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Disclaimer

This information is for educationalpurposesonly and may not addressall applicable
rules or regulations. Content is valid at the time it is created; however, rules and
regulationschangeon a continuousbasis,which may make the content obsoleteat a
later date.

The provider of care is ultimately responsiblefor providing accurateand compliant
informationon all submissionof claimsand/or billing information.

For further information or questionsregardingthis presentation,pleasecontact the
UPMCHealthPlanRiskAdjustmentteamat riskadjustment@upmc.edu.

Thisinformationiscurrentasof Sept. 1, 2021.

mailto:acoriskadjustment@upmc.edu
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Title of course: E&M Documentation for Diagnosis Reporting CME Information

Presenter(s): Marlana Tice, CCS-P, CCS, CPC, AHIMA-Approved ICD-10-CM/PCS Trainer; Brenda Stevenson, CPC, LPN, RT(R)

Date and location: Sept. 29, 2021τWebEx

Time: Noonς1 p.m. (includes presentation and Q&A session)

Target audience: Physicians, physician extenders, office staff, and coders/billers

Course director(s): UPMC Health Plan: Stephen Perkins, MD, Chief Medical Officer; Marlana Tice, Program Director;Brenda Stevenson, Lead

PhysicianEducator; Shawn Shuman, Senior Director, Clinical and Business Development; Darlene Koritsky, MSN, MBA, RN, CMCN, Clinical 

Program Director

Moderator: Shawn Shuman, MSN, RN, CMCN

Accreditation statement: In support of improving patient care, the University of Pittsburgh is jointly accredited by the Accreditation Council 
for Continuing Medical Education (ACCME), the Accreditation Council for Pharmacy Education (ACPE), and the American Nurses Credentialing 
Center (ANCC) to provide continuing education for the health care team.
ÅPhysician (CME)

The University of Pittsburgh designates this live activity for a maximum of 1.0 AMA PRA Category 1 CreditsÊ. Physicians should claim only 
the credit commensurate with the extent of their participation in the activity.

ÅNursing (CNE)
The maximum number of hours awarded for this Continuing Nursing Education activity is 1.0 contact hour.

ÅOther health care professionals
Other health care professionals will receive a certificate of attendance confirming the number of contact hours commensurate with the 
extent of participation in this activity.
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Faculty disclosure

No members of the planning committee, speakers,presenters, authors, content
reviewersand/or anyone else in a position to control the content of this education
activity have relevant financial relationshipswith any entity producing, marketing,
reselling,or distributinghealthcaregoodsor servicesusedon, or consumedby,patients
to disclose.

The information presentedat this CMEprogramrepresentsthe viewsand opinionsof
the individualpresentersand does not constitute the opinion or endorsementof, or
promotion by, the UPMCCenter for ContinuingEducationin the Health Sciences,
UPMC/Universityof PittsburghMedicalCenteror Affiliatesand Universityof Pittsburgh
Schoolof Medicine. Reasonableefforts have been taken intending for educational
subjectmatter to be presentedin a balanced,unbiasedfashionand in compliancewith
regulatoryrequirements. However,eachprogramattendeemust alwaysuse his or her
own personaland professionaljudgment when consideringfurther applicationof this
information, particularlyas it may relate to patient diagnosticor treatment decisions
including,without limitation,FDA-approvedusesandanyoff-labeluses.
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Program Director, Risk Adjustment/HCC Coding Education

UPMC Health Plan

Brenda Stevenson,CPC, LPN, RT(R)
Lead Physician Educator, Risk Adjustment/HCC

UPMC Health Plan
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OBJECTIVES

By the end of this program, participants will have reviewed:

¶ Diagnosis reporting importance for severity of illness.

¶ Risk adjustment and risk adjustment data validation (RADV) audits.

¶ Provider documentation requirements and guidelines for E&M and ICD-10-CM diagnosis reporting.

¶ Connecting the new 2021 E&M documentation guidelines to ICD-10-CM reporting.

¶ Specific diagnoses that are problematic to RADV audits in terms of provider documentation and 

ICD-10-CM code assignment.
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Confidential information of UPMC and UPMC Health Plan. Any unauthorized or improper disclosure, copying, distribution, or useofthe contents of this presentation is prohibited. The information contained in this 

presentation is intended only for the personal and confidential use of the recipient(s) to which the information has been distributed. If you have received this information in error, please notify the sender immediately 

and destroy the original information.

UPMC Health Plan does not practice medicine or exercise control over the methods or professional judgments by which providersrender medical services to members. 

