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Introduction

Have you ever given much thought to how your health insurance provider knows what you had done at your recent office visit, or how much to reimburse you for? Certainly your doctor or nurse doesn’t have time to convey all that information to the insurance company by him or herself. This is where the role of the medical billing and coding specialist come into play. They act as a liaison between the medical facility and the insurance company.

In the fall of 2007, I began working at the New Mexico Cancer Center, for a group called New Mexico Oncology Hematology Consultants. I had done work at a billing office called Medical Business Services when I was in college with my AS degree, and there were things I enjoyed about the medical billing and coding world. When I found myself working in the area again, I became more curious about the career. I wondered most what the job prospects were and what will happen to the field, if anything, if healthcare reform occurs. I also wanted to find out how to get an all-important certification. Since it is useful to understand where you are going if you know where you have come from, I also did a short exploration of the history of the field as well.
History of the Field
The medical billing and coding field, indeed the world of health insurance, would be unrecognizable if it were not for the two elements that make up the “coding” part of the Medical Billing and Coding field. The first of the three elements is diagnostic coding, the backbone. “Diagnostic coding dates back to seventeenth-century England,” reports the ICD.9.CM International Classification of Diseases. The system that was used then was known as the London Bills of Mortality. It wasn’t until 1937 that the method of monitoring information evolved into the International List of Causes of Death. It was the World Health Organization (WHO), the public health arm of the United Nations, which published a statistical listing in 1948 and that listing could be used to track both morbidity and mortality. It was that listing, called the International Classification of Diseases (ICD), which is still used today. It is now in its 10th revision, although the 9th revision titled ICD-9 and published in 1977, is still the revision used in common practice. In 1988 Congress passed the Medicare Catastrophic Coverage Act which included a mandate requiring the use of the ICD-9 codes by physicians on all Medicaid claims. In 1996 it was mandated that codes be of the highest possible specificity. 
ICD-9 codes can be likened to the Dewey decimal system. The first three digits describe the disease type or the organ system. The first digit after the decimal point specifies a sub classification for the main diagnosis. The second digit after the decimal point specifies the diagnosis even further. You end up with a code looking like 315.09, as an example. For more information on the “Anatomy of ICD-9 Codes, please see Appendix 1-A. Every patient that sees a physician will have a diagnosis code associated with his or her visit.

The second element of Coding is HCPCS, pronounced “hick-picks” and standing for the Healthcare Common Procedure Coding System. (Yes, this field is acronym-heavy, just as many fields these days.) HCPCS is sub-divided into CPT, which stands for Current Procedural Terminology, and National Codes. CPT was developed by the American Medical Association in 1966. CPTs actually resemble a zip code. They are five digits in length and describe a specific procedure that was performed for the patient. The CPT manual is updated every year to reflect new technologies and other changes that have occurred that will effect accurate coding. The CPT manual is divided into six sections and each section has a range of codes, much like each state or city has a range of zip codes. For example, the range for Evaluation and management is 99201-99499. Appendix 2-A includes an example of a Health Insurance Claim Form which is the form where it is most important that the CPT and ICD-9 codes appear, as this is what will be used by the insurance company to pay the claim. Of course, most claims are submitted electronically now, but they still contain the same pieces of information, and if they were to be printed out for some reason, they would look as they do in the example. 
The first digit of the CPT code indicates the section. The code used in the example is 99213, which is in the range mentioned above as Evaluation and Management. It appears in box 24D of the example form. 99213 specifically indicate a new-patient consultation. One can also see by looking at the example that the patient’s diagnosis codes or ICD-9 codes are listed on the form. They appear in box 21 of the form. There are two diagnoses for this patient; a primary and a secondary diagnosis. Going back to box 24 of the example, sub-box E, a number “1’ has been entered on the form. This means that the CPT, or procedure, 99213 correspond to the primary or first diagnosis on the form. Some claims will not be paid if there is a procedure code entered that is not covered by a particular diagnosis. An example of this would be when a certain lab has been performed on a patient, but they do not have a diagnosis that would call for such a lab. Is the physician concerned about another possible diagnosis for the patient, but it simply hasn’t been confirmed yet and needs a lab to do so? It often comes down to the medical coder to read through the dictation to find an indication of the reason the lab was ordered, and include the correct diagnosis on the claim form so that the claim will be paid properly. The coder must, of course, have some documentation to back up the diagnosis, though. Unethical coding practices would include adding random diagnoses just in order to get a claim paid.
Coding takes on an even more complex level when CPT two-digit modifiers are required. These help to indicate something unusual has occurred, such as a surgeon being assisted by another surgeon, or any number of other reasons. National Codes are used for procedures and services that are not covered by CPT codes. They consist of a letter (except V, W, X, Y, and Z) followed by four numbers. Just as with ICD and CPT coding, the first number (or letter in this case) indicates the description. For example, P stands for Pathology and laboratory services. The level of detail in the ICD and HCPCS coding gets intense. Medicare guidelines are the strictest of all insurance, so if you follow Medicare guidelines, you are as close as you can get to a perfectly accurate insurance claim.
What to do other countries do?

If this was a report about health care reform (I only delved into that subject briefly), I would have been interested to review a number of different countries for lessons learned and recommendations. However, for the purposes of this paper, I took a brief look at the health care systems in the U.S., Canada, and France. I wanted to research the U.S. because it is the baseline with which we are all most familiar. I chose Canada for the fact that is one of our closest neighbors and has a system that is often admired or dismissed, depending on who you talk to, but is sufficiently different from the U.S. as to be worthy of examination as an example of what health care reform can or cannot due for the U.S. France was also a logical choice for research since it has been named the number one health care system in the world by the WHO. As most of us know, it is helpful to understand the past if you are going to make a success of the future. Should health care reform come to pass, the medical billing and coding field will be affected. What I wanted to try to find out was if careers and job prospects could be positively or negatively affected by health care reform. While that is likely a question that only time will answer, we can look at the field in other countries that have reformed health care to get an idea of what could happen if reform took place in the U.S.


According to the Canada’s Health Care System report, “Canada’s publicly funded health care system is best described as an interlocking set of ten provincial and three territorial health insurance plans”. Canadians call this system “medicare”, and it is a system which “provides access to universal, comprehensive coverage for medically necessary hospital and physician services.” All services that are not covered under Canadian medicare are considered additional or supplementary services. These could include anything from prescription drugs, dental care, and vision care to medical equipment and appliances (wheelchairs, etc.). These supplementary services are paid for by the provinces and territories for certain people (seniors, children and social assistance receivers), or they are paid for out-of-pocket or through private health insurance.

