Endocrine Risk Capture Training
IPF Coding and Documentation Measure
Risk Capture, Documentation & eCare Tools

Introduction
Dear Endocrinologist,
This slide deck is anticipated to take about 30 minutes to complete. It is
intended to be a basic primer on the concept of risk adjustment (HCCs*) and
what this means for us and for our patients. As an educational activity,
there is no major ask nor heavy lift. We hope to introduce you to an easy
way to document these diagnoses—we are calling this “Light Touch, Heavy
Impact.” Also, we will show you the tools that are available in eCare to
facilitate the “capture” of diagnoses that impact health status.
Thank you.
*HCC stands for Hierarchical Condition Categories, which are diagnosis groupers that convey illness burden
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Objectives
Review health status and risk adjustment

Review Light Touch, Heavy Impact
Documentation
Identify tools in eCare that can facilitate
accurate risk capture
Review specialty-specific documentation and
coding examples

3

Health Status & Risk Adjustment

4

Risk Adjustment—Why is this important?
• Risk adjustment predicts or explains the future healthcare expenditure of individuals based on
their diagnoses and demographics
• In turn, this predicts the resources that are required to care for these patients

• The accurate capture of health severity assures that Partners receives appropriate payment to
meet the care needs of our patients with complex medical problems

Demographics

Health Status
Health Status

Future
Payment
Adjustment
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Risk Adjustment—How is this done?
Endocrine Examples
HCC Category

Description Label

Coefficient

HCC106

Atherosclerosis of native arteries of left leg with
ulceration on ankle

1.461

HCC108

Atherosclerosis of the aorta

0.298

HCC12

Carcinoid Syndrome

0.146

HCC12

Malignant neoplasm of thyroid gland

0.146

HCC18

Type I Diabetes with diabetic nephropathy

0.318

HCC 18

Type II Diabetes with diabetic chronic kidney disease

0.318

HCC18

Type II Diabetes with proliferative diabetic retinopathy
without macular edema

0.318

HCC19

Type I or Type II Diabetes without complication

0.104

HCC21

Mild protein calorie malnutrition

0.545

HCC22

Morbid obesity due to excess calories

0.273

– CMS accounts for varying severities within a
disease grouping and payments are based on the
most severe form

HCC23

Primary hyperparathyroidism

0.228

HCC23

Hyperprolactinemia

0.228

HCC134

Dependence of renal dialysis

0.422

– The list to the right is a sampling of diagnoses that
might be relevant to your patients 

HCC136

CKD Stage 5

0.237

HCC137

CKD Stage 4

0.237

HCC189

Acquired absence of left leg below knee

0.588

– There are approximately 9,500 ICD-10-CM
diagnoses that map to 79 Hierarchical Condition
Categories (HCC)
– A coefficient or “weight” is assigned to each
category of chronic complex diagnoses as well as to
severe acute diagnoses—the is the Risk Adjustment
Factor (RAF)
– The RAF score is calculated for each member by
adding Hierarchical Condition Categories (HCCs)
and demographic values
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Risk Adjustment—How do we do it?
• Risk adjustment drives performance in our risk contracts and requires the
accurate and appropriate capture of the health severity of our patients
• Health status capture is through the documentation and coding of complex
or chronic disease diagnoses that are part of the Hierarchical Condition
Categories (HCC) methodology, producing a RAF (Risk Adjustment
Factor) score
• An individual’s risk score reflects the predicted overall resource use in terms of claim dollars for
each person relative to the claim dollars for an average risk person
• RAF scores are based only on HCC codes billed during the current year as well as demographic
factors
• RAF scores re-set to zero on January 1st of each year
• Diagnoses submitted on claims must be supported by appropriate documentation as an
acknowledgment by the provider of those conditions
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Risk Adjustment—Disease Interactions
•

CMS recognizes the increased burden and cost of managing members with multiple complex
conditions, not accounted for in the mere adding of the disease coefficients

•

Disease interactions provide additional coefficients or “weight” to help with offsetting additional cost
burden caring for these members based on Medicare eligibility
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Health Status Score Example (CMS-HCC)
Example 1: Member has no HCCs,
gets Age Gender Score Only

Example 2: Member has two HCCs

Example 3: Member has more than one HCC
with interaction (additional weights applied
when certain conditions co-exist)

Female 66 Years

HCC
Score

Female 66 Years

HCC
Score

Female 66 Years

Demographic
Weights

0.288

Demographic Weights

0.288

Demographic Weights

0.288

NULL

HCC85 Congestive Heart
Failure

0.323

HCC23 Primary
hyperparathyroidism

0.228

HCCs
Total Score (Sum
of all Weights)

