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A distinctively different population health and value-based care  
contracting entity that builds upon the best of Lowell General PHO  
and New England Quality Care Alliance (NEQCA).
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Vascular Conditions
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Atherosclerosis: The SilentKiller

Found on imaging:

• Cerebral arteries
• Carotid arteries
• Coronary arteries
• Aorta or aorto-iliac or aortic
• Renal artery
• Arteries of the extremities

Radiologist may also refer to it as:

• Arteriosclerosis
• Arteriolosclerosis
• Atheroma
• Arterial plaque or calcification
• Arterial or vascular degeneration
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Atherosclerosis: Supporting Documentation
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• Recent visit to ER after fall, no residual sxs, head and cervical 
imaging performed at the  time noted R side carotid artery 
calcification, reviewed management of risk factors to slow  
progression and follow up in 2 months (I65.21)

• Calcified aortic plaque noted on recent CTA- stable, known 
hyperlipidemia, continue  statin, repeat lipid panel prior to 
next visit (I70.0 | E78.5)

• L Knee replacement 6 months ago, repeat knee x-ray, popliteal 
artery atheroma noted  again by radiology, denies sxs, 
continue statin, diet and exercise (I70.202 | Z96.652)

• Complains of increase R ankle pain, breakdown of the skin with 
area of ulceration of the  medial ankle, ankle x-ray- severe 
atherosclerosis disease in medial arteries with complete  occlusion 
of distal artery, referral to vascular (I70.233 | I70.92| L97.311)



Arterial Disease: SupportingDocumentation
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Peripheral Artery Disease (PAD)

• PAD, claudication symptoms improved, +1 BLE edema, continue Lasix, ASA, statin (I73.9)

• Renal artery stenosis, HTN under better control, repeat labs in 2 months (I70.1)

• Raynaud’s Phenomenon, rheumatology r/o connective tissue disease, symptom mgt, is  
considering moving to Florida but will miss grandkids (I73.00)

Carotid Artery Disease / Carotid Artery Stenosis

• Carotid artery stenosis, s/p L endarterectomy, R is asymptomatic at this time, will continue  
to monitor (I65.21)

• Hospital f/u CVA ruled out, likely TIA due to long standing carotid artery disease, not a  
candidate for surgery, followed by coumadin clinic (I65.29)



Venous Disease: SupportingDocumentation
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• Varicose veins, BLE significant edema, skin discoloration- possible phlebitis vs trauma,
continue compression stockings, elevation, is considering laser tx (I83.93)

• Chronic stasis dermatitis, longstanding on lower legs, finished amoxicillin for bacterial  
infection last week, continue petroleum jelly, prn triamcinolone ointment (I87.2)

• Long standing stasis edema, asymptomatic at this time, no recent ulceration (I87.309)

• Chronic venous insufficiency, improved sxs after retiring as no longer standing for  
prolong periods, LE skin- chronic bronzish tone, flakey, anti-itch cream helps (I87.2)

• Followed by would clinic for venous ulcer R calf, per note-inflammation resolving, ulcer  
slowly granulating in, still open area in center (I83.212 | L97.211)

• Followed by GI for esophageal varices- stable at this time, denies vomiting, advised to  
continue low fat diet, exercise, and avoid alcohol (I85.00)



Blood Clotting Disorders

Hypercoagulable states must specify if:

• Primary or Inherited conditions:
– Factor V Leiden (most common)

– Elevated levels of:
• Homocysteine
• Fibrinogen
• Factor VIII, Factor IX, and Factor XI

• Secondary or Acquired from:
– Prolonged bed rest or immobility

– Recent trauma or surgery
– Cancer and/or some cancer medications
– Myeloproliferative disorders (polycythemia vera or essential thrombocytosis)

– Lengthy airplane travel (aka economy class syndrome)

PE or DVT is the manifestation of increased tendency for clot formation, but in order to capture  
the code for hypercoagulable states the provider must document Primary or Secondary

Reference: AHA Coding Clinics: Volume 25, 3rd Quarter, Number 32, 2008, Page 16
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Clinical Findings, Documentation, &Coding Accuracy

Pulmonary embolism (PE) and Deep Vein Thrombosis (DVT) present risk adjustment  
challenges because traditional claims algorithms cannot be used to identify over or under
coding. Determining if the condition is Acute, Chronic, or historical is based on the provider’s  
clinical determination and documentation. Discrepancies are found during medical record  
reviews.

