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CPT® Changes seminars.

Our instructors have been busy, too, training over 6,000 medical professionals last year.  Their source material? 
Our coding, billing, reimbursement and compliance publications. No other company puts their products in the 
hands of more instructors or workshop attendees than us. 
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AAPC Code of Ethics

Members of the American Academy of Professional Coders 
(AAPC) shall be dedicated to providing the highest standard of 
professional coding and billing services to employers, clients, 
and patients. Professional and personal behavior of AAPC 
members must be exemplary.

AAPC members shall maintain the highest standard  z
of personal and professional conduct. Members shall 
respect the rights of patients, clients, employers, and all 
other colleagues.

Members shall use only legal and ethical means in all  z
professional dealings, and shall refuse to cooperate with, 
or condone by silence, the actions of those who engage in 
fraudulent, deceptive, or illegal acts.

Members shall respect and adhere to the laws and regulations  z
of the land, and uphold the mission statement of the AAPC.

Members shall pursue excellence through continuing   z
education in all areas applicable to their profession.

Members shall strive to maintain and enhance the dignity,  z
status, competence, and standards of coding for profes-
sional services.

Members shall not exploit professional relationships with  z
patients, employees, clients, or employers for personal gain.

This code of ethical standards for members of the AAPC strives 
to promote and maintain the highest standard of professional 
service and conduct among its members. Adherence to these 
standards assures public confidence in the integrity and service 
of professional coders who are members of the AAPC.

Failure to adhere to these standards, as determined by AAPC, 
will result in the loss of credentials and membership with the 
American Academy of Professional Coders.

Targeting the AAPC Audience

The membership of AAPC, and subsequently the readership of Coding Edge, is quite 

varied. To ensure we are providing education to each segment of our audience, in 

every issue we will publish at least one article on each of three levels: apprentice, 

professional and expert. The articles will be identified with a small bar denoting 

knowledge level:

APPRENTICE

PROFESSIONAL

EXPERT
 

Beginning coding with common technologies, basic anatomy and 

physiology, and using standard code guidelines and regulations.

More sophisticated issues including code sequencing, modifier 

use, and new technologies.

Advanced anatomy and physiology, procedures and disorders 

for which codes or official rules do not exist, appeals, and payer 

specific variables.
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Armed with little more than core coding 

books (and for some, not even current 

books), coders often rely on their expertise 

and ability to find the most up-to-date and 

accurate information to ensure regulatory 

compliance and approved claims. For many, 

keeping up with government regulations, 

code changes, and industry trends has left 

some coders in need of fast, easy, and cheap 

outside help.

In our recent Work of a Coder survey, we 

found this to be a struggle for many coders:

“I am overwhelmed with the practice’s expecta-

tions of me. I work overtime all the time and am 

exhausted.”

“We are a small practice with one doctor and 

EMR. When I started here there were no coding 

books in the office. The coding information was 

only available in the EMR and it is only as 

accurate as the information that is inputted.”

“I am the only coder in a small insurance company. 

I believe I am a valued employee because I am a 

CPC®. I just wish I knew of more resources that 

would help me in my very specialized arena.”

“I spend too much time searching for information 

in order to be compliant with the work of coding 

outpatient cases.”

“Knowing of my CPC®, I am constantly engaged 

for coding assignments; relied upon to answer 

questions and instruct the practices on coding 

issues (who are not staffed with certified coders). 

I often feel stressed to provide the most accurate 

information.”

An ongoing initiative at AAPC has been to 

deliver the information members need to 

perform their jobs efficiently and effectively.  

Frankly, it wasn’t an AAPC priority in the 

past and members learned to find their 

answers at other places, often at significant 

cost. Our goal is provide more information: 

easily, fast, and without cost.

We’re close to that goal. Today, members 

may log in to their accounts at www.aapc.

com and utilize powerful search tools that 

enable them to find answers from hundreds 

of coding related websites and tens of thou-

sands of pages of information with a single 

keyword phrase. You can use a search box 

to filter through archived Coding Edge and 

EdgeBlast articles, news and stories. Direct 

links to more than 200 online resource 

Web sites are categorized for easy and quick 

access to code, government, regulatory, com-

pliance, and specialty-specific information. 

Use the “Search” box from any page in the 

member area, or go to the “Resources” sec-

tion for individual links and tools.

To further help members, use our most 

powerful bank of knowledge—you. Some of 

the quickest answers to your questions can 

be found directly within our online Member 

Forums. Our new search tools help you 

easily find what you need among the tens 

of thousands of posts from other CPCs®. If 

you can’t find your specific answer immedi-

ately, you can post your question and allow 

various responses from others; sometimes 

with direction for where to find the answer, 

but often, exactly the answer you need. We 

only ask that you keep with the spirit of 

the community and contribute as much as 

you can to help other members. Look for 

opportunities to share by answering and 

helping other discussions, posting to your 

local chapter forums, and submitting your 

favorite coding resources and tools.

Our goal is to provide for you as many 

resources as possible and give you quick 

access to them. We are continually adding 

information and resources for you to take 

advantage of and making it easy for you to 

obtain the most effective tools for your job. 

Go online today and login at www.aapc.com 

(if you haven’t yet registered, you’ll need 

your member ID). We believe free is the 

most cost effective way to get you the infor-

mation you need. 

letter from the president

Equip Yourself with the Right Tools

Sincerely,

Reed E. Pew

CEO and President



     

When you look at the “big picture”, there’s only one answer. 

Regulatory compliance issues consist of many parts.   We’ll show you how the pieces fit together while you 
earn healthcare’s most respected compliance certification.   This is your best opportunity to enhance your 
professional standing, increase your earning potential and add a leading edge certification to your credentials. 
You will acquire strategic knowledge of foundational compliance issues while you also gain the tactical ability 
to create and maintain a comprehensive compliance program for all specialties and any size clinical 
environment. 

Check our website often as the Instructors add new classes to their schedules.  By popular demand, some 
classes are scheduled on weekends.  Ask the next person you see carrying this bag how certification as a 
Medical Compliance Specialist - Physician has helped them see the big compliance picture. 

“Meeting the compliance education needs of the healthcare community” 

The Compliance Professional’s 
Seal of Excellence 

www.medicalcompliancetraining.com

See website for Information, Schedule and 
Registration 

Request detailed course outline: 
information@medicalcompliancetraining.com 

1.254.582.7635 or FAX 1.254.582.7653 

PAHCOM
Approved 
30 CEUs 

28CEUs 
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Whenever I present a seminar, I’m always 

asked, “What tools and resources do you 

use?” One of the most valuable tools I have 

is electronic coding software. Some refer 

to this as a “coding look-up” program. 

When electronic coding programs were 

first introduced in the late 90s, they were 

basic and only provided a method to look 

up the codes. Although basic, some of the 

programs included crosswalks from CPT® 

to ICD-9-CM. Today, the programs are 

more sophisticated and provide necessary 

information with more features than you 

can imagine to code appropriately. With 

so many choices and variables in coding 

software, it is important before you make 

this important purchase to first do your 

homework.

There are many features and software pro-

grams on the market from which to choose, 

and knowing the essential tools you need is 

a must before you invest in coding software. 

We all need access to CPT®, HCPCS Level 

II codes, and ICD-9-CM codes for finding 

correct codes. A crosswalk from the proce-

dure code to the diagnosis code is a must. 

All coding software programs have this basic 

feature. You want the program to be easy to 

use and provide you with a top-notch search 

engine to find a code based on the descrip-

tion. Other features programs may have are 

the Correct Coding Initiative (CCI) edits, 

global days for procedures and services for 

Medicare, Ambulatory Payment Classifica-

tion (APC) assignments, modifiers, and 

Medicare resource-based relative-value scale 

(RBRVS) information. Most coders need this 

information to select the appropriate code.  

Some coding programs include the Medicare 

Physician Fee Schedule (MPFS), Medicare 

coding rules and policies, terms for proce-

dures and services, bookmarks, and a note 

section for the user to make notes. Other 

programs include anatomical illustrations, 

links to CPT® Assistant and ICD-9-CM 

Coding Clinic, correct modifier usage, and 

medical terms. 

When searching for the right coding pro-

gram, ask the question, “What do you want 

your coding software to do?” Many software 

programs are available for use on the internet 

for easy access. To ensure current informa-

tion, most internet coding software programs 

are updated daily. If you travel you don’t 

always have the internet at your fingertips, 

so software that you can house on your hard 

drive is appropriate for your coding needs. 

Typically, software programs you house on 

your hard drive are updated each quarter 

with CCI updates. I recommend you visit 

coding software vendors’ Web sites and 

review products. Once you do the research, 

download at least three programs to try. 

Eliminate any you don’t like early on. Some 

vendors allow you to test drive a product to 

help you decide if you want to buy it. If the 

vendor doesn’t offer a trial period for use, 

contact them to ask for a trial period. Most 

vendors are willing to let you sample their 

product before you buy it. 

Keep in mind, not every program is the 

same and once you purchase the program 

you have to live with it for a year. Electronic 

coding programs are a vital tool in today’s 

coding world, and they provide valuable 

information at our fingertips. I could not live 

without mine.

When someone develops an electronic coding 

program that cooks, cleans, and launders 

clothes, I will be a happy coder.

Until next month …

letter from member leadership

Deborah Grider,  

CPC, CPC-H, CPC-P, CPC-EM, CPC-I, 

CCS, CCS-P

National Advisory Board President

What Do You Look For  
in Coding Software?

Buyer’s 
Guide
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This month we follow the ICD-10-CM roadmap 

to crosswalking with general equivalence map-

pings (GEMs). The GEM system, developed by 

the National Center for Health Statistics (NCHS), 

maps ICD-10-CM and the ICD-9-CM volumes 

one and two and helps facilities and payers create 

crosswalks. You can access it on the CMS Web site 

at: www.cms.hhs.gov/ICD10.

Mapping—or crosswalking—helps you find the 

corresponding diagnosis between two codes sets 

and their correlation. In ICD-9-CM, codes are 

three to five digits in length plus alphanumeric E 

and V codes, approximately 13,500 codes in total. 

ICD-10-CM consists of three to seven alphanu-

meric characters with more than 68,000 codes 

possible. There isn’t a simple crosswalk from  

ICD-9-CM to ICD-10-CM, and the GEM files 

attempt to organize the differences. When map-

ping a code from ICD-9-CM to ICD-10-CM, there 

may be more than one code in ICD-10-CM that 

maps to ICD-9-CM. There are separate GEM files 

for ICD-9-CM Volume 3 to ICD-10-PCS.

GEMs are available for your computer as “flat” text 

files with each file containing a list of code pairs 

identifying the correspondence between a source 

system code and a target system code. The code set 

is mapped from the system of origin (source system) 

to the destination system (target system). There is 

one GEM file for mapping ICD-9-CM to  

ICD-10-CM and one file for mapping from  

ICD-10-CM to ICD-9-CM. Included are the  

ICD-10-CM code descriptions in a text file. 

When one ICD-9-CM or ICD-10-CM code con-

tains several diagnoses, it is considered a “combi-

nation code.” The following are combination codes:

ICD-9-CM
250.21  Diabetes mellitus; diabetes with hyperos-

molarity; type I [juvenile type], not stated 

as uncontrolled

404.00  Hypertensive heart and chronic kidney 

disease; malignant; without heart failure 

and with chronic kidney disease stage I 

through stage IV, or unspecified 

823.02  Fracture of tibia and fibula, upper end, 

closed; fibula with tibia

ICD-10-CM
R65.21 Severe sepsis with toxic shock

T58.01  Toxic effect of carbon monoxide from 

motor vehicle exhaust, accidental

E08.21  Diabetes mellitus due to underlying condi-

tion with diabetic nephropathy

When ICD-9-CM codes are more detailed than 

ICD-10-CM, a single ICD-10-CM code may link 

to more than one ICD-9-CM code or vice versa, as 

indicated in Table 1:

Table 1

ICD-9-CM ICD-10-CM
010.00

Primary tuberculous infection; 

unspecified examination 

A15.7 

Primary  

respiratory 

tuberculosis
010.01

Primary tuberculous infection; bac-

teriological or histological exam not 

done 

010.02

Primary tuberculous infection; 

bacteriological or histological exam 

unknown (at present) 

010.03

Primary tuberculous infection; 

tubercle bacilli found (in sputum) by 

microscopy

010.04

Primary tuberculous infection; 

tubercle bacilli found (in sputum) by 

microscopy

010.05

Primary tuberculous infection; 

tubercle bacilli not found by bacterio-

logical examination, but tuberculosis 

confirmed histologically histologically 

010.06

Primary tuberculous infection; 

tubercle bacilli not found by bacte-

riological or histological examination, 

but tuberculosis confirmed by other 

methods [inoculation of animals]

Follow the ICD-10-CM Road Map with GEM
By Deborah Grider, CPC, CPC-H, CPC-P, CPC-EM, CPC-I, CCS, CCS-P
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road map

Mapping where a combination code corresponds 

to two or more diagnoses in the other code sets 

requires linkage to two or more codes in the other 

code set.

Table 2 illustrates crosswalking from ICD-9-CM 

to ICD-10-CM.

Table 2

ICD-9-CM Source ICD-10-CM Target
115.11 

Histoplasmosis; infec-

tion by Histoplasma 

duboisii; meningitis

B39.5 

Histoplsamosis duboisii

G02 

Meningitis in other 

infectious and parasitic 

disease classified  

elsewhere

Mapping from ICD-10-CM to ICD-9-CM is 

shown in Table 3.

Table 3

ICD-10-CM Source ICD-9-CM Target
125.710

Atherosclerosis of 

autologous vein 

coronary artery bypass 

graft(s) with unstable 

angina pectoris

414.02

Other forms of chronic 

ischemic heart disease; 

coronary atherosclero-

sis; of autologous bio-

logical bypass graft

411.1 

Other acute and sub-

acute forms of isch-

emic heart disease; 

intermediate coronary 

syndrome

Because the files are “flat” text files, they load 

into databases, such as Access. (Excel can be cum-

bersome as multiple files are simultaneously refer-

enced.) Each file contains a list of code pairs. Each 

code pair identifies a corresponding code in the 

source file (ICD-9-CM or ICD-10-CM) and in the 

target system. The first step would be to perform 

forward mapping from ICD-9-CM to  

ICD-10-CM as shown in Table 4, and then back-

ward mapping from ICD-10-CM to ICD-9-CM.

