Hone Hospice Coding Skills & Prep for the HCS-H Exam
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Presented By

* Nanette Minton, RN, HCS-D, HCS-H, HCS-O, is the senior clinical
coding manager at MAC Legacy in Denton, Texas. Serving in a
leadership capacity for more than 20 years, Minton has held a
variety of roles in the home care and hospice industry, including
clinical, administrative, consulting, education, and agency startup
and development. She provides day-to-day coding and quality
support to the home care and hospice agencies receiving coding
services. She also serves as a consultant for quality and regulatory
issues that arise due to the complex and integrated nature of coding.
Minton’s experience in the industry gives her a unique perspective
and allows her to provide coding and audit knowledge firsthand to
clients.
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Learning Outcomes

+ At the completion of this educational activity, the learner will be able to:

— Identify the importance of understanding how to appropriately code the principal hospice
diagnosis.

— Discuss required documentation to support coding the primary diagnosis with accuracy.

— ldentify ICD-10 coding rules and terminology to better understand their application to
hospice coding.

— Review key concepts & allowed materials needed to pass the HCS-H exam
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“cms is looking closely at the hospice

industry, as we have increasing
concerns about fraud, waste and abuse
in this space. While this rule takes initial
steps, this is part of a larger effort by CMS
fo address hospice fraud, waste and abuse
that will continue this year.”

2024 CMS Proposed Hospice Payment Rule
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Table 3: Top Root Causes for Hospice
nen Sample Claim
Root Cause Description Error Category P
. Count
Physician's Certification/Recertification - Inadequate Insufficient Documentation 34
Documentation does not support mgdical necessity for the Medical Necessity 31
service or item billed
Service intensity add-on (SIA) services documentation - Missing Insufficient Documentation 18
Beneficiary election form - Inadequate Insufficient Documentation 11
Physician narrative as part of rl;e certification/recertification Insufficient Documentation 10
supporting terminal illness - Inadequate
Service intensity add-on (SIA) services documentation - Insufficient Documentation 9
Inadequate
Face to face documentation - Inadequate Insufficient Documentation 7
Physician's Certification/Recertification - Missing Insufficient Documentation 7
Face to face documentation - Missing Insufficient Documentation 6
Physician certification was signed and dated after the claim was
. Other 6
submitted
Source: CERT improper payment reports
5
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o Us. rtment of Health and Huma es
@ Office of Inspector Genera B s 5ol

About 01G v Reports v Fraud v Compliance v Exclusions v Newsroom v Careers v COVID-19 Portal

Medicare Improperly Paid Suppliers an Estimated $117 Million
Over 4 Years for Durable Medical Equipment, Prosthetics,
Orthotics, and Supplies Provided to Hospice Beneficiaries

11-16-2021 | A-09-20-03026 | Complete Report | Report in Brief

4
&= U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES

3
tﬁ OFFICE OF INSPECTOR GENERAL
\ &

HHS OIG Data Brief « February 2022 » A-09-20-03015

Medicare Payments of $6.6 Billion to Nonhospice Providers
Over 10 Years for Items and Services Provided to Hospice
Source: OIG Beneficiaries Suggest the Need for Increased Oversight




decisionhealth

Review of Hospices: Compliance with Medicare
Requirements

Hospice provides palliative care for terminally ill beneficiaries and supports family and other caregivers. When a
beneficiary elects hospice care, the hospice agency assumes the responsibility for medical care related to the
beneficiary's terminal illness and related conditions. Federal regulations address Medicare conditions of and limitations
on payment for hospice services (42 CFR Part 418, Subpart G). We will review hospice medical records and billing

documentation to determine whether Medicare payments for hospice services were made in accordance with Medicare

requirements.

Source: OIG
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Hospice—OIG Workplan 2023

in the Medicare Hospice Benefit

* Nationwide Hospice audit 2023

. Benofciary Eligibity

« Focus on pat| ents without in pat| ent ﬁ:‘i&?ﬁfﬁ;‘u2ﬁ:;-l‘oir:::.":::;f:m.‘:;;'::;:;‘:&'.n
oro Utpatl ent hos p ital services p rior Hospice patients face barriers to making complaints, and hospice
to ad miSSion to hospice and surveyor reporting requirements are limited.

The current payment systein creates incentives for hospices to
minimize services and seek patients with uncamplicated nee
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Hospice Overview—Comprehensive Plan

* Hospice is a comprehensive, holistic program of care and support for terminally
ill patients and their families. Hospice care changes the focus to comfort care
(palliative care) for pain relief and symptom management instead of care to
cure the patient’s illness.

« Patients with Medicare Part A can get hospice care benefits if they meet the
following criteria:
» They get care from a Medicare-certified hospice

» Their attending physician (if they have one) and the hospice physician certifies them as
terminally ill, with a medical prognosis of 6 months or less to live if the illness runs its normal
course

» They sign an election statement to elect the hospice benefit and waive all rights to Medicare
payments for the terminal illness and related conditions

10
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Hospice Overview—Benefit Periods

 After certification, the patient may elect the hospice benefit for:
» Two 90-day periods followed by an unlimited number of subsequent 60-day periods.

