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Abdominal Aortic Aneurysm 
 
 

By: Ryan McLendon, CHCCS 
Nancy Keenan, CPC, CCS, CHCCS, RN 
 
 

I71.3 Abdominal aortic aneurysm, ruptured  

I71.4 Abdominal aortic aneurysm, without rupture  

Abdominal aortic aneurysm (AAA) is a condition where there is an enlargement of the aorta within 
the abdominal area. This condition is relatively common, with about 3 million cases in the US per 
year. It is considered a serious condition due to the possibility of rupture, which is life-threatening. 
AAA is usually asymptomatic; however, if symptoms are present, a person might have a pulsatile 
mass on examination or pain in the abdomen, back, or groin. Risk factors for AAA include male 
gender, smoking, high blood pressure, and personal or family history of AAA.  Other disease 
processes that can place an individual at increased risk include certain congenital heart defects, 
connective tissue disorders, or infections. If the aneurysm is small the treatment consists of periodic 
monitoring with imaging studies for an increase in size, medication for high blood pressure or 
cholesterol, and lifestyle changes to decrease a person’s risk (weight loss, smoking cessation, 
exercising, blood sugar control for persons with Diabetes, or consuming a healthy diet). However, if 
the AAA is considered large, then surgery is often necessary. 
 
Both I71.3 and I71.4 belong to different HCC categories: 107 and 108. I71.3 (AAA, ruptured) is 
considered more serious, therefore, it belongs to HCC category 107, which hierarchs I71.4 (AAA, 
without rupture), which belongs to HCC category 108. 

For coding and/or auditing purposes, review imaging studies for the presence of an AAA and query 

the provider for validation and proper documentation with MEAT.  The provider may also be queried 

if documentation is unclear as to whether it has been surgically repaired.  Per coding guidelines, 

once a condition has been treated or resolved, the condition should be documented and coded as a 

history of.  It is important to review the medical record including the patient’s surgical history to see 

whether the patient had an open or endovascular repair of the AAA, as well as all imaging studies 

and consult reports, in order to appropriately code and/or query. 

 

Please stop by and see us at these 
upcoming events! 

 
 
 

- FHIMA Convention 2018: July 29-Aug. 1, Booth #404 
 

⚠Speaker Alert⚠ Clinical Coding Session: July 30, 2018, 4:35 pm – 

5:35 pm. “HCC, DRGs All Over Again” - Dr. Todd M. Husty, President and 
Chief Medical Officer at MARSI 

 
 

- AHIMA Convention 2018: Sep. 22-26, Booth #1045 
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Living in a Value-Based World 
 

By: Molly Snowberger, CCA 
 

Traditionally, healthcare providers were reimbursed based on a 
fee-for-service type delivery system. That is, the providers were 
reimbursed by the payer (e.g., Medicare) based on the providers’ 
reasonable and customary charges and the amount (volume) of 
services they provided. However, with escalating health care costs, 
many providers are having to shift towards a more holistic 
approach to patient care by transitioning to a value-based 
reimbursement model. Instead of being paid according to their 
reasonable and customary charges or by the volume of services, 
providers’ payments are now based on the value of care they 
deliver. This, in turn, creates value-based incentives (i.e., quality of 
care & financial incentives) linked to successful patient outcomes.  
 
Under this new reimbursement model, providers using a value-
based delivery system examine a patient’s condition from onset 
(of illnesses) through treatment(s) to calculate the best care for 
the best price by using evidence-based medicine, innovative 
health technologies, with a focused effort on increasing patient 
engagement. The goal is to keep people healthy rather than only 
treating them once they are sick. In order to achieve this, 
providers’ must consistently monitor their patients through their 
care journey to track and report outcomes (e.g., clinical outcomes, 
service outcomes [patient satisfaction], hospital readmissions 
within 30 days, contributions to population & community health, 
as well as adverse events/and poor outcomes, etc.). Over time, 
these reported outcomes help to identify at-risk patients and 
support interventions that improve care practices and prevent 
illnesses. 
 
