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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 &
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 o Cardiovascular
Pressure, Pulse, Respiratory Rate, - Social History Respiratory

Oxygen Saturation Past Suraical Hist ° ! :
- General Appearance ast Surgical Ristory o GasFromt_estlnal
o Genitourinary

. Assessment
Reason for Appointment - Diagnosis

e Chief Complaint . |mpression

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

Best Practices - Documentation

. Monitor: Evaluate:
= 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.

» 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.

Treat:
= Most organizations use the M.E.A.T. criteria as * Prescribing/continuation of medications
well as ICD-10-CM for their diagnosis coding » Surgical/other therapeutic interventions

and HCC assignments. * Referral o 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

* 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: 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 Practices for Documentation of: Congestive Heart Failure (CHF)

office note, document the presence || physical exam findings (e.g., jugular venous | *®

or absence of any current patient- distention, heart rate abnormalities, edema,
reported symptoms of heart failure weight gain, wheezing or crackles in the
(e.g., shortness of breath, edema, lungs, etc.) and related diagnostic testing
fatigue). results.

- -

In the Plan section:

= Document a clear and concise treatment plan for heart failure, linking related
medications to the diagnosis.

= Include orders for diagnostic testing.

= [ndicate 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 Subjective section of the The Objective section should include In the Assessment section:

Document heart failure to the
highest level of specificity, using
all applicable descriptors
(congestive, hypertensive,
postoperative, acute, chronic,
acute-on-chronic, diastolic,
systolic, etc.).

State the cause of heart failure,
if kKnown, using terms that
clearly show cause and effect
(such as “associated with,” “due
to,” “secondary to,”
“hypertensive,” etc.).

Include the status of heart
failure (stable, worsening,
Improved, in remission,
compensated, decompensated,
etc.) 11



Coding Basics: Congestive Heart Failure (CHF)

Coding Heart Failure

Subcategories 150.2 — 150.4 include the descriptor “congestive” as a nonessential modifier (a supplementary word that
may be present or absent in the diagnostic statement without affecting the code number to which it is assigned).
Therefore, when the final diagnosis lists congestive heart failure along with either systolic or diastolic heart failure, only
the code for the type of heart failure is assigned (systolic and/or diastolic).

The terms “heart failure” and “congestive heart failure” are often used interchangeably, even though congestion
(pulmonary or systemic fluid buildup) is one feature of heart failure that does not occur in all patients with heart failure.
Thus, clinically, “heart failure” and “congestive heart failure” are not one and the same. Despite this clinical information,
in ICD-10-CM, “heart failure” and “congestive heart failure” classify to the same code: 150.9, Heart failure, unspecified.
Code 150.9 includes congestive heart failure. ICD-10-CM does not provide a separate code for CHF.

Compensated, Decompensated, Exacerbation

“Compensated” heart failure means the heart has developed compensatory mechanisms that permit near normal heart
function.

“‘Decompensated” or “exacerbation” both indicate a flare-up (acute phase) of heart failure — an increase in the severity
of heart failure or any of its symptoms. When heart failure is described as currently decompensated or exacerbated, it
should be coded as acute-on-chronic. 12




Coding Basics: Congestive Heart Failure (CHF)

Diastolic or Systolic Dysfunction with Acute or Chronic Heart Failure

= When the medical record links either diastolic or systolic dysfunction with acute or chronic heart failure, it should be
coded as “acute/chronic diastolic or systolic heart failure.” If there is no documented linkage, assign code 150.9, Heart

failure, unspecified. (AHA Coding Clinic, First Quarter ICD-10 2017, Page: 46, Effective with discharges: March 13,
2017).

Diastolic or Systolic Dysfunction without Heart Failure

= Systolic or dysfunction without mention of heart failure is indexed to 151.9, Heart disease, unspecified. It is not
appropriate to assume a patient is in heart failure when only "diastolic dysfunction” or "systolic dysfunction” is
documented. (AHA Coding Clinic, First Quarter 2009, Page: 7, Effective with discharges: March 27, 2009).

