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= Blue Cross and Blue Shield of Florida, Inc. (dba Florida Blue), a GuideWell Mutual
Holding Corporation, and the Risk Adjustment team have indicated no relevant
financial relationships to disclose regarding the content of this presentation.

= The following is intended to be an informational resource only. Nothing expressed
In this presentation should be construed as medical advice.
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“Education iIs 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

Coding Example Review

Continued Educational Resources

Florida Blue

Your Health Solutions Partner
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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 . vAY
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Best Practices - Documentation
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Critical Elements of Medical Record Documentation

Current Medications

Physical Examination and Histories Review of Systems

« Hands-on evaluation of the patient’s * Current Medications reviewed and « Comprehensive evaluation of the
reconciled with date

physical conditions : : patient’s body systems such as:
e : ’ » Past Medical History !
* Vitals: Height, Weight, BMI, Blood - Allergy History  Cardiovascular
Pressure, Pulse, Respiratory Rate, - Social History - Respiratory

Oxygen Saturation Past Suraical Hist ! :
- General Appearance ast Surgical Ristory . GasFrom'FestmaI
» Genitourinary

Assessment
Reason for Appointment - Diagnosis
 Chief Complaint * Impression
* History of Present lliness * Differential Diagnosis
* Clinical Decision-Making
* Plan of Care
 Lab/Diagnostic Results in Provider’s voice

Demographics Complete

» Patient First & Last Name d : I Treatment
* Patient DOB M ediCa « Medication and its purpose

* Provider Credentials (MD, DO, RECO I‘d - Treatment or Therapy Plan

ARNP, PA, etc.) * Referrals
* Provider Electronic Signature * Lifestyle Modifications
* Date of Service (Visit) * Follow-Up Care

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

= Accurate, complete MEAT documentation of Monitor: Evaluate:
chronic condition diagnoses by clinicians is an
essential component of the risk adjustment and
HCC process. Most chronic conditions match

» Systems  Test Results
* Disease progression/regression » Medication effectiveness

* Ordering of tests * Response to treatment
to an HCC. : : o
* Referencing labs/other tests  Physical exam findings

» 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 — Treat:
Monitoring, Evaluation, Assessment, and * Prescribing/continuation of medications
Treatment for their documentation practices. * Surgical/other th_er_apeutic interventions
As well as ICD-10-CM diagnosis coding and * Referral to specialist for

HCC assignments. treatment/consultation
* Plan for management of condition

Florida Blue
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Helpful Tips
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

» CD-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: 110, Essential Hypertension

| |

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

 Florida Blue
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ICD10-CM Guidelines
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Best Documentation Practices: Major Depression and Bipolar Disorder

In the Subjective section of the office
note, document the presence or
absence of any current symptoms
related to major depressive disorder
and/or bipolar (e.g., depressed mood,
insomnia, feeling of worthlessness,
etc.).

The Objective section should include
physical exam findings (e.g., flat
affect, weight loss or gain, etc.) and
related assessment results, such as
PHQ-9 scores.

* Document a clear and concise treatment plan for major depression and bipolar
disorder, linking related medications to the diagnosis.

» Always document ongoing treatment for major depressive and bipolar disorders,
including antidepressant and antipsychotic medications, psychotherapy, and

electroconvulsive therapy (ECT).

» Document any recent hospitalization for inpatient treatment of these disorders.
* Indicate in the office note to whom or where any referral or consultation requests are

made.

* Document when the patient will be seen again, even if only on an as-needed basis.

In the Assessment section:
 Describe each final diagnosis clearly,
concisely and to the highest level of

specificity.

» Use all applicable descriptors and

include the following:
 Episode — single or recurrent
 Severity — mild, moderate, severe
* Presence or absence of

psychosis/psychotic features

* Remission status — partial or full
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Coding Basics: Major Depression and Bipolar Disorder

Major Depression Coexisting with Bipolar Disorder

« Major depression coexisting with bipolar disorder classifies to the applicable combination code under category F31 for
bipolar disorder. Bipolar disorder includes both depression and mania; i.e., depression is a component of bipolar
disorder. It is more important to capture the bipolar disorder. Therefore, a code for depression is not reported separately.
(American Hospital Association [AHA], 2020).

