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Complet e and compliant  document at ion can serve t o improve qualit y and cont inuit y of care, enhance communicat ion 
of t he pat ient 's healt h and care needs, and increase pat ient  safet y.  Added benef it s for providers and organizat ions can 
include improved decision making, consist ent  dat a, enhanced accuracy, increased revenue and legal prot ect ions. 

CL I N I CA L  D O CU M EN TATI O N

DI AGNOSES TO ADDRESS:  

ACCURATE DI AGNOSI S STATUS I MPORTANCE:

STATUS:

Act ive st at us 

- Condit ions t hat  are present  and unresolved or 
unlikely t o resolve need t o be addressed and 
document ed at  least  annually. 

- If a condit ion is managed on maint enance t reat ment  
wit h no present  sympt oms, it  is considered 
cont rolled and should be document ed as act ive.

- Document at ion should convey t hat  t hese condit ions 
are st ill present  wit h clinical evidence. 

- A st able st at us must  be furt her def ined wit hin t he 
clinical document at ion t o show whet her t he 
condit ion is st ill present  and cont rolled or st able as 
resolved. 

Document ing a diagnosis in t he healt h record ext ends 

beyond it s impact  on reimbursement  and 

qualit y- of- care measures. It  is also crit ical t o pat ient  

safet y and care.

IV. J Code all document ed condit ions t hat  

coexist

Code all documented conditions that coexist at 
the time of the encounter/ visit and that require 
or affect patient care, treatment or 
management. Do not code conditions that were 
previously treated and no longer exist. However, 
history codes (categories Z80-Z87) may be used 
as secondary codes if the historical condition or 
family history has an impact on current care or 
influences treatment.

OFFI CI AL  GUI DANCE I CD- 1 0 - CM:  

Discrepancies in act ive and hist orical st at us t ypically 

arise more oft en for longst anding chronic condit ions.  

It  is vit al t o document  t he current  management  for 

t hese diseases t o show t hat  being asympt omat ic is 

t he desired out come of t he t reat ment  and t he disease 

is indeed st ill present . 

?Hist ory of ? or ?Past ? Condit ions 

- In ICD-10- CM coding language, ?hist ory of ? 
means t hat  t he pat ient  no longer has t he 
condit ion, in which case it  cannot  be considered 
an act ive disease.

- CMS considers a condit ion resolved if not  
evaluat ed at  least  once per calendar year. 

- Truly resolved and no longer present  condit ions 
can be explained as personal hist ory t o ensure 
addit ional care requirement s are not  missed.

Pert inent  Condit ions 

- Chief complaint  t hat  necessit at ed t he encount er
- Present  but  cont rolled 
- Managed on t herapy 
- Requires monit oring 
- Prompt s referral t o anot her provider 
- Influences your decision making in care of t he pat ient  

Chronic Condit ions 

- Document  chronic condit ions annually, even when 
cont rolled wit h t reat ment  

- Document  severit y/ st age of condit ion including t he 
acuit y st at us 

- Document  associat ed condit ions or complicat ions and 
relat ionship t o t he underlying chronic condit ion 

St at us codes

- Subst ance- relat ed disorders in remission

- Ost omies (t hat  have not  been reversed) 

- Amput at ion 

- Transplant s 

- Alcoholism in remission

-  Ment al healt h in remission

- Paraplegia/ Quadriplegia 

- Personal hist ory of healt h event s

- Hist ory of st roke wit hout  sequelae

- Hist ory of MI  
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