One of the main complaints about the Canadian system is with regards to the “inability of the Canadian system to provide even equipment deemed basic, let alone new technology”, according to the “Background Briefing: The Canadian Healthcare System” report by Irvine, Ferguson, and Cackett. A system such as the Canadian one will have relatively little effect on a person who is already healthy and has very little instances for medical treatment to begin with. If you have chronic illness or a sudden emergency, and time becomes a factor, then you may experience the system very differently. 

A major benefit to a system like Canada’s however, is that the health care administration costs are much lower in Canada than in the U.S. Everyone talks about the rising health care costs in this country. They are primarily due to health care administration costs. Different accounting categories are used in the different countries, so it makes a straight forward analysis somewhat challenging, but the New England Journal of Medicine took the time to produce a chart based on health care administration costs in the U.S. and Canada for 1999, and there were significant difference. The chart below shows their findings. 

[image: image1.png]Costs of Health Care Administration in the United States

' and Canada, 1999,
Cost Category Spending per Capita (U.S. §)
United States Canada
Insurance overhead 259 47
- Employers’ costs to manage health benefits 57 8
Hospital administration 315 103
| Nursing home administration 62 29
Administrative costs of practitioners 324 107
Home care administration 42 13
Total 1,059 307





The differences are obvious and significant. One thing it shows is that a system of multiple insurers, like the U.S. has, is much costlier than a single-payer system. Public programs do not require the marketing or underwriting expense that private programs do. These programs also do not require the referral networks, approval requirements, or tracking of various co-payments of the private insurance systems. “Canadian physicians send virtually all bills to a single insurer.” Canada has a global budget for its health care and because of this they have eliminated most of the billing and reduced internal cost accounting since charges do not need to be allocated to individual patients and insurance companies. Medical billing and coding professionals still have a place in Canada. Private insurance options are available and some say that there is a trend toward privatization in Canada. While there is not the need for these professionals as there is in the United States, Medical Billing and Coding is still a viable career choice for individuals who have an interest in the administrative side of health care.

In 2001, The Boston Globe tells us, the WHO rated the French health care system the best in the world because of “its universal coverage, responsive health care providers, patient and provider freedoms, and the health and longevity of the country’s population.” In this rating the Canada was rated 30th, and the U.S. was rated 37th. Like the Canadian system, the French health care system is also not as expensive as the system in the United States. Per capita it costs $3,500 and is one of the most expensive in Europe, but it still doesn’t compare to the $6,100 per person cost in the U.S. 
The French, like Americans, have a dislike for restrictions on patient choices and insist on “autonomous private practitioners”. The national public health insurance in France is called Se`curite` Sociale and virtually all the physicians in France participate in it. By the same token, all legal residents of France are covered by the public health insurance. According to medicalnewstoday.com, one of the ways that French legislatures overcame the insurance industry resistance toward implementing national health insurance was to permit the already existing insurers to administer the national healthcare funds. There is also supplementary insurance available, although the range of services covered by Se`curite` Sociale is very broad. The national insurance has also created a standardized and quick system for physical billing and patient reimbursement using electronic funds. This means that billing methods are still used, but costs are cut because check processing does not need to occur and access to care is unlimited in France so there is no need to administer referrals and approvals. It is interesting to note that France does not use CPT codes in their billing process. As you may remember, the CPT code system was instigated by the AMA and other regions use different systems. ESPD stands for European Surgical Diagnostic Procedures Database and it includes both primary and secondary diagnostic procedures performed in the public, private and university hospitals of France (and the UK, Germany and Italy). France does use the ICD-9 codes though, and has done so since 1979. 
In the U.S., as we know, there are numerous private health care options. These plans come with a significant cost and then most of us are faced with the reality of paying for health insurance. Through the years we have also become somewhat dependent on the fact that many of our employers contribute to a portion or all of the cost of our health insurance. Medicaid and Medicare and reserved for the “poor” and the “elderly”, respectively, and they are closest we have in our country to national or public health care. As I have mentioned earlier, the cost of health care in America is more than just a topic for presidential candidates. It is a very real barrier for many citizens on our country. Health care reform will come when we can truly conquer these costs and make health care more equitable, or even free to everyone. 

There is, of course, no one quick solution. If that were the case, we would already be at reform, and not debating how to get to reform. One of the suggestions made by Leah Vukmer of The Wisconsin Policy Research Institute is to “pursue consumerism and market forces as the tools of reform.” In her article, “Health Care Reform in Wisconsin How We Got Here, What We Should and Shouldn’t Do, Vukmer argues that “the overreaching goal of free market health reform is to create an army of consumers with information and tools with which to make decisions about their health care.”  A direction such as this would require complete transparency with regards to health care costs. Consumers currently have very little awareness of what the costs of health care are. Their insurance either pays the bill or it doesn’t. If it pays it, no one pays attention to how much the procedure really cost. If it doesn’t pay it, people are faced with the astronomical costs and sometimes even have to declare bankruptcy. Knowing the true cost would help patients make informed decisions about their options as well as put pressure on the hospitals and other providers to address their overhead costs. As we saw earlier, overhead costs (part of the health care administration cost), is exceedingly high in America. 
In order to effectively make the transition to a consumer directed system, like the one mentioned in the article, consumers will need a financial incentive to shop for services. What would happen if an insurer “sent an enrollee a cash reward or offered a premium reduction for using health care wisely? Perhaps an enrollee who identified a medical billing error could be sent a check for a percentage of the savings.” These types of incentive programs are already offered with many homeowner and automobile policies. Why not with health care? 


In the book Health Care Reform Now! A Prescription for Change, author George Halvorson makes the claim that one of the major blocks to health care reform is the lack of data. His point is that data is the key because you need data to have accountability, and you need data to have real competition. The data itself will be a tool in reducing the costs of health care. Halvorson points to eight recent developments in American health care that make it an ideal time for reform. In brief, these are 1) a common provider number (soon to be required by law), 2) computerized databases, stemming from the increase of electronically submitted health care claims, 3) electronic claims data portability, 4) governmental transparency about payment data, 5) universal awareness of the quality issues, 6) buyers are ready for a change, 7) internet functionality used for care, and 8) lawmakers are ready for reform.
Each of these points is relatively straight forward in itself. As Halvorson mentions, it is the timing that is noteworthy, and the increased availability of data. More clinical data has become available in recent years as a result of the move to electronic submission of health care claims. Most physicians send billing data to a clearinghouse, which in turn sorts and transfers the records to the appropriate payer. (The New Mexico Cancer Center, where I work, uses McKesson as their clearinghouse.) The clearinghouse routinely gathers clinical data containing information on communicable disease, outpatient cancer, lead exposure, immunizations, etc. Another clearinghouse is called Gateway EDI.
Careers

Whether health care reform comes in the form of a national system, like in Canada or France, or if it is driven by the consumers, there is little question that Medical Billers and Coders will still be needed. There will always be the need for individuals to enter and manipulate pieces of data in our society. Even when systems such as Centricity and ARIA, used for medical billing and patient records, can accept information scanned or imported at the push of a button, nothing is error free. The individuals, who may be primarily spending their time on data entry now, may be analyzing data in the future. 

