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What can we learn?
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Agenda
Who are the players? 
Medicare Advantage Plans
The OIG
Billing Providers

What’s the focus?
Risk Adjustment Audits

What can we learn?
Supporting Diagnoses with 
Documentation
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Who are the HHS-OIG?
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Medicare Advantage
• Also known as Part C

• Offers beneficiaries an option enroll in private healthcare plans 
rather than having their care covered through Medicare’s traditional 
fee-for-service program

• CMS contracts with these MA organizations, which in turn contract 
with providers (including hospitals) and physicians. 

In 2022, CMS paid MA organizations $403 billion, 
which represented 45 percent of all Medicare 
payments for that year. 

CMS estimates that 9.5 percent of payments to MA 
organizations are improper, mainly due to 
unsupported diagnoses submitted by MA 
organizations.
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Risk Adjustment Basics
Risk Score
• CMS makes payments to MA organizations according to 

its risk adjustment program.
• CMS pays MA organizations the anticipated cost of 

providing benefits based on risk factors as the age, 
gender, and health status of that individual (risk score)

• Health status information comes from medical and
prescription claims sent to the MA plans

• The risk adjustment program is prospective; CMS uses 
the diagnosis codes that the enrollee received during 
one calendar year (known as the service year) to 
determine HCCs and calculate risk scores for the next 
calendar year (known as the payment year). 
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Risk Score Comparison

E11.9 Type II DM w/o complications
I25.10 CAD
J44.9 COPD

E11.22 Type II DM with CKD
I25.10 CAD with angina
J44.9 COPD
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What’s the Focus?
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CMS to MA Plans
CMS requires all submitted diagnosis 

codes to be documented on the 

medical record … as a result of a face-

to-face encounter (the Manual, chap. 

7, § 40). 

The diagnosis must be coded 

according to the ICD-10-CM, Official 

Guidelines for Coding and Reporting 

(42 CFR § 422.310(d)(1) and 45 CFR 

§§ 162.1002(b)(1) and (c)(2)-(3)).

The OIG Work Plan
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Work Plan Items reflect OIG audits, evaluations, 
and inspections that are underway or planned.

https://oig.hhs.gov/reports-and-publications/workplan/index.asp
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High Risk Diagnoses

Acute Stroke Acute Heart 
Attack

Major 
Depressive 
Disorder

Embolism Vascular 
Claudication Lung Cancer

Breast Cancer Colon Cancer Prostate 
Cancer

+ Potentially Mis-keyed Diagnosis Codes

https://oig.hhs.gov/oas/reports/region7/72301213.pdf

“We have performed several audits for which 
our objectives were to determine whether MA 
organizations submitted certain diagnosis 
codes—ones that when coupled with other data 
indicated that the codes were at high risk for 
being miscoded—to CMS for use in CMS’s risk 
adjustment program... Thus far, we have found 
that overall, approximately 70 percent of 
those diagnosis codes were not supported in 
the associated medical records”
Other MA organizations—including ones that we have not 
audited—have asked us to share with them how we decided 
which diagnosis codes were at high risk for being miscoded.

The Toolkit
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The Toolkit

Toolkit: Lung Cancer

17

18



10

Toolkit: Lung Cancer

The Toolkit – Data Analytics 

“We have included explanations that demonstrate why these specific diagnosis 
codes, when coupled with other are at high risk for being miscoded. 

For example, one high-risk group included individuals who received one lung 
cancer diagnosis during a service year, but the encounters did not indicate that 
the individuals received certain types of care and medication.”

“Based on discussions with medical professionals, we have also provided in 
each case the diagnosis code that typically should have been submitted to 
CMS instead of the incorrect diagnosis code that actually was submitted. 
Continuing with the lung cancer diagnosis example, a history of lung 
cancer diagnosis is generally what was supported in the medical records.”
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https://www.cms.gov/newsroom/fact-sheets/medicare-advantage-risk-adjustment-data-validation-final-rule-cms-4185-f2-fact-sheet

https://www.cms.gov/newsroom/fact-sheets/medicare-advantage-risk-adjustment-data-validation-final-rule-cms-4185-f2-fact-sheet
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Post Audit 
Report –
SelectCare
of Texas, 
Inc.

November 
2023

6/15/XXPITCH DECK23

SelectCare of Texas
“For the 2015 and 2016 payment 
years (audit period), CMS paid 
SelectCare approximately $1.5 billion 
to provide coverage to its enrollees
(we) limited our review to the 
portions of the payments that were 
associated with these high-risk 
diagnosis codes ($8,331,060)
MA organizations are responsible for 
the accuracy, completeness, and 
truthfulness of the data submitted to 
CMS for payment purposes”
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SelectCare of Texas

285 

Records 
reviewed

65 

Supported

220

Unsupported

$482,601 
Overpayments 

identified

$5.1 million 
estimated

Overpayments

“On the basis of our sample results, we estimated that SelectCare received at 
least $5.1 million in net overpayments for 2015 and 2016.