+ After the second, 90-day period, the recertification associated with a hospice patient’s third
benefit period, and every subsequent recertification, must include documentation that a
hospice physician or a hospice nurse practitioner had a face-to-face (FTF) encounter with
the patient. The FTF encounter must document the clinical findings supporting a life
expectancy of 6 months or less.

* All hospice care and services offered to patients and their families must follow
an individualized written plan of care (POC) that meets the patient’s needs. The
hospice interdisciplinary group establishes the POC together with the attending
physician (if any), the patient or representative, and the primary caregiver.
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Hospice Overview—Items and Services

*  The Medicare hospice benefit includes these items and services to reduce pain or disease
severity and manage the terminal iliness and related conditions:

* Nursing care

* Medical equipment

* Medical supplies

» Drugs to manage pain and symptoms

* Hospice aide and homemaker services

» Physical therapy

* Occupational therapy

» Speech-language pathology services

* Medical social services

» Dietary counseling

» Spiritual counseling

+ Individual and family or just family grief and loss counseling before and after the patient’s death
» Short-term inpatient pain control and symptom management and respite care

11
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Hospice Overview—Levels of Care

Hospice Levels of Care
* Routine home care: A day the patient elects to get hospice care at home and isn’t getting
continuous home care. A patient's home might be a home, a skilled nursing facility (SNF), or an
assisted living facility. Routine home care is the level of care provided when the patient isn’t in
crisis.
+ Continuous home care: A day when both of these apply:
— The patient gets hospice care in a home setting that isn’t an inpatient facility (hospital, SNF, or hospice
inpatient unit)
— The care consists mainly of nursing care on a continuous basis at home

Patients can also get hospice aide, homemaker services, or both on a continuous basis. Hospice
patients can get continuous home care only during brief periods of crisis and only as needed to
maintain the patient at home.

- Inpatient respite care: A day the patient elects to get hospice care in an approved inpatient
facility for up to 5 consecutive days to give their caregiver a rest.

» General inpatient care: A day the patient elects hospice care in an inpatient facility for pain
control or acute or chronic symptom management, which can’t be managed in other settings.

12
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Hospice Coding

Terminal Prognosis Pr|n0|pICeol(Dj|eagn03|s Non-reportable Primary

Diagnosis

Secondary/Comorbid

Diagnosis Diagnosis Change
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Terminal Prognosis

* Review specific documentation regarding the patient’s terminal prognosis.
* Prognosis and terminal diagnosis are not the same thing.
* How are you documenting overall outcome of the patient’s terminal state?

* Does your documentation clearly support that the terminal prognosis continues
to be 6 months or less?

Life expectancy of six months or less if the
terminal illness runs its normal course.
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Terminal Prognosis—Part I. Decline in Clinical Status Guidelines

* Progression of disease as documented by worsening clinical status, symptoms,
signs and laboratory results

* Decline in Karnofsky Performance Status (KPS) or Palliative Performance
Score (PPS) from <70% due to progression of disease.

* Increasing emergency room visits, hospitalizations, or physician’s visits related
to hospice primary diagnosis

* Progressive decline in Functional Assessment Staging (FAST) for dementia
(from =7A on the FAST)

* Progression to dependence on assistance with additional activities of daily
living (See Part Il, Section 2)

* Progressive stage 3-4 pressure ulcers in spite of optimal care

16
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Terminal Prognosis—Part Il. Non-disease Specific Baseline Guidelines

» Physiologic impairment of functional status as demonstrated by:
Karnofsky Performance Status (KPS) or Palliative Performance Score (PPS)
<70%. Note that two of the disease specific guidelines (HIV Disease, Stroke
and Coma) establish a lower qualifying KPS or PPS.

» Dependence on assistance for two or more activities of daily living (ADLs)
— Feeding

Ambulation

Continence

Transfer

Bathing

Dressing
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Terminal Prognosis—Part lll. Co-morbidities

» Chronic obstructive pulmonary disease

+ Congestive heart failure

* Ischemic heart disease

* Diabetes mellitus

* Neurologic disease (CVA, ALS, MS, Parkinson’s)
* Renal failure

* Liver Disease

* Neoplasia

* Acquired immune deficiency syndrome

+ Dementia

18
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Principle Diagnosis Code

* Hospice enters diagnosis coding as required by ICD-10 Coding Guidelines.

* The principal diagnosis listed is the diagnosis most contributory to the terminal
prognosis of the individual.

* In the instance where two or more diagnoses equally meet the criteria for
principal diagnoses, ICD-10 coding guidelines do not provide sequencing
direction, and therefore, any one of the diagnoses may be sequenced first.
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Principle Diagnosis Code

* The principal diagnosis must be the same across the Certification of Terminal
lliness (CTI), the Hospice Plan of Care, and the UB-04 Claim Form

* When are the diagnoses inconsistent?
— Primary changes
— Primary on CTI does not meet criteria and need new CTI
— Coding guidelines must be applied

20
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Non-reportable Primary Diagnosis Codes

Hospice codes that will be returned to the provider for correction:
* Any Z Code listed as the principal diagnosis on hospice claims
+ Debility, Failure to Thrive, Unspecified Dementia

Hospices may not report diagnosis codes that cannot be used as the principal
diagnosis according to ICD-10-CM Coding Guidelines or diagnoses that require
further compliance with coding conventions such as those with sequencing
guidelines.