Nothing in these materials should be construed to supersede or replace the clinical judgment of a provider. The provider of careis ultimately responsible for providing 

accurate and compliant information on all submission of claims and/or billing information.

AGENDA

1. Importance of diagnosis 
documentation and reporting
Å Risk adjustment (RA) overview
Å Severity of illness
Å RADV audit 

2. Provider diagnosis documentation 
requirements 
Å E&M guidelines
Å ICD-10-CM guidelines

3. Provider documentation problematic 
to RADV audits
Å Uncertain terminology
Å !ŎǘƛǾŜ ǾǎΦ άƘƛǎǘƻǊȅ ƻŦέ 
Å Specific conditions

4. Documentation in practice
Å Review of actual provider 

documentation

5. Resources for diagnosis 
documentation and coding 
education
Å UPMC HPProvider OnLine 

coding tools
Å UPMC HP RA Physician 

Educator team

6. References
7. Live Q&A session

E&M Documentation for Diagnosis Reporting
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Importance of diagnosis documentation and reporting

CPT® 
reporting

Physician

Fee-for-service 
reimbursement

Category II codes 
for quality 
reporting

ICD-10-CM 
reporting

Medical 
necessity for CPT

Severity of illness 
for alternative 

payment models
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Risk adjustment: Overview

wƛǎƪ ŀŘƧǳǎǘƳŜƴǘ ƛǎ Χ

Å A payment methodology implemented for Medicare Advantage plans by the Centers for 
Medicare and Medicaid Services (CMS) that is now being used across all facets of health care.

Å Based on payment for serious or chronic conditions from reported ICD-10-CM diagnosis codes.

Å A model that aims to make comprehensive insurance available to all individuals, regardless of risk.

Payment models are moving from fee-for-service toward value-based compensation.

Å To efficiently transition to value-based compensation, providers need a good understanding 
of risk adjustment.
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Risk adjustment: Overview

άDƻǾŜǊƴƳŜƴǘ Ǉƭŀƴǎέ ƻŦŦŜǊŜŘ ōȅ ŎŀǊǊƛŜǊǎΥ
Medicare Advantage, managed Medicaid, 

and Affordable Care Act (ACA) plans

Funded by CMS/HHS via risk 
adjustment methodology 

Demographics and health status 
ŘŜǘŜǊƳƛƴŜ ŀ ǇŀǘƛŜƴǘΩǎ Ǌƛǎƪ ǎŎƻǊŜ

Risk scores for a plan population 
determine capitated payments

ICD-10-CM Codes = HCC
Hierarchical Condition Category

Health plans manage the care of their members 
enrolled in these plans with this funding.

Health plans
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Risk adjustment: Overview

Severity of illness

Å Lƴ ǘƘŜ aŜŘƛŎŀǊŜ !ŘǾŀƴǘŀƎŜ ƳƻŘŜƭΣ ƛƴ ŀŘŘƛǘƛƻƴ ǘƻ άaŜŘƛŎŀƭ I//ǎΣέRxHCCsare a part of the model used 
by CMS to support Medicare Part D (prescription drug program).
Å Medical HCCs typically carry a higher risk.

Å Not all ICD-10-CM diagnosis codes map to an HCC.

Å HCC conditions are categorized hierarchically.
Å ¢ƘŜ ƘƛƎƘŜǎǘ ǎŜǾŜǊƛǘȅ ǊŜǇƻǊǘŜŘ ƛƴ ǘƘŜ ŎŀƭŜƴŘŀǊ ȅŜŀǊ ŦƻǊ ǘƘŀǘ ŎŀǘŜƎƻǊȅ ƛǎ ǳǎŜŘ ǘƻ ŎŀƭŎǳƭŀǘŜ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 

risk score. 

E11.9  Type 2 DM, uncomplicated 

E11.22 Type 2 DM w/CKD

Example

Diabetes 
Hierarchy
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Risk adjustment/HCC: Overview

Same demographics
ÅSex
ÅAge
ÅNot Dual-eligible
ÅFull benefits
ÅOn Medicare
ÅLive at home

Diagnoses Diagnoses

× Hypertension

× COPD

× Type 2 DM 
with CKD

× Hypertension

× Hyperlipidemia

× History of 
prostate cancer

× CKDτunspecified 
stage

× A-Flutter

RxHCC

Medical HCC Rx

Medical HCC Rx

No HCC

Medical HCC Rx

RxHCC

RxHCC

No HCC

Higher Lower

Even though conditions do 
ƴƻǘ ǊŜǎƻƭǾŜΣ /a{ άǿƛǇŜǎ ǘƘŜ 
ǎƭŀǘŜ ŎƭŜŀƴέeach year. That 
means health plans must 
report conditions each year.
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Risk adjustment: Overview

Provider

Å In performance-based payment models (such as the merit-based incentive payment program [MIPS]), 
providers' payments are closely tied to their patients' health outcomes.