The kinds of jobs one can expect to hold in this field range from Billing Clerk to Billing Supervisor or Manager. An individual could also go in the direction of compliance and auditing and become a Coding Auditor. If technology and computer science is the chosen field, there is a need for individuals with a billing and coding background to be involved in the configuration of billing and coding software systems. A company that designs software and has a need to consultants with this type of background is Epic. They will even certify employees on their system so that when they go to client sites they are armed with the specialized knowledge they need. There are many directions for a career path within the Medical Billing and Coding or Health Information Technology areas. 


The Bureau of Labor Statistics is a good resource to use when researching career data. They give an idea of what education will be needed in the field, how fast employment opportunities are growing, salary ranges, and links to other resources. I looked at BLS data with regards to Medical Records and Health Information Technology Technicians (medical billers and coders), and have compiled the data into a simple table below. 

	Job Title / BLS Category
	Median Annual Income
	Employment Growth Rate (from 2006 – 2016)
	Education Needed

	Medical Records and Health Information Technicians
	$28, 030
	18 % (faster than average)
	Certification and/or Associate Degree

	Medical and Health Services Managers
	$73, 340
	16% (faster than average)
	Masters degree or at least a Bachelor degree for entry level positions


There is obviously a large discrepancy between the median wages in the two categories. This comes from the level of education, and level or responsibility associated with these positions. Career advancement in both categories will be effected by the type of facility one works in. Two ways to advance in the medical record or health information technician fields are to specialize, or to manage more responsibilities. Specializing in oncology billing, for example, would take a higher degree of knowledge and expertise than if one was working in a general practice. 
Many community colleges, vocational schools, and even some universities offer certificates or associate degrees in medical billing and coding which now commonly falls under the umbrella of “Health Information Technology” and are considered training for becoming, among other things, health insurance specialists. These types of degrees usually cover everything from Anatomy and Physiology, Coding, and Medical Terminology, to Communication, Critical Thinking, Data Entry, and Internet Access or computer systems. There are numerous schools that offer these courses in a variety of delivery methods as well – classroom, self-paced, or online or distance learning options are all available. One of these schools is North Dakota State College of Science, and they offer one such program with an online option as well. Montana State University Billings College of Technology offers a Certificate of Applied Science in Medical Coding and insurance Billing. Both the programs at NDSCS and MSU Billings take about two full-time semesters and have online options for convenience. These are just two of the schools I am familiar with!

Depending on the situation (I e you don’t have any other college credits to use for transfer, or you plan on stopping with just one certificate) you might try a school like Penn Foster Career School. Penn Foster is accredited, but they are set up such that when you enroll in a program, you buy that whole program and work your way through it as you complete each course. There is no opportunity to save money by building on each certificate and as I mentioned earlier, you won’t get a discount if you have taken a class, such as Anatomy, somewhere else and don’t need to retake it at Penn Foster. However, for certain situations Penn Foster might be the school for you. 

Yet another option is completing a program through New Horizons. Many cities have a New Horizons, and they too have online options. They are not inexpensive, with programs in the thousands of dollar range, but they can get you in and out in about 16 weeks, give you experience credit toward some of the national certification experience requirements, and they are one of the only places that offer the proctored testing for the national certification exams, so part of your tuition goes toward the exam fee. 

Some other sources for online continuing education in this field include UniversalClass.com or some of the associations themselves offer classes. UniversalClass.com is not accredited, but does offer CEUs, has reasonable prices, is self-paced, and can provide a certificate of completion. The associations such as AHIMA, offer many relevant and interesting continuing education courses. Usually they give their members a good break on the pricing, so if you are going to take more than one class, and especially if you are going to certify, you will want to become a member of the association. I will go into the certification process and contact information for the associations and more in a subsequent section of this report. 

There is such an overwhelming need for all types of health care professional and medical records and health information technicians are no exceptions. Recruiters are looking to help fill the empty positions. All on has to do is do a quick Google search online, and they will have access to multiple job possibilities. Candidates with certification and a certain level of experience are even more sought after and well-paid. One such recruitment job site is billing-coding.com. The job hunter can search by state and other criteria to look for the jobs they are most interested in. Opportunities can also be found on more general sites such as Monster.com, jobs.net, and hotjobs.com. 

Medical Billing and Coding, along with Medical Transcription, is one of those fields that for years has had the reputation of offering “work-from-home” opportunities. So much has been made of the work at home options over the years that there are entire web sites devoted to whether there are even legitimate opportunities, or if they are work-at-home scams. Whenever there is money to be made on providing a quick career, there are those out there who will take advantage. Enough damage has happened for people to become suspicious of such opportunities, but in reality, there are possibilities for home-based careers in this field. The tricks to finding them lie in specialization and experience. No provider is going to want to send an untested, new employee home with a lap-top and access to patient’ medical records and other personal information. They are also not going to want to pay for their time working at home if they are not sure of their work ethic in the office. Once the employee has proven themselves, and shown that they can work just as well or better from home, then they may be allowed to work on billing and coding, or transcription as the case may be, from their home office. This situation seems to be most common if you work for a hospital or insurance company, and if you specialize in, such as surgery. If you work for an insurance company, you may be able to adjudicate claims from home, and this process entails deciding whether or not the claim should be paid by the insurance or not, and if it denied, what basis do they have for the denial. Many people are lured by the possibility of working from home, but it is very detail oriented work, so if trying to work at home while the kids are there is your goal, this line of work will likely not be for you. By and large, providers base performance ratings on accuracy and speed. A very distracting environment at home, or in the office, can cut into your performance rating. 
Certification process


There has been a huge trend in the last 15 years or more to obtain some type of certification in one or more areas related to a chosen career. Certification is somewhat controversial in that there will always be a portion of those taking certifications who are “good test takers” and who actually have little or no knowledge of the field they are certifying in. By and large, these people are in the minority. Many certifications now require a proven experience component as well. I believe this requirement helps to make the certificate more highly regarded and a real milestone in many people’s career advancement. 

There are essentially three different types of certificates. There are the certificates that can be earned at a college or university. They require fewer course hours than an Associate, Bachelor, or Masters degree (unless they are “graduate certificates”), but they show completion of a number of “for-credit” classes that were taken at a particular institution. They may even be applicable towards a higher degree within that college or another because they have college credit associated with them.

