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“Education is the 

most powerful 

weapon you can 

use to change 

the world.”
- Nelson Mandela

By reviewing this presentation, you will learn:

Objective and Intent

Best Practices - Documentation

ICD-10-CM Quick Tips

Continued Educational Resources

Coding Example Review



The Top Conditions: Cardiac Arrhythmia | Documentation and Coding

Objectives and Intent
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The Top Conditions Series| Objective and Intent

Enhance the accuracy and completeness of 
provider documentation, medical diagnosis coding, 
and promote proper reimbursement.

Instill providers with the knowledge, tools, and 
resources to accurately assess, treat, document, 
and code the current health status of Florida Blue 
members. 

Accurate coding ensures the Centers for Medicare 
& Medicaid Services (CMS) is fairly and accurately 
measuring the health of the Affordable Care Act 
(ACA) population as part of the ACA Risk 
Adjustment Program.



Best Practices - Documentation
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Critical Elements of Medical Record Documentation

Complete 
Medical 
Record

Demographics

• Patient First and Last Name

• Patient DOB

• Provider Credentials (MD, DO, 
ARNP, PA, etc.)

• Provider Electronic Signature 

• Date of Service (Visit)

Reason for Appointment

• Chief Complaint

• History of Present Illness

Physical Examination

• Hands-on evaluation of the patient’s 
physical conditions

• Vitals: Height, Weight, BMI, Blood 
Pressure, Pulse, Respiratory Rate 
Oxygen Saturation

• General Appearance

Current Medications 

and Histories

• Current Medications reviewed and 
reconciled with date

• Past Medical History

• Allergy History

• Social History

• Past Surgical History

Review of Systems

• Comprehensive evaluation of the 
patient’s body systems such as:

o Cardiovascular

o Respiratory

o Gastrointestinal

o Genitourinary

Assessment

• Diagnosis

• Impression

• Differential Diagnosis

• Clinical Decision Making

• Plan of Care

• Lab/Diagnostic Results in Provider’s Voice

Treatment

• Medication and its purpose

• Treatment or Therapy Plan

• Referrals

• Lifestyle Modifications

• Follow-Up Care

Note: This is a partial list.
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Best Practices - Documentation

M.E.A.T.  Documentation (Monitoring, Evaluation, Assessment, and Treatment)

▪ Accurate, complete M.E.A.T. documentation of 

chronic condition diagnoses by clinicians is an 

essential component of the risk adjustment and 

Hierarchical Condition Category (HCC) 

process. Most chronic conditions match to an 

HCC. 

▪ To support an HCC, documentation must 

support the presence of the disease/condition. 

Additionally, it must include the clinical 

provider’s assessment and/or plan for 

management of the disease/condition.

▪ Most organizations use the M.E.A.T. criteria as 

well as ICD-10-CM for their diagnosis coding 

and HCC assignments.

Monitor: 

• Systems

• Disease progression/regression

• Ordering of tests

• Referencing labs/other tests

Evaluate:

• Test Results

• Medication effectiveness

• Response to treatment

• Physical exam findings

Assess/Address:

• Discussion, review records

• Counseling

• Acknowledging

• Documenting status/level of conditions

Treat:

• Prescribing/continuation of medications

• Surgical/other therapeutic interventions

• Referral o specialist for 
treatment/consultation

• Plan for management of condition

MEAT
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Best Practices - Documentation

Helpful Tips

Current 
Conditions

• Code chronic conditions at least on an annual basis.

• Code all existing conditions as many times as patient receives care and treatment. 

• Do not code for conditions previously treated and no longer exist (history of). 

• If condition is being treated by a specialist, code condition and status. Example: Patient on 
Coumadin for atrial fibrillation, followed by Dr. Hill.

Specificity

• ICD-10 code selection should be at the highest level of specificity.

• Include chronic or acute, site, laterality, severity, status, etc., in the medical record.

• Be sure diagnosis codes billed are consistent with the medical record documentation. ICD-10 
code should be followed by a written-out description. 