20




21

decisionhealth

Non-reportable Primary Diagnosis Codes
Dilemma of Dementia

“‘Dementia” is unacceptable as a terminal diagnosis for hospice. (F03.9-)

Senile dementia or vascular dementia are also excluded as a terminal
diagnosis for hospice.

Query “Is this dementia of the Alzheimer’s type?”

G31.1 Senile degeneration of the brain, not elsewhere classified may be an
acceptable option if physician confirmed.

21
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Secondary/Comorbid Diagnosis

* Hospice will report all diagnoses identified in the initial and comprehensive

assessments on hospice claims, whether related or unrelated to the terminal
prognosis of the individual. This includes the reporting of any mental health
disorders and conditions that would affect the plan of care.

If the hospice patient has diagnoses unrelated to their terminal condition, the
hospice physician should document why those diagnoses or conditions are not
related to the patient’s terminal status and that information should be in the
medical record.

22
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Diagnosis Change

« Diagnosis codes can be changed at any time the patient’s condition changes
but should be documented in the medical record along with the rationale for
making the change.

« Should the physician determine a need for change in the terminal condition, a
physician order should be obtained if this is not done in conjunction with the
recertification process.

* Documentation in the medical record to clinically support the change in
diagnosis should be evident.

23

23

decisionhealth

Related vs Unrelated

24
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Hospice Coverage of Services

Hospice Conditions of Participation (CoPs) at §418.56(c) require that the
hospice must provide all reasonable and necessary services for the palliation

25
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Related Conditions

“Clinically, related conditions are any physical or mental
condition(s) that are related to or caused by either the
terminal iliness or the medications used to manage the
terminal illness.”

Paolini, DO, Charlotte. (2001). Symptoms Management at End of Life. JAOA.
101(10). p609-615

26
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Related Conditions as Defined by CMS

Those conditions that result directly from terminal illness; and/or result from the
treatment or medication management of terminal iliness; and/or which interact or
potentially interact with terminal illness; and/or which are contributory to the
symptom burden of the terminally ill individual; and/or are conditions which are

27
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Related Versus Unrelated

CMS says: “. . . we believe that the unique, physical condition of each
terminally ill individual makes it necessary for these decisions to be made on a

28
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From the 2024 Proposed Rule

TABLE 2—ToOP TWENTY PRINCIPAL HOSPICE DIAGNOSES

[FY 2022]
Percentage of
" innal claseificat " . " " Number of all reporied
Rank Ir al 1 of d . tenth revision {(ICD-10)/reported principal diagnosis beneficiaries principal
dna?mses
)
.. | G30.9—Alzheimer disease, u IO e 135.910 74
G31.1—Senile degeneration o{ brain, not elsewhera classmed 124,365 6.8
J44 8—Chronic cbstructive pulmonary disease, 78,630 4.3
G30.1—Alzheimer disease with late onsat . . . 63,980 35
150.89—Heart failure, unspacified ... e e 52,375 28
G20—Parkinson diSease ... 52 155 28
125.10—~Atherosclerotic heart disease of native corenary artery without angina pectoris 47 117 26
C34.90—Malignant 1 of pecified part of unspecified bronchus or lung ..o, 44,083 24
uo7.1—Emergency use of UCI? L SO S U UPROORS 43 505 24
167 .2—Cerabral atherosclerosis ... 38.543 241
111.0—Hypertensive heart dlsease with (congestive) heart falure ... 36,860 20
eeee | 187 9—Carebrovascular disease, unspecified ... 35,120 19
weer | E43—Unspecified sevare protein-enengy mMalULATOn ... esss s s 33111 1.8
.. | 163.9—Cerabral infarction, unspecified ... 29 291 16
113, G—Hypenenswe heart and renal disease with (congestive) heart failure ... 27 455 15
CE1—M; vof prostate oo 24 806 13
N18.6—End stage renal dlsease ............ 24 565 13
JOE.01—Acute respiratory failure with Ryposda ... 23329 13
e | C25.9—Malignant necplasm: Pancreas, unspecified ... 22128 1.2
.. | J44 1—Chronic obstructive pulmonary disease with acule exacerbation, unspecified .. 20,828 141

29
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Determining Terminal Prognosis

* The hospice benefit is designed to provide palliative and symptom
management to a patient who has a life expectancy of six months or less if the
disease follows the normal course.

* Most patients have multiple diagnoses or needs that are based on their
individual health history and current status.

+ Patients with the same or similar chronic diagnoses may have a different
impact on their terminal prognosis.

« Current and ongoing documentation of the functional and structural
impairments as related to their disease process goes further to establish
appropriateness for hospice care than any specific diagnosis.

30
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Code only Confirmed Diagnoses

decisionhealth

» ALL diagnoses must be stated or confirmed
by a physician or other qualified health care
practitioner who is legally accountable for
establishing the patient’s diagnosis.