Å Improved performance of quality measures is achieved through risk adjusting the acuity in patients 
through accurate diagnosis reporting. RA allows for more accurate comparisons of providers and their 
ǇŀǘƛŜƴǘǎΩ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎ ōȅ ŀŎŎƻǳƴǘƛƴƎ ŦƻǊ ǘƘŜ ŘƛŦŦŜǊŜƴŎŜǎ ƛƴ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎΩ ƘŜŀƭǘƘ ŀŎǳƛǘȅΦ

Å Providers participating in a shared savings program may see HCC capture as a revenue component 
relating to a medical expense ratio (MER).
Å Generally, revenue minus expenses = shared savings 

Å Addressing risk-adjusted conditions improves direct patient care management and targets prevention 
and intervention for patients.

Å The goal is for the provider to report an accurate clinical picture of the patient.
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RADV audits

Å Risk adjustment data validation (RADV) is theprocess by which CMS/HHSverifies that diagnosis codes 

submitted for payment by a Medicare Advantage or ACA plan are supported by provider medical record 

documentation for the enrollee.

Å The Office of the Inspector General (OIG)also performs RADV audits.

Å These governing bodies are looking to see if the provider documents the reported diagnosis as 

managed, evaluated, assessed, and/or treated during the encounter in the medical record.

CMS

Å National finding:

40% error rate1 for diagnoses reported on 

claims not documented by the provider as 

being addressed during the encounter.

OIG

Å Targeted reviews:2

Prior OIG reviews show diagnoses 

considered at high risk to be unsupported 

by the medical record.



Provider diagnosis documentation requirements2
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Official coding and reporting guidelines

2021 Changes to E&M Documentation Guidelines

Time
MDM

Å Per CPT, the documentation of time or medical 
decision making (MDM) may be used to select 
a code level in office or other outpatient services.

CMS states: 
Medical necessity of a service is the 
overarching criterion for payment in 
addition to the individual requirements 
of a CPT code.
Å The volume of documentation 

should not be the primary influence 
upon which a specific level of 
service is billed.3

Diagnosis 
documentation

ÅAmount/Complexity of problem(s)
ÅAmount/Complexity of data reviewed
ÅTreatment risk for complications 

ICD-10-CM
reporting guidelines
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Official coding and reporting guidelines

2021 Changes to E&M Documentation Guidelines

Problem4

A disease, condition, illness, 
injury, symptom, sign, finding, 
complaint, or other matter 
addressed at the encounter,
with or without a diagnosis 
being established at the time 
of the encounter

Problem addressed4 

A problem is addressed 
or managed when it is 
evaluated or treated at 
the encounterby the 
provider reporting the 
service.

Problem

Best practice documentation
Show elements of M.E.A.T. 

Management, Evaluation, Assessment, and/or Treatment
Å Assessment of the condition
Å Review of prior records from other providers (outside of the practice)
Å Review of test/lab/referral record data
Å Social determinants of health screening
Å Clear treatment plan with named medication
Å Risks of the treatment plan
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Official coding and reporting guidelines

Document for medical decision-making credit

Diagnoses: Data considered: Risks of treatment plan:

ÅEstablished or new problem:
Å Explicitly stated or implied in 

documented decisions 
regarding management plans 
and/or further evaluation.

ÅAssessed using terminology of 
άǎǘŀōƭŜΣέ έƛƳǇǊƻǾƛƴƎΣέ or 
άǿƻǊǎŜƴƛƴƎέ:
Å! ƴƻǘŀǘƛƻƴ ƻŦ άŀōƴƻǊƳŀƭέ ƻǊ 
άǿƻǊǎŜƴƛƴƎέ ǿƛǘƘƻǳǘ 
elaboration or a documented 
change in treatment is 
considered insufficient.

