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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!

May 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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Tap into AAPC’s  
Diverse Knowledge Base
I am honored to write this first article as 

your National Advisory Board president. 
When I opened that first coding book 27 
years ago, I never could have imagined how 
far my career would take me. I am so fortu-
nate for the opportunity to have worked in 
so many specialties and at fantastic facilities 
and practices. Along the way, one thing I al-
ways made sure to take away from any em-
ployment opportunity was knowledge — 
whether it was knowledge of a new coding 
concept, of billing rules unique to certain 
payers, or of how not to do things.

All Knowledge Is Invaluable
I learned valuable lessons while working in 
the best of places, as well as some hard les-
sons while working in some uncomfortable 
places. We can learn from all of our experi-
ences. This concept is important to me as I 
transition into the role of NAB president. 
It’s so important for each of us to keep cur-
rent and informed and to ask questions. 
This is how we gain new knowledge and 
stay relevant in this evolving healthcare en-
vironment. 

Leadership Stays Ahead of  
Healthcare’s Evolution
It’s comforting to know that AAPC has Ja-
son VandenAkker — a leader who is pre-
pared to make AAPC the frontrunner for 
education, knowledge, and credentialing. 
The 2015-2018 NAB will be working close-
ly with Jason over the next three years with 
one goal in mind: to help you grow in your 
career. 
To accomplish this goal, it’s imperative for 
you to gain awareness of the NAB and our 
activities. Contact your representative with 

questions, concerns, or feedback regarding 
any aspect of AAPC. Get to know this per-
son as someone who is here to listen to you 
and advise you. The NAB’s varied back-
ground and expertise, along with member 
feedback, is what allows us to steer AAPC 
in the direction of positive growth.
Take the time to review all of the NAB rep-
resentatives. You can find us on pages 16-
19 in the April edition of Healthcare Busi-
ness Monthly and on the AAPC website at  
www.aapc.com/aboutus/national-advisory-board.aspx.

Stand Up and Be Heard
Many members have been with AAPC since 
its inception. Your insight and experience 
are important and necessary. Our newer 
members provide a different perspective on 
things, and that is equally important. We 
want to hear from all of you!
I am thrilled to be working with such an in-
credible group of individuals. Together, we 
bring a vast knowledge base from which we 
can all learn. I am looking forward to it!

Sincerely,

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

Letter from Member Leadership

When I opened that 
first coding book 27 
years ago, I never 
could have imagined 
how far my career 
would take me.
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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. 

AAPC

Career Health

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

Fax Doesn’t Count as  
Electronic Information Exchange

The Case Management Log Sheet for “Non-face-to-
face Chronic Care Management Coverage Begins” 
(March 2015, page 15) isn’t completely accurate. Un-
der “task performed,” the example states, “Sent updat-
ed lab information (A1C) faxed/confirmed with Jin-
ny at office.”
To count coordination of care for chronic care manage-
ment services, you must be able to share care plan infor-

mation electronically, and the Centers for Medicare & 
Medicaid Services (CMS) has stated that a fax does not 
fall under this category. 
The CMS policy may be found at: 
www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/ChronicCareManagement.pdf.

Lisi Harkleroad, BA, CPC

America’s Premier
Healthcare Job Portal

Search over half a million healthcare jobs.

Visit careerhealth.com to create your free profile and find your next career.
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CMS Updates Hepatitis C Screening Coverage
The Centers for Medicare & Medicaid Services (CMS) will cover 
screening for hepatitis C virus (HCV) with U.S. Food and Drug Ad-
ministration-approved laboratory tests and point-of-care tests when 
ordered by the beneficiary’s primary care physician or practitioner 
and performed by an eligible Medicare provider. 
Beneficiaries must be adults at high risk for HCV infection. “High 
risk” is defined as persons with a current or past history of illicit in-
jection drug use, and persons who have a history of receiving a blood 
transfusion prior to 1992.
Proper coding is HCPCS Level II G0472 Hepatitis C antibody screen-
ing for individual at high risk and other covered indication(s), and ICD-
9 V69.8 Other problems related to life style (ICD-10 Z72.89 Other 
problems related to lifestyle).
Repeat screening for high-risk beneficiaries is covered annually for 
beneficiaries who have had continued illicit injection drug use since 
a prior negative screening test. Proper coding is G0472, with diagno-
sis V69.8 (Z72.89) and 304.91 Unspecified drug dependence, continu-
ous (F19.20 Other psychoactive substance dependence, uncomplicated).
Failure to include the diagnosis code(s) for high-risk beneficiaries 
will result in denial of the line item. Also, Medicare will deny claims 
when more than one HCV screening is billed for the same high-risk 
beneficiary prior to his or her annual eligibility criteria being met (11 
months must have passed).
Adults who do not meet the high-risk definition, but who were born 
between 1945 and 1965, qualify for a once-in-a-lifetime HCV screen-
ing. Proper coding is G0472.
CMS will cover HCV screening only when provided by specified spe-
cialties:

• 01 - General Practice
• 08 - Family Practice
• 11 - Internal Medicine
• 16 - Obstetrics/Gynecology
• 37 - Pediatric Medicine
• 38 - Geriatric Medicine

• 42 -  Certified Nurse 
Midwife

• 50 - Nurse Practitioner
• 89 -  Certified Clinical 

Nurse Specialist
• 97 - Physician Assistant

Allowable place of service (POS) codes include:
• 11 - Physician’s Office
• 22 - Outpatient Hospital
• 49 - Independent Clinic

• 71 -  State or Local Public 
Health Clinic

• 81 - Independent Laboratory

 Source: MLN Matters® Number: MM8871 Revised  
www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/Downloads/MM8871.pdf

Free Sneakers Exchanged  
for Unnecessary Medical Services
If you’ve ever thought Medicare and Medicaid shouldn’t crack down 
so hard on fraud, abuse, and waste of government funds, here is a 
prime example of why they should.

Twenty-three defendants, including nine doctors in 
Brooklyn, New York, allegedly participated in a $7 mil-
lion Medicaid fraud scheme in which they lured and re-
cruited poor people from low-income neighborhoods, 
homeless shelters, and welfare offices to visit medical clin-
ics for unnecessary tests with the promise of free footwear 
such as sneakers, shoes, and boots.
According to a District Attorney of Kings County March 
31 press release:

The District Attorney said that the investigation 
began in July 2012 after a Brooklyn resident report-
ed her concerns to the DA’s Action Center. She said 
she was approached by recruiters and taken to one 
of the clinics, where she met with a podiatrist and 
was given a knee brace and sneakers. When she said 
she did not need the knee brace, she was told she 
had to take it to get the sneakers. 

A vascular surgeon, cardiologists, pain management spe-
cialists, psychiatrists, and other specialty providers are 
also involved in the indictment.

The Coding Network is
 recruiting coders

www.codingnetwork.com/medical-coding-jobs-aapc with the promo code AAPC HBM

Take advantage of a unique opportunity to join our team of the best paid 
coding experts with the most respected coding company in the country 
for last 20 years.  We are looking for coders who have 3 years of single 
specialty coding experience and want to work either part-time or full-time 
from home.  We are particularly interested in coders with expertise in E&M 
encounter coding (especially for Cardiology and Orthopedic E&M 
encounters), Orthopedic Surgery, Otolaryngology/Head & Neck Surgery, 
Urology and Ophthalmology.  
You would be crazy not to talk to us!
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More than 500 local chapters make up the backbone of AAPC. 
Unique to the industry, our local chapters are places to learn, net-
work, and have fun. And each chapter’s vitality is the product of its 
members. Here are three perfect examples.

Johnstown, Pennsylvania
At the Johnstown, Penn-
sylvania, local chapter’s 
February meeting, guest 
speaker Paul A. Rollins, 
MD, FACS, (right) pro-
vided members with ed-
ucation on skin cancer 
and explained the impor-
tance of protecting their 
skin from sun damage.  

Rollins discussed early recognition signs of changes in skin  
lesions, types of cancer, treatments, and preventive measures. He 
also spoke of documentation requirements for proper coding and 
reimbursement. 
In lieu of a gift card drawing, the chapter made a donation to the 
American Heart Association, in recognition of Heart Month. 

Houston, Texas
The Houston, Texas, local chapter’s first chapter meeting of the year 
set a welcoming and fun precedent for 2015. Their theme for Febru-

ary was “red” to honor Heart Month. They held a “red” ticket raffle 
to give away prizes to attendees, and anyone wearing red at the meet-
ing also received a gift.
Guest speaker Veronica Jones, VJ Consulting, was very helpful in 
providing insight on effective resume writing skills for healthcare 
professionals, as well as effective interviewing techniques, said Vice 
President Drieca Hopkins, CPC. Recruiters from medical staffing 
agency Medix were also present, and shared their process for recruit-
ing healthcare professionals.

The Houston chapter encourages more member participation and is 
looking forward to more certification workshops, as well as making 
their monthly meetings short and fun, but very informative, Hop-
kins said.

Local Chapter News

Chapters Share Success Stories
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South Bend, Indiana
On March 10, the South Bend, Indiana, lo-
cal chapter held an informative meeting, re-
ports Secretary Melinda Severt, CPC-A. The 
highlight of the meeting was a presentation 
by Lisa Ball CPC, CPMA, CPC-I, who ad-
dressed new chronic care management guide-
lines, giving coders a leg up on billing for these 
services in 2015. 
Chapter Treasurer Rhonda Jones, CPC, pre-
sented Ball with a thank you card on behalf of 
the South Bend chapter to let her know her ex-
pertise was appreciated by members. 

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 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. 

Local Chapter News

AAPC

Webinars

  

   

Advancing the Business of Healthcare

Individual Webinars Only $39
Annual Webinar Subscriptions Start at $275

Volume Discounts Available

For more information or to register:
www.aapc.com/webinars
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AAPC Chapter Association

What a Fun Ride It’s Been!
The AAPC Chapter Association continued down an 

exciting path of service to all of our local chapters in 
2014 and early 2015. It has been a productive year, filled  
with dreams that were formulated into plans and then put into 
action. 

Numbers Tell the Story of Accomplishment
There were 517 chapters spread across the United States at the 
end of 2014. Many of them said it was their best year yet. Edu-
cation was the top priority for all chapters. They hosted ICD-
10 Boot Camps, anatomy classes, and other functions designed 
to keep members at the top of their game as we approach huge 
changes in healthcare. Chapters were at the forefront of plan-
ning for ICD-10, and they continue to plan and make sure their 
members are ready to handle any challenge that comes their 
way. It takes a clear vision to educate more than 142,000 mem-
bers. AAPC and our Chapter Association are up to the task.

AAPC Boards Reach Out Across the Country
To ensure our chapters are well informed, the Chapter Associ-
ation launched its biggest initiative to date. We worked hard to 

AAPC Chapter Association  
chair recaps the board’s  
2014-2015 accomplishments.
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By Barbara Fontaine, CPC
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Happy Trails to Retiring  
AAPC Chapter Association  
Board Members
At HEALTHCON in April, we said goodbye to five hard-working, dedicated ladies, who served 
well during their three years on the AAPC Chapter Association board. It’s sad to see them go, 
but we know they are only an email or phone call away. That’s the best thing about being on 
the AAPC Chapter Association board: Friendships are made that are truly everlasting. 

The retiring directors leave you with the thoughts they shared with 2014-2016 AAPC Chapter 
Association Chair Barbara Fontaine, CPC, about what their experience on the board has 
meant to them. 

Erin Andersen, CPC

Being on the board of directors has given me a broader perspective on 
coders and chapters. It has highlighted our similarities, creating a kinship 
with those far away, and has exposed me to new ideas to share with others 
locally. Not only have I made dear friends, whom I will cherish for years to 

come, but I have made excellent professional contacts who have helped me sort through many 
coding conundrums. 

Amy E. Bishard, CPC, CPMA, CEMC

My favorite part of being a board member is making a positive impact 
on chapter officers and inspiring them to be positive leaders in their local 
chapter on behalf of AAPC. 

Kathleen Burke, CPC, CPB

I have really enjoyed getting to know people from all over the country. 
There is so much diversity, experience, and generosity among our mem-
bership that it’s been my sincere pleasure. 

Roxanne Thames, CPC, CEMC

One of my favorite things was gaining so much knowledge from other 
wonderful divas in this field. The encouragement from the seasoned 
members was fabulous; they never made me feel like I didn’t belong 
and I gained so much. It’s made me a better person and an even better 
professional. I overcame my fear of public speaking, too! 

Susan Ward, COC, CPC, CPC-I, CEMC, CPCD, CPRC

There are so many experiences that I have been honored to be a part of 
during my term on the AAPC Chapter Association board that I honestly 
can’t choose just one thing that explains what the past three years have 
been like for me. Every aspect of this honor — whether it be helping 

the members, the chapters, or the officers, and the friendships and lifelong bonds — make it 
difficult to think about having to step down. Regardless of whether you’re on the board or what 
your position is, random acts of kindness and encouragement mean more than anything.

AAPC Chapter Association

produce a four hour program consisting of local chapter of-
ficer training and personal development. In February 2015, 
we began sending our current regional representatives, past 
AAPC Chapter Association members, and current and past 
National Advisory Board (NAB) members into all areas of the 
country to present the program in person, wherever there was 
a venue and a local chapter was willing to help arrange lunch 
and take reservations. So far, we’ve scheduled or held training 
sessions in 53 cities. Thank you for making us feel welcome 
when we come to your area. 
The officer training and personal development sessions have 
been well received. Officers are telling us how much they ap-
preciate our effort to support their local chapters. The ses-
sion gives attendees new tools and ideas for revitalizing chap-
ter meetings, which was our intention. We hope to schedule 
many more before the end of the quarter.

Tireless Commitment Pays Off
This year could not have been possible without the hard work 
of the current and past AAPC Chapter Association board of 
directors and NAB, and AAPC’s Local Chapter Department. 
While visiting local chapters, I am quick to point out that the 
Local Chapter Department is definitely NOT the largest de-
partment of AAPC, but they do have the most heart! For most 
of this year the Local Chapter Department consisted of only 
two mighty people: Marti Johnson and Linda Litster. When 
an officer calls or emails, they are the ones who answer the 
questions, work on problems, and help you balance chap-
ter profit and loss — and they do this for over 500 chapters.  
Next time you call or write us, be sure to thank them for all 
they have done and continue to do. 

Barbara Fontaine, CPC, is 2014-2016 chair of the AAPC Chapter Association 
board of directors.

Success is a journey, not a 
destination. The doing is 
often more important than 
the outcome. - Arthur Ashe
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Here is your new regional representation and executive committee of-
ficers for 2015-2016:

 1
Meeting Coordinator Pamela J. Brooks, MHA, 
CPC, COC
Coding Manager, Wentworth Douglass Hospital
Pam Brooks supervises a staff of inpatient, outpa-
tient, and physician multi-specialty coders at Wen-

tworth Douglass Hospital in Dover, New Hampshire, where she’s 
worked for 15 years. In that time, she also developed a team of au-
ditors and educators, surgical coders, and documentation improve-
ment specialists. Working in the medical field since 1991, Brooks 
first started in a mental health billing office. She then moved into 
practice management, overseeing the operations of an eating disor-
ders practice. She has a Bachelor of Science degree in Adult Educa-
tion and Workplace Training from Granite State College and a mas-
ter’s degree in Health Administration from St. Joseph’s College of 
Maine. Brooks sits on the advisory board for the Medical Administra-
tion Program at Great Bay Community College in Portsmouth, New 
Hampshire. She enjoys mentoring new coders and helping them find 
employment opportunities. 

Contact:  pam.brooks@aapcca.org
Chapter affiliation:  Seacoast-Dover, New Hampshire
Offices held:  Secretary

Maria (Rita) Genovese, CPC, PCS
Director of Operations, Department of Medical  
Oncology and Jefferson Infusion Centers, Thomas  
Jefferson University
Rita Genovese is president of the Greater Philadel-

phia Chapter, and served as either chapter president or vice presi-
dent in 2008, 2010, and 2012. She is a former member of the AAPC’s 

National Advisory Board. As director of operations for the Depart-
ment of Medical Oncology and Jefferson Infusion Centers of Thom-
as Jefferson University, Genovese manages a practice of over 50 phy-
sicians, two outpatient infusion centers, and a support staff of 200. 
She has more than 20 years of experience in billing and practice man-
agement, most recently in the areas of family medicine and medical 
oncology. Genovese educates physicians and staff in medical coding 
and compliance regulations. Genovese is also an AAPC ICD-10 ap-
proved trainer.

