Business Monthly

■ AUDITING/COMPLIANCE
By Tod Ferran

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

Prioritize HIPAA Compliance Efforts

Having a successful HIPAA risk analysis and risk management 
plan will help you to maintain compliance within your orga-

nization. Unfortunately, many organizations are unprepared to 
tackle the project, and either give up or lose focus on what’s impor-
tant. Don’t let your organization become a statistic! By prioritizing 
HIPAA compliance, you’ll soon be on your way to accurately assess-
ing your organization’s security posture and developing a successful 
plan for managing risk.

Start with a Risk Analysis
A risk analysis is a prerequisite to your organization’s HIPAA Securi-
ty Rule compliance efforts. Its purpose is to assess potential vulner-
abilities, threats, and risks to protected health information (PHI) 
your organization is privy to. Let’s dive into the methodology for 
conducting a risk analysis the U.S. Department of Health & Hu-
man Services (HHS) would be proud of.

Step 1: Set Your Scope by Identifying PHI Flow
To set your scope on the areas within your organization that must be 
secure, you have to understand how patient data flows within your 
organization. If you know all of the places PHI is housed, transmit-
ted, and stored, you can better safeguard those vulnerable places. 

There are four main locations to consider when defining your scope: 
Where does PHI enter your environment?
Identify all PHI inputs to determine exactly where security should 
begin at your organization. 
When considering the origins of PHI, think of both new and exist-
ing patient records. For example, PHI can begin with patients fill-
ing out their own information on your paper forms or with business 
associates requesting information about a current or former patient.
What happens to your PHI, and where is it stored?
It’s not enough to know where PHI begins. You must know exactly 
what happens to it once it enters your environment:

• Does it go directly to accounting?
• Is it automatically stored in your electronic health record?
• If it is emailed, is it encrypted?

To understand what happens to PHI in your environment, note all 
hardware, software, devices, systems, and data storage locations 
touching PHI in any way. Also note all human contact with PHI.
Where does PHI leave your environment?
Many workforce members forget they must protect PHI through-
out its entire lifecycle. That includes when it leaves your hands. If 

Find your risks, and then implement 
security measures to remedy them.
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PHI leaves your organization, it’s your job to ensure it’s transmitted 
or destroyed in the most secure way possible. 
Where does PHI leak?
Once you’ve identified your organization’s PHI lifecycle, look for 
any gaps in security. In particular, environment weaknesses pro-
vide gaps for unsecured PHI to leak in or out of your organization.
The best way to find all possible leaks is by creating a PHI flow 
diagram. Essentially, a PHI flow diagram documents all the 
information you found above, and lays it out in a graphical format. 
A PHI flow diagram isn’t a requirement, but it’s a lot easier to 
understand PHI trails when looking at a diagram, such as the one at 
http://blog.securitymetrics.com/2014/11/diagrams-help-hipaa-audits.html.

Step 2: Identify Vulnerability, Threats, and Risks to PHI
Once you know where PHI is stored and how it flows within your 
organization, the next step is to identify any problems within that 
scope. 
Problems to look for:

• What vulnerabilities exist in the system, applications, 
processes, or people?

• What threats — internal, external, environmental, and 
physical — exist for each of the vulnerabilities you identified?

• What is the probability of each threat triggering a specific 
vulnerability? This is risk.

What are your vulnerabilities?
Something that is vulnerable is flawed in some way, be it a compo-
nent, procedure, design, an implementation, or an internal control. 
Vulnerabilities must be fixed.
Examples of vulnerabilities seen while conducting a HIPAA risk 
analysis:

• Unpatched operating system software
• Website coded incorrectly
• Lack of office security policies, or failure to follow established 

policies
• Misconfigured Internet security or no firewall
• Computer screens in view of public patient waiting areas

What are your threats?
A threat is the potential for a person or thing to trigger an existing 
vulnerability. Generally, it’s difficult for threats to be controlled. 

Although most threats remain out of your control to change, they 
must be identified and assessed for risk. Location, organization size, 
and systems are all potential threats.
Examples of threats I’ve seen while conducting a HIPAA risk anal-
ysis include:

• Geological threats, such as landslides, earthquakes, and 
floods

• Hackers downloading malware onto a system
• Inadvertent data entry or deletion of data
• Power failures
• Chemical leakage
• Workforce members
• Business associates

What are your risks? 
Risks are the probability a particular threat will exercise a partic-
ular vulnerability, and the resulting impact on your organization.
In a system that allows weak passwords, for example, the vulnerabil-
ity is the password because it is susceptible to attack. The threat is a 
hacker could crack the password and break into the system. The risk 
is the probability of a hacker exploiting this weakness.
Other examples of risks seen during a HIPAA risk analysis include:

• Unencrypted laptop ePHI. There is an extremely high 
probability (high risk) that an external hacker can access 
unencrypted electronic PHI (ePHI) on a lost or stolen laptop.

• Windows XP machine with access to the Internet. There 
is an extremely high probability (high risk) that an external 
hacker will exploit security flaws (in outdated software) using 
malicious software to gain access to PHI.

Analyze HIPAA Risk Level and Potential Impact
After identifying any possible security problems in your organiza-
tion, it’s time to decide what risks could and will impact your orga-
nization. To analyze your risk level, first consider:

• Likelihood of occurrence: Just because you’re threatened 
by something, doesn’t necessarily mean it will affect 
you. For example, an organization in Texas or Vermont 
could be struck by a tornado; however, the likelihood of a 
tornado striking Texas is much higher. So the Texas-based 
organization’s tornado risk level is higher than the Vermont-
based organization’s risk.

Every vulnerability and associated threat should be given 
a risk level, typically assigned as high, medium, or low.
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… if your risk is employees throwing PHI in the trash, your 
security measures could be quarterly employee security 
training and replacing trashcans with shredders.

Here’s another example: Two organizations — one a large hos-
pital group in New York City and the other, a single provid-
er office in Wyoming — have remote access through the In-
ternet without two-factor authentication and are set up with a 
weak password. The risk is the same for both: Extremely high!

• Potential impact: What is the effect the risk you’re 
analyzing will have on your organization? For example, 
although a computer screen might accidentally show ePHI 
to a patient in the waiting room, it probably won’t have as big 
of an impact as a hacker attacking your unsecured Wi-Fi and 
stealing all your patient data.

Every vulnerability and associated threat should be given a risk lev-
el, typically assigned as high, medium, or low. By documenting this 
information, you’ll have a prioritized list of all security problems at 
your organization. 

Create Your Risk Management Plan
The risk management plan is the compliance step that works 
through issues discovered in the risk analysis, and provides a docu-
mented instance proving your acknowledgement (and correction) 
of PHI risks and HIPAA requirements.
Although the risk analysis outcome should directly feed into a risk 
management plan, your plan should also include all HIPAA secu-
rity, privacy, and breach notification requirements. For example, 
identifying and documenting job roles are HIPAA requirements, 
but this information doesn’t necessarily come from a risk analysis. 
Although specific items included in a risk management plan vary, 
here are a few industry best practices to include: 

• Each HIPAA rule and its corresponding resolution
• Risk level assigned in your risk analysis
• Date completed (for both HHS documentation and your 

own records) 
• Completed by section (great for practices where two or more 

people are completing a risk management plan together)
• Notes section (in case you want to jot a reminder for later)

Consider defining a timeline for HIPAA goals in your plan, like so:
• When do you want to complete your risk analysis?
• When do you want to complete your risk management plan?
• When do you want to train employees?

Identify Top Security Measures 
The most important part of your risk management plan is what you 
do about the risks identified in the risk analysis. Start with the top-
ranked risks and identify the security measures that fix those prob-
lems. For example, if your risk is employees throwing PHI in the 
trash, your security measures could be quarterly employee security 
training and replacing trashcans with shredders. 

Implement, Rinse, Repeat
Once your risk management plan is complete, it’s time to imple-
ment it. A prioritized HIPAA compliance plan is a rinse and repeat 
process. One of the most important parts of HIPAA is documen-
tation. If you don’t document, you can’t prove to HHS that you’ve 
performed a complete and thorough risk analysis. They will want 
to see documentation, your risk management plan, and month-
ly progress on addressing the items identified in that risk manage-
ment plan. 