Table 4

ICD-9-CM Source ICD-10-CM Target
599.7 

Other disorders of ure-

thra and urinary tract; 

hematuria

R31.0 

Gross hematuria

R31.1 

Benign essential  

microscopic hematuria

R31.2 

Other microscopic 

hematuria

R31.9 

Hematuria, unspecified

Note: Table 4 has one ICD-9-CM code that maps 

to four ICD-10-CM codes. Detailed documenta-

tion in the medical record is required to deter-

mine the correct diagnosis code.

Backward mapping, shown in Table 5, from  

ICD-10-CM to ICD-9-CM describes an  

ICD-10-CM combination code for severe sepsis 

with shock. An ICD-9-CM combination code does 

not exist for both conditions, and each condition 

(if both exist) is reported together.

Table 5

ICD-10-CM Source ICD-9-CM Target
R65.21 

Severe sepsis with 

shock

995.92 

Certain adverse 

effects not elsewhere 

classified; systemic 

inflammatory response 

syndrome (SIRS); 

severe sepsis

785.52 

Symptoms involving 

cardiovascular system; 

shock without mention 

of trauma; septic shock

When using GEM, there are two files for  

ICD-9-CM and ICD-10-CM. Note: Table 6 shows 

that the ICD-9-CM and ICD-10-CM codes do not 

have decimals between the additional characters 

in column one and column two. Column one is 

the source file (ICD-10-CM) because we are map-

ping the codes to the target file (ICD-9-CM).
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Table 6

ICD-10-CM (Source) ICD-9-CM (Target) GEMS Flags
R6521 99592 10111

R6521 78552 10112

In the third column, the first three digits are flags and the last two digits are used for combination 

entries. In GEM systems, there are combination code flags that map from the source to the target of the 

table. When there is not a code in the target system or a combination code with the same meaning, an 

approximate flag is turned on. The digits applicable to the flag are:

0 z — approximate flag is turned off and there is not a code or  

combination code in the target system.

1 z — the approximate flag is turned on and there is a linked code or  

combination code in the target system.

Often, ICD-9-CM and ICD-10-CM codes have “1” in column three’s first digit. Column three’s second 

digit is a flag called the “no map” flag and is used when a diagnosis cannot be identified. The digits used 

in the no map file are “0” and “1.” 

0 z — indicates a code for mapping the source code to the target code, 

either a single code or combination code.

1 z — indicates no code for mapping the source code to the target code 

that identifies the diagnosis.

As shown in Table 7, the third column is the combination flag. If the combination flag is turned on from 

the source to the target, a combination code exists. Table 7 identifies flags in the third column and Table 

8 shows the GEM text file.

Table 7
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R65.21 Severe sepsis 

with shock

995.92 Severe sepsis 1 0 1

R65.21 Severe sepsis 

with shock

785.52 Septic shock 1 0 1

With code 65.21 in ICD-10-CM, there is a linked code (approximate flag), and a combination code (com-

bination flag) in GEM. In Table 8, The Scenario and Choice List are the third column’s last two digits in 

the GEM text files. The meaning of the third column digits is the same for the ICD-9-CM GEM and the 

ICD-10-CM GEM files. When a combination flag is turned on with a “1,” a scenario (digit 4) and a choice 

list field (digit 5) have a number other than “0.” If there is a “0” a combination code does not exist. 

R
oa

d 
M

ap
 t

o 
IC

D
-1

0
-C

M
 c

on
t.

..
road map



www.aapc.com July 2008      11

What is meant by a scenario?
Note: In R65.21 of Table 8, “1” appears in column three’s fourth digit indicating that when mapping 

with R65.21 for a patient who had severe sepsis with shock, two codes are required in ICD-9-CM.

The last digit in column three of the GEM table is the Choice List. If a combination code does not exist, 

and there is a one to one mapping relationship between the source code and target code, the digit is “0.” 

If a combination code exists, there is either a “1” or “2” as the last digit in the column.

No combination code exists; column three’s last digit is “0” z

Combination code exists with only one combination; choice “1” z

Combination code exists with more than one code combination; choice “2” z

Table 8
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R65.21 Severe 

sepsis 

with 

shock

995.92 Severe 

sepsis

1 0 1 1 1

R65.21 Severe 

sepsis 

with 

shock

785.52 Septic 

shock

1 0 1 1 2

For example, 995.92 only maps to R65.21 as there is not a code in ICD-10-CM to cover sepsis only; how-

ever, R65.21 maps to both 995.92 and 785.52.

In a medical practice, it’s not necessary to map every code in ICD-9-CM to ICD-10-CM and vice versa 

(for example, the insurance carrier and/or hospital might map every code and crosswalk in ICD-9-CM and 

ICD-10-CM because their ICD-9-CM code use is more extensive). However, it is important for the medi-

cal practice to map and crosswalk between the two coding systems prior to implementation. 

How do you begin using GEM?
Here are key steps to follow:

1. It is helpful to utilize a database when using the text files. 

2. Make sure the person using the system understands coding and crosswalks. 

3. Obtain the GEM files from the CMS Web site at www.cms.hhs.gov/ICD10. The files are in a zip 

format, and the user needs to save the files on the hard drive. 

4. Unzip the files and review the guidelines for using the GEM system. You may need to read the 

guidelines several times to understand the methodology. 

5. Pull down the ICD-9-CM text files for the CDC Web site which is helpful for obtaining ICD-9-CM 

descriptors in GEM.

6. Map the files from ICD-9-CM (source) to ICD-10-CM (target).

7. Map the files in reverse from ICD-10-CM 

(source) to ICD-9-CM (target). 

Don’t rely on your hardware and/or software vendor 

to map files for you. As ICD-10-CM moves ahead, 

vendors may be available to map and crosswalk for 

you, but to fully understand the system  you should 

learn to map on your own. 

Deborah Grider, CPC, CPC-H, 

CPC-P, CPC-E/M, CPC-I, CCS, 

CCS-P, is the president of 

the AAPC’s National Advisory 

Board. She is also writing the 

ICD-10-CM Implementation 

Guide, which will be released 

in 2009.

road map
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Put Away the Pencil—Test Yourself Online
Dear Editor,

I just wanted to write a note of thanks. Although I try to 

do the Coding Edge self tests, and I completely ignored the 

EdgeBlast self tests, it wasn’t until I received the EdgeBlast 

newsletter this evening and saw that both are now avail-

able online. I can’t thank you enough! I dreaded doing the 

Coding Edge self tests on paper—my hand would hurt from 

writing to the extent that I avoided doing them until I had 

a whole bunch piled up (no wonder my hand hurt!). Now 

that I know these are available online, I’ll pay closer atten-

tion and not skip the self tests.

Thank you again,

Louise Cavanaugh, CPC

Dear Louise,

Happy to hear it. Thanks for the feedback. The other 

features, of course, are that you are able to learn what 

answers are right and be able to correct yourself, and 

your 1 credit of CEU will post immediately to your CEU 

Tracker. 

Coding Edge

Partial Removal Is Key  

to Shave Biopsy Coding

Dear Editor,

In the April 2008 issue of Coding Edge, under “biopsy” 

Dr. Spain writes “shave biopsies should be coded with the 

CPT® series 11300-11313.” I disagree, citing the CPT® 

guidelines for the 11300-11313 series on page 53 of the 

AMA Professional edition CPT® 2008. The guideline 

under shaving or epidermal or dermal lesions states 

this procedure is for the “removal of a lesion,” implying 

that the intent is to remove the entire lesion, and send 

to pathology for a reading. The intent of a biopsy, be it 

shave or punch, is to remove a portion of a lesion (not the 

entire lesion) to submit to pathology for diagnosis, and 

the code for a biopsy, shave or punch, should be 11100 

Biopsy of skin, subcutaneous tissue and/or mucous membrane 

(including simple closure), unless otherwise listed; single lesion, 

11101 Biopsy of skin, subcutaneous tissue and/or mucous mem-

brane (including simple closure), unless otherwise listed; each 

separate/additional lesion (List separately in addition to code 

for primary procedure), or the specific code for lip, ear, etc. 

I have never read or heard of the 11300-11313 series sug-

gested for shave biopsy coding.

Sincerely,

Jacqueline Watrous, CPC

Dear Ms. Watrous,

Thank you for your comments on my article.

A biopsy’s intent is to obtain tissue for pathologic inter-

pretation. It is a misconception that a biopsy implies only 

partial removal. It is most common to remove only a por-

tion of the lesion, but it is not unusual for the entire lesion 

to be completely removed. Discuss the biopsy excision pro-

cedures with your dermatologists for a clear understanding 

of the concept. It is common for skin biopsies to be both 

diagnostic and curative for many skin lesions.

Under the heading, “Biopsy” in the Surgery/Integumen-

tary System Section of the 2008 CPT® manual, you will 

find this instructional clarification:

“During certain surgical procedures in the integumentary 

system, such as excision, destruction, or shave removals, 

the removed tissue is often submitted for pathological 

examination. The obtaining of tissue during these pro-

cedures is a routine component of such procedures. This 

obtaining of tissue is not considered a separate biopsy 

procedure and is not separately reported.”

This text explains that if the intent of the shave proce-

dure was to obtain tissue for biopsy, the shave procedure 

should be coded (the 11300-11313 codes I referenced in 

my article) and the biopsy code(s) should NOT be used in 

this circumstance.

I appreciate your careful reading, and your thoughtful 

question. 

Sincerely,

Stephen C. Spain, MD 

Please send your letters to the editor to:  

letterstotheeditor@aapc.com.

Letters to the Editor

letters to the editor
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coding news
by Michelle A. Dick 

Use G0257 for ESRD EPO  

and Aranesp Payment 
Effective Oct. 1, CMS change request (CR) 

6047 revises billing for end stage renal dis-

ease (ESRD) related epoetin alfa (EPO) and 

darbepoetin alfa (aranesp) administrations 

during unscheduled or emergency dialysis 

treatment in an outpatient hospital setting. 

It revises CR 3184, which required the 

presence of hospital emergency room visit 

revenue code 045X to allow payment for 

ESRD-related epoetin alfa (EPO) and darbe-

poetin alfa (aranesp) provided with an emer-

gency dialysis treatment. Revenue code 045x 

is no longer required for EPO and aranesp 

payment for an unscheduled or emergency 

dialysis treatment. 

With the revision, payment of EPO and 

aranesp is allowed for HCPCS Level II 

codes, Q4081 Injection, epoetin alfa, 100 

units (for ESRD on dialysis) and J0882 Injec-

tion, darbepoetin alfa, 1 microgram (for ESRD 

on dialysis) only when G0257 Unscheduled 

or emergency dialysis treatment for an ESRD 

patient in a hospital outpatient department that 

is not certified as an ESRD facility is present 

on the same claim. 

In an outpatient hospital setting (13x and 85x 

bill types), Medicare contractors should only 

pay for ESRD-related EPO or aranesp when 

code G0257 appears on the same claim.

If G0257 does not appear on the same 

claim, the outpatient hospital claims should 

be returned to the provider. 

Go to www.cms.hhs.gov/Transmittals/down-

loads/R1503CP.pdf for the CMS transmittal. 

For questions, contact your FI or A/B MAC 

found at www.cms.hhs.gov/MLNProducts/

downloads/CallCenterTollNumDirectory.zip.

Big Fraud Stats in South Florida
South Florida makes up 20 percent of all 

filed federal Medicare fraud prosecutions, 

according to U.S. Attorney General Michael 

Mukasey. Last year, U.S. Attorney Alexander 

Acosta and the Department of Justice (DOJ) 

established the Medicare Fraud Strike Force 

in Miami. The strike force has charged more 

than $638 million in fraud with 120 crimi-

nal and civil cases against 200 defendants 

in South Florida. Fraud cases involve the 

following:

Billing Medicare for unnecessary medical  z

equipment and prescriptions

Billing Medicare for services never provided z

Stealing information from physicians and  z

hospitals

Submitting false claims to Medicare z

According to an Associated Press (AP)

story, South Florida has been a hot spot for 

Medicare fraud. Mukasey said, “Fighting the 

fraud and theft committed by these crimi-

nals is vital to preserving our health care 

system—vital to its financial solvency, as 

well as its integrity”

Source: www.medicalnewstoday.com/

articles/109237.php  



10TOP
Coding Resources 

10.  My specialty’s professional society 

9.  Good pathophysiology/anatomy book (Netter’s, Merck, 

AMA Netter’s Atlases of CPT® and Orthopaedics, etc.)

8.  Good medical dictionaries and resources (Dorland’s, 

Stedman’s, Merck, Coders’ Desk Reference, Plain 

English Descriptions, etc.)

7.  Individual payer websites, newsletters, and personal 

relationships 

6.  HHS web sites including OIG, Medicare Learning 

Network, CMS transmittals, Publication 100

5.  Coding software—EncoderPro, CodeManager,  

CodeCorrect

4.  Other core code books: ICD-9-CM, HCPCS Level II, cur-

rent year and past years for references

3.  CPT® Professional book—current year, and keep past 

years for references

2.  AAPC—local chapter meetings, educational events, 

Coding Edge and EdgeBlast, Coding Discussions, 

and other resources.

1. Our colleagues

www.aapc.com

This list was compiled from a survey of AAPC National Advisory Board members
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What are the benefits of hiring a health care con-

sultant? A health care consultant brings measurable 

accountability, scheduled timelines, and low costs to 

achieve an answer that can prove more financially 

sound than in-house efforts. Before you hire a health 

care consultant, it’s important to have a clear under-

standing of what you are hiring him or her to do. A 

health care consultant should assist with the following:

Managed care contract review z

Employment contract review  z

Practice start-up z

Review of coding and reimbursement systems  z

Medical record chart audits z

Accounts receivable reviews z

Medical staff issues z

Operations overview  z

With a consultant’s duties in mind, what’s the best 

way to find one? You can find a consultant using the 

following resources:

Referrals from friends: z  This is probably the 

best resource.

State and county medical societies: z  These 

are great local resources.

Residency programs: z  Residency programs 

use consultants to assist them with develop-

ing and presenting their practice manage-

ment curriculum.

Professional journals: z  Frequently, consul-

tants write or contribute to articles pub-

lished in professional journals.

Professional associations: z  Make note of 

who writes articles for professional journals, 

makes presentations at conferences and in 

workshops, and who the members of consul-

tant sections might be.

Referrals from attorneys: z  Attorneys encoun-

ter consultants and their work quite often.

When choosing a consultant, find one that is repu-

table and fits your needs. The most valuable asset 

of a health care consultant is his or her reputation. 