Contact:  rita.genovese@aapcca.com
Chapter affiliation:  Philadelphia, Pennsylvania
Offices held:  President, vice president

 2
Treasurer Cynthia Colangelo, CPA, CPC, COC, 
CPB
Chargemaster Supervisor, AtlantiCare Regional  
Medical Center
Cindi Colangelo was introduced to the healthcare 

field performing feasibility studies with Ernst & Ernst. After sever-
al years in public accounting, she went on to work at Shore Memorial 
Hospital in Somers Point, New Jersey. She worked in the finance de-
partment at Shore for almost seven years and was responsible for the 
hospital’s chargemaster for 23 years. She now works as chargemas-
ter supervisor at AtlantiCare. A coding course in 2001 exposed her 
to AAPC and led her to CPC® certification. She earned her COC® in 
2012 and CPB™ in 2014. While president of her local chapter in 2012, 
the chapter received third-place honors for the May MAYnia atten-
dance competition.

Contact:  cynthia.colangelo@aapcca.org
Chapter affiliation:  Toms River, New Jersey
Offices held:  President, president-elect, vice-president, treasurer,  
 education officer

WELCOME 2015-2016 Chapter 
Leadership!

AAPC is proud to announce the 2015-2016 AAPC Chapter Association’s board of directors — a 
voting board of 16 coders and one AAPC representative. This elected board is dedicated to pro-
viding local chapters with the resources and support necessary to be successful.

■ AAPC CHAPTER ASSOCIATION
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2015-16 Board of Directors

Yolanda T. Haskins, CPC, CMCO
Coding and Reimbursement Specialist,  
Howard University Faculty Practice Plan
Yolanda Haskins brings more than 30 years’ experi-
ence to the medical billing and coding field, and has 

worked in many specialty offices, hospital systems, and as owner of 
a billing company. She received her CPC® in 2006 and her CMCO 
in 2013. Haskins helped establish the Alexandria, Virginia, chapter, 
which now has more than 250 members. She loves mentoring and en-
couraging new coders.

Contact:  yolanda.haskins@aapcca.org
Chapter affiliation:  Alexandria, Virginia
Offices held:  President, member development officer

 3
Sharon J. Oliver, CPC, CPC-I, CPMA
Owner, Medical Coding and Consultants
Sharon Oliver has been in the medical profession for 
more than 28 years. She has been an office manager, 
certified medical assistant in family practice and ob-

stetrics/gynecology, and a nurse in pediatrics. Oliver has been a CPC® 
for nine years and a PMCC instructor for eight years. She is a senior 
inpatient biller for cardiology, internal medicine, infectious disease, 
and hospitalists at East Tennessee State University Physicians and As-
sociates, Quillen College of Medicine. She is a co-contributor for El-
sevier publications on ICD-10-CM and Step-By-Step Medical Cod-
ing by Carol J. Buck. Oliver is an instructor for The Coding Insti-
tute boot camps and was a top five finalist for AAPC’s 2011 Mem-
ber of the Year award. She is also an AAPC approved ICD-10-CM/
PCS instructor.

Contact:  sharon.oliver@aapcca.org
Chapter affiliation:  Southern Appalachian Coders
Offices held:  President, member development

Peter Davidyock, CPC, CPMA
Coder and Auditor, HCA Physician Services
Peter Davidyock has been coding for four years and 
has experience in anesthesia; ear, nose, and throat; 
family medicine; pain management; cardiothoracic 

surgery; and electrophysiology. He has coded for a large trauma ser-
vice and a group of vascular surgeons. Davidyock is a regular present-
er at his local chapter. He has developed programs with local colleg-
es in his area, allowing students to be part of the chapter experience.

Contact:  peter.davidyock@aapcca.org
Chapter affiliation:  Conway, South Carolina
Offices held:  President, secretary/treasurer, education officer

 4
Vice Chair Candice M. Ruffing, CPC, CPB, 
CPMA, CENTC
Associate Consultant, Acevedo Consulting, Inc.
Candice Ruffing conducts coding and compliance 
audit projects; provides consulting services to clients’ 

management, physicians, and staff; and provides input for develop-
ing each client’s annual audit plan. She has more than 15 years’ ex-
perience in coding and billing for multi-specialty physicians. Ruff-
ing enjoys mentoring and guiding others to fulfill their career goals.

Contact:  candice.ruffing@aapcca.org
Chapter affiliation:  Stuart, Florida
Offices held:  President, secretary 

Najwa Liscombe, CPC, CMA
Coding and Reimbursement Analyst III, University of 
Florida Community Health & Family Medicine
Najwa Liscombe has been working in the medical 
field for more than 27 years. She has coded servic-

es for multiple specialties, including anesthesia, radiology, obstet-
rics/gynecology, family medicine, and orthopedics. Liscombe has 
worked in the private sector and as a consultant. She was instrumental 
in starting the Gainesville, Florida, local chapter, was the first pres-
ident, and now is treasurer. She works in an academic practice, and 
is a valuable resource for various coding and reimbursement issues 
among many practices in Florida and Georgia.

Contact:  najwa.liscombe@aapcca.org
Chapter affiliation:  Gainesville, Florida
Offices held:  President, treasurer, education officer,  
 member development
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 5
Chair Barbara S. Fontaine, CPC
Business Office Supervisor, Mid County Orthopaedic 
Surgery and Sports Medicine
Barbara Fontaine’s more than 30 years in the med-
ical field have taken her from a part-time admis-

sions clerk in a rural Arkansas hospital to coding and billing for a 
single family practice physician, and then to a multi-physician clin-
ic, which became a multi-practice group in northwest Arkansas. In 
2001, she became a surgery coder for Mid County Orthopaedic Sur-
gery and Sports Medicine (part of Signature Health Services), where 
she is now business office supervisor. Fontaine focuses on keeping up 
to date with correct coding and billing for her providers, and continu-
ing education for  physicians and staff. She earned her CPC® in 2001 
and became a member of the St. Louis West, Missouri, local chapter, 
serving on several committees before becoming an officer. In 2008, 
she was awarded as her local chapter’s Coder of the Year and AAPC’s 
national Coder of the Year. 

Contact:  barbara.fontaine@aapcca.org
Chapter affiliation:  St. Louis West, Missouri
Offices held:  President, education officer, secretary,  
 member development officer

Sarah Wechselberger, CPC, CPB, CPMA
Clinic Coding and Reimbursement Coordinator,  
Baxter Regional Medical Center
Sarah Wechselberger started her medical coding ca-
reer in 2002 with a multi-physician obstetrics/gyne-

cology practice. Since then, she has worked for a multi-specialty bill-
ing group and now a healthcare system. Her role as clinic coding and 
reimbursement coordinator with Baxter Regional Medical Center 
(BRMC) began with organizing and now she manages the first phy-
sician coding department for BRMC’s 17+ multi-specialty outpa-
tient clinics.

Contact:  sarah.wechselberger@aapcca.org
Chapter affiliation:  Mountain Home, Arkansas
Offices held:  Secretary/Treasurer, education officer

 6
Faith C.M. McNicholas, RHIT, CPC, CPCD, 
PCS, CDC
Manager, Coding and Reimbursement/ 
Government Affairs, American Academy of  
Dermatology; Proprietor, Coracle

Faith C.M. McNicholas is 2014 AMA Specialty Staff Liaison Excel-
lence Award recipient and has experience in various solo and group 
practice medical specialties. She is the assistant editor for American 
Academy of Dermatology’s (AAD) Derm Coding Consult, and a con-
tributor for Association of Dermatology Managers/Administrators 
(ADA/M) Newsletter and Journal of Dermatology Nurses Association 
(JDNA). McNicholas presents at AAD annual and summer meet-
ings, AAPC regional conferences, ADA/M and JDNA annual meet-
ings, and AAD monthly webinars and regional symposia. She is an 
ICD-10-CM/PCS expert and approved trainer. 

Contact:  faith.mcnicholas@aapcca.org
Chapter affiliation:  Des Plaines, Illinois
Offices held:  President, president elect, secretary

Ruby O’Brotcha-Woodward, BSN, CPC, 
CPMA, COSC, CSFAC
Technical Editor, Decision Health
Ruby Woodward has 40 years’ experience in the med-
ical arena, serving 25 of those years in both nursing 

and the business of medicine. She has expertise in coding, education, 
auditing, and compliance, and has been heavily involved in ortho-
pedic regulations. Woodward has presented at AAPC conferences, 
both regional and national, as well as at the local level. She is a mem-
ber of the AAPC ICD-10-CM training team. Woodward is passion-
ate about orthopedics and obsessed with feet. She is an advocate for 
continuing coder education.

Contact:  ruby.woodward@aapcca.org
Chapter affiliation:  Minneapolis, Minnesota
Offices held:  President, vice president, member development
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 7
Secretary Kristie Stokes, CPC, BSHA
Remote Coder/Biller,  
Timonium Surgery Center, LLC.
Kristie Stokes began working in the medical bill-
ing and coding field in 1997 as a follow-up clerk for 

an ambulance service. Since then, she has worked as a medical bill-
er, administrative assistant, assistant manager, manager, and coder. 
Stokes earned CPC® certification in 2007, and a Bachelor of Science 
degree in Health Administration through the University of Phoenix 
Online in 2009. 

Contact:  kristie.stokes@aapcca.org
Chapter affiliation:  Mobile, Alabama
Offices held:  President, vice president

Teresa Bartrom, CPC
Billing Manager, Aspire Plastic Surgery, LLC
Terri Bartrom has more than 25 years of experience 
in the medical billing and coding specialties of plas-
tic and reconstructive surgery, obstetrics/gynecology, 

pain management, and podiatry. She has been instrumental in orga-
nizing multiple programs and ICD-10-CM boot camps in her local 
chapter, where she inspires officers and members to perfect their pro-
fessions in the medical field. Bartrom has been an AAPC member for 
11 years and a certified coder for 10, and she loves to share ideas, re-
sources, and positive energy. She is a lifetime member of the American 
Business Women’s Association and Girl Scouts of the United States of 
America. Bartrom holds an associate’s degree in Digital and Comput-
er Electronics from Indiana Vocational Technical College and busi-
ness certifications from Indiana Business College.

Contact:  teresa.bartrom@aapcca.org
Chapter affiliation:  Fort Wayne, Indiana
Offices held:  President, vice president, education officer

 8
Linda Martien, CPC, COC, CPMA
Associate Director of Reimbursement,  
Nuo Therapeutics (formerly Cytomedix)
Linda Martien began her career more than 30 years 
ago, starting out as an emergency medical tech and 

moving on to coding, billing, practice management, hospital out-
patient revenue cycle management, and consulting. She served and 
held office on the AAPC National Advisory Board from 2005–2009. 
Martien has also served in several officer positions with the Jefferson 
City and Columbia, Missouri, chapters. Her love of coding and reim-
bursement is evident when you hear her speak.  

Contact:  linda.martien@aapcca.org
Chapter affiliation:  Jefferson City, Missouri
Offices held:  President, president-elect, education officer

Holly Brown, CPC, COC, CEMC 
Medical Coder, Healogics Wound Care
Holly Brown has worked in medical billing and 
coding since 2006, starting out at the front desk of 
a multi-physician cardiology practice. She quick-

ly learned the billing/coding side and transferred to the billing of-
fice, where she scrubbed charges and helped to code office visits and 
procedures. Brown now specializes in quality/training and auditing 
E/M and outpatient services for physicians and hospitals. She helped 
to start the St. Augustine, Florida, chapter in 2009, and has served as 
president-elect and president. In 2012, she worked with other coders 
in the area to start the Orange Park, Florida, chapter, where she has 
also served as president. She enjoys mentoring new coders and being 
involved in her local chapter.

Contact:  holly.brown@aapcca.org
Chapter affiliation:  St. Augustine, Florida
Offices held:  President, president-elect

AAPC Representative
Marti G. Johnson
Director of Local Chapter Support, AAPC
Since 1994, when Marti Johnson joined AAPC, the 
number of chapters has grown from 30 to more than 
515. Her tenure has been dedicated to the establish-

ment and support of AAPC members and local chapters.
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■ MEMBER FEATURE
By Michelle A. Dick

Photos by Jon Fletcher. (www.jonmfletcher.com)
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Member of the Year

With 13 pages of nomination letters, Melissa Caperton, RHIA, 
CPC, CPC-I, CFPC, was a shoe-in for AAPC’s 2014 Member of 
the Year Award. This award is a culmination of decades of her ser-
vice to AAPC members and the coding profession.

Melissa Gets “the Call”
There have been very few times in Caperton’s life when she was ren-
dered truly speechless. One of those times was when she received 
“the call” from AAPC CEO Jason VandenAkker to congratulate 
her on winning the 2014 Member of the Year Award. 
“I was ready to do whatever he was getting ready to ask,” Caper-
ton said. Then it clicked that he was congratulating her. “I really 
don’t know what I said to Jason … I’m sure I sounded like a bum-
bling fool for a few minutes,” she said. Since the call, Caperton has 
been giddy with excitement, and as she puts it is, “on a mission to 
thank the sneaky people behind this award (those whom I can iden-
tify anyway).”
“I am honored that someone thought enough of my contributions 
to put together a nomination,” Caperton said. Little did she know it 
wasn’t one person, or even a select few, but a flurry of members who 
thought she was deserving of this award. 

See the “sneaky people” who nominated Caperton in the accompanying 
sidebar, “Many Voices Seal the Deal,” on page 23.

Healthcare All the Way
Caperton knew she wanted to be in the healthcare industry from 
the get-go. When pre-med didn’t hold her interest, she switched her 

major to Medical Records Administrator (now known as Regis-
tered Health Information Administrator). She landed a job as a pa-
tient service representative at Mayo Clinic, Jacksonville. Caperton 
loved helping the patients and problem-solving billing issues, but 
didn’t love the pressures of working the phones and dealing with an-
gry patients, especially during a full moon.  
After a few years, Caperton took a new direction in her career when 
Wendey Landkrohn, University of Florida Jacksonville Physicians, 
Inc. (UFJPI), hired her to be the reimbursement team lead. This 
is where Caperton learned about creating and maintaining charge 
capture forms and fee schedules and “about a myriad of financial re-
ports to help senior leadership make informed business decisions,” 
she said. After a few years, Caperton became a provider education 
specialist, focusing on coding and documentation issues related 
to 1997 Documentation Guidelines for Evaluation and Manage-
ment Services. Soon thereafter, she was promoted to manager of re-
imbursement and education. “I was able to enjoy the best of both 
worlds: training and billing support,” Caperton said.
Early in this transition, Caperton was introduced to AAPC and be-
gan comparing coding certifications offered by AAPC and AHI-
MA. After some research, she decided AAPC credentials were more 
appropriate for the physician side of coding. She earned Certified 
Professional Coder (CPC®) designation in February 2000, which 
opened the floodgates to obtaining more certifications.
Caperton’s duties changed over the years, but the core of what she 
loves about this industry has not: researching complex coding is-
sues, helping others find appropriate billing solutions, teaching 
others about coding, and coaching coders to find answers. To see 
the “light bulb” turn on for other coders gives Caperton a sense of 
accomplishment. Nineteen years later, Caperton says she is “still 
happily employed and challenged by UFJPI, and still working for 
Wendey.”

Melissa Caperton’s work “behind the scenes” lands her 
in the driver’s seat as 2014 Member of the Year.

She earned Certified Professional Coder (CPC®) 
designation in February 2000, which opened the 

floodgates to obtaining more certifications.
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A Woman with Many Aliases
Caperton says she sees herself as a “behind 
the scenes player,” unless someone needs her 
to step up. Her Member of the Year nomina-
tion letters tell a different story. She has been 

referred to by her colleagues as the “En-
ergizer Bunny,” “Wonder Woman,” 

and “Distinguished Toastmaster.” 
Miriam S. Smith, CPC, ex-
plains, “Melissa reminds me of 
the Energizer Bunny; she keeps 
going and going and never 

shows signs of stopping. She 
always has the coding com-

munity’s best interests in 
mind.” A few years ago, 
Caperton asked Smith 
to assist in organizing 
speakers for the Cod-

ing on the River event. 
“I was so impressed with 

her energy and ability to 
keep up with planning, orga-
nization, and implementation 
of this major event that I didn’t 
hesitate to help,” Smith said.