Resources:
PHI flow diagram: http://blog.securitymetrics.com/2014/11/diagrams-help-hipaa-
audits.html

HIPAA Security Series 6: Basics of Risk Analysis and Risk Management: http://www.
hhs.gov/ocr/privacy/hipaa/administrative/securityrule/riskassessment.pdf

Tod Ferran is a security analyst for SecurityMetrics, Inc. With his 25 years of IT security ex-
perience, he provides security consulting services and HIPAA/PCI compliance assessments for 
organizations throughout the United States and across the globe. Prior to joining Security-
Metrics, Ferran was president for several successful managed service providers and directed 
software/security development teams in the United Stated, India, and the Netherlands.
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■ AUDITING/COMPLIANCE
By Robert Pelaia, Esq., CPC, CPCO, and Jamie Ewing

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

The Office of Inspector General (OIG) and the American Health 
Lawyers Association (AHLA) have collaborated on three occa-

sions (2003, 2004, and 2007) to provide guidance for boards of di-
rectors’ oversight of compliance issues. This oversight is so impor-
tant that OIG and AHLA recently collaborated again, this time 
incorporating the Association of Healthcare Internal Auditors 
(AHIA) and the Health Care Compliance Association (HCCA) to 
help develop and publish an updated guidance tool: Practical Guid-
ance for Health Care Governing Boards on Compliance Oversight 
(the guidance). 

Why Is Board Oversight Important?
Compliance with applicable state and federal laws should be of the 
utmost importance for any organization, especially in healthcare. 
The industry-wide shift to increased transparency in public report-
ing has led to greater board involvement. Board oversight helps 
to ensure your organization’s compliance program is working ef-

ficiently and effectively. The guidance was developed to provide 
“practical tips for Boards as they work to effectuate their oversight 
role of their organizations’ compliance.”

Current Expectations for Board Oversight
Boards must consistently act in good faith to safeguard an organi-
zation against violations of applicable state and federal regulations. 
To accomplish this, your board must guarantee a reporting system 
is in place, and that the reporting system is sufficient to maintain 

Although compliance is 
your entire organization’s 
responsibility, it’s your board’s 
responsibility to manage it.

COMPLYING
WITH COMPLIANCE

Did You Know?
AAPC addresses compliance requirements for practices (www.7atlis.net) and offers Certified 
Professional Compliance Officer (CPCO™) credentials. (www.aapc.com/certification/cpco.aspx)
AHLA is the country’s largest educational organization devoted to legal issues in the healthcare field. 
AHIA is an international organization of professional auditors working to assess and evaluate risk 
in the healthcare arena. 
HCCA is a nonprofit organization serving compliance professionals in the healthcare industry. 
OIG is the largest inspector general’s office in the federal government, dedicated to improving 
the efficiency of the U.S. Department of Health & Human Services (HHS) through combating 
fraud, waste, and abuse in HHS programs.
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timely action. The new compliance oversight guidance notes that 
boards are expected to use all available resources to optimize the or-
ganization’s compliance program. Available resources include Fed-
eral Sentencing Guidelines, OIG’s guidance documents, and OIG 
Corporate Integrity Agreements (CIAs). 
The sentencing guidelines “offer incentives to organizations to re-
duce and ultimately eliminate criminal conduct by providing a struc-
tural foundation from which an organization may self-police its own 
conduct through an effective compliance and ethics program.” The 

OIG guidance documents highlight the importance of implement-
ing internal controls to monitor adherence to applicable regulations. 
CIAs outline key structural and reporting requirements for compli-
ance. These resources work to function as a baseline for developing 
internal controls to promote and monitor compliance. 

Balance the Program’s  
Scope with Your Organization’s Size
Compliance programs vary by organization. No single standard ap-
plies to all organizations. Ideally, your board should strive to make 
compliance programs as comprehensive as possible, but must bal-
ance the scope of the compliance program with the size (and avail-
able resources) of an organization. The sentencing guidelines recog-
nized this area of concern, and allow compliance programs to vary 
according to the size of the organization. The sentencing guidelines 
also recommend that boards of smaller organizations “may need to 
become more involved in the organizations’ compliance and ethics 
efforts” than might be required in larger organizations. 

Stay Informed of Regulatory Changes in the Industry
Regulatory changes in the healthcare industry are common, and it’s 
important for boards to stay informed. The new compliance over-
sight guidance suggests that your board develop a “formal plan to 
stay abreast of the ever-changing regulatory landscape and operat-
ing environment.” Periodic updates from staff members will allow 
your board to make informed decisions. 
The guidance also notes that outside educational programs are a 
way for boards to expand their knowledge of industry risks and reg-
ulatory requirements. The most effective way to ensure your board 
is up to date with regulatory changes is by consulting with a com-
pliance professional or, if possible, adding a compliance profession-
al to your board. 

Compliance Program Functions
The guidance suggests that you should “define the interrelationship 
of the audit, compliance, and legal functions” within your organi-
zation. Every organization balances myriad functions; when clear 

Board Oversight in  
Healthcare Organizations
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boundaries exist between each function, an organization is more 
likely to maintain a solid structure. According to the guidance, the 
five significant functions include compliance, legal, internal au-
dit, human resources, and quality improvement. More specifically:

• The compliance function includes prevention, detection, 
and resolution of any actions that do not comply with the 
applicable state and federal standards. 

• The legal function entails providing advice concerning the legal 
and regulatory risks of your organization’s business strategies.

• The internal audit function involves an objective evaluation 
of internal control systems and framework within your 
organization.

• The human resources function includes the recruitment, 
screening, hiring, and training of employees.

• The quality improvement function focuses on providing 
high quality practices and improving efficiency.

Your board must evaluate each area independently and consistently 
to ensure each function is met. 
The OIG believes your organization’s compliance officer should be 
independent from your legal counsel because the professional obli-
gations for each function differ. Although independence is crucial, 
collaboration between each function promotes your organization’s 
overall interests. 
The guidance notes that boards should develop a process to “en-
sure appropriate access to information,” perhaps through a “formal 
charter document approved by the Audit Committee of the Board 
or in other appropriate documents.” Organizations that cannot sep-
arate each function are particularly prone to risks due to the signif-
icant possibility of sharing privileged information within the orga-
nization (intentionally or otherwise). The guidance suggests that to 
monitor risks your board should closely evaluate how management:

1. Identifies and investigates compliance risks;
2. Identifies and implements appropriate corrective actions and 

decision-making; and
3. Communicates between various functions.

Issue Reporting Mechanisms
Your board should receive risk mitigation and compliance effort re-
ports on a consistent, timely basis. Your board must enact a system to 
encourage open and honest communication, and must make its ex-

pectations clear. Expectations may include the use of objective score-
cards, internal and external investigation reports, hotline call activi-
ty, and reports of allegations of material fraud or senior management 
misconduct. Per the guidance, your board needs to exhaust all efforts 
to hold management accountable to meet those expectations.
Formats to receive reports vary by organization. Dashboards are a 
popular tool that contain key financial, operational, and compli-
ance indicators to assess risk, strategic plans, policies, and proce-
dures. The guidance suggests that your board and management 
work together to tailor the dashboards to meet your specific needs. 
Your board can also establish a risk-based reporting system when 
certain risk-based criteria are met. This is an effective way to ensure 
timely reporting of suspected violations. 
The guidance also suggests your board conduct systematic “execu-
tive sessions” to achieve greater compliance results. These executive 
sessions should not include senior management, but should include 
leadership from the compliance, legal, internal audit, and quality 
functions. Systematic executive sessions act as a way to encourage 
dialogue by keeping the lines of communication continuously open.
The guidance additionally recommends regularly scheduled ses-
sions as a way to maintain continuity (vs. holding sessions only when 
problems arise).

Risk Identification Procedures
Per the recent guidance, a variety of activities in the healthcare field 
are prone to violations, including patient referrals, billing prob-
lems, privacy breaches, and quality-related events. Your board must 
first be able to identify high-risk areas. Identification can be accom-
plished through internal sources, such as employees reporting to an 
internal compliance hotline or internal audits, and through exter-
nal sources, such as professional organization publications, OIG-is-
sued guidance, consultants, or news media outlets. Your board can 
also monitor competitor’s violations to verify that your departments 
are in compliance. 
The sentencing guidelines highlight your board’s responsibility as, 
“ensuring the organization’s compliance and ethics program is fol-
lowed, including monitoring and auditing to detect criminal behav-
ior.” Your board should also develop, implement, and monitor cor-
rective action plans. 
New reimbursement forms are now in place, such as value-based 
purchasing and service bundling, which have led to increased in-

Although independence is crucial, collaboration between 
each function promotes your organization’s overall interests.
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centives to monitor compliance. Pay-for-performance policies have 
placed an increased burden on organizations to focus attention on 
quality guidelines and outcomes. Statutes addressing the provider-
physician relationships are broad in nature; therefore, the guidance 
notes that it is up to your board to continue reviewing these arrange-
ments to ensure compliance is being met — particularly with self-
referral (Stark) and anti-kickback laws.
Another industry trend is increased transparency. The recent guid-
ance states that although increased transparency provides signifi-
cant opportunities to improve care quality, it also carries substan-
tial risk. Information is continually provided to the public concern-
ing health outcomes and quality measures through the Centers 
for Medicare & Medicaid Services (CMS) quality compare mea-
sures. The Open Payments System also provides data to the public 
on pharmaceutical and device industries’ payments to physicians.