Unprofessional conduct quickly puts a consultant out 

of business. Judge your own consulting candidates 

by their reputations. Factors to consider are:

Size: Bigger isn’t always better and there are pros 

and cons to working with both large and small 

firms. A large firm may have specialty departments 

to address such issues as coding, billing, practice 

management, etc. One disadvantage is a client may 

not work with the same consultant over a period 

of time. The project or job may be assigned to a 

consulting “team.” A smaller firm can provide a 

personal touch to the relationship with the practice; 

however, it could also fall short on capabilities. 

Stability: Although longevity doesn’t always reflect 

quality, it’s a good idea to ask how long a firm has 

provided consulting services.

Location: Most consulting firms require the client 

to pay the consultant’s travel expenses to the practice 

or facility. Most clients prefer to work with firms 

The best protection is to clearly 

spell-out everything in writing before 

hiring the consultant.

hot topic

?Looking for a Consultant
by Deborah Grider,  
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E
X

P
E
R

T

Buyer’s 
Guide



www.aapc.com July 2008      19

hot topic

located within their geographic regions. Depend-

ing on the types of services the client requests, this 

might not be an option. In some cases, it’s not prac-

tical to choose a firm providing services nationally 

when the problem to be addressed is regional.

Qualifications: Is the consultant qualified to perform 

the service? A medical record auditor should be a cer-

tified coder either with AAPC or AHIMA. Does the 

consultant have the expertise to perform the service? 

Experience and background are important.

Availability: Questions you can ask yourself that are 

indicators of the consultant’s availability are: “Were 

you able to speak to someone right away?” or “Was 

your phone call promptly returned?”

When making the initial call to a firm, ask if the 

phone consultation is free. 

Most firms realize the mar-

keting potential of provid-

ing a free initial assessment. 

How potential clients are 

treated during initial encoun-

ters serves as a barometer to 

the tone of the professional 

relationship. If a consultant 

is overly-subscribed, they 

will not have time to give 

the practice the attention it 

deserves.

Find out if the consultant is the person assigned to 

work with your practice or facility, or if the project 

will be assigned to someone else within the firm (for 

example, a less-experienced associate). If the majority 

of work on the project is handled by someone else, it 

is not necessarily a bad thing. The benefit is that the 

client may receive quality work at less cost. How-

ever, the firm should disclose this up front, so there 

are no disagreements as the project progresses.

If someone else in the firm is assigned to the project, 

make sure he or she is qualified to perform the proj-

ect’s scope. Sometimes, large firms hire less qualified 

staff to work under a more experienced consultant.

Needs Analysis: Describe the practice or facility 

needs to the consultant. Be sure he or she understands 

the expected results.

The consultant should ask probing questions, help 

the potential client, and clearly describe the state 

of affairs. To have a successful relationship with the 

consultant and a favorable outcome, clear and accu-

rate communication is essential.

Specialty Experience: Does the individual or firm 

have experience in working with the specialty and to 

what capacity? 

Fees: How does the consulting firm charge for its 

services? Some firms bill by the hour and others 

quote clients with a flat rate for a service (e.g. con-

tract review or coding audit). How does the firm 

expect to be paid on retainer or in one lump sum? 

Are payment plans available? Is the client required 

to make a down payment with balance due at the 

conclusion of the engagement? The hourly rates of 

firms vary widely.

If the consultant has to travel 

to the facility, what expenses 

will be billed; for example, 

if airfare is covered, does 

this mean coach, first class, 

or stand-by? Is the practice 

or facility expected to cover 

lodging, meals, ground trans-

portation, and long-distance 

phone call expenses.

The consultant should clarify 

what follow-up services are 

billable; for example, if the 

consultant  returns to the practice for additional 

staff training, is it an additional charge or is it cov-

ered in the initial fee? Find out the same informa-

tion for telephone consultation and written reports.

Interest Conflicts: Does the consulting firm have 

a vested interest in a particular product, such as a 

software program? If it does, that should not neces-

sarily disqualify it. If the firm is aggressive about 

promoting a  product, the consultant should also 

provide other similar products for the practice or 

facility to consider.

Check References: Ask the consultant to provide 

the practice or facility with references. Refusal to 

provide appropriate (or any) references, is a red flag.  

Speak with the person who worked closely with the 

consultant. In many cases, this will be the practice 

manager or administrator, not the physician.

The most valuable asset of a 

health care consultant reputa-

tion. Unprofessional conduct 

quickly puts a consultant out 

of business. Judge your own 

consulting candidates by their 

reputation.
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Ask Questions
Sample questions to ask references:

1.  What type(s) of service(s) did the consultant provide?

2.  Was the project completed within the estimated time frame?

3. Did the consultant adhere to the estimated costs?

4. How accessible was the consultant?

5. Was it easy to get answers to questions?

6.  How did the consultant (if service was provided on-site) get 

along with personnel?

7.  Was the consultant available to help implement 

recommendations?

8.  Was the consultant willing to provide follow-up assistance? If 

so, was there an additional charge?

9. Would they work with the consultant again?

10.  Would they recommend the consultant to a colleague?

After a complete request for proposals (RFPs) and request for quota-

tions (RFQs) from two or three firms with checked references, the 

client should make a final decision. 

Formally engage the consultant’s services with a contract, letter of 

agreement, or prepared statement of work that defines the agreed 

terms. Typically, it is the consultant’s responsibility to prepare this 

document. Both parties should sign the document.

Request for Proposal
Ask the consultants to provide the practice or facility with the fol-

lowing information in writing:

Detailed description of the process to be undertaken for your  z

practice

Description of desired outcome z

Anticipated timeframe for completion of the project. Clearly  z

spell-out expectations if the project is not completed within 

the proposed timeframe.

Billable charges z

Estimated fee for completing the project. Clearly spell-out  z

expectations if the project is going over-budget.

Provisions on what will be done if the client is not satisfied  z

with the final results. 
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It’s Your Responsibility
As a client, you are responsible for the consultant’s relationship with 

your practice or facility. To help smooth both parties’ transition 

when hiring the consultant(s): 

1.  Prepare the staff and physicians for the arrival of the 

consultant(s). If the project involves working on-site, the pres-

ence of a consultant may feel imposing to staff members, espe-

cially if they are unaware of problems existed in the practice.

2.  Cooperate with the consultant. If relevant practice information 

is requested, comply; for example, while conducting a reim-

bursement audit, a consultant may want to review many years 

of insurance payment history. Also, it might be necessary to 

pull medical records to review documentation. Assign a key 

staff person to be the consultant’s on-site contact.

3.  Request ongoing progress reports. The consultant should pro-

vide updates about how things are going.

4.  Listen to the consultant’s recommendations with an open mind. 

If the practice does not agree, you should discuss this with the 

consultant early on. The advantages a consultant brings to the 

situation are expertise and objectivity.

5.  Implement the consultant’s recommendations with a positive 

attitude. Impending change is daunting. An optimistic outlook 

conveyed by the practice’s leadership can go a long way to moti-

vate the rest of the staff to make progress.

6.  Poor communication is the most frequently-cited cause of 

relationship deterioration with unfavorable results. The client 

should make sure there is good communication with the 

consultant(s). Consultants want to do a good job for their clients 

and should be willing to work with the client.

7.  The best protection is to clearly spelled-out everything in  

writing before hiring the consultant. 

As a client, you are responsible for the consultant’s 

relationship with your practice or facility.

hot topic
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minute with a member

Coding Edge (CE): Tell us a little bit about 
your career—how you got into coding, 
what you’ve done during your coding 
career, what you’re doing now, etc.?

Jo Ann: I became interested in a medical 

career while working as a unit reception-

ist on a hospital surgical floor. Prior to my 

receptionist position, I had taken courses in 

medical terminology and had read medical 

records. When a position opened in health 

information, I transferred over to the hospi-

tal’s coding department. 

Within the next few years, I graduated from 

college with an associate degree in arts and 

social science, and obtained multiple certifi-

cations in coding including AHIMA’s CCS, 

AAPC’s CPC®, CPC-H®, PMCC approved 

instructor program, and Certified Healthcare 

Compliance Consultant (CHCC).

During my career, I held positions as lead 

coder in an acute care hospital setting and 

education specialist for the veterans hospital 

medical administration department. I am 

also an adjunct instructor for Morris County 

College and a workshop presenter for AAPC. 

I have authored several articles for the Coding 

Edge and the Advance for HIM publications.

I work out of my home office in NJ, employed 

by CodeRyte located in Bethesda, Md. As a 

coding analyst, I provide client and technical 

support for our computer assisted coding (CAC) 

application. I also serve as a subject matter 

expert internally and to our clients. 

CE: What is your involvement level with 
your local AAPC chapter?

Jo Ann: I am founder and past president of 

the Essex County, N.J. AAPC local chapter 

and I attend meetings and present seminars at 

the Morristown and Monmouth-Ocean AAPC 

Chapters. Also, I am a former member of 

AAPC’s National Advisory Board.

CE: What has been your biggest chal-
lenge as a coder?

Jo Ann: My biggest challenge as a coder 

was transitioning from coder to educator, 

consultant, and coding specialist. I set my 

goals high, passed multiple certifications, 

and obtained a college degree to prepare for 

advancement in my profession. In my current 

role, my challenge is to help fellow coders 

transition to “21st century coding” by over-

coming their anxiety and making the most 

of technology (CAC).

CE: What do you advise other coders to 
do if they disagree with the way a physi-
cian has coded his chart?

Jo Ann: If a discrepancy is found with how a 

chart was coded or billed between the physi-

cian and a coder, ask the provider for a one 

on one meeting. Always be respectful of the 

physician and listen to their side. There may 

be a clinical explanation for why a particular 

code was selected that a coder may not be 

aware of. Be prepared in advance with exam-

ples of the doctor’s notes, with cited official 

resources, and to offer suggestions to make 

the most of the time you have with them!

In addition, it is a good idea for the practice to 

schedule monthly interdepartmental meetings. 

This provides a forum for administrative and 

revenue cycle team members to discuss issues 

that require further investigation. Proactive 

research, auditing, and problem-solving before 

discrepancies occur ensures a healthy, profit-

able, and compliant practice. 

CE: If you could have any other job, 
what would it be?

Jo Ann: I would love to be an author or 

a journalist! I enjoy writing and solving 

mysteries, and would like to write a novel, 

become a research journalist, or featured 

writer—after all, coding is about doing 

research and solving mysteries! 

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

Jo Ann: I have been married for 24 years and 

live in northwest N.J.; we have a daughter in 

college, and a son who will be a senior in high 

school in the fall. I enjoy visiting New York 

City, watching my son play lacrosse, and spend-

ing time with my family. I have a talent for art 

and when time allows, I pencil and charcoal 

sketch. I am an avid reader of mysteries and 

novels. 

Jo Ann Baker, CCS, CPC, CPC-H, CHCC
Coding analyst for CodeRyte
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No Internet connection needed 

 

You could go through a CD while relaxing on 
a trip. Or, be “green” by saving gas and 
emissions, and use the CD at home to earn 
your AAPC CEUs. You will leave a smaller 
“carbon footprint” for it! 

Enter our  “Time and Place” Sweepstakes 
Name the place in the photo and maybe win some cool stuff. 

To enter go to:  www.HealthcareBusinessOffice.com/place.htm 

Imagine earning AAPC CEUs here... 

Kudos to AAPC’s customer service team from JD Rigdon, CPC, 

NCICS, BS-HA, of University Physicians in Aurora, Colo. JD said, 

“Over the last few years, I have made several calls to the customer 

service department and every time I have been treated with profound 

professionalism, courtesy, and expediency. One example is the most 

recent call I placed to AAPC: Dawn Riding was the pleasant voice on 

the other end of the line yesterday 

when I inquired about an order I 

had placed. She found the order and 

checked on the status. It was only a 

short time later I received an email 

from her apologizing for the delay—but 

I didn’t think there was a delay at all. 

AAPC’s outstanding customer service 

team is an example many other busi-

nesses should model. Too bad you can’t package it! AAPC’s tag line, 

‘Upholding A Higher Standard,’ is no joke, and you always outdo your-

self. Thanks for consistently great customer service!”

Share the joy of the AAPC of KC. Sandra Soerries, CPC, 

CPC-H, of Medical Revenue Solutions, explains that the Kansas City 

(KC) local chapter is in their 15th year. She recalls Marti Johnson, 

director of local chapter support, calling her 15 years ago to ask, 

“Sandy, would you like to start a local chapter in Kansas City?” 

Sandy thought, “Would I like to? I would LOVE to start a local chap-

ter in KC!” And that was the beginning—Sandy was on a mission. 

She said, “I would make fliers and put them in hospital elevators 

throughout KC. I did not even ask 

permission because I did not want 

anyone to tell me I could not do 

it. My husband, Greg, would help 

me send 400 faxes a month to the 

medical managers throughout the KC 

area. Back then, we had to do it one 

page at a time.

Today, the AAPC of KC has more than 500 members, with an aver-

age of 100-150 attending at each monthly meeting and local chap-

ters have spun off from KC; Omaha, Neb.; Wichita, Kan.; Topeka, 

Kan.; Columbia, Mo.; Springfield, Mo. 

If you deserve kudos, please email your accomplishments to our editors at kudos@aapc.com.

Kudos to AAPC members
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An integral part of the coding process is to verify that 

documentation supports procedures and services per-

formed. Although documentation of medical services 

and procedures seems a logical part of medical prac-

tice, it sometimes is a secondary function of medical 

care. The concept of medical documentation as a sec-

ondary function in medical care is not a new concern, 

as Florence Nightingale referred to it in 1863:

“In attempting to arrive at the truth, I have 

applied everywhere for information, but 

in scarcely an instance have I been able to 

obtain hospital records fit for any purposes 

of comparison. If they could be obtained 

… they would show subscribers how their 

money was being spent, what amount of 

good was really being done with it, or 

whether the money was not doing mischief 

rather than good…” 

Service documentation is sometimes considered by 

clinicians as an onerous obligation of their profession. 

They rarely see the immediate benefit of clearly and 

completely dictating or writing down what they did. 

Many see it as a means to keep the HIM, coding, and 

compliance departments out of their hair.

As Florence Nightingale indicated, it is the lack of 

precise, clear, and complete medical documentation 

that often causes mischief—not only for the pro-

vider, but for the patient, too. 

In 1999, the Institute of Medicine (IOM) published 

a study indicating 98,000 patients die every year 

primarily due to inadequate medical record chart-

ing and reporting. The use of an electronic health 

record (EHR) was sited as being a key mechanism to 

support quality and efficiency in patient care. The 

health care industry took this information to heart. 

Over the following years, a variety of EHRs came 

on the market to solve the problem of incomplete, 

low quality medical documentation. The federal and 

state payers are changing the reimbursement para-

digm from frequency based to quality based.  