There are many variables in transitioning to a value-based care 
and reimbursement model. If providers want to successfully 
increase quality care, they must improve communication and 
coordination within their health care team as well as directly with 
their patients. So, how is this accomplished? The key is to have 
accurate clinical documentation. It is well understood that today’s 
physicians have a heavy workload. However, it’s also well known 
that accurate clinical documentation helps each physician keep 
track of the care he or she provides to each patient and supports 
the continuity of care for that patient by sharing quality 
information with other caregivers who may participate in the 
patient’s ongoing care. Simply put, when documentation 
improves, quality improves. There is an undeniable relationship 
between what is documented in a medical record, how a patient is 
managed during his or her stay, and what is billed to the insurance 
company (and paid to the provider). A lack of specificity or clarity 
in documentation has a major effect on a variety of things, 
including coding accuracy, severity of illness, justification for 
resources used and/or services provided, continuity of care, 
reimbursement, physician measures and quality scores, and 
patient outcomes. In medical school, physicians and other clinical 
staff members are not often taught how to document in a way that 
supports the most accurate assignment of medical codes. 
Therefore, they have to be educated on the significance of good 
documentation that supports accurate code assignment. 
 

 
Here are a few general documentation tips of which physicians 
should take note:  
 

 Clinical indicators alone are not enough (i.e. coders 

cannot assume a diagnosis). 

 Document conditions as precisely as possible. 

o Acute vs. Chronic 

o Insufficiency vs. Failure 

o Systolic and/or Diastolic 

o Overweight vs. Obesity vs. Morbid (Severe) 

Obesity 

o Community vs. Hospital-Acquired 

o Linking conditions (must use linking language - 

i.e. “due to”) 

o Stages 

o Diabetes 

- Type 1 or Type 2 

- Secondary Diabetes, specify underlying cause. 

- Status, controlled or uncontrolled. 

 Document the underlying cause of any symptom. If cause 

is unknown, document suspected cause. 

 Avoid signs and abbreviations. 

Providers must also work on building a relationship with their 
patients. Continuity of care is often misunderstood to only be the 
coordination and sharing of information between different 
providers; however, it also represents a continuous caring 
relationship between the patient and the provider.  A patient is not 
a disease with a person attached, but a unique person with a 
condition or set of conditions. In order to care for these conditions 
holistically and appropriately, providers must involve both the 
interpersonal aspect of care and the coordination of that care. For 
example, a patient mentions during an examination that his 
daughter’s birthday is coming up. The provider jotted down a 
quick note in the patients chart, and then was able to mention it at 
his next visit. “Hey, how was your daughter’s birthday? Did she 
love the swing set you got her?” This information wasn’t 
significant in the patient’s treatment; however, it made the patient 
feel good that the provider took interest and remembered 
(“valued”) their conversation.  
 
Whichever way you want to approach it, value-based care is here 
to stay. Aristotle once said, “Quality is not an act, it is a habit.” 
Getting in to the habit of good documentation practices is the key 
to a successful transition in to value-based care.

Physician Corner 
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Are Your Facility ED Acuity Levels Meeting Guidelines? 
 

By: Marsha Diamond, CPC, COC, CCS, CPMA, AAPC Fellow 
 
While the CPT codes for ED facility levels utilize the CPT 
Emergency Department E & M codes, the application of these 
codes for facility purposes is significantly different than the 
professional/physician side.  Although CMS has worked diligently 
with AHIMA and other coding organizations to develop a uniform 
acuity level system for ED facilities, there has been little progress 
up to this point in this endeavor.   
 
Initially, in April, 2000, with the implementation of the Outpatient 
Prospective Payment System (OPPS), CMS indicated that each 
facility should “report facility resources for clinic and Emergency 
department visits using CPT E & M codes and develop internal 
hospital guidelines to determine what level of service to report.”  
CMS has since developed a HCPCS code (G0463) for use in other 
outpatient settings, however, not for the Emergency Department. 
 