Providers need to clearly state if the PE or DVT is:
• Acute

– New and/or symptomatic condition requiring active treatment to dissolve the clot(s)
• Chronic

– Old or established thrombosis which requires ongoing treatment to dissolve clot(s),

monitoring imaging to check status
• History of

– Thrombus is no longer present and medication is prophylactic therapy

If the documentation doesn’t specify acuity- the code defaults to Acute- which if the PE or  
DVT is no longer present results in an inflated RAF score

Reference: AHA Coding Clinics: Volume 28, 1st Quarter, Number 1, 2011, Page 20
and Volume 6, 4th Quarter, Number 4, 2019, Page 8
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information only
“Personal history of…”

is supported

• Phlebitis, several areas of redness, swelling, warmth on R lower leg, after recent flight,  
unlikely DVT, encouraged walking f/u if sxs change (I80.3)

• TCM visit, d/c from hospital 2 days ago for acute DVT, pending work up for Factor V Leiden  
given family hx, reviewed clot takes time to resolve, continue coumadin (I82.409 | Z79.01)

• Acute Pulmonary embolism after skiing accident 2 weeks ago, conservative treatment with  
Arixtra- daily sq injections, c/o SOB & pain, reviewed tx up to 3 months (I26.99 | Z79.01)

• Chronic DVTs of R femoral vein- anticoagulants contraindicated, Greenfield filter place 2019  
after recurrent PE (I82.511 | Z95.828)

• H/O DVT 2014, 2018 x2 continue Xarelto to prevent recurrence (Z86.718 | Z79.01)

Based on the documentation provided- are the following Acute, Chronic, or History of?

Without additional
• s/p DVT- continue coumadin, followed by anticoag clinic

• Pulmonary Embolism 2018- stable- refill Plavix

Blood Clot: SupportingDocumentation

Reference: AHA Coding Clinics: Volume 28, 1st Quarter, Number 1, 2011, Page 20 and Volume 1 & 2, 4th Quarter,
Number 4, 2009, Page 85
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Cerebrovascular Accident (CVA) or Stroke

Document and Code

Personal history of TIA or stroke without
residual deficits

or

Late effects such as1:

– Cognitive deficits
– Monoplegia of lower limb (L or R)2

– Monoplegia of upper limb (L or R)2

– Hemiplegia/paresis (L or R)2

– Other paralytic syndrome
– Other late effects of cerebrovascular

disease
– Speech and language deficits

CVA sequelae: aphasia, monoplegia right  
arm, difficulty swallowing, weakness

Example:

Left side weakness due to stroke3

Notes:

1. Provide causal language linking stroke to the  
late effect

2. Identify the dominant side for code specificity

3. Weakness due to CVA should be coded as  

Hemiparesis/Hemiplegia due to CVA

Diagnosis code for CVA or Stroke is only applicable in the Acute Setting  
Office visits are directed at follow up and to address any residual deficits

Reference: AHA Coding Clinics: Volume 2, 1st Quarter, Number 1, 2015, Page 25
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Suspect

R51 | R41.0 | R42 | R11.0

TIA G45.9

I69.341

H/O Z86.73

CVA or Stroke: Documentation & CodingReview

• TCM visit- d/c from hospital 5 days ago was inpatient MRI-
ischemic stroke, treated by Alteplase IV r-tPA, f/u with  
neurology next week

• H/O Cerebral hemorrhage 2005- stable, aphasia resolved,
continue current meds

Sequela*
• R lower leg weakness-secondary to CVA – improving- continue  

VNA and physical therapy for and balance issues

• Transient cerebral ischemia/mini stroke- cleared for carotid  
endarterectomy as scheduled- while in the office experienced  
symptoms <20 minutes

• CVA- Presented to the office w/o appt c/o severe HA, vertigo,  
nausea, and impaired communication- transport to hospital –
ED notified

*Reference: AHA Coding Clinics: Volume 4, 1st Quarter, Number 1, 2017, Page 47
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Comorbidities and QualityMeasures

• History of Myocardial Infarction
• Stable/Unstable Angina
• Acute Coronary Syndrome

Statin Therapy for Patients  
with Cardiovascular Disease

Dispensed prescription for high, moderate, or low intensity statin medication in 2019 and  
remained on medication for at least 80% of treatment period

Exclusions from the measures are patients:
• Who are unable to tolerate statin medications
• With one of the following:
On S–tatinMyalgia, Myositis, Myopathy, or RhabdomNyootloynsSistatin

– Underwent in vitro fertilization or Pregnancy
– Breast feeding
– ESRD
– Active liver disease, Cirrhosis

Statin Therapy for Prevention and Treatment of  
Atherosclerotic Cardiovascular Disease (ASCVD)

• PAD of Atherosclerotic Origin
• Coronary or other Arterial Revascularization
• Stroke (CVA)/ Transient Ischemic Attack (TIA)

Clinical Diagnosis of ASCVD

HEDIS MIPS

The information is for demonstration purposes only and does not represent entire HEDIS or MIPS measures
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Discussion/Questions
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Upcoming Events
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Overview of the Wellforce Medicare
Shared Savings Program ACO

For all Participating physicians, and their staff, who will be active 
in the Medicare ACO starting January 1, 2022.

Tuesday, November 30: 
Noon - 1:00 p.m.

Mark Your Calendar!
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COVID-19 Update Webinar 

Thursday, December 2

5:30 p.m.-6:30 p.m.

Mark Your Calendar!



Mark Your Calendar!

IEP for Home Seminar  
The First Wednesday of Each Month

7:00 p.m.- 8:00 p.m.

Next session: Wednesday, December 1
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