0.288

HCC23 Primary
hyperparathyroidism

0.228

HCC22 Morbid Obesity

0.273

Total Score (Sum of all
Weights)

0.839

HCC85 Congestive Heart Failure

0.323

HCC18 Diabetes with Chronic
Complications

0.318

Interaction Weight

0.154

Total Score (Sum of all
Weights)

1.584

HCC Score

Risk Score = Demographic Weight + Sum of HCC Weights + Interaction Weight
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More Examples of HCC Risk Adjustment

Demographics

Diagnoses supported in
encounter documentation

Interaction coefficients
added by CMS
Risk Score
Risk Adjustment
Payment

All Conditions Coded
Appropriately

Some Conditions Coded and
with Poor Specificity

76 year old female
0.468
Medicaid Eligible
0.177
DM w/CKD CC (HCC188)
0.667
CKD, stage 4 (HCC136)
0.23
Long term insulin (HCC19)
0.121
COPD (HCC 111)
0.355
Disease Interaction*
0.204
Total RAF
2.222
PMPM Payment
$ 1,667
Annual Payment
$ 21,331

76 year old female
0.468
Medicaid Eligible
0.177
DM, type 2 (HCC19)
0.121
CKD, stage 4 (HCC137)
0.23
Long term insulin not coded
0
COPD not coded
0
No disease interaction*
0
Total RAF
0.996
PMPM Payment
$ 747
Annual Payment
$ 9,562

No Conditions Coded

76 year old female
Medicaid Eligible
DM not coded
CKD not coded
Long term insulin not coded
COPD not coded
No disease interaction*
Total RAF
PMPM Payment
Annual Payment

0.468
0.177
0
0
0
0
0
0.645
$ 484
$ 6,192

This is what a payer believes it would cost annually to care
for a patient with the RAF score of 2.2 vs. a patient with a
.64 RAF score. There is a $15K annual difference.
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Clinical Documentation & Coding
Light Touch, Heavy Impact
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Why documentation and problem lists are so important
• This focus on the accurate capture of health severity for risk adjustment is
relatively new for us at Partners
• It requires that we accurately and specifically identify the medical conditions
of our patients and support those diagnoses with documentation:
– A diagnosis code cannot be justified simply by being on the problem list
– A diagnosis cannot be connected to a medication or treatment plan by a coder,
auditor, or payer – it should be called out in the documentation

• Accurate and complete Problem Lists are a first step in keeping track of our
patients’ complex diagnoses
• If the diagnosis is on the Problem List, we are more likely to use it as a Visit
Diagnosis for a given encounter
• For many, Problem-Oriented Charting can make it easy to do the required
documentation
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Documentation—The Light Touch

• According to CMS, if we address or take into consideration a
clinical comorbidity during the visit, we should include it among
the Visit Diagnoses for that encounter
• In order for a problem to qualify as a visit diagnosis, a condition
must:
✓ Be present and active at the time of visit
✓ Affect your care and/or management of the patient and/or be
taken into consideration in the context of the presenting
condition(s)
✓ Include documentation of a status update
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Use the M.E.A.T. criteria to provide Light Touch documentation

Only 1 of the M.E.A.T. criteria needs to be used for each HCC diagnosis

M

E

A

T

Monitor

Evaluate

Assess

Treat

Signs
Symptoms
Disease regression
Disease progression

Lab results
Radiology results
Response to treatment
Medication effectiveness

Discussion
Ordering tests
Review consults
Counseling

Referrals
Therapies
Mofidy medications
Start / Stop medication
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Documentation, continued

• Documentation can be as light as:
•

An acknowledgment of the presence of the condition

•

A brief update of it’s current status

• Light documentation can:
•

Convey that you as the provider are aware of this condition

•

Communicate that you are keeping track of its status and of it’s impact on the patient and on the patient’s
comorbidities

• When a problem is not the purpose or a main diagnosis to be addressed during an encounter,
its documentation may aid in your Medical Decision Making and may help your E&M level,
even with using the light touch of the M.E.A.T. approach
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eCare HCC Tools
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eCare Tools have been developed to make it easier to capture health status
• HCC diagnoses must be coded and
documented once each calendar
year
• This can be done by the patient’s
PCP or by specialists
• The HCC Risk Diagnosis Tool in
eCare will tell you whether a
diagnosis still needs to be coded
and documented this year
• This is visible* in the Plan activity
during your office visit encounter
*If this option has been turned on for your specialty
17

There are 4 tools in eCare to help identify HCC diagnoses
• HCC Gap column on the Schedule
• HCC filter on the Problem List
• HCC Risk Diagnosis Tool in the
Plan Activity
• HCC Suspect Condition Tool in the
Plan Activity
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The HCC Gap Column can be wrenched onto your clinic schedule

