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Challenges
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Hospice Coding Challenges

• Correctly identifying the terminal illness, related and 
unrelated diagnoses
– Impact of FY 2016 Hospice Final Rule on diagnosis 

selection
– Limitations of software??

• Complying with applicable coding conventions and 
guidelines 
– Manifestation coding 
– Assumed relationships

• Avoiding prohibited principal diagnoses
4
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Certificate of Terminal Illness

• The certification of terminal illness (CTI) must include a brief narrative explanation 
of the clinical findings that supports a life expectancy of 6 months or less as part of 
the certification and recertification forms, as set out at § 418.22(b)(3).

• Although, the principal diagnosis is not a required component of the CTI, the 
narrative needs to explain why the patient has a six month prognosis and it should 
take into account the principal diagnosis and other conditions that together make 
the patient terminal, but it does not require that each be listed separately or that the 
principle diagnosis be specifically listed. 

• http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/bp102c09.pdf

5

CoP

• “Initial certification of terminal illness. The medical director or physician designee 
reviews the clinical information for each hospice patient and provides written 
certification that it is anticipated that the patient’s life expectancy is 6 months or 
less if the illness runs its normal course. The physician must consider the 
following criteria when making this determination:

(1) The primary terminal condition.

(2) Related diagnosis(es), if any.

(3) Current subjective and objective medical findings.

(4) Current medication and treatment orders.

(5) Information about the medical management of any of the patient’s conditions 
unrelated to the terminal illness.”

6
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Comprehensive Assessment

• Medicare requires that the hospice complete a comprehensive hospice 
assessment that identifies the patient’s physical, psychosocial, emotional, and 
spiritual needs related to the terminal illness and related conditions, and address 
those needs in order to promote the hospice patient’s well-being, comfort, and 
dignity throughout the dying process. 

7

Interdisciplinary Group

– The CoPs at § 418.56(e)(4) require that the hospice IDG 
“provide for an ongoing sharing of information with other 
non-hospice healthcare providers furnishing services 
unrelated to the terminal illness and related conditions.” 
((COORDINATION))

– The existing standard practice for hospices is to include 
the related and unrelated diagnoses on the patient's plan 
of care in order to assure coordinated, holistic patient care 
and to monitor the effectiveness of the care that is 
delivered.

8
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Related vs Unrelated
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Who Decides Relatedness?

• Medical Director should have major role along with IDG

• So IDG staff will need to determine specifically which diagnoses are related 
each month 

• Those diagnoses are placed on the claim

• Those diagnoses will be used to manage ALL covered services

– Physician visits

– ED/hospital visits

– Procedures/interventions

– Tests/labs

– Equipment

– Medications

10
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Coverage

• 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. Therapy and interventions must be assessed and 
managed in terms of providing palliation and comfort without undue symptom 
burden for the hospice patient or family.

11

Related Conditions

• 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 CMS Definition (the one 
they like better)

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.

13

Related vs Unrelated

• Existing standard practice for hospices:  include the related and unrelated 
diagnoses on the patient's plan of care in order to assure coordinated, holistic 
patient care and to monitor the effectiveness of the care that is delivered.

• The terminal illness and all other diagnoses should be coded and be placed on 
the plan of care and the claim. The hospice processes/workflow will determine 
how the diagnoses information is gathered, the sources and the responsibility of 
each task. Generally, diagnosis selection is a task assigned to the assessing 
clinician (usually an RN), medical director and Interdisciplinary Group/Team 
(“IDT”). 

• 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.

14
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Related vs Unrelated

• Hospice medical director plays a pivotal role in determining terminal illness and 
also in considering unrelated diagnoses.

• Rationale for related/unrelated based on clinical literature and practice 
guidelines must be documented.

15

Related vs Unrelated

• CMS stated: ‘‘. . . 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.

• It is also the responsibility of the hospice physician to document why a patient’s 
medical needs will be unrelated to the terminal prognosis.

16
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FY 2016 FINAL Rule

“…we are clarifying that hospices 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.”

80 FR 47201

Effective October 1, 2015

17

Code them all!

• Includes the reporting of any mental health disorders and conditions that would 
affect the plan of care as hospices are to assess and provide care for identified 
psychosocial and emotional needs, as well as, for the physical and spiritual 
needs.