While facilities are free to develop their own internal guidelines 
for defining these acuity levels, there are additional guidelines that 
must be followed.  The Federal Register, 2000, indicated that each 
facility “should develop a system for mapping the provided 
services or combination of services to the different levels of effort 
represented by the codes…”  In other words, the acuity levels may 
be determined by a number of different methodologies by 
facilities, however, should still represent the levels represented by 
the CPT codes.  For instance, ED Level 4 (99284) indicates that the 
presenting problem is of “high severity, requires urgent 
evaluation, and does not pose a significant threat to life or 
physiological function.” As such, in addition to meeting the facility-
specific guidelines for 99284, CMS indicates that the services 
should be representative of the CPT descriptor as well. 
 
When it became apparent that a uniform acuity level system was 
not readily on the horizon, the Federal Register published 
additional information in November, 2006, which stated, “while 
awaiting the development of a national set of facility-specific codes 
and guidelines, we have advised that each hospital’s internal 
guidelines should follow the intent of the CPT code descriptors, in 
that the guidelines should be designed to reasonably relate the 
intensity of the hospital resources to the different levels of effort 
represented by the codes”.  This same publication further stated 
that they did not expect facilities to have a normal distribution of 
these levels, since small community hospitals may perform more 
low level services, and academic centers or trauma centers may 
perform more high level services. 
 
There has been some ambiguity when assigning acuity points for 
services that may be separately payable. In 2002 Federal Register 
published the statement, “we believe, that, within the constraints 
of clinical care and management protocols, the level of service for 
emergency and clinic visits should be determined by resource 
consumption that is not otherwise separately payable,” however, 
they did not go further by implementing a specific guideline to that 
affect. 
 
Many facilities utilize computer software to calculate their ED 
facility levels; however, those facilities should ensure that once the 

computerized system assigns a level, that the guidelines outlined 
above have been met as well. MARSI audits ED facility levels on a 
regular basis with our clients, and quite often find that the CPT 
descriptor for services has not been met, and, that the facility 
utilizes a computerized calculation of acuity points or a manual 
system, though, does not take all this information into 
consideration when making the final selection for their ED acuity 
levels. 
 

 
In general, acuity levels, without regard to the methodology 
utilized to determine, should meet the CPT/HCPCS Level I 
descriptions as follows: 
 
 

HCPCS Level 1/CPT ER Levels 
 

ER 

Level 
Visit 

Presenting 

Problem 

Medical 

Decision-

Making 

99281 
Problem 
Focused 

Self-
Limited/Minor 

Straightforward 

99282 
Expanded 
Problem 
Focused 

Low/Moderate 
Severity 

Low 

99283 
Expanded 
Problem 
Focused 

Moderate 
Severity 

Moderate 

99284 Detailed 
High Severity    

Urgent  
Evaluation 

Moderate 

99285 Comprehensive 
High Severity        

Urgent 
Treatment 

High 

 
 
Facilities should ensure that the acuity levels assigned meet ALL 
the requirements, per CMS, and not just the acuity system in place 
at their particular facility. 

 
 
 
 

 
 
 

 
 
 

Outpatient Corner 
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Bronchiectasis 
 

By: Kathy Oyler, CCS

The National Heart, Lung, and Blood Institute defines 
bronchiectasis as “a condition in which damage to the airways 
causes them to widen and become flabby and scarred.” It is 
typically caused by an infection or other ailment of the airways 
that creates mucus build-up. This build-up causes bacteria to 
grow, leading to recurring lung infections and eventually damaged 
airways that are unable to move air in and out. This can lead to 
other serious health conditions, including, respiratory failure, 
heart failure, and atelectasis.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Coding instructions for J47.x codes are located in the ICD-10-CM 
Tabular List of Diseases and Injuries:  
 

 J47 Bronchiectasis  

 Includes: bronchiolectasis  

 Use additional code to identify: 

- Exposure to environmental tobacco smoke (Z77.22) 

- Exposure to tobacco smoke in the perinatal period 
(P96.81) 

- History of tobacco dependence (Z87.891) 

- Occupational exposure to environmental tobacco 
smoke (Z57.31) 

- Tobacco dependence (F17.-) 

- Tobacco use (Z72.0) 

 Excludes1: 

- Congenital bronchiectasis (Q33.4) 

- Tuberculous bronchiectasis (current disease) 
(A15.0)  

 

 J47.0: Bronchiectasis with acute lower 

respiratory infection 

 Bronchiectasis with acute bronchitis 

 Use additional code to identify the infection. 