Accomplishments  
Keep Going and Going
2010 Member of the Year 
and past National Ad-
visory Board member, 

Maryann Palmeter, CPC, 
CENTC, has worked closely with 

Caperton for nearly 20 years, and  
presented AAPC’s award to her dur-

ing HEALTHCON’s Member Rec-
ognition Luncheon. According to  
Palmeter, Caperton:

• Was awarded “Distinguished 
Toastmaster,” which is Toastmaster 
International’s highest honor for 
speaking confidence. She uses these 
skills to help other members strengthen 
their presentations.

• Was instrumental in training 
organizational staff on ICD-9 and 
CPT®, causing the volume of certified 
coders to skyrocket and creating the 
need for another local chapter.

• Founded the Jacksonville River City 
Chapter.

• Has served in various officer positions 
for her local chapter.

• Has been responsible for tracking 
membership renewals for 200 chapter 
members.

• Served on the AAPC Chapter 
Association board of directors from 
2009-2012 and served as chair from 
2011-2012.

• Offers CPC® review classes to members 
for nominal rates and is sympathetic 
to new coders who can’t afford review 
classes.

• Participates in the AAPC Chapter 
Association Scholarship Program.

• Is the essence of AAPC spirit. Her 
energy led the Southwest Region to win 
the “Spirit Award” three years in a row at 
national conference.

• Lectures and participates in AAPC-
sponsored webinars.

• Is available for chapter officers and 
members who need advice, creative 
ideas, and support.

• Writes articles for Healthcare Business 
Monthly.
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• Was instrumental in creating, organizing, and directing the 
popular “Coding on the River” seminar for several years.

• Often speaks pro bono at local and regional meetings.
• Solves difficult reimbursement problems and complex 

coding queries across diverse specialties, and shares her 
expertise with members.

No Coder Is a Silo
Caperton’s motto is, “No good coder lives in a silo, nor has all 
the answers.” She surrounds herself with peers with whom she 
can “kick ideas around.” 
Caperton accredits much of her success to her mentor, Wendey. 
“Wendey was the first one who saw my leadership potential, 
and has encouraged me along the way. She has supported my 
endeavors of earning coding credentials and my involvement 
with the local chapters, including my time on the 
AAPC Chapter Association board of direc-
tors. I owe much of my success to the sup-
port she has shown me both person-
ally and professionally,” Caper-
ton said.

Caperton says she’s had the privilege of kicking ideas around 
with many great coders, but three have been constant compan-
ions over the past decade: Michelle Myrick, CPC, CPC-I, 
Seth Canterbury, CPC, CPC-I, and Palmeter. “We have spent 
countless hours discussing and debating a variety of coding- 
and billing-related topics that have strengthened my knowledge 
base,” Caperton said.
Caperton makes teamwork contagious,  and it’s a driving force 
for her. There are five local chapters in her area, which is very un-
usual. Caperton has been instrumental in building teamwork 
between the five chapters. “When I was in various leadership 
positions with River City,” Caperton recalled, “I made an ef-
fort to ensure we worked togeth-
er for our area members and 
not in competition with 

Caperton’s motto is, “No good coder lives in a silo, nor has all the answers.”
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Family First, and Fun Time
During Melissa Caperton’s, RHIA, CPC, CPC-I, CFPC, time away from the office, she enjoys 
family. She is the proud mom of André, 17, and Aliesha, 13. Caperton is also a newlywed, who is 
“happy to report that God has given me a second chance at true love. I married Carlos on January 
1, 2014 – sealing the deal at the stroke of midnight!” Family is the center of Caperton’s universe.

Caperton has become a self-proclaimed beach bum since she’s been in Florida. To unwind, she 
cruises around in her 2012, candy red Mustang for “convertible therapy time.” She also enjoys 
crocheting and seeing her knots turn into beautiful blankets.

each other.” The officers of each chapter were more than eager to join 
Caperton’s effort, which she said, “successfully allowed the chapters to 
branch out, but share the same tree trunk.” With the combined efforts 
of the chapters, there is always at least one exam offered per month in 
her area.
As for Caperton’s future plans, she will continue to use her wealth of 
knowledge, presentation expertise, and organizational and planning 
skills to be the cheerleader who works behind the scenes for the cod-
ing community. 

Michelle A. Dick is executive editor for AAPC.

AAPC 
Conferences

Left to Right:  Aliesha Brown, Samanda Caperton, André Brown II (back), grandson Mason Caperton,  
Samantha Caperton, Melissa Caperton, Carlos Caperton

SAVE BIG & EARN 12 CEUS!
AAPC REGIONAL CONFERENCES

SAVE BIG & EARN 12 CEUS!
AAPC REGIONAL CONFERENCES

Save hundreds when registering by May 15!
Mid-month price increases in May, June, and July.

aapc.com/conferences
800-626-2633

August 16 - 18, 2015

September 3 - 5, 2015

DALLAS

CHICAGO



www.aapc.com May 2015 23

TCI

Many Voices Seal the Deal
The following members took time out of their busy schedules to speak about Melissa 
Caperton’s, RHIA, CPC, CPC-I, CFPC, accomplishments to ensure the National Advisory 
Board’s “Member of the Year” Selection Committee awarded her with this honor for 2014:

• Cheryl A. Bowman, CPC

• Seth Canterbury, CPC, CPC-I

• Becky Combs-Cason, CPC

• Marlene Devinney, BS, CPC

• Teresa Knowles, CPC

• Maryann Palmeter, CPC, CENTC 

• Sandra Pearson, CPC, CUC

• Miriam S. Smith, CPC

• Sue Stack, CPC

• Lynda Vining, CPC

Member of the Year
To discuss this  
article or topic, go to 
www.aapc.com
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Stomach pain, diarrhea, nausea, heartburn … these are common 
symptoms for any number of ailments. Twenty years ago, a phy-
sician’s first course of intervention for a patient complaining of 

gastric distress might’ve been simply to treat the symptoms with 
antacids, antiemitics, simethicone, and so on. If the patient returned 
with consistent or worsening symptoms, the physician might’ve or-
dered a diagnostic test, such as endoscopy.
Initial visit coding would’ve included an appropriate evaluation and 
management (E/M) CPT® code and one or more of the following 
diagnosis codes:

ICD-9-CM Coding

789.0 Abdominal pain

787.91 Diarrhea

787.02 Nausea alone

787.1 Heartburn

Follow-up visit coding would include an appropriate E/M CPT® 
code and an endoscopy code, such as 43191 Esophagoscopy, rigid, 

transoral; diagnostic, including collection of specimen(s) by brushing or 
washing when performed (separate procedure) or 43200 Esophagosco-
py, flexible, transoral; diagnostic, including collection of specimen(s) by 
brushing or washing, when performed (separate procedure), which in-
cludes moderate sedation. 
Based on the negative results of the diagnostic testing (nothing 
would show up because the inflammation is in the intestine), the 
physician would likely diagnose the patient with dyspepsia and rec-
ommend he or she continue on antacids. Case closed.

ICD-9-CM Coding

536.8 Dyspepsia and other specified disorders of function of stomach

Twenty years ago, hardly anyone had heard of celiac disease (also 
called celiac sprue and gluten-sensitive enteropathy). Today, it’s 
practically a household word — along with the term “gluten free.” 
The disease is so prevalent, food manufacturers now label their ap-
plicable products “Gluten Free,” and a completely new category of 
gluten-free food products has entered the market. Even people who 
can eat gluten are going gluten-free, in an uneducated attempt to 
lose weight. Celiac disease isn’t a fad, however.

Coding Celiac  
Disease: Then and Now

Physicians know a lot more about the disease 
than they used to, but diagnosis remains difficult.

■ CODING/BILLING
By Renee Dustman
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Celiac Disease

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

Even people who can eat gluten are going 
gluten-free, in an uneducated attempt to lose 

weight. Celiac disease isn’t a fad, however.

Diagnose the Disease
We now know celiac disease is characterized by an abnormal prox-
imal small intestinal mucosa, is associated with a permanent in-
tolerance to gluten, and can present itself at any time in a person’s 
life. Symptoms may include those already mentioned, in addition 
to: bloating, weight loss, anxiety, anemia, skin rash, and dizziness.
Possible ICD-9-CM codes to support initial testing include:

250.0 – 250.9 Diabetes mellitus [with fifth digit 1 or 3]

564.00 – 564.9 Constipation

783.21  Loss of weight

783.9  Other symptoms concerning nutrition, metabolism, and development

787.3  Flatulence, eructation, and gas pain

787.91  Diarrhea

789.00 – 789.09 Other symptoms involving abdomen and pelvis

V18.5   Family history of digestive disorders

Even with what we now know about the disease, diagnosis remains 
difficult because it’s often clouded by other conditions a patient 
with celiac disease may experience, such as dental and bone disor-
ders, depression, irritability, joint pain, mouth sores, muscle cramps, 
and even neuropathy — any of which can manifest from intestinal 
malabsorption of nutrients due to celiac disease.
A definitive diagnosis, reported with ICD-9-CM 579.0 Celiac dis-
ease, can be obtained only by intestinal biopsy prior to removing 
gluten from the patient’s diet. Patients often forgo the invasive bi-
opsy and rely on serologic tests to confirm the diagnosis; however, 
these blood tests only indicate the presence of antibodies known to 
be prevalent in individuals with celiac disease. This method usual-
ly involves follow-up blood tests to monitor the patient’s response 
to a gluten-free diet. 

Treatment without a Cure
Treatment for celiac disease is both simple and difficult. It’s sim-
ple because all patients have to do is abstain from all gluten to start 
feeling better. It’s difficult because gluten exists in practically every 
processed food. 

Specifically, gluten is a protein found naturally in the grain of 
wheat, rye, oats, and barley. Gluten comes in many forms and is 
identified by any number of names. Patients diagnosed with celiac 
disease require dietetic counseling to learn how to read labels and 
identify ingredients they cannot consume.

Coverage Criteria
Coding for celiac disease is much easier now 
that the medical community recognizes it 
as a legitimate illness. 
You’ll need to check payer poli-
cies but, generally, you’ll find in-
surers deem the following tests 
medically necessary in patients 
with signs or symptoms sugges-
tive of celiac disease:

• Serologic measurement of 
tissue transglutaminase or 
antiendomysial antibodies

• Serologic measurement of 
anti-gliadin antibodies in 
children under 24 months 
of age

• Serologic testing to screen 
persons with type 1 diabetes mellitus

• HLA-DQ2 and HLA-DQ8 testing to rule out celiac disease 
in patients with discordant serologic and histologic findings 
or if persistent symptoms warrant testing despite negative 
serology and histology

There are a few serologic tests many payers consider investigation-
al in patients with signs or symptoms suggestive of celiac disease, 
however. Always check payer policies. There are no specific CPT® 
codes describing the serologic diagnosis of celiac disease, yet. We 
live in hope. 

Renee Dustman is executive editor at AAPC.
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By John S. Aaron Jr., CPC

■ CODING/BILLING
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Methicillin-resistant Staphylococcus 
aureus (MRSA) is an infection caused 
by a certain strain of staph bacteria resistant 
to common antibiotics. Individuals are more 
prone to acquire MRSA while in the hospital for 
surgery or other treatment. Over the next few years, the Centers 
for Medicare & Medicaid Services (CMS) plans to increase 
penalties on hospitals that have the highest record of infections and  
injuries, to include MRSA. This program will affect an estimated 
700 hospitals.
In 2007, the American Medical Association (AMA) introduced 
new procedure codes for MRSA testing:

87640 Staphylococcus aureus, amplified probe technique 

87641 Staphylococcus aureus, methicillin resistant, amplified probe technique

Since then, more affordable methodologies have come about, such 
as cultures by nasal swab:

87081 Culture, presumptive, pathogenic organisms, screening only

Reporting vs. Reimbursement
Most codes are created for reimbursement purposes, but there are 
also codes meant for reporting purposes only. When a patient is 
tested for suspected MRSA colonization, coding guidelines direct 
us to assign V02.54 Carrier or suspected carrier of methicillin resis-
tant Staphylococcus aureus (ICD-10: Z22.322). If a claim is filed 
with this diagnosis prior to receiving a positive on a patient’s labs, 
upon denial by Medicare, the patient should not be billed. You 
should report the service, however, because these measures may 

qualify hospitals to participate in pay-for-performance programs 
when Medicare ultimately factors in rates of MRSA infection.
If a claim documents an infection due to MRSA, and that partic-
ular infection has no “combination code” (including the causal or-
ganism), assign the appropriate code to identify the actual con-
dition, along with 041.12 Methicillin resistant Staphylococcus au-
reus in conditions classified elsewhere and of unspecified site (ICD-
10: B95.62). 
In such a case, Medicare should consider the service to be neces-
sary and reimburse under the patient’s outpatient Part B coverage. 
If the testing occurs during an inpatient stay, Medicare should re-
imburse using the diagnosis-related group method.
Medicare will be including the rate of MRSA infections in the 
Hospital-Acquired Condition Reduction Program. Coders have 
an opportunity to offset any losses experienced by providers, with 
continued documentation of infection control programs that may 
justify later rewards. 

John S. Aaron, Jr., CPC, is a member of the Northbrook, Illinois, local chapter and has 
served as a chapter officer in recent years. Aaron has 15 years of billing and coding experi-
ence, and he recently established ClaimChek — a billing service with a focus on patient ad-
vocacy. You can follow him on Twitter at: @ClaimChek.

Focus on Reporting as Hospitals Avoid Infections
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A stroke is a “brain attack” that occurs when blood flow to an 
area of the brain is cut off. Brain cells are deprived of oxygen 
and begin to die. When brain cells die, abilities controlled by 
that area of the brain — such as memory and muscle control 
— are lost. A stroke can happen at any time.
According to the National Stroke Association, nearly 800,000 
people experience a new or recurrent stroke each year. How a 
person is affected by a stroke depends on where the stroke oc-
curs and the extent of damage to the brain. Small strokes may 
only cause minor problems, such as a temporary weakness of an 
arm or leg. Larger strokes may cause permanent paralysis on one 
side of the body or loss of the ability to speak. Some people re-
cover completely from strokes, but more than two thirds of sur-
vivors have some type of disability.
There are two types of stroke: hemorrhagic and ischemic. 
Hemorrhagic strokes are less common, but are responsible for 
about 40 percent of all stroke deaths.
A hemorrhagic stroke occurs when a brain aneurism bursts or 
a weakened blood vessel leaks. Blood spills into or around 
the brain and creates swelling and pressure, damaging cells 
and tissue in the brain. There are two types of hemorrhag-
ic strokes:

• Intracerebral hemorrhage - The most common 
hemorrhagic stroke. The bleeding causes brain cells to 
die and the affected brain part stops working correctly. 
High blood pressure and aging blood vessels are the 
most common causes.

• Subarachnoid Hemorrhage - This involves bleeding 
in the subarachnoid space (area between the brain and 
tissue covering the brain). It’s most often caused by a 
burst aneurism, but also may be caused by bleeding 
disorders, head injuries, blood thinners, or arteriovenous 
malformation.

Ischemic stroke occurs when a blood vessel carrying blood to 
the brain is blocked by a blood clot. High blood pressure is the 
most important risk factor. Ischemic strokes account for about 
87 percent of all strokes and can occur two ways:

• Embolic stroke – In an embolic stroke, a blood clot 
or plaque fragment forms somewhere in the body and 
travels to the brain. Once in the brain, the clot travels to 
a blood vessel small enough to block its passage. The clot 
lodges there, blocking the blood vessel.

• Thrombotic stroke - A thrombotic stroke is caused by 
a blood clot (large vessel thrombosis and small vessel 
disease) that forms inside one of the arteries supplying 
blood to the brain. This is usually seen in people with 
high cholesterol levels and atherosclerosis. 

TIA
A transient ischemic attack (TIA) occurs when blood flow to 
part of the brain stops for a short period of time. This can mim-
ic stroke-like symptoms that last less than 24 hours. Typically 
TIAs do not cause permanent brain damage, but are a serious 
warning sign that a stroke may happen in the future and should 
not be ignored. TIAs are usually caused by low blood flow, a 
blood clot in another part of the body, or a narrowing of the 
smaller blood vessels in the brain.
According to the National Stroke Association, 40 percent of 
people who have a TIA will have an actual stroke. Nearly half 
of all strokes occur within the first few days after a TIA. 