31
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Problematic Areas in Hospice Coding

+ Use of symptom codes inherent to the disease processes
* Not correctly capturing dementia

decisionhealth

* Incorrect use of combination codes, particularly hypertension and chronic

kidney disease and hypertensive heart failure.
« Sequencing primary and secondary cancers
* Lack of understanding in coding “end stage” liver or heart failure

+ Use of acute cerebrovascular diagnoses versus sequela (late effect) codes

32
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General Coding Guidelines

« Codes for signs and symptoms, as opposed to diagnoses are acceptable for
reporting purposes when a related definitive diagnosis has not been
established or confirmed by the provider but generally should not be used as
primary.

+ Signs and symptoms that are associated routinely with a disease process
should not be assigned as additional codes, unless otherwise instructed by the
classification.

+ Additional signs and symptoms that may not be associated routinely with a
disease process should be coded when present.

33
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Signs Integral to a Disease Process

+ Edema, muscle weakness, SOB, or pleural effusion not requiring continued
intervention in CHF

« SOB or muscle weakness in COPD or other respiratory condition
+ Jaundice or ascites or liver failure

+ Pain due to osteoarthritis

* Nausea and vomiting with gastroenteritis

+ Gait issues with dementia

* Weakness or gait issues with hemiplegia

34
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Signs Supportive of the Terminal Condition

* Incontinence

* Anasarca

* Anorexia

* Wheelchair Bound
* Bedbound

+ Oxygen Use

35
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Hospice Referrals

36
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Hospice Admission Summary

Admission Marative

Patient admitted to hodpice after discharge back to the with diagnodis of CHF and other comorbidities ESRD,
T T

37

Hin, DM, and chronic wounds/pressure wulceri. Her mounds were covered with dresiings From I7IT & I7IE From the hospital.
Full body imdipectio performed with bruisding to armd Ffrom labd/ IV from the hodpital, predswre wlcers with scabbing to right
heel and left anterior foot. Her codcyx was covered with dressing marked 1/17 & R great toe/Ind toe area covered with
1/18. Her dtr reported they had both been rencved and this wmas over the wound. Her Ezﬂin and Tabia sare red and excorfated
from mofsture & urine and will reguire attention from cleaning and zinc cream and advised staff of in between visitsi from
hospice to provide this care. I will 2&t wup for we schedule. She would also benefit from airflow bed with wownds. sShe
needs MSW For help with medical & durable PoA. She will benefit from aide and chaplin for physical & spiritual needi. 5w
instructed over SOC paperwork with copies for WM facility left with them and CG signed copies and openly talked while
nother was alert and talking to dtr in law with agreeance. Reports to be given to IDT staff and s fa.tTIIu. Pt renafned
in stable condition and family at side.

37
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Hospice Admission Summary

Visit Notes/Ongoing Comprehensive Assessment 86 vear old caucasian female patient being admitted with End Stage Respiratory Failure

Comorbidities; Protein Calorie Malnutrition, CAD, HTN, CKD IlIA, Chronic Respiratonl( failure, Emphysema, Pulmonary HTN, Hypothyroidism, DMII, AAA. Pressure Ulcerto
sacrum with MRSA, COVID, Cerebral Artery Occlusion with cerebral infarct, Bacterial Pneumonia, Left hip fracture, Acute on chronic diastolic CHF, COPD, Sepsis pneumonia

PPS: 30, LMAUC: 33.3, Height: 62", Weight: 171.8, BMI 33.55

Why hosnire- Patient has been hospitalized 5 times in the past 6 months. 2/09/2023- 02/17/2023 for Pneumonia, 02/19/2023 - 02/23/2023 for left hip fracture. She was receiving
PTat ealth and Rehab and went to for follow up for hip fracture on 03/23/2023 and found to have a pressure ulcer to sacrum that was positive for MRSA. While
hospitalized found to have COVID and COVID pneumonia superln%osed with bacterial pneumonia, Acute on chronic diastolic CHF and respiratory failure. She was found to have
albumin of 2.9 and was treated with midodrine and Albumin and LR. Albumin levels improved to 3.1. She was treated with antibiotics and steroids for pneumonia. While
hosEllallzed she declined and was transferred to ICU and placed on BiPap. Patient was weaned off but now requires 2L O2 continuously. Since hospitalization the patient's PO
Intake declined and she was only eating bites of food with sips of liquids. After discussing options the patient verbalized that she did not'wish to rétiirn to therapy and wanted to go
home and no longer seek aggressive treatment.

Mental Status: 6 months ago the patient was AOx3-4. Able to have a meaningful conversation and make her basic needs known. She was able to make her own decisions. This
remains the same. She was slow to answer questions but was able to make her needs known and participate in own care decisions.

Functions: 6 months ago the patient was high functioning. She was able to stand independently and was ambulatory in her home with walker for stability. She required
wheelchair for mobility outside of home related to SOB. She was continent of bowel and bladder with intermittent stress unnan{ incontinence. She was able to tollet herself,
shower and dress herself. She was able to participate in ADLs. Now patient is bed bound. She is minimally able to assist with turning. She becomes easily fatigued with minimal
exertion. She appears weak. She has a foley catheter in place with light yellow urine output. She now has chronic constipation. Daughter reports she had to be disimpacted on
04/02/23. She requires total care with ADLs.