The second type is the certificates granted by business or trade associations and these certificates hold national recognition in that industry. They usually are accomplished by taking a major exam and possibly taking study courses before hand or providing proof of membership and experience. These certifications tend to be the ones that employers are looking for when they hire for positions, including the medical billing and coding positions. Many organizations will not even look at your resume or application unless you have a certification. If you have several years of experience you may also get hired, but chances are they will want you to complete the certification as terms for advancement within the organization. As part of compliance surveys and other standards employers can point to the fact that they have certified individuals handling these important areas, and it makes them overall appear more impressive and trustworthy if a percentage of their employees are certified.


The process of certification will obviously depend somewhat on the individual. If they have a lot of prior experience, they may not need much study time and can just go ahead and register, pay, and sit for the exam. Recertification usually happens every few years and CEU requirements are mandatory to maintain all national certifications (in this field). If the individual is relatively new to the field, they may spend months studying for the exam. Many study guides, practice exams, study groups, review classes, and other materials are available at a price to help students study for the exams.


The third type of certification is skills certification. These are certifications that require experience and/or studying in order to pass successfully, but they are not as recognized or as in death as the certifications created and offered by national trade associations. As part of my research for this project, and for my own interest, I completed two such certifications. Knowing that Anatomy and Physiology and Medical Terminology are important parts of medical billing and coding academic programs as well as the various national certification tests, I decided to test my knowledge of these two areas. I studied for and completed the Human Body Fundamentals test and the Diseases and Conditions test offered by ExpertRating.com. 

ExpertRating.com and Brainbench.com are two sources for testing and certifications. Employers can use these resources as a service for proving skills tests to their employees, or testing them in the hiring process. Individuals can use these sites as a way to prove their skills in a given area. Many of the tests are related to software and programming competency, but there are other tests of business, health and medical topics as well. I have added my relevant and completed tests and certifications to my resume in the past as a way of showing what I have accomplished with regards to Professional Development. The costs of the tests vary between the two providers ranging from $9.95 - $99.95 for ExpertRating’s tests/certifications, to $49.95 for Brainbench tests/certifications. Each company offers a few free tests, but the medical and health information technology tests are not free. I paid $9.95 for each of them. 

The results for tests and certifications done through ExpertRating and Brainbench occur immediately after you complete the process. You then have access by password to your transcripts, and you can give employers an ID number so they can access your transcript and see your score, if need be. Both providers will also track any expiration dates that need to be tracked. Certifications can expire, so you will want to keep up-to-date on dates and not let them lapse. ExpertRating is based out of India and the cost of the certificate is included in the fee for the test. They will send you a certificate in the mail, and it arrives from India within a couple weeks of the completion date.

ExpertRating was a good choice for me in this circumstance because I did not want to invest hundreds of dollars into the process of certifying nationally. I was tempted at first, but I realized that that was primarily due to the fact that I like a challenge, and not due to my long-term interest in the field. I decided instead to enhance my knowledge for my current position and I did this by studying for the two tests mentioned above. I used text books that were recommended for preparation of a national certification test. This process was extremely useful in making me review the human body systems that I hadn’t studied in years, but come across references to many times a day in my job at the cancer center. I actually found that my productivity picked up at work as well, because I am now making the connections between the terminology and the body systems and am not hunting and pecking and trying to make educated guesses. The whole process was beneficial for me in respect to my job, and I was pleasantly surprised by that advantage. I have included a table in the Appendix (4-A) that gives contact information and details about certifications available through different trade associations for the medical billing and coding field. The companion web site at http://mettastahl.tripod.com also includes additional certification information. It is important to determine what your career goals are before making a decision on which certification type will be most advantageous. Certification is an individual choice, and since all of the types cost financially as well as in terms of time spent, I recommend taking the time to research first and get all the necessary questions answered.
Conclusion


This report has truly been the culmination of a very interesting semester for me. I was lucky to work at the New Mexico Cancer Center all through this project (and I am still working there), so I was able to get a personal and hands-on view of many different aspects of health care administration. Through this process I was also able to learn what I would personally find frustrating and unproductive about making a career in the Medical Billing and Coding field. I am unable to find enough variety in the different positions to make it appealing to me for the long-run, and that is what I am looking for – a long-term career  opportunity. I have no regrets about where I have been and what I have done at the center. The people there are terrific, and I will always be thankful for the valuable experience I have been a part of.
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Result Sheet - Human Body Fundamentals Test 

Candidate: Metta Stahl

Date: Saturday, April 19, 2008

Transcript Id: 1608407

Passing Score

 

Your Score

 

 

























0
10
20
30
40
50
60
70
80
90
100
Percentile: 82      GPA: 3      Passing Score: 50      Your Score: 71      Result: Pass 

 

The Percentile value denotes the percentage of candidates who have scored 
less than this particular candidate in this test.

 



The GPA shows this candidate's performance relative to the top scorer of this test. It is calculated 
out of a maximum of 4. A GPA of 4 would mean that this candidate has top scored in this test.

Topic-wise Scores
1. 

Dermatology .........

0%

2. 

Ear, Nose and Throat .........

80%

3. 

Gastroenterology .........

80%

4. 

General Human Body .........

100%

5. 

Neurology .........

67%

6. 

Ophthalmology .........

0%

7. 

Orthopedics .........

75%

8. 

Pulmonary and Cardiac .........

88%

Other Results of Metta Stahl
1167462 : Office Skills Test
1173892 : English Grammar Test
1202400 : Human Resource Certification
1206818 : MS Word 2000 Test
1413015 : Marketing Terminology Test
1424696 : Peachtree 7 Test
1608456 : Medical Transcription Skills (Diseases and Conditions)
Back to the ExpertRating Home Page 
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Result Sheet - Medical Transcription Skills (Diseases and Conditions) 

Candidate: Metta Stahl

Date: Saturday, April 19, 2008

Transcript Id: 1608456

Passing Score

 

Your Score
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Percentile: 52      GPA: 3.1      Passing Score: 50      Your Score: 77      Result: Pass 

 

The Percentile value denotes the percentage of candidates who have scored 
less than this particular candidate in this test.

 



The GPA shows this candidate's performance relative to the top scorer of this test. It is calculated 
out of a maximum of 4. A GPA of 4 would mean that this candidate has top scored in this test.

Topic-wise Scores
1. 

Cardiology .........

67%

2. 

Dermatology .........

100%

3. 

Ear, Nose and Throat .........

100%

4. 

Gastroenterology .........

67%

5. 

Neurology .........

67%

6. 

Ophthalmology .........

80%

7. 

Orthopedics .........

50%

8. 

Pulmonology .........

100%

9. 

Urology .........

