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Disclosures

= 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
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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, Welght, Bl\/”, Blood . AIIergy HiStOFy e Cardiovascular
Pressure, Pulse, Respiratory Rate, - Social History - Respiratory

Oxygen Saturation Past Suraical Hist ! :
- General Appearance ast Surgical Ristory . GasFromFestlnaI
» 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 - | Treatment
* Patient DOB M ediCa « Medication and its purpose

* Provider Credentials (MD, DO, ReCO rd - 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. . -
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M.E.A.T. Documentation (Monitoring, Evaluation, Assessment, and Treatment)

Best Practices - Documentation

= Accurate, complete M.E.A.T. documentation of Monitor: Evaluate:
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.

» Systems  Test Results

* Disease progression/regression » Medication effectiveness
* Ordering of tests * Response to treatment

* Referencing labs/other tests * Physical exam findings

= 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 " Tregt. -
well as ICD-10-CM for their diagnosis coding * Prescribing/continuation of medications
and HCC assignments. « Surgical/other therapeutic interventions

* Referral to specialist for
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
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ICD10-CM Guidelines
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Best Documentation Practices: Seizure Disorder

In the Subjective section of the office The Objective section should include In the Assessment section:

note, document the presence or should document current associated » Spell out the seizure(s), seizure

absence of current symptom(s) physical exam findings and related disorder, or epilepsy diagnosis in full.

related to seizure, seizure disorder, diagnostic test results. » Document the particular type of

epilepsy, etc. seizure(s), seizure disorder, or
epilepsy to the highest level of
specificity with all appropriate

descriptors (e.g., idiopathic,

symptomatic, intractable, clonic,
* |Include the current status of seizures,

seizure disorder, or epilepsy (stable,
controlled on Keppra, improved,
worsening, historical with no
recurrence, etc.).

» Document a specific and concise treatment plan for seizure(s), seizure disorder,
or epilepsy. Clearly link medications to the seizure or epilepsy diagnosis.

» Outline planned diagnostic testing.

* If referrals are made or consultations requested, the office note should indicate
to whom or where the referral or consultation is made or from whom
consultation advice is requested.

* Document when the patient will be seen again.
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Coding Basics: Seizure Disorders

Seizure vs. Epilepsy

Seizures
* The terms “seizures” and “epilepsy” are sometimes used interchangeably; however, they are not the same.
« Seizures or convulsions that are not identified as epilepsy or as a seizure disorder classify to category R56.
« Some of the terms that classify to the sign/symptom category R56 are:
« Convulsion disorder
 FitNOS
* Recurrent convulsions
« Seizure(s) (convulsive) NOS
Note: Coders should not assign R56.9, Unspecified convulsions, for patients experiencing seizure disorders or recurrent seizures.

* Febrile seizure
* Febrile convulsion
* Post-traumatic convulsion

Epilepsy
« Category G40 appears in the ICD-10-CM manual under Chapter 6 — Diseases of the Nervous System. Some of the terms that classify to
the epilepsy and recurrent seizures category G40 are:

* Seizure disorder « Epileptic fit
* Epileptic seizure(s) * Epileptic convulsion(s)
* Epileptic attack * Epilepsy

* When coding epileptic syndromes, coders should note that seizure(s)/epileptic disorders noted by the provider as treatment- or
medication-resistant, refractory, or poorly controlled should be coded to intractable. The following terms are to be considered equivalent to
intractable:

* Pharmacoresistant (pharmacologically resistant)
+ Treatment resistant
* Refractory (medically)
* Poorly controlled
* Recurrent seizures and unspecified seizure disorders, when not reported as intractable, should be coded to G40.909
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Coding Basics: Seizure Disorders

A post-traumatic seizure is an initial or recurrent seizure that occurs during the acute phase following a traumatic brain injury
and has no other known cause.
* Early “post-traumatic seizures” are seizures that occur within one week of the initial trauma and are considered to be
provoked (i.e., they have an immediately identifiable cause that is a direct result of the injury).
 Post-traumatic seizures code to R56.1, which Excludesl post-traumatic epilepsy (G40.-). “Post-traumatic epilepsy,”
by contrast, is characterized by late seizures that occur more than a week after initial trauma.
» Late seizures are considered to be unprovoked.
* For post-traumatic epilepsy, assign the appropriate epilepsy code based on the documented description followed by
the appropriate code to report the traumatic condition with sequela.