You can be notified of a possible HCC
diagnosis right from your clinic schedule
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HCC Filtering can be done in the Problem List

HCC
Filter

Results
of
filtering
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Actionable HCC Risk Diagnosis Tool enables easy HCC recapture

Recapture of
diagnoses that
have been used
in previous years
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Tips for how to use the HCC Risk Diagnosis Tool
• Select Add Visit Diagnosis if you plan to document on this diagnosis during today’s visit
– If the problem is already on the Problem List, then there will be a check in the box next to A similar diagnosis is
already on the problem list
– If problem is no longer active or current, then removing it from the Problem List will prevent it from showing up in
the Tool in the future

• When a similar problem is not on the Problem List, you will be given the option Pt does not have dx
– Selecting this option will remove the diagnosis from the Tool and you will not see it again in the future
– This is appropriate for problems that have resolved or are historical and no longer active

• Diagnoses that appear in the HCC Risk Diagnosis Tool are those that
– Have been used as a billed Visit Diagnosis in the past 3 years or are on the Problem List
– May or may not be specific enough, accurate or current
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The HCC Tool can be used to suggest suspected diagnoses

New
identification of
suspected HCC
diagnoses,
typically based
on data in the
patient’s chart
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Tips for how to use the Suspect Diagnosis Tool
• Suspect Diagnoses are those
diagnoses that have been used as a
Visit Diagnosis in the past 3 years
and are not on the Problem List
– These are diagnoses that are
suggested by data in the patient’s
chart
– Data can be in the form of lab
results, meds, vital signs, radiology,
and other reports

You have 3 choices when you see a suspect diagnosis:
1. Add Visit Diagnosis—use this when patient has
diagnosis AND remember to include
documentation in your note
2. Do Not Add—use this when you do not plan to
document on this condition today
3. Pt does not have dx—use this when you feel that
the diagnosis does not apply to this patient
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Documentation Examples
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Documentation Tips
1. Document on active problems in your specialty
2. If you address related co-morbidities, be sure to use them as Visit Diagnoses
3. If time permits, and if you notice other issues, it is ok to document on them (just remember to
use as secondary Visit Diagnoses)—it is acceptable to comment on problems outside your
scope of practice following M.E.A.T. documentation guidelines
4. Help to build and maintain an accurate Problem List
5. You can identify a diagnosis as being in an HCC category during your diagnosis search:
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Endocrinology Follow-up Visit for Diabetes

Atherosclerosis of the aorta

HPI:

56yo male presents for a f/u of Type II Diabetes Mellitus,
worried about his sugars. FBS have been ranging from 180 to
320. He has been traveling for work and eating out every day.
He has been drinking every night and sometimes forgets to
take his 2nd Metformin dose.

PMH:

HTN, Aortic atherosclerosis, Afib, NIDDM (since age 40)

Meds:

Metformin, warfarin, metoprolol, lisinopril atorvastatin

Exam:

BP 120/80, P72 irregular, BMI 42, lungs clear, heart
irregularly irregular, no murmur, no LE edema, normal
microfilament exam

Data:

A1c 8.9 (up from 7.2), Glucose 240, UA w/o ketones, GFR 45,
INR 2.5
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Endocrinology Follow-up Visit for Diabetes

Atherosclerosis of the aorta

Type II Diabetes w/Hyperglycemia, Afib , and Atherosclerosis of
the Aorta have not yet been documented and coded this calendar
year.

How might you do Light Touch documentation for this?
 Type II Diabetes with complication of hyperglycemia—he will be
sure to take his 2nd dose of Metformin and if high sugars persist we
will add Lantus; on statin and ACEI
 CKD Stage III due to Type II DM—stable renal function, no
significant urine microalbumin; continue to monitor
 Chronic A fib—good rate control with therapeutic INR, follow up
with Cardiology
 Atherosclerosis of the Aorta—no claudication, continue current
medication
 HTN—BP in good control, continue to monitor BP at home, on
ACEI; continue current medications

The 4 diagnoses above in red are HCCs, and
ideally would be used as today’s Visit Diagnoses
with the appropriate documentation
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Endocrinology Visit for Primary Hyperparathyroidism

HPI:

72 year old male presents for evaluation of new
hyperparathyroidism. He reports with 6 months of loss of
appetite, nausea, vague abdominal pains, and generalized
weakness as well as back pain. He was seen in the ED
last week with a new kidney stone. His PCP found
hypercalcemia and a PTH of 78.

