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Risk Adjustment 
Documentation & Coding  
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Documentation Guidelines  

• Each patient encounter should include: 

o A reason for the encounter and relevant history, physical examination 

findings, and prior diagnostic test results. 

o An assessment, clinical impression, or diagnosis. 

o A plan for care. 

• Would any of these documentation elements be excluded as a source for 

diagnostic code abstraction? 
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Presenter
Presentation Notes
Answer: 
Prior diagnostic test results can contribute to the medical decision-making, but only current diagnoses are relevant for coding an encounter. A “clinical impression” may be “possible pneumonia,” which, according to “rule-out” guidelines for outpatient coding, would not be reported in the physician office.
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Documentation Guidelines (continued)  
• If not documented, the rationale for ordering diagnostic and other ancillary 

services should be easily inferred. 
o What does “inferred” mean? Provide an example. 

• Past and present diagnoses should be accessible to the treating and/or 
consulting physician. 
o What problems can you see developing when past and present 

diagnoses are in the record for the encounter? 

• Appropriate health-risk factors should be identified. 
o Provide examples of health-risk factors. 

• The patient’s progress, response to and changes in treatment, and revision of 
diagnosis should be documented. 
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Presentation Notes
Answers: 
When we “infer,” we draw conclusions based on presented facts. While we should be able to infer the reason for a test, coders cannot make diagnoses based on test results. For example, a coder may infer that a blood glucose test was performed on a patient whose blood glucose result is 425 mg/dL. In addition, a coder may infer that the patient is being tested for glycemic disorder (eg, diabetes) and that the patient has hyperglycemia and perhaps diabetes. However, unless the physician documents abnormal blood test result, hyperglycemia, or diabetes, there is nothing to code. Coders cannot make diagnoses based on test results. Our inference may, however, prompt us to query the physician about the abnormal test results.
Coders are only supposed to abstract current diagnoses appropriate to the encounter, which can be difficult when past history of diagnoses is mixed in with new diagnoses in the same chart.
Health-risk factors place the patient in danger of developing disease. Health-risk factors may include a family history of disease and the patient’s own history (eg, a history of breast cancer, which puts the patient at risk for recurrence and at risk for complications from the treatments used to eradicate the breast cancer). Health risks often seen in Medicare Advantage participants include obesity, hypertension, and smoking or other substance abuse. Health risks are also associated with some diseases (eg, diabetes increases the risk for  cardiovascular, neurological, or kidney disease).
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Zeroing In On Diagnoses 

• Because risk-adjusting diagnoses affect payment, the Centers for 
Medicare & Medicaid Services (CMS) wants to ensure diagnoses 
abstracted from the record are valid. Validating the diagnosis is called 
finding “support” for the diagnosis.  

o CMS does not define what constitutes “support.” 

o Did the physician make a note about this diagnosis during this encounter, or is 
it just listed in the past medical history or in an ongoing problem list?  

• MEAT: monitored/measured; evaluated; assessed/addressed; treated 

o Many organizations use MEAT as a criteria for support. 
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• What skills do coders need to effectively determine MEAT in documentation? 

Presenter
Presentation Notes
Answer: 
Coders must be able to link clinical signs and symptoms to their underlying disorders; know the indications for prescription medications or diagnostic tests; and understand some laboratory values.
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Subjective, Objective, Assessment, and Plan (SOAP) Notes 
• SOAP notes often provide MEAT, as many formats link the assessment to a 

plan. 
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CMS Advice On Problem Lists 

• When reviewing medical records, pay special attention to the problem list 

on electronic medical records. Often, in certain systems, a diagnosis 

never drops off the list, even if the patient is no longer suffering from the 

condition. Conversely, the problem list may not document the HCC your 

organization submitted for payment. 