• FY 2016 Hospice Wage Index and Rate Update final rule (80 FR 47144) 
clarified that hospices must report all diagnoses of the beneficiary on the 
hospice claim as a part of the ongoing data collection efforts for possible future 
hospice payment refinements.

18
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Code them all!

• Regulations at § 418.25(b) state, ‘‘in reaching a decision to certify that the 
patient is terminally ill, the hospice medical director must consider at least the 
following information:

– Diagnosis of the terminal condition of the patient.

– Other health conditions, whether related or unrelated to 
the terminal condition.

– Current clinically relevant information supporting all 
diagnoses.

– ICD–10–CM Coding Guidelines state that diagnoses 
should be reported that develop subsequently, coexist, or 
affect the treatment of the individual.

19

ALL Diagnoses Reported
(effective October 1, 2015)

FY 2017

• 100% of hospice claims 
were reporting more than 
1 diagnosis

• 89% of hospice claims 
were reporting at least 2 
diagnoses

• 81% of hospice claims 
were reporting at least 3 
diagnoses

FY 2018

• 100% of hospice claims 
were reporting more than 1 
diagnosis

• 90.3% of hospice claims 
were reporting at least 2 
diagnoses

• 82.1% of hospice claims 
were reporting at least 3 
diagnoses

20
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LOS by Diagnosis
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Much Ado About…

• CMS believes that reporting of all diagnoses on the hospice claim aligns with 
current coding guidelines, as well as, admission requirements for hospice 
certifications.

• Ongoing data collection efforts for possible future hospice refinements, 
including a case mix system for payment.

• Non-hospice payments for DME, medications, treatments, inpatient stays, etc. 
provided to patients who had elected hospice that appear to be related to the 
terminal illness.

• Cost-sharing liabilities incurred by hospice patients who were charged 
copayments and deductibles for services that were potentially related to the 
terminal illness.

22
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Anecdotal Information

• Palliative chemo or palliative radiation for pain and symptom management 
needed. Told not covered by Medicare because “curative.” Patients revoked 
hospice benefit in order to receive treatments to alleviate pain. (Medicare says 
these treatments ARE covered under the hospice benefit.)

• Patient admitted for sepsis related to UTI. Hospice would not pay for BPH 
medication, which helped relieve significant discomfort.

• Hospice refused to provide seated walker because unrelated to terminal illness. 
Patient unable to ambulate without having to stop and sit down because of SOB 
due to ES Lung Ca.

• CHF as terminal illness; also had diabetes. Hospice would not pay for supplies. 
Did not tell her that until after she elected the hospice benefit.

23

Addendum  Greater Coverage 
Transparency (2021)

3.Identification of the beneficiary’s terminal illness and related conditions; 

4. A list of the beneficiary’s current diagnoses/conditions present on hospice 
admission (or upon plan of care update, as applicable) and the associated items, 
services, and drugs, not covered by the hospice because they have been determined 
by the hospice to be unrelated to the terminal illness and related conditions;

5. A written clinical explanation, in language the beneficiary and his or her 
representative can understand, as to why the identified conditions, items, services, 
and drugs are considered unrelated to the terminal illness and related conditions and 
not needed for pain or symptom management. This clinical explanation would be 
accompanied by a general statement that the decision as to whether or not 
conditions, items, services, and drugs is related is made for each patient and that the 
beneficiary should share this clinical explanation with other health care providers from 
which they seek services unrelated to their terminal illness and related conditions;

24
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Plan of Care Diagnosis List

• Principal diagnosis
– Terminal condition

• Related Conditions
– Other diagnoses affected by the terminal condition or 

contributing to prognosis

• Applicable Z codes
• Unrelated Conditions

– Coordinate care with other providers
– Notify patient that care, medications, equipment, etc will not be 

covered under hospice

25

Diagnoses Must be Consistent

• 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 / 
Notice of Hospice Election (NOE)

• When are the diagnoses inconsistent?
– Primary changes

– Primary on CTI does not meet criteria and need new CTI

– Coding guidelines are applied

26
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Excerpt from 2019 proposed rule

• There have also been changes in the diagnosis patterns among Medicare 
hospice enrollees. While in 2002, lung cancer was the top principal diagnosis, 
neurologically based diagnoses have topped the list for the past 5 years. 

