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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



Objectives and Intent

The Top Conditions: Cancer | Documentation & Coding
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The Top Condition 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 Center for Medicare 
and 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

The Top Conditions: Cancer | Documentation & Coding
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Critical Elements of Medical Record Documentation

Complete 
Medical 
Record

Demographics

• Patient First & 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:

• Cardiovascular

• Respiratory

• Gastrointestinal

• 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

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 to specialist for 
treatment/consultation

• Plan for management of condition

MEAT

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

chronic condition diagnoses by clinicians is an 

essential component of the risk adjustment and 

HCC process. Most chronic conditions match 

to an HCC. 

▪ To support a Hierarchical Condition Category 

(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.

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

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.

Helpful Tips



ICD10-CM Guidelines

The Top Conditions: Cancer | Documentation & Coding
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Best Documentation Practices: Cancer

• In the Assessment section, include the 

primary site, including organ and 

location within the org (e.g., lower-outer 

quadrant of breast 

• Laterality, if applicable (e.g., right 

bronchus or lung 

• Histology (e.g., squamous cell, large 

cell, adenocarcinoma, sarcoma) 

• Behavior, such as malignant or benign 

• Stage and grade of the malignancy, if 

known 

• Current treatment or treatment plan 

• Secondary malignancies, specifying the 

primary source 

• Indicate whether the secondary 

malignancy was the result of local 

invasion, lymphatic spread, or 

hematologic metastasis

In the Subjective section of the office 

note, document the presence or 

absence of any current patient 

complaints or symptoms related to the 

neoplasm.

The Objective section should include 

any current associated physical exam 

findings and results of diagnostic testing 

with clear dates and timelines.

Subjective Objective Assessment

Plan

• Document a clear and concise treatment plan (surgical excision, chemotherapy, 

radiation therapy, etc.) for the neoplasm. 

• Include the purpose or goal of the current treatment plan (e.g., active treatment for 

the current neoplasm

• Watchful waiting for a current cancer, monitoring for signs of progression 

• Monitoring a historical cancer for recurrence

• Palliative care for terminal cancer

• When adjuvant therapy is used, clearly state its purpose (e.g., whether the goal of 

adjuvant therapy is curative, palliative or preventive).

• Include orders for diagnostic testing.

• Indicate in the office note to whom or where any referral or consultation requests 

are made.
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Best Documentation Practices: Cancer

• Malignant neoplasms should only be documented as active when:

• The diagnosis has been confirmed, and the treatment has not yet started.

• The patient and provider agreed not to treat the malignancy (e.g., watchful waiting in the case of a low-grade 

malignancy or patient opts for hospice).

• The patient is on a break from current ongoing treatment.

• Treatment is current and ongoing, including, but not limited to surgery, chemotherapy, radiation, immunotherapy, 

stem cell transplant, adjuvant therapy, and hormonal therapy.

o Adjuvant and/or hormonal therapy can span multiple years. Malignant neoplasms are considered active 

throughout the entire duration of therapy. 

o Common examples include Tamoxifen for breast cancer and leuprorelin for prostate cancer.

• When all forms of treatment have been completed and the malignancy is no longer considered active, it should 

be documented as “history of.” 

• This applies to all malignancies except leukemia, multiple myeloma, and lymphoma which should be documented 

as in remission once treatment is completed.

Active Cancer vs. Historical
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Coding Basics: Cancer

• To accurately code a current neoplasm, review the entire medical record and search for the following information:

• Histological type (adenocarcinoma, squamous cell, etc.) or behavior (e.g., benign, malignant, uncertain)

• The exact location, including laterality if applicable, and the site within a body part (e.g., upper outer quadrant)

• Whether the neoplasm primary, secondary or carcinoma in situ (e.g., confined to its original site, no spread)

• Malignant neoplasm without specification of site:

• See C80.0, Disseminated malignant neoplasm, unspecified, when the patient has advanced metastatic disease and no known 

primary or secondary sites are specified.

• See C80.1, Malignant (primary) neoplasm, unspecified, when no determination can be made as to the primary site of a malignancy. 

• See C79.9, Secondary malignant neoplasm of unspecified site, when no site is specified for the secondary neoplasm.

• When no secondary site is indicated, but the morphology type is stated as metastatic, the code provided for that morphological type 

is assigned for the primary diagnosis along with an additional code for secondary neoplasm of unspecified site.

• Primary versus secondary site: 

• “Metastatic to” means the site mentioned is secondary (e.g., “metastatic carcinoma to the lung” is coded as secondary malignant 

neoplasm of the lung (C78.0-). 