Accountability Methods
The guidance notes that compliance is an “enterprise-wide responsi-
bility” and suggests that organization needs “to support the concept 
that compliance is a way of life,” as opposed to simply one requirement 
in a long list of requirements. To encourage compliance, your board 
should conduct frequent performance assessments and possibly use 
the results to withhold incentives or provide bonuses. One method for 
promoting accountability is through annual incentive programs. Per 
the guidance, you may implement employee and executive compensa-
tion claw-back/recoupment provisions to be implemented when com-
pliance metrics are not satisfied. The OIG has set this example by re-
quiring compliance certifications from managers of all departments 
(not just the compliance department). This acts as a clear demonstra-
tion to your organization that everyone is responsible for compliance.
According to the guidance, self-disclosure compliance programs of-
fer significant benefits. Self-disclosure of violations — particularly 
of overpayments for providers enrolled in Medicare or Medicaid — 
allows your organization to remedy the violation promptly, result-
ing in a faster resolution. The average resolution for OIG self-disclo-
sure is less than one year. The OIG’s self-disclosure cases settle for 
1.5 times the damages, as opposed to double the damages under the 
False Claims Act. Self-disclosure cases also include exclusion releas-
es as part of the settlement; therefore, your board can help your or-
ganization avoid significant penalties when violations occur by im-
plementing self-disclosure programs. 

Effective Board Oversight
An effective board must remain well informed of regulatory risk, have 
a comprehensive understanding of your organization’s compliance 
program, and continually encourage open communication across the 
organization. Although it’s your entire organization’s responsibility 
to remain compliant with state and federal regulations, the guidance 
emphasizes that it’s your board’s responsibility to ensure it provides 
comprehensive methods for identifying and investigating risk areas, 
and providing corrective action to remedy any violations.

Why Is this Important to Coders?
Board oversight is important to coders because of the noteworthy 
shift in expectations. The healthcare industry has placed significant 
value on transparency in public reporting. Fraud and abuse laws are 
focused on quality improvement. This drive toward transparency 
in public reporting of quality data is a clear recognition that quality 
care is more of a system problem than a competence problem. Med-
ical coders are responsible for ensuring the requirements for medi-
cal billing are properly followed, and are aligned with your organi-
zation’s compliance program. 

Resources:
Practical Guidance for Health Care Governing Boards on Compliance Oversight: http://
oig.hhs.gov/compliance/compliance-guidance/docs/Practical-Guidance-for-Health-
Care-Boards-on-Compliance-Oversight.pdf

2014 Federal Sentencing Guidelines Manual (§8, Intro. Comment): www.ussc.gov/
sites/default/files/pdf/guidelines-manual/2014/GLMFull.pdf

CMS Physician Compare and Hospital Compare websites: www.medicare.gov/
physiciancompare/search.html and www.medicare.gov/hospitalcompare/search.html

CMS Open Payment System: www.cms.gov/openpayments/

OIG Self-Disclosure Information is available at http://oig.hhs.gov/compliance/self-
disclosure-info

Robert A. Pelaia, Esq., CPC, CPCO, is deputy general counsel at the University of South 
Florida in Tampa, Fla. He is certified as a Healthcare Law Specialist by the Florida Bar Board of 
Legal Specialization and Education, serves on AAPC’s Legal Advisory Board, and was a 2009-
2011 AAPC National Advisory Board member. Pelaia is a member of the Jacksonville River City, 
Fla., local chapter.

Jamie Ewing, attends Florida Coastal School of Law, where she is now a full-time, third-year law student, Ju-
ris Doctor Candidate, May 2016.

An effective board must remain well informed of regulatory risk, have a 
comprehensive understanding of your organization’s compliance program, 

and continually encourage open communication across the organization.
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■ ADDED EDGE
By Dawn Moreno, PhD, CPC, CBCS, CMAA, MTC, CPL, CLT

Develop  
Professionally  

for Success

Think outside the box when 
it comes to advancing your 
professional skillset.

A s a long-time medical coding, billing, and medical office management in-
structor, I often speak to coworkers, peers, and students who are interested 

in continuing professional development. To get there, some people envision 
sitting through long, boring seminars, struggling to stay awake while dream-
ing of the delicious lunch waiting for them. Although many of us probably 
have sat through mind-numbing meetings such as these, it’s not the only way 
to advance yourself professionally.

Ensure Your Skills Are Current
As an AAPC certified professional, you need continuing education hours to 
ensure you are up to date on the changes in your chosen field. You can make 
the most of the requirement by earning your continuing education units 
(CEUs) in ways most interesting to you.
AAPC offers members 12 free CEUs per year through Healthcare Business 
Monthly. Other professional publications also offer 12 CEUs per year with 
a low subscription price. The advantage is that you learn valuable informa-
tion and earn many of your CEUs to maintain membership. You can also 
earn CEUs by attending AAPC (or AAPC-approved) courses, webinars, and 
seminars. 
Likewise, AAPC conferences provide an avenue for you to develop profes-

sionally, network with other professionals, and take classes that interest you. 
Conference is like a mini-vacation, but you come home with many CEUs.

With the advent of ICD-10, we can all use an anatomy or terminology 
refresher class. AAPC offers these, as well. Even if you already know 

medical terminology and anatomy, you can always learn some-
thing new. As you know, nothing stays the same in this industry!
Another way to accelerate your professional growth is to expand 
your knowledgebase. For example, if you’re a medical coding 
professional, why not venture into the medical billing field? 
You’ll not only expand your knowledge about reimbursement 
but also earn CEUs. (Look for an entity that will give you a good 

amount of CEUs for taking their program.)

Get with Other Professionals
Professional development isn’t just about earning CEUs. The ultimate goal is 
to become the best professional you can be. Get plugged into a national orga-
nization like AAPC and become active on the local level, as well. Attend local 
chapter meetings. Take on a leadership role in your local chapter. Volunteer im
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to proctor exams. Teach a review class. This involvement will make 
you feel connected to other professionals and you will quickly be-
come an essential part of your AAPC local chapter. 

Explore Free Educational Apps
If you’re big on ideas but short on time, smartphone apps make it 
possible to learn anywhere, anytime. There are apps for medical ter-
minology, anatomy, ICD-10 — you name it — and many are free. 

Gain a Competitive Edge
Part of growing as a professional involves improving your basic job 
skills and expanding your horizons. Through your local commu-
nity college or adult education center, you can explore topics such 
as professional resume writing or how to interview more effectively. 
Classes in business management might help you to land a more lu-
crative management role. Even if you’ve been in the business for 20 
or more years, you’d be surprised what you can learn to help your-
self become more competitive.

Take Advantage of Resources
Asking to observe in a department that you don’t know anything 
about is a great way to develop professionally. For example, if you 
don’t know anything about oncology coding, ask to observe the on-
cology department for a few days as they code records. You’ll prob-
ably need to sign confidentiality agreements, but this shouldn’t be a 
problem if you already work for a multispecialty practice or hospital. 

Put Yourself Out There
Embrace constructive feedback. Ask your boss what your strengths 
and weaknesses are, and then do something to strengthen your 
weak areas. Participate in AAPC forums; and when people post 
questions, try to answer them. We can always learn something from 
each other. 

Dawn Moreno, PhD, CPC, CBCS, CMAA, MTC, CPL, CLT, teaches adults medical coding, 
medical billing, and medical office management for MT Advantage. She writes for profes-
sional journals and blogs within the medical and legal industries. Moreno’s motto is that one 
is never too old to learn something new. She is a member of the Albuquerque, N.M., local 
chapter.