Jackie Stack, BSHA, CPC, CPC-I, CPB, CEMC, CFPC, CIMC, CPEDC, is an ICD-10 specialist at AAPC 
and a member of the Oil City, Pennsylvania, local chapter.
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■ CODING/BILLING
By Amy C. Pritchett, BSHA, CPC, CANPC, CASCC, CEDC, CCS, CDMP, CMPM, ICDCT-CM, ICDCT-PCS, ICDCT-CCC, CMRS, C-AHI
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Top Tips for Tiptop  
Anesthesia Billing
Factor in modifiers, add-on code use, and  
conversion factors for proper reimbursement. 

Coding and billing for anesthesia services can be a complicated, even 
daunting, task. Here are four tips to help you maintain compliance. 

1. Know Your Modifiers
As a coder or biller, you should be aware of several modifiers and how 
to use them correctly to ensure proper claims payment.

 AA Anesthesia services performed personally by an anesthesiologist [or when an anesthetist assists a phy-
sician in the care of a single patient] 

Modifier AA informs the insurance company that the anesthesiologist 
provided care to the patient alone, and not alongside a certified regis-
tered nurse anesthetist (CRNA).

 QY Medical direction of one certified registered nurse anesthetist (CRNA) by an anesthesiologist

Modifier QY tells the insurance company that the anesthesiologist was 
directing at least one CRNA.

 QK Medical direction of two, three, or four concurrent anesthesia procedures involving qualified  
individuals

Modifier QK tells the insurance company to make adjustments for the 
anesthesiologist medically directing more than one case or procedure 
at the same time he or she is directing the CRNA on the reported case.

 AD Medical supervision by a physician: more than four concurrent anesthesia procedures

Modifier AD describes a situation similar to that described by modifier 
QK, but with more involvement and a greater patient load.

 QX CRNA service: with medical direction by a physician

In this case, the CRNA is working under an anesthesiologist.

 QZ CRNA service: without medical direction by a physician

In this case, the CRNA is working without the direction of an anes-
thesiologist.

 QS Monitored anesthesia care service [this can only be billed by a qualified non-physician anesthetist, an-
esthesiologist assistant, or physician]

You must alert the insurance company when monitored anesthesia care 
(MAC), rather than general anesthesia, is performed. MAC is included 
in the payment for the procedure.
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 G8 Monitored anesthesia care (MAC) for deep complex, complicated, or markedly invasive surgical  
procedure

In this scenario, MAC is given when general anesthesia was most 
likely used for a procedure. For example, an 86-year-old patient un-
dergoing hip surgery may have a better chance of survival if given 
MAC anesthesia rather than general anesthesia.

 G9 Monitored anesthesia care for patient who has history of severe cardio-pulmonary condition

Always add this modifier for patients receiving MAC who have car-
diorespiratory deficits such as chronic obstructive pulmonary dis-
ease (COPD), chronic heart failure (CHF), or emphysema. You 
may also use the modifier for lung cancer patients who are termi-
nally ill, or in end stages of the disease.

2. Report Qualifying Circumstances
There are several qualifying circumstances that can be submitted 
to the insurance company if the services are deemed reasonable and 
necessary. The value of the additional codes is significant, and can 
mean higher payment for the anesthesiologist or CRNA. For ex-
ample, reimbursement for +99100 Anesthesia for patient of extreme 
age, younger than 1 year and older than 70 (List separately in addi-
tion to code for primary anesthesia procedure) is 1 unit of anesthesia. If 
+99100 is left off, the physician does not receive the full reimburse-
ment potential. Reporting of qualifying circumstances also leads to 
better documentation of the patient chart and improved compliance. 
Example: A 3-month-old female undergoes hernia repair. For 
proper reimbursement, an add-on code will allow the additional 1 
unit of anesthesia to the base units.

+99116 Anesthesia complicated by utilization of total body hypothermia (List separately in addition to 
code for primary anesthesia procedure) 

Example: The patient undergoes removal of subdural hematoma. 
The physician feels it is necessary to put the patient in a complete, 
deliberate state of hypothermia to decrease blood flow to the region 
of the brain. This is an effective way to decrease the oxygen-level re-
quirements during surgery and decrease the incidence of postoper-
ative neurological injury after neurosurgery.

+99135 Anesthesia complicated by utilization of controlled hypotension (List separately in addition to 
code for primary anesthesia procedure) 

Example: The patient undergoes clipping of an aneurysm. The 
physician deems it necessary, due to potential blood loss, for the pa-
tient to be placed into hypotension to decrease blood flow to the ar-
eas in which the work will be performed. This is also used in head, 
face, upper thorax, or hip replacement surgeries, as the need for a 
blood transfusion is greatly reduced.

+99140 Anesthesia complicated by emergency conditions (specify) (List separately in addition to code 
for primary anesthesia procedure) 

Note: You must specify the emergency with the submission of this 
add-on code. 
Example: A 56-year-old male falls from a ladder while cutting a 
tree limb. He sustains massive joint injury to his elbow that is now 
cutting off the blood supply to his lower arm. The emergency de-
partment (ED) physician deems it necessary for the patient to un-
dergo emergency surgery to put the joint back into place and restore 
blood flow to the region. 
Example: A 33-year-old male is playing with his son, throwing a 
football in the living room. The patient falls through a plate glass 
door, causing a severe laceration of the brachial artery in his left 
arm. Upon arrival to the ED, the patient undergoes emergency sur-
gery to repair the artery to prevent loss of limb.

3. Append Physical Status Modifiers
Physical status modifiers are used for reporting the overall physical 
health of a patient at the time of a procedure or encounter, and can 
have a positive effect on the profitability of your facility. 

 P1 A normal healthy person (units = 0)

 P2 A patient with mild systemic disease (units = 0)

 P3 A patient with severe systemic disease (units = 1)

 P4  A patient with severe systemic disease that is a constant threat to life (units = 2)

Physical status modifiers are used for reporting the overall physical 
health of a patient at the time of a procedure or encounter, and can 

have a positive affect on the profitability of your facility. 
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 P5  A moribund patient who is not expected to survive without the operation  
(units = 3)

 P6  A declared brain-dead patient whose organs are being removed for donor  
purposes (units = 0)

All insurers (except Medicare) allow physical status 
modifiers to receive additional total units of anesthesia 
reported for patients with higher risk factors or chron-
ic conditions. 
Example: A patient has uncontrolled diabetes mellitus, 
COPD, CHF, and chronic kidney disease (CKD) stage 
III. This patient would be classified as a P3 due to the se-
vere systemic disease processes.
Example: A patient was involved in a motor-vehicle acci-
dent and is pronounced dead on arrival. The patient is an 
organ donor, and is taken to the operating room for or-
gan harvesting. This patient would be classified as a P6.
Example: A patient has hypertension and undergoes a 
hiatal hernia repair. This patient would be classified as a P2 because 
the hypertension is not classified as uncontrolled.

4. Properly Calculate Time for Anesthesia Services
An additional factor of coding and billing for anesthesia services is 
the calculation of base units and the use of conversion rates for total 
anesthesia time. Base units are the numeric value that Medicare has 
attached to the anesthesia CPT® codes for anesthesia services. For 
example, 00560 Anesthesia for procedures on heart, pericardial sac, 
and great vessels of chest, without pump oxygenator carries a weight 
value of 15 base units. 
For commercial insurance companies, the following formula is 
used to report time units for provided anesthesia:

Base Units + Time + Physical Status Modifier = Total Units

For Medicare, the following formula is used to report time units for 
anesthesia provided:

Base Units + Time = Total Units

Anesthesia is calculated at 15-minute intervals (15 x 4 = 60). When 
a case runs over seven minutes, guidelines state to round up to the 
next 15 minutes provided. For example, if anesthesia started at  
9:00 a.m. and ended at 10:07 a.m., round up to the 15 minutes (10:15 
a.m., for a total of five units); do not round down to 10:00 a.m.

It’s important to 
stay current on the 

conversion factor for 
your state. Each year, the 

Centers for Medicare 
& Medicaid Services 

updates the conversion 
factor rate for each state.
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Example: Anesthesia provided for the exploration of the pericardi-
al sac. Anesthesia began at 9:00 a.m. and ended at promptly 10:15 
a.m. The patient has been classified as a P3 due to severe hyper-
tension and diabetes mellitus. In this case, the total units are cal-
culated:

Base Units (15) + Time (5) + Physical Status Modifier (1) = 
21 Total Units of Billable Anesthesia 

It’s important to stay current on the conversion factor for your state. 
Each year, the Centers for Medicare & Medicaid Services updates 
the conversion factor rate for each state.
Now that you have found your total units, you can calculate your 
expected reimbursement. Continuing with our example, above, 
and using the conversion rate for my home state of Alabama:

21 (total billable anesthesia units) x $21.43 = $450.03

Following the factors mentioned in these anesthesia tips will provide 
guidance to help ensure your physician and your facility receive prop-
er reimbursement for anesthesia services provided to patients. 

Amy Crenshaw-Pritchett, CPC, CANPC, CASCC, CEDC, CCS, CMDP, CMPM, ICDCT-
CM, ICDCT-PCS, ICDCT-CCC, C-AHI, has been involved in many aspects of coding and bill-
ing for over 20 years. As an auditor/educator at HIMagine Solutions, Pritchett’s responsibili-
ties include chart auditing, coding and compliance education, and newly hired coder educa-
tion. She owns and operates a medical coding and billing company, Gulf Coast HIM Solutions. 

Pritchett is also the president and a recurring presenter/speaker of the Mobile, Alabama, local chapter. She is 
an adjunct instructor at the University of South Alabama, Medical Coding Continuing Education Department. 

AAPC
aapc coder

The Fastest Coder Search Engine On The Planet!

800-626-2633 | aapc.com/coder

“I love the fact that everything is in one place: LCD, NCCI edits, Fee 
Schedule, etc. I find the CMS 1500 claim edit checker to be the most 
helpful tool ever created by coding-mankind.”                           - Vanessa M.

“I don’t need to travel with my code books anymore; I largely rely on
AAPC Coder now.”                                                                                   - Rhonda B. 

Earn up to 20 CEUs with 
your annual subscription

Start your FREE 30-day trial today
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Medicare payers haven’t recognized or reimbursed for CPT® consultation 
codes (99241-99245 outpatient and 99251-99255 inpatient) for more than 

five years, but the Centers for Medicare & Medicaid Services (CMS) does ex-
tend coverage to telehealth consultations, using dedicated G codes.
Codes describing initial telehealth consultations apply to inpatients, includ-
ing those in a skilled nursing facility (SNF), or to patients in an emergency de-
partment (ED):

G0425 Telehealth consultation, emergency department or initial inpatient, typically 30 minutes communicating with the 
patient via telehealth [problem-focused history, problem-focused examination, straightforward medical decision 
making (MDM)]

G0426 Telehealth consultation, emergency department or initial inpatient, typically 50 minutes communicating with the 
patient via telehealth [detailed history, detailed examination, moderate complexity MDM]

G0427 Telehealth consultation, emergency department or initial inpatient, typically 70 minutes or more communicating 
with the patient via telehealth [comprehensive history, comprehensive examination, high complexity MDM]

Follow-up codes similarly apply to SNF or hospital inpatients, as well 
as to ED patients:

G0406         Follow-up inpatient consultation, limited, physicians typically spend 15 minutes communi-
cating with the patient via telehealth [problem focused history, problem focused examination, 
straightforward MDM]

G0407         Follow-up inpatient consultation, intermediate, physicians typically spend 25 minutes com-
municating with the patient via telehealth [detailed history, detailed examination, moder-
ate complexity MDM]

G0408         Follow-up inpatient consultation, complex, physicians typically spend 35 minutes commu-
nicating with the patient via telehealth [comprehensive history, comprehensive examina-
tion, high complexity MDM]

Per the Medicare Claims Processing Manual, chapter 12, sec-
tion 190.3.1, subsequent hospital care services are limited to 
one telehealth visit every three days. Subsequent nursing facili-
ty care services are limited to one telehealth visit every 30 days.
Whether reporting initial or follow-up services, the provider 
must meet all three required elements (history, exam, MDM) 

to bill a particular level of service. For example, to report G0407, 
the provider must document at least a comprehensive history, a 

compressive exam, and high complexity MDM. The “lowest” of 
the three key components determines the billable level of service.

In another example, the provider performs an initial telehealth consult 
for an SNF patient and documents a comprehensive history, a detailed exam, 

■ CODING/BILLING
By G.J. Verhovshek, MA, CPC

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

Successfully Report  
Medicare Telehealth Services
Get telehealth consultation work reimbursed by  
meeting CMS requirements.
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and high complexity MDM. In this case, the exam is the lowest of 
the key components, which supports G0426.

Documentation Must Meet Consult Requirements
CMS defines a consultation as “an evaluation and management 
(E/M) service furnished to evaluate and possibly treat a patient’s 
problem(s). … The intent of an inpatient or emergency department 
telehealth consultation service is that a physician or qualified NPP 
or other appropriate source is asking another physician or qualified 
NPP for advice, opinion, a recommendation, suggestion, direction, 
or counsel, etc. in evaluating or treating a patient because that indi-
vidual has expertise in a specific medical area beyond the request-
ing professional’s knowledge.” 
To demonstrate the service matches CMS’ definition of a consult, 
documentation should verify the following elements:
1.  A request for opinion or advice, and a stated reason to substanti-

ate the need for the service. Per the Medicare Claims Processing 
Manual, section 190.3.1:

A request for an inpatient or emergency department tele-
health consultation from an appropriate source and the 
need for an inpatient or emergency department telehealth 
consultation (i.e., the reason for a consultation service) shall 
be documented by the consultant in the patient’s medical 
record and included in the requesting physician or quali-
fied NPP’s plan of care in the patient’s medical record … 

Because the consulting provider bills the service, it’s in his or her 
best interest to document the request as part of the patient record. 
Specify that the visit is a “consult” (not, for instance, a “referral,” 
which may signify to the payer a transfer of care rather than a re-
quest for a consultation). If possible, ask the requesting provider to 
put it in writing (email, fax, a note sent with the patient, etc.), and 
make that part of the record, too.
2.  A report from the consulting provider back to the requesting pro-

vider. Section 190.3.1 specifies:

After the inpatient or emergency department telehealth 
consultation is provided, the consultant shall prepare a 
written report of his/her findings and recommendations, 
which shall be provided to the referring physician. 

The service is justified only if the consulting physician gives his 
opinion and/or advice to the requesting provider. Without a report 
back to the requesting provider, a consultation hasn’t occurred.

The Patient Must Be in a Qualified Originating Site
Telehealth services are available only to patients in a qualified orig-
inating site. An originating site is defined as, “the location of an el-
igible Medicare beneficiary at the time the service being furnished 
via a telecommunications system occurs.” 
Telehealth originating sites must be located in a designated rural 
health professional shortage area (HPSA), located either outside of 
a metropolitan statistical area (MSA) or in a rural census tract, or a 
county outside of a MSA. To determine a potential originating site’s 
eligibility for Medicare telehealth payment, visit the CMS website: 
www.cms.gov/Medicare/Medicare- General-Information/Telehealth.
Note that a telehealth facility fee is paid to the originating site. You 
may submit claims for the facility fee using HCPCS Level II code 
Q3014 Telehealth originating site facility fee.

A Modifier Seals the Deal
Medicare pays only for interactive video consultation services that 
mimic face-to-face interactions between patients and providers. 
CMS stipulates that video telecommunications system must per-
mit “real-time communication between … the physician or practi-
tioner at the distant site, and the beneficiary, at the originating site.”
When reporting an approved telehealth service, you must append 
modifier GT Via interactive audio and video telecommunications 
systems to the appropriate service code(s). The modifier tells your 
Medicare contractor that the beneficiary was present at an eligible 
originating site when the telehealth service was furnished.
For example, for a comprehensive, initial consultation for a hospital 
inpatient in a HPSA, report G0427-GT.
“Asynchronous ‘store and forward’ technology” (e.g., video clips, 
still images, X-rays, magnetic resonance images, electrocardio-
grams and electroencephalograms, laboratory results, audio clips, 
and text) is covered only in federal telemedicine demonstration pro-
grams in Alaska or Hawaii. In cases when you may bill Medicare 
for “non-face-to-face” telehealth services, report the appropriate 
code for the professional service with modifier GQ Via asynchro-
nous telecommunications system. In all other cases, as a condition of 
payment, the patient must be present and participating in the tele-
health visit. 