• “Metastatic from” means the site mentioned is the primary site (e.g., “Metastatic carcinoma from the breast” indicates the breast is 

the primary site (C50.9-). An additional code for the metastatic site should also be assigned. 

• Multiple metastatic sites – When two or more sites are described in the diagnosis as “metastatic,” each of the stated sites should be 

coded as secondary or metastatic. 

• Single metastatic site – When only one site is described as metastatic and morphology type is indicated, refer first to the morphology 

type in the alphabetic index; code to the primary condition of that site (e.g., “Metastatic renal cell carcinoma of the lung” indicates the 

primary site is the kidney (C64.9) and the secondary site is the lung (C78.00).

Cancer: Site
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Coding Basics: Cancer

• When the morphology type is not stated or the only code that can be obtained is either C80.0 or C80.1, code as a primary malignant 

neoplasm, unless the site is one of the following:

• Malignant neoplasms of these sites noted above are coded as secondary sites when not otherwise specified, except neoplasm of the liver, 

for which ICD-10-CM provides the following code: C22.9, Malignant neoplasm of liver, not specified as primary or secondary.

Coding cancer as current:

• Generally, cancer is coded as current when the medical record clearly shows active treatment directed to the cancer for the purpose of 

cure or palliation and/or when the record clearly shows the cancer is present but:

• It is unresponsive to treatment; 

• The current treatment plan is watchful waiting or observation only; or 

• The patient has refused any further treatment. 

Cancer: Site continued

Bone Liver Peritoneum

Brain Lymph nodes Pleura

Diaphragm Mediastinum Retroperitoneum

Heart Meninges Spinal cord

Sites classifiable to category C76, Malignant neoplasms of 

other and ill-defined sites.
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Coding Basics: Cancer

Active cancer treatment can include:

• Adjuvant therapy which is any treatment given after the primary therapy to increase the chance of long-term disease-free 

survival for cure, palliation, or prophylaxis (to prevent recurrence). 

• This treatment may include chemotherapy, radiation therapy, hormone therapy, targeted therapy, or biological therapy. 

• Neoadjuvant therapy is treatment given as a first step to shrink a tumor before the main treatment (usually surgery) is 

performed.

Coding historical cancer:

• A primary malignancy is coded as historical (category Z85, Personal history of malignant neoplasm) after the primary 

malignancy has been excised or eradicated, there is no further treatment directed to that site and there is no current 

evidence of any existing primary malignancy at that site. 

• Codes from subcategories Z85.0 – Z85.85 should only be assigned for the former site of a primary malignancy, not the 

site of a secondary malignancy. Code Z85.89 may be assigned for the former site(s) of either a primary or secondary 

malignancy.

Active Treatment & Historical 



Knowledge Application – Case Review

The Top Conditions: Cancer | Documentation & Coding
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Reason for Appointment: Letter 

History of Present Illness: 54 y/o with metastatic prostate cancer (under the care oncology with Dr. Smith) and dyslipidemia who presents 

for letter to proceed with cataract surgery. He feels well.

Current Medications:

• Erleada 60 MG Tablet 4 tablets Orally once a day

• Temazepam 30 MG Capsule 1 C PO Q HS

• Escitalopram Oxalate 10 MG tablet 1 tablet, orally, once a day

• Oxycodone-Acetaminophen 5-325 MG tablet, 1 tablet as needed, orally, every 6 hrs.

• Lupron IM q/ 12 weeks 

• Atorvastatin Calcium 20 MG tablet, 1 tablet, orally, once a day

Past Medical History:    Surgical History: hernia inguinal 1992 & 2011, radical prostatectomy

• Prediabetes 

• Hypercholesteremia

• Prostate CA

• Bone and abd CT on 02/20XX

Review of Systems:

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

Respiratory: Breathing problems denies. Chest pain denies. Cough denies. Shortness of breath denies.

Neurologic: Difficulty speaking denies. Loss of strength denies. Seizures denies. Tingling/Numbness denies. 

Psychiatric: Anxiety denies. Auditory/visual hallucinations denies. Depressed mood denies. Loss of appetite denies.

Vital Signs: Ht 72 in, Wt 235.2 lbs, BP 130/90 mm, HR 84/min, RR 16/min, Temp 98.0 F, Oxygen sat 97% 

Case Review #1 

Insufficient Documentation & Coding
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Physical Examination

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

Abdomen: soft, non-tender, non-distended, bowel sounds present, no hepatosplenomegaly, no masses palpable. 