ÅAcute or chronic:
ÅWith or without exacerbation, 

progression, or side effects of 
treatment

ÅWith uncertain prognosis

ÅResults of each unique test

ÅEach unique test ordered

ÅPrior records from each external 
ǎƻǳǊŎŜ όŜΦƎΦΣ ǎǇŜŎƛŀƭƛǎǘΩǎ ǊŜŎƻǊŘǎύ

ÅAssessment requiring an 
independent historian

Å Independent interpretation of a 
test performed by another 
physician or health care 
professional and not separately 
reported

ÅDiscussion of management or 
test interpretation with external 
physician or other qualified 
health care professional

ÅName(s) of the over-the-counter 
or prescription drugs for each 
diagnosis (not just the 
medication list)
Å Drug therapy requiring 

intensive toxicity monitoring

ÅDiagnosis for treatment affected 
by comorbidities or underlying 
conditions

ÅDiagnosis or treatment 
significantly limited by SDOH

ÅRisk of morbidity from diagnostic 
testing, treatment ordered, or 
surgical procedures



20

20

Official coding and reporting guidelines

2021 CPT Evaluation and Management

Problem addressed4

A problem is addressed or 
managed when it is evaluated or 
treated at the encounter by the 
provider reporting the service.

ICD-10-CM Official Guidelinesfor Codingand Reporting

Code all documented conditions that 
coexist at the time of the encounter/visit 
and require or affect patient care treatment 
or management. Do not code conditions that 
were previously treated and no longer exist.5



Provider documentation problematic to RADV audits3
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Problematic documentation:ΩIƛǎǘƻǊȅ ƻŦΩ5

άIƛǎǘƻǊȅ ƻŦέ Ґ Ǉŀǎǘ ŎƻƴŘƛǘƛƻƴ 
that no longer exists.

Clinician interpretation ICD-10-CM interpretation

5ƻ ƴƻǘ ǳǎŜ άƘƛǎǘƻǊȅ ƻŦέ 
in generalized terms for 
a chronic or incurable 
condition.

Past or active condition?

9ȄŀƳǇƭŜΥ άнл-ȅŜŀǊ ƘƛǎǘƻǊȅ ƻŦ ǎƳƻƪƛƴƎέ

ά/ǳǊǊŜƴǘƭȅ ǎƳƻƪƛƴƎ 
for the past 20 yearsΦέ

ά{ƳƻƪŜŘ ŦƻǊ 
нл ȅŜŀǊǎ ōǳǘ ǎǘƻǇǇŜŘΦέ

Diagnoses of acute/active conditionstypically report an HCC 
ǿƘŜǊŜŀǎ ǊŜǇƻǊǘƛƴƎ ŀ άƘƛǎǘƻǊȅ ƻŦέ ŀ ŎƻƴŘƛǘƛƻƴ ŘƻŜǎ ƴƻǘΦ 
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tǊƻōƭŜƳŀǘƛŎ ŘƻŎǳƳŜƴǘŀǘƛƻƴΥ !ŎǳǘŜκ!ŎǘƛǾŜ ŎƻƴŘƛǘƛƻƴ ǾǎΦ ΨIƛǎǘƻǊȅ ƻŦΩ6

CVA or strokeMyocardial infarction 

Å ICD-10 code categories I21 and I22
Typically, not happening in the office

Å ICD-10 code category I63
Typically, not happening in the office

Å Acute codes are allowed to be 
reported within four weeks (or 28 
days) of the acute onset.

Å After four weeks (or 28 days), document 
as άƘƛǎǘƻǊȅ ƻŦ aLέ or άƻƭŘ aLέ and 
report code I25.2 Old myocardial 
infarction.

Å Does the patient have residuals?

Å Yes: Document άƘƛǎǘƻǊȅ ƻŦ /±! ǿƛǘƘ 
ǘƘŜ ƴŀƳŜŘ ǊŜǎƛŘǳŀƭέ and an A&P for 
the CVA after-care and residual.
Å Report: CVA with residuals from 

code category I69.3

Å No: Document άƘƛǎǘƻǊȅ ƻŦ /±!έ 
and an A&P for the CVA after-care.
Å Report: code Z86.73 Personal 

history of [TIA] and cerebral 
infarction without residual deficits
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tǊƻōƭŜƳŀǘƛŎ ŘƻŎǳƳŜƴǘŀǘƛƻƴΥ !ŎǳǘŜκ!ŎǘƛǾŜ ŎƻƴŘƛǘƛƻƴ ǾǎΦ ΨIƛǎǘƻǊȅ ƻŦΩ7

Pulmonary embolismDeep vein thrombosis

Å ICD-10 code category I82.4 (Acute)
Typically, new thrombus initiating 
anticoagulant therapy

Å ICD-10 code category I82.5 (Chronic)
Typically, previously diagnosed and still 
exists

Å ICD-10 code category I26 (Acute)
Typically, new embolism initiating 
anticoagulant therapy

Å ICD-10 code category I27.8 (Chronic)
Typically, long-standing/reoccurring and 
continuation of established anticoagulation