67%

Other Results of Metta Stahl
1167462 : Office Skills Test
1173892 : English Grammar Test
1202400 : Human Resource Certification
1206818 : MS Word 2000 Test
1413015 : Marketing Terminology Test
1424696 : Peachtree 7 Test
1608407 : Human Body Fundamentals Test
Back to the ExpertRating Home Page 
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. TABLE 211 History of health care reimbursement

YEAR
18460

1880

1900

1988

s

il

wa

w2

k3 7s)

¥

~ o mme Y

EVENT

First heatth
insurance policy

Expansion of private
health insurance

Self-pay prevails

Workers’
compensation

Campaign for health
insurance begins

FECA

Introduction of
prepaid health
plans

Indian Health
Service

First Blue Cross
policy

Health care reform
is initiated

Wagner National
Health Act of 1939

Blue Cross symbol
is officially adopted

Blue Shield

DESCRIPTION

The Franklin Health Assurance Company of Massachusetts was the first commercial insur-
ance company in the United States to provide private health care coverage for injuries that
did not result in death.

Sixty additional insurance companies offer health insurance pelicies. Such policies covered
loss of income and a limited number of ilinesses (e.g., typhoid, scarlet fever, and smallpox).

Most Americans continued to pay their own health care expenses, which usually meant
either charity care or no care.

President Theodore Roosevelt signed legislation to provide workers™ compensation for cer-
tain federal employees in unusually hazardous jobs. Workers™ compensation is a program
mandated by federal and state governments, which requires employers to cover medical
expenses and loss of wages for workers who are injured on the job or who have developed
job-related disorders.

The American Association of Labor Legislation (AALL) drafted model health insurance legis-
lation, which limited coverage to the working class and others who earned less than $1,200
a year, including their dependents. The American Medical Association (AMA) supported this
legislation but it was never passed into law.

The - » ‘gi Aot iFLDA) replaced the 1908 workers™ compensa-
tion leglslatlon and cwlhan employees of the federal government were provided medical
care, survivors’ benefits, and compensation for lost wages. The Office of Workers™ Com-
pensation Programs (OWCP) administers FECA as well as the Longshore and Harbor Work-
ers’ Compensation Act of 1927 and the Black Lung Benefits Reform Act of 1977.

The first contracts hetween employers and local hospitals and physicians were developed.

Participating hospitals and physicians performed specified medical services for a prede-

termined fee that was paid on either a monthly or yearly basis. These bl ol
were the forerunner of today’s managed care plans.

The Snyder Act of 1921 and the Indian Health Care Improvement Act (IHCIA) of 1976 pro-
vided legislative authority for Congress to appropriate funds specifically for the care of
Native Americans, creating and supporting the Indian Health Service (IHS).

Justin Ford Kimball, an official at Baylor University in Dallas, introduced a plan to guarantee
schoolteachers 21 days of hospital care for $6 a year. Other groups of employees in Dallas
joined, and the idea attracted nationwide attention. This is generally considered the first
Blue Cross plan.

The Committee on the Cost of Medical Care (CCMC) was funded by charitable organizations
to address concerns about the cost and distribution of medical care. It recommended the
allocation of national resources for health care and that voluntary health insurance be pro-
vided to cover medical costs. This initiative failed.

The Tactical Committee on Medical Care drafted the Wagner National Health Act, which pro-
posed that a federally funded national health program e administered by states and locali-
ties. The proposal called for compulsory national health insurance and a payroll tax.
Extensive national debate occurred, but Congress did not pass it into law.

The Blue Cross symbol was officially adopted by a commission of the American Hospital
Association (AHA) as the national emblem for plans that met certain guidelines.

The first Blue Shield plan was founded in California. The Blue Shield concept grew out of
the lumber and mining camps of the Pacific Northwest at the turn of the century. Employers
wanted to provide medical care for their workers, so they paid monthly fees to medical
service bureaus, which were composed of groups of physicians.

(continues)

s TArTVmmaw T ommemamea ATT BRICNITS REFCTRVED






20

CHAPTER 2

TABLE 2-1 (continued)

YEAR
1940s

1945

1946

1947

1948

1950

1956

1960

1966

EVENT

Group health
insurance

Universal
comprehensive
national health
insurance

Hill-Burton Act

Blue Shield

Taft-Hartley Act

ICD

Blue Shield symbol
is informally
adopted

Major medical
insurance is offered

Dependents’
Medical Care Act
of 1956

Blue Cross
Assaciation

Social Security
Amendments of
1965 were
implemented

DESCRIPTION

To attract wartime labor during World War II, group health insurance was offered to full-
time employees. The insurance was not subject to income or Social Security taxes, making
it an attractive part of an employee benefit package. is health care
coverage available through employers and other organizations (e.g.. labor unions, rural and
consumer health cooperatives); employers usually pay part, or all, of premium costs.

It was during this time that more were formed, which consisted
of three or more health care providers who shared equipment, supplies, and personnel,
and who divided income by a prearranged formula.

Harry Truman was one of the first American presidents to support a plan for universal com-
prehensive national health insurance, including private insurance for those who could
afford it and public welfare services for the poor. This legislation was not passed into law.

The provided federal grants for modernizing hospitals that had become
obsolete because of a lack of capital investment during the Great Depression and WWII
(1929 to 1945). In return for federal funds, facilities were required to provide services free
or at reduced rates to patients who were unable to pay for care.

The with the Blue Shield symbol as an emblem, was
created as a national coordinating agency for physician-sponsored health insurance plans.

The Taft-Hartley Act of 1947 amended the National Labor Relations Act of 1932, restoring

a more halanced relationship between labor and management. An indirect result of Taft-
Hartley was the creation of which administer health
care plans and process claims, thus serving as a system of checks and balances for lahor
and management.

The developed the :

which is a classification system used to collect data for statistical purposes.
Codes were later reported for hospital inpatient and physician office reimbursement pur-
poses. are admitted to a hospital for treatment with the expectation that the
patient will remain in the hospital for a period of 24 hours or more.

The Blue Shield symbol was informally adopted in 1948 by a group of nine plans known as
the Associated Medical Care Plans, which eventually became the

Insurance companies began offering which provided coverage
for catastrophic or prolonged illnesses and injuries. Most of these programs incorporate
large deductibles and lifetime maximum amounts. A is the amount for which the
patient is financially responsible before an insurance policy provides payment. A

is the maximum benefits payable to a health plan participant.

The - was signed into law, and provided health care to
dependents of active military personnel.

The commission of the American Hospital Association (AHA) was replaced with the
with formal ties to the AHA ending in 1972.

(Title XVIII of the SSA of 1965) provides health care services to Americans over
the age of 65. (It was originally administered by the Social Security Administration.)