Respirations: 6 months ago the Paﬂent had a history of COPD and Emphysema. She had shortness of breath with minimal exertion and talking. She required 2L O2 intermittently
during the day for dyspnea and at night while sleeﬁlng, She had a chronic cough. Now the patient requires 2L 02 continuously. Her Iyn%soun 1s are diminished to bases and clear
to upper lobes. She’becomes easily short of breath with any exertion and with talking. O2 sats at 94% at rest with 02 and dropped with92% with talking

Cardiac: 6 months ago the patient had a h\stog of HTN and CAD. She was diagnosed with AAA in September. Her family reports she would have intermittent swelling of her feet
and ankles. Now thepatient has 1+ generalized edema. Her heart rate is sluggish at 50 BPM. Her hands and feet are warm to touch. Pedal pulses were palpable.

Sleeping: 6 months ago the patient was sleeping 10-12 hours per day and taking no naps. Now the patient is sleeping 14-16 hours per day in 3-4 hour increments

Eating: 6 months ago the patient was eating 3 small meals per day. She was able to feed herself with setup assist. Now the patient is only taking bites of food with sips of liquids.
She has been drinking Ensure for supplemeénts. She has visible muscle wasting. She appears fluid overloaded

Skin: 6 months aao the Patient had no skin issues. Now the patient has an,unsta%eable wound to her sacrum measures 5 5 X 5 8 X 3 5 with excoriation to surrounding tissues
She has large number of scattered bruises to arms. She has a 4.0 X 3.2 skin tear o her left upper arm. Her skin 1s pale with poor turgor.

Pain: 6 months ago the patient had chronic pain to lower back. Now the patient has pain to her left hip related to previous fracture. Continues to have chranic lower back pain

38
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Scenarios

39
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Dementia Scenario

+ Patient was referred to hospice care for Alzheimer’s Dementia and a recent
decline including increased confusion from her baseline. Gait and balance
issues leaving her unsafe to walk and she has become bedbound. Requires
assistance with all ADLs and has stopped eating solid foods. Drinks only
supplements and has had a significant weight loss with BMI only at 17. History
indicates UTI x 2 in the last 3 months in addition to pneumonia 30 days ago
that she just hasn’t recovered from.

40
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Dementia Answer

G30.9 Alzheimer’s Disease

F02.80 Dementia in other diseases classified elsewhere, unspecified severity,
without behavioral disturbance, psychotic disturbance, mood disturbance, and
anxiety

R63.0 Anorexia

R63.4 Abnormal loss of weight
Z68.1 BMI less than 19

Z74.01 Bed confinement status
Z87.440 Hx of UTI

Z87.01 Hx of Pneumonia

Z51.5 Encounter for palliative care

41
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Traumatic Brain Injury Scenario

+ Patient with a history of Parkinson’s was referred to hospice services after a fall

at home resulting in traumatic subarachnoid hemorrhage. She is unresponsive
and family requested hospice services at the recommendation of the physician.

42
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Traumatic Brain Injury Answer

+ S06.6X9D Traumatic subarachnoid hemorrhage with loss of consciousness of
unspecified duration, subsequent encounter.

+ G20 Parkinson’s
» Z51.5 Encounter for palliative care
* W19.XXXD Fall

43
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Acute Cerebrovascular Diagnoses Versus Sequela (Late Effect) Scenario

+ Patient was referred to hospice services for CVA with Dysphagia. He is no
longer able to eat and refuses feeding tube. Swallowing evaluation in the
hospital revealed oropharyngeal dysphagia. He has a previous history of CVA
two years ago that left him with right-sided hemiparesis and wheelchair bound.
His medical history also includes Hypertension and Type 2 DM. Out of Hospital
DNR in place.

44
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Acute Cerebrovascular Diagnoses Versus Sequela (Late Effect) Answer

* 169.391 Dysphagia following cerebral infarction

* R13.12 Dysphagia, oropharyngeal phase

* 169.351 Hemiplegia following cerebral infarction affecting right dominant side
* 110 Hypertension

» Z99.3 Dependence on wheelchair

+ Z66 Do not resuscitate

» Z51.5 Encounter for palliative care

* E11.9 DM Type 2

45
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HTN, CKD, and ESRD Scenario

+ Patient was referred to hospice services for ESRD. She is a long-term diabetic
but there is no cause stated as to the reason for the renal failure. She has
refused to continue with dialysis and wants to be at home. Her medical history
also includes hypertension.

46
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HTN, CKD, and ESRD Answer

* 112.0 Hypertensive chronic kidney disease w/stage 5 chronic kidney disease or
end stage renal disease.

* E11.22 Type 2 diabetes mellitus with diabetic chronic kidney disease
* N18.6 End stage renal disease
* Z51.5 Encounter for palliative care

47
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Hypertensive Heart Disease—End Stage Heart Failure Scenario

+ Patient was referred to hospice services for acute exacerbation of congestive
heart failure. The medical record indicates that she has chronic diastolic heart
failure. She has 4+ pitting edema to her lower extremities and abdominal
ascites. She requires oxygen continually and becomes short of breath with any
activity. Her medical history also includes HTN. Physician documents End
Stage Heart Failure in the medical record.