Example: I10, Essential Hypertension

Unconfirmed 
Diagnosis

• Do not code unconfirmed diagnoses such as probable, possible, suspected, working diagnosis.



ICD10-CM Guidelines
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Best Documentation Practices: Cardiac Arrhythmia

In the Assessment section document:

• Arrythmia to the highest level of 

specificity using all applicable 

descriptors (e.g., atrial fibrillation, 

atrial flutter, supraventricular 

tachycardia, etc.). 

• Chronicity, if known (e.g., 

paroxysmal, persistent, permanent, 

chronic).

• Presence of a pacemaker or an 

automatic implantable cardiac 

defibrillator (AICD) and the underlying 

condition necessitating the device.

• Ongoing treatment, such as rate 

control, antiarrhythmics, and 

anticoagulants. 

In the Subjective section of the office 

note, document the presence of 

current symptoms related to the 

arrythmia (e.g., palpitations, 

weakness, fatigue, etc.). Document 

the type of arrhythmia (e.g., atrial 

fibrillation, atrial flutter, 

supraventricular tachycardia. 

The Objective section should include 

any current associated physical exam 

findings (e.g., “irregularly irregular” 

rhythm or increased heart rate),  

related diagnostic testing result, and 

previous procedures, such as radio-

frequency ablation or the Watchman 

device.

Subjective Objective Assessment

Plan

• Document a specific and concise treatment plan.

• Clearly link the arrythmia to all medications being used to treat the condition, along with 

the purpose of each medication (e.g., anti-arrhythmic to control heart rate and rhythm; 

anticoagulant to prevent blood clots.) Example: “Atrial fibrillation – rhythm controlled on 

Tikosyn and continues warfarin as prescribed to prevent blood clots.”

• Include details of plans for diagnostic testing and medical or surgical procedures.

• Details of referrals or consultations. r
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Coding Basics: Cardiac Arrhythmia

▪ Paroxysmal atrial fibrillation: Begins suddenly and stops on its own. Symptoms range from mild to severe; can last 

seconds, minutes, hours or days; and can occur intermittently. 

▪ Persistent atrial fibrillation: Persists and does not terminate on its own within seven days. Often requires pharmacologic 

or electrical cardioversion to restore normal rhythm. 

▪ Longstanding persistent: Persistent and continuous atrial fibrillation lasting more than twelve months. 

▪ Permanent atrial fibrillation: Persistent or longstanding persistent atrial fibrillation where cardioversion cannot or will not 

be performed or is not indicated. This term is used to identify patients with persistent atrial fibrillation where a joint decision 

has been made by the patient and clinician to no longer pursue a rhythm control strategy. 

▪ Chronic atrial fibrillation: May refer to any persistent, longstanding persistent or permanent atrial fibrillation. However, in 

clinical practice, use of one of the more specific descriptive terms is preferred over the use of the nonspecific term chronic 

atrial fibrillation. 

▪ Chronic persistent atrial fibrillation: Has no widely accepted clinical definition or meaning. The American Hospital 

Associations (AHA) Coding Clinic advises to code this description to “Other persistent atrial fibrillation” (code I48.19).

▪ Postoperative atrial fibrillation with no further description classifies to I97.89 Other postprocedural complications and 

disorders of the circulatory system, not elsewhere classified and I48.91 Unspecified atrial fibrillation.

▪ Personal history of atrial fibrillation: The best code available is Z86.79, Personal history of other diseases of the 

circulatory system.

▪ Supraventricular tachycardia: This broad term includes irregular heartbeats that start above the lower heart chambers, 

called the ventricles. Supraventricular tachycardia causes episodes of a pounding heartbeat that start and stop suddenly.

Definitions
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▪ Ventricular fibrillation: Rapid, chaotic electrical signals cause the lower heart chambers to quiver instead of squeezing in 

a coordinated way. This serious problem can lead to death if a regular heart rhythm is not restored within minutes. Most 

people with ventricular fibrillation have an underlying heart disease or had a serious injury.