Neurologic: non-focal, 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. Encounter for other administrative examinations – Z02.89 CORRECT/ADDED

    Letter provided for patient to provide clearance to proceed with cataract sx. 

2. Cataract of left eye, unspecified cataract type – H26.9 CORRECT/ADDED 

    Clinical Notes: Because patient cannot stop Erleada due to metastatic prostate cancer, pt must proceed with laser cataract surgery  

    instead of traditional cataract surgery

3. Major depression, recurrent, moderate – F33.1 CORRECT/ADDED 

    Continue Escitalopram Oxalate tablet, 10 MG, 1 tablet, orally, once a day

4. Hypercholesteremia – E78.00 CORRECT/ADDED

    Continue Atorvastatin Calcium tablet, 20 MG, 1 tablet, orally, once a day, 30, 90, refills 6

5. Metastatic cancer of Prostate – C61 CORRECT/ADDED

    S/p radical prostatectomy one month ago – Z90.79 CORRECT/ADDED

    Continue Lupron IM q/12 weeks – Z79.818  CORRECT/ADDED

    Continue Erleada 60 MG tablet 4 tablets, orally, once a day

    Follow up with oncologist

6. Malignant neoplasm of secondary site, unknown C79.9 –  MISSED/ADDED

Rationale: When no secondary site is indicated, but the morphology type is stated as metastatic, the code provided for that morphological 

type is assigned for the primary diagnosis along with an additional code for secondary neoplasm of unspecified site. 

Case Review #1 (continued)

Insufficient Documentation & Coding
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Reason for Appointment: Follow-up visit

History of Present Illness: 60 y/o. Today patient reports feeling fine. She needs a referral for her neurologist. She also is 

requesting we contact a DI center to schedule an appointment for her to complete a stand-up f/u brain MRI indicated by her 

neurologist.

Current Medications: 

• Omeprazole 20 MG capsule, delayed release, 1 capsule, orally

• Metoprolol Succinate ER 50 MG tablet, extended release 24

Past Medical History: 

• Essential hypertension

• Brain tumor (benign)

Surgical History: C-section 1979/1999, cyst removal, benign brain tumor resection (2 years ago)

Review of Systems:     

Respiratory: Denies cough. Denies hemoptysis. Denies shortness of breath. Denies sputum production. Denies wheezing. 

Cardiovascular: Denies chest pain. Denies dyspnea on exertion. Denies fluid accumulation in the legs. Denies palpitations. 

Gastrointestinal: Denies abdominal pain. Denies blood in stool. Denies constipation. Denies diarrhea. Denies hematemesis. 

Denies nausea. Denies rectal bleeding. Denies vomiting. Musculoskeletal: Denies joint stiffness. Denies muscle aches. Denies 

painful joints.

Vital Signs 

BP: 116/76, Pulse: 73, Temp: 98.1 °F (36.7 °C) Weight:118.8 kg, Height: 179.1 cm

Case Review #2 

Insufficient Documentation & Coding
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Physical Examination

General Appearance: alert, pleasant, well-hydrated, in no distress. 

Lungs: no wheezing heard, no coughing. 

Neurologic: Cooperative with the interview, patient is speaking full sentences, no tremor noted.

Psych: Normal mood and affect, no anxious or depressive appearance.

Assessments and Treatment

1. Brain tumor (benign) – D33.2 INCORRECT/DELETED

Notes: Surgically removed, patient is still under Neurologist's care.

Rationale: The correct code should be Z86.011 - Personal history of benign neoplasm of the brain noting the tumor has been surgically 

removed and patient is not currently on any treatment directed towards the site.

Case Review #2 (continued)

Insufficient Documentation & Coding
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Reason for Appointment: Annual visit/referral

History of Present Illness: Pt has acute myeloid leukemia, in remission. Needs a referral to her oncologist, Dr. Brown for a f/u.

Current Medications:

• Lisinopril, 10 MG tablet

• Taking Aspirin, EC 81 MG tablet, delayed release

• Taking Levothyroxine Sodium, 75 MCG tablet

• Taking Amitriptyline HCl, 25 MG tablet

• Taking Omega 3, 1000 MG capsule

Past Medical History: Migraine and Hypertension

Surgical History: Carpal tunnel release 2011, Stem cell transplant (1 year ago)

Review of Systems:

Cardiovascular: Denies chest pain, SOB, palpitations, heart or extremity pain, change of skin color, other vascular problems.  

Endocrine: denies heat/cold intolerance, excessive sweating. 

Musculoskeletal: denies neck/back/joint/muscle pain or weakness, arthritis or connective tissue disease. 