« Category F31.- Bipolar disorder, has an Excludes1 note advising categories F32.-; major depressive disorder, single
episode and F33.- major depressive disorder, recurrent are NOT CODED HERE. An Excludes1 note shows that you
should never use the excluded code at the same time as the code above the Excludesl note. An Excludesl note is used
when the 2 conditions can't occur together, depression and mania are both components of bipolar disorder so the

depression would not be coded separately.

Additional Reminders

« While MDD is a commonly accepted medical abbreviation for major depressive disorder, this abbreviation can also be
used to represent manic depressive disorder, which classifies to a different diagnosis code.

» “Chronic depression” and “depression” without further description both code to F32.A, Depression, unspecified.
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Knowledge Application — Case Review
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Case Review #1
Insufficient Documentation and Coding

Reason for Appointment: F/u ADHD and Bipolar d/o

History of Present lliness: 15 y/o male here to follow up for his ADHD and bipolar d/o. He has been out of his ADHD medication, Vyvanse,
due to some financial issues. He continues to take Abilify 10mg daily for bipolar d/o. Mom states he has had more anger issues and that his
ADHD is not controlled at this time due to him not having medications. His symptoms include short attention span, impulsive behavior, easy
distractibility, poor listening skills, racing thoughts, and a feeling of worthlessness.

Medical History:
Bipolar d/o
ADHD

Asthma

Current Medications: Vital Signs:
Symbicort 160-4.5mcg inhalation aerosol-inhale 2 puffs twice daily Height 5’11, Weight 185, HR 76, R 18, BP 120/72,

Ventolin HFA 108 (90 Base), mcg -inhale 1-2 puffs every 4-6 hours prn 02 sat 96
Abilify 10mg daily

Physical Examination:

Constitutional: General appearance: No acute
distress, well appearing and well nourished.

Neck: Supple, symmetric, no masses.

Pulmonary: Normal respiratory rate and rhythm, no
increased work of breathing. Auscultation of lungs-
clear bilaterally.

Review of Systems:

Constitutional: Feeling tired, but no fever, no recent weight gain, and no chills.
Cardiovascular: Negative.

Respiratory: Negative.

Gastrointestinal: Negative.

Neurological: Negative.




Case Review #1 continued
Insufficient Documentation and Coding

Cardiovascular: Auscultation of heart-RRR, normal S1 and S2, no murmur. Examination of extremities for edema and/or viscosities-normal.
Abdomen: Normal bowel sounds, soft, non-tender, no masses. Liver and spleen-no hepatomegaly or splenomegaly.
Lymphatic: Palpitation of lymph nodes in neck-no anterior or posterior lymphadenopathy.
Musculoskeletal: Digits and nails-abnormal.
Skin: Skin and subcutaneous tissue-normal.
Neurologic: Cranial nerves-normal.
Psychiatric: Mood and affect-depressed mood.

Assessments and Treatment:

1. ADHD - F90.9 CORRECT/ADDED
Clinical note: Renew Vyvanse 70mg, take one capsule daily in the morning. The patient qualified for assistance to cover their Vyvanse rx.
In the meantime, the patient will receive samples of Vyvanse from our office.

2. Asthma - J45.909 CORRECT/ADDED
Continue Symbicort 160-4.5mcg inhalation aerosol-inhale 2 puffs twice daily - Z79.51 CORRECT/ADDED
Continue Ventolin HFA 108 (90 Base), mcg -inhale 1-2 puffs every 4-6 hours prn

3. Non-compliance with ADHD medication, Vyvanse, d/t not having medical insurance - T43.626A, Z91.141 CORRECT/ADDED

4. Bipolar d/o, unspecified - E31.9 MISSED/ADDED
Rationale: Diagnosis was added. The provider noted in their active voice that the patient has bipolar d/o in the HPI with current
treatment (Abilify 10mg). Per coding guidelines “Code all conditions that coexist or affect patient’s care”.




Case Review #2
Insufficient Documentation and Coding

Reason for Appointment: Medication refills

History of Present lliness: Patient is a 51 y/o female who presents today for her medication refill for htn, HLD, bipolar d/o, and major
depression.