▪ Ventricular tachycardia: This rapid, irregular heart rate starts with faulty electrical signals in the lower heart chambers, 

called the ventricles. The rapid heart rate does not let the ventricles properly fill with blood. So, the heart may not be able to 

pump enough blood to the body. Ventricular tachycardia may not cause serious problems in people with otherwise healthy 

hearts. In those with heart disease, ventricular tachycardia can be an emergency that needs immediate medical care.

▪ Sick sinus syndrome: The sinus node sets the pace of the heart. If the node does not work properly, the heart rate may 

switch between too slow and too fast. Sick sinus syndrome can be caused by scarring near the sinus node that slows, 

disrupts or blocks heartbeat signals. The condition is most common among older adults.

▪ Conduction block: A block of the heart's electrical pathways can cause the signals that trigger the heartbeats to slow down 

or stop. Some blocks may cause no symptoms. Others may cause skipped beats or slowed heartbeats.

Definitions continued

Coding Basics: Cardiac Arrhythmia
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Coding Basics: Cardiac Arrhythmia

▪ Unlike antiarrhythmic drugs, neither anticoagulant or antiplatelet therapy treat or control the arrhythmia itself. Rather, 

these drugs are used to prevent the complication of blood clot formation in the heart as previously described.

▪ A coder cannot assume anticoagulation therapy is being used to treat an arrythmia when there is no documented link 

between the two in the record.

▪ Even when the medical record links anticoagulation therapy to the treatment of an arrythmia, this does not necessarily 

mean that the arrythmia is current, since long-term anticoagulant therapy may be used to:

• Prevent blood clots in a patient with a current arrythmia; or

• Prevent blood clots in a patient with  history of an arrythmia (Z86.79) in case an arrythmia should ever recur.

▪ Ultimately, code assignment is based on the specific arrhythmia documented in the record.

Anticoagulation Therapy

Key Points

▪ Code Z79.01 represents long-term (current) use of anticoagulants. 

▪ Antiplatelet drugs, such as clopidogrel (Plavix), prevent platelets from clumping together into blood clots. When a 

medical record documents long term, current use of antiplatelet drugs, assign code Z79.02.



Knowledge Application – Case Review

The Top Conditions: Cardiac Arrhythmia | Documentation and Coding
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Reason for Appointment: Skin problem

History of Present Illness: The patient reports the following problems: Patient is here today for skin issues. He has chronic post-shaving 

erythematous rash to the nasolabial region. He has been using antifungal and steroid with minimal relief. He states he used to have similar 

issue when he had a mustache.

He has not seen any specialist since his last visit. He continues Eliquis for atrial fibrillation, which is controlled. He takes Klonopin to sleep. 

He is due to have labs. He did not complete his Cologuard ordered in May of last year.

Current Medications: 

Clonazepam (KLONOPIN) 0.5 mg tablet

Metoprolol succinate (TOPROL- XL) 25 mg

Eliquis 5 mg tablet, 1 tablet, orally, twice a day

Review of Systems:

See HPI

Physical Examination:

General: Male appearing well, well developed, well nourished, 

no acute distress.

Cardiovascular: Heart RRR without murmur

Skin: Patient is neatly shaven; he does have some erythema.

to the nasolabial region. No dandruff or scaling of the hair lines.

Lungs: No acute distress. No dyspnea. Normal effort.

Psych: Good insight and judgement. Mood is normal.

Vital Signs: 

Signs BP: 134/81, Pulse: 71, Resp: 13

Temp: 97.8 °F (36.6 °C)

Weight: 66.2 kg (146 lbs)

Height: 170.2 cm (5' 7")

Case Review #1 

Insufficient Documentation and Coding
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Assessments and Treatment:

1.  Seborrheic dermatitis – L21.9 CORRECT/ADDED

2.  Atrial fibrillation – I48.91 MISSED/ADDED

  Continue Eliquis 5 mg tablet, 1 tablet, orally, twice a day, Z79.01 MISSED/ADDED

 Rationale: Diagnosis was added. The provider noted in their active voice the patient has atrial fibrillation in the HPI with current    

anticoagulant treatment. Per coding guidelines “Code all conditions that coexist or affect patient’s care.”