There are as many different types of computerized or 

electronic health record types as there are acronyms 

used to describe them. The health care industry has 

struggled to define what is necessary to make health 

care information consistently of good quality and used 

by the provider. Less than 10 percent of small physi-

cian practices use a form of an EHR and with large 

practices about 30 percent use one. The adoption of 

EHRs by hospitals across the country is somewhere in 

the range of 16 percent to 56 percent. The reason for 

added edge

by Patricia S. Wilson, RT (R), CPC, PMP
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added edge

the huge variance in hospital EHR adoption statistics 

is due to the variable definition of an EHR. 

The professional coder can lend a voice in the area 

of EHR definition and adoption. There is a sig-

nificant shift in health care reimbursement with 

the desire to provide high-quality health care. The 

EHR is the silver bullet to assure good documenta-

tion and provide quality health care. However, the 

silver bullet may shoot right through the coding 

process and—more importantly—compliance if the 

coder and compliance officer are not included in 

the process up front.

The medical coder and compliance officer are some-

times overlooked as important stakeholders when a 

medical practice or hospital is purchasing an EHR. 

Instead of waiting for an invitation to the decision 

making process, the coder and compliance officer, in 

most cases, need to outline their points of concern. 

Here are some ‘gotcha’ points  for the coder to con-

sider when purchasing or implementing an EHR.

The overarching question to ask is how will the 

EHR operate with the existing billing system? The 

answer to this single question determines additional 

questions asked and to what extent the EHR could 

change your current coding practices.

Here are secondary questions to ask that determine 

how the EHR will impact coding: 

Is it a stand-alone EHR? This means that it does 

not interface with any other electronic medical 

system, especially the billing system. A stand-alone 

system requires double entry of outside information 

into the EHR. It is highly unlikely that even a solo 

medical practice would never refer a patient to a hos-

pital, imaging center, laboratory, nursing home or 

other medical service. Double entry data leaves room 

for human error and inconsistencies, takes extra time 

and effort, and is a red flag for a compliance officer. 

To what extent does the EHR “auto-code?” 

EHRs have a mechanism for suggesting both diag-

nostic and procedural coding based on the clinician’s 

data input. The system could be a template-based 

format that prompts the clinician to fill in informa-

tion they may otherwise have missed. Other systems 

use natural language processing to parse out certain 

words and phrases to determine the diagnosis and 

procedure. The issue with EHRs that auto-code 

is the extent to which they can adhere to specific 

coding rules established by local and even federal 

insurance carriers. Even the best auto-coding system 

requires some measure of review and a method to 

override the suggested codes. This leads us to the 

next question to ask:

If the EHR does auto-coding and is able to interface 

with data flowing into your existing billing system, 

can data flow back out of your billing system 
and into the EHR? 

This is an essential component for auditing and 

compliance. If a suggested EHR diagnosis or proce-

dure code should be over-ridden for claim submis-

sion, the change should be input into the EHR for 

the purpose of audit tracking. Many EHR systems 

are recognizing this need and upgrading their sys-

tems to provide a complete coding audit trail. 

There are several other questions to consider depend-

ing on your practice. The most important is how 

flexible is the candidate system at implementing 

coding and billing changes required by the indus-

try. Medical practices rely on coders and compliance 

officers to provide accurate, complete, and consistent 

coding for their financial benefit. It is up to you to 

take an active role in staying abreast of how an EHR 

will impact your workflow and the bottom line. 

The health care industry has struggled to 

define what is necessary to make health 

care information consistently of good quality 

and used by the provider.

Patricia S. Wilson, RT 

(R), CPC, PMP, is team 

lead and government 

project manager for the 

3M Healthcare Data 

Dictionary team. She is a 

member of International 

Healthcare Terminology 

Standards Development 

Organization (IHTSDO) 

Mapping Work Group and 

also the Logical Observa-

tion Identifiers Names and 

Codes (LOINC) standards 

committee. She has been 

a CPC® since 1990. 
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facility

Since the 1995 and 1997 Documentation Stan-

dards implementation, physicians have been 

made aware of history of present illness elements, 

review of system bullets, physical exam components, 

and medical decision making issues which consti-

tute an evaluation and management (E/M) level 

of service. The big question most physicians have 

is, “How am I ever going to remember this?” The 

answer to the question is not easy. The best solution 

is to implement a great education program to provide 

on-going education for your physicians. 

I emphasize the words great and program for several 

reasons. You must have a great educator to identify 

issues, communicate those issues to physicians, and 

offer solutions to the issues. Identifying the issues is 

the easy part. Offering solutions to a group of physi-

cians who are frustrated with government billing 

regulations can be a challenge. Establish a program 

comprised of a series of lectures to help the physi-

cians focus on one issue at a time to keep the physi-

cians interested in E/M coding. If you bombard the 

physicians with an overabundance of criticism all at 

once, it will overwhelm and the information won’t be 

retained. The education session should not convey the 

message, “You are a bad doctor and you are going to 

jail.” The education sessions should cover both nega-

tive and positive aspects of physician documentation. 

Your program should implement an accuracy goal 

to help physicians see where they stand and what 

improvement is made since the last review. With 

this system, they will rise to the challenge of being 

“graded” and strive for the best. 

The first step in establishing a great education pro-

gram is to perform a quarterly or monthly audit. 

The audits will determine your issues and what the 

education session should focus on. The audits should 

reflect your documentation accuracy and show where 

you need to improve. Remember: both over-coding 

and under-coding lead to financial burdens. If the 

group is over-coding, you risk paying fines, and if 

the group is under-coding, you deny the physicians 

money they work hard for. 

The second step is preparing and presenting great 

education sessions. Education sessions should be held 

at least once a month. The more face-to-face time 

you have with physicians to discuss the importance 

of documentation, the better. If you are in a mul-

tispecialty group, it’s important each group has its 

own education session as each group’s patients and 

services differ. Your education session should allow 

by Kim Harper,  

MBA, RHIA, CPC
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your physicians to ask a lot of questions. This helps 

the group stay interested in the discussions. For 

instance, if the education session is scheduled to last 

an hour, plan for a 30 minute presentation and use 

the remaining 30 minutes for questions. When the 

physicians ponder different real life scenarios, the 

questions start flowing. If you feel uncomfortable 

allowing your physicians to ask questions because 

you don’t like being put on the spot, remember a 

great educator is not afraid to say “I don’t know but 

I will look that up and get back with you.” This 

provides you with a chance to research the correct 

answer. Take time to research prior to the education 

session to help alleviate the stress of presenting and 

the pressure of being put on the spot. To be a great 

educator, it’s necessary to be knowledgeable and 

comfortable presenting the information. Physicians 

love examples and they may have a hard time believ-

ing they make mistakes. Seeing their documentation 

and its shortcomings can help get their attention. 

However, be careful in presenting this in a group 

session because no one likes to be singled out for 

bad practices. These issues should be addressed in a 

one-on-one session. One-on-one sessions are great for 

struggling or new physicians. 

To have a great education program, all physicians 

should be aware of the expectations and the impor-

tance of proper documentation. Once the audit 

process and education program is implemented, the 

physicians should understand excepted accuracy rates 

and the importance of attending education sessions. 

For example, if you have an 80 percent coding accu-

racy rate, the physicians should be informed if this 

accuracy rate includes both under and over coded 

claims. If it does include both and the audit consists 

of 10 charts, the physicians must have eight records 

documented to the correct level of service submit-

ted. If the physicians have consistently poor audit 

outcomes, the plan may need an incentive program 

to reward physicians for scoring above the accu-

racy goal and discourage physicians from incorrect 

documentation. If this seems extreme, consider the 

impact on a physician’s practice  when the documen-

tation isn’t taken seriously. It is important physicians 

realize the importance of compliant documentation. 

The final step in having a great education program 

is to get support from your hospital administrator 

and your physician director. The educator must be a 

person the physician feels comfortable asking ques-

tions to and feels is acting in their best interest. For 

the program to be successful you need an “enforcer” 

of accuracy rates and the incentive program. The 

best enforcer is usually another physician. 

Establishing a great education program is beneficial 

as it provides a layer of defense from an outside audit 

and also ensures the group is billing for all services 

provided. Both lead to financial success and a good 

night’s sleep. 

Kim Harper, MBA, RHIA, 

CPC, is a coding and com-

pliance manager at Golden 

Cross Academic Clinic.

For the program to be successful you need an “enforcer” 

of accuracy rates and the incentive program. The best 

enforcer is usually another physician.

Buyer’s 
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Doctors Management Testimonial

“This was a very informative class. The atmosphere 

and presenter were welcoming, the interaction and 

discussion with the entire class made for the perfect 

learning environment. The material was in depth yet 

comprehensible. Even a person new at auditing would 

have an understanding.”

Paula M. Wright, CPC-E/M, CPMA
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On the road of life, differences in opinion and how to 

reach a compromise are part of the journey. We first 

learn to negotiate our needs as a toddler. We move on 

to negotiate about toys and homework. As an adult, 

we realize the full potential of negotiation with our 

spouse, employer, clients, and colleagues in our office 

or business.

We negotiate in our personal and professional lives 

every day. We negotiate when we want to get a bargain 

at a garage sale, when we want to eat at a particular 

restaurant, or when we want to make a change at work. 

Sometimes it’s easy to negotiate; but at other times, 

when we have a lot at stake or we are upset, the task is 

intimidating and difficult. Negotiating to a reluctant 

employer that up-to-date coding books are a medical 

necessity or negotiating to a vendor for a fair software 

price can be intimidating.

Fortunately, all you need is a strategy to keep your 

coding books or software current and eliminate undue 

negotiation stress. We’ll step you through the process 

with our list of negotiation “dos” and “don’ts” to help 

you tactfully obtain the coding books or software you 

need, so both parties benefit from the outcome.

Avoid Confrontation
Effective negotiation is both parties working together 

to find a solution. It isn’t a contest to be won or a 

battle of wills. A surefire way to get what you want is 

to look for a solution where both parties are winners.

Attitude is everything when entering into a nego-

tiation. A hostile or defensive attitude will get you 

nowhere fast. If you are confrontational, you will have 

a fight on your hands. Set the tone for a cooperative 

interaction.

For more on how to effectively communicate to 

coworkers, please read the article, “Which Hat Do You 

Wear?” in June’s issue of Coding Edge.

Watch the Timing
There are good times and bad times to negotiate. 

Avoid entering into your negotiation at a bad time, 

which include: 

high stress levels (i.e., right before or after a  z

physician sees a patient)

tiredness or hunger on either side of the  z

involved parties 

anger on either side  z

preoccupation with another pressing issue z

If the negotiation is to take place during one of these 

times, reschedule for a better time.

Be Prepared for “No”
Before entering into a negotiation session, prepare 

by Michelle A. Dick, Senior Editor
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Get the Books and Software You Need
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other options to suggest if the preferred solution is not 

acceptable. Anticipate why the employer may resist 

your suggestion, and prepare a counter alternative. If 

the cost of purchasing books for the entire coding staff 

is an issue, suggest sharing books with coworkers (for 

example, one set of books for two-three staff members).

Be Clear on the Goal
It’s important to discuss what you need and why you 

need it. Often disagreement exists because of the solu-

tion’s method or costs, but not about the overall goal. 

Throw Emotions Aside

When a negotiation is important to you, it’s normal to 

become emotional. Always maintain control. The more 

emotional you become, the less apt you are to channel 

the discussion into constructive directions. It can be 

particularly hard to maintain emotional control with 

someone you don’t particularly like or agree with. Stay 

focused, as it’s important to put aside individual dif-

ferences, and stick to the issue of obtaining necessary 

coding books and software. 

Find Out What the Hang-up Is
When negotiating for new coding books, use ques-

tions to find out what the other person’s concerns are. 

Ask questions such as, “What are your concerns with 

purchasing up-to-date coding books?” and “Is there 

anything I can do to help expedite this, such as fill-

ing out and sending the purchase order?” Listen to the 

response and address the concerns.

Understand the Other View 
Finding an acceptable solution for both parties involves 

understanding the other side’s differences regarding the 

issue. If you don’t know what the person’s concerns are, 

you can’t negotiate properly. 

Find the Solution, Not Who’s Wrong
Negotiating is about finding solutions. You shouldn’t 

try to prove the other person is wrong. If you disagree 

with the answer, state your disagreement in a gentle, 

yet assertive, way. If you argue, you won’t get the 

books or software you need, so don’t waste your time. 

Power struggles don’t lead to resolution. 

Using these negotiation “dos” and “don’ts,” can help you 

effectively resolve any difficult situation. Remember, you 

are the one who controls the outcome of the negotiation 

and has the power to get what both parties want. 

The more emotional you become, the less 

apt you are to channel the negotiation into 

constructive ways.

Michelle A. Dick holds a BS in graphic 

design from Buffalo State College. She 

has been editor-in-chief for six graphic 

design tutorial publications, editor for 

the Coding Institute’s Part B Survival 

Guide, and is now engulfed in the 

world of medical coding.



Join hundreds of your colleagues at the 8th annual  

Ingenix Essentials conference in sunny San Diego!

» Top experts from around the country 

will speak about issues including 

regulatory changes, compliance 

concerns, and the latest code updates 

for 2009. 

» Separate conference tracks designed 

for physicians, inpatient facilities, 

outpatient facilities, and payers allow 

you to select sessions on the topics 

that affect you the most. 

» Earn up to 16 CEUs from the AAPC, 

AHIMA, and ACMCS!

» Receive 3 complimentary ICD-9-CM  

Fast Finders when you attend: 

E Codes, V Codes, and Signs & 

Symptoms.

San Diego, California
December 1–3, 2008

PLAYEAT SHOP LEARN

Ingenix Essentials is being hosted at the 

Sheraton San Diego Hotel and Marina,  

nestled at the edge of spectacular San 

Diego Bay. The Sheraton is just 10 minutes 
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Diego Naval Station, the San Diego Zoo,  

and the Gaslamp Quarter. In addition 

to the panoramic views, enjoy 

amenities such as the spa, jogging 

trails, health club, three year-round 
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here for you to have an amazing time!

Register Today! 