• Additionally, in FY 2013, “debility” and “adult failure to thrive” were the first and 
sixth most common hospice claims-reported diagnoses, respectively, 
accounting for approximately 14 percent of all diagnoses; however, effective 
October 1, 2014, these diagnoses are no longer permitted as principal 
diagnosis codes on hospice claims. As a result of this, the most common 
hospice claims-reported diagnoses have changed from primarily cancer 
diagnoses to neurological and organ-based failure diagnoses.

27

Top Diagnoses in 2017

28
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Top Diagnoses in 2017

29

Assumed Relationships and 
Manifestation Coding

30
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Conventions—Relational Terms

• And—interpreted to mean ‘and/or’ when it appears in 
a code title within the tabular list (C34 Malignant 
neoplasm of bronchus and lung)

• The word “with” or “in” should be interpreted to mean 
“associated with” or “due to” when it appears in a code 
title, the Alphabetic Index, (either under a main term 
or subterm) or an instructional note in the Tabular 
List. 

31

2018

201
9

With

The classification presumes a 
causal relationship between the 
two conditions linked by these 
terms in the Alphabetic Index or 
Tabular List. These conditions 
should be coded as related even 
in the absence of provider 
documentation explicitly linking 
them, unless the documentation 
clearly states the conditions are 
unrelated…

32
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“With” or “in”

For conditions not 
specifically linked by 

these relational terms in 
the classification or when 
a guideline requires that 
a linkage between two 
conditions be explicitly 
documented, provider 

documentation must link 
the conditions in order to 
code them as related.

If the condition is not 
specifically listed under 
with or in, then it cannot 
be linked without the 
physician’s say‐so.

Does a guideline say it 
requires physician 
documentation?

33

Examples of ‘With’

• Reference diabetes in the index AS AN EXAMPLE
• Diabetes

with

amyotrophy

arthropathy NEC  

autonomic (poly) neuropathy

cataract (yes, even cataracts)

Charcot’s joints

And so on…

• Not limited to diabetes…see dementia, with…

– Dementia, with, Parkinson’s

– Anemia in…
34
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Major Assumptions regarding Diabetes

• Diabetes is automatically related to ESRD
– E11.22 DM with CKD

– N18.6 ESRD

• Diabetes is automatically related to foot ulcers

• Diabetes is automatically related to hyperglycemia

35

Hypertension

• I10 Essential hypertension

• I11 Hypertensive heart disease

– I11.0 with heart failure

– I11.9 without heart failure

• I12 Hypertensive chronic kidney disease

– I12.0 with stage 5 or ESRD

– I12.9 with stage 1-4 or unspecified

• I13 Hypertensive heart and chronic kidney disease

– I13.0-I13.2 Variety with or without heart failure and stage of CKD

36
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Guideline:  Hypertension

• The classification presumes a causal relationship between hypertension and 
heart involvement and between hypertension and kidney involvement, as the two 
conditions are linked by the term “with” in the Alphabetic Index. 

• These conditions should be coded as related even in the absence of provider 
documentation explicitly linking them, unless the documentation clearly states 
the conditions are unrelated. 

• For hypertension and conditions not specifically linked by relational terms such 
as “with,” “associated with” or “due to” in the classification, provider 
documentation must link the conditions in order to code them as related.

37

Index

2019 Change

• List of heart 
conditions should
exclude I51.81

• Takotsubo Syndrome 
is not related to 
hypertension. It is 
related to stress, so it 
was omitted from the 
list of conditions 
assumed caused by 
hypertension.

38



9/30/2019

20

Hypertension

• Hypertension with heart conditions classified to I50.- or I51.4- I51.7, I51.89, 
I51.9, are assigned to a code from category I11, Hypertensive heart disease. 

• Use an additional code from category I50, Heart failure, to identify the type of 
heart failure in those patients with heart failure. 

• The same heart conditions (I50.-, I51.4-I51.7, I51.89, I51.9) with hypertension 
are coded separately if the provider has documented they are unrelated to 
the hypertension. 

39

Hypertensive Heart Disease

I11
– I51.4-I51.9 (but not I51.81) are included however use 

an additional code for heart failure, if present.
– Specific sequencing required

– The hypertension must be coded prior to the heart 
failure.