Anti-Seizure and Anti-Epileptic Medications

« Many anti-seizure and anti-epileptic medications are used to treat conditions other than epilepsy or seizures.

« Coders cannot assume drugs classified as anti-seizure or anti-epileptic medications are being used to treat seizures or
epilepsy when the linkage between the medication and diagnosis is not clearly documented in the medical record.

« Many patients on maintenance therapy with anti-seizure and anti-epileptic medications achieve long-term seizure-free
status.

« Documentation that a patient on maintenance drug therapy has been seizure-free for an extended period does not mean
the patient no longer has epilepsy or a seizure disorder.
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Case Review #1
Insufficient Documentation and Coding

Reason for Appointment: Patient presents with request for an order. Pt's wife was seen yesterday at the hospital for a f/u for syphilis.
Patient was recommended to be tested as well.

History of Present lliness: A 62-year-old male is here for follow-up. His wife was just dx with syphilis and treated at hospital. Patient was
told to get checked also. Labs ordered today and he will follow up if abnormal labs. Patient has stable epilepsy-on Levetiracetam, arthritis in
both hands, and follows with endo for DM. He had labs done two weeks ago and his A1C was 10.6. Patient also has hyperlipidemia, on
Zocor, and Hypothyroidism. Thyroid labs at goal.

Current Medications:

Levetiracetam (KEPPRA) 500 mg tablet

Levothyroxine (SYNTHROID, LEVOTHROID) 100 mcg tablet
Lorazepam (ATIVAN) 1 mg tablet

Meloxicam (MOBIC) 7.5 mg tablet

Metformin 1,000 mg tablet

Novolog FLEXPEN U-100 INSULIN 100 unit/mL

Simvastatin (ZOCOR) 40 mg tablet

Past Medical History: Review of Systems:

Diabetes mellitus All other systems reviewed and are negative.
Epilepsy

Hyperlipidemia Vital Signs:

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




Case Review #1 continued
Insufficient Documentation and Coding

Physical Examination:

Abdominal: Soft. +BS, NTND.

Musculoskeletal: Normal range of motion. Exhibits no edema or cyanosis.
Neurological: No focal cranial nerve deficit, moves all extremities.

Skin: No rash

Psychiatric: Normal mood and affect.

Assessments and Treatment:
1.Exposure to syphilis — Z20.2 CORRECT/ADDED
2. Type 2 diabetes mellitus, uncontrolled, hyperglycemia — E11.65 CORRECT/ADDED
Patient’'s A1cis 10.6
Continue Metformin 1,000 mg tablet — 279.84 CORRECT/ADDED
Continue Novolog FLEXPEN U-100 INSULIN 100 unit/mL — Z79.4 CORRECT/ADDED
3. Mixed hyperlipidemia — E78.2 CORRECT/ADDED
Simvastatin (ZOCOR) 40 mg tablet
4. Congenital hypothyroidism — E03.1 CORRECT/ADDED
Continue Levothyroxine (SYNTHROID, LEVOTHROID) 100 mcg tablet — 279.890 CORRECT/ADDED
5. Anxiety with depression — F41.8 CORRECT/ADDED
Continue Lorazepam (ATIVAN) 1 mg tablet
6. OA of both hands — M19.041, M19.042 CORRECT/ADDED
Continue Meloxicam (MOBIC) 7.5 mg tablet, prn
7. Epilepsy, unspecified — G40.909 MISSED/ADDED
Continue Levetiracetam (KEPPRA) 500 mg tablet
Rationale: Diagnosis was added. The provider noted in their active voice that the patient has epilepsy in the HPI with current treatment of
Levetiracetam. Per coding guidelines “Code all conditions that coexist or affect patient’s care.”
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Case Review #2
Insufficient Documentation and Coding

Reason for Appointment: Patient presented to the clinic c/o burning on urination, frequent urination

History of Present lliness: Patient is 60- year-old female with h/o HTN and Seizure d/o on Oxcarbazepine 300 mg BID. She f/u with
Neurologist regularly. She presents to the clinic c/o burning and frequent urination for the past two days. Patient denies fever, chills, and
lower back pain. Urine dipstick done in the clinic suggestive of UTI.