G.J. Verhovshek, MA, CPC, is managing editor at AAPC and a member of the Ashville-Hendersonville,  
North Carolina, local chapter.

Without a report back to the requesting 
provider, a consultation hasn’t occurred.
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I landed my first job in healthcare in 1984 
as an office manager for a private obstet-
rics and gynecology (OB/GYN) physician. 
That also was the year CPT® codes were in-
troduced as general coding requirements for 
Medicare claims. I thought my role would 
be interviewing, hiring, supervising staff, 
keeping books, paying bills, etc.; however, 
I quickly learned there were a large number 
of outstanding balances that should have 
been paid by insurance companies or pa-
tients, which led me to work on accounts re-
ceivables (A/R). 

Learning the Ropes
In talking to insurance companies, I kept 
hearing things like “not a necessary treat-
ment.” I didn’t know how to argue with 
that, so I got a set of coding books and start-
ed reading. I taught myself how to code, 
and began networking with others in simi-
lar situations. 
I later went to work for a neurology prac-
tice; and a few years after that, I worked as 
a practice supervisor doing inpatient cod-
ing/billing for nine OB/GYN physicians at 
St. Mary’s Hospital Medical Group (now 
Covenant Health System). During that 
time, I took the Certified Professional Cod-
er (CPC®) exam course and became cer-
tified. In 2005, I went on to work at Tex-
as Tech University Health Sciences Cen-
ter (TTUHSC) with the coding activities 
coordinator, pursuing charge capture proj-
ects for different department clinics. My 
employer sent me to the AAPC instruc-
tor workshop in Orlando, Florida, where I 
obtained Professional Medical Coding In-
structor (CPC-I) designation. 

The Best of Both Worlds
I went on to teach the AAPC Profession-
al Medical Coding Curriculum course for 
TTUHSC and I became unit manager of 
the Medical Practice Income Plan for Texas 
Tech Physicians. I assisted all departments/
specialties in coding education and coding/
billing/reimbursement improvements, and 

I worked with the transaction editing sys-
tem and claim scrubber. 
Today, I manage a staff of five coders, a 
billing coordinator (A/R follow up, deni-
als, etc.), a part-time student assistant, and 
oversee the managed care staff members in 
the OB/GYN department. We are respon-
sible for coding all services (clinic, outpa-
tient, and inpatient) for six clinic locations, 
and for all providers, including sub-special-
ties such as GYN oncology, maternal fe-
tal health, and reproductive endocrinolo-
gy and infertility, as well as standard OB/
GYN. I am still very involved in teaching, 
as well. I am a member of the TTUHSC ex-
ecutive committee of the 2015 Transition 
ICD-10-CM Steering Committee, tasked 
mainly with coder and provider education/
refresher in ICD-10-CM. And last year, in 
anticipation of the 2015 ICD-10 implemen-
tation date, I created curriculum that cov-
ered several areas of ICD-10 specific coding 
and taught more than 70 coders.
I love what I do. I compare coding to detec-
tive work. I tell my students that a good cod-
er is like a good detective — you track down 
clues and formulate your answers based on 
documented facts. 

Sylvia Adamcik, CPC, CPC-I, CCS-P, 
ICDCT-CM

WHY I MANAGE

I am a member of the TTUHSC executive 
committee of the 2015 Transition ICD-10-CM 
Steering Committee.

Why Do You Do What You Do?

Healthcare Business Monthly wants to know why you 
chose to be a healthcare business professional. Explain 
in less than 400 words why you’re a coder/biller, audi-
tor/compliance officer, practice manager, or consultant; 
how you got to where you are; and your future career 
plans. Send your success stories and a digital photo of 
yourself to Michelle Dick (michelle.dick@aapc.com).
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Think You Know ICD-10? Let’s See … 

ICD-10 Quiz
By Jackie Stack, BSHA, CPC, CPC-I, CPB, CEMC, CFPC, CIMC, CPEDC

Stroke symptoms include:
• Sudden numbness or 

weakness of face, arm, or leg, 
especially on one side of the 
body

• Sudden confusion, trouble 
speaking, or understanding

• Sudden trouble seeing in one 
or both eyes

• Sudden trouble walking, 
dizziness, or loss of balance or 
coordination

• Sudden severe headache with 
no known cause

A mnemonic is a pattern of letters 
that assists in remembering some-
thing. When remembering the 
symptoms of a stroke, a mnemon-
ic is used. Which is the mnemonic 
for a stroke?

A. MONA

B. PULSE

C. FAST

D. ABC

Check your answer on page 65.
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• Apple® Mac support with our Cloud-CD™ option 
• Windows® support with CD-ROM or Cloud-CD™ 
• Cloud-CD™ — lower cost, immediate Web access 

 

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

Our coding courses with AAPC CEUs: 
• Dive Into ICD-10 (18 CEUs) 
• E/M from A to Z (18 CEUs) 
• Primary Care Primer (18 CEUs) 
• E/M Chart Auditing & Coding (16 CEUs) 
• Demystifying the Modifiers (16 CEUs) 
• Medical Coding Strategies: CPT O’view (15 C’s) 
• Walking Through the ASC Codes (15 CEUs) 
• Coding with Heart — Cardiology (12 CEUs) 
• Elements of ED Coding (11 CEUs) 

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

Easily affordable with EasyPayments! 
http://bit.ly/hbollc-ezpay 

(All courses with 
AAPC CEUs 

also earn CEUs 
with AHIMA. 

See our Web site.) 
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Providers who report ophthalmological services are in a unique 
position. As CPT® Assistant (September 2008) explains, “CPT® 
coding guidelines allow ophthalmological services to be report-

ed with the evaluation and management (E/M) codes [e.g., 99201-
99215], using the guidelines for a single system exam, or with the 
general ophthalmological services codes — both intermediate and 
comprehensive (92002- 92014).”
How, then, do you decide which set of codes to report?

Most Eye Exams Call for 92002-92014
The “simple” answer says that if the exam primarily focuses on eye 
function, you should report 92002-92014. For example, CPT® As-
sistant (September 2008) advises, “The general ophthalmological 
codes are appropriate for services provided to new or established pa-
tients when the level of service includes such routine ophthalmic ex-
amination techniques as slit lamp exam, keratometry, ophthalmos-
copy, and retinoscopy.”
Consider a common scenario: A new patient complains of blurred 
vision. The provider performs a comprehensive examination, 
checking the patient’s visual acuity, gross visual fields, ocular mo-
bility, retinas, and intraocular pressure. For such an examination, 
call on 92002-92014.
Although the general ophthalmological codes are suitable for most 
eye diseases and conditions, they aren’t correct every time. Some-
times, what looks like an “eye service” fails to meet the documen-
tation requirements for 92002-92014. And higher-level services 
— even those involving the eye(s) exclusively — may call for E/M 
codes.
Bottom line: Provider documentation should distinguish ophthal-
mological services from E/M services.
Note: Individual payers make the ultimate decision on reporting 
ophthalmological services vs. E/M services. Check with the payer 
for specific coding instructions. 

Eye vs. E/M: A Documentation Comparison
Like E/M service codes, ophthalmology exam codes distinguish 
between new (92002, 92004) and established (92012, 92014) pa-
tients, using the familiar “three year rule.” CPT® guidelines specify:

An established patient is one who has received a profession-
al service from the physician/qualified health care profes-
sional or another physician/qualified health care profes-
sional of the exact same specialty and subspecialty who 
belongs to the same group practice, within the past three 
years.

■ CODING/BILLING
By Denise Caposella, CPC, and John Verhovshek, MA, CPC

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

Split Decision:  
Do You Report an Eye Exam or E/M?
Compare documentation and review guidance to  
help distinguish ophthalmological services from E/M services.
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E/M vs. General Ophthalmological Services

General Ophthalmological Services E/M Services

*History Problem Focused CC; HPI (1-3) 92012/92002 Problem Focused CC; HPI (1-3) 99212/99201

Expanded Problem Focused CC; HPI (1-3); ROS (1) 92012/92002 Expanded Problem Focused CC; HPI (1-3); ROS (1) 99213/99202

Detailed CC; HPI (4+); ROS (2-9); PFSH (1-3) 92012/92002 Detailed CC; HPI (4+); ROS (2-9); PFSH (1-3) 99214/99203

Comprehensive CC: HPI (4+); ROS (10); PFSH (3) 92014/92004 Comprehensive CC: HPI (4+); ROS (10); PFSH (3) 99215/99204-99205

Note: PFSH is not required for any code requiring an “interval” history

Exam Intermediate 1-7 bullets (must include adnexae exam) 92012/92002 Problem Focused 1-5 bullets (1997) 99212/99201

Comprehensive ***8+ bullets (must include fundus 
exam with dilated pupils, ocular  
motility test, & adnexae exam)

92014/92004 Expanded Problem Focused 6-8 bullets (1997) 99213/99202

Detailed 9+ bullets (1997) 99214/99203

Comprehensive All bullets (1997) 99215/99204-99205

MDM Intermediate **Initiation of diagnostic or  
treatment program

92012/92002 Straightforward <1 Dx/mgmt options; <1 data;  
minimal overall risk

99212/99201-99202

Comprehensive **Initiation of diagnostic and  
treatment program

92014/92004 Low 2 Dx/mgmt options; 2 data; low  
overall risk 

99212/99203

Moderate 3 Dx/mgmt options; 3 data;  
moderate overall risk 

99214/99204

High 4+ Dx/mgmt options; 4+ data; High 
overall risk 

99215/99205

New & Established Patients
All 3 elements (history, exam, MDM) must meet or exceed the code level

New Patients
All 3 elements (history, exam, MDM) must meet or exceed the code level

Established Patients
2 of 3 elements (history, exam, MDM) must meet or exceed the code level

* CC must be new or existing condition complicated by a new diagnostic or management problem
**  Initiation of diagnostic and treatment program includes the prescription of medications, and arranging for special ophthalmological diagnostic or treatment services, consultations, laboratory procedures 

and radiological services.
*** Comprehensive exam component requirements may vary by payer

References:  Coding for Ophthalmological Services - CPT® Assistant August 1998 
“General Ophthalmological Services” vs Evaluation and Management (E/M) Codes - Palmetto GBA 
Eye Exam Documentation Requirements - 1997 Evaluation and Management Documentation Guidelines

© 2015 Acevedo Consulting Incorporated

In other respects, the documentation guidelines for 92002-92014 
are unlike — and less burdensome than — those for E/M codes. 

CPT® Assistant (January 2007) explains:

Differing from the E/M codes, the general ophthalmolog-
ic services describe the physician’s activity as intermediate 
and comprehensive and do not require the three key com-
ponents of history, examination, and medical decision-
making or use the documentation guidelines of the Cen-
ters for Medicare and Medicaid Services to determine the 
proper code selection.

The precise documentation elements that support ophthalmolo-
gy exam codes depend on the level of service provided: intermedi-
ate or comprehensive.

Don’t Overlook the History  
Component in Ophthalmology Services
Both intermediate and comprehensive ophthalmological services 
require a medical history. An intermediate service requires either a 
problem-focused, expanded problem-focused, or detailed history. 
To support a comprehensive service, documentation for a compre-
hensive history is required.
Often, providers document a comprehensive exam and initiate both 
diagnostic and treatment programs, but documents only a problem-
focused history. This results in a down-coded service.
For additional information, see the “E/M vs. General Ophthalmo-
logical Services” comparison, below.
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Documentation Elements of Intermediate Exams
CPT® defines the minimum elements of an intermediate exam 
(92002 Ophthalmological services: medical examination and evalua-
tion with initiation of diagnostic and treatment program; intermedi-
ate, new patient and 92012 Ophthalmological services: medical exam-
ination and evaluation, with initiation or continuation of diagnostic 
and treatment program; intermediate, established patient) to include:

• The evaluation of a new or existing condition complicated 
with a new diagnostic or management problem 

• A medical history 
• General medical observation 
• Examination of external eye and adnexa 

CPT® Assistant (January 2007) adds: 

To report the evaluation of a new or existing ophthalmo-
logical condition(s) that has been complicated by a new di-
agnostic or management problem, use 92002 for a new pa-
tient or 92012 for an established patient.

For example, the patient presents for evaluation of pain and redness 
in the left eye, greater than the right. Eyes are swollen, red, itchy, 
and with discharge that started approximately three weeks ago. An 
expanded problem-focused history is documented. The exam con-
sists of visual acuity, pupils, confrontational fields, motility, adnex-
ae, and slip lamp exam. The patient is diagnosed with blepharitis. 
Medication is prescribed and a follow-up appointment is scheduled. 
An expanded problem-focused history, intermediate exam, and ini-
tiation of treatment supports 92012 or 92002.
Pay special attention to the exam documentation. CPT® Assistant 
(September 2008) explains:

When performing an external examination, the physi-
cian generally examines the eye and adnexa, which may 
include but is not limited to the following: eyelids, lashes, 
eyebrows, alignment of the eye, motility of the eye, con-
junctiva, cornea, and iris. Ophthalmoscopic examinations 
are useful to examine the ocular media, retina, and optic 
nerve. Examination of the visual field of each eye helps to 

detect any visual field defects. Confrontation fields are in-
cluded in these services.

Supporting Comprehensive Ophthalmology Exams
The minimum elements to support a comprehensive service (92004 
Ophthalmological services: medical examination and evaluation with 
initiation of diagnostic and treatment program; comprehensive, new 
patient, 1 or more visits and 92014 Ophthalmological services: medi-
cal examination and evaluation, with initiation or continuation of di-
agnostic and treatment program; comprehensive, established patient, 
1 or more visits) include:

• General evaluation of the complete visual system 
• A medical history 
• General medical observation 
• Examination of external eye and adnexa (following the 

aforementioned CPT® Assistant guidelines)
• Ophthalmoscopic examination (dilation optional) 
• Gross visual fields 
• Basic sensorimotor exam 
• Initiation of diagnostic and treatment programs 

Question: In the context of ophthalmological services, can continuing the prior year’s 
glasses prescription count as “initiation of diagnostic and treatment plans?”

Answer: If the reason for the visit is solely for refraction (92015 Determination of 
refractive state), continuation of prior year’s glass prescription would not count. If, in 
the course of an intermediate or comprehensive ophthalmogical service, the prior year’s 
glasses prescription is continued, it would count. 

The CPT® definition of “initiation of diagnostic and treatment plans” does not include 
recommendations such as dietary changes/suggestions or over-the-counter (OTC) treat-
ments. Think of this in relation to medical decision making (MDM) in E/M guidelines. 
Recommendation of an OTC medication would not support a higher level of MDM, where 
prescription drug management would. Therefore, “eating leafy greens” or “continuing the 
use of wet eyes” would not sufficiently support 92014 or 92004.
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CPT® Assistant (September 2008) further explains:

The definition of comprehensive ophthalmological ser-
vices (92004, 92014) includes a general evaluation of the 
complete visual system and may constitute a single service 
entity but need not be performed at one session. The com-
prehensive service includes history, general medical obser-
vation, external and ophthalmoscopic examinations, gross 
visual fields, basic sensorimotor examination and, if indi-
cated, biomicroscopy, examination with cycloplegia or my-
driasis, and tonometry as well as the initiation of diagnos-
tic and treatment programs.

Documenting initiation of diagnostic and treatment programs is 
especially crucial to support a comprehensive service. Many pay-
ers will automatically down-code claims for 92004 or 92014 to an 
intermediate service (92002 or 92012) if this element is missing. 
CPT® Assistant (January 2011) confirms, “The provider must ini-
tiate or continue a diagnostic and treatment program in order to 
report … comprehensive ophthalmological services codes. This 
means that it is required and not separately reported.” 
CPT® defines initiation of diagnostic and treatment programs to 
include:

• The prescription of medication
• Arranging for:

 à Special ophthalmological diagnostic or treatment services
 à Consultations
 à Laboratory procedures
 à Radiological services

For example, the patient presents with gradual worsening of vision 
over the last six months in the left eye. A comprehensive history is 
documented. Documentation consists of visual acuity, intraocular 
pressure (IOP), pupils, confrontational fields, motility, adnexae, 
slit lamp exam, and fundus exam with dilation. The patient is di-
agnosed with a cataract. A B-Scan is ordered and surgery is sched-
uled. Documentation of a comprehensive history, comprehensive 
exam, and initiation of a treatment and diagnostic program sup-
ports 92004 or 92014.