Asking to observe in a department that 
you don’t know anything about is a great 

way to develop professionally.
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NEWLY CREDENTIALED MEMBERS

Magna Cum LaudeMagna Cum LaudeMagna Cum Laude

Amarin Alexander, MD MBA MA, CPC-A 
April Khristine Sinda, CPC-A 
Chellakkagari Swetha Reddy, CPC-A 
Christa Armstead, CPC, CIRCC 
Colleen Struebel, CPC 
Dwlinda S Core, CPC, CPMA, CRC 
Erin Schultz, CRC 
Joycelyn Jenkins, CPC, CPMA 
Julie Clerkin, CPC, CHONC 
Kairamkonda Praveen Kumar, CPC-A 
Kristen L Gallucci, CPC-A 
Lori Smith, CPC-A, CPMA 
Mannem Sri Varsha, CPC-A 
Rebecca Demetriou, CPC-A 
Samantha Caplan, CPC, CRC 
Saul Anaya, CIRCC 
Tara D Hodge, CPC, CPMA 
Therese Christ, COC-A, CPC-A 
Vedavathi Dhanala, CPC-A 

CPC®CPCCPC
Adriana Lozada, CPC 
Aixa Lopez, CPC 
Alexi Smith, CPC 
Alexis Garner, CPC 
Amanda Demps, CPC 
Amanda Hopkins, CPC 
Amanda Mays, CPC 
Amanda Miller, CPC 
Amber Wilson, CPC 
Amy Beasley, CPC 
Amy Dunn, CPC 
Amy Lawhead, CPC 
Amy Lynn Gester, COC, CPC
Amy Webster, CPC 
Amy Wheatley, CPC 
Ana Ochoa, CPC 
Ana Romero, COC, CPC
Andrea S Moore, CPC 
Angela Cockman, CPC 
Angela M Chester, CPC 
Angela Peace, CPC 
Ann Middleton, CPC 
Anna Garcia, CPC 
Anna Rogers, CPC 
Antoine Smith, CPC 
April Hinkie, COC 
Ariana Escobar, CPC 
Arleen Graham, CPC 
Ashley MacArthur, CPC 
Ashwani Prakash, CPC 
Asia Brannon, CPC 
Barbara Ashlie Schaechtel, CPC 
Barbara Rosenberg, CPC 
Benjamin Griego, CPC 
Beth Wolf, CPC 
Bhavani Mokkapati, CPC 
Billie Robinson, CPC 
Brandy Stephens, CPC 
Caitlin Adams, CPC 
Camille Croley, CPC 
Candace Olivia Johnson, CPC 
Cari Demott, CPC 
Carl Anderson, CPC 
Carlos Alberto Alsina Morfa, CPC 
Catherine Bergen, CPC 
Catherine Sanford, CPC 
Chanelle Loudermilk, COC, CPC
Charlotte R Johnson, CPC 
Cheryl Cormier, CPC 
Cheryl Elliott, CPC 
Chivon Johnson, CPC 
Christopher Lindquist, CPC 

Clorinda Duran, CPC 
Cody Payne, CPC 
Crystal Hardin, CPC 
Cynthia DeSando, CPC 
Danielle Davids, CPC 
Darrell J Hansen, CPC 
DeAnna Cody, CPC 
Deanna Sue Smith, CPC 
Debbie Jordan, CPC 
Debbie McBride, CPC 
Debra Lynn Locke, CPC 
Denise Fogle, CPC 
Diane Natalie, CPC 
Diane Oliver, CPC 
Donna Fazio, CPC 
Donna Higginbotham, CPC 
Donna Spurlock, CPC 
Dorene Kelsey, CPC 
Dr. Kamal Hamdan, CPC 
Ebony Nicohle Story, CPC 
Eileen Cahalan, CPC 
Elizabeth James, CPC 
Elizabeth Rico, CPC 
Erin Kann, CPC 
Erin Winnicki, CPC 
Felisa Fernanders, CPC 
Fiona Fequet, CPC 
Gabriel Novoa, CPC 
Heather Jeter, CPC 
Heather Waskey, CPC 
Hesanna Rasheed, CPC 
Hester Keys, CPC 
Hollye Burgess, CPC 
Jaclyn Sophia Cruz, CPC 
Jami S Spears, CPC 
Jamie Johnson, CPC 
Janet H Harrison, CPC 
Janet Shea, CPC 
Janine Howe, CPC 
Jenelle Frappier, CPC 
Jennifer Byrnes, CPC 
Jennifer Caldwell, CPC 
Jennifer Cregg, CPC 
Jennifer Mattison, CPC 
Jennifer Phillips, CPC 
Jessica Plasencia, CPC 
Jill L Caruso, CPC 
Jillian Tauriello, CPC 
Joanna Runyan, CPC 
Jorge Giraldo, CPC 
Judy Sims, CPC 
Julianne Thomas, CPC 
Julie Hubbard, CPC 
Justine Mushall, CPC 
Kacey Coslow, CPC 
Karen McCloskey, CPC 
Karen Olson, CPC 
Karena Scott, CPC 
Katherine Honeman, CPC 
Kathy Bauer, CPC, CPB
Kayla Meagher, CPC 
Kelly D Suttles, CPC 
Kelly M Hill, COC, CPC
Kelly W Villenurve, CPC 
Kendra Crockett, CPC 
Kerry Watson, CPC 
Khae V Saechao, CPC 
Kimberly Bodick-Jones, COC, CPC
Kimberly C Minix, CPC 
Kimberly Leake, CPC 
Kristen OBrien, COC 
Kristina Mills, CPC 
Kristine Gerrianne Manguso, COC, CPC
Kristy Thompson, CPC 
Lana Miller, CPC 
LaTanzayua Jackson, CPC 
Latoya Quaintance, CPC 
Laura Rivero, CPC 
Lauri Tweedel, CPC 
Laurinda Blom, CPC 

Lenny Sarbin, CPC 
Liliana Tavares, CPC 
Linda R Ritter, CPC 
Linnea Downing, CPC 
Lisa Clemons, CPC 
Lisa Faulkner, CPC 
Lisa M Welch, CPC 
Loni Long, CPC 
Lorene Tabor, CPC-P 
Lorie Galvan, CPC 
Lorraine Behar, CPC 
Lorraine Love, CPC 
Louise Beebe, CPC 
Lynn Kruk, COC, CPC
Lynne McDaniel, CPC 
Marci Watson, CPC 
Marcy Garuccio, CPC 
Marlene Utz, COC, CPC, CUC
Martha Flores, CPC 
Martha Plascencia, CPC 
Mary Ann Mattison, CPC 
Mary Calhoun, CPC 
Mary Catherine Vogenitz, COC 
Mary Christine Pacheco, CPC 
Mary Smashey, CPC 
Melanie Thibodeaux Baiardo, COC, CPC
Melisa Tangi, CPC 
Melody Porter, CPC 
Mercedes Siverio, CPC 
Michele Goldstein, CPC 
Michelle Osbourn, CPC 
Myshon L Bryant, CPC 
Nan Kulle, CPC 
Nancy Zizelman, CPC 
Nicole Hyden, CPC 
Nikki Headley, CPC 
Noemi Reyes, CPC 
Opal V Wilson, CPC 
Paige Fowles, CPC 
Pamela Harris, CPC 
Pamela Leighann Wernowsky, CPC 
Patricia Allen, CPC 
Patricia Klein, CPC 
Rachel Huerta, CPC 
Rana Sebai, CPC 
Raquel Jackson, CPC 
Rebecca Heinlein, CPC 
Rebecca M Rounds-Booker, COC, CPC
Reginald Randolph, COC, CPC
Richard W Dudley, CPC 
Robin Hamlin, CPC 
Ronin Costa, CPC 
Rose Alvares, CPC 
Samantha Delonis, CPC 
Samantha Fabrico, CPC 
Sarah J Zeppieri, CPC 
Sharon Boehning, CPC 
Sharon Denise Richards, CPC 
Sharon Lamontagne, CPC 
Sherry Webb, CPC 
Sheryle D Caplinger, CPC 
Stephanie Kelly, CPC 
Stephanie M Granger, CPC 
Stephanie Smith, CPC 
Stephen Ma, COC 
Steven Lisner, CPC 
Summer Briggs, CPC 
Susan Cadorette, CPC 
Susan Dean, CPC 
Susan Miller, CPC 
Tabatha Moyer, CPC 
Tammy R Marshall, COC 
Tara Christopher, CPC 
Tara Jones, CPC 
Tara L Hall, CPC 
Thanh Ngoc Hurford, CPC 
Theresa Benavides, CPC 
Theresa Thurston, CPC 
Theresa Vu, CPC-P 
Tiffany Agosto, CPC 

