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Medicare’s guidelines state,” Code all documented conditions which co-exist at the time of the visit
that require or affect patient care or treatment”.

Beyond the Basics
Incomplete coding leads to losing opportunities for intervention of a beneficiary’s overall disease
burden.
Example:
250.40 Diabetes with Renal Manifestations: Reminder to doctors of what clinical and lab data are
required to support this specific ICD-9 code.
o Specifically that “renal manifestations” may include microalbuminuria (microalbumin to
creatinine ratio > 30) with diminished kidney function, such as GFR or filtration rate < 60
which is 50% of normal. One specific “renal manifestation” is diabetic nephropathy
which is clinically suspected in longstanding diabetics with progressively worsening
proteinuria who have either a biopsy showing diabetic kidney damage or who have
renopathy. If the kidney function is < 50% normal for more than 3 months (acute vs.
chronic), physicians may also consider if 585.3 Chronic Kidney Disease, Stage III
o Chronic microalbuminuria or proteinuria may qualify as CKD stage 1 or 2 and should not
be overlooked.

Myocardial Infarction (MI)



A common documentation problem for MI is that the site of the infarction isn’t identified. For accurate
code selection, the site of the infarction should be documented.
The 4th digit in the 410 category identifies the site of the acute MI as identified on the EKG.
Example:
410.0x Acute MI of anterolateral wall
410.1x Acute MI of other anterior wall
410.2x Acute MI of inferolateral wall –STEMI
410.3x Acute MI of inferoposterior wall –STEMI
410.7x Acute MI-NSTEMI
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Coding Neoplasms:




All malignant neoplasms risk adjust with the exception of skin and lip.
Malignant melanoma also risk adjusts
Be sure to document all primary, secondary and unknown sites.
1. Location
2. Behavior (Primary, Secondary, InSitu)
 Malignant Solid Tumors
3. Active vs. history of under surveillance
4. Evaluate, document, and code status each year
 The anatomic site of the neoplasm
 Current and being treated?
 “History of” (V10.xx Codes)
 Unknown site - 199.1 is used to indicate an unknown or unspecified primary or secondary
malignancy. If there is a known secondary site, a code must be assigned to the primary site or the
history of a primary site. It is possible for a primary site to be unknown.
 Contiguous site: When the point of origin cannot be determined because the neoplasm overlaps
the boundaries of two or more contiguous sites – classified to a fourth digit of .8.

Old Healed MI


Documentation of a patient that is outside of the 8 week recovery period is coded to 412.
Example:
– Hx of MI in ‘04
ICD-9 states “Past MI diagnosed on EKG or other special investigation, but currently presenting no
symptoms”. This refers to symptoms related to the previous MI, not cardiac symptoms in general.



Any condition documented to 412 but presenting with symptoms after 8 weeks from date of infarction is
coded to 414.8 (Chronic Ischemic Heart Disease) if the documentation states that it is the lasting affect of
the MI.
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Heart Failure Documentation


There are 15 codes for the different types of heart failure
–




Categories include:
428.0 CHF
428.1 Left heart failure
428.2x Systolic heart failure

428.3x Diastolic heart failure
428.4x Combined Sys/Dia failure
428.9 Heart failure, unspecified

All codes for heart failure include any associated pulmonary edema; no additional code is assigned.
More than one code from category 428 may be assigned if the patient has systolic or diastolic failure with
CHF.

Heart Failure and HTN



Heart failure may be associated with hypertension. When a causal relationship between these two
conditions is stated, hypertensive heart disease is coded to category 402
The cause and effect relationship between heart failure and HTN should not be assumed.
Example:
–
–



When documentation mentions the conditions but without a stated causal relationship, each condition will
be coded separately.
Example:
–
–



Patient has CHF due to (causal relationship) diastolic dysfunction due to HTN
codes: 402.91, 428.30 and 428.0

Patient has CHF and HTN.
codes: 428.0 and 401.9

Pedal Edema can be related to Diastolic Heart Failure but documentation need to show a cause and
effect of the two conditions.

Depression: 311 and 296.xx
–

Category 311 (Depression) is reserved for depressive disorders not assigned a more specific
diagnosis

–

Category 296.xx is reserved for patients having single or recurrent episodes of:
9 Depressive psychosis
9 Monopolar depression
9 Psychotic depression
9 Manic-depressive
9 Psychosis or reaction
9 Major depression
9 Grieving – Long Term: Consider major depression if documented
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Specified Heart Arrhythmias
–

426.0 Atrioventricular block, complete
Third degree atrioventricular block

–

427.0 Paroxysmal supraventricular tachycardia
Rapid atrial rhythm

–

427.1 Paroxysmal ventricular tachycardia
Rapid ventricular rhythm

–

427.2 Paroxysmal tachycardia, unspecified
NOS essential

–

427.31 Atrial Fibrillation
Irregular, rapid atrial contractions

–

427.32 Atrial Flutter
Regular, rapid atrial contractions

–

427.81 Sinoatrial node dysfunction
Appears as severe sinus bradycardia, sinus bradycardia with tachycardia, or sinus bradycardia
with atrioventricular block aka sick sinus syndrome (SSS)

Hypoxemia: 799.02 and Pulmonary
9 Values under 90 are considered low. Severe hypoxemia occurs when oxygen saturation drops below
80 percent.
9 End Stage COPD – while there is no code for end stage COPD but you can code hypoxemia or
chronic respiratory failure if documented
9 Consider chronic respiratory failure for patients that have continuous oxygen use who have
underlying chronic lung disease. Be sure to list CRF on the progress note.
9 If a patient is oxygen dependant then the reason for the oxygen also needs to be documented and
coded.
9 There is a new code for Chronic Pulmonary Embolism for 2010 - 416.2. This can be documented and
coded if the patient is under treatment with Coumadin for the condition.
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Protein-Calorie Malnutrition


Category 262 – 263.x - Other and unspecified protein–calorie malnutrition is often under-reported. It is
often times a secondary condition caused by a chronic or acute condition such as those listed below:



Factors that limit nutrient ingestion and absorption:
▪ Cancer
▪ ESRD
▪ Pancreatitis
▪ Alcoholic hepatitis
▪ Alcohol abuse and/or dependence ▪ Cirrhosis
▪ Liver disease
▪ Celiac disease
▪ Obesity (post-bariatric surgery)
▪ Cystic fibrosis
▪ Anemia
▪ Depression

•

Subjective Global Assessment (SGA) for protein energy malnutrition (PEM) includes 6 clinical
parameters, followed by a Personal Judgment as to whether the patient has no, mild, moderate or severe
malnutrition or cachexia.
- Unremitting, involuntary weight loss that is greater than 10% in the previous months, and
especially in the last few weeks
- Food intake is severely curtailed
- Muscle wasting and fat loss, with attention to the presence of edema, or ascites present on
physical exam
- Persistent, essentially daily gastrointestinal symptoms such as anorexia, nausea, vomiting, or
diarrhea in the previous 2 weeks
- Marked reduction in physical capacity
- Presence of metabolic stress due to trauma, inflammation or infection



If there is a more definitive diagnosis do not report:
– Abnormal Weight Loss
– Loss of Appetite
– Underweight
– Failure to Thrive



Consider the following:
–
–
–
–
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Malnutrition, Mild Degree [263.1]
Malnutrition, Moderate Degree [263.0]
Cachexia (Severe) [799.4]
If degree of malnutrition is not stated, code to moderate degree

More Coding Scenarios
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