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A WEBINAR PRESENTED ON MAY 16, 2023

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.

– Identify 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 
to address hospice fraud, waste and abuse 
that will continue this year.”

2024 CMS Proposed Hospice Payment Rule
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Source: CERT improper payment reports
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Environment

Source: OIG
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Source: OIG
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Hospice—OIG Workplan 2023

• Nationwide Hospice audit 2023

• Beneficiary Eligibility 

• Focus on patients without inpatient                                                                        
or outpatient hospital services prior                                                                     
to admission to hospice
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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
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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 illness 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
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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.
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Terminal Prognosis Principle Diagnosis 
Code

Non‐reportable Primary 
Diagnosis 

Secondary/Comorbid 
Diagnosis Diagnosis Change

Hospice Coding

14

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 II, Section 2)

• Progressive stage 3-4 pressure ulcers in spite of optimal care
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Terminal Prognosis—Part II. 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 III. 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
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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 
Illness (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
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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. 
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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.
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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. 
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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.
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Related vs Unrelated

23

24



25

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 
and management of the terminal illness, related conditions and interventions to 
manage pain and symptoms. 
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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 illness or the medications used to manage the 
terminal illness.” 

Paolini, DO, Charlotte. (2001). Symptoms Management at End of Life. JAOA. 
101(10). p609–615
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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 illness; 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 
contributory to the prognosis that the individual has a life expectancy of 6 months 
or less.

CMS indicates that the medical director has the final decision on determining 
unrelated diagnoses. There should be clear documentation indicating the 
rationale why a condition is considered unrelated.
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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 
case-by-case basis. It is our general view that hospices are required to provide 
virtually all the care that is needed by terminally ill patients.’’ Therefore, unless 
there is clear evidence that a condition is unrelated to the terminal prognosis; 
all conditions are considered to be related to the terminal prognosis. 
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From the 2024 Proposed Rule
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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.
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Code only Confirmed Diagnoses

• 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. 
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Problematic Areas in Hospice Coding

• Use of symptom codes inherent to the disease processes

• Not correctly capturing dementia

• 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
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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.
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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
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Signs Supportive of the Terminal Condition

• Incontinence

• Anasarca

• Anorexia

• Wheelchair Bound

• Bedbound

• Oxygen Use
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Hospice Referrals
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Hospice Admission Summary
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Hospice Admission Summary
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Scenarios
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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.  
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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
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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.
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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
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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. 
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Acute Cerebrovascular Diagnoses Versus Sequela (Late Effect) Answer

• I69.391 Dysphagia following cerebral infarction

• R13.12 Dysphagia, oropharyngeal phase

• I69.351 Hemiplegia following cerebral infarction affecting right dominant side

• I10 Hypertension

• Z99.3 Dependence on wheelchair

• Z66 Do not resuscitate

• Z51.5 Encounter for palliative care

• E11.9 DM Type 2
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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.  
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HTN, CKD, and ESRD Answer

• I12.0 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
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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. 
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Hypertensive Heart Disease—End Stage Heart Failure Answer

• I11.0 Hypertensive heart disease w/heart failure

• I50.84 End stage heart failure

• I50.33 Acute on chronic diastolic (congestive) heart failure

• R18.8 Other ascites

• Z99.81 Dependence on supplemental oxygen

• Z51.5 Encounter for palliative care
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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.

49

50



51

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
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Primary Versus Secondary Cancer Scenario

• 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.  
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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

• Z92.21 Personal history of antineoplastic chemotherapy

• Z51.5 Encounter for palliative care
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How to Code This One?
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Hospice Eligible?
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True Case Scenario
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True Case Scenario

58

True Case Scenario

57

58



59

True Case Scenario
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True Case Scenario
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True Case Scenario
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The Patient We All Want to Be!
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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 
example, 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

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. 

Nanette Minton, RN, HCS-D, HCS-H, HCS-O
Senior Clinical Coding Manager

MAC Legacy
Denton, TX

Speaker 
Photo 
Here
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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.cgi?YHODA051623A

We kindly request that this link be forwarded to everyone 
in your group who attended the program.

67

68



69

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 
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Copyright Information

• Copyright ©2023 DecisionHealth, an HCPro brand (a division of Simplify Compliance LLC) and the associated program speaker(s).

• The “Hone Hospice Coding Skills & Prep for the HCS-H Exam” webinar materials package is published by DecisionHealth. 

• Attendance at the webinar is restricted to employees, consultants, and members of the medical staff of the Licensee. The webinar materials are intended solely for use in conjunction with the 
associated DecisionHealth webinar. The Licensee may make copies of these materials for internal use by attendees of the webinar only. All such copies must bear the following legend: 
Dissemination of any information in these materials or the webinar to any party other than the Licensee or its employees is strictly prohibited.

• In our materials, we strive to provide our audience with useful and timely information. The live webinar will follow the enclosed agenda. Occasionally, our speakers will refer to the enclosed 
materials. We have noticed that non-DecisionHealth webinar materials often follow the speakers’ presentations bullet by bullet and page by page. However, because our presentations are less 
rigid and rely more on speaker interaction, we do not include each speaker’s entire presentation. The enclosed materials contain helpful resources, forms, crosswalks, policies, charts, and 
graphs. We hope that you will find this information useful in the future.

• Although every precaution has been taken in the preparation of these materials, the publisher and speaker assume no responsibility for errors or omissions, or for damages resulting from the 
use of the information contained herein. Advice given is general, and attendees and readers of the materials should consult professional counsel for specific legal, ethical, or clinical questions.

• DecisionHealth is not affiliated in any way with The Joint Commission, which owns the JCAHO and Joint Commission trademarks; the Accreditation Council for Graduate Medical Education, 
which owns the ACGME trademark; or the Accreditation Association for Ambulatory Health Care (AAAHC).

• Magnet, Magnet Recognition Program, and ANCC Magnet Recognition are trademarks of the American Nurses Credentialing Center (ANCC). The products and services of DecisionHealth
are neither sponsored nor endorsed by the ANCC. The acronym MRP is not a trademark of DecisionHealth or its parent company.

• For more information, please contact us at: 

DecisionHealth, an HCPro brand, 5511 Virginia Way, Suite 150, Brentwood, TN 37027 

Phone: 855-225-5341   Email: customer@decisionhealth.com

DecisionHealth Home Care Website: store.decisionhealth.com DecisionHealth Medical Coding & Billing Website: www.codingbooks.com
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