(Title XIX of the SSA of 1965) is a cost-sharing program between the federal and
state governments to provide health care services to low-income Americans. (It was origi-
nally administered by the Social and Rehabilitation Service [SRS].)

{continues)
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1966

1970

1972

1973

1974

. TABLE 2-1 (continued)
YEAR

EVENT

Amendments to the
Dependents’
Medical Care

Act of 1956

CPT is developed

Employer-based
self~insurance plans

0SHA

PSROs

Medicare benefits

expanded

CHAMPYA

HMO Act of 1973

ERISA

HCFA

DESCRIPTION

f 1956 created the °
:. which was desrgned asa benefrt for
dependents of personnel serving in the armed forces and uniformed branches of the Public
Health Service and the National Oceanic and Atmospheric Administration. The program is
now called TRICARE.

Current Procedural Terminology (CPT) was developed by the American Medical Association
in 1966. Each year, an annual publication is prepared, which includes changes that corre-
spond to significant updates in medical technology and practice.

Amendments to the Bependents Medical C eA
Modical Program- 1B Serviee

Many large employers determined they would be able to save money hy self-insuring their
employee health plans rather than purchasing coverage from prrvate insurers.

The Gecupational Sately and i LRI .+ was designed to
protect all employees agamst |njur|es from occupatlunal hazards in the workplace

Created as part of Trtle XI of the Social Security Amendments Act of 1972, i
dards Res *S27=} were physician-controlled nonprofit orgamzatrons that
contracted with HCFA (now called CMS) to provide for the review of hospital inpatient resource
utilization, quality of care, and medical necessity. (PSROs were replaced with Peer Review Organi-
zations [PROs], as a result of the Tax Equity and Fiscal Responsibility Act of 1982, or TEFRA)

Medicare coverage hecame available to those also entitled to receive Social Security or
Railroad Retirement disability cash henefits after 24 months of disability based on SSA cri-
teria, most persons with end-stage renal disease (ESRD), and certain individuals over the
age of 65 who were not eligible for paid coverage but elected to pay for Medicare henefits.
g i1 is a chronic kidney disorder that requires long-term
hemodr ysis or krdney transplantatron because the patient’s filtration system in the kid-
neys has been destroyed.

The Veterans Heatthcare Ex ansion Act of 1973 authonzed Veterans Affarrs (VA) to establlsh

Vi to provide health care benefits for dependents of veterans rated as 1UUA permanently

and totally disabled as a result of service-connected conditions, veterans who died as a
result of service-connected conditions, and veterans who died on duty with less than 30
days of active service.

nes Urg 7 Asaivinac authorlzed federal grants
and tuans to prlvate organlzatlons that W|shed to develup B
;. which are responsible for providing health care servrces to subscrlbers ina
grven geographrc area for a fixed fee.

The & pomie Seeprtty A20ef 1974 20100 mandated reporting and
disclosure requirements for grnup tlfe and heatth plans (lncludlng managed care plans),
permitted large employers to self-insure employee health care heneflts and exempted
large emplnyers from taxes on health insurance premiums. - ~: allows patients
to receive care from a-group of partlclpatrng provrders to whom a cnpayment is paid for
each service. A iz i is a provision in an insurance policy that requires the
policyholder or patient to pay a specified dollar amount to a health care provider for each
visit or medical service received. £ = is the percentage of costs a patient shares
with the health plan. For example, the plan pays 807 of costs and the patient pays 207%.

To combine health care financing and quality assurance programs into a single agency, the
Health Care Financing Administration (HCFA) was formed within the Department of Health
and Human Services (DHHS). The Medicare and Medicaid programs were also transferred to
the newly created agency. (HCFA is now called the Centers for Medicare and Medicaid Ser-
vices, or CMS.)

(continues)
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TABLE 21 (continued)

YEAR
1980

1981

1982

1983

1984

1985

1988

1989

EVENT
DHHS

0BRA

BCBS Association

TEFRA of 1982

Standardization of
information
submitted on
Medicare claims

COBRA

TRICARE

ICD-9-CM reporting
on physician office
claims

CLIA

Medicare requires
claims
submission

HEDIS

DESCRIPTION

With the departure of the Office of Education, the Department of Health, Education and Wel-
fare (HEW) became the Depanment of Health and Human Services (BHHS).

The ¢ B t Aot of 1981 { %E%il was federal legislation that
expanded the Medn:are and Medlca|d programs.

The Blue Cross Assoclatmn and the Nallonal Asso iation of Blue Shleld Plans merged to

create the TR : i. which is an association of indepen-
dent Blue Cross and Blue Sh|eld plans :
The = Srsity 2ng Fisc %+ created Medicare risk pro-

grams, wh|ch allowed federally qualified HMUs and competltlve medical plans that met specified
Medicare requirements to provide Medicare-covered services under a risk contract. TEFRA also
enacted a prospective payment sysiem (PPS). which issues a predetermined payment for
services. Previously, reimbursement was generated on a ;:¢+ iz hasis, which issued payment
based on daily rates. The PPS implemented in 1983 is called d: ialed groups
{DRBGs), which reimburses hospitals for inpatient stays. Paer rev ions (PROs)
(now called quality |mprnvement organizations; or Q10s) were alse created as part of TEFRA,
replacing PSROs. PROs review medical necessity issues, determine appropriateness of care pro-
vided through retrospective analysis of medical records, assess specific aspects of care (e.g.,
cesarean sections) to determine whether variations in practice patterns exist, conduct physician
office site reviews, and review reimbursement appeals to evaluate medical necessity and appro-
priateness of services denied by third-party payers.

HCFA (now called CMS) required praviders to use the #CF2-1508 (now called the | {ME-1500 to
submit Medicare claims. The HCFA Common Procedure Coding System (HCPCS) (now called Health-
care Procedure Coding System) was created. CPT was adopted as level | in the three-level system.
HCFA created national (level ll) codes. Local carriers created regional (level Ill) codes (no longer in
use). Commercial payers also adopted HCPCS coding and use of the HCFA-1500 claim form.

The Consslidated Smnibus Budge! on Act of 1985 {COBRA) allows employees
to continue health care coverage heyond the henefit termination date.
INTERNET LINK .

Go to http-//www.cobrainsurance com for more information about COBRA.

The CHAMPUS Reform Initintiv  of 1988 resulted in a new program, TRICARE. which
inctudes three options: TRICARE Prime, TRICARE Extra, and TRICARE Standard. (Chapter 16
covers TRICARE claims processing.)

Medicare hegan requiring physician offices to submit ICD-9-CM codes on HCFA-1500 (now
called CMS-1500) claims.