Active 
conditions

Noτto support reporting an active condition:
Å 5ƻ ƴƻǘ ǳǎŜ άƘƛǎǘƻǊȅ ƻŦέ 5±¢ ƻǊ t9 ǘŜǊƳƛƴƻƭƻƎȅΦ
Å Acute 

Å Recent hospitalization for acute DVT/PE within 
3-6 months, recommended anticoagulation therapy

Å Chronic
Å Number and frequency of episodes
Å !ƴǘƛŎƻŀƎǳƭŀǘƛƻƴ ƎƛǾŜƴ ŀǎ ǘǊŜŀǘƳŜƴǘ ŦƻǊ άŎƘǊƻƴƛŎέ 

DVT/PE
Å Need for lifelong anticoagulation therapy
Å Greenfield (IVC) filter placement

Yesτthe DVT/PE is resolved:
Å 5ƻŎǳƳŜƴǘ άƘƛǎǘƻǊȅ ƻŦέ 5±¢κt9Φ

Å If applicable, note prophylactic 
anticoagulation to prevent 
recurrence of DVT/PE.

Å Report code:
Å Z86.718 Personal history of 

venous embolism and 

thrombosis 
Å Z86.711 Personal history of 

pulmonary embolism

Is the DVT/PE resolved?



25

25

tǊƻōƭŜƳŀǘƛŎ ŘƻŎǳƳŜƴǘŀǘƛƻƴΥ !ŎǘƛǾŜ ŎŀƴŎŜǊ ǾǎΦ ΨIƛǎǘƻǊȅ ƻŦΩ ŎŀƴŎŜǊ8

Clinically:
aŀƴȅ ǇǊƻǾƛŘŜǊǎ ŎƻƴǎƛŘŜǊ ŎŀƴŎŜǊ άŀŎǘƛǾŜκŎǳǊǊŜƴǘέ ǳƴǘƛƭ ŦƛǾŜ ȅŜŀǊǎ ƘŀǾŜ ǇŀǎǎŜŘ ǎƛƴŎŜ ǘǊŜŀǘƳŜƴǘ 
ŀƴŘ ǿŀƴǘ ǘƻ ǳǎŜ ŀƴ άŀŎǘƛǾŜκŎǳǊǊŜƴǘέ ŎŀƴŎŜǊ ŘƛŀƎƴƻǎƛǎ ǿƛǘƘƛƴ ǘƘŀǘ ǇŜǊƛƻŘΦ 

Å This medical concept does not carry over to ICD-10-CM coding. 
Å ICD-10-CM coding guidelines do not capture this information and it would be 
ƛƴŀǇǇǊƻǇǊƛŀǘŜ ǘƻ ŎƻŘŜ ƛǘ ŀǎ ŀƴ άŀŎǘƛǾŜκŎǳǊǊŜƴǘέ ŎŀƴŎŜǊ ōŜŎŀǳǎŜ ƛǘ ŘƻŜǎ not meet the 
standards of the coding guidelines.

tǊƻǾƛŘŜǊǎ ŎƻƴǎƛŘŜǊ ƳƻƴƛǘƻǊƛƴƎ ŀ ǇŀǘƛŜƴǘ ǿƛǘƘ ŀ άƘƛǎǘƻǊȅ ƻŦέ ŎŀƴŎŜǊ ŀǎ άŀŎǘƛǾŜ ǘǊŜŀǘƳŜƴǘέ 
ŀƴŘ ǿŀƴǘ ǘƻ ǳǎŜ ŀƴ άŀŎǘƛǾŜκŎǳǊǊŜƴǘέ ŘƛŀƎƴƻǎƛǎΦ

Å In ICD-10-/a ŎƻŘƛƴƎ ƎǳƛŘŜƭƛƴŜǎΣ άƳƻƴƛǘƻǊƛƴƎέ ŀƴŘ άŀŎǘƛǾŜ ǘǊŜŀǘƳŜƴǘέ Řƻ not mean the 
same thing.
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One of the following must be documentedto report the cancer as active:
Active disease or active treatment

Disease status

Active

Current treatment8,9

Active

Surgery; radiation; chemo- and or 
immunotherapy (including biological 
adjuvants-monoclonal antibodies); and, in 
some instances, hormonal drug therapy

tǊƻōƭŜƳŀǘƛŎ ŘƻŎǳƳŜƴǘŀǘƛƻƴΥ !ŎǘƛǾŜ ŎŀƴŎŜǊ ǾǎΦ ΨIƛǎǘƻǊȅ ƻŦΩ ŎŀƴŎŜǊ8