Current Medications:

Losartan Potassium 50 MG Tablet 1 tablet Orally Once a day
Amlodipine Besylate 5 MG Tablet 1 tablet Orally Once a day
Escitalopram Oxalate 20 MG Tablet 1 tablet Orally Once a day
Aripiprazole 2 MG Tablet 1 tablet Orally Once a day

Past Medical History:
Hypertension

Bipolar disorder

Major Depression
Hyperlipidemia

Review of Systems:

General/Constitutional: Denies change in appetite. Denies fatigue. Denies fever. Denies sleep disturbance. Denies weight gain. Denies
weight loss.

Respiratory: Denies cough. Denies shortness of breath. Denies wheezing.

Cardiovascular: Denies chest pain. Denies chest pain with exertion. Denies dyspnea on exertion. Denies orthopnea. Denies palpitations.

Vital Signs:
Ht 61 in, Wt 134 Ibs, BP sitting:100/70, HR 85 /min, RR 14 /min, Temp 98.2 F, Oxygen sat 98%




Case Review #2 continued
Insufficient Documentation and Coding

Physical Examination:

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

Head: normocephalic, atraumatic.

Eyes: extraocular movement intact (EOMI), pupils equal, round, reactive to light and accommodation, sclera nonicteric.
Neurologic: nonfocal, alert and oriented

Assessments and Treatment:

1. Hypertension - 110 CORRECT/ADDED
Continue Losartan Potassium Tablet, 50 MG, 1 tablet, Orally, Once a day
Continue Amlodipine Besylate Tablet, 5 MG, 1 tablet, Orally, Once a day

2. Dyslipidemia, diet controlled - E78.5 CORRECT/ADDED

3. Bipolar affective disorder, remission status unspecified - E31.9 CORRECT/ADDED
Continue Aripiprazole Tablet, 2 MG, 1 tablet Orally, Once a day
Clinical Notes: Patient is following Psych. Well-controlled with current treatment.

4. Major Depression, recurrent, mild - FE33.0 INCORRECT/DELETE
Continue Escitalopram Oxalate 20 MG Tablet 1 tablet Orally Once a day

Rationale: Bipolar disorder includes both depression and mania. Depression is a component of bipolar disorder. It is more important to
capture the bipolar disorder. Therefore, a code for depression is not reported separately. (Reference: First Quarter ICD-10 2020 Page: 23
Effective with discharges: March 5, 2020)




Case Review #3
Insufficient Documentation and Coding

Reason for Appointment: Low back pain

History of Present lliness: 62 y/o female. That suffers from spinal stenosis of lumbar region with neurogenic claudication & radiculopathy
lumbar region. Patient is requesting referral to Pain Medicine & Neurosurgery. She has chronic low back pain and is currently under
psychiatric care and taking Seroquel for recurrent major depression.

Current Medications:
Seroquel 200 MG Tablet 1 tablet at bedtime Orally Once a day
Ibuprofen 800mg

Past Medical History:

Major depression

Spinal stenosis, lumbar region
Radiculopathy, lumbar region

Surgical History:
Appendectomy 1975

Review of Systems:

General/Constitutional: Patient denies chills, fever, lightheadedness.

Neurologic: Patient denies paralysis, seizures, tingling/numbness, dizziness, weakness, new onset headache.
Psychiatric: Depressed mood, no anxiety, no suicidal/homicidal thoughts, some difficulty with sleeping, no delusions.

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




Case Review #3 continued
Insufficient Documentation and Coding

Physical Examination:

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

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. Spinal stenosis of lumbar region with neurogenic claudication - M48.062 CORRECT/ADDED
Follow-up with Neurosurgery
Referral To: Neurosurgery and Pain Clinic

2. Radiculopathy, lumbar region - M54.16 CORRECT/ADDED
Continue Ibuprofen Tablet, 800 MG, 1 tablet with food or milk as needed
Referral To: Neurosurgery and Pain Clinic

3. Major depressive disorder, recurrent, moderate— F33.1 CORRECT/ADDED
Continue Seroquel 200 MG Tablet 1 tablet at bedtime Orally Once a day
Clinical Note: F/u with psychiatric care




Case Review #4
Insufficient Documentation and Coding

History of Present lliness: Patient presents today for a referral to psych for altered mental status due to psych for bipolar Il disorder. The
patient has also been newly diagnosed about 3 months ago with diabetes and is on insulin. She is unable to lose weight. She stated she
has been having difficulty doing so. She is a medical assistant at a busy doctor’s office.