• Note the ‘code first’ note at I50
– The conditions included in I11 are not coded 

separately.
• Patient has hypertension and cardiomegaly (I51.7), then 

code I11.9 ONLY
40
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Practice

• Hypertensive left ventricular hypertrophy

a.  I11.9

b.  I11.9, I51.7

• End stage heart disease patient also has hypertension

a.  I11.9

b.  I11.9, I51.9
• Senile degeneration of heart with hypertension

a.  I11.9

b.  I11.9, I51.5

41

Practice

• Hypertensive left ventricular hypertrophy

a.  I11.9

b.  I11.9, I51.7

• End stage heart disease patient also has hypertension

a.  I11.9

b.  I11.9, I51.9
• Senile degeneration of the heart with hypertension

a.  I11.9

b.  I11.9, I51.5

42
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Hypertensive Chronic Kidney Disease

• The classification assumes a relationship between 
hypertension and chronic kidney disease.

• CKD should not be coded as hypertensive if the 
provider indicates the CKD is not related to the 
hypertension.

• Code to I12.-
– Stage 5 or ESRD with hypertension I12.0

– Stage 1-4 or unspecified CKD with hypertension I12.9

– Specific sequencing required with CKD

2019

43

Hypertensive Heart and Kidney

• Assign codes from combination category I13, Hypertensive heart and chronic 
kidney disease, when there is hypertension with both heart and kidney 
involvement. 

• If heart failure is present, assign an additional code from category I50 to identify 
the type of heart failure. 

• The appropriate code from category N18, Chronic kidney disease, should be used 
as a secondary code with a code from category I13 to identify the stage of chronic 
kidney disease. 

44
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Diabetes, Hypertension and CKD

• Diabetes and hypertension are assumed related to 
CKD.

• What if the physician says ‘diabetic ESRD’ or 
‘hypertensive ESRD’?

• Code them all related.

– Exception is if the physician specifically says the 
diabetes or the hypertension is NOT related.

45

Examples

• The patient has diabetes, HTN and ESRD

– E11.22, I12.0, N18.6  OR
– I12.0, E11.22, N18.6

These are coded like this even if the physician states 
“diabetic ESRD” or “hypertensive ESRD” or ESRD.

• The patient has diabetes, HTN, heart failure and ESRD

– E11.22, I13.2, I50.9, N18.6 OR
– I13.2, E11.22, N18.6, I50.9, OR maybe 
– I13.2, I50.9, E11.22, N18.6
– All are related. Either hypertension or diabetes must be 

coded first.
46
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Etiology/Manifestation
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Etiology/Manifestation Guideline

• An example of the etiology/manifestation convention is 
dementia in Parkinson’s disease. In the Alphabetic Index, 
code G20 is listed first, followed by code F02.80 or F02.81 in 
brackets. Code G20 represents the underlying etiology, 
Parkinson’s disease, and must be sequenced first, whereas 
codes F02.80 and F02.81 represent the manifestation of 
dementia in diseases classified elsewhere, with or without 
behavioral disturbance. 

48
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Etiology/Manifestation

• Need to follow coding conventions

• Buddy codes—have to be sequenced together with etiology preceding the 
manifestation

• Conventions

• Alphabetical index two codes with second one within [italicized brackets] called 
manifestation

• Tabular List: Code title in italics (a code in italics in the tabular may NEVER be 
coded without its cause preceding it).

• Tabular List: Code first underlying condition at manifestation

• Tabular List: Use additional code to identify manifestation (not always) at 
etiology

49

Alphabetical Index

Disease
Alzheimer’s G30.9 [F02.80]

50
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Tabular

F02.80 Dementia in other diseases classified elsewhere…

F02 Dementia in other diseases classified elsewhere

Code first: the underlying physiological condition, such as:

Alzheimer’s (G30.-)

51

Italics

Tabular

G30 Alzheimer’s disease

Use additional code to identify:

dementia…(F02.80)

So…

Alzheimer’s dementia   G30.9

F02.80

52

These are 
buddies.
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F‐‐Mental, Behavioral and 
Neurodevelopmental 

Disorders

53

The F Codes

• Parkinsons with dementia  G20 F02.8-

• Lewy body dementia  G31.83  F02.8-

• Alzheimers dementia G30.-, F02.8-

• Unspecified dementia F03.9- (but not primary)

• What are behaviors?

– Which behavior gets its own code?