48
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Hypertensive Heart Disease—End Stage Heart Failure Answer

* 111.0 Hypertensive heart disease w/heart failure

* 150.84 End stage heart failure

+ 150.33 Acute on chronic diastolic (congestive) heart failure
* R18.8 Other ascites

+ 799.81 Dependence on supplemental oxygen

* Z51.5 Encounter for palliative care

49
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End Stage Liver Disease Scenario

« Patient is being admitted to hospice services related to his unspecified liver
cirrhosis which has caused hepatic failure. He has ascites, jaundice, weakness
and a loss of appetite. Assessment reveals and confirmed with physician that
patient has a stage 2 pressure ulcer to the coccyx.

50
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End Stage Liver Disease Answer

+ K74.60 Unspecified cirrhosis of liver

« K72.90 Hepatic failure, unspecified without coma
* R53.1 Weakness

* R63.0 Anorexia

* L89.152 Pressure ulcer of sacral region, stage 2
* Z51.5 Encounter for palliative care

decisionhealth
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Primary Versus Secondary Cancer Scenario
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+ Patient was referred to hospice services for metastatic breast cancer. She has

a history of cancer to the right breast 6 years ago and underwent

chemotherapy after a mastectomy. She recently went to the ER for a seizure
after which testing revealed metastasis to her brain and bone. She has elected
hospice care for symptom management. She is now struggling with pain related

to the metastasis and nausea.

52




decisionhealth

Primary Versus Secondary Cancer Answer

« C79.31 Secondary malignant neoplasm of brain

* C79.51 Secondary malignant neoplasm of bone

» Z85.3 Personal history of malignant neoplasm of breast
* G89.3 Neoplasm related pain

* (G40.89 Other seizures

* R11.0 Nausea

+ Z90.11 Acquired absence of right breast

« Z792.21 Personal history of antineoplastic chemotherapy
» Z51.5 Encounter for palliative care
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How to Code This One?

Summary of Visit:Patient is an 81 y/o male living in his own home with his wife. Patient is admitted to hospice with terminal
diagnosis Heart Disease, Co mobids Anemia, CAD, CABG x 3, A-Fib, Removal of infected ICD, DM type II, Parkinson's
Disease, Hypercholesterolemia, COPD, Esophageal Stenosis, recurrent aspiration pneumonia, Chronic Kidney disease.

Weight 158

BMI2L5

MUAC

PPS 30

NYHA IV

ADL Minimal assist with feeding, Moderate assist all other ADL's

ADLscore 11/18

Patient is A/O x 4, very HOH has hearing aides but, refuses to wear them. Seems very well aware of his current situation. Discussion
was had with family and decision was made to stop all medication except comfort medications and be discharged home with
hospice. Patient ambulates with his walker and assist of 1-2, uses w/c for longer distances. Patient had a long standing history of
coronary disease, Device implanted 5/13/11 removed 8/8/2019 due to infection, admitted to LTAC for IV antibiotic
therapy,Patient has had failure to thrive, poor appetite, some difficulty swallowing. He is continent of bowel if he can get up and
to the restroom in time same with urination, he reports feeling tired and weak most days and sleeps off and on during the day
totaling 18/24 hours a day of sleep.

54
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Hospice Eligible?
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[ & 9}
Office Visit 31202
’ ‘ - Infection of uny elerium avim
e itracellulare (HC terus
e visit. Folk 1a Gonjurctiae normal
Proijrasy NGt Fete 320 Ryt Mol ke an regula hyton
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True Case Scenario

Problem List/A&P:
1. Colon cancer

2. Gl bleed

3. Liver metastases

4. Palliative care encounter
5. Advance care planning
Free text A&P:

melasiasis, |

continued work-up.

56

Follow-up visit today.

Palliative NP visited patient this morning.

Patient is familiar to our services from previous admission earlier this March.

Son at the bedside.
Rounded with bedside RN this morning.

decisionhealth

Patient is transferred out of ICU over the weekend. Patient reports he is feeling much better.
Patient and his son both slated that according to Gl doctor they were not able o find any
bleeding source, Gl recs are "Consultation with surgery as well as wound

care

strongly recommended to prevent yet another recurrence of ostomy

related

bleeding”. Patient is instructed to return back to the hospital if bleeding occurs again.

Patient verbalizes understanding and agreement.

Patient anticipating to be discharged home with home hospice today.

Patient and his son given opportunity to ask questions, No further questions or concems

voiced by the patient today.

ty: Metastatic colon cancer, PPS 30%

Hospice eligibi

&3-year-old Caucasian gentleman with known history of colon cancer with extensive liver
Recent admission for variceal

bleed, receiving banding x4. Now presenling again with ¢/o bloody output from his ostomy.

