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How to correctly capture discharge diagnosis for  
HCC Reporting  
 
A discharge summary is the complete wrap up of the patient’s 
episode of care from admit to discharge.  Coders can look to the 
progress notes, consults, H&P, or operative notes in the current 
episode of care for supporting documentation of the diagnosis 
codes the physician has assigned on the discharge summary.  A 
discharge summary is the only hospitalist note that takes the full 
episode of care into consideration for the final coding.     
The elements of discharge summaries are set forth by CMS and 
accreditation bodies, under the Medicare conditions of 
participation (Sec. 482.24(b) and (c)), discharge summaries 
must include the outcome of the hospitalization, the disposition 
of care, medications, adverse reactions, complications, health 
careassociated infections, provisions for followup and a final 
diagnosis documented within 30 days. The Joint Commission 
echoes many of these requirements. 

 

The elements of a discharge summary are as follows:  
1. The discharge summary shall be the responsibility of a 

member of the medical treatment team and shall include 
the following elements: 

a. The reason for hospitalization (Principal Diagnosis 
The condition after study that was determined to have 
led to the admission) 

b. Pertinent diagnoses Additional Diagnoses (other 
comorbid conditions and/or complications that 
impacted resources consumed during hospitalization; 
include confirmed diagnoses and those still suspected 
at the time of discharge) 

c. The procedures performed (Surgical or Other 
Significant Procedures treatment and procedures) 

d. The care, treatment, and services provided 
(summarization of the  events of the hospitalization 
The story of the hospitalization for each significant 
medical problem — the beginning, middle and end.) 

e. The patient's condition and disposition at discharge 
Findings and Diagnostics (Summary of significant 
diagnostic tests and their findings) 

f. Information provided to the patient and family 
g. Provisions for followup care 

 

Discharge Summary  
 

 
General guidance applicable to coding documents from 
inpatient facility records using outpatient coding guidelines. 
 

 Discharge summaries that are part of the physician 
outpatient medical record will be entered using 
the discharge date as the date of service 

 Diagnoses stated as “resolved” that occurred 
during the inpatient encounter are acceptable to 
capture to the acute/active code. For example 
o Acute CVA(Stroke): Admitted and treated 

for stroke 
o Colon Cancer: Admitted for colectomy 
o Gangrene: Amputation completed during 

admission 
 Diagnoses that are resolved from previous 

admissions are acceptable to capture using a 
historical/status code when applicable. Use 
caution to distinguish what is resolved from 
previous encounters vs. the current encounter for 
the admission. (Err on the side of caution if unclear 
documentation is present.) For example: 

o Above knee amputation: If procedure 
occurred during prior admission, 
status code can be captured. 

o Colostomy: If procedure occurred 
during prior admission, status code 
can be captured if still present. 

o Mastectomy for Breast Cancer: If 
procedure occurred during prior 
admission, mastectomy status can be 
captured. 

 A treatment plan must be present for 
diagnoses that are part of the discharge 
summary. This includes medication, referrals, 
etc. 
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