• Sundowning is not part of dementia so F05 is added.
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Vascular Dementia (F01.5-)

• CMS is rejecting as a primary diagnosis in hospice

• Vascular dementia occurs as a result of infarction of the brain 
due to vascular disease, including hypertensive vascular disease

55

Vascular Dementia F01.5-

Let’s look at the conventions:
– Code first the underlying physiological condition or 

sequelae of cerebrovascular disease

• Identify if behavioral disturbances:
– F01.50- Vascular dementia without behavioral 

disturbances

– F01.51- Vascular dementia with behavioral disturbances
• Use additional code for wandering Z91.83

56
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F02.8-Dementia in other diseases classified 
Elsewhere

• Code first the underlying physiological condition

• F02.80 Without behavioral disturbances

• F02.81- with behavioral disturbances

• This code is a manifestation code and REQUIRES an 
etiology code

57

More Dementia

• Cannot accept “dementia” as a terminal diagnosis 
for hospice (F03.9-)

• Cannot accept senile dementia or vascular 
dementia as a primary diagnosis for home health 
or as a terminal diagnosis for hospice  

• ASK: “Is this dementia of the Alzheimer’s type?”

• #4  G31.1 Senile degeneration of brain, not 
elsewhere classified

58
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Alzheimer’s Scenario

• Mrs. Turner is admitted to hospice with terminal 
dx of Alzheimer’s dementia, recent decline with 
increased confusion, wandering, combativeness, 
gait/balance problems and is dependent for all 
ADLs  and care. She has stopped eating solid 
foods, drinks supplements, has lost a lot of 
weight and BMI is 17. 

59

Alzheimer’s Answer

• G30.9 Alzheimer’s Disease unspec.

• F02.81 Dementia with behavioral disturbance

• R26.9 abnormality of gait

• R63.0 Anorexia

• R63.4 Loss of weight

• Z68.1 BMI less than 19

• Z91.83 Wandering in conditions classified elsewhere

60
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Psychoactive Substance Use

• When the provider documentation refers to use, abuse and dependence of 
the same substance (e.g. alcohol, opioid, cannabis, etc.), only one code 
should be assigned to identify the pattern of use based on the following 
hierarchy: 

• If both use and abuse are documented, assign only the code for abuse 

• If both abuse and dependence are documented, assign only the code for 
dependence 

• If use, abuse and dependence are all documented, assign only the code 
for dependence 

• If both use and dependence are documented, assign only the code for 
dependence. 

• EXCEPTION: Smoker!!!
61

Newer Terminology

62
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Clarification of Substance Use, Abuse, etc

• Many patients USE opiates, etc however…

• These codes are to be used only when the 
psychoactive substance use is associated with a 
physical, mental or behavioral disorder, and such a 
relationship is documented by the provider.

• Coding Clinic 2nd Quarter 2018

63

R—Symptom Coding should be Rare

R‐‐Symptoms, Signs, Abnormal 
Lab Findings

64
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Symptoms, Signs and Ill-Defined Conditions

• When that’s all we have

• When the patient has a 
symptom not routinely 
associated with the condition
– Pneumonia with Hemoptysis

• When there is an instruction 
to code the symptoms 
(N40.1-)

• When the patient has 
a symptom that IS 
routinely associated 
with the condition
– Pneumonia with 

dyspnea

Code the Symptoms Do not code the symptoms

65

Coded

Not 
coded

Patient is admitted with pneumonia with hemoptysis 
and shortness of breath.
Pneumonia
Hemoptysis

SSI “Hospice” Codes

• R62.51 Failure to thrive 
• R62.7 Adult failure to thrive 
• R53.81 Debility Unspecified 
• R99 Other unknown and unspecified cause of morbidity or 

mortality 
– used only for those who have already died

• R54 Age related physical debility (old age)
– Don’t use as terminal dx for hospice

66
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Functional quadriplegia

• Functional quadriplegia (code R53.2) is the lack of 
ability to use one’s limbs or to ambulate due to 
extreme debility. It is not associated with neurologic 
deficit or injury, and code R53.2 should not be used 
for cases of neurologic quadriplegia. It should only 
be assigned if functional quadriplegia is specifically 
documented in the medical record. 

What questions do you have?

Lisa@selmanholman.com

teresa@selmanholman.com

• Selman-Holman, A Briggs Healthcare Company

• CoDR—Coding Done Right—home health and hospice outsource for coding and 
coding audits

• CodeProU—comprehensive online ICD-10-CM training for home health and 
hospice
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