Tiffany Zimmerman, CPC 
Timothy Sheridan, CPC 
Tina L Wright, CPC 
Tonya Mekuria, CPC 
Valerie Jepsen, CPC 
Valerie Lemire, CPC 
Vanessa Jove, CPC 
Vanessa McNeal, CPC 
Victoria Midgorden, CPC 
Vikas Maheshwari, COC, CPC 
Vino C. Mody Jr, COC, CPC
Wendy Creed, CPC 

ApprenticeApprenticeApprentice
Aamir Yousafi, CPC-A 
Abby Spinks, CPC-A 
Adam Aldrich, COC-A 
Adrian Carlo Parungao, CPC-A 
Afsar Vadapalle, CPC-A 
Ahmed Khan, COC-A 
Aimee Grezaffi, CPC-A 
Aira Veronica San Pedro, CPC-A 
Ajayreddy Kasireddy, COC-A 
Akhilesh Kumar Singh, CPC-A 
Alan Fishman, CPC-A 
Aldona Swihart, CPC-A 
Alexys Mittelstaedt, CPC-A 
Alicia Krawiec, CPC-A 
Almas Banu, CPC-A 
Alysia Delozier, CPC-A 
Alyssa Everett, CPC-A 
Amanda Dostal, CPC-A 
Amanda T Zomerdyke, CPC-A 
Amanda Whalen, CPC-A 
Amber FitzGibbons, COC-A 
Amber Forster, CPC-A 
Amber L Taughrin, CPC-A 
Amber Lander, CPC-A 
Amber LeClaire, CPC-A 
Amie Norman, CPC-A 
Amish Kumar, CPC-A 
Amy Coulter, CPC-A 
Amy Holowchik, CPC-A 
Amy McCutcheon, CPC-A 
Amy Williams, CPC-A 
Anand Mantri, CPC-A 
Andrea Mink, CPC-A 
Anel Antonio Costa Borroto, CPC-A 
Angappan Sakthivel, CPC-A 
Angel Mcgee, CPC-A 
Angela Demasi, CPC-A 
Angela Hamilton, CPC-A 
Angela Sevigny, CPC-A 
Angelica Espinoza Garcia, CPC-A 
Angelina Siders, CPC-A 
Anilkumar Vuyyala, CPC-A 
Anitha Jeyakumari Packyaraj, CPC-A 
Anitha Sudarsanam, COC-A 
Anjali Jeedipalli, CPC-A 
Anjanette Medina Flores, CPC-A 
Ann Greve, CPC-A 
Ann Marie Shaw, CPC-A 
Ann Schomisch, CPC-A 
Anna Katherine Vinchkoski, CPC-A 
Anne E Miller, CPC-A 
Anne McMorrow, CPC-A 
Anne Rose, CPC-A 
Anne Wineland, CPC-A 
Annette E Greenwell, CPC-A 
Annie R Ragin, CPC-A 
Anthony Arellano Trambulo, CPC-A 
Antoinette Griego, CPC-A 
Anuraj Singh, CPC-A 
Anusha Pasunoori, CPC-A 
Aparna Shoban, CPC-A 
April Dawn Mendoza, CPC-A 
Aravind Kumar Ravi, CPC-A 

Arianna Tamayo, CPC-A 
Arie Beard, CPC-A 
Arivukkarasi Arigovindan, CPC-A 
Arockia Angeline Mercy Antony Selvam, 

CPC-A 
Arwyn Malabo, CPC-A 
Ashish Aggarwal, CPC-A 
Ashley Delater, CPC-A 
Ashley Ochoa, COC-A 
Ashley Watson, CPC-A 
Ashli Bryant, CPC-A 
Ashlin Priya Yesudhas, CPC-A 
Ashok kumar Duraipandian, CPC-A 
Aswini Gownipuram, CPC-A 
Awat Tohti, CPC-A 
Azhar Khan, CPC-A 
B Harshini, CPC-A 
B.V Satya Tejaswi, CPC-A 
Balkis Noor Mohameed, CPC-A 
Barbara Anger, CPC-A 
Barbara Boessl, CPC-A 
Beth Knight, CPC-A 
Beth Knight, CPC-A 
Bhagyalakshmi Harinath, COC-A 
Bhakiya Lakshimi Jagadeesan, CPC-A 
Billie Burgess, CPC-A 
Bogdan A Yatsula, CPC-A 
Bonnie Antoinette Billings, CPC-A 
Brandi L Moody, CPC-A 
Brandon Harmon, CPC-A 
Breanna Williams, CPC-A 
Breck Swords, CPC-A 
Brenda Bartone, CPC-A 
Brenda Beyer, CPC-A, CPB
Brenda Simmons, CPC-A 
Brian D Nishimura, CPC-A 
Brianna Tomac, CPC-A 
Brooke Baker, CPC-A 
Brooke N Ferrel, CPC-A 
Brynda Thompson, CPC-A 
Caci Terry, CPC-A 
Calvin Hall, CPC-A 
Camille Brinkman, CPC-A 
Carla Wysong, CPC-A 
Carol Konen, CPC-A 
Carol Shoemake, CPC-A 
Carolyn Brewer, CPC-A 
Carrie Anne Sendin, CPC-A 
Carrie Farmer, CPC-A 
Carrie Friederick, CPC-A 
Carrie Zellers, CPC-A 
Casey Grove, COC-A 
Catherine Joy J Gonzales-Johnston, 

CPC-A 
Cathy A Zomerdyke, CPC-A 
Celeste Labayen, COC-A 
Challagurugula Hemalatha, CPC-A 
Chander Bhan, CPC-A 
Chandra Bailey, CPC-A 
Chandrasekaran Kanthaiya, CPC-A 
Charise Renae Berghaus, CPC-A 
Chasity Parks, COC-A 
Chasity Risley, CPC-A 
Chellakannan Krishnan, CPC-A 
Chelsea Roshong, CPC-A 
Cheri Cook, CPC-A 
Cheri Direesh, COC-A 
Cheri Foster, CPC-A 
Cheryl Bigler, CPC-A 
Cheryl Lynn Smith, CPC-A 
Chessie C Lucero, CPC-A 
Chezel Joy Ribot, CPC-A 
Chintalapudi Hyma Latha, CPC-A 
Chitikela Soujanya Reddy, CPC-A 
Christa Venturella, CPC-A 
Christina Benally, CPC-A 
Christina J Goad, CPC-A 
Christina Pollreis, CPC-A 
Christina Whorl, CPC-A 
Christine E Freer, CPC-A 



www.aapc.com September 2015 63

NEWLY CREDENTIALED MEMBERS
Christine Brouwer, COC-A 
Christine Molta, CPC-A 
Christine Opizzi, CPC-A 
Christine Smith, CPC-A 
Christine Weis, CPC-A 
Cindy Smithson, CPC-A 
Clare Blackwell, CPC-A 
Colleen Hirst, CPC-A 
Collette Mathews, CPC-A 
Conni Brandt, CPC-A 
Connie Melissa Barnard, CPC-A 
Connie Gamble, CPC-A 
Corey A Akin, CPC-A 
Corie White, CPC-A 
Courtney Larson, CPC-A 
Courtney Martin, CPC-A 
Courtney Renee Klair, CPC-A 
Crystal Morton, CPC-A 
Curtis Stilley, CPC-A 
Cynthia Crocker, CPC-A 
Cynthia Drewes, CPC-A 
Cynthia Smith, CPC-A 
Cynthia Thomas, COC-A 
D Sailaja, CPC-A 
Dahimy Avila, CPC-A 
Danica Langerud, CPC-A 
Daniel Evans, CPC-A 
Danielle Kollin, CPC-A 
Darcy Holmes, CPC-A 
Darlfene Abano, CPC-A 
Darwin Cana, CPC-A 
Dasari Swarnalatha, CPC-A 
Dattatray Maruti Dhobale, CPC-A 
David Munoz, CPC-A 
Dawn Fusko, CPC-A 
Deanna Bennett, CPC-A 
DeAnne Simmons, CPC-P-A 
Debi Randall, CPC-A 
Deborah Acuna, CPC-A 
Deborah McLaughlin, CPC-A 
Deborah OBrien, CPC-A 
Debra A Abeling, CPC-A 
Debra Roberts, CPC-A 
Deena Dayalan Muthu, CPC-A 
Deena Evans, CPC-A 
Deenamma Mathew, CPC-A 
Deewan Singh, CPC-A 
Denese Dismukes, CPC-A 
Dhananjay Arankale, CPC-A 
Dhanasekar Appavoo, CPC-A 
Diana Johnson, CPC-A 
Diana Rieser, CPC-A 
Dianna Toliver, CPC-A 
Dianne Hendrickson, CPC-A 
Diksha Dhruv Jagdhane, CPC-A 
Dina Lynn Lambdin, CPC-A 
Diviyaalakshmi Bose, CPC-A 
Donald Cartwright, CPC-A 
Donalen Fegalquin, CPC-A 
Donna Duffield, CPC-A 
Dontireddy Dinesh Reddy, CPC-A 
Dorothy R McClure, CPC-A 
Dorrine Ulrey, CPC-A 
Dr padmavati Kanna Suresh Babu Yer-