H/H 5.8/19.1, currently receiving PRBCs, Now admitted to ICU for higher level of care and
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True Case Scenario

Diagnoses

Primary ICD10 - C18.9 Malignant neoplasm of colon, unspecified

Secondary ICD10 - CT8.7 Secondary malignant neoplasm of liver and infrahepatic bile duct
Tertiary ICD10 - K94.01 Colestomy hemorrhage

4th ICD10 - D62 Acute posthemorrhagic anemia

5th ICD10 - N17 .9 Acute kidney failure, unspacified

6th ICD10 - 185.00 Esophageal varices without bleeding

Tth ICD10 - J90 Pleural effusion, not elsewhere classified

8th ICD10 - R18.8 Other ascites

9th ICD10 - K43.5 Parastomal hernia without obstruction or gangrene

10th ICD10 - K44.9 Diaphragmatic hemia without obstruction or gangrens

11th ICD10 - K80.20 Calculus of gallbladder without cholecystitis without obstruction
12th ICD10 - K29.70 Gastritis, unspecified, without bleeding

13th ICD10 - K21.9 Gastro-esophageal reflux disease without esophagitis

14th ICD10 - N40.0 Benign prostatic hyperplasia without lower urinary tract symptoms
15th ICD10 - D72.829 Elevated white blood cell count, unspecified

16th ICD10 - Z46.6 Encounter for fitting and adjustment of urinary device

17th ICD10 - 292.21 Personal history of antineoplastic chemotherapy

16th ICD10 - Z87.8691 Personal history of nicotine dependence

15th ICD10 - Z87.19 Personal history of other diseases of the digestive system

20th ICD10 - 290.49 Acquired absence of other specified parts of digestive tract

21st ICD10 - Z51.5 Encounter for palliative care

22nd ICD10 - J44.9 Chronic obstructive pulmonary disease, unspecified

23rd ICD10 - 10 Essential (primary) hypertension

24th ICD10 - 125.10 Atherosclerotic heart disease of native coronary artery without angina pectoris
25th ICD10 - E03.9 Hypothyroidism, unspecified

decisionhealth
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True Case Scenario

CHIEF COMPLAINT:
shortness of breath.

HISTDRY OF PRESENT ILLNESS!

This is a 73-year-old male with a history oF chrenic respiratory failure duz to
severe COFD, on home oxygen. The patient was on home hospice services. History
of hypartenéion, diabatas, dyslipidemia. Today, was brought to the hespital by
his mother as the patient is getting more short of breath and the patient and
family rewoked hospice. currently, the patient is on BiPAP.

KHEVLIEW OF SYSEMST
Review of 14 systems were reviewed, otherwise negative.

PAST MEDICAL HISTORY: . . i
Hypertension, diahetes, chronic respiratory failure, severe COPD.

PAST SURGLCAL HLSTORY:
Not significant.

ALLERGIES:
refer to the chart

SOCIAL HISTORY:
Fformer smoker.

FAMILY HISTORY:
Noncontributory.

PHYSICAL EXAMINATION:

YITAL SIGNS: The patient is aflebrile, hearc rate is in 60, blood pressure
150/70, pulse ox is 4% on BiPA

GENERAL D Moderate TO Severe d1SII‘ESS CDDPE!"&'[‘VE.
SKIN: No wisible rash, purpura, er eterus

LYMPH NODE: No lymphadenopathv

HEAD: Atraumatic, normocephalic.

ENT: Dry mucous membranc.

NECK: Supple. anEe of motion normal.

LUNGS: Scattered rhonchi, wheezing.
CARDTOVASCULAR: 51, 52 normal.

decisionhealth
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True Case Scenario

Diagnoses

Primary ICD10 - J44.1 Chronic obstructive pulmonary disease with (acute) exacerbation
Secondary ICD10 - J96.10 Chronic respiratory failure, unspecified whether with hypoxia or hypercapnia
Tertiary ICD10 - R62.7 Adult failure to thrive

dth ICD10 - G47.33 Obstructive sleep apnea (adult) (pediatric)

5th ICD10 - E66.01 Morbid (severe) obesity due to excess calories

6th ICD10 - 268.41 Body mass index [BMI] 40.0-44.9, adult

7th ICD10 - 299.81 Dependence on supplemental oxygen

Bth ICD10 - Z74.1 Need for assistance with personal care

9th ICD10 - Z74.01 Bed confinement status

10th ICD10 - Z87.440 Personal history of urinary (tract) infections

11th ICD10 - 287.891 Personal history of nicotine dependence

12th ICD10 - 291.81 History of falling

13th ICD10 - 299.89 Dependence on other enabling machines and davices

14th ICD10 - Z51.5 Encounter for palliative care

15th ICD10 - 110 Essential (primary) hypertension

16th ICD10 - 144.0 Atrioventricular block, first degree

17th ICD10 - N40.0 Benign prostatic hyperplasia without lower urinary tract symptoms
18th ICD10 - E78.5 Hyperlipidemia. unspecified

15th ICD10 - E11.65 Type 2 diabetes mellitus with hyperglycemia

20th ICD10 - M16.0 Bilateral primary osteoarthritis of hip

215t ICD10 - 182.412 Acute embolism and thrombosis of left femoral vein

22nd ICD10 - E04.2 Nontoxic multinodular goiter

decisionhealth

59

60

True Case Scenario

REVIEW OF IMAGING:

The patient had a CT scan of the chest, abdomen and pelvis on March 23xd 2023,
which demeonstrates no pulmonary metastasis or sffusion or lymphadenopathy of the
chest. There ia malignapnt ascites, peritoneal carcinomatosia or dilated loops
of the bowel secondary to partial chstruction from carcinomatosis and adhesionsz.
There was enlargement at the left adnexa, concerning for am ovarian neoplasm.
Pathology: WVerbal report from pathology demonstrates adenccarcinoma of the
peritoneal fluid, pending final report.

