
CMS’ guidelines state:  
“Code all documented  
conditions which co-exist 
at the time of the visit that 
require or affect the patient 
care or treatment.”

Using detail is important when coding. This can impact your patients’ health outcomes by 

identifying individuals who need additional Geisinger resources like case management. 

Below are some tips to help you be successful.
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Helpful hints for detailed coding

Remember M.E.A.T.

The acronym M.E.A.T. is used to determine if the condition has 

met the CMS guidelines for a co-existing condition. 

M.E.A.T. stands for:

• Monitored

• Evaluated

• Assessed

• Treated

For example: A patient who has a long-standing diagnosis of 

GERD has an appointment to see his physician. He is currently 

taking a prescription  for GERD, but is not having any signs 

or symtoms. If the physician follows up on those signs and 

symptoms, he or she can use the diagnosis of GERD as a 

coexisting condition.

Documenting conditions that correlate to 

the patient’s plan of care

Conditions that directly correlate to a patient’s plan of care 

need to be documented in each note. These conditions 

include:

• Chronic conditions such as heart failure, chronic obstructive 

pulmonary disease and diabetes

• Active status conditions such as ostomy and amputations

• Pertinent past conditions such as an old myocardial 

infarction (heart attack)

• All conditions that require current medications

• Conditions that affect the patient’s day-to-day lifestyle

Coding education is not a guarantee of payment. Please contact your account 
management representative for any additional information. 

Be as specific as possible

The following are examples where being specific can help 

document a better description of the patient’s condition:

• Diabetes with complications vs. diabetes without 

complications

• Major depression vs. depression

• Morbid obesity vs. obesity

• Chronic bronchitis vs. bronchitis

• Atrial fibrillation vs. cardiac dysrhythmia

• Congestive heart failure vs. heart failure

Use of  the wording “History of”

“History of” means different things to a coder and a provider. 

To a coder, “history of” means  the issue is resolved, cured 

and gone. To a provider, “history of” means the patient has 

previously had the issue but it can still be ongoing. To bring the 

condition to a current state, use M.E.A.T. criteria surrounding 

the code selection. For example: “Patient has a history of 

diabetes which is controlled with Metformin. Patient is not 

experiencing any hypoglycemic events.”