ramshetty, CPC-A 
Dr RASEENA MOL CK, CPC-A 
Durga Ravi kiran Alapati, COC-A 
Durgesh Kalidass, CPC-A 
Edna Kaindoy Samalca, CPC-A 
Eileen Warnken, CPC-A 
Elavenil Bharathi, CPC-A 
Elena Gamonal-Shoup, COC-A 
Elise A Mostov, CPC-A 
Elizabeth Carman, CPC-A 
Elizabeth B Wiseman, CPC-A 
Elizabeth Chapman, CPC-A 
Elizabeth Cummins, CPC-A 
Elizabeth M Jackson, CPC-A 
Elizabeth Paul, CPC-A 
Elizabeth Wheeler, CPC-A 

Ellen Woodfork, CPC-A 
Elley Moua, CPC-A 
Emily Braastad, CPC-A 
Emily Cameron, CPC-A 
Erica Berge, CPC-A 
Erin Hewitt, CPC-A 
Erin Kvande, CPC-A 
Erin Morgan Douglass, CPC-A 
Erin Webster, CPC-A 
Erynn Hall, CPC-A 
Esperanza Londono, CPC-A 
Euan Jara, CPC-A 
Eugie Ryan Bautista, CPC-A 
Evelyn Toland, CPC-A 
Faith Knotts, CPC-A 
Faith Wiegman, CPC-A 
Fereshta Porooshasp, CPC-A 
Fredy Tranquilino, CPC-A 
G Deepthi Angel, CPC-A 
G Pavani, CPC-A 
Garima Rai, CPC-A 
Gaurav Chandawat, CPC-A 
Gayathri Prakash, CPC-A 
Gee Ann Ramirez, CPC-A 
George James Charlsen, CPC-A 
Gina Belkacem, CPC-A 
Gina Finn, CPC-A 
Gina Rowe, CPC-A 
Glenda Inda, CPC-A 
Glenda Stoll, CPC-A 
Gnaneshwar Arvini, CPC-A 
Greta Longreen, CPC-A 
Guhan Mallaiyan, COC-A 
Hang Jones, CPC-A, CPB
Harish Negi, CPC-A 
Harish Parupati, COC-A 
Harish Prabhakaran, CPC-A 
Harrison Muskat, CPC-A 
Harshdeepkaur Mahenderpal Singh 

Sabherwal, CPC-A 
Hazar Satti, CPC-A 
Heather Colon, CPC-A 
Heather Griffith, CPC-A 
Heather Kline, CPC-A 
Heather Lawrence, CPC-A 
Heather McCants, CPC-A 
Heather Regan, CPC-A 
Heather Spruill, COC-A 
Heather T Beasley, CPC-A 
Heidi Lemire, CPC-A, CEDC
Heidi Miller, CPC-A 
Hemavathy Muruga Perumal, CPC-A 
Hemlata Papnai, CPC-A 
Heydsha Rodriguez-Madera, CPC-A 
Hillary Batzner, CPC-A 
Hillary Chalmers, CPC-A 
Honika Sai Chaparala, CPC-A 
Hope Watkins, CPC-A 
Hunter Senft-Grupp, CPC-A 
Ian Manson, CPC-A 
Iramis Pinet, CPC-A 
Isabel Rios, CPC-A 
Iyappan Balu, CPC-A 
Izaela Bauza, CPC-A 
Jackie Jeskey, CPC-A 
Jackie Shumaker, CPC-A 
Jaclyn Maines, CPC-A 
Jacqueline T Marks, CPC-A 
Jagadeesh Gutta, COC-A 
Jagadeesh Raj, CPC-A 
Jai Karthick Murugesan, CPC-A 
Jamie Hood-Speight, CPC-A 
Jana Danyliw, CPC-A 
Jane Dellar, CPC-A 
Janelle Shirley, CPC-A 
Janice Mayo, CPC-A 
Janice Richardson, COC-A 
Jason Stussy, CPC-A 
Jayapriya Jai Shanker, CPC-A 
Jaymie Grant, CPC-A 

Jeanetta Oke, CPC-A 
Jeanette Agustin, CPC-A 
Jeanine C Hill, CPC-A 
Jeanne Muller, CPC-A 
Jeeba James, CPC-A 
Jeffrey Hall, CPC-A 
Jeneil Williams, CPC-A 
Jenna Marie Beight, CPC-A 
Jenna Vaughan-Copeland, CPC-A 
Jennifer Bishop, CPC-A 
Jennifer Black, CPC-A 
Jennifer Faye Golembieski, CPC-A 
Jennifer Marie Haduck, CPC-A 
Jennifer Matoushek, CPC-A 
Jennifer Meyer, CPC-A 
Jennifer Murphy, COC-A 
Jennifer Neville, CPC-A 
Jennifer Shofner, CPC-A 
Jennifer Thornhill, CPC-A 
Jenny Phillips, CPC-A 
Jerry Guerrero, CPC-A 
Jessica Alberson, CPC-A 
Jessica Artley, CPC-A 
Jessica Hocker, CPC-A 
Jessica Murtz, CPC-A 
Jessica Olude, CPC-A 
Jessica Rutter, CPC-A 
Jessica Stiener, CPC-A, CPC-P-A
Jessy Ortiz, CPC-A 
Jianbo Pan, CPC-A 
Jie Lin, CPC-A 
Jino Sebastian, CPC-A 
Joann Roden, CPC-A 
John Carlo Bautista, CPC-A 
John Gonzalez, CPC-A 
Joker Pee Perez, COC-A 
Jordan Gustafson, CPC-A 
Joseph Pellegrino Sorrentino, CPC-A 
Joseph Silva, CPC-A 
Joshua Ochakovsky, CPC-A 
Joshua S Benson, CPC-A 
Josie Miller, CPC-A 
Jothiprakash Ayyavoo, COC-A 
Judi Dimaggio, CPC-A 
Julakanti Shashidar Reddy, COC-A 
Julie Mack, CPC-A 
Julie Moore, CPC-A 
Julie Morgan-Stom, CPC-A 
Julie Powers, CPC-A 
Julie-Anne Edwards, CPC-A 
Julya Sherman, CPC-A 
Justin Bricenio Feruelo, CPC-A 
Justine Anne Brillo, CPC-A 
Kadeidra Freeland, CPC-A 
Kadi Absalonson, CPC-A 
Kailas Ambavale, CPC-A 
Kaitlin Walasek, CPC-A 
Kalaiselvan Rajendran, CPC-A 
Kamlesh Ahire, CPC-A 
Kandimalla Srinija, CPC-A 
Kanishka Sikligar, CPC-A 
Kannan Palani, CPC-A 
Kara McEwen, CPC-A 
Karen Basile, CPC-A 
Karen Dela Pena, CPC-A 
Karen Downing, COC-A, CPMA
Karen Williams, CPC-A 
Karin Kirk, CPC-A 
Karina Jayco, CPC-A 
Karthikayini Sundararajan, CPC-A 
Kate Balduff, CPC-A 
Katherine Chapman, CPC-A 
Katherine Zuba, CPC-A 
Kathleen Stone, CPC-A 
Kathleen Bendall, CPC-A 
Kathleen Healey, CPC-A 
Kathleen Loelius, CPC-A 
Kathleen Morrison, CPC-A 
Kathleen R Enright, CPC-A 
Kathleen Wojciechowski, COC-A 