Florida Blue
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Coding Basics: Congestive Heart Failure (CHF)

Ejection Fraction Impact on Code Assignment

The terms and corresponding acronyms listed in the below table for heart failure have become more frequently used in
provider documentation. When the provider has documented one of these terms, the condition can be coded accordingly.

Terms for systolic (congestive) heart failure (150.2-) Terms for diastolic (congestive) heart failure (150.3-)
« Heart failure with mid-range ejection fraction (HFmrEF) * Heart failure with preserved ejection fraction (HFpEF)
« Heart failure with low ejection fraction « Heart failure with normal ejection fraction

* Heart failure with reduced ejection fraction (HFrEF) * Heart failure with recovered ejection fraction

Hypertension with Heart Disease

= |CD-10-CM presumes a cause-and-effect relationship between hypertension (HTN) and heart disease.

» These two conditions should be coded as related even in the absence of physician documentation explicitly linking them,
unless the documentation clearly states the conditions are unrelated (Reference ICD-10-CM Guidelines 1.C.9.a.1).

» Hypertension with Heart Disease states: HTN with heart conditions classified to 150.-, or 151.4-151.7, 151.89, 151.9, are
assigned to a code from category 111, Hypertensive heart disease. Use additional code(s) from category 150, Heart failure,
to identify the type(s) of heart failure in those patients with heart failure.

» The same heart conditions (150.-, 151.4-151.7, 151.89, 151.9) with hypertension are coded separately if the provider has 14
documented they are unrelated to the hypertension.




Knowledge Application — Case Review
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Case Review #1
Insufficient Documentation & Coding

Reason for Appointment:
1. Annual check up
2. "l have burning sensation when | urinate and pain on right arm.”

History of Present lliness: 57 y/o female with medical HX of HTN, type 2 diabetes mellitus on Metformin, CHF on Coreg came to the office for
annual physical exam and to continue care. Patient admits today burning in urination, denies fever. Also, patient admits right arm muscle pain
scale 3/10. See ROS.

Current Medications: Isosorbide dinitrate tablet, 30 MG, Metformin HCI 1000 MG tablet, 1 tablet with a meal, orally bid, Coreg 6.5 MG tablet
Past Medical History: STEMI (02/17/2018), HTN, diabetes Il, Hx of sciatic pain, CHF
Surgical History: Cholecystectomy appendectomy, total hysterectomy, cardiac cath

Review of Systems

General/Constitutional: denies fever, fatigue.

Ophthalmologic: denies visual change, redness, pain.

ENT: denies ear or throat pain, nasal congestion/rhinorrhea.

Cardiovascular: denies chest pain, SOB, palpitations, vascular problems.

Respiratory: denies asthma/COPD, cough, sputum, wheezing, SOB.

Genitourinary: denies pelvic pain, admit — burning with urination (Dysuria), frequent urination (urinary frequency), urgent urination (urinary
urgency), Blood in urine (hematuria, incomplete bladder emptying, urinary incontinence, and sexually transmitted disease exposure (STD
exposure).

Gastrointestinal: denies N/V/D/C, heartburn, GERD. Endocrine: denies heat/cold intolerance, hormone problems.

Musculoskeletal: denies neck/back/joint/muscle pain or weakness; admits right arm pain scale 3/10, no radiating.

Neuro: denies motor/sensory problems, dizziness, HA, syncope.

Psych: denies.




Case Review #1 (continued)
Insufficient Documentation & Coding

Vital Signs
Ht 72 in, Wt 271 Ibs, BMI 36.8 Index, BP 118/74 mmHg, HR 74/min, RR 19/min, Temp 98.7 F, Pain scale 3/10

Physical Examination

Constitutional: Patient is obese. She is oriented to time, person and place, no acute distress.

Pulmonary: The respiratory pattern is nonlabored, No rales are detected by auscultation, no rhonchi, no wheezes, Breath sounds: clear all lobes,
no stridor.

Cardiac: normal S1S2, no murmurs, normal rate, regular rhythm.

Vascular: bilaterally symmetrical, no evidence of clubbing, cyanosis, or edema.

