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

Introduction
Dear Pulmonologist,
This slide deck is anticipated to take less than 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 risk 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
Review specialty-specific documentation and
coding examples
Identify tools in eCare that can facilitate accurate
risk capture
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Health Status & Risk Adjustment
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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?
Pulmonary Examples
– 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
– CMS accounts for varying severities within a
disease grouping and payments are based on
the most severe form

HCC
Category

Description

Value

111

Centrilobular emphysema

0.355

111

COPD

0.355

112

Bronchiectasis

0.281

114

Aspiration Pneumonia

0.689

85

Primary Pulmonary HTN

0.377

112

Idiopathic Pulmonary Fibrosis

0.281

110

Cystic Fibrosis

0.427
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Lung Cancer

0.997

85

Pulmonary Embolism

0.377

115

Lobar pneumonia, unspecified
organism

0.205

112

Sarcoidosis of lung

0.281

84

ARDS

0.338

82

Tracheostomy status

1.558
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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

Female 66 Years

HCC Score

Demographic Weights

0.288

HCCs

NULL

Total Score (Sum of all
Weights)

0.288

Example 2: Member has two HCCs

Female 66 Years

HCC
Score

Demographic Weights

0.288

HCC111 COPD

0.346

HCC96 Specified Heart
Arrhythmias

0.295

Total Score (Sum of all
Weights)

0.929

Example 3: Member has more than one HCC
with interaction (additional weights applied
when certain conditions co-exist)
Female 66 Years

HCC
Score

Demographic Weights

0.288

HCC111 COPD

0.346

HCC85 Congestive Heart
Failure

0.368

Interaction Weight

0.19

Total Score (Sum of all
Weights)

1.192

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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How Our Words Are Interpreted by CMS or by a Coder
Medical Note States…

CMS Interpretation…

H/o COPD

COPD has resolved

Pulmonary edema

Non-cardiac pulmonary edema

Pulmonary embolus

Acute PE

H/o lung cancer

Lung cancer cured

H/o tracheostomy

Pt no longer has tracheostomy

Asthma on albuterol

Asthma is stable on current treatment

If your patient has an active condition, documentation should reflect the
correct story and “History of” language should not be used
Accuracy and specificity are essential for documentation and coding.
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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 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

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 and a
brief update of it’s current status to convey that you as the provider are aware of this
condition, and are keeping track of both its status and impact on the patient and the patient’s
other 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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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 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

4.

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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Pulmonary Follow-up Visit for Chronic Asthma

HPI:

32 yo obese male presents for a f/u of asthma
since childhood. As a child, he had frequent
exacerbations. Now he reports chronic cough and
weight gain due to sedentary lifestyle due to
wheezing with exercise. He has only used Flovent
for exacerbations, and only takes Nexium prn
when he feels heartburn.

PMH:

Asthma, GERD, allergic rhinitis, obesity

Meds:

albuterol, flovent, singulair, nexium, flonase

Exam:

BP 110/60, P90, RR 16, BMI 43, SpO2 95%
RA, Lungs with expiratory wheezes

Data:

Peak Flow: 275, 300, 300

Asthma
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Pulmonary Follow-up Visit for Chronic Asthma

Asthma

Morbid Obesity has not yet been documented and coded this
calendar year.

How might you do Light Touch documentation for this?
 Moderate persistent asthma, with exacerbation: Good response to
nebulizer in clinic today. Change regimen to include symbicort
for daily use; patient education provided regarding meds, asthma
management plan to include home nebulizer, albuterol prior to
exercise.
 GERD: Likely playing a role in his asthma, worsened by weight
gain. Advise daily use of nexium.
 Allergic rhinitis: Emphasized role of allergies in asthma control.
Continue current medications.
 Morbid Obesity: Weight gain secondary to sedentary lifestyle due
to asthma. He agrees to follow asthma management plan with
albuterol prior to exercise.