Kathy Beckett, CPC-A 
Kathy Dennis, CPC-A 
Kathy Plympton, CPC-A 
Katie Kanuchok, CPC-A 
Katie Smith, CPC-A 
Kavitha Ashok, CPC-A 
Kavitha Kannabiran, CPC-A 
Kayalvizhi Bellaro David, CPC-A 
Kedar Rajmane, CPC-A 
Kelli Hayes, CPC-A 
Kelli Posey, CPC-A 
Kelly Hill, COC-A 
Kelly McDaniel, CPC-A 
Ken Sloan, CPC-A 
Kenya O’Brien, CPC-A 
Keri Klotzbuecher, CPC-A 
Kerri Baker, CPC-A 
Keshav Ram, CPC-A 
Ketirina B Elar, CPC-A 
Kevin Noel, CPC-A 
Keyla Elliott, CPC-A 
Kilaru Rajamohitha, CPC-A 
Kim Meek, CPC-A 
Kim Foerster, CPC-A 
Kim Tully, CPC-A 
Kim Wilson, CPC-A 
Kimberly Ang, CPC-A 
Kimberly Bennion, CPC-A 
Kimberly Phuong Hong, CPC-A 
Kimberly Rounds, COC-A 
Kimberly Zambrano, CPC-A 
Kimi Okuda, CPC-A 
Kishore Karle, CPC-A 
Kothem Kranthi, CPC-A 
Kotte Nagarani, CPC-A 
Krista Fuller, CPC-A 
Kristen Blake, CPC-A 
Kristen Linsky, CPC-A 
Kristi Aque, CPC-A 
Kristi Gilson, CPC-A 
Kristi Woods Edwards, CPC-A 
Kristin Breese, CPC-A 
Kristin Cox, CPC-A 
Kubesh Kumar Ramasamy, COC-A 
Kummari Prasad, COC-A 
Kushboo Singh Rameshwar Prasad Singh, 

CPC-A 
Lanasha Hall, CPC-A 
LaShunda Smith, CPC-A 
Latoya Torres, CPC-A 
Laura Aleman, CPC-A 
Laura Drewry, CPC-A 
Laura Freeman, CPC-A 
Laura Hammonds, CPC-A 
Laura Henry, CPC-A 
Laura J Lovely, CPC-A 
Laura J Urbanek, CPC-A 
Laura Varga, CPC-A 
Laurel Larson, CPC-A 
Lauren Marie Ullrich, CPC-A 
Laurie Vilord, CPC-A 
Laurinda Ann Boultinghouse, CPC-A 
Lavanya Basini, CPC-A 
Lawrence Briones, CPC-A 
Lawrence Groff, CPC-A 
Leela Sarath Kumar Konda, CPC-A 
LeNita Thompson, CPC-A 
Leslie Anderson, CPC-A 
Leslie Edwards, CPC-A 
Leslie Jones, CPC-A 
Lester Lanzar, CPC-A 
Liji Samuel, CPC-A 
Lillie Polk, CPC-A 
Linda Runyan, CPC-A 
Lindsay Schmitt, CPC-A 
Lindsey Curtis, CPC-A 
Lindsey Davis, COC-A 
Linna Zhu, CPC-A 
Lisa Maynez, CPC-A 
Lisa Bright, CPC-A 

Lisa Coney, CPC-A 
Lisa Dunn, CPC-A 
Lisa Gibson, CPC-A 
Lisa Houg, CPC-A 
Lisa Ryle, CPC-A 
Lisa Somerville, CPC-A 
Lisa Swanson, COC-A, CPC-A, CPC-P-A 
Lisa White, CPC-A 
Lois Kral, CPC-A 
Lokeswari Kakanuru, CPC-A 
Loretta Miller, CPC-A 
Lori Judge, CPC-A 
Lourdes Ericksen, CPC-A 
Lynn Malnar, CPC-A 
Mackenzie Essling, CPC-A 
Maddi Vijay Kumar, CPC-A 
Madhu Eega, COC-A 
Madhu sudhan reddy P, COC-A 
Mahalakshmi Ramachandran, COC-A 
Mahendra Singh, CPC-A 
Manan Dua, CPC-A 
Mandy Lubbers, CPC-A 
Manikanda Prabu Karthikeyan, CPC-A 
Manikandan Sundaram, COC-A 
Manisha Kothari, CPC-A 
Manjusha Nair, CPC-A 
Manohar Nagam, COC-A 
Manoj Mathews, CPC-A 
Mansi Barchha, CPC-A 
Mara Clark, CPC-A 
Marcia Alexander, CPC-A 
Margaret Eddleton, CPC-A 
Margaret Skaarup, CPC-A 
Maria Fatima Buri, CPC-A 
Maria Peterson, CPC-A 
Marian Wymore, CPC-A 
Marie Auclair, CPC-A 
Marilynn Mable, CPC-A 
Marionette Stark-Hickey, CPC-A 
Marshanna Fendley, CPC-A 
Mary Ayers, CPC-A 
Mary Bendel, CPC-A 
Mary Brown, CPC-A 
Mary Daley, CPC-A 
Mary E. Moyers, CPC-A 
Mary Eshbaugh, CPC-A 
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CIMC
Michelle M Tulier, CPC, CPMA, CRC 
Michelle Ramirez, CPC, CPMA, CHONC 
Mindy J Pownell, CPC, CFPC 
Mirian Gonzalez, CPC, CPMA 
Misty Fuller, CPC, CPMA, CEMC 
Nancy Di Gioacchino, CPCO 
Nancy Michl, CPC-A, CPB 
Nanette I Duncan-Rodriguez, CPC, 

CPMA, CCC
Natalia I. Aviles Guzman, CPC-A, CRC 
Neomia Shapri Nash, CPC, CPMA 
Nicole Marie Holley, CPC, CPMA 
Nikki Leatherberry, CPC, CRC 
Niurka Rodriguez, CPMA 
Noel Kerby, CPB 
Notchea N Ward, CPC, CPMA, CEMC 
Olga Arapina, CPB 
Osamah Elaroud, CRC 
Palani Balasubramaniam, CPC, CPMA 
Pamela Choate, CIC 
Pamela Hensley, COC, CPMA 
Pamela Setufe, CPCO 
Pat Rathbun, CPMA 
Patrice Lemon, COC, CPC, CPMA, CRC
Patricia A Spicer, CPC, CANPC 
Patricia D Stevenson, CPC, CRC 
Patricia Macomber, CPC, CEMC 
Patrisse Robertson, CPB 

Patti Gilroy, CPCD 
Patti Thompson, CPB, CASCC 
Patty Hochstetler, CPMA 
Paula Smith, CRC 
Pauline Margetson, CPB, CPPM
Podium Naveen, CRC 
Rachel Espanola, CPC, CRC 
Radhakrishnan Annamalai, COC, CPC, 

CPC-P, CIRCC, CPMA, CANPC, CASCC, 
CIC 

Raegine Panesa Molina, CIC 
Rafael Rodriguez, CRC 
Rajesh Kumar, CPC-A, CIC 
Raksha Bakshi, CPC-A, CIC 
Ramasubbu Subburayalu, COC, CPC, 

CPCO, CPC-P, CIRCC, CPB, CPMA, 
CPPM, CASCC, CCC, CCVTC, CGIC, 
CGSC, COBGC, COSC, CPCD, CPEDC, 
CPRC, CRC, CRHC, CSFAC, CUC

Ramasubbu Subburayalu, COC, CPC, 
CPCO, CPC-P, CIRCC, CPB, CPMA, 
CPPM, CASCC, CCC, CCVTC, CGIC, 
CGSC, COBGC, COSC, CPCD, CPEDC, 
CPRC, CRC, CRHC, CSFAC, CUC

Rebecca Fields, CPC, CHONC 
Rebecca Joy Broyles, CPC, CPMA 
Reggie Lee Tiburcio, CIC 
Regine Fae Refuerzo, CIC 
Renee O’Leary, CPC, CEMC 
Ria Khan, CRC 
Richard Byrd, CPC, CHONC 
Roberta Riffel, CPC, CRC 
Roberto Pena Gonzalez, CPC-A, CPMA 
Robin Lynn Warren, CPC, CPPM 
Rocio Perez, CPC, CPMA, CRC 
Ronnette Frank, CPCO 
Rosemary Squiabro, CPC, CPMA, CEMC, 

CRC 
Ruben Rivera, MBA/HCM, CPC, CRC 
Rulph Lamour, CRC 
Sally J Sjobeck, CPC, CRC 
Samantha Marie Suddath, CPC-A, CPB 
Samar Hennawi, CPCO 
Sandhya Raveendran, CRC 
Sandra Cochran, CPC, CPB 
Santosh Kumar Meriyala, COC, CPC, 