The Clinical LaheraidryVlmnmvemem Act (CLIA) established quality standards for all labo-
ratory testing to ensure the accuracy, reliability, and timeliness of patient test results
regardless of where the test was performed.

HCFA (now called CMS) requires all physicians to submit claims on behalf of Medicare
patients, regardless of the physician’s participation status in the Medicare program.

The National Committee for lluallty Assurance (NCOA) developed the Healik Plan Empluyer
information Set (HEDIS), which created standards to assess managed care sys-
tems using data elements that are collected, evaluated, and published to compare the per-

formance of managed health care plans.

(continues)
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YEAR
1991

1992

1996

1997

1998

1999

. TABLE 2-1 (continued)

EVENT

E/M codes created

HCFA-1500 (1-90)
new version
released

RBRVS is
implemented

CCl

HIPAA

BBA of 1997

SNF PPS

HH PPS

DESCRIPTION

‘The American Medical Association (AMA) and HCFA (now called CMS) implemented major

revisions of CPT, creating a new section called “vzluation and Managsme . which
describes patient encounters with health care professionals for the purpose of evaluation
and management of general health status.

HCFA (now called CMS) also released a new version of the HCFA-1500 {now called CMS-
1500) ctaim and required its use for all government claims.

A new fee schedule for Medicare services was implemented as part of the Omnibus Recon-
ciliation Acts (OBRA) of 1989 and 1990, which replaced the regional * usual and reasunable
payment hasrs wrth a frxed fee schedule calculated according to the

tem isa payment system that reimburses physrcrans practice expenses based on relative
values for three components of each physlcran s service: physician work practice expense,
and malpractice insurance expense. sit! and ment

typrcall charged by providers by speualty wrthm a partlcular reglon of the country. A -

¢ is a list of predetermined payments for health care services provided to patients
(e.g.. a fee is assigned to each CPT code).

HCFA (now called CMS) developed the National Lo G
promote national correct coding methodslogies and to eliminate i |mproper codmg ccl
edits are developed based on coding conventions defined in the American Medical
Assaciation’s Current Procedural Terminology (CPT) Manual, current standards of med-
ical and surgical coding practice, input from specialty societies, and analysis of current
coding practice.

The pRi CHN Y oad 1 *.; mandates regula-
tions that govern pnvacy security, and electromc transactmns standards for heatth care
information. The primary intent of HIPAA is to provide better access to health insurance,
timit fraud and abuse, and reduce administrative costs.

The czisres bt TEY # addresses health care fraud and abuse issues.
The DHHS Ufhce of the lnspector General (0I6) rovrdes mveshgatlve and audrt ervices in
heatth care fraud cases. The ;
also established to provide health assistance to uninsured, low-income children, either
through separate programs or through expanded eligibility under state Medicaid
programs.

The 3
a result of the BBA of 1997) to cover all costs (routlne anclllary and caprtal) related to
services furnished to Medicare Part A beneficiaries. The SNF PPS generates per diem
payments for each admission; these payments are case- mix adjusted using a resident
classification system called #zso0rce Ulilization Grouge & whrch is based on data
collected from resident assessments {using data elements called the
or ¥115) and relative weights developed from staff time data.

The Omnibus Consolidated and Emergency Supplemental Appropriations Act (OCE- SAA) of
1999 amended the BBA of 1997 to equrre the development and implementation of a -

Heglih *.:1. which reimburses home health agencres at
a predetermmed rate for health care servn:es provrded to patlents The HH PPS was |mple-
mented October 1, 2000, and uses the ©::ico:
a group of data elements that represent core items of a cumprehensrve assessment for an
adult home care patient and form the basis for measuring patient outcomes for purposes of
outcome-based quality improvement.

D B :;1 EREER

{continues)
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TABLE 2-1 (continued)

YEAR
1999

2000

2001

2002

2003

EVENT
Financial Services
Modernization Act

OPPS

BIPA

Consumer-driven
health plans

CMS

ASCA

IRF PPS

010s

EIN

Medical privacy
standards

DESCRIPTION

or .= . - ) prohibits sharmg of
medical mformatmn among health insurers and other financial institutions for use in mak-
ing credit decisions.

The ‘ which uses
to calculate reimbursement, is implemented for billing of hospital-
based Medicare outpatient claims.

The

requires implementation of a $400 hillion prescription drug benefit, improved
Medicare Advantage (formerly called Medicare+Choice) benefits, faster Medicare appeals
decisions, and more.

are introduced as a way to encourage individuals to locate
the best health care at the lowest possible price with the goal of holding down health care
costs. These plans are organized into three categories:

1. Employer-paid high-deductible insurance plans with special health spending accounts
to be used by employees to cover deductibles and other medical costs when covered
amounts are exceeded.

2. Defined contribution plans, which provide a selection of insurance options; employees
pay the difference between what the employer pays and the actual cost of the plan they
select.

3. After-lax savings accounts, which combine a traditional health insurance plan for major
medical expenses with a savings account that the employee uses to pay for routine care.

On June 14, 2001, HCFA changed its name to the Centers for Medicare and Medicaid Ser-
vices (CMS).

The : establishes the compliance date
{October 16, 2003) for modifications to the Electronic Transaction Standards and Code Sets
as required by HIPAA. Covered entities must submit Medicare claims electronically after
October 16, 2003, unless the Secretary of DHHS grants a waiver.

The ‘ is imple-
mented (as a result of the BBA of 1997), which utilizes information from a patient assess-
ment instrument to classify patients into distinct groups based on clinical characteristics
and expected resource needs. Separate payments are calculated for each group, including
the application of case- and facility-level adjustments.

CMS announced that peer review organizations (PROs) will be known as
and they will continue to perform utilization and quality control
review of health care furnished, or to be furnished, to Medicare beneficiaries.

The employer identification number (EIN), assigned by the Internal Revenue Service (IRS),
is adopted by DHHS as the National Employer Identification Standard for use in health care
transactions.

DHHS develops federal privacy standards to protect patients” medical records and other
health information provided to health plans, doctors, hospitals, and other health care
providers. Implemented April 14, 2003, these standards are a provision of HIPAA, entitled
Medical Privacy—National Standards to Protect the Privacy of Personal Health Information.

Standards for the security of electronic protected health information are adopted for imple-
mentation by April 21, 2005, by all covered entities except small heatth plans, which have
until April 21, 2006, to implement.

(continues)
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. TABLE 21 (continued)

YEAR BT  DESCRIPTION

f prescrlptlon drug and preventwe henefits and prowdes extra asswtance to people with low
incomes. The Medicare contracting reform (MCR) initiative established as a result of the
MMA replaces current Medicare carriers and fiscal intermediaries with a Medicare Admin-
istrative Contractor (MAC) to improve and modernize the Medicare fee-for-service system
and to establish a competltlve b|dd|ng process to appomt MACs.