While the focus of the visit was on asthma, Morbid
Obesity was integral to your assessment and is an HCC
that ideally would be used as a Visit Diagnoses with the
appropriate documentation.
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Pulmonary Follow-up Visit for COPD

HPI:

72 yo male smoker with COPD, FEV1 52%, returns for f/u.
He reports being dyspneic with walking up the hill by his
house, rare wheezing, and chronic daily dry cough. His
post-nasal drip is well-controlled with Flonase and his rare
heartburn is managed with ranitidine. He reports
cramping in his calves when he walks two blocks, which is
worse than 6 months ago when he could walk half a mile
without this.

PMH:

COPD, HTN, smoking (50 pk/yrs), allergic rhinitis, PAD

Meds:

albuterol, spiriva, lisinopril

Exam:

BP 140/80, P 76, RR 16, SPO2 94% RA, normal detailed
exam except diminished pedal pulses

Data:

CMP/CBC wnl. Chest X-RAY normal, PFT’s worsening

Allergic Rhinitis
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Pulmonary Follow-up Visit for COPD

Allergic Rhinitis

COPD and PAD have not documented and coded this calendar
year.

How might you do Light Touch documentation for this?
 COPD: Continue spiriva with albuterol prn. Refer to Pulmonary
Rehab.
 PAD: worsening claudication symptoms. Advise that he follow up
with his PCP.
 Smoker: Counseled for 5 minutes about risks of smoking and
medications to help quit including nicotine patch, bupropion and
varenicline. Schedule annual LDCT chest for lung cancer screening.
 Cough: may be related to ACEI or from COPD; consider trial of
stopping lisinopril.

The 2 diagnoses above in red are HCCs, and ideally would be
used as today’s Visit Diagnoses with the appropriate
documentation, as noted above.
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Pulmonary Follow-up Visit for Idiopathic Pulmonary Fibrosis

IPF

HPI:

75 yo female with Idiopathic Pulmonary Fibrosis returns
for f/u. She reports having dyspnea with walking short
distances and has a chronic dry cough. Recent Echo
indicates pulmonary hypertension with estimated PASP
52mmHg

PMH:

IPF dx 2015, former smoker, HTN, hyperlipidemia, h/o
breast cancer s/p lumpectomy

Meds:

atorvastatin, HCTZ, tamoxifen

Exam:

BP 110/60, P 90, RR 16, SpO2 91% RA at rest, 86% with
ambulation on room air, 92% with ambulation on 2L;
bibasilar crackles, otherwise normal detailed exam

Data:

Chest X-ray shows some scar tissue, PFT’s abnormal,
CMP/CBC wnl, Echo as noted above
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Pulmonary Follow-up Visit for Idiopathic Pulmonary Fibrosis

IPF

IPF, Breast Cancer, Chronic Hypoxic Respiratory Failure and Breast
Cancer have not yet been documented and coded this calendar year.
Note: The chart has History of Breast Cancer on her Problem List however she is on tamoxifen,
which makes this condition active.

How might you do Light Touch documentation for this?
 IPF: Discussed starting pirfenidone, which she would like to
think about; we will follow up in one month.
 Pulmonary hypertension: This is likely related to the IPF, can
consider right heart cath; avoiding hypoxemia is important.
 Chronic hypoxic respiratory failure: related to IPF, will start O2
2LPM with exertion.
 Breast cancer: Maintained on tamoxifen, followed by Breast
Clinic.
 Former smoker: Glad she remains abstinent.
 Cough: Appears to be from the IPF, will monitor.

The 4 diagnoses above in red are HCCs, and ideally would
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
Pulmonary
• Coding Reviews of Pulmonary clinic notes found that there was either insufficient documentation to support codes
that were used or inaccurate coding of:
– COPD
– Bronchiectasis
– Tracheostomy status

– Heart failure
– Morbid Obesity
– Chronic Kidney Disease
– Diabetes +/- complications +/- long term use of insulin
• 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)
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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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eCare HCC Tools

28

Actionable HCC Risk Diagnosis Tool enables easy HCC capture

Recapture of
diagnoses that
have been used
in previous years
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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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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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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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