DIAGNOSIS CODING TIPS FOR CLINICIANS

Only diagnoses confirmed by the physician can be coded in home care
	TOPIC
	INFORMATION NEEDED
	OASIS/OTHER TIPS

	Vision
	Legally blind; Totally blind; Low vision
one or both eyes involved – what extent
Reason (e.g. glaucoma) if known
	M1200 vision must show impaired vision.  Do not count magnifying glass use when evaluating vision
Reflected in Fall Risk Assessment

	Neoplasms
	Malignant or benign or unknown:
Primary or metastatic (secondary)

Current diagnosis  or history only

If removed – is any treatment planned?
	Need the specific information for each site
Implanted ports: Vascular Access.  Also counts as surgical wound for OASIS

	Diabetes
	Borderline diabetes will be coded as hyperglycemia
If ulcers, neuropathy, retinopathy, renal failure & other manifestations are due to the diabetes
	Only the physician can designate diabetes uncontrolled or link manifestations to the diabetes
M2030 injectables if on insulin; M1030 Infusion for insulin pump (& surgical wound if implanted)

	CVA
	Specific residual affects of the CVA
Dominant side prior to CVA documented
	“CVA” cannot be coded in home care – only the residuals can be coded as confirmed by the physician

	Fractures
	Traumatic or pathological cause
	How and where they fell


	Dementia
	Specific cause/type, e.g.: senile, Alzheimer’s, vascular
	Patients that are confused don’t necessarily have dementia – physician needs to diagnose

Only physician can link Parkinsons & Dementia (Dementia with Lewy Bodies) 
M1700, M1710, M1740: Make sure these agree with 485 locator 19 Mental Status

	Pulmonary
	Specific type of COPD if known (Chronic Bronchitis, emphysema, asthma with COPD)

	Pneumonia only coded if on antibiotics
M1410 When short of breath: Based on the last 24 hrs.  Walk the patient at least 20’.  
COPD patients should not have “Never short of breath”
M1410 Respiratory Treatments: If on O2 remember to add to the med profile

	Wounds
	Need to know the original cause of the wound: Trauma, venous stasis, arterial, pressure (with stage), surgical, abscess, dehiscence, etc
Need exact location of all wounds (example: Lt ankle not LLE)
Need full assessment, including % of granulation and slough if wound bed present
Need to know how, when and where any injury occurred
	Accurate/consistent description of wounds
Do not reverse stage pressure ulcers
“Healed” Stage 3 and Stage 4 ulcers are still counted on OASIS and coded
M1320 Status of pressure ulcer; Stage 2 pressure ulcers are always considered not healing
M1340: Does patient have surgical wound?  
Implanted vascular access devices, central lines, peritoneal dialysis catheters, AV shunts, any wound with a drain are considered current surgical wounds
Cardiac cath & PTCA puncture sites are NOT surgical wounds

	Infusions
	Implanted pain pumps , insulin pumps (external and implanted),epidural, subcutaneous, intrathecal infusions are considered as administered in the home

Saline/Heparin flushes given in the home (by DCHC staff or others)
	M1030: Intravenous or infusion therapy
Make sure all are listed on the medication profile


Pay special attention to diagnoses of Diabetes, CHF, Pain, Pressure Ulcers and Depression for OASIS Process Measures
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