CPC-P, CPMA, CEDC, CEMC, CFPC, 
CGIC, CIMC, COBGC, COSC, CPCD, 
CPEDC, CPRC, CUC

Sara M Lamb, CPC, CPB 
Sara Owens, CPC, CPMA 
Sara Shehada, CPMA 
Sarah A Lone, CPC, CPMA 
Sarah Frick, CPC, COSC 
Sarah Klein, CPB 
Scotisha Beckford, CPC, CEDC 
Sedona Maria Kirby, COC, CPMA, CPC-I, 

CRC 
Sharbari Das, CRC 
Sharon G Williams Sharpe, CPC, CRC 
Sharon Martin, CPC, CPPM 
Shelby M Saldivar, CPC, CEMC 
Sheri Michaelis, CPC, CPMA 
Sheryl Theno, CPCO 
Shilpi Aggarwal, CPC, CIC 
Sista Knight, CPB 
Sophia Jordan, CPCD 
Sravan Kumar Edla, COC-A, CIC 
Stacey Harvey, COC, CIC 
Stacy Beauregard, CPB 
Stephanie LaCroix, CPC, CRC 
Sudheer Kumar Maheswaram, CRC 
Suryakumar Chinnappa, CIC 
Susan Arnett, CPC, CPMA 
Susan D Louis, CPC, CRC 
Susan Duchaine, CPC, CHONC 
Susan Emmett CPC, 
Susan O’Loughlin, CPC, CPMA 
Susan Richards, CPC, CPMA, CPC-I, 

CEMC 

Susan Schmidt, CPC, CPB 
Susanne M. McGuire, CPC, CPMA 
Suzannah Goodrich, COC, CPC, CPMA 
Talloju UdayKumar, CIC 
Tamara Calcutt, CPC, CPMA, CEMC, 

COSC
Tamara Mussen, CGIC 
Tami Hemond, CPC, CPMA 
Tanja Vierra, COC, CPC, CHONC 
Tara Belvin, CPC, CPMA, CASCC
Tara Schlagenhauf, CPB 
Tara West, COC, CPC, CIC 
Teresa Renea Bolden, CPC, CPMA, 

CEMC 
Terri Mastovich, CPC, CPMA 
Terrill Henderson, CPB 
Tessa Dea Michetti, COC, CPC, CPMA 
Tiffany Maria Rhame-Perez, CPC, CIC 
Tina Gross, CPC, CPB, CPMA, CPPM, 

CPC-I
Tina M Smith, CPC, CPMA 
Tina Ridgeway, CPC, CPB 
Toni Gisi, CPC, CPPM 
Toni Johns, CPC, CPB 
Tonya LaVon Meyer, CPC, CRC 
Tonya Lynne Ritter, CPC, CPMA 
Tracy Dixson, CPEDC 
Tracy P Durstine, CPC, CGSC 
Tracy Phillips, CPB 
Tricia Belcher, CPC, CPMA, CPEDC
Vaibhav Yelle, CPC-A, CPMA 
Valerie Rice, CRC 
Vasumathy Devaraju, CPC, CPMA 
Vicki Mae Smith, CPC, CPB 
Vickie Ann Smith, CPC, CPMA 
Vicky Lothery, CEMC 
Victoria P Zelaya, CPB 
Vijayakumar Dharmalingam, CIC 
Vilde Gonzalez, CPC, CPMA, CANPC 
Vipin Bhardwaj, CPC-A, CPMA 
Vivek Poovathodiyil, CPC, CPMA 
Wendy Hoffman, CPB 
William James Augustine, CPB 
Windy Whitehead, COSC 
Yvette Matthews, CPC, CPMA, CRC 
Yvonne Mora, CPC, CPMA 

ICD-10 Quiz Answer  
(from page 37)
The correct answer is B. In ICD-
10-CM, it’s important to indicate 
laterality. “Unspecified” should 
not be used unless no further 
query is possible.
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Tell us a little bit about how you got into 
coding, what you’ve done during your cod-
ing career, and where you work now.
I was introduced to the business side of health-
care in 2000 when I began posting insurance 
and private payer payments for skilled nurs-
ing facilities across the United States. I then 
moved down the street to another large hos-
pital ownership group, where I posted pay-
ments and issued refunds for overpayments. 
After four years, I transitioned to accounts re-
ceivables, which is where my love and appreci-
ation for good coding took shape. 
To better serve the facilities that rely on me 
for resolving denial issues, I obtained my Cer-
tified Professional Coder (CPC®) credential 
in 2004. After that, my coding instructor re-
cruited me to participate in a new coding pro-
gram that provided outsourced coding ser-
vices to ambulatory surgery centers (ASCs). 
There were three ASCs that I served in the 
Nashville area. My love for outpatient surgi-
cal/facility coding grew and it showed with 
excellent audit results. During that time, I 
also became an adjunct coding instructor for a 
medical vocational school. 
In 2010, I was asked to work in the Outpatient 
Coding, Ethics and Compliance Department 
at LifePoint Health. When I was first hired, I 
was challenged to obtain the Certified Outpa-
tient Coding (COC™) credential, and then I 
earned Certified ASC Coder (CASCC™) des-
ignation. I most recently obtained the Certified 
Interventional Radiology Cardiovascular Cod-
er (CIRCC®) credential. Besides my CPC, I’m 
most proud of the CIRCC® due to the difficulty 
of the exam. My current job title is senior man-
ager and I’m overjoyed to work with the some 
of the best coders and educators in the country.

What is your involvement  
with your local AAPC chapter?
I’ve served as member development officer 
for the Nashville, Tennessee, local chapter. 

I attend as many local chapter meetings as I 
can; however, I’ve won so many raffles and 
giveaways that I think I may have been un-
officially banned from any future events! I’m 
proud to say that the current vice president of 
the chapter, Stephen Cannon, CPC, is a for-
mer student of mine.

How has your certification helped you?
Early in my career, my CPC® helped me open 
a lot of doors. At this stage of my career, 
though, it’s all about how I can use my cre-
dentials to best serve others who need help, 
whether it’s helping a catheterization labo-
ratory that’s having difficulty selecting the 
appropriate charge for an abdominal aorto-
gram or a relative deciphering an Explana-
tion of Benefits.

Do you have any advice for those new to cod-
ing and/or those looking for jobs in the field?
Don’t give up hope. Be a source of inspira-
tion to those who depend on you when times 
are tough. Let your actions during your job 
search — especially in moments of frustra-
tion — teach perseverance and faith to those 
who are watching you with impressionable 
eyes. 
My other advice is to draw a 50 mile wide cir-
cle around where you live and attend any lo-
cal chapter meeting in that circle. Network 

like crazy; put yourself out there to meet hir-
ing managers and other coders who know 
about unadvertised openings. 

What has been your  
biggest challenge as a coder?
I create educational content concerning 
proper coding and documentation for some 
of the ancillary services our hospitals provide 
on an outpatient basis. I love it, but tailoring 
it to meet the needs of hospitals in different 
states is complicated. 

How is your organization  
preparing for ICD-10?
LifePoint Health owns 60-plus hospitals in 
more than 30 states, so our preparation for 
ICD-10 has been extensive and ongoing. We 
are finalizing curricula for employees and 
continue to roll out dual coding and pro-
ductivity tracking methodologies. We are 
testing with top payers to ward off potential 
problems down the road. We developed a 60-
day out awareness campaign, with emphasis 
on clinical documentation expectations for 
physicians. 

If you could do any other job,  
what would it be?
I would feel privileged to serve my country 
again in the United States Air Force. I served 
from 1987-1991, and I would gladly do it all 
over again. 

How do you spend your spare time?  
Tell us about your hobbies, family, etc.
I have been married for 19 years to Angela, 
and we have three kids: Julia, 12, Yuli, 8, and 
Lucy, 4. Our two youngest children are ad-
opted: Yuli is from Bulgaria and Lucy is from 
Albania. I enjoy vacationing at the beach and 
exploring new places with my family. I like to 
write poetry and lyrics, dance, and live life to 
the fullest.

Minute with a Member

Rob J. Pachciarz, CPC, COC, CIRCC, CASCC
Senior Manager, Outpatient Coding Ethics and  
Compliance, LifePoint Health, ICD-10-CM/PCS Trainer
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