Enlist your friends and coworkers to join 

you in San Diego and save even more 
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ICD-9-CM
Coding Books for 2009
Most ICD-9-CM code books contain identical information—the official government data—and some customized data from the publisher. Because most 

people want the same added features, the books are fairly similar and choice is based on personal preferences for how the information is displayed, 

cost, and customer service. All books reviewed include the following: official codes and descriptions, updated for 2009 and identified as new or 

revised; official ICD-9-CM Coding Guidelines; unabridged index and all of Volumes 1 and 2 and official appendixes (Volume 3 for hospital books); bound 

and printed format. They have Medicare edits, illustrations and annotations, and notations on AHA Coding Clinic references, unless noted. Generally, 

coders in physician office, clinics, or outpatient facilities need Volumes 1 and 2, while payers and inpatient coders need Volumes 1, 2, and 3.
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Coding Books for 2009
CPT®, unlike ICD-9-CM and HCPCS Level II, is developed and copyrighted by a non-governmental entity. CPT® codes, descriptions, and guidelines 

are owned by the American Medical Association (AMA), which develops them with input from specialty societies, governmental agencies, and other 

constituents. As a result, only the AMA’s CPT® Professional and Standard have all the CPT® information, although other publishers amend parts 

of the data with Medicare and other information. Every coder should start with the AMA book, then augment it with other publications that include 

desired additions. All of the books reviewed below include these common elements: all the 2009 CPT® codes and descriptions, modifiers, and 

icons denoting usage of the codes.

2
0

0
9

 C
P

T
®
  

P
u

b
li

s
h

e
r/

 

E
d

it
io

n

N
e
w

 f
e

a
tu

re
  

o
r 

e
x
tr

a
s

P
ri

c
e

T
a

b
s/

o
th

e
r 

n
a

v
ig

a
ti

o
n

 

to
o

ls

B
in

d
in

g

O
th

e
r 

 

in
fo

rm
a

ti
o

n

P
h

o
n

e
  

n
u

m
b

e
r

AAPC/ Procedural 

Coding Professional
RVUs Coding tips for 
radiology and lab.

84.95 Color tabs Plastic spiral Not allowed for CPC® 
core and specialty 
exams

1-800-626-2633

AMA Press/ 

Professional Edition
Official publication of 
codes’ owner.
Crosswalk table of 2008 
to 2009 and E/M  
decision tree.

102.95 Color tabs Wire spiral Can be used for CPC® 
core and specialty 
exams

1-800 621-8335

AMA-Press/ 

Standard Edition
Official publication of 
codes’ owner.
Crosswalk table of 2008 
to 2009 and E/M  
decision tree.

74.95 n/a Paperback Can be used for CPC® 
core and specialty 
exams

1-800 621-8335

Contexo/MMI/ 

Procedural Coding 

Professional

Coding tips for radiology 
and lab.

94.95 Color tabs Plastic spiral Not allowed for CPC® 
core and specialty 
exams

1-800-324-5724

Ingenix/Current  

Procedural Coding 

Expert

Organized by body system
Medicare global/
follow-up days
Brand name vaccinations
Icons for PQRI.
Two formats; Spiral and 
trade paperback

99.95 (Spiral)

89.95  
(Paperback)

Color Tabs Plastic spiral/
Paperback

Not allowed for CPC® 
core and specialty 
exams

1-800-464-3649

PMIC/CPT® Coders’ 

Choice
CPT® Standard  
augmented anatomical  
illustrations and tutorial

79.95 n/a Comb-bound Not allowed for CPC® 
core and specialty 
exams

1-800-633-7467

PMIC/CPT® Plus! Coding tutorial, and 
anatomical illustrations. 

79.95 (Spiral)

69.95  
(Paperback)

Color Tabs Plastic spiral/
Paperback

Not allowed for CPC® 

core and specialty 
exams

1-800-633-7467
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coding books

HCPCS level II
Coding Books for 2009
HCPCS Level II books contain all the latest codes and descriptions at time of publishing. Some provide Web updates and Ingenix offers a quarterly 

updated product. All HCPCS books include full descriptions, Medicare coverage information, and material from the ANWEB table posted by the 

CMS. Most of these books include enhanced indexes and drug tables. Some include brand name crosswalks and icons denoting coverage. Some 

include information for payment systems that use HCPCS codes, such as APCs or ASCs.
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AAPC/ HCPCS  

Medicare Level II Codes
DMEPOS icons
Integrated illustrations
G codes for PQRI

74.95 Colored Tabs Plastic spiral Web code 
Updates

1-800-626-2633

American Medical  

Association/ AMA 

HCPCS 2009 Level II

Icons denoting PQRI, MPFS, ASC, 
DMEPOS, and OPPS related codes.

94.95 Color Tabs Paperback n/a 1-800 621-8335

Contexo/MMI/HCPCS 

Level II Professional 

2009

DMEPOS icons
Integrated illustrations
G codes for PQRI

94.95 Color Tabs Plastic spiral Web code 
updates

1-800-324-5724

DecisionHealth/HCPCS 

Level II Expert
Icons denoting PQRI, MPFS, ASC, 
DMEPOS, and OPPS related codes. 

89.95 Color Tabs Plastic spiral n/a 1-877-652-9093

DecisionHealth/HCPCS 

Level II Professional
Icons denoting PQRI, MPFS, ASC, 
DMEPOS, and OPPS related codes. 

89.95 Color Tabs Paperback n/a 1-877-652-9093

HCPro/HCPCS Level II 

Manual
Age and sex edits
APC and ASC edits

79.00 n/a Metal spiral n/a 1-877-727-1728

Ingenix/ HCPCS Level 

II Expert
Spiral 
Paperback 
Updateable binder
Icons denoting PQRI, MPFS, ASC, 
DMEPOS, and OPPS related codes. 
Medicare and Commercial fee data

99.95  
(Spiral)
86.95 
(Paper-
back)
149.95 
(Binder)

Color Tabs
Thumbtabs on 
Binder

Plastic spiral/
Paperback/
Binder

n/a 1-800-464-3649

Ingenix/HCPCS Level II 

Professional
Icons denoting PQRI, MPFS, ASC, 
DMEPOS, and OPPS related codes. 
Includes age and sex edits.
AHA Coding Clinic

72.95 Color Tabs Paperback n/a 1-800-464-3649

MedBooks, Inc/HCPCS 

Level II National Supply 

Code Book

Pricing and multiple pricing indicators
Anesthesia base units

79.95* n/a Metal Spiral n/a 1-800-443-7397

Saunders/Saunders 

2009 HCPCS Level II
Evolve companion Web site 62.95 n/a Evolve compan-

ion Web-site
n/a n/a

Wasserman/HCPCS 

Level II Code Book  

& Fee Guide

New/Used/Rental Fee information 59.95* Metal Spiral n/a n/a 1-800-669-3337

Buyer’s 
Guide



SL80665 JD/KB

Get your copies today!
• Order securely at www.elsevierhealth.com

• Call toll-free 1-800-545-2522

• Visit your local bookstore

TRUST ELSEVIER  
for professional coding resources! 

Designed 
for coders 
by coders!

Available  
in both  

standard and 
professional 

versions!

2009 ICD-9-CM 

Volumes 1, 2, & 3

Professional Edition

ISBN: 978-1-4160-4450-5

2009 ICD-9-CM 

Volumes 1 & 2

Professional Edition

ISBN: 978-1-4160-4448-2

2009 ICD-9-CM, Volumes 1 & 2, Standard Edition

2009 ICD-9-CM, Volumes 1, 2, & 3, Standard Edition

2009 HCPCS Level II, Standard Edition

Also available:

Published  
every year  
to keep you 

current!

2009 HCPCS Level II 

Professional Edition

ISBN: 978-1-4160-5203-6
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newly credentialed members