ASSESSMENT AND PLAN:

This is an 83-year-old female gravida 3, para 3, admitted with carcinomatosis
and cancer suspected of the ovary, fallopian tube, or primary peritonsal,
awaiting £inal pathologic staining.

1. Ovarian cancer. I reviewed with the patient the treatment strategies. We
reviewed her age and her current health status, we discussed the diagnosie of
ovarian cancer. We disocussed the role of chemotherapy. We discussed the role
of surgical intervention. We aleo discussed the vols of best supportive care
and the patient elects not to undergo treatment. After a leong talk with the
patient and family, which included her daughter as well as her husband, the
patient did have very strong desire and interest in best supportive care as she
is intimated by the efforts and the experience of chemotherapy, as well a=
surgical intervention. We will arrange for hospice sevvices immediately with
the patient today to help her understand this opportunity and their choice.
Should they make a decision, we can move forward. Should they change their mind
and elect for treatment, I am here and available. Continue her in-house until
wen can make appropriate plans in care.

2. Genetic testing should be recommended for this patient in the event of
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True Case Scenario

Diagnoses

Primary ICD10 - C55.2 Malignant nsoplasm of left ovary

Secondary ICD10 - C78.6 Secondary malignant neoplasm of retroparitoneum and peritoneum
Tertiary ICD10 - C78.4 Secondary malignant necplasm of small intestine

4th ICD10 - R18.0 Malignant ascites

5th ICD10 - G89.3 Neoplasm related pain (acute) (chronic)

Gth ICD10 - 2483 Aftercare following surgery for neoplasm

Tth ICD10 - 243.2 Encounter for attention to lleostomy

ath ICD10 - 290 .49 Acquired absence of other specified parts of digestive tract

9th ICD10 - R63.0 Anorexia

10th ICD10 - F41.8 Other specified anxiety disorders

11th ICD10 - Z51.5 Encounter for palliative care

12th ICD10 - K44.9 Diaphragmatic hernia without obstruction or gangrene

13th ICD10 - M47.815 Spondylosis without myelopathy or radiculopathy, thoracolumbar region
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The Patient We All Want to Be!

HPI: Veteran is 101y/o here as new patient.

Son states pt does not eat enough. Receives meals on wheels twice a week. Only
eats the sweets- cakes, cupcakes. Has been like this most of his life.

He's also an ex-smoker and only has Hypothryoidism and a history of a heart attack in the 80’s @
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HCS-H Testing Information

* You must take and pass an exam in order to obtain a BMSC credential. There

are 2 ways to take an exam through BMSC: at a computer-based testing
center OR by remote proctor.

+ The HCS-H certification exam is 3 hours long and contains 90 questions
* The passing score for the HCS-H exam is 75%.
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HCS-H Exam Allowed Materials

» Complete Home Health ICD-10-CM Diagnosis Coding Manual, 2023.
+ Complete Home Health ICD-10-CM Diagnosis Coding Manual, 2022.
* Any other vendor’s ICD-10 coding manual (2022 or 2023 Edition).

* In addition to the above referenced coding manual, for the HCS-H exam, you may take
the FY2023 official guidelines provided here into the testing room. Please note, only
the watermarked guidelines provided through this link will be allowed into the testing
room as an additional resource.

Electronic code look-up systems are NOT allowed in the testing room. A hard copy
coding manual is the only allowed resource.

* The hard copy coding manual may have alphabetic and tabular section dividers (A
through Z) that are affixed. You may have annotations written on the coding manual
pages including the notes pages at the back of the manual, but they must be free of
any notes containing coding rules and guidelines from other reference materials (for
examplle,)AHA's Coding Clinic, Home Health ICD-10-CM Coding Answers, and similar
materials).
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HCS-H Exam NOT Allowed Materials

* Post-It notes
* Loose papers or any other papers attached by any means

* The testing center staff or exam proctor reserves the right to deny code books
that contain excessive writing and information that may give the candidate an
unfair advantage.
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Questions & Answers

Nanette Minton, RN, HCS-D, HCS-H, HCS-O
Senior Clinical Coding Manager
MAC Legacy
Denton, TX

To Submit a Question: Go to the Q&A box located in the lower left area of your
screen. Type your question in the lower text box, then press your “Enter” key.
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Thank you for attending!

Continuing education credits are available for this program.

Please visit the materials download page for the CE information, which includes a list of
the credits available, their expiration dates, and the link to the program evaluation.
You must complete the evaluation within 14 days of the live program date in
order to receive your credits or a general certificate of attendance:

http://events.hcpro.com/materialspub.cqi?YHODA051623A

We kindly request that this link be forwarded to everyone
in your group who attended the program.
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This concludes today’s program.

Learn how the Home Heath Coding Center can help you
with your hospice coding needs.

Live demo scheduled for:
June 15, 2023 at decisionhealth.com/HHCCdemo

Want to experience this online resource now?
Sign up for our 14-day free trial at decisionhealth.com/HHCCFT

Home gHealth
== codingcenter

Code faster. Code compliantly.

The leading online resource
for ICD-10-CM coding and
OASIS-E guidance
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