2005  IPFPPS - The n - is implemented

. on January 1 2005 asa reqmrement of the Medlcare Medlca|d and SCHIP Balanced Bud-
get Refinement Act of 1999 (BBRA). The IPF PPS includes a patient classification system that
reflects differences in patient resource use and costs; the new system replaces the cost-
based payment system with a per diem IPF PPS. About 1,800 inpatient psychiatric facilities,
including freestanding psychiatric hospitals and certified psychiatric units in general acute
care hospitals, will be impacted.

NPI The Standard Unique Health Identifier for Health Care Proviters, or National Provider Identi-
. fier (NPI), is implemented. Providers begin applying fo rting May 23, 2005, and
comply with implementation by reporting it on electronicttaims no later than May 23, 2007.

Covered entities must comply with implementation effective May 23, 2007, except for small
health plans, which have until May 23, 2008, to comply.

Health insurance is a contract between a policyholder and a third-party payer or
government program for the purpose of providing reimbursement of all or a por-
tion of medical and heath care costs.

Automobile insurance coverage includes medical payments and PIP; disability
insurance provides an individual with reimbursement for lost wages; liability
insurance covers losses to a third party caused by the insured or on premises
owned by the insured.

The history of health care reimbursement can be traced back to 1860, when the
Franklin Health Assurance Company of Massachusetts wrote the first health
insurance policy.

Subsequent years, through the present, have seen great changes and advances in
health care insurance and reimbursement, from the development of the first Blue
Cross and Blue Shield plans to legislation that resulted in government health care
programs (e.g., to cover individuals age 65 and older}, payment systems to control
health care costs (e.g., diagnosis-related groups), and regulations to govern pri-
vacy, security, and electronic transaction standards for health care information.

SIUDY CHECKLIST

Read this textbook chapter and highlight key concepts.

Create an index card for each key term.

Access the chapter Internet links to learn more about concepts.

Answer the chapter review questions, verifying answers with your instructor.

Complete Web Tutor assignments and take online quizzes.

Complete Workbook chapter, verifying answers with your instructor.

Form a study group with classmates to discuss chapter concepts in preparation for an exam.
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HEALTH INSURANCE SPECIALIST CAREER 9

. PROFESSIONAL CREDENTIALS

The health insurance specialist who becomes affiliated with one or more professional
associations receives useful information available in several formats, including pro-
fessional journals and newsletters, access to members-only Web sites, notification of
professional development, and so on. A key feature of membership is an awareness of
the importance of professional certification. Once certified, the professional is respon-
sible for maintaining that credential by fulfilling continuing education requirements
established by the sponsoring association.

The National Electronic Billers Alliance (NEBA) offers the Certified Healthcare Reim-
bursement Specialist (CHRS) credential. NEBA professionals are dedicated to the
effective management of health insurance claims, and its membership includes
professional electronic billers who work for providers as well as claims assis-
tance professionals who work for patients. For more information, contact NEBA
at (650) 359-4419 or 2226-A Westborough Blvd. #504, South San Francisco, CA
94080.

The American Academy of Professional Coders (AAPC) offers four certification exams. The
AAPC was established to provide a national certification and credentialing process, to
support the national and local membership by providing educational products and
opportunities to network, and to increase and promote national recognition and
awareness of professional coding. The Certified Professional Coder Apprentice (CPC-
A) and Certified Professional Coder—Hospital Apprentice (CPC-HA) designations are
available to applicants who have not yet met the required medical field experience for
certification as a CPC or CPC-H. The Certified Professional Coder (CPC) is available for
physician practice and clinic coders, and the Certified Professional Coder—Hospital
(CPC-H) examination is for outpatient facility coders. Contact the AAPC at (800) 626-
8699, or e-mail at info@aapc.com. The mailing address is 309 West 700 South, Salt
Lake City, UT 84101.

The American Health Information Management Association (AHIMA) sponsors three certifi-
cation exams for coding specialists. AHIMA represents more than 40,000 health
information management professionals who work throughout the health care indus-
try. Health information management professionals manage, analyze, and utilize
patient care data, making it accessible to health care providers when needed.
AHIMA’s Certified Coding Associate (CCA) fulfills the need for an entry-level cod-
ing credential. The Certified Coding Specialist (CCS) demonstrates competence in
ICD-9-CM and CPT Surgery coding, as well as in patient documentation and data
integrity/quality issues, anatomy, physiology, and pharmacology. The Certified Cod-
ing Specialist—Physician-Based (CCS-P) demonstrates expertise in multispecialty
CPT, ICD-9-CM, and HCPCS national (level II) coding. For information on member-
ship and certification, call AHIMA at (312) 233-1100, or e-mail inquiries to
info@ahima.org. The mailing address is 233 N. Michigan Avenue, Chicago, IL
60611-5519.

The American Medical Billing Association (AMBA) offers the Certified Medical Reim-
bursement Specialist (CMRS) exam, which recognizes the competency of members
who have met high standards of proficiency. According to AMBA, Certified Med-
ical Reimbursement Specialists (CMRS) are skilled in facilitating the claims reim-
bursement process from the time a service is rendered by a health care provider
until the balance is paid. The CMRS is knowledgeable in ICD, CPT, and HCPCS
coding; medical terminology; insurance claims and billing; appeals and denials;
fraud and abuse; Health Insurance Portability and Accountability Act (HIPAA)
regulations; Office of the Inspector General (OIG) compliance; information and
Internet technology; and reimbursement methodologies. Contact the AMBA by
calling (580) 622-2624. The mailing address is 4297 Forrest Drive, Sulphur, OK
73086.
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Anatomy of ICD-9 Code





Anatomy of an ICD-9-CM code

[ First 3 digits describe the disease type or organ system (e.g., Mental Disorders,
290-319). In this case, “315" refers to “Specific delays in development.™

rst digit after the decimal point specifies a subclassification of the
diagnosis. I this case, "0 specifies “reading disorder,” while
~ would specify would specify.

*other specil

Second digit afer the decimal point specifics the diagnosis even
further. In this case, a “0" indicates an “unspecified reading disorder
a1 indicates “alexia’ 2" indicates “developmental dyslexia.”
and 9" indicates “Other.” such as a specific spelling difficulty

315/./019

Anatomy of an Evaluation and Management (E&M) CPT code

[~ All Evaluation and Management Codes begin with *992." *993.” or "994."

The 4% digit helps (0 differentiate between
primary care vs. consultant, and new vs. estal

patient and outpatient,
ed as in this case) p

The 5% digit efers to the inensity of the ineraction, from *1”

(lowest) to *5" (highes1).

992

=
=