International
Amabel Francis, CPC Apo AP

Janna Rhodes, CPC APO AP

Southwest
Cindy Gail Pratt, CPC Fort Smith AR

Darla Susan Sims, CPC Fort Smith AR

Patricia Neely, CPC Rogers AR

Melinda West, CPC Andover KS

Dana C Frank, CPC Derby KS

Laura D Schlesselman, CPC Frontenac KS

Sharonn Lynn Johnson, CPC Haysville KS

Chisa D Shoemake, CPC Overland Park KS

Shawntrise Williams, CPC-P Baton Rouge LA

Karen B Fleniken, CPC Rosedale LA

Marilyn J Yeager, CPC Arnold MO

Tori Ann Welch, CPC Cape Girardeau MO

Teresa Keys, CPC Carl Junction MO

Jessica Dorman, CPC Columbia MO

Tina Overton, CPC Columbia MO

Retha C Smith, CPC Columbia MO

Keri Thoroughman, CPC Columbia MO

Jane Marie Quinn, CPC Kansas City MO

Kimberly Ann Vega, CPC Kansas City MO

Connie Lyn Ruiz, CPC, CPC-H Lawson MO

Carolyn Bates, CPC Lee’s Summit MO

Connie Fairley, CPC New Franklin MO

Stefanie Adams, CPC Saint Joseph MO

Dana Brooner, CPC Saint Joseph MO

Rhonda Kay Enke, CPC Saint Joseph MO

Beverly L Jernigan, CPC Saint Louis MO

Jennifer Stine, CPC Springfield MO

Sara Enlow, CPC St Louis MO

Nan B Goodwin, CPC Diberville MS

Lila G Marlin, CPC Mantachie MS

Karla J Mendenhall, CPC Enid OK

Kathleen A Jamison, CPC-H Tulsa OK

Delores Ilene Wells, CPC Vian OK

Vicki Lynn Brown, CPC Aubrey TX

Randy Eppes, CPC Dallas TX

April Vyers, CPC Fort Worth TX

Eva Marie Jones, CPC Oak Point TX

Shelley Denice Young, CPC Temple TX

Sylvia Riojas, CPC Wolfforth TX

Mountain/Plains
Jeanne Yvette Daniel, CPC Chino Valley AZ

Annette Mosqueda, CPC Goodyear AZ

Cristi A McGraw, CPC Litchfield Park AZ

Sheryl Wilson, CPC Mesa AZ

Sang Hutchinson, CPC Phoenix AZ

Amy Poindexter, CPC Phoenix AZ

Sandra Drews, CPC Queen Creek AZ

Margaret A Bianchino, CPC Sierra Vista AZ

Eileen M Davis, CPC Tucson AZ

Susan Quinn, CPC Tucson AZ

Shaunna Ruis, CPC Yuma AZ

Karen Hamilton, CPC Aurora CO

Tracy Frickell, CPC Colorado Springs CO

Robin C Rollason, CPC Colorado Springs CO

Lisa R Langley, CPC, CPC-H, CPC-P Fountain CO

Brigitte A Cunningham, CPC Grand Junction CO

Amy K Propp, CPC Lakewood CO

Pamela Lim, CPC Littleton CO

Rhonda Jean Boyce, CPC Wheat Ridge CO

Karla M Spad, CPC Cumming IA

Kimbra Lee Crawford, CPC Hauser ID

Shelby Marie Cathey, CPC Lewiston ID

Jenna Marie Seidlitz, CPC Billings MT

Paula Kay Roberts, CPC Helena MT

Michelle R Baitey, CPC-I, CPC-H, CPC-P 

Fremont NE

Jennifer Gunhus, CPC Omaha NE

Kathleen Hanlon, CPC Omaha NE

Sally Roland, CPC Omaha NE

Lynne Padilla, CPC Albuquerque NM

Mark C Sanchez, CPC Albuquerque NM

Nicole J Neugebauer, CPC, CPC-H Armour SD

Kathy Kay Lau, CPC Corsica SD

Brittany Jo Heid, CPC Spearfish SD

Corinna Boyle, CPC Vivian SD

West
Shelley Taylor-Wilson, CPC Anaheim Hills CA

Jimmy Sio, CPC Bakerfield CA

Isabel Monzon, CPC Bell CA

Enrique Hernandez, CPC Belmont CA

Lynn Ann Moura, CPC Burlingame CA

Lynn A Turner, CPC Carmel CA

Lacie L Shatswell, CPC Copperopolis CA

Alan Joseph Wilkins, CPC Coto De Caza CA

Paul Haewon Lee, CPC Downey CA

Stephen Rosun Myung, CPC Fontana CA

Sin Song Ku, CPC Fontana CA

Janice Lynn Paulson, CPC Fresno CA

Katie Stillman, CPC Fresno CA

Alex Anthony Suazo, CPC Glendale CA

Pragnesh Chimanbhai Patel, CPC Glendale CA

April Lorraine Spence, CPC Happy Camp CA

Richard Sloane Segal, CPC Harbor City CA

Kellie Denton, CPC Kelseyville CA

Charles J Hamori, CPC La Mesa CA

Leon C Chan, CPC Lancaster CA

Courtney M Brown, CPC, CPC-H Los Angeles CA

Simone M Moultrie, CPC Los Angeles CA

Lanell Otomo, CPC Los Angeles CA

Michael B Jorgensen, CPC Los Angeles CA

Cheryl D Finch, CPC Modesto CA

Tami Walker, CPC Modesto CA

Kit W Chan, CPC Montebello CA

Leon Henry Ewin, CPC Moreno Valley CA

Latasha Nicole Towner, CPC, CPC-H Ontario CA

Robert Grant Allison, CPC Panorama City CA

Elaine Pilar Zollner, CPC Panorama City CA

Tammi Parr, CPC Rancho Cucamonga CA

Shaan S Anand, CPC Rancho Palos Verde CA

Vanessa Lynn Treadaway, CPC Ripon CA

Terence Hokcham Shum, CPC Riverside CA

James C Wang, CPC Riverside CA

Chandra D Puccio, CPC, CPC-H, CPC-P 

Sacramento CA

Evang Sayachith, CPC Sacramento CA

Monique Stephenson, CPC San Diego CA

Daniel Sherman Zisook, CPC San Diego CA

Sunita Parikh, CPC San Marino CA

Laurie D Stanley, CPC San Pedro CA

Alex C Au-Yeung, CPC Santa Rosa CA

Anna M Wambaa, CPC-P Suisun City CA

Brian-Linh Duy Nguyen, CPC Torrance CA

Jeffrey Allen Martin, CPC Ventura CA

Ped Bunsongsikul, CPC West Corina CA

Ervica Ong-Solis Cal, CPC, CPC-H 

woodland hills CA

Albert Dreskin, CPC Woodland Hills CA

Charmian Marie Gough, CPC Yorba Linda CA

Paul Michael Minardi, CPC Yorba Linda CA

Debbie Kline, CPC Yuba City CA

Debra Kimie Nakatsuka, CPC Honolulu HI

Renea DiDomenico, CPC Beaverton OR

Brandi Rose Amatisto, CPC Eugene OR

Kristina Susan Hamer, CPC Portland OR

Cynthia Marraffino, CPC Yoncalla OR

Ann Whitley, CPC Graham WA

Cara D Eaton, CPC Tacoma WA

Tracy Goretti, CPC Tacoma WA

Lorraine Papazian-Boyce, CPC Vancouver WA

Sandra Dee Standley, CPC-H Yakima WA

Northeast 
Kelly Anne Ditmore, CPC Gales Ferry CT

Tracie Nicola McDonald, CPC Groton CT

Patricia Carol Carlson, CPC North Haven CT

Kathie Carson, CPC Quaker Hill CT

Alonna Gambardella, CPC Wallingford CT

Anita E DeGoosh, CPC West Haven CT

Rae S Kangas, CPC Wolcott CT

Penny Ellsworth, CPC Auburn MA

Gabrielle Ann Susi, CPC, CPC-H Canton MA

Donna H Murray, CPC Chicopee MA

Jarod Boissonneault, CPC Erving MA

Lisa Martin, CPC Ludlow MA

Sheila DiTocco, CPC Pembroke MA

Kimberly E Simpson, CPC Plymouth MA

Nicolas K Saliba, CPC Quincy MA

Sandra Connors, CPC Spfld MA

Susan M Camus, CPC Springfield MA

Glenda Garcia, CPC Springfield MA

Nancy Velasquez, CPC Worcester MA

Carol Lynn Cherry, CPC Scarborough ME

Sally Lynn Hipsher, CPC South Portland ME

Margaret Ann Parisen, CPC South 

Portland ME

Karen Drake, CPC Great Neck NY

Julieanna Potochniak, CPC Vestal NY

Stephen Hassett, CPC West Coxsackie NY

Susan Kapral, CPC Dummerston VT

Atlantic
Susan Cathcart, CPC Newark DE

Denise Dugan, CPC Newark DE

Jan M Yoder, CPC, CPC-P Newark DE

Alyson Burrows, CPC Arnold MD

Rosalie Sparrow, CPC Baltimore MD

Marianne Grace Asplen, CPC Cambridge MD

Robin Lisa Stover, CPC Ellicott City MD

Cheryl Lynn Orndoff, CPC-H Ferndale MD

Charlene,A Mayo, CPC Prince Frederick MD

Charla W Wynn, CPC Upper Marlboro MD

Dolores T Russo, CPC, CPC-P Deptford NJ

Denise Jeffers, CPC National Park NJ

Eileen Hefterich, CPC, CPC-H Pennsauken NJ

Carol Varesi, CPC Pompton Plains NJ

Jessica M Ortiz, CPC Ridgefield Park NJ

Lisa Mae Iannelli, CPC Allentown PA

Tammy Keller, CPC Catasauqua PA

Michelle Hack, CPC Danville PA

Rebecca R Stockdale, CPC Eagleville PA

Kimberly K Metcalfe, CPC Greensburg PA

Melissa A Kline, CPC Lewisburg PA

Rebecca Quinton, CPC Paxinos PA

Lisa Mannheimer, CPC Pittsburgh PA

Ruth Olliffe, CPC Pittsburgh PA

Valerie Aiello, CPC Plymouth PA

Janice Bohan, CPC Plymouth PA

Susan Bird, CPC Shamokin PA

Melissa Ambrose, CPC Tyrone PA

Mona Hill, CPC West Chester PA

Renee Aston, CPC York PA

Southeast
Christine Owens Brady, CPC Clearwater FL

Bonnie Reper, CPC Clermont FL

Cicely Hawkins, CPC Ft Myers FL

Carla H Williams, CPC High Springs FL

Nicole Angelique Hampton, CPC 

Jacksonville FL

Carolyn Thomas Ivey, CPC Jacksonville FL

Christina M McCullough, CPC Jacksonville FL

Angela Park, CPC Jacksonville FL

Teri Lee Lobsinger, CPC Lake Park FL

Veronica LaFleur, CPC Lakeland FL

Nicole Lorraine Edgar, CPC Melbourne FL

Eileen Cole, CPC Miami FL

Lisa Davis, CPC Navarre FL

Debra Ann Echeverria, CPC New Port Richey FL

Jennifer Lucille Lanzner, CPC New Port 

Richey FL

Cheryl Ried, CPC Ocala FL

Jennifer Lynn Staup, CPC Palm Harbor FL

Anne-Marie Johnrose-Brown, CPC St 

Petersburg FL

Patricia A Petro, CPC Valrico FL

Dartagnon Dawson, CPC Wesley Chapel FL

Deepti Sharma, CPC Alpharetta GA

Meredith Manning, CPC Columbus GA

Patti M Bolling, CPC, CPC-H, CPC-P 

Duluth GA

Jennifer L Virgilio, CPC-P Loganville GA

Shirley Deems, CPC Ocilla GA

Charity J Garey, CPC Ringgold GA

Lynn Parton, CPC Ringgold GA

Melanie L Daniel, CPC Smyrna GA

Deanne D Baggett, CPC Clarksville TN

Larue Tidwell, CPC Fairview TN

Stephanie Ezzell, CPC Gallatin TN

Traci Linn, CPC Hendersonville TN

Dawn Akin, CPC Hermitage TN

Tracy Merrill, CPC Medina TN

Renee Timberlake, CPC Mount Juliet TN

Kanar Kokoy, CPC Nashville TN

Shani L Martin, CPC, CPC-H Nashville TN

Crystal Dianne Curtis, CPC Shelbyville TN

Katherine S Nance, CPC Signal Mountain TN

Great Lakes
Jamee C Ogielo, CPC Carol Stream IL

Linda J Benton, CPC Carterville IL

Jacqueline Marie Dubiel, CPC Chicago IL

Susanne Wallace, CPC Chicago IL

Cassandra Dixon, CPC Forest Park IL

Lori DeAnn Brown, CPC Herrin IL

Diana Lynn Yates, CPC-I, CPC-H Herrin IL

Hillary Starrett, CPC Joliet IL

Mindi J Marcum, CPC Le Roy IL

Christopher Manion, CPC Sherman IL

Lisa Ross, CPC Shirley IL

Beth Raap, CPC Woodridge IL

Roberta V Fox, CPC Greenfield IN

Angelnet E Johnson, CPC Indianapolis IN

Luisa Ivers, CPC Jeffersonville IN

Brandy Miller, CPC Bailey MI

Jacqueline Crump, CPC Grand Rapids MI

Shirley Santo, CPC Grand Rapids MI

Megan Hammerberg, CPC Norway MI

Barbra Post, CPC Wyoming MI

Mary Christine Walsh, CPC Wyoming MI

Marianna Louise Stotesbury, CPC Min-

neapolis MN

Tatiana Diaz, CPC Mounds View MN

Michele M Esposito, CPC, CPC-H 

Campbell OH

Sheila Mcintosh, CPC Euclid OH

Doris Thome, CPC Euclid OH

Elizabeth Cruz, CPC Lorain OH

Arica D Candelaresi-Couch, CPC 

Loveland OH

Christina Renee Reed, CPC Maumee OH

Becky Jo Phillips, CPC, CPC-H Salem OH

Laura M Vassallo, CPC Streetsboro OH

Crystal D Hill, CPC Walbridge OH

Zaida McGarry, CPC Youngstown OH

Susan Mary Knaack, CPC Appleton WI

Kelly J Lopez, CPC West Bend WI

Mid-Atlantic 
Connie Jo Humphrey, CPC, CPC-H 

Ashland KY

Tracie Bullock, CPC Benton KY

Virna Lissi Ceballos, CPC Elizabethtown KY

Nina Kathleen Franz, CPC-H Flatwoods KY

Lisa Dawn Barber, RHIT, CPC-H Greenup KY

Denise D Shelby, CPC Lexington KY

Carolynn L Goode, CPC Louisville KY

Mary Hillerich, CPC Louisville KY

Lillian Ruth Lady, CPC Louisville KY

Grace Little, CPC Morehead KY

Rhonda Talley, CPC Burlington NC

Lana Gheesling Waldrup, CPC Clyde NC

Deborah Ryan, CPC Durham NC

Deresa Stroud, CPC Durham NC

Carla Kristen Ainsley, CPC Greenville NC

Donna Moore, CPC Hickory NC

Pamela Norris, CPC Lillington NC

Donna Marie Hayes, CPC Raleigh NC

Fred Holt, CPC Raleigh NC

Gayle Jones West, CPC Raleigh NC

Lynn S Cochran, CPC Sylva NC

Nichelle Bradsher Bailey, CPC Timberlake NC

Sarah Scarboro, CPC Trinity NC

Lisa Harbin Smith, CPC Troutman NC

Dorian Kelly, CPC-H Wendell NC

Melissa B Hudson, CPC Willow Spring NC

Carolyn C Hlavac, CPC, CPC-P Charleston SC

Janice Raetta Nash, CPC Charleston SC

Vicky Dale Beals, CPC Round O SC

Eileen Slappey, CPC Alexandria VA

Nancy Whitney Machado, CPC Alexandria VA

Rebecca Joy Booher, CPC Bristol VA

Melissa Wine Nagy, CPC Broadway VA

LaToya M Johnson, CPC Chesapeake VA

Jay Ann Todd, CPC Chesapeake VA

Shaiye Marie Shorts, CPC Delaplane VA

Cindy R.M Bergquist, CPC Harrisonburg VA

Jill W Moffett, CPC Harrisonburg VA

Rhoda Cooper, CPC Rice VA

Julnette Moon, CPC Roanoke VA

Kira Ammirato, CPC Springfield VA

Jennifer E Burton, CPC Sterling VA

Hillary Marder, CPC Stone Ridge VA

Mary S Goddard, CPC Surry VA

Lori Lyn DiBisceglie, CPC Toms Brook VA

Marlene Yermal Lashbaugh, CPC Virginia 

Beach VA

Jennifer Fletcher Alsberry, CPC Winchester VA

International
Linda Michelle Gordon, CPC-A, CPC-H-A 

APO AE

Lee Anne Griggs, CPC-A APO AE

Marvin L Primos, CPC-A APO AE

West
Shirley Klebs, CPC-A Anchorage AK

Gladys Y Rubio, CPC-A Anaheim CA

Julia Ann Musekamp, CPC-A Arcadia CA

Putheary Prum, CPC-A Bellflower CA

Lerma A Veloso, CPC-A Corona CA

Annaliza Catu, CPC-A Daly City CA

Patricia L Ebert, CPC-A El Dorado Hills CA

Vickey Seguine, CPC-A Fair Oaks CA

Tammy Jean Delp , CPC-H-A Fresno CA

Derek Martin , CPC-A Fresno CA

Sang Leung, CPC-A La Mirada CA

Terry Allen, CPC-A Lake Forest CA

Paul A Amendt, CPC-A Los Angeles CA

Lori Marie Cambra, CPC-A Martinez CA

Deborah Leisher, CPC-A Moorpark CA

Jorge A Guzman, CPC-A North Hollywood CA

Allen Alex Alaverdian, CPC-A Palos Verdes 

Est CA

Stacey Michelle Collins, CPC-A Riverside CA

Megan K. Maxim, CPC-A Riverside CA

Lucy Saucedo, CPC-A Rowland Heights CA

John Black, CPC-A Sacramento CA

Alison Dodds, CPC-A Sacramento CA

Bhuvana K Ramanathan, CPC-A San 

Diego CA

Nelar Wine, CPC-A San Diego CA

Yu-Chien Kuo, CPC-A San Dimas CA

Marguerite Marie Reyes, CPC-A Shingle 

Springs CA

Benjamin Isaac Broder , CPC-A South 

Pasadena CA

Shari G Lim, CPC-A Tustin CA

Anne Ambrocio, CPC-A Honolulu HI

Rosemarie A Butau, CPC-A Honolulu HI

Barbara June Price, CPC-A Fernley NV

Monica Rohman, CPC-A Clackamas OR

Sheri Lynn Carpenter, CPC-A Portland OR

Summer Rose Murphy, CPC-A Portland OR

Serenity Guzman, CPC-A Salem OR

Chong W Lee, CPC-A West Linn OR

Michelle Noll, CPC-A Mead WA

Mountain/Plains  

Courtney Layman, CPC-A Gilbert AZ

Shelly A Simonson, CPC-A Cortez CO

I Lorene Mead, CPC-A Dolores CO

Laurel Fehlberg, CPC-A Grand Juction CO

Amy Bevan, CPC-A Grand Junction CO

Elizabeth Juengling, CPC-A Billings MT

Angela Rae Herman, CPC-A Bennington NE

Laura Howe, CPC-A Bennington NE

Susan K Anderson, CPC-A Omaha NE

Susan Rice, CPC-A Albuquerque NM

Kathleen K Thomson, CPC-A Roswell NM

Alicia Denise Hargrove, CPC-A Ruidoso 

Downs NM

Carrie E Cobb, CPC-A Belle Fourche SD

Virginia R Bryant, CPC-A Rapid City SD

Beverly Elaine Zimmerman-Davis, CPC-A 

Roy UT

Northeast
Nicole T Furlong, CPC-A Bristol CT

Kathleen M Marinelli, CPC-A Bristol CT

Kimberly C Heck, CPC-A Cheshire CT

Henry M Grouten, CPC-A Farmington CT

Latasha B Davis, CPC-A New Haven CT

Angela Wilkerson, CPC-A New Haven CT

MaryAnn Mahon, CPC-A Southington CT

Amanda Cahill, CPC-A Windsor Locks CT

Carolyn Landquist, CPC-A Ludlow MA

Gianna Elisa Frezzo, CPC-A Lynn MA

Patricia A Petitpas, CPC-A West Roxbury MA

Christine M Beaulieu, CPC-A Hooksett NH

Colleen Monks, CPC-A Londonderry NH

Tracy L Ernst, CPC-A Sanbornville NH

Atlantic 
Lynn Ann Wahlberg, CPC-A Bear DE

Ronda A Emerson, CPC-A Clayton DE

Rita S Smith, CPC-A Middletown DE

Julia Raquel Dolores Roark, CPC-A 

Newark DE

Merrilyn Yvette Simms, CPC-A Newark DE

Jung Eun Yi, CPC-A Abingdon MD

Audria Mehrabani, CPC-A Clarksville MD

Cathy E Hurd, CPC-A Ellicott City MD

Adam Dean Peters, CPC-A Rising Sun MD

Tammy C DeBenedictis, CPC-A Woodbine MD

Cheryl Muscavage, CPC-A Denver PA

Robert Brittain, CPC-A Moutaintop PA

Kayla MacTavish, CPC-A Saint Michael PA

Michelle Ann Henning, CPC-A, CPC-H-A 

West Middlesex PA

Southeast 
Diane E Schechner, CPC-A Aventura FL

Dawn E Hotelling, CPC-H-A Beverly Hills FL

Kaci N Billington, CPC-A Cape Coral FL

Janet Gentile-Miller, CPC-A Cape Coral FL

Deborah S Pollins, CPC-A Cape Coral FL

Melissa C Vozzella, CPC-A Cape Coral FL

Cathleen Marie Minervini, CPC-A Holiday FL

Jennifer McWilliams , CPC-A Holiday FL

Kristina R Sloan, CPC-A Lehigh Acres FL

Judy Hensley, CPC-A Miami FL

Marvelys M Juanes, CPC-A Miami FL

Suzanne E Nantais, CPC-A Palm Harbor FL

Nery Higginbotham, CPC-A Pembroke 

Pines FL

Tina M Beaver, CPC-A Saint Petersburg FL

Marcia Terbaniesingh, CPC-A Saint 

Petersburg FL

Elizabeth Porter, CPC-A Seminole FL

Jennifer LaBarre, CPC-A St Peterburg FL

Cheri Martin, CPC-A St Peterburg FL

Melissa Garrett, CPC-A Hampton GA

Kisha Suiter Evans, CPC-A Lithonia GA

Mary Alice Amsler, CPC-A Clarksville TN

Brenda K McChargue, CPC-A Graysville TN

Drucilla A Luna, CPC-A Memphis TN

Lynda Steiner , CPC-A Murfreesboro TN

Dawn Peck, CPC-A Nashville TN

Great Lakes
C Darlene Primas, CPC-A Anna IL

Kristina L Lopez, CPC-A Elgin IL

Willow Brook Allen, CPC-A Herrin IL

Debra L Armes, CPC-A Jonesboro IL

Tangela Y Oliver, CPC-A Murphysboro IL

Erin Kay Shewmake, CPC-A Nashville IL

newly credentialed members

Apprentices
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newly credentialed members