Current Medications:

Risperidone 3mg at bedtime

Lantus 100 Units vial, 25 units subcutaneous twice daily
Zoloft 200mg

Ambien 10mg at bedtime

Past Medical History:
IDDM

Bipolar Il

Leukocytosis

Major Depression, recurrent

Review of Systems

General: No alcohol use, chills, fatigue or fever

Skin: No bruising, hives, itching, lesions, or rash

HEENT: No double vision, ear pain, eye pain, hearing loss,

sinus pain, visual loss or voice changes

Neck: No neck stiffness

Respiratory: No cough or difficulty breathing

Cardiovascular: No calf cramps, chest pain, leg pain, swelling or SOB
Gastrointestinal: No abdominal pain, nausea or vomiting

Vital Signs:
Ht 66 in, Wt 125 Ibs, BP 120/69 mm Hg, HR 69 /min, RR 18
/min, Temp 98.0 F

Musculoskeletal: No back pain, joint pain, joint stiffness, leg
cramps, muscle atrophy, muscle cramps, muscle weakness
and swelling of extremities.

Neurological: Positive for headaches. No auras, decreased
memory, difficulty speaking, fainting, LOC, seizures, or
weakness.

Psychiatric: Positive for depression. No anxiety, hallucinations,
mood changes, or panic attacks.




Case Review #4 continued
Insufficient Documentation and Coding

Physical Examination:

HEENT: Head is normal.

Eyes: Pupils are equal, round, and reactive to light EOMs intact. Conjunctivae pink. Sclerae are not icteric. Oral mucosa is pink and moist.
Lymphatic: The patient has no peripheral lymphadenopathy.

Respiratory: Chest is clear.

Cardiovascular: Regular rate and rhythm. S1 and S2 are normal.

Gastrointestinal: Abdomen is soft and non-tender with no hepatosplenomegaly. Insulin pump present.

Extremity: There is no edema.

Neurological: The patient is alert and oriented with no focal deficits.

Assessments and Treatment:
1. R/o Delirium (no code-uncertain diagnoses are not coded in the outpatient setting)
2. 1DDM, E11.9 CORRECT/ADDED
Continue Lantus 100 Units vial, 25 units subcutaneous twice daily - Z79.4 CORRECT/ADDED
Presence of insulin pump (noted in physical examination) - Z96.41 CORRECT/ADDED
3. Bipolar Il d/o - E31.81 CORRECT/ADDED
Continue Risperidone 3mg at bedtime
Referral: Referral to psych for diagnosis of bipolar Il disorder
4. Major Depression, recurrent — Not Coded
Continue Zoloft 200mg

Rationale: Bipolar disorder includes both depression and mania. Depression is a component of bipolar disorder. It is more important to
capture the bipolar disorder. Therefore, a code for depression is not reported separately. (Reference: First Quarter ICD-10 2020 Page: 23
Effective with discharges: March 5, 2020)
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Help Us Help You!

You pick, we teach!

Our ACA Risk Adjustment Provider Education Team
IS here to support your learning!

Current Training Offered:
« Commercial Risk Adjustment 101
« Top Conditions Series
Asthma
Autoimmune Disease
COPD
Cancer
Congestive Heart Failure
Diabetes Mellitus
Heart Arrhythmia
HIV
Obesity and BMI
Seizure Disorders
+ Supplemental Claims Submission
* Provider Vista




ACA Risk Adjustment Operations Provider Initiatives

Christina Medrano Natalie Casale Isabel de Obarrio Manzini
Sr. Director Risk Adjustment Risk Adjustment
ACA Risk Adjustment Operations Provider Educator Il Provider Educator |
Christina.Medrano@bcbsfl.com Natalie.Casale@bcbsfl.com |sabel.deobarriomanzini@bcbs.fl.com

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

Email:



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

Thank You!
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