Tip:  The Medicine section of the CPT® codebook includes examples of intermediate vs. 
comprehensive ophthalmological services under the section heading “Ophthalmology” 
(92002- 92499).

Comprehensive Service May Include Multiple Visits
Per CPT®, comprehensive exams may be provided over multiple vis-
its, as necessary:

To report the evaluation of the complete visual system and 
treatment over the course of one or more visits, use 92004 
Ophthalmological services; medical examination and evalu-
ation with initiation of diagnostic and treatment program; 
comprehensive, new patient, 1 or more visits for a new patient 
or 92014 … comprehensive, established patient, 1 or more vis-
its for an established patient. 

In other words, you can complete the examination over several vis-
its in a day, or over the course of two or more days. For example, 
this might occur if a patient declines to be dilated during the initial 
examination, and returns later that day (or the next) to complete 
the dilated examination. CPT® Assistant (September 2008) con-
firms, “The definition of comprehensive ophthalmological servic-
es (92004, 92014) includes a general evaluation of the complete vi-
sual system and may constitute a single service entity but need not 
be performed at one session.” [emphasis added] 

Like E/M service codes, ophthalmology exam codes distinguish 
between new (92002, 92004) and established (92012, 92014) patients … 

In other respects, the documentation guidelines for 92002-92014 are 
unlike — and less burdensome than — those for E/M codes.

Question: In the context of comprehensive ophthalmological services, what does “one or 
more” visits mean? More precisely, how many and how long are follow-up visits included in the 
payment for the first encounter? 
Answer: The deciding factor is whether the visit is to continue or complete the initial encoun-
ter, as opposed to a follow up in treatment.
If the patient is returning for a component of a comprehensive exam that normally would be 
completed in one day, the follow up meets the one or more visits definition. Presumably, the time 
span between visits is short — usually no more than a day or two. 
For example, the patient is in for a comprehensive exam, but does not want dilation today 
because he has to go to work and does not want his vision to be compromised. He returns the 
next day, his day off, for the dilation. This would meet the one or more visits definition.
But if a patient is treated today for a condition such as a corneal abrasion, and is told to return for 
a follow up next week, then the second visit is just that — a follow up, rather than a component 
of a comprehensive exam.
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Note: Many payers place frequency limitations on 92004 and 
92014; for example, allowing a maximum of two comprehensive 
services per year. Check with your individual payer for guidelines.

All Ophthalmological Exams Bundle Related Services
Gross visual field testing, visual acuity, and corneal topography are 
part of the general ophthalmological services, and should not be re-
ported separately (see CPT® Assistant, August 1998). The CPT® co-
debook further explains:

Intermediate and comprehensive ophthalmological ser-
vices constitute integrated services in which medical de-
cision-making cannot be separated from the examining 
techniques used. Itemization of service components, such 
as slit lamp examination, keratometry, routine ophthal-
moscopy, retinoscopy, tonometry or motor evaluation is 
not applicable.

When to Turn to E/M Codes 
Where documentation does not support the elements of either 
an intermediate or comprehensive ophthalmological service, or 
when medically relevant documentation supports the documenta- 
tion elements and medical necessity, turn to the E/M codes. For  

instance, Blue Cross & Blue Shield of Rhode  
Island specifies: 

Follow up of a condition that does not 
require diagnosis or treatment does not 
constitute a service reported with 92002-
92014. For example, care of a patient who 
has a history of self limited allergic con-
junctivitis controlled by OTC antihista-
mines who is being seen primarily for a 
preventive exam should not be reported 
using 92002-92014. A patient who has 
an early or incidentally identified cata-
ract and is not being seen for visual dis-
turbance related to the cataract, but is be-
ing seen primarily for refraction or screen-
ing, is not receiving a service reported with 
92002-92014. 

Source: “Ophthalmology Examinations and Refractions: Correct 
Coding and Benefits Adjudication,” www.bcbsri.com/sites/default/files/ 
polices/Opthalmology_Examinations.pdf

Per the 1997 Documentation Guidelines for Evaluation and Man-
agement Services, elements unique to a single system eye exam in-
clude: 

• Test visual acuity (does not include determination of 
refractive error)

• Gross visual field testing by confrontation
• Test ocular motility including primary gaze alignment
• Inspection of bulbar and palpebral conjunctivae 
• Examination of ocular adnexae including lids (e,g., ptosis or 

lagophthalmos), lacrimal glands, lacrimal drainage, orbits 
and preauricular lymph nodes 

• Examination of pupils and irises including shape, direct and 
consensual reaction (afferent pupil), size (e.g., anisocoria) 
and morphology 

• Slit lamp examination of the corneas including epithelium, 
stroma, endothelium, and tear film

• Slit lamp examination of the anterior chambers including 
depth, cells, and flare ph
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The levels of history and MDM follow the 1997 E/M documentation 
guideline standards, with the overall level of service calculated 
according to the intensity of the individual key components.
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• Slit lamp examination of the lenses including clarity, 
anterior and posterior capsule, cortex, and nucleus

• Measurement of intraocular pressures (except in children 
and patients with trauma or infectious disease) 

Ophthalmoscopic examination through dilated pupils (unless con-
traindicated) consists of:

• Optic discs including size, C/D ratio, appearance (e.g., 
atrophy, cupping, tumor elevation) and nerve fiber layer

• Posterior segments including retina and vessels (e.g., 
exudates and hemorrhages) 

• Brief assessment of mental status including
 à Orientation to time, place and person
 à Mood and affect (e.g., depression, anxiety, agitation)

The 1997 E/M documentation guidelines define exam levels by the 
number of bullet items documented, as follows: 
Problem focused One to five elements identified  
  by a bullet
Expanded problem focused  At least six elements identified  
  by a bullet
Detailed At least nine elements identified  
  by a bullet
Comprehensive  Perform all elements identified  
  by a bullet
The levels of history and MDM follow the 1997 E/M documenta-
tion guideline standards, with the overall level of service calculated 
according to the intensity of the individual key components. Your 
E/M services may be either very simple cases or the most complex 
assessments, while the bulk of your visits call for the ophthalmol-
ogy exam codes.
For example, the patient presents with dry eye, uses Systane®, and 
is also experiencing flashing and floaters. A detailed history is doc-
umented. The physical exam consists of visual acuity, IOP, pupils, 
confrontational fields, motility, adnexae, slit lamp exam, and fun-
dus exam with dilation. The patient is diagnosed with keratitis sic-
ca, nuclear cataract, and vitreous opacities. The treatment plan in-
cludes using tears, and monitor vision for increase in symptoms or 
changes. No initiation of a treatment or diagnostic program by oph-
thalmological services definition is documented. 

In this scenario, documentation supports 99203 Office or other 
outpatient visit for the evaluation and management of a new patient, 
which requires these 3 key components: A detailed history; A detailed 
examination; Medical decision making of low complexity or 99214 Of-
fice or other outpatient visit for the evaluation and management of an 
established patient, which requires at least 2 of these 3 key components: 
A detailed history; A detailed examination; Medical decision making of 
moderate complexity with a detailed history, detailed exam, (no neu-
ro/psyche findings are documented), and moderate MDM.

Eye Exams Are Never Separate from E/M
You should never report ophthalmological services and E/M servic-
es during the same visit. Chapter 11 of the National Correct Coding 
Initiative Policy Manual for Medicare Services stipulates, “When 
evaluation and management (E&M) codes are reported … gener-
al ophthalmological service codes (e.g., CPT codes 92002- 92014) 
should not be reported separately. The E&M service includes the 
general ophthalmological services.”
In other words: Codes 92002-92014 are bundled to any E/M ser-
vices billed concurrently. 

Denise Caposella, CPC, has more than 30 years of healthcare experience and is a senior 
consultant with Acevedo Consulting, Inc. She has a particular expertise in coding, chart au-
dits and documentation, and compliance. Caposella is a member of AAPC and the Health Care 
Compliance Association. She previously served on the Editorial Advisory Board for Cardiolo-
gy Coding Alert, a national coding and billing publication of The Coding Institute. Caposella is 
a member of the East Orange, New Jersey, local chapter.

G.J. Verhovshek, MA, CPC, is managing editor at AAPC and a member of the Ashville-Hendersonville, North 
Carolina, local chapter.

Question: To get to a level 4 vision exam (using 1997 E/M documentation requirements), 
the eyes have to be dilated so the retina can be viewed, etc. However, if a patient refuses to be 
dilated, can the physician still bill the level 4 vision code?

Answer: This would depend on the specific payer, and even the specific Medicare admin-
istrative contractor. Although a fundus exam must be documented to support 92014 or 92004, 
whether dilation is required is often payer specific. 
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Manage Your Managing Skills
Be a motivating manager, not one who employees complain about.

Managerial positions are attractive for the respect they com-
mand and the higher salaries typically associated with 
them. Although many managers are paid well for doing a 

poor job, respect must be earned. Certain key concepts will en-
sure your managerial skills warrant both the respect and reward 
you desire.

Hire the Right Employees
It’s important to hire employees who will mesh well with current 
staff. This means looking not only at a candidate’s resume, but 
also at his or her personality and mannerisms to gauge whether he 
or she will work well with others in the organization. Too often, 
people are placed in positions to fill a void or because they have 
the right credentials, but they turn out not to be a good fit for the 
organization. This makes you, the manager, look bad, and it also 
makes your job that much harder.
To determine if the candidate is a good fit, ask on-the-job scenario 
questions to see how he or she would handle real-world situations 
at work. This should include questions around expected perfor-
mance metrics, quality, and interpersonal challenges that might 
occur in the workplace with coworkers. 
Carefully scrutinize candidates promoted from within the orga-
nization, as well. Sometimes, employees are moved up because 
they excel at the job. Be sure the candidate has the respect and 
trust of the larger group and is not being promoted simply because 

an executive far removed from the affected employees is making 
a blind decision. 

Set Expectations
Although you should never advocate babysitting capable adults, 
employees need to know what is expected of them. Never assume 
an employee automatically knows anything. Set daily, weekly, 
monthly, quarterly, and yearly expectations. Include deliverable 
work, product, quality, etc. Establish expectations involving time 
off, tardiness, and sick days for all employees.

Manage Your Own Publicity
How you relay information is as important as the information it-
self. Who are you to your staff? Are you their punisher? Dictator? 
Sheriff? Or are you their respected leader?
A great way to foster support and respect is to give them. Show ap-
preciation for what each person who reports to you brings to the 
equation. Communicate challenges the entire team faces to en-
courage teamwork and compassion. 
One misconception is that if too many employees know how to 
do something, it might threaten the manager’s position. In reali-
ty, sharing builds everyone’s knowledge, which fosters cross train-
ing, new ideas, greater efficiency, and boosts respect for manage-
ment. Managers who withhold knowledge or information can be 
poisonous to an organization. 
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Foster a Team Mentality
Good managers “work in the trenches” with their team. Set an ex-
ample and instill teamwork. Never ask an employee to do a task 
that you do not understand or have not done before. You should be 
able to step into an employee’s shoes and understand what is need-
ed to get the job done. 

Know Those Who Work for You
It’s important to know who has which degree, certification, or skill 
set so that you can assign tasks appropriately and avoid setting 
someone up to fail. It’s equally important that you get to know your 
employees as people. Know if your employees are involved with lo-
cal community events, have small children, enjoy hobbies or ac-
tivities, etc. To understand a problem an employee brings to you, 
it helps to know what’s going on in her life. A personal connection 
helps to foster healthy and productive communication.

Develop Your People
Develop and promote your employees based on their skill sets and 
personality types. Although not everyone has the temperament or 
the ability for all tasks, stop and consider which employees show 
commitment and a willingness to learn. Nurturing new talent, 
while teaching it, adds to the value of your organization and speaks 
volumes about your leadership skills.

Be Accountable
You must be accountable for not only your work but for that of your 
employees. If others are required to follow a directive or decision, 
put your name on the memo, policy, or email to show your support. 
When policy and procedure changes are made, own them. Then, 
open the lines of communication to give employees a chance to un-
derstand what elements were considered when the directive was 
made and how the changes will affect them.
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Think Ahead
Consider the fortune cookie message, “The 
eye of the master will do more work than both 
his hands.” To be a great manager you must be 
a forward-thinking individual. Every deliver-
able or work process has potential for improve-
ment or greater efficiency. Don’t be afraid to 
get your hands dirty, but always keep your eye 
on the future.

Let Modern Conveniences and  
Human Biorhythms Work for You
More organizations are offering remote work 
opportunities, including full-time, work-from-
home jobs or working from home one day per 
week. Your job is to determine how to prop-
erly manage these individuals. You may need 
observational controls in place. This involves 
combining a team approach with defined expectations. The pur-
pose of allowing people to work from home is that it benefits the 
employee (such as less commute time and expense) and the orga-
nization (such as requiring less office space). Setting expectations 
on deliverables and work deadlines should be all that is necessary.
Some employees can get more done in two hours than others 
complete in a full day. That’s the disparity of the human factor in 
work. Some employees are more motivated early in the day, while 
others are most creative and refreshed late at night. This is yet an-
other human variation in our biorhythms. As long as the work gets 
done, what time of day the assignment is done isn’t a big deal, es-
pecially if employees are working in different time zones.

Handle Responsibility with Understanding
Managing or supervising people is not easy. It’s not just a title or 
salary, but a responsibility. As a manager, you are responsible for 
every person who reports to you, and every deliverable or piece of 
work the department, office, or organization is creating. You must 

understand what each person brings to your team and know how 
to communicate with everyone. You are responsible for the short-
comings, as much as the successes. 

Brian Boyce, BSHS, CPC, CPC-I, is CEO, proprietor, and managing consultant for ion-
Healthcare, LLC. He is a PMCC medical coding instructor and an approved ICD-10-CM 
trainer with a special interest in ethics, patient safety, disease management, and risk ad-
justment. Boyce is a veteran of Desert Storm, where he served on active duty with the U.S. 
Air Force with a job specialty of aeromedical evacuation. After an honorable discharge, 

Boyce went into physician practice management and medical coding. He was in the risk adjustment field for 
over six years, and then started his own consulting firm (www.ionHealthcareLLC.com), which specializes in 
risk adjustment work and education. Boyce is a member of the Richmond, Virginia, local chapter.

Never ask an employee to do a task that you do not 
understand or have not done before.
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Physicians:  Trust Your Best Friend, 
the Coder

Your coder gets your claims  
paid and boosts your bottom line.

Warning: This article is not for the coder. It’s for the coder to place 
on the provider’s desk with a sticky note that says, “Read this!” 

As a provider (I use the terms “physician” and 
“provider” interchangeably, to encompass nurse 
practitioners, physician assistants, doctors of 
medicine, and doctors of osteopathic medi-
cine), you are subject to daily barrages of in-
formation. There are emails, periodicals, and 
meetings to attend, not to mention the 20 pa-
tients you see every day, plus the related dic-
tations and the charts, labs, and radiology re-
ports you must review. How do you have time 
to look up the correct way to submit your pa-
tients’ claims so you get paid for providing all 
of these services?
You don’t.
Fortunately, most of you have a fantastic re-
source in your office: the coder. A certified cod-
er has undergone specialized training in how to 
submit claims correctly. He or she has a better 
chance than you do of getting you paid.

I’ll repeat that: Your coder has a much better chance than you do 
of getting your claims paid.

Providers are competitive and uber-smart, so 
that statement may be a hard pill to swallow. 
But consider this: If you specialize in podiatry, 
would you attempt a brain aneurysm repair? 
Some things are better left to the specialists, 
and coding is no different. A wise provider gives 
his or her coders the tools they need, and allows 
them to do the work they’re trained to do. 