Orders Placed This Encounter:

CBC automated differential rflx manual diff 

Comprehensive metabolic panel (CMP), serum lipid panel with total cholesterol: HDL ratio, serum/plasma

Prostate specific antigen (PSA) 

Hepatitis C virus (HCV) antibody, serum/plasma   

Cologuard

ketoconazole (Nizoral) 2% cream

Case Review #1 continued

Insufficient Documentation and Coding



18

Reason for Appointment: Follow-up

History of Present Illness: This patient is a 64 y/o female with h/o DM Type 2 on Pioglitazone HCl, A fib on Eliquis 5 mg BID, HLD on 

Atorvastatin 10 mg. Overall patient doing well, no acute complaints at present, patient denies chest pain, SOB, dizziness, HA, GI, or Gu 

symptoms.

Blood work done on 5/6/20XX showed FBG 104, Albumin/Cr ratio random 84, HbA1C 6.2%, TG 216, HDL 45, LDL 118, RBC 10-20 HPF, 

d/w patient blood work result in details all questions answered, recommendations provided.

Current Medications: 

Pioglitazone HCl 15 mg tablet, take 1 tablet by mouth every day

Eliquis 5 mg tablet, take 1 tablet by mouth twice daily  

Ergocalciferol 1.25 mg (50000 UT) capsule, 1 capsule 

Atorvastatin Calcium 10 mg tablet, 1 tablet, orally, QHS

Review of Systems:

General/Constitutional: Patient denies chills, fever, lightheadedness

Ophthalmologic: Patient denies visual loss 

Respiratory: Patient denies shortness of breath, wheezing 

Cardiovascular: Patient denies chest pain, chest pressure or chest discomfort, 

difficulty laying flat, dyspnea on exertion. Comments See HPI for details, A fib

Gastrointestinal: Patient denies abdominal pain, nausea 

Neurologic: Patient denies paralysis, seizures, tingling/numbness dizziness, 

weakness, new onset headache 

Psychiatric: Patient denies depressed mood, anxiety

Case Review #2 

Insufficient Documentation and Coding

Past Medical History: 

DM Type 2 

HLD 

OSA on CPAP 

A fib 

Surgical History: 

Meniscectomy R knee (2022)
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Vital Signs: Ht 63 in, Wt 190.6 lbs, BP 138/88 mm Hg,126/84 mm Hg, HR 76/min, RR 16/min, Temp 98.1 F

Physical Examination:

General Appearance: alert, in no acute distress, well developed, well nourished

Heart: regular rate and rhythm, S1, S2 normal, no murmurs

Lungs: no wheezes, rales, rhonchi, clear to auscultation bilaterally 

Abdomen: soft, nontender, nondistended

Musculoskeletal: Full active range of motion to upper and lower extremities 

Neurologic: cranial nerves 2-12 grossly intact

Extremities: full range of motion, no edema

Psych: Normal mood and affect

Assessments and Treatment:

1. OSA – G47.33 CORRECT/ADDED

    Notes: Advise patient use CPAP regularly. 

2. Vitamin D deficiency – E55.9 CORRECT ADDDED

    Continue ergocalciferol capsule, 1.25 mg (50000 UT), 1 capsule, orally, weekly 

3. Chronic atrial fibrillation, permanent – I48.20 INCORRECT/DELETE

    Rationale: The correct code for chronic atrial fibrillation, permanent is I48.21

    Continue Eliquis tablet, 5 mg, 1 tablet, orally – Z79.01 CORRECT/ADDED

4. Type 2 diabetes mellitus without complication – E11.9 CORRECT/ADDED

    Continue pioglitazone HCl tablet, 15 mg, 1 tablet, orally, once a day – Z79.84 CORRECT/ADDED

5. Hyperlipidemia – E78.5 CORRECT/ADDED

     Continue atorvastatin calcium tablet, 10 mg, 1 tablet, orally

Case Review #2 continued

Insufficient Documentation and Coding
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Reason for Appointment: 1. New Patient; and 2. Referral

History of Present Illness: 38 y/o female with SVT and anemia presents for annual physical. She admits recurrent palpitations with some 

dyspnea, no dizziness, no syncope, no chest pain.