Susan Espinal, CPC-A O Fallon IL

Lisa Marie Harter, CPC-A O’Fallon IL

Dana H Mosley, CPC-A West Chicago IL

Tatiana A Stickler, CPC-A Carmel IN

Tracy H Sikes, CPC-A Evansville IN

Holly Bujna, CPC-A Indianapolis IN

Karli Nicole Raynor, CPC-A Indianapolis IN

Karen R Kaiser, CPC-A Jeffersonville IN

Delphine Marie Kehoe, CPC-A, CPC-H-A 

Mc Cordsville IN

Jerry Sue Bowerman, CPC-A Noblesville IN

Linda Delpha, CPC-A Thorntown IN

Wendy A Wierzbicki, CPC-A Grand Rapids MI

Janet Elaine Dalman, CPC-A Grandville MI

Lindsey M Hetrick, CPC-A Boardman OH

Norkita Renee Brown, CPC-A Cincinnati OH

Vanetta Kim Pride, CPC-A Cleveland OH

Stephanie Ann Blake, CPC-A Poland OH

Sherri Ann Hannay, CPC-A Salem OH

Jay F Hart Jr., CPC-H-A Warren OH

Joanne Mary Politis, CPC-A Youngstown OH

Cheryl Lee Esslinger, CPC-A Appleton WI

Judy George, CPC-A Appleton WI

Southwest
Andrea LRussell, CPC-A Kansas City KS

Patricia Ann Berg, CPC-A Olathe KS

Janie Bush, CPC-A Overland Park KS

Breanna Marie Derrick, CPC-A Wichita KS

Sarah Haas, CPC-A Wichita KS

Tammy E Haymon, CPC-A Gonzales LA

Sheree M Cook, CPC-A Adrian MO

Angie C Scott, CPC-A Armstrong MO

Catherine Ann Duncan, CPC-A Belton MO

Sharon Halliburton, CPC-A Butler MO

Wendy Hendren, CPC-A Centralia MO

Rachael King, CPC-A Columbia MO

Trinette McGinty, CPC-A Fulton MO

Jean Kloeppel Reed, CPC-A Joplin MO

Melinda M Lacy, CPC-A Lees Summit MO

Sarah Miller-Sell, CPC-A Liberty MO

Jane Lierheimer, CPC-A Mexico MO

Melissa S Hull, CPC-A Moberly MO

Kathy Herron, CPC-A Owasso OK

Kimberly A Pineda, CPC-A San Antonio TX

Deniese M Scheff, CPC-A Spring Branch TX

Chri Mechelle Mount, CPC-A Wylie TX

Mid-Atlantic
Brenda E Mullins, CPC-A Eolia KY

Lisha Moore, CPC-A Louisville KY

Theresa Anstead, CPC-A Mt Washington KY

Ellen M Lynch, CPC-A Concord NC

Dana Herrera, CPC-A Fayetteville NC

Gina Lanier Abrams, CPC-A Garner NC

Jeanette Hernandez, CPC-H-A Newport 

News NC

Patricia L Buhr, CPC-A Wake Forest NC

Amy McCormick, CPC-A Whiteville NC

Clare Erickson, CPC-A Myrtle Beach SC

Darius Samii, CPC-A North Charleston SC

Dawn Wood, CPC-A Charlotteville VA

Maurice L Frear, CPC-A Chesapeake VA

Anna Elizabeth Maness, CPC-A Dryden VA

Shannon Turue Stacey, CPC-A Duffield VA

Barbara Lou Wilson, CPC-A Hinton VA

Christina DeAnn Oaks, CPC-A Jonesville VA

Casey Drake, CPC-A Newsoms VA

Julie Renee Tuck, CPC-A Roanoke VA

Rachel A Gatti, CPC-A Suffolk VA

Mary M Coleman, CPC-A Timberville VA

Valerie Jill Chapman, CPC-A Sissonville WV

Atlantic
Natalie M Brown, CPC-E/M, GENSG, 

CPC-H, CPC-P, Mechanicsburg, PA

Janet Thul, CPC-INTMED, Hershey, PA.
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AHA Coding Clinic® for ICD-9-CM is
the only official publication for
ICD-9-CM coding guidelines and
advice as designated by the four
Cooperating Parties: American
Hospital Association (AHA),
American Health Information
Management Association (AHIMA),
Centers for Medicare & Medicaid
Services (CMS), and the National
Center for Health Statistics (NCHS).

An annual subscription includes
quarterly issues of AHA Coding
Clinic® for ICD-9-CM plus the AHA
Coding Clinic Alphabetical Index.

Each issue features:
• Official coding advice
• Correct code assignments for new technologies and newly

identified diseases
• Articles and topics offering practical information designed to

help improve data quality
• A bulletin of coding changes and corrections to health care

providers
• Actual examples from our coding advice service
• AHA Coding Clinic® continuing education quizzes for AHIMA

Continuing Education (CE) credits offered 2 times a year

To subscribe, please call 800/621-6902
or visit www.ahacentraloffice.org and click on the
Products section.

The official publication for ICD-9-CM coding guidelines and advice

AHA Coding Clinic® for ICD-9-CM

To learn more about the AHA Coding Clinic Audio Conference Series,
please visit www.krm.com/ahacentraloffice.

Improve Coding Accuracy and Your Organization’s Bottom Line



(484) 433-0495   www.CodingWebU.com

Providing Quality Education at Affordable Prices

™

CodingWebU.com

CodingWebU.comCodingWebU.com
The New Home of the 

Annual CEU Coding Scenarios 

& the E&M Coding Series

The New Home of the 

Annual CEU Coding Scenarios

& the E&M Coding Series

2008 and 2007 Versions are Currently Available

CPC® Part 1

CPC® Part 2

CPC-H®

CPC-P®

E&M

$85 for

$85 for

$75 for

$85 for

$65 for

9 CEUs

9 CEUs

7 CEUs

8 CEUs

6 CEUs

NEED CEUs?NEED CEUs?
Get 2 FREE CEUs by trying our new site.   

Go to www.CodingWebU.com/news 

for more information. 

No Purchase Necessary

Get 2 FREE CEUs by trying our new site.   

Go to www.CodingWebU.com/news 

for more information. 

No Purchase Necessary
Expires August 31, 2008
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A Famous Case of Multiple Organ Removal
May’s operative note was an account of a woman who recently had six organs removed , prepped and replaced, allowing for the 
excision of an “inoperable” leiomyosarcoma. The cancer had wrapped itself around vital vasculature making normal surgical tech-
niques for removal a death sentence. We didn’t know everything necessary to code the case accurately, so instead of asking for 
the codes, we asked you to address the issues you need to know before you code the scenario accurately. After all, if it isn’t docu-
mented it shouldn’t be coded.

We received several responses from our readers. Unfortunately, they skipped the items not addressed in the case. We asked 
Nancy Reading, BS, RN, CPC, CPC-I, vice president of education at the AAPC, for her take. Here’s what she suggested a coder 
would want to look for in a complicated and first-time case like this. 

In a case like this, Nancy told us, prior approval is important and a coder would want to present the payer with information to 
over-approve the case. Documentation of clinical efficacy, outcomes, and cost savings are paramount in getting a case like this 
considered by a third party payer as anything but experimental. Removal and replacement of the same organs in the same surgical 
session require submission of unlisted codes. Based on the documentation, argument can be made to code backbench work, but 
documentation we received did not illustrate with enough depth and description the work done there. All vascular work done as 
part of the removal of the tumor would be coded but we don’t know vessels or to what extent. 

Establishing the pricing for the unlisted procedure is done by comparing the cost for similar procedures. Liver transplant can be 
used to benchmark a jumping off point and each additional organ replaced could be assigned a value at 50 percent of the liver 
transplant. Each vessel re-anastamosis can be coded once the sites are known, in addition to the unlisted code. Back bench work 
can be coded if appropriate 

Chances are a payer may not cover such an experimental procedure, Nancy said, so it would be prudent to negotiate a contract of 
payment from the patient beforehand.

Team Coding Leader Dr. Mohammed Ali Hadi, CPC, CPC-H, India, did help us with diagnoses, which is well-documented in the news 
reports and press releases we used to construct the case.

205.30 Myeloid leukemia; myeloid sarcoma; without mention of remission 

V67.1 Follow-up examination; following radiotherapy

V67.2 Follow-up examination; following chemotherapy
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Diagnosis: Nutcracker Syndro
me

Findings: A 15-year-old male
 presented with a three-mont

h history of intermittent ma
cro-

scopic hematuria and left pl
ank pain. The patient had n

o family history of hematuri
a or 

any hematological or renal 
diseases. Urinalysis reveale

d numerous red blood cells 
(RBC) 

per high power field with RB
C casts. RBC morphology was

 predominantly (>90 percent)
 iso-

morphic, suggesting that it 
was of non-glomerular etiolo

gy. Other tests were of norm
al 

range. Renal ultrasound and 
abdominal computerized tomo

graphy (CT) scan didn’t dete
ct 

nephrolithiasis, tumors, or 
lesions. The patient’s cysto

scopy, however, showed bleed
-

ing that emanated solely fro
m the left renal system. A 

renal biopsy failed to show 
any 

glomerular pathology on ligh
t and electron microscopy. I

mmunofluorescence microscopy
 was 

negative for immune reactant
s. A biplanar abdominal aor

tography with left renal art
e-

riography was requested and
 showed an abnormal venous 

phase on the left renal vei
n 

with varicosities of collate
ral veins between the super

ior mesenteric artery and ao
rta. 

Informed of a diagnosis of 
nutcracker syndrome, the pat

ient and his parents selecte
d 

conservative management.

After two years, persistence
 of hematuria and left flan

k pain prompted the family 
to 

seek intervention. Despite a
 lower than normal hematocr

it, the patient was normoten
sive 

without hemodynamic comprom
ise.

Procedure: The patient unde
rwent endovascular stenting 

of the left renal vein wher
e a 

14 mm X 6 cm stent was inse
rted. A final venogram was 

performed to check proper d
ila-

tion and adequate vein dilat
ation. The patient left the 

next day.

The Nutcracker Stent

Can You Code This Note?

Like so many conditions affecting the kidneys, nutcracker 

phenomenon or syndrome (NCS) is caused by problems 

within the renal pelvis, the compression of the left renal vein 

between the aorta and superior mesenteric artery. On an 

X-ray, it looks like a nutcracker is being used to crush the 

vein and stem blood flow. It is a rare cause of hematuria in 

children and its treatment, which ranges from conservative 

management to arterial bypass, is controversial. The flank 

pain, renal hypertension, and other symptoms associated with 

this “nutcracker” are not something even Clara’s Mouse King 

would want. Below is an approach chosen after a lot of test-

ing and head-scratching was done. How would you code this?

extreme coding

Have You Gone to Extremes?

Have you got a challenging scenario you’d like to see discussed in 

this forum? Send your op report to extreme.coding@aapc.com. Before 

forwarding it to us, please safeguard the patient’s personal informa-

tion by changing dates and removing unique identifiers.



44 AAPC Coding Edge

coding compass

Complacency Creates  

Compliance Concerns

by Julie E. Chicoine,  

JD, RN, CPC

Buying the Right Books is Good Protection

Buyer’s 
Guide

Physician Chart Auditor Testimonial

The Physician Chart Auditor (PCA) course has been 

invaluable to my healthcare career. I earned 27 CEUs 

and my PCA designation. I can now confidently chart 

audit. The physicians I work for were able to realize a 25% 

increase in revenue from implementing techniques taught 

in the course. I still reference the tools and materials pro-

vided by PCA regularly. I recommend this course to AAPC 

members interested in the next level certification after the 

CPC®. www.physicianchartauditors.com

Civita Fahey, CPC, CHCC, CCS-P, PCA

Health care providers operate under an increas-

ingly scrutinized regulatory environment for fraud 

and abuse involving federal health care programs1 

including Medicare and Medicaid. Recent state-

ments by Senator Patrick Leahy (D-VT) at a Feb. 27 

hearing on “The False Claims Act Correction Act 

of 2008” note the current Federal False Claims Act’s 

enforcement actions led to the United States Trea-

sury recovering more than $20 billion from fraud 

and abuse cases involving various industries, includ-

ing health care, since 1986. 

Be Up-to-Date

Given the financial risks of coding and billing for 

health care services, it is important for coding pro-

fessionals to use up-to-date references and materials 

when submitting claims for health care providers.

The False Claims Act (“Act”) is an effective govern-

ment enforcement tool against fraud and abuse in the 

health care sector. Currently under the False Claims 

Act, it is unlawful for a person (individuals or organi-

zations) to knowingly submit or cause to be submit-

ted, a fraudulent claim to an officer or United States 

government employee for payment or approval. The 

Act defines “knowingly” as presenting a claim with 

“actual knowledge” that the information is false and/

or acting in “reckless disregard” or “deliberate igno-

rance” of a claim’s truthfulness or accuracy. In other 

words, the government’s position on health care fraud 

and abuse is that with the wide variety of coding ref-

erences and resources available, coding professionals 

and/or providers should know their conduct departed 

from accepted business practices.