• An acceptable problem list must be comprehensive and show evaluation 

and treatment for each condition that relates to an ICD-10-CM code on 

the date of service. 
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Test Values 

• Coders are not clinicians and cannot abstract diagnoses based on test 
values. The physician must make the diagnosis. If possible, the coder 
may query the physician regarding the importance of test values. 
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Presenter
Presentation Notes
Comments: 
A blood glucose reading of 37 is clinically significant for hypoglycemia, but the coder cannot abstract hypoglycemia if it is not documented, even if the coder understands the significance of the value. Coders cannot abstract diagnoses based on laboratory values. They can, however, query the physician.
In the ICD-10-CM Alphabetic Index, frailty/mental is indexed to a symptom code for age-related cognitive decline. If the patient has a more specific diagnosis, it should be documented. A more specific diagnosis cannot be abstracted from the problem list from documentation in past encounters.
“↑” potassium may be indicative of elevated serum potassium (hyperkalemia), but it also may be indicative of improvement in a patient with depressed serum potassium (hypokalemia). Without more information, a diagnosis cannot be abstracted by the coder.
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Comorbidities In ICD-10-CM Guidelines 

 

• Chronic diseases treated on an ongoing basis may be coded and 
reported as many times as the patient receives treatment and care for the 
condition(s). (Section IV[I])  

• Code all documented conditions that coexist at the time of the 
encounter/visit, and require or affect patient care treatment or 
management. Do not code conditions that were previously treated and no 
longer exist. (Section IV[J]) 
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Comorbidities  

• Comorbidities affect medical decision-making for almost all encounters. 

• How would a comorbidity of dementia affect the patient with a 

diagnosis of new onset type 2 diabetes? 

• How would a comorbidity of COPD affect a patient with a new 

diagnosis of pneumonia? 
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Presenter
Presentation Notes
Answers: 
1. The patient with dementia may be unable to manage the medication and dietary restrictions associated with diabetes. The physician will need to ensure the patient receives proper care.
2. The patient with COPD is at a higher risk from the pneumonia because this patient’s lungs are already compromised.
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History or History Of 

• For physicians: The continuum of the patient’s medical status, both past 

and present. 

• For ICD-10-CM: A condition that no longer exists and no longer requires 

treatment. 

• How do these conflicting definitions cause problems for coders? 
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Presenter
Presentation Notes
Answer: 
Coders must further review documentation to determine the meaning of “history of” to see if the patient has an ongoing medical condition or a past history of medical condition.
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History 
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Causal Relationship 
• A medical scenario in which an underlying condition is directly responsible 

for a second condition (eg, pneumonia due to pseudomonas or heart 
failure due to hypertension). 

o Etiology: For ICD-10-CM, a disease that originates or cases a problem; the underlying 
condition (eg, follicular carcinoma of the thyroid [etiology] causing thyrotoxicosis) 

o Manifestation: For ICD-10-CM, a complication from an underlying disease (eg, 
thyrotoxicosis [manifestation] due to follicular carcinoma of the thyroid) 

• In many cases, causal relationships must be so stated in documentation 
in order for the relationship to be linked in the coding. 

• ICD-10-CM has exceptions. 
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Causal Relationship: Guidelines 
The word “with” or “in” should be interpreted to mean “associated with” or “due to” 
when it appears in a code title, in the Alphabetic Index, or in an instructional note in 
the Tabular List. The classification presumes a causal relationship between the two 
conditions linked by these terms in the Alphabetic Index or Tabular List. These 
conditions should be coded as related even in the absence of provider 
documentation explicitly linking them, unless the documentation clearly states the 
conditions are unrelated or when another guideline exists that specifically requires a 
documented linkage between two conditions (eg, sepsis guideline for “acute organ 
dysfunction that is not clearly associated with the sepsis”).  

Turn  to “Diabetes” in your ICD-10-CM Alphabetic Index. 
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Presentation Notes
Consulting the Alphabetic Index is crucial for correct coding of causal relationships with the “with” rule. Dementia, for example, is due to Parkinson’s disease when both occur, according to the Alphabetic Index, and alcohol abuse is the default cause of sexual dysfunction when both conditions are documented in the same encounter.
Diabetes is the most commonly documented diagnosis with causal relationships assumed by the ICD-10-CM Alphabetic Index.
The use of “with” or “in”  in the index entry establishes the causal relationship without it being documented. If there is a different causal relationship, it must be documented by the physician so the disorder is not linked to the diabetes.
If a physician does not want a causal relationship coded between diabetes and the disorders on this list, the documentation must either state that the two are unrelated or state another causal agent for the disorder.
What if the patient has diabetes and gingivitis? Note that there is a causal link for diabetes and “oral complications.” However, the index entry in this case is stating that if the physician documents a specific oral complication due to diabetes, this is the code to use. There is no entry in the index for diabetes with gingivitis. Therefore, there is no causal link unless the physician makes it.
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Status Conditions 

Status condition: Element within a patient’s medical profile that is significant for current or 
future medical risk. 