Forge a Connection
If you haven’t already, get to know your cod-
er. Find out his or her birthday, hobbies, kids’ 
names, etc. A first name relationship with your 



www.aapc.com May 2015 49

PRACTICE M
ANAGEM

ENT

Coder’s Voice
To discuss this  
article or topic, go to 
www.aapc.com

coder fosters greater respect and more comfortable and 
efficient communication. This not only creates a pleas-
ant work environment, but can actually improve your 
bottom line. For example, if your coder feels comfortable 
coming to you with a tip on how to better document a ser-
vice you’re providing, you may be able to report a high-
er level of service.
Here are a few additional tips to get on your coder’s good 
side: 

• Know your coder’s name, where his or her desk is, 
and work schedule. Say hello if you see your coder 
somewhere outside of work. Above all, let your 
coder know you appreciate his or her work.

• When your coder has a question, make time to 
answer. Or schedule a weekly, 10-minute meeting 
to answer all the coder’s questions at once. Put this 
meeting in your schedule and keep it every week.

• Chances are you’ll be audited once a year (either 
by your coder, a compliance officer, or an external 
audit company). Your coder should be audited once 
per year, as well. Most likely your company has a 
billing supervisor or another person performing 
this service, and you’re entitled to review the 
results.

• Offer your coders specialized training. Just as you 
are required to obtain continuing education units 
(CEUs) each year, so are coders. Many providers 
take their nurse and certified coder along with 
them to coding or billing training sessions. Or 
you can send them to the national and/or regional 
AAPC conferences for coding educational sessions. 
Make sure they stay up to date with the training.

• If you haven’t already, beef up your documentation. 
With ICD-10 coming (yes, it’s coming) you must 
be as specific as possible with your diagnoses. In 
doing so, you will help your coder transition to 
ICD-10 with no loss of productivity.

Help Coders to Help You
The more you can do to support your coder, the bet-
ter. The coder has professional value. It takes about six 
months to train a new coder in a practice, and many years 
of continuing effort to master the intricacies of coding. 
If you work for a large hospital system, and your cod-
er changes daily, talk with your chief financial officer 
and explain that you want one coder to handle all of your 
work, and a backup coder in case of an extended absence.
There is a possibility that your company outsources cod-
ing, and your coder may not work in the same location 
as you. With today’s technology, you can find out who 
takes care of your work and make it a priority to open the 
lines of communication with him or her via email, Sky-
pe, or some other form of telecommunication. The out-
sourcing company should be able to provide you with the 
coder’s information or the team leader who oversees your 
claims. 

Remember: The coder is your friend. It’s worth the time to cultivate a working 
relationship.

Lori A. Cox, MBA, CPC, CPMA, CPC-I, CEMC, has more than 15 years of ex-
perience in multiple areas of healthcare including auditing and compliance. 
She has been certified since 2002 and has held the offices of vice-president 
and secretary of the Quincy, Illinois/Hannibal, Missouri, local chapter. Cox 
obtained a master’s degree in Business Management from Quincy Universi-

ty in 2015. She is the coding team leader for MedKoder, providing medical coding and auditing 
services for many healthcare facilities across the nation. Cox enjoys auditing and educating 
providers on proper documentation requirements for E/M services.

Some things are better left to the 
specialists, and coding is no different.
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AUDITING/COMPLIANCE ■
By Marcia L. Brauchler, MPH, FACMPE, CPC, COC, CPC-I, CPHQ

Compliance is a broad concern for provider practices, encom-
passing everything from proper coding and billing proce-
dures to human resource requirements, patient privacy, etc. 
When developing a compliance plan, one of the most impor-
tant decisions you must make is how to allocate your finite 
resources. By undertaking a risk assessment of your practice’s 
processes, you’ll better direct your efforts.
My firm created the “Heat Map” for physician practices to 
identify where to focus their resources — time, money, man-

power, and the attention of management, providers, and staff — most 
efficiently and effectively (see Compliance Heat Map on page 52).
The Heat Map is based on historical data related to the number of 
identified violations for non-compliance and the penalties paid by 
wrongdoers. Beginning with the raw data, we examined:

1. The probability a practice will be audited for a given area of 
compliance; and 

2. The level of risk a practice takes on if it fails to comply with 
that given area.

Scores are based on a scale of 1-5, where 5 represents the greatest 
probability and risk. The upper right quadrant of the Heat Map rep-
resents the highest probability you’ll be audited and the most severe 
penalties for non-compliance.

Risk Assessment 
High Priorities

Part 1: Guard against  
False Claims Act violations.
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For example, we scored being audited for the Americans with Dis-
abilities Act (ADA) at 1 (low probability). But if you are audited, 
the failure to comply scores at 5 on our scale. In 2012 there were 72 
lawsuits commenced for failing to comply with the ADA, with to-
tal fines and penalties of a whopping $5.4 million.

Top Compliance Priorities for All
The highest frequency, highest severity categories in the upper right 
quadrant of the Heat Map for any practice should include HIPAA, 
Medical Records, and the False Claims Act (FCA), as shown in our 
example.
We discussed HIPAA compliance, and compliance with medical re-
cords rules and regulations, in the series of articles “Answer Com-
mon HIPAA Questions,” which ran last year in Healthcare Business 
Monthly. Using the Heat Map as our guide, we will explore addition-
al topics in the coming month, beginning this month with the FCA.

Note: For more on HIPAA compliance, see Stacy Harper’s, JD, 
MHSA, CPC, article “Building a HIPAA Toolbox” on page 56 of 
this issue.

The What, Why, and Where of Compliance
When discussing compliance issues, generally, I ask: WHAT is it? 
WHY does it exist? WHY should you care? And, WHERE can you 
find more information?

What Is the FCA?
The FCA is a federal law prohibiting a practice from submitting 
false or fraudulent claims to the federal government. This includes 
claims for payment of healthcare services paid by the federal gov-
ernment, most notably for the federally funded Medicare and Med-
icaid programs. 

Why Does the FCA Exist?
Congress enacted the FCA in 1863 because it was concerned that 
product suppliers during the Civil War were defrauding the Union 
Army. The FCA stipulated that any person who knowingly submit-
ted false claims to the government was liable for double the govern-
ment’s damages, plus a penalty for each false claim.
There are actually two FCAs: a civil act and a criminal one. Penal-
ties for violating the civil FCA are severe, ranging currently from 
$5,500 to $11,000 per violation. Plus, the federal government tacks 
on an additional penalty of three times the amount of damages suf-
fered by the program. Each instance where a practice fraudulently 
bills the federal government for an item or a service counts as a claim, 
so fines can add up quickly. 
The government’s return on investment for enforcing the civil FCA 
is huge. For every $1 it invests on enforcement, it receives $7 in re-
coveries. To date, the Office of Inspector General (OIG), which en-
forces the FCA, has recovered upwards of $30 billion for govern-
ment medical programs from providers of all types.
You can violate the FCA by: 

• Knowingly submitting a false claim to the government
• Knowingly causing someone else to submit a false claim to 

the government
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• Knowingly making a false record or statement to get 
a false claim paid by the government

• Conspiring to do any of the above
For example, a physician who knowingly submits a claim 
for healthcare services for a patient who doesn’t exist, nev-
er received the services, or for whom the services were not 
medically necessary is in violation of the FCA. A false 
claim could also be triggered when a practice bills for pro-
cedures over a period of days when all of the services oc-
curred during one visit.
The difference between the criminal and civil FCA is 
“knowledge.” You can’t violate the criminal FCA, and po-
tentially serve jail time, unless the government can prove 
you submitted a claim or caused someone else to submit a 
claim that you knew to be false. Under the civil FCA, how-
ever, knowing includes not just actual knowledge, but also 
instances in which a person acted in deliberate ignorance 
or reckless disregard of the truth (in other words, the per-
son should have known the claim was false). This makes it 
easier for the federal government to bring a civil FCA case 
against a practice than a criminal one.

Everyday Examples
Several situations may arise in your practice that could re-
sult in a violation of the FCA, some of which might not 
be obvious to you. For instance, non-physician provid-
ers perform many functions and services in a typical prac-
tice. If one uses a physician’s provider identification num-
ber without meeting the incident-to criteria, the practice 
could receive a higher reimbursement rate than is allowed. 
This overpayment, if not returned to the federal health-
care program in a timely manner, is a violation of the FCA. 
Your practice should have a strict policy against inappro-
priate use of physician provider identification numbers by 
non-physician providers.
Another area that can result in an FCA claim is grant-
ing “professional courtesies,” which describe a number of 
practices. The traditional professional courtesy is when a 

Your practice 
should have a strict 

policy against 
inappropriate 

use of physician 
provider 

identification 
numbers by 

non-physician 
providers.
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Incident-to services are defined as services or supplies furnished as an 
integral, although incidental, part of a physician’s professional services 
in the course of diagnosis or treatment of an injury or illness.
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provider waives all or a part of his or her fee when healthcare ser-
vices are provided to other providers, staff members, or their fam-
ilies. More recently, professional courtesy includes waiving coin-
surance obligations or other out-of-pocket expenses for provid-
ers, staff members, or their families — commonly known as insur-
ance-only billing. 
There are circumstances in which waivers are permitted, but this 
should never be done routinely. Waivers should be well document-
ed, and based on financial need. To do otherwise risks violating the 
FCA, and possible violation of the Anti-kickback statute (a great ex-
ample of one set of circumstances and actions that can result in vi-
olations of multiple laws). Here again, your practice should adopt 
a strict policy regarding these professional courtesies (ideally, pro-
hibiting them). 

Why Should You Care? 
A unique provision within the FCA allows people who are not affil-
iated with government agencies to file actions on behalf of the gov-
ernment against practices for potential violations of the law. These 
people, commonly known as whistleblowers, expose misconduct 
and alleged dishonest or illegal activity occurring in an organiza-
tion (often their employer). Whistleblowers can be office staff, pa-

tients, physicians, competitors, etc. If a whistleblower’s lawsuit is 
successful, he or she is entitled to keep a percentage of any monies 
the federal government recovers from the practice.
Under the FCA, a whistleblower has to prove the physician practice 
(or billing company) submitted a claim, or caused someone else to 
submit a claim, to the government containing false or fraudulent 
information, and the practice or billing company knew (or should 
have known) the claims were false. Whistleblowers are protected 
under many laws. Retaliating against a whistleblower can get you 
into even bigger trouble.

Where Do You Get  
More Information about the FCA?
One of the best resources for more information about the FCA is 
the OIG’s website: www.OIG.hhs.gov. 
Still to come: We will cover topics on the Heat Map in descending 
order: Occupational Safety and Health Administration regulations 
compliance, and human resource regulations compliance. 

Marcia L. Brauchler, MPH, FACMPE, CPC, COC, CPC-I, CPHQ, is the president and 
founder of Physicians’ Ally, Inc., a full service healthcare company, where she and a diverse 
staff provide advice and counsel to physicians and practice administrators, and education 
and assistance on how best to negotiate managed care contracts, increase reimbursements 

to the practice, and stay in compliance with healthcare laws. Brauchler’s firm sells updated HIPAA, OSHA, & 
Compliance policies, procedures and online trainings at www.physicians-ally.com. She is a member of  
the South Denver, Colorado, local chapter.
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Whistleblowers are protected under many 
laws. Retaliating against a whistleblower can 
get you into even bigger trouble.
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■ AUDITING/COMPLIANCE
By Stacy Harper, JD, MHSA, CPC

Building a HIPAA Toolbox
Part 6: Strengthen compliance through user controls.

When we think about security, we usually focus on keeping the 
“bad people” out. For example, much discussion regarding 

HIPAA security involves appropriate safeguards to prevent disclo-
sure or access to unauthorized persons. But with the recent Wal-
greens case, and other breaches triggered by employee snooping, 
more organizations are evaluating what kinds of safeguards should 
be in place to manage security inside the authorized workforce. This 
begins with the development of effective user controls.

Tip:  For more information on the Walgreens case, see “Building a HIPAA Toolbox Part 4,” 
February 2015 Healthcare Business Monthly, pages 58-59, and “Award May Cement 
Employer’s Role in Breach Suits” under AAPC News on our website.

Within HIPAA security regulations are a set of addressable admin-
istrative safeguards related to workforce security. This process be-
gins with establishing authorized access through a workforce clear-
ance procedure and access modification. As with all HIPAA secu-
rity safeguards, the regulations merely provide a checklist of steps 
that your organization should take; they do not indicate how to de-
termine appropriate access for an employee. This is where incor-
porating elements of billing and coding compliance can be used to 
strengthen the organization’s compliance globally.



www.aapc.com May 2015 57

AUDITING/COM
PLIANCE

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

Workforce Clearance Procedure
The user control process begins with the selection of the workforce 
member. Before you can determine appropriate access, your orga-
nization must establish whether the person should be eligible to ob-
tain access.
Workforce clearance usually includes basic background checks and 
reference verification. For certain types of patient care roles, reg-
ulators may require additional criminal checks, licensure verifica-
tion, or other screening. Review the Office of Inspector General’s 
(OIG) exclusions database (http://exclusions.oig.hhs.gov/) to see if there is 
a history of an individual misusing information of federal health-
care program beneficiaries. 
The clearance procedure also serves as a fact-finding phase. Use 
gathered information, such as licensure status, prior education and 
training, and role within the organization, to customize user access. 

Access Authorization
After an employee is cleared to obtain access to the system, the next 
step is to determine what level of access should be granted. This 
starts with the functions the employee must perform for the orga-
nization. Billing and coding compliance requirements can also be 
incorporated so the user access complies with HIPAA, but also pro-
vides support for the corporate compliance program. For example:
Order Entry: Only physicians and certain non-physician practi-
tioners are permitted to order medications, diagnostic testing, and 
other services; however, other individuals are frequently involved in 
transmitting this information. Depending on the type of order, state 
and federal regulations limit who may be involved in this process.
For instance, to satisfy meaningful use requirements for computer-
ized order entry, the order must be entered into the electronic sys-
tem by a licensed healthcare professional, consistent with state law. 
When providing an employee the ability to enter electronic orders, 
the organization should consider whether the role involves order 
entry, as well as whether the individual holds the necessary creden-
tials to perform this function.
Visit Documentation: When reviewing evaluation and manage-
ment (E/M) services, there is a long-standing debate about who is 
authorized to document the history of present illness. With imple-
mentation of electronic health records (EHRs), this question is an-
swered more readily through audit trails in the technology. 
Although nurses and medical assistants may need access sufficient 
enough to enter documentation of vital signs and other informa-

tion in a visit note, they likely do not need to enter information in 
other portions of the record.
When the record system is capable of restricting portions of doc-
umentation, it can limit the creation of records that must be doc-
umented by the billing practitioner to licensed practitioners. This 
will deter the temptation of delegate these functions to other staff.
Amendment of Records: In its December 2013 report on fraud 
safeguards in EHR technology, the OIG recommended that indi-
viduals performing audit functions be limited to “read-only” access 
to the record system. Medicare guidelines are clear that, for an elec-
tronic record to be valid, it must be authenticated by the perform-
ing practitioner and protected against modification. If an individ-
ual who did not create the original documentation is able to modi-
fy a record, the record is likely to increase scrutiny for compliance, 
and should be carefully considered. 
Your organization can tailor its user access to support its corporate 
compliance program by considering billing and coding guidelines, 
or other state and federal regulations applicable to a function per-
formed within your electronic record system. If you restrict user 
controls to functions that an individual is permitted by law to per-
form, the risk of inadvertent non-compliance can be reduced. 

Access Establishment and Modification
When the scope of user access has been determined, your organiza-
tion should have a process for providing this access to the employ-
ee. Access establishment involves creating a unique user identifica-
tion in each system where access has been authorized, and provid-
ing the approved access to that user ID. 
The user control process does not end there. Continually review 
user controls and make modifications, where necessary. Modifica-
tions may be triggered by a change in position of an employee, up-
dates to the electronic record system, or implementation of a new 
law or guidance. Through monitoring of these activities, your or-
ganization can maintain current user controls and improve its com-
pliance with HIPAA and other laws. 

Stacy Harper, JD, MHSA, CPC, is healthcare attorney with Lathrop & Gage, LLP. She is a 
previous member of the AAPC National Advisory Board, and currently serves on the AAPC Le-
gal Advisory Board. Harper works with healthcare providers around the country to navigate 
regulatory requirements such as HIPAA, data privacy and security, Stark, Anti-kickback, 

state licensure, and Medicare conditions of payment and participation. She is a member of the Kansas City, 
Missouri, local chapter.