Current Medications: 

Metoprolol Tartrate 50 mg tablet, 1 tablet with food, orally, twice a day

Aspirin 81

Amlodipine besylate 5 mg tablet as directed, orally, once a day

Ferrous sulfate 325 (65 Fe) mg tablet as directed, orally, once a day

Past Medical History:

HTN

HEP B

Anemia

Review of Systems:

General/Constitutional: Overall health good. Fatigue: denies. Fever: denies. Lightheadedness: denies.

Endocrine: Cold intolerance: denies. Excessive thirst: denies. Weight loss: denies.

Cardiovascular: Chest pain: denies. Difficulty laying flat: denies. Dizziness: denies. Fluid accumulation in the legs: denies. Palpitations: 

denies.

Gastrointestinal: Abdominal pain: denies. Constipation: denies. Difficulty swallowing: denies. Heartburn: denies. Nausea: denies.

Neurologic: Difficulty speaking: denies. Loss of strength: denies. Seizures: denies

Vital Signs: Ht 60 In, Wt 216.2 lbs, BP 120/80 mm Hg, HR 76/min, RR 14/min, Temp 97.7 F, Oxygen sat 99%

Case Review #3 

Insufficient Documentation and Coding
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Physical Examination:

General Appearance: alert, well hydrated, in no acute distress

Heart: regular rate and rhythm, S1, S2 normal, no murmurs, rubs, gallops

Lungs: clear to auscultation bilaterally, good air movement, no wheezes, rales, rhonchi

Abdomen: soft, nontender, nondistended, bowel sounds present, no hepatosplenomegaly, no masses palpable

Neurologic: nonfocal, motor strength normal upper and lower extremities, sensory exam intact, cranial nerves 2-12 grossly intact, deep 

tendon reflexes 2+ symmetrical

Extremities: full range of motion, no edema

Assessments and Treatment:

1. Annual physical exam – Z00.00 CORRECT/ADDED

  Lab: microalbumin, random urine (w/creatinine) 

  Lab: lipid panel with reflex to direct LDL 

  Lab: urinalysis, complete w/reflex to culture

2. SVT (supraventricular tachycardia) – I47.10 CORRECT/ADDED

  Continue ASA qd – Z79.82 CORRECT/ADDED

  Continue Metoprolol Tartrate 50 mg tablet, 1 tablet with food, orally, twice a day

  Referral To Cardiology Reason: SVT for ablation

3. Essential hypertension – I10 CORRECT/ADDED

  Metoprolol tartrate 50 mg tablet, 1 tablet with food, orally, twice a day

  Amlodipine besylate 5 mg tablet as directed, orally, once a day

4. Iron deficiency anemia – D50.9 CORRECT/ADDED

    Continue Ferrous Sulfate 325 (65 Fe) mg tablet as directed, orally, once a day

Case Review #3 continued 

Insufficient Documentation and Coding
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Vital Signs: Ht 63 in, Wt 190 lbs, BMI: 33.7, BP 138/88 mm 

Hg,126/84 mm Hg, HR 76/min, RR 16/min, Temp 98.1 F

Reason for Appointment: 1. Referral for Endocrinology and Cardiology; and 2. Left shoulder pain

History of Present Illness: Patient with hypertension, AICD in place, hyperthyroidism, and paroxysmal atrial fibrillation presents for follow 

up. She is requesting a referral to cardiologist and endocrinologist for continuation of care.  AICD checked two months ago. She has not 

seen endocrinologists for six months. C/o left shoulder pain, hx of frozen shoulder. She had PT in the past.

Current Medications: 

Sotalol HCl 80 mg tablet, 1 tablet, orally, every 12 hrs.