• These status conditions risk-adjust and are often not coded when they should be: 
o HIV-positive status 

o Stoma status 

o Lower-extremity amputation status 

o Major organ or stem-cell transplant status  

o Body mass index (BMI) of 40 or greater 

o Dialysis status 

o Presence of a heart assist device 

• How might these conditions affect care? 
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Presentation Notes
Answers: 
1. HIV: Medications required to prevent AIDS
2. Stoma: Increased medical equipment, testing, risks of infection, underlying disease
3. Lower extremity amputation: Ambulation reduction, underlying disease
4. Major organ transplant status: Immunosuppressive medications
5. BMI: Comorbidities associated with morbid obesity
6. Dialysis status: Comorbidities associated with chronic kidney disease (eg, hypertension)
7. Presence of heart assist device: Added monitoring, underlying disease
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Codes In Documentation 
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Presenter
Presentation Notes
Coders should check the coding performed by physicians and correct it as necessary. Codes are not documentation, so coders do not need to be concerned they are changing documentation.
CMS’ Contract-Level RADV Reviewer Guidance states that ICD-10-CM codes “without narrative are not acceptable to report in place of a diagnosis to support a CMS-HCC.”
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Coding Conventions 
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NEC Vs NOS 

• Not elsewhere classified (NEC) indicates that the classification does not 
have a code specific to the condition being reported, so a general code 
must be used.  

• Not otherwise specified (NOS) indicates there is not enough information 
available to choose a more specific code, usually because the diagnostic 
process is still under way or because the documentation is insufficient. 

• In some instances, NEC codes risk-adjust, but NOS codes do not. 

• In some instances, NEC and NOS classify to the same code. 
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Brackets 

• When a code in the Alphabetic Index is followed by a second code in 

brackets, ICD-10-CM convention dictates that two codes are required to 

correctly report the etiology and manifestation (eg, Pick’s disease G31.01 

[F02.80], requiring a second code to report dementia in Pick’s disease 

[F02.80]). The second code, F02.80 cannot be omitted, according to ICD-

10-CM convention. 
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Code First 

• If the Tabular instructions state “Code First,” a second code is 
mandatory. 

• If Tabular instructions state “Code Also,” a second code is 
optional. 
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Code Lookup 

• Per ICD-10-CM Guideline Section IV(A), the “most critical rule involves 

beginning the search for the correct code assignment through the 

Alphabetic Index. Never begin searching initially in the Tabular List as this 

will lead to coding errors.” 

• Can you think of any instances in which the search might start in the 

Tabular List? 
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Presenter
Presentation Notes
Answer:  
Experienced coders may remember the guidelines, know the first three characters of a code, and go directly to the Tabular List comfortably for diagnoses they commonly report  when they want a little bit of reassurance about the fourth or fifth digits, or the associated guidance at the code level. This is acceptable. But until a coder has mastered the guidelines and the includes and excludes notes at the code level, it is ill-advised to start in the Tabular List. Doing so will cause many instructions to be missed.
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Coding Instructions at the Tabular Code Level 

• Go to category I85 in the ICD-10-CM code set. 

• What instruction might be missed if the coder does not 

perform a complete code lookup? 
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Presenter
Presentation Notes
Answer: 
The reporting of risk-adjusting alcohol abuse or dependence might be missed.
Noting that a specific code exists for esophageal varices with bleeding, or as a secondary condition, might be missed.
The coder may need to query the physician, if possible.
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Documentation Nomenclature 
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• Coders should never make 

assumptions regarding the 

language in the medical record.  

• The language in the record should 

be the basis for code lookup in the 

Alphabetic Index. 
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