Current Medications:

Losartan Potassium 100 MG Tablet 1 tablet Orally Once a day
Oxcarbazepine 300 MG Tablet 1 tablet Orally Twice a day
Aspirin 81 MG Tablet Chewable 1 tablet Orally Once a day
Amlodipine Besylate 10 mg Tablet 1 tablet Orally Once a day

Past Medical History: HTN, Seizure d/o, Lt carotid artery stenosis, Anxiety d/o

Surgical History: Bunionectomy (L) foot

Review of Systems:

General/Constitutional: Chills denies. Fever denies. Sleep disturbance denies. Weight loss denies.

Respiratory: Cough denies. Pain with inspiration denies. Shortness of breath at rest denies. Wheezing denies.

Cardiovascular: Chest pain at rest denies. Chest pain with exertion denies. Dizziness denies. Fluid accumulation in the legs denies. High
blood pressure admits. Irregular heartbeat denies. Shortness of breath denies.

Genitourinary: Blood in urine denies. Frequent urination admits. Painful urination admits.

Vital Signs: Ht 57.5 in, Wt 132.8 Ibs, BP sitting:125/75, HR 80 /min, RR 15 /min, Temp 98.6 F, Oxygen sat 99%




Case Review #2 continued
Insufficient Documentation and Coding

Physical Examination:

General Appearance: alert, pleasant, in no acute distress.

Head: normocephalic, atraumatic.

Heart: grade 2/6 systolic murmur at left sternal border.

Lungs: clear to auscultation bilaterally.

Abdomen: Positive suprapubic tenderness upon palpations, nondistended, no rebound tenderness, no guarding or rigidity.
Back: No CVA tenderness bilaterally.

Musculoskeletal: FROM Upper and Lower extremity.

Extremities: No edema, positive varicose veins.

Assessments and Treatment:
1. Acute cystitis with hematuria - N30.01 CORRECT/ADDED
Start Sulfamethoxazole-Trimethoprim Tablet, 800-160 MG, 1 tablet, Orally, Twice a day
2. Benign hypertensive heart disease without congestive heart failure - 111.9 CORRECT/ADDED
Continue Amlodipine Besylate Tablet, 10 mg, 1 tablet, Orally, Once a day
3. Mitral regurgitation - 134.0 CORRECT/ADDED
Notes: Patient asymptomatic , BP at goal.
4. Microalbuminuria - Continue ARBs. R80.9 CORRECT/ADDED
5. Carotid stenosis, left - 165.22 CORRECT/ADDED
Continue Aspirin 81 Tablet Chewable, 81MG, 1 tablet, Orally, Once a day — Z79.82 CORRECT/ADDED
. Seizure d/o — R56.9 INCORRECT/DELETE
Continue Oxcarbazepine 300 MG Tablet 1 tablet Orally, Twice a day
Rationale: The correct code for seizure disorder is G40.909.




Case Review #3
Insufficient Documentation and Coding

Reason for Appointment: Follow up

History of Present lllness: 29 y/o male patient who accepted a virtual medical visit. He is complaining of seizure that he suffered last week,
with loss of consciousness and fecal and urine incontinence. He has history of epilepsy controlled with Keppra XR 705 mg, 2 tablets daily
and Depakote ER 500 mg, 3 tablets daily. He is compliant with medications, and his last seizure was four months ago. Today he is feeling
well.

Current Medications:

Risperdal 2 MG Tablet 0.5 Orally three times a day

Keppra XR 750 MG Tablet Extended Release 24 Hour 2 tablets Orally twice a day
Depakote ER 500 MG Tablet Extended Release 24 Hour 3 tablet Orally twice a day

Past Medical History: Epilepsy and Autism spectrum Surgical History: No Surgical History documented

Review of Systems:

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

Ophthalmologic: Patient denies visual loss, floaters or flashings of light in the visual field, discharge, double vision, eye pain, itching and
redness, yellowing of sclerae, itching and redness of the eyelid.