Because of Federal regulations that limit the use of extrapolation in Risk 
Adjustment Data Validation (RADV) audits for recovery purposes to payment 
year 2018 and forward, we are reporting the overall estimated overpayment 
amount but are recommending a refund of $482,601”

SelectCare of Texas
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What can we Learn?

An enrollee received one acute stroke diagnosis on only one 
physician claim during the service year but did not have that 
diagnosis on a corresponding inpatient or outpatient hospital
claim. 

For most patients “the medical records indicated in each case that the 
individual had previously had a stroke, but the records did not justify an 
acute stroke diagnosis at the time of the physician’s service”

“there is no evidence of an acute stroke or any related condition that 
result[s] in an assignment of the submitted HCC [for Ischemic or 
Unspecified Stroke] or a related HCC.

There is mention of [a] history of cerebrovascular accident but no 
description of residuals or sequelae that should be coded.” 

The history of stroke diagnosis code does not map to an HCC. 

Acute Stroke

High Risk Diagnosis: Acute Stroke
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Outpatient Chart Example: CVA

I63.9 Cerebral Infarction, unspecified 
(active)

A&P:
Stroke with cerebral ischemia - Chronically works with physical 
therapy/exercises due to left hemiparesis caused by the stroke. Also 
sees Dr. Smith for spasticity related to this also. Continue aspirin 
therapy plus statin therapy and hypertension control. He works at 
doing exercise and is undergoing PT. 
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Outpatient Chart Example: CVA

I69.354 Hemiplegia and/or hemiparesis following 
cerebral infarction affecting left non-dominant side

Z86.73 Personal history of transient ischemic attack 
(TIA), and cerebral infarction without residual deficits

I63.9 Cerebral Infarction, unspecified (active)

A&P:
Stroke with cerebral ischemia - Chronically works with physical 
therapy/exercises due to left hemiparesis caused by the stroke. Also sees Dr. 
Smith for spasticity related to this also. Continue aspirin therapy plus statin 
therapy and hypertension control. He works at doing exercise and is 
undergoing PT. 
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What can we Learn?

“The medical records in each case did not support the submitted
diagnosis that mapped to an Acute Heart Attack HCC….however…we identified 
support for another diagnosis”
• Angina
• Old MI

Acute MI
DATA MINING CRITERIA:
Acute Heart Attack: An enrollee received one diagnosis during the 
service year that mapped to either the HCC for Acute Myocardial 
Infarction or to the HCC for Unstable Angina and Other Acute Ischemic 
Heart Disease (Acute Heart Attack HCCs) on only one physician or 
outpatient claim during the service year but did not have that diagnosis 
on a corresponding inpatient hospital claim (either within 60 days 
before or 60 days after 

High Risk Diagnosis: Acute MI
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Myocardial Infarction (MI)

ACUTE
MIs are considered acute for 4 
weeks/28 days
Through day 28, use the 
appropriate acute MI code such 
as:
• I21.01 ST elevation (STEMI) myocardial 

infarction involving left main coronary 
artery 

• I21.4 Non-ST elevation (NSTEMI) 
myocardial infarction

HISTORY
After 4 weeks:
Z51.89 Other specified aftercare if the 
patient still requiring active care after the 
4-week period (symptomatic)

I25.2 Old MI if the patient is considered 
healed (asymptomatic)

There is no time limit on the use 
of I25.2

Post Audit 
Report –
CarePlus
Health Plans, 
Inc.

October 2023
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CarePlus Health Plans

1656 

HCCs 
reviewed

1210 

Supported

446

Unsupported

$641,467 
Overpayments 

identified

$117 million 
estimated

Overpayments

“CarePlus received $641,467 in net overpayments (consisting of $682,274 of 
overpayments and $40,807 of underpayments) ”

CarePlus Health Plans
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Lacking documentation

“there is no documentation of any condition that will result in the 
assignment of [the HCC for Angina Pectoris]. There is documentation 
of chest pain . . . that does not result in an HCC.” 

“the medical records did not support the diagnosis Diabetes With 
Other Specified Manifestations, Type II or Unspecified Type, Not 
Stated as Uncontrolled. However, there was support for the 
diagnosis Diabetes Mellitus Without Mention of Complication, Type 
II”

Post Audit 
Report –
Aetna, Inc.

October 2023
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Aetna

210 

Records 
reviewed

55

Supported

155

Unsupported

$632,070 
Overpayments 

identified

$25.5 million 
estimated

Overpayments

“For the 2015 and 2016 payment years (audit period), CMS paid 
Aetna approximately $12.7 billion to provide coverage to its 
enrollees”

Aetna
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What can we Learn?

Embolism
“An enrollee received one diagnosis that mapped to either 
the HCC for Vascular Disease or the HCC for Vascular Disease 
With Complications (Embolism HCCs) on only one claim 
during the service year but did not have an anticoagulant 
medication dispensed on his or her behalf. 
An anticoagulant medication is typically used to treat an 
embolism. In these instances, a diagnosis of history of 
embolism (an indication that the provider is evaluating a 
prior acute embolism diagnosis, which does not map to an 
HCC) typically should have been used. 

The medical records indicated in each case that the 
individual had previously had an embolism, but the records 
did not justify a diagnosis that mapped to an Embolism HCC 
at the time of the physician’s service.”

High Risk Diagnosis: Embolism
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OIGs Findings (and data mining criteria!)

Cigna incorrectly submitted diagnosis codes for embolism for 22 of 30 (enrollees). 
• the independent medical review contractor stated that “there is no documentation 

of any condition that will result in the assignment of [the] HCC [for Vascular 
Disease]. Per . . . ultrasound test results, there was no evidence of deep vein 
thrombosis.” 22

• “there is no documentation of any condition that will result in the assignment of 
[the] HCC [for Vascular Disease]. There is documentation of a past medical history 
of deep vein thrombosis [diagnosis] that does not result in an HCC.”

• Embolism: An enrollee received one diagnosis that mapped to either the HCC for 
Vascular Disease  … but did not have an anticoagulant medication dispensed. 

• An anticoagulant medication is typically used to treat an embolism. In these 
instances, a diagnosis of history of embolism …  typically should have been used.

45
Source: Medicare Advantage Compliance Audit of Specific Diagnosis Codes That Cigna-HealthSpring Life & Health Insurance Company, Inc. (Contract H4513) Submitted to CMS, A-07-19-01192 (hhs.gov)

Acute vs. Chronic  (DVT/PE)
Source: *docushare-app (humana.com)
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4/10/202447 Provider Coding Tips IBC Thrombosis link (ibx.com)

High Risk Diagnosis: 
Major Depressive Disorder

47

48



25

49

What can we Learn?

Major Depressive Disorder
Data mining criteria: “An enrollee received one major 
depressive disorder diagnosis during the service year 
but did not have an antidepressant medication 
dispensed on his or her behalf. In these instances, the 
major depressive disorder
diagnoses may not be supported in the medical 
records. 
…there is no documentation of any condition that will 
result in the assignment of HCC [Major Depressive, 
Bipolar, and Paranoid Disorders]. There is 
documentation of depression [diagnosis] which does 
not result in an HCC “

Documentation 
Requirements…

• Documentation needed to get to the correct 
code:
• Episode

• single or recurrent 
• Severity

• mild
• moderate
• severe 

• without psychotic features
• with psychotic features 

• Status
• current
• partial remission
• full remission
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REMISSION or History of?

• Partial remission
• Full remission
• History of

* During any type of remission, it is acceptable if the 
patient's symptoms are controlled with medication

Treatment

High Risk Diagnosis: Cancer
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Prostate Cancer

4/10/202453

“There is documentation of a past medical history of prostate cancer 
which does not result in an HCC. The provider has documented, ‘S/P 
Prostate Ca’. The Surgical History section of the note documents 
treatment completed a year prior to the date of service. There is no 
indication that the prostate cancer is still active or is recurring. 
Patient awaiting follow up surveillance prophylactically. “

https://oig.hhs.gov/oas/reports/region6/61905002.pdf

Chapter 2: Neoplasms

• I.C.2.d Primary malignancy 
previously excised

• When a primary malignancy has 
been previously excised or 
eradicated from its site and there is 
no further treatment directed to 
that site and there is no evidence of 
any existing primary malignancy at 
that site, a code from category Z85, 
Personal history of malignant 
neoplasm, should be used to 
indicate the former site of the 
malignancy. 

• I.C.2.m Current malignancy 
versus personal history of 
malignancy

• When a primary malignancy has 
been excised but further 
treatment, such as an additional 
surgery for the malignancy, 
radiation therapy or 
chemotherapy is directed to that 
site, the primary malignancy code 
should be used until treatment is 
completed. 
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Adjuvant vs. Prophylactic
Adjuvant 
Adjuvant therapy targets cancer 
cells that primary cancer treatment 
didn’t destroy. Having adjuvant 
therapy means more time spent in 
cancer treatment but reduces the 
chance you’ll have the same cancer 
again. Adjuvant therapy is often 
used as follow-up treatment for 
breast, colon and lung cancers.

Prophylaxis/tic 
In medicine, something that   
prevents or protects.
I.e., prophylactic mastectomy

Additional

Active vs. History of: Cancer

ACTIVE

• A new diagnosis, awaiting treatment
• The patient has evidence of current 

disease
• The patient is actively receiving 

treatment for cancer (including s/p 
organ removal)

• The patient did not receive definitive 
treatment for their malignancy

PERSONAL HISTORY

• The patient has successfully 
completed treatment for malignancy

• There is no current evidence of the 
disease

• The patient is being seen for 
surveillance only

• The patient is on adjuvant therapy for 
prophylactic/preventive purposes
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Chart Example: Cancer
Ms. XXX is a 57-year-old woman who presents for initial consultation and to establish ongoing care for her 
bilateral invasive lobular carcinoma as detailed above. She is currently on adjuvant tamoxifen and really 
without complaints. She does have some discomfort in the right reconstruction due to some radiation 
fibrosis. She is considering revision and replacement of her subpectoral implants with prepectoral implants.

She denies any bone pain, shortness of breath, abdominal pain, headaches or neurologic symptoms.

Her diagnosis and treatment were in XXX, where she has been living for 20 years and recently moved back to 
the area.

She did undergo genetic testing and had a BRCA2 variant of uncertain significance (VUS)

ASSESSMENT:

1.  Bilateral invasive lobular carcinoma (T3N2a) on the right.  Currently no evidence of disease now 8 years 
from her initial diagnosis and continuing on adjuvant tamoxifen.

Chart Example: Cancer

Ms. XXX is a 57-year-old woman who presents for initial consultation and to establish ongoing care for her 
bilateral invasive lobular carcinoma as detailed above. She is currently on adjuvant tamoxifen and really 
without complaints. She does have some discomfort in the right reconstruction due to some radiation 
fibrosis. She is considering revision and replacement of her subpectoral implants with prepectoral implants.

She denies any bone pain, shortness of breath, abdominal pain, headaches or neurologic symptoms.

Her diagnosis and treatment were in XXX, where she has been living for 20 years and recently moved back to 
the area.

She did undergo genetic testing and had a BRCA2 variant of uncertain significance (VUS)

ASSESSMENT:

1.  Bilateral invasive lobular carcinoma (T3N2a) on the right.  Currently no evidence of disease now 8 years 
from her initial diagnosis and continuing on adjuvant tamoxifen.
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Internal Guidance?
In summary, we interpret the ICD-10 rule to allow for the continued use of a 
malignant neoplasm code when the patient has evidence of the disease or is 
still receiving ongoing treatment for the cancer. 
In some scenarios where a patient is receiving adjuvant therapy, we consider 
this ongoing “treatment directed at the site” and support the use of an active 
cancer diagnosis over a code reflecting a personal history. 
This may include scenarios where the cancer may not be detectable due to 
effectiveness of the adjuvant therapy/treatment. 
The medical record should be clear that there is ongoing therapeutic treatment 
(therapy) for the malignancy. 
An example of a statement to support this might be: 
“This patient is receiving ongoing anti-estrogen therapy for her breast cancer. A 
significant portion of this visit was spent assessing the efficacy of this therapy as well 
as management of toxicity of this treatment.” 
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Other 
Documentation 
Tips

4/10/202461 PITCH DECK

Clinical vs. 
Coding Criteria
• The assignment of a diagnosis code 

is based on the provider’s diagnostic 
statement that the condition 
exists….the provider’s statement that 
the patient has a particular condition 
is sufficient. 

• Code assignment is not based on 
clinical criteria used by the provider 
to establish the diagnosis. If there is 
conflicting medical record 
documentation, query the provider.
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“History of”

•“Patient is a 67-year-old male with 
a personal history of hypertension, 
Type II diabetes with CKD, 
prostate cancer and low back pain…”

Are you prepared? 

4/10/202464 PITCH DECK
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Vidant Health: 
Severe 
Malnutrition

65

The Hospital received $16,693,564 
in Medicare payments for 941 
inpatient hospital claims that 
included a diagnosis code for a 
severe type of malnutrition from 
January 1, 2013, through June 30, 
2015. For 401 of the 941 claims, 
removing diagnosis code 261 or 262 
changed the DRG. Of these 401 
claims, we reviewed a random 
sample of 100 claims totaling 
$1,230,082. 

https://oig.hhs.gov/oas/reports/region3/31500011.asp
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CMS’ Initial Findings

• Of the 100 claims that we reviewed the hospital did not 
comply with Medicare billing requirements for the remaining 
89 claims.
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PITCH DECK 6/15/XX67

Vidant’s Response

The Hospital agreed that 11 of the 89 claims found to be in error, were errors. 
They fought for the remaining 78

6/15/XX PITCH DECK 68
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Podcast

Hear about Vidant’s story:
• 10/4/2023
• 11/15/2023
• 3/6/2024

Health Risk 
Assessments

4/10/202470 PITCH DECK
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In Summary…
Let’s go mining

Thank you!
Lrenner@saint-lukes.org
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