 J47.1 Bronchiectasis with (acute) 

exacerbation 

 J47.9 Bronchiectasis, 

uncomplicated 

 Bronchiectasis NOS 

 J44 Other chronic obstructive 

pulmonary disease 

 Excludes1:  

- Bronchiectasis (J47.-) 

- Chronic bronchitis NOS (J42) 

- Chronic simple and mucopurulent bronchitis (J41.-) 

- Chronic tracheitis (J42) 

- Chronic tracheobronchitis (J42) 

- Emphysema without chronic bronchitis (J43.-) 

 
So, how would you report COPD and 

bronchiectasis? If a patient is admitted with pneumonia, 
COPD, and bronchiectasis the codes are sequenced as follows: 

 J47.0 (Bronchiectasis with acute lower respiratory 
infection) 

 J18.9 (Pneumonia, unspecified organism) 
 

Why?  

 “Use additional code to identify the infection” 
provides the sequencing guidelines. 

 J47.- excludes(1) J44.-. 

 Per Appendix C on the CMS website, there are certain 
diagnosis codes that when used as the principal 
diagnosis will convert the CC or MCC to non-CC. In this 
case, pneumonia is not an MCC because J47.0 is the PDX.  

 
 
Pay close attention when coding bronchiectasis along with other 
respiratory conditions. Although FY 2018 ICD-10-CM updates 
revised the J44.0 “Use additional code to identify infection” note to 
“Code also to identify the infection” note, the change was not made 
for bronchiectasis. 

 

Inpatient Corner 
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We’re on the Web! 
See us at… 

www.himexperts.com 
www.hccexperts.com 

www.marsitraining.com 
 

 

Having trouble with coding, auditing, compliance, denials 
and/or documentation? 

 

We Want To Hear From You! 
 

Contact us online or call us today to speak with an expert. 
 

 
 

“We do it the right way.” 
 

MARSI’s slogan for a decade, and mission statement since inception over 
25 years ago. 

MARSI/AHIMA HCC Online Course 
 Sign up today and enjoy a 15% discount with code: HCCCA18 
 Please visit:  

https://my.ahima.org/search/all?q=%22risk%20adjustment%2Fhcc%20
coder%2Fauditor%20training%22 

 

MARSI Coming to a Town Near YOU! 
 2018 FHIMA Annual Convention: July 29 – August 1, 2018, Lake Buena Vista, 

FL – Disney Swan and Dolphin Resort, Booth #404 
 2018 AHIMA Convention & Exhibit: September 22-26, 2018, Miami, FL – 1901 

Convention Center Drive, Miami Beach, FL, Booth #1045 

 

And you won’t want to miss… 
 MARSI’s very own Dr. Todd M. Husty will be speaking at the 2018 FHIMA 

Annual Convention!  
- HCC, DRGs All Over Again- July 30, 2018 4:35 pm – 5:35 pm.  

Goodbye, 
next issue in 
September! 

Medical  

Audit  

Resource  

Services,  

Inc. 
 
Address:  
3040 S. Tuskawilla Rd.  
Oviedo, FL 32765 
 
(P) 352.385.1881 
 
(F) 352.385-1884 
 
E-Mail:  
marsi@himexperts.com 

 

http://www.himexperts.com/
http://www.hccexperts.com/
https://my.ahima.org/search/all?q=%22risk%20adjustment%2Fhcc%20coder%2Fauditor%20training%22
https://my.ahima.org/search/all?q=%22risk%20adjustment%2Fhcc%20coder%2Fauditor%20training%22