Amlodipine besylate 10 mg tablet, 1 tablet, orally, once a day 

Methimazole 5 mg tablet 1 tablet with food, orally, once a day

Past Medical History:  

HTN

Hyperthyroidism

Paroxysmal afib

Surgical History: AICD 08/2017

Review of Systems:

General/Constitutional: Patient denies chills, fatigue, fever, weight loss.

Respiratory: Patient denies shortness of breath, cough.

Cardiovascular: Patient denies chest pain, palpitations, swelling in hands/feet, racing heart. 

Musculoskeletal: Patient denies weakness, painful joints, muscle aches. Patient complaining of left shoulder pain.

Neurologic: Patient denies balance difficulty, gait abnormality, headache, seizures.

Case Review #4

Insufficient Documentation and Coding
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Physical Examination:

General Appearance: alert, well developed, in no acute distress, overweight female

Head: normocephalic

Heart: regular rate and rhythm, S1, S2 normal

Lungs: clear anteriorly and posteriorly, no wheezes, rales, rhonchi

Abdomen: bowel sounds present, soft, nontender, nondistended

Musculoskeletal: strength 5/5, stable gait

Neurologic: alert and oriented, cooperative with exam, normal

Assessments and Treatment:

1. Hyperthyroidism – E05.90 CORRECT/ADDED

    Continue methimazole tablet, 5 mg, 1 tablet with food, orally, once a day

2. Paroxysmal atrial fibrillation – I48.0 CORRECT/ADDED

   Continue sotalol hcl tablet, 80 mg, 1 tablet, orally, every 12 hrs. 

    Clinical Notes: Not on anticoagulation per cardiologist

3. Essential hypertension – I10 CORRECT/ADDED

    Continue amlodipine besylate tablet, 10 mg, 1 tablet, orally, once a day 

    Continue hydrochlorothiazide tablet, 25 mg, 1 tablet, orally, once a day 

4. Presence of AICD – Z95.810 CORRECT/ADDED

    Clinical Notes: checked two months ago

5. Pain in left shoulder – M25.512 CORRECT/ADDED

    Clinical Notes: hx of left frozen shoulder; treated with PT

6. Overweight – E66.3 CORRECT/ADDED

7. BMI, 33.7 – Z68.33 CORRECT/ADDED

Case Review #4 continued

Insufficient Documentation and Coding



Additional Education Available

The Top Conditions: Cardiac Arrhythmia | Documentation and Coding
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Current Training Offered:

• Commercial Risk Adjustment 101

• Top Conditions Series

• Asthma/COPD

• Autoimmune Disease

• Cancer

• Cardiac Arrhythmia

• Congestive Heart Failure

• Diabetes Mellitus

• HIV 

• Major Depression and Bipolar Disorders

• Obesity/BMI

• Seizure Disorders

• Supplemental Claims Submission

• Provider Vista

Help Us Help You!

You pick, we teach! 

Our ACA Risk Adjustment Provider Education Team 

is here to support your learning!
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ACA Risk Adjustment Operations Provider Initiatives

Email: CRAprovidereducationTeam@bcbsfl.com

Amy Keifer 

Sr. Manager

Provider Initiatives

Amy.Keifer@bcbsfl.com

Christina Medrano

Sr. Director 

ACA Risk Adjustment Operations

Christina.Medrano@bcbsfl.com 

Isabel de Obarrio Manzini

Risk Adjustment

Provider Educator I

Isabel.deobarriomanzini@bcbs.fl.com 

Natalie Casale

Risk Adjustment 

Provider Educator II

Natalie.Casale@bcbsfl.com 

Florida Blue’s Commercial Risk Adjustment Provider Educators are available for additional training, education, and support. 

mailto:CRAproviderEducationTeam@bcbsfl.com
mailto:Amy.Keifer@bcbsfl.com
mailto:Christina.Medrano@bcbsfl.com
mailto:Isabel.deobarriomanzini@bcbs.fl.com
mailto:Natalie.Casale@bcbsfl.com


Thank You!
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