As with all HIPAA security safeguards, the regulations merely 
provide a checklist of steps your organization should take; they do 

not indicate how to determine appropriate access for an employee.
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■ AUDITING/COMPLIANCE
By Gene Clarke, MBA, CIA, CISA

In the primary care setting, managed care generally means a patient pres-
ents with an illness or injury, and the provider coordinates a course of 

treatment and schedules follow-up visits to monitor the patient’s progress. 
Coders can gain insight into follow-up evaluation and management (E/M) 
billing patterns and potential coding risks by reviewing the episode of care, 
or the sequence of managed care events for a patient’s presenting problem.
For example, a coder reviews an internal medicine provider’s progress note. 
A summary of relevant documentation states:

A 52-year-old female patient presents for a third follow-up exam 
for ankle sprain (845.01 Sprain of deltoid (ligament), ankle). The 
patient has type II diabetes mellitus, is being treated for chronic 
obstructive pulmonary disease (COPD), and has a negative surgi-
cal history.

The patient states that the ankle pain resolved following the pre-
scribed treatment of RICE [rest, ice, compression taping, and ele-
vation], ibuprofen, and physical therapy for mobility and strength-
ening exercises. The patient denies low blood sugar reactions. The 
last A1C test was 6.0 percent. A recent eye exam tested normal.

Perform follow-up  
visit reviews to be  
sure providers 
know the difference 
between medical 
necessity and MDM.

Follow-up Visit Billing  
Patterns Can Uncover E/M Risks
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COPD is stable and manageable with oral steroids. The pa-
tient is asking to supplement oral treatments with an inhal-
er. The provider prescribes Proventil for sudden sever epi-
sodes of shortness of breath.

The provider’s note is detailed and well documented, using a prac-
tice-developed electronic health record template. The service is re-
ported 99214 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 detailed history; A detailed examination; Medical 
decision making of moderate complexity. 
The coder reviews the E/M episode of care for this patient, and 
finds:

Initial Sprain of deltoid 99214 Establish plan
Follow up One week 99214 Con’t with plan
Follow up One week 99214 Con’t with plan
Follow up Two week 99214 Resolved

The coder discusses the progress notes with the provider. The pro-
vider states she reviewed all active problems with the patient during 
each follow-up visit to ensure conditions are managed and that the 
patient is compliant with treatment plans. The provider feels this 
is a very complex patient, that the level of medical decision-mak-
ing (MDM) supports her evaluation of three problems, and that all 
services provided were medically necessary and best for the patient 
to ensure a successful outcome. The provider believes that complex 
patients with multiple chronic conditions dictate a high level of ef-
fort and an appropriate billing level. Reviewing all problems with 
the patient each visit eliminates scheduling additional visits, sav-
ing time and money in the long run, and increasing the provider’s 
overall patient satisfaction scores.  

Medical Necessity and MDM Aren’t Equal
When coding E/M services, providers don’t necessarily think in 
terms of “medical necessity related to the presenting problem” and 
“MDM.” This billing terminology may be foreign to them because 
it has no bearing on their day-to-day practices of clinical medicine. 
As a result, providers may mistakenly think MDM satisfies all med-
ical necessity requirements for services they provide and/or diag-
nostic tests they order.
Regarding to billing compliance, however, the two terms are not 
synonymous when selecting E/M codes, and failure to educate pro-
viders about their differences can lead to incorrect coding. The key 
components of MDM and the concept of medical necessity should 
be continually reinforced for providers:

• MDM involves choosing a level of service (based on the 
documentation) that reflects the provider’s effort when 
deciding a course of treatment. 

• Medical necessity involves substantiating that the patient’s 
condition required the treatment.

Any service reported to a payer must be supported by medical ne-
cessity. Medical necessity simply means the presenting problem and 
diagnosis documented merits the level of investigation and treat-
ment administered to the patient. In our example, even though 
the provider evaluated the patient’s complex chronic medical is-
sues during each follow-up visit, it’s not appropriate to perform lev-
el 4 E/M services for an ankle sprain with no modifications to the 
treatment plan. It’s simply not medically necessary or relevant to 
the presenting problem. 
On the other hand, MDM is used to capture the effort the provid-
er must exert in deciding how to treat the patient’s presenting prob-
lem and the influence of co-morbidity on the clinical progression 
of the primary physical disorder. In this case, although the patient 

Providers may mistakenly 
think MDM satisfies all medical 

necessity requirements for 
services they provide and/or 

diagnostic tests they order.
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has diabetes and COPD, these co-morbidities have not been established 
as associated with the presenting problem and should be treated as sepa-
rate E/M encounters. 
The goal is to avoid payment denials or take-backs that result from a 
lack of medical necessity for the presenting problem, or unsubstantiated 
MDM. The provider in this example may feel confident that her MDM, 
based on three conditions, will justify a high level of E/M billing for these 
visits. But most of the record related to the two co-morbidities is irrele-
vant to the treated diagnosis. 

Audit Steps to Identify E/M Follow-up Risk
To identify episodic billing risks, perform an analysis of E/M follow-up 
visit claims. If it looks like providers are billing the same E/M levels for pa-
tient follow-up visits, single these out for review. In your review:
1. Assess each provider’s E/M bell curve* distribution and determine 

if any E/M services are outliers compared to state and national 
utilization data. 

2. Audit providers with potential risk by reviewing “episodes of care” 
or consecutive patient visit notes. 

3. Assess for medical necessity and documented information that 
contains little or no relevance to the presenting problem. Highlight 
these notes for a further discussion with the provider. 

To prepare for provider education, review organizational procedures, in-
structions, and guidelines, and study provider educational materials re-
lated to definitions and examples at the clinical level for medical neces-
sity and MDM. 
Based on audit findings, conduct a peer review during provider meetings 
to determine the extent of existing risk and how to move toward better 
billing compliance. This is a critical step in moving providers to a con-
science understanding and gaining consistency in medical record docu-
mentation. 

*Note: For more information on assessing E/M bell curves, read “Target 
Risky Billing Patterns Using E/M Benchmarking,” in the April 2015 issue 
of Healthcare Business Monthly, pages 46-49.

Gene Clarke, MBA, CIA, CISA, is an internal auditor focused on risk assessments and risk management. 
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■ AUDITING/COMPLIANCE
By Michael D. Miscoe, JD, CPC, CASCC, CUC, CCPC, CPCO

Orthopedic Office Ethics:  
From Up-coding to Harassment
When billing lines are blurred and personal  
space is invaded, it’s tough knowing to do.

Q
I have been a member of AAPC since 2008 and continue 
to update my continuing education units. I pride myself on 
keeping abreast on all the guidelines to properly fulfill my 
duties and responsibilities as a coder.
I work with two practitioners. For the past eight months 
I have been directing them in the correct process of  

documentation to meet the level of evaluation and management (E/M) 
service they are asking me to bill. I have also given them an outline of 
each level of E/M. I’ve been unsuccessful. 
When I approached one of the doctors and explained that her documen-
tation did not meet the level of service and it would be necessary to down 
code, I was abruptly yelled at. She told me that no documentation will 
be down coded and to bill whatever is marked, even if the documen-
tation does not support the level of service. If it does not meet the level, 
I should return it to the doctor and he or she will add to the documen-
tation to make it meet the higher level. The reason the physician gave 
me was, “We can’t afford to down code; we won’t make any money.”
Periodically, a similar situation has applied to knee X-rays. Antero-pos-
terior standing X-rays should be reported when that is the only X-ray 
taken of bilateral knees. If it’s included with one or more views, it’s to be 
included and added up, per how many views. This is what I have read 
and have been taught. The same applies with hip X-rays.
The physicians also charge E/M visits with a patient who comes in with 
new fracture care.
Recently, one physician — after meeting with the bookkeeper — told 
me that the books are still not looking good and she can’t figure out why 
the money is not coming in. I suggested it may have to do with reducing 
staff, and relieving the office manager of her position. Also, the accounts 
receivables were not worked on for approximately five months, which 
could be partly the reason for the decline in profits. The physician told 
me they could not afford to keep my position and to “consider looking 
across the street” for a job (meaning our local hospital). 
The physician asked if I could afford to work part time. I told her no, 
and she told me that they were hiring another girl to help me with bill-
ing. She said that I “was just a coder, not a biller.” I asked the physician 
if she realizes what is coming with ICD-10-CM (orthopedics being the 
biggest change) and if she had any thoughts or suggestions. She replied, 
“The new girl has taken some ICD-10-CM courses,” but she has no cod-
ing education at all. 
Lastly, the bookkeeper wanted to know what I thought I was worth. I 
asked the physician if she was asking me to take a pay cut. Her answer 
was “No. No, I would never ask you to take a pay cut. You’re worth ev- ph
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ery penny we pay you, with all the education you have.” Then she said to 
me, “Don’t be mad at me, I don’t want you to be mad at me.” She pro-
ceeded to put her arms around me from the back, give me a hug, and 
told me she “ loves me.” I felt as if my space and privacy were invaded.
I don’t think it’s fair of the doctors to ask me to teach the new girl what I 
have spent years and thousands of dollars to learn, so they can pay some-
one a lesser hourly rate.
I would appreciate any input you can give me. 

A Regardless of whether you are a coder or a biller, you are 
in the business of providing your physicians with accu-
rate information so they can make informed decisions. 
Even when you present a fully justified basis for what you 
believe to be an error, the physician doesn’t have to follow 
your advice. That is why the physician is ultimately re-

sponsible for the accuracy of the coding submitted under his or her 
name. With that in mind, your role is counselor, and even to their 
peril, the physician does not need to heed your counsel.
Your question appears to mix concerns regarding documentation 
necessary for proper ICD-10 coding with documentation necessary 
to support a particular professional service, which is submitted un-
der CPT® or HCPCS Level II.
With respect to your concerns regarding E/M service levels: Un-
derstand that the objective scoring guidelines you are likely using 
as the basis for your concern are not binding. As such, the concept 
of legal error relative to the level of E/M service is often difficult to 
substantiate. If you wish to understand this in more detail, I rec-
ommend you look at the “How to Defend an Adverse E/M Audit” 
webinar (January 8, 2014), which is available through AAPC as an 
on-demand webinar. As demonstrated in the review of the actual 
Centers for Medicare & Medicaid Services and American Medi-
cal Association guidance, the 1995 and 1997 guidelines are not ref-
erenced, nor is the scoring methodology that is commonly used by 
most E/M code auditors. Unless formally adopted by your Medi-
care administrative contractor, where such a methodology is the ba-

sis for your concern, the best you can say is that the provider’s cod-
ing is likely to be challenged, but not that it is legally or objectively 
wrong. Where a particular commercial payer has expressly incor-
porated that approach and the provider is contractually bound, the 
answer would certainly be different.
As for your concerns regarding the reporting of X-rays and separate 
billing of an E/M: The appropriateness of what the doctors want to 
bill is no doubt circumstantial to the payer. There are few one-size-
fits-all rules for coding. As such, although your conclusions may be 
accurate for the particular payer involved (assuming there was only 
one), and is no doubt good advice from the standpoint of reducing 
compliance risk, the doctors are not required to follow your advice. 
That being said, I presume they hired you for your expertise. If they 
don’t want to take advantage of it, that is their mistake.
From an AAPC ethics perspective, you have met your obligation 
by providing your physicians with presumably appropriate advice. 
If the providers do not follow it, and a particular carrier later de-
termines the codes submitted were inaccurate and the practice was 
paid money inappropriately, the carrier will no doubt demand re-
payment at a minimum. There may even be potential false claims 
liability. Regardless, that is their burden, not yours.
I cannot advise you relative to your concerns regarding potential 
harassment. As an isolated event, it’s possibly not actionable, de-
pending on the status of the case law in your state. If you wish to 
pursue, I would recommend consulting local counsel.
I encourage you to continue pursuing additional certification.  
If your present employer does not value your expertise, no doubt, 
some future opportunity will present itself because of that  
expertise. 

Michael D. Miscoe, JD, CPC, CASCC, CUC, CCPC, CPCO, serves on the AAPC’s National 
Advisory Board and Legal Advisory Board, and is AAPC Ethics Committee chair. He has over 
20 years of experience in healthcare coding and over 16 years as a compliance expert, foren-
sic coding expert, and consultant. He has provided expert analysis and testimony on coding 
and compliance issues in civil and criminal cases and his law practice concentrates on repre-

senting healthcare providers in post-payment audits and with responding to HIPAA OCR issues. He speaks on 
a national level, and is published in national publications on a variety of coding, compliance, and health law 
topics. He is a member and president of the Johnstown, Pennsylvania, local chapter.

As such, the concept of legal error relative to the 
level of E/M service is often difficult to substantiate
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ICD-10 Quiz Answer  
(from page 37)
The correct answer is C. Face, 
arms, speech, and time (FAST) 
is an easy way to remember and 
identify the most common symp-
toms of a stroke. 
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Tell us a little bit about your career — how 
you got into coding, what you’ve done 
during your coding career, what you’re do-
ing now, etc.
I have a degree in communication/jour-
nalism and have been a writer, in one form 
or another, my whole career. I started out 
in newspapers and trade publications, and 
then moved to technology publications. 
About 10 years ago, the newsletter compa-
ny I worked for was sold and my new em-
ployer asked if I was interested in writing 
about medical coding. I said yes, mostly to 
keep my job, but it turned out that I loved 
the coding world. 
I become a Certified Professional Cod-
er (CPC®) soon after making the transi-
tion into coding, and have since earned my 
Certified Urology Coder (CUC™), Certi-
fied Physician Practice Manager (CPPM®), 
and Certified Evaluation and Manage-
ment Coder (CEMC™) credentials through 
AAPC. 
I am now managing editor for Healthcare 
Handbooks at The Coding Institute. I have 
written Urology Coding Alert for 10 years, 
Practice Management Alert for nine years, 
and I manage several other publications. I 
also audit, lead provider training, and speak 
at national and local coding events. 

What is your involvement with your local 
AAPC chapter?
I have attended meetings for a few years and 
began speaking at the annual chapter con-
ference and other monthly meetings last 
year. I am the vice president of the Roch-
ester, New York, Flower City Professional 
Coders chapter.

What AAPC benefits do you like the most?
I love the ability to network with coding 
professionals, especially at local chapter 
meetings and conferences. Hearing how 

coders handle work-related situations and 
talking with others about their challeng-
es and ideas are invaluable takeaways. The 
national and regional conferences are a ton 
of learning and networking rolled up into a 
few days, which I love!

What has been your biggest challenge as 
a coder?
Because I write about coding on a national 
level, my biggest challenge is learning how 
payers do things differently. No two payers’ 
policies are alike. Learning those nuances to 
produce how-to coding content that helps 
all my readers can be challenging. 

How is your organization preparing for 
ICD-10?
The Coding Institute has been producing 
specialty-specific ICD-10 coding articles, 
as well as other ICD-10 products, for several 
years. We are trying to help our readers learn 
exactly what they need to know for what-

ever specialty they code. I took my ICD-
10 proficiency assessment (and passed!) 
about a year ago, and much of our staff 
has gone through training, as well. We 
want to be sure we know all the ins and 
outs of ICD-10 so we can pass that knowl-
edge on to our readers. 

If you could do any other job, what 
would it be?
I would probably always do some sort of 
writing, but my dream job would be to 
open a bakery that serves folks with food 
allergies. My son has multiple life-threat-
ening food allergies, and busy families 
like ours could really use a place to get 
quick treats for things like school events 
and birthday parties. I enjoy baking spe-
cial treats for my kids, and would love to 
make a living helping other food allergic 
families.

How do you spend your spare time? Tell us 
about your hobbies, family, etc.
Most of my spare time is spent having fun 
and making awesome memories with my 
husband, Eric, and our two kids: Riley, 11, 
and Addison, 4. I love to read, bake, dec-
orate cakes, and do floral arranging. I vol-
unteer as a board member at my daughter’s 
preschool and I am a leader in my son’s Cub 
Scout Pack. I also enjoy serving as a lay min-
ister and as my church’s Foodlink event co-
ordinator. 

Minute with a Member

Leesa A. Israel, CPC, CUC, CEMC, CPPM, CMBS
Managing Editor, The Coding Institute

GOT A MINUTE?
If you are an AAPC member who strives to advance the 
business of healthcare, we want to know about it!  
Please contact Michelle Dick, executive editor,  
at michelle.dick@aapc.com, to learn how to be featured.
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