Liability under the False Claims Act can lead to civil 

monetary penalties ranging from $5,000 to $10,000 

for every claim filed. With the busy demands placed 

upon coding professionals, fines can quickly add up 

to significant financial government settlements.

Besides the success of government enforcement 

activities against fraudulent health care providers, 

two other initiatives raise scrutiny and financial 

liability to a higher level. The first initiative is the 

proposed “False Claims Correction Act of 2008” (S. 

2041), which is a response to recent interpretation of 

the False Claims Act by various federal courts. The 

False Claims Correction Act of 2008 expands the 

current law to increase its effectiveness in targeting 

fraud and abuse practices.

In addition to legislative changes, the Office of 

Inspector General (OIG), who oversees the integ-

rity of federal health care programs, recently issued 

a press release of an “Open Letter to Health Care 

Providers” which discusses clarifications the OIG 

believes will increase use of its Provider Self-Disclo-

sure Protocol. The Provider Self-Disclosure Protocol 

was released in 1998 to enable the government and 
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the provider to jointly resolve program abuses, cor-

rect problems leading to program abuse, and further 

participation integrity of federal health care pro-

grams such as Medicare and Medicaid.  

The OIG’s open letter indicates initial disclosure 

should include the following:

A complete description of the disclosed conduct; z

A description of the provider’s internal investiga- z

tion or a completion commitment; 

An estimate of damages (i.e., overpayments) to  z

federal health care programs and the method 

used to calculate the damages or a commitment 

as to when the provider will complete the esti-

mate; and

A statement of laws potentially violated by the  z

conduct.

In addition, the open letter indicates providers must 

be in a position to complete an investigation and 

damages assessment within three months after enter-

ing into the OIG’s disclosure process. This process 

allows a provider to preemptively disclose serious 

billing problems and minimize significant penalties 

for billing misconduct. However, any investigation 

revealing a lack of compliance by using outdated 

coding and billing materials may lead to further 

problems for the provider.

Minimize Risk

In light of these new initiatives, it behooves coding 

professionals and health care providers to minimize 

the risk of fraudulent activity by adopting proactive 

practices such as using up-to-date coding resources 

and materials, including the latest Current Proce-

dural Terminology (CPT®) manuals.  

The CPT® code set was developed in 1969 by the 

American Medical Association (AMA) to establish 

an accurate and consistent description of medical, 

surgical, and diagnostic physician services and is the 

primary source for coding and billing information 

for coding professionals. In 1983, CMS adopted the 

CPT® coding system to ensure accurate coding and 

billing for Medicare services. The Health Insurance 

Portability and Accountability Act (HIPAA) of 1996 

included CPT® as part of the Health Care Common 

Procedure Code Set (HCPCS) as the national stan-

dard for health care electronic transactions for physi-

cian and other outpatient services.

The AMA holds copyright to the CPT® manual and 

updates the manual on a regular basis. The AMA’s 

CPT® editorial panel, a team of physicians and other 

professionals, evaluates requests for new codes and 

identifies the necessary code modifications based on 

evolving technologies and new services.

The revised manual is published annually in late 

fall and takes effect at the beginning of the new 

calendar year. Coding professionals should order 

this manual every year and review it for changes. 

You should devote special attention to the deletion 

of existing codes and the addition of modifiers and 

codes. Reviewing the CPT® helps the coder and 

other billing professionals update transaction forms 

such as charge tickets, fee schedules, and related 

documents for accurate and compliant billing. CPT® 

manuals should be shelved and maintained for refer-

ence as a business record in the unlikely event of a 

payer audit or investigative government action.

In addition to CPT® manuals, coding professionals 

should follow similar practices with other coding 

resources, including the International Classification 

of Diseases, Ninth Revision, Clinical Modification 

(ICD-9-CM). ICD-9-CM is the coding reference for 

disease classification, diagnoses, and injury causes. 

The World Health Organization (WHO) devel-

oped ICD-9 for monitoring and tracking morbid-

ity and mortality internationally. The ICD-9-CM 

is updated and maintained by the United States 

National Center for Health Statistics (NCHS) and 

is the official code set for diagnoses and procedures 

in the United States. Both NCHS and CMS oversee 

all changes and modifications to the ICD-9-CM 

manual, which are published annually with new 

Given the financial risks of coding and billing for health 

care services, it is important for coding professionals to 

use up-to-date references and materials when submitting 

claims for health care providers.

coding compass
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BE COMPLIANT!
Get Help Fast with the Nation’s

#1 Provider of Healthcare
Compliance Programs

We provide a full range of 
training options:

Medical Office Compliance Guide

Compliance Certification Courses

HIPAA Privacy and Security 
Solution Toolkits

Speaking/Training/Chart Auditing

Home Study Certification Courses

State Specific OSHA Program 
Manuals and Training Workbooks

Meet Our

CEO!

Patricia A. Trites

PhD Candidate,

MPA, CHBC,

CPC, EMS,

CHCC, CHCO,

CHP, CMP(H)

Next Course
Sept 15-19-Chicago, IL

“As a military health care officer, I

would recommend this course, its

materials and particularly the

instructor, be given to all of our

MEDDAC management staff. It is on

the cutting edge of healthcare

compliance!”

Call today or visit our website.

1-800-973-1081
www.complianceresources.com

Study and Prepare at
Your Home or Office

on Your Own
Time Schedule
♦ You can order
    individual modules

or the complete
home-study

    package, which
saves you over

    $200
♦ We will work with

you to obtain a
proctor in your

    area for completing
the CHCC and/or
CHCO exam

"In all my years of being in a medical

practice, this has been the most

intense, thorough, and knowledgeable

course/seminar I've ever been to. I've

never walked away learning so much."

--Katherine Erdely, CHCO CHCO

changes effective in October of each year. As with 

CPT® manuals, coding professionals must obtain 

updated materials annually and review them for 

changes to ensure compliant coding, documentation, 

and reimbursement for health care services. 

The evolving regulatory arena of fraud and abuse 

enforcement leaves no room for business as usual. It 

is imperative that coding professionals update their 

knowledge base and skills with current reference 

materials used in their daily activities. In doing so, 

one is reminded of the old adage “an ounce of preven-

tion is worth a pound of cure,” which are wise words 

given today’s enforcement standards. 

References:

The Social Security Act at Section 1128B(f)defines 

“Federal Health Care Programs” includes any plan 

or program that provides health benefits, whether 

directly or through insurance, which is funded in 

whole or in part by the United States government.

S. 2041, sponsored by Senator Charles Grassley 

(R-IA) is available at: www.govtrack.us/congress/bill.

xpd?bill=s110-2041

31 U.S.C. § 3729

Senator Leahy’s statements can be read in their 

entirety at http://judiciary.senate.gov/member_state-

ment.cfm?id=3161&wit_id=2629

31 U.S.C. § 3729(b)

www.oig.hhs.gov/fraud/docs/openletters/OpenLetter4-

15-08.pdf

www.ama-assn.org/ama/pub/category/3113.html 

Julie Chicoine is an attor-

ney, registered nurse 

and certified professional 

coder with several years 

of health care legal and 

regulatory experience, 

delivering presentations 

and writing several articles 

on compliance and regu-

latory topics. She is the 

compliance director for 

The Ohio State University 

Medical Center, where her 

responsibilities include 

administrative oversight 

of the medical center’s 

integrity and compliance 

program.

coding compass



Our easy-to-use, Web-based software modernizes coding. Let our technology code your umpteenth screening 

mammogram so you can focus on more complex cases.

Your management team will love our automated front-end integrity checks, including CCI and LCD/NCD. We 

resolve issues before your codes hit the billing system and keep denials to a minimum.

Sophisticated technology. Superior compliance. Successful clients.

Drowning in paper and coding manuals? 

CodeRyte can help.

No more paper.
No more sorting by hand. 

No more headaches.

www.coderyte.com    301-951-5300



With 6,000+ lessons, MC Strategies, the healthcare e-learning company, has the largest and most 

comprehensive content library in the healthcare e-learning sector. By partnering with HFMA and Elsevier, 

we bring you a total revenue cycle, coding and compliance solution.

We offer:

Knowledge Inventory Tools to identify 

knowledge gaps in inpatient/outpatient 

coding and auto-assign lessons

EduCode® Documentation Improvement

EduCode® Coding Curriculum

EduCode® Medical Terminology

Buck’s CPT coding education

Mosby’s Human Body Essentials 

for Health Professionals

MC Strategies’ Learning Management System is the first LMS in the healthcare sector to carry the HFMA 

Peer Reviewed designation. Our LMS not only delivers and tracks e-learning, but also schedules and 

generates reporting for all your other learning activities, including classroom training, outside seminars, 

skill checks and competencies.

Experience  Technology  Content  Customer Service

Overwhelmed? Can’t find the latest coding guidance?

MC Strategies can help!

HFMA staff and volunteers determined

that this product has met specific criteria

developed under the HFMA Peer Review

Process. HFMA does not endorse or

guaranty the use of this product.

To find out more about our wide selection of coding curricula, call 800-999-6274 to 

speak with one of our sales managers or visit us online at www.mcstrategies.com/B40.

* 



All the coding educational resources you 
need from the authors of CPT®

08-0334:pdf:6/08 dg

Order today! Visit www.amabookstore.com or call (800) 621-8335 for more information.

CPT® Reference of Clinical 
Examples, second edition 

Straight from the AMA, the only 
reference organized by CPT codebook 
section that provides more than 1,000 
clinical examples of the top-reported 
codes pulled from the proprietary CPT 
information database and Medicare 
claim data. New illustrations enhance 
this one-of-a-kind resource. 

Order #: OP153907 

Price: $99.95 

AMA member price: $74.95

New  
edition

CPT® Calendar 

Let the American Medical Association 
(AMA) help you keep track of 
appointments and important industry 
dates throughout the year. Featuring 
valuable coding tips from the source of 
Current Procedural Terminology (CPT®), 
the 2009 calendar is available in a 
convenient tear-off format perfect for  
the desktop.    

Order #: OP060209 

Price: $34.99 

AMA member price: $24.99

New

Coding with Modifiers: A Guide 
to Correct CPT® and HCPCS 
Level II Modifier Usage, third 
edition

Coding with Modifiers, third edition, is 
the definitive guide on modifier usage. 
This must-have resource is filled with 
the largest number of modifier changes 
since 2000, including revisions to 
modifiers 25, 32, 51, 58, 59, 76, 78  
and new modifier 92. This new edition 
also contains updated CMS, third-party 
payer and AMA-modifier guidelines  
to assist in coding accurately. 

Order #: OP322007 

Price: $92.95 

AMA member price: $69.95

Principles of ICD-9-CM 

This coding resource provides helpful 
guidelines for identifying and locating the  
most appropriate codes for your practice, 
as well as chapter learning objectives, 
checkpoint exercises and in formative 
coding tips. Practical and educational, 
the fourth edition includes a new CD-
ROM teaching tool so instructors can 
administer tests using questions and 
answers developed by the AMA; new 
chapters covering symptoms, signs, ill-
defined conditions, injury and poisoning; 
an overview of ICD-9-CM, Volume 3 and 
a comparison between ICD-9-CM and 
ICD-10-CM conventions; and more.  

Order #: OP065808 

Price: $74.95 

AMA member price: $59.95

New  
edition

Practical EHR 

An essential reference for physicians and 
their staff seeking to better understand 
critical components of electronic health 
records (EHRs) and their impact on 
physicians and patients at the point  
of care.  

Order #: OP324408 

Price: $84.95 

AMA member price: $64.95

New

CPT® Handbook for Office-based 
Coding 

Developed as an easy-to-navigate and 
timesaving handbook, this resource 
allows readers to quickly find coding and 
policy information needed to accurately 
report and reduce claim denials. Includes 
information for both national Medicare 
policy and CPT code information for 
the office-based physician.  

Order #: OP057409 

Price: $84.95 

AMA member price: $63.95New

New  
edition
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test yourself

Coding Edge Tests Your Knowledge
July 2008

Get One CEU
These questions are answered in articles 
throughout this news magazine. For answer-
ing all questions correctly, you will receive one 
CEU at the time of your renewal. These CEUs 
are awarded in addition to the CEUs avail-
able annually for submitting summaries from 
Coding Edge. Please do not submit until your 
renewal date. 

Test Yourself Online
These same questions can be accessed online at 
www.aapc.com/testyourself/. Once you go there 
and take the test, you can automatically grade 
your answers, correct any mistakes and have 
your CEUs automatically added to your CEU 

Tracker for submission.

Note: All Test Yourself questions can be 
accessed online.

 1. GEM stands for what?

a. General elbow manipulation

b. General equivalence maintenance

c. General equivalence mapping

d. General extradural measurement

 2. GEM is necessary because:

a. ICD-9-CM and ICD-10-CM codes crosswalk directly

b. ICD-9-CM and ICD-10 CM codes have different functions

c. ICD-9-CM and ICD-10-CM codes don’t directly crosswalk

d. ICD-9-CM and ICD-10-CM codes are never going to change

 3. The second step of a great E/M education program is:

a. Making certain all physicians have the latest E/M codes

b. Finding a physician who has real interest in the subject

c. Preparing and presenting great education sessions

d. Calling the OIG to let them know you are having one.

 4. A big fault in negotiation is

a. Asking for too much

b. Getting emotional

c. Understanding the other’s view

d. Being clear on the goal

 5. The following is true about CPT® books

a. The codes, descriptions, and guidelines are owned and copyrighted by the AMA

b. Only the AMA’s CPT® Professional and Standard can be used for CPC® exams

c. There are several reasons to have up-to-date CPT® manuals

d. All of the above

 6. The best resource for finding a consultant is what?

a. Advertising in Advance

b. Soliciting referrals from friends and colleagues

c. Craig’s List

d. Referrals from attorneys

 7. EHRs are becoming more common-place because of what?

a. Lack of certified coders

b. The desire to provide high-quality health care

c. Nobody can ready anyone’s hand-writing

d. They are mandated.

 8. Having up-to-date code books help prevent fraud and abuse claims under what federal act?

a. Medicare Modernization Act

b. False Claims Act

c. Health Insurance Portability and Accountability Act 

d. National Provider Compliance Act

 9. The GEM files will help you do what?

a. Apply the correct TOS codes

b. Circumvent CCI

c. Crosswalk ICD-9-CM to ICD-10-CM

d. Help you cut rejected claims

 10. AAPC is unveiling a new Web search tool that:

a. Helps you find answers to coding questions.

b. Link to coding-related Web site

c. Access information shared by colleagues

d. All of the above
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