ENT: Patient denies ear pain, nose bleeds, difficulty swallowing, dry mouth.

Endocrine: Patient denies cold intolerance, excessive thirst, frequent urination, heat intolerance, excessive sweating.

Respiratory: Patient denies shortness of breath, wheezing, hemoptysis, cough, sputum production.

Cardiovascular: Patient denies chest pain, chest pressure or chest discomfort, palpitations, irregular heartbeat, difficulty laying flat, dyspnea
on exertion.




Case Review #3 continued
Insufficient Documentation and Coding

Physical Examination:

Eyes: conjunctiva clear, sclera non-icteric, no eye drainage, grossly normal.

Skin: no visible facial rash or concerning facial lesions noted. No skin redness or discoloration seen.

Neurologic: Intact recent memory. No facial or eyelid drooping. No speech impairment, answering questions appropriately.
Psych: Judgment and insight good; normal mood and affect. N/A.

Assessments and Treatment:
1. Not intractable epilepsy without status epilepticus, unspecified epilepsy type - G40.909 CORRECT/ADDED
LAB: VALPROIC ACID (Ordered)
LAB: LEVETIRACETAM (Ordered)
IMAGING: CT HEAD W/ AND W/O CONTRAST Referral To: Neurology
Reason: Medical evaluation and continue of care

2. Autism spectrum disorder - F84.0 CORRECT/ADDED
Clinical Notes: Continue the same medical treatment




Case Review #4
Insufficient Documentation and Coding

Reason for Appointment: Wellness visit

History of Present lliness: Ptis a 28 y/o F here for her annual exam. Pt has mild seizures, usually around her periods only. Needing
referral to neurology for f/u.

Current Medications: Lamictal 200 MG Tablet 1 tablet Orally twice a day

Past Medical History: Seizures

Surgical History:
Brain surgery 2017
Appendectomy At age 10

Review of Systems:

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

ENT: Patient denies difficulty swallowing, hoarseness, sore throat, swollen glands.
Endocrine: Patient denies cold intolerance, difficulty sleeping, frequent urination.
Respiratory: Patient denies cough, chest pain, shortness of breath.
Cardiovascular: Patient denies chest pain, dizziness, palpitations.

Neurologic: Patient denies headache, loss of strength, tingling/numbness.
Psychiatric: Patient denies anxiety, depressed mood.

Vital Signs:
Ht 62 in, Wt 112.6 Ibs, BP 98/62 mm Hg, HR 77 /min, RR 16 /min, Temp 98.5 F, Pain scale 0 1-10




Case Review #4 continued
Insufficient Documentation and Coding

Physical Examination:

General: alert, pleasant, in no acute distress, well developed, well nourished.

Head: normocephalic, atraumatic.

Eyes: pupils equal, round, reactive to light and accommodation, extraocular movement intact (EOMI).

Nose: nares patent.

Oral Cavity: normal, good dentition, no lesions.

THROAT: no erythema, no exudate.

Neck/Thyroid: soft, supple, full range of motion, no lymphadenopathy, no thyromegaly. Heart: regular rate and rhythm, S1, S2 normal, no
murmurs, rubs, gallops.

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

Abdomen: bowel sounds present, no organomegaly, soft, nontender, nondistended. Musculoskeletal: No tenderness, strength 5/5.
Extremities: full range of motion, no clubbing, cyanosis, or edema.

Psych: Normal mood and affect.

Assessments and Treatment:
1. Annual physical exam — Z00.00 CORRECT/ADDED
LAB: BASIC METOLIC PANEL

2. Recurrent Convulsions — R56.9 CORRECT/ADDED
Continue Lamictal 200 MG Tablet 1 tablet Orally Twice a day
LAB: LAMOTRIGINE (Ordered)

Referral To: Neurology
Reason: cont. of care
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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
Autoimmune Disease
Cancer
Congestive Heart Failure
COPD/Asthma
Diabetes Mellitus
Heart Arrhythmia
HIV
Major Depression & Bipolar Disorders
Obesity and BMI
Stroke
+ 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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