PMH:

HTN, CKD Stage 4, s/p resection of squamous cell cancer of
the left tonsil, s/p radiation therapy to the left neck and two
months ago he had a T10 compression fracture

Meds:

Lisinopril, flomax, vitamin D3, tylenol

Exam: ` BP 142/88, P72, BMI 38, Elderly overweight male in
wheelchair, uncomfortable, surgical scar on left neck, with
radiation skin changes, no thyromegaly, lungs clear, heart
regular w/o MRG, trace pedal edema
Data:

Ca 12, PTH 78, GFR 28, TSH 3.2
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Endocrinology Visit for Primary Hyperparathyroidism
Hyperparathyroidism, and CKD Stage 4 have not been used as
diagnoses yet this calendar year.

How might you do Light Touch documentation for this?
 Hyperparathyroidism—Suspect parathyroid adenoma as a sequelae
of radiation therapy to head and neck; schedule sestamibi parathyroid
scan, check urine calcium
 CKD Stage 4—recent decline in renal function, and renal stones; recent
CT did not show obstruction or hydronephrosis; referral to Urology
has been done by his PCP and he is followed by Renal
 HTN- BP in suboptimal control, he will follow up with Renal and/or
PCP

The 2 diagnoses above in red are HCCs, and ideally would be used
as today’s Visit Diagnoses with the appropriate documentation
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Endocrinology Follow-up Visit for Addison’s Disease

HPI:

68yo female presents for f/u of Adrenal Insufficiency. She had a
GI bug a month ago that she caught from her grandchildren and
this required IVF and stress dose steroids. She is having
worsening left knee pain and is planning for knee replacement
surgery. She wants to make sure that she doesn’t have any
complications like the trouble she had with hypotension the first
time around. She has a cough today productive of yellow-green
sputum and her PCP gave her a Zpak this morning. She has not
had bronchitis in over six months.

PMH:

Addison’s Disease, History of breast cancer s/p mastectomy 2014,
COPD (past smoker, quit 10 years ago), OA (s/p right knee
replacement)

Meds:

Cortef, florinef, tamoxifen, symbicort, albuterol, zithromax

Exam: ` BP 90/70, P60, O2 sat 94%, BMI 27, lungs with diffuse rhonchi,
heart regular, hyperpigmented skin

Data:

BMP normal, CXR emphysema without acute changes
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Endocrinology Follow-up Visit for Addison’s Disease
Breast cancer

Addison’s Disease, and Chronic Obstructive Pulmonary Disease—
Emphysema and Breast Cancer have not been used as diagnoses yet this
calendar year. The chart has History of Breast Cancer on her Problem List
however she is still taking tamoxifen, which makes this a current active
diagnosis.

How might you do Light Touch documentation for this?

 Addison’s—reviewed approach to acute illness, including current
bronchitis, and perioperative management for anticipated knee
replacement surgery
 COPD/emphysema—with acute exacerbation, just given a z-pak this
morning; advise stress dose steroids
 Breast Cancer—on tamoxifen, followed by the Breast Center with a
scheduled appointment

The 3 diagnoses in red above are HCCs, and ideally would be used as
today’s Visit Diagnoses with the appropriate documentation
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HCC Easy Wins and Tips
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Most Common Opportunities for Improved Documentation and Coding
Endocrine
• Coding Reviews of Endocrinology clinic notes found that there was insufficient
documentation to support codes that were used or inaccurate coding of:
– Diabetes with and without complications (E11 codes)
» Presence of kidney disease
» Presence of neuropathy
» Presence of PAD

– Long term use of insulin
– Atherosclerosis of the aorta
– Morbid obesity
– Heart failure
• Major causes were:
– Insufficient documentation to support the diagnosis used
– Lack of specificity in the diagnosis that was coded
– Failure to include comorbid conditions, e.g. Diabetes (with specificity), Chronic Kidney
Disease (particularly Stages 4, 5 and ESRD)
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Document Always and Forever HCCs

Conditions that are present and unresolved or unlikely to
resolve need to be restated and documented at least annually.
• Forever codes – These are conditions that do not go away and
patients are expected to have forever. Document yearly!
– Amputation
– Transplants
– Alcoholism in remission

• Might be Forever codes
– Ostomy
– Cirrhosis
– Diabetes
– Hepatitis
– Paraplegia/Quadriplegia – be specific
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Thank You for your time!
Please direct questions or concerns related to this training material to:
Frannie R. Kronenberg MD, MSc
Associate Medical Director
Center for Population Health.
Partners Healthcare
fkronenberg@partners.org
Lindsey Reilly MBA, RN
Director, Billing Compliance
MGH/MGPO
lreilly2@parnters.org

Disclaimer: Please excuse any unintended errors in clinical scenarios, as these are simply meant to
be illustrative of typical cases
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