Neuro: denies dizziness, headache, syncope/fainting/passing out, weakness, motor/sensory problems.

Vital Signs: Ht 66 in, Wt 257 lbs, BMI 41.5 Index, BP 120/69 mm Hg, HR 69/min, RR 18/min, 

Temp 98.0 F, Oxygen sat 98%

Case Review #3 

Insufficient Documentation & Coding
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Physical Examination

General Appearance: Alert, pleasant, in no acute distress, well nourished. Morbidly obese.

Heart: No clicks, no murmurs, rubs, gallops, S1, S2 normal, RRR. 

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

Abdomen: Bowel sounds present, no hepatosplenomegaly, no masses, soft, nontender, nondistended. 

Psych: Normal mood and affect.

Assessments and Treatment

1. Acute myeloid leukemia, in remission – C92.01 CORRECT/ADDED 

   Stem cell transplant 1 year ago – Z94.84 CORRECT/ADDED 

   Referral To: Oncologist 

   Reason: Acute myeloid leukemia 

2. BMI 41.5,adult – Z68.41 CORRECT/ADDED

3. Morbidly Obese – E66.01 CORRECT/ADDED 

 Discussed the importance of healthy diet and physical activity and the role they play in lowering BMI and its associated risks

Case Review #3 (continued)

Insufficient Documentation & Coding
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Reason for Appointment: F/U Anti-coagulation.

History of Present Illness: 63 y/o male patient with a chronic pulmonary embolism (still dissolving), currently on anticoagulation therapy with 

warfarin. Presents c/o cough and chest discomfort. His symptoms have been gradually worsening over the past 4 to 5 months. He denies 

fever, chills, bleeding. The last INR was 4.6, he was oriented to hold coumadin for 1 day. Patient also wants to discuss results of PET scan.

Current Medications: 

• Warfarin Sodium, 6 MG tablet

• FeroSul, 325 (65 Fe) MG tablet

• Vitamin B1, 100 MG tablet

• Carvedilol, 6.25 MG tablet

• Furosemide, 20 MG tablet

Past Medical History: 

• Right ventricular dysfunction

• Essential hypertension 

• GERD

• Pulmonary embolism

Review of Systems:

Cardiovascular: Pt denies CXP, SOB, palpitations, leg swelling. 

Respiratory: Please refer to HPI. 

Gastrointestinal: Pt denies abdominal pain, N/V/heartburn. 

Psychiatry: Pt denies anxiety, depression.

Vital Signs: Ht 5ft 6in, Wt. 53 lbs., BMI 24.69 Index, BP 138/67 mm Hg, HR 68/min,

RR 17/min, Temp 97.6 F, Oxygen sat 95%

Case Review #4 

Insufficient Documentation & Coding
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Physical Examination

General Appearance: Healthy-appearing. 

Neck/Thyroid: No lymphadenopathy or thyromegaly or JVD, neck supple, no cervical lymphadenopathy. 

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

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

Extremities: No cyanosis, clubbing, or edema.

Assessments and Treatment

1.Lung tumor – D49.1 CORRECT/ADDED 

    Notes: PET scan revealed left upper lobe suprahilar nodule indicating metabolic active tumor 

2.Chronic pulmonary embolism – I27.82 CORRECT/ADDED 

    Continue Warfarin Sodium, 6 MG tablet, 5MG tablet, once a day – Z79.01 CORRECT/ADDED

3.Metastatic mediastinum cancer – C78.1 CORRECT/ADDED 

 Notes: Extensive mediastinal and hilar metastatic lymphadenopathy with basilar consolidation. Follow up with pulmonologist and 

oncologist. 

   Reason: Treatment/PET scan revealed lung tumor w/metastasis in mediastinum. 

   Rationale: When the morphology type is not stated or the only code that can be obtained is either C80.0 or C80.1, code as a primary 

   malignant neoplasm, unless the site is one of the following: bone, brain, diaphragm, heart, liver, lymph nodes, mediastinum, meninges, 

   peritoneum, and spinal cord. Malignant neoplasms of these sites noted above are coded as secondary sites when not otherwise 

   specified.

4.Primary site, unspecified – C80.1 CORRECT/ADDED 

   Rationale: Code C80.1, malignant (primary) neoplasm, unspecified should be added, when no determination can be made as to the  

   primary site of a malignancy since the patient has metastatic mediastinum cancer. 

Case Review #4 (continued)

Insufficient Documentation & Coding



Additional Education Available

The Top Conditions Series | Risk Adjustment Training
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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 & 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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