Back: no spine tenderness, normal range of motion of spine, sacroiliac joints non-tender, straight leg raising normal.

Assessments and Treatment
1. Annual visit for general adult medical examination with abnormal findings — Z00.01 CORRECT/ADDED
2. Hypertension —110. INCORRECT/DELETED
Rationale: The correct hypertension code is 111.0. Hypertension with heart conditions classified to 150.-, Heart failure, 151.4, Myocarditis,
unspecified, 151.89, Other ill-defined heart diseases, and 151.9, Heart disease, unspecified, is assigned to a code from category 111,
Hypertensive heart disease. Use additional code(s) from category 150, Heart failure, or 151, Complications and ill-defined descriptions of heart
disease, to identify the heart condition. (ICD-10-CM Guideline I.C.9.a.1).
. Heatrt failure, unspecified — 150.9 CORRECT/ADDED
. Cystitis — N30.90 CORRECT/ADDED
. Muscle pain, right arm — M79.10 CORRECT/ADDED
. Type 2 diabetes mellitus without complications — E11.9 CORRECT/ADDED
Continue Metformin, 1000 mg bid — Z79.84 CORRECT/ADDED
7. Obese — E66.9 CORRECT/ADDED
. BMI 36.8 — 268.36 CORRECT/ADDED
. STEMI, 3 years ago — 125.2 CORRECT/ADDED




Case Review #2
Insufficient Documentation & Coding

Reason for Appointment: Hospital discharge and cardio referral

History of Present lliness: 63 y/o male patient comes in today for a referral to see a cardiologist to schedule his heart valve replacement and
for continuation of care. Patient has CHF, HTN and DM type 2. Patient mentioned he only has SOB and dyspnea upon exertion. No chest pain
reported. No other symptoms reported.

Current Medications: Furosemide 20 MG tablet, 1 tablet orally, once a day, Aspirin 81 81 MG tablet chewable as directed orally, Carvedilol 6.25
MG tablet as directed orally, losartan potassium 25 MG tablet, 1 tablet orally, once a day, Metformin HCI 1000 MG tablet, take one tablet by
mouth one time daily orally

Medication List reviewed and reconciled with the patient
Past Medical History: Hypertensive heart disease with CHF, Type 2 diabetes mellitus
Surgical History: No Surgical History documented.

Review of Systems

General/Constitutional: Change in appetite denies. Fatigue denies. Fever denies. Night sweats denies. Sleep disturbance denies. Weight gain
denies. Weight loss denies.

Cardiovascular: Chest pain denies. Chest pain with exertion denies. Dyspnea on exertion denies. Orthopnea denies. Palpitations denies.
Musculoskeletal: Joint stiffness denies. Muscle aches denies. Painful joints denies.

Neurologic: Headache denies. Memory loss denies. Seizures denies.

Tingling/Numbness denies. Tremor denies.

Psychiatric: Anxiety denies. Depressed mood denies. Substance abuse

denies. Suicidal thoughts denies.

Vital Signs
Ht 66.1 in, Wt 206 Ibs, BP 129/78 mm Hg, HR 74/min, RR 17/min, Temp 98.0 F, Oxygen sat % 97%




Case Review #2 (continued)
Insufficient Documentation & Coding

Physical Examination

General Appearance: alert, well hydrated, in no distress

Oral Cavity: mucosa moist, no lesions

Throat: clear, pharynx normal, uvula midline

Neck/Thyroid: neck supple, full range of motion, no carotid bruit, no thyromegaly, no JVD

Heart: irregularly irregular rhythm, murmurs, and rubs present

Lungs: mild diminished breath sounds throughout

Abdomen: bowel sounds present, soft, nontender, nondistended, no masses palpable, no hepatosplenomegaly
Neurologic: AOx3, normal strength, tone and reflexes, sensory exam intact

Extremities: bilateral 3+ pitting edema lower extremities

Assessments and Treatment
1. Type 2 diabetes mellitus without complication — E11.9 CORRECT/ADDED
Continue Metformin HCI tablet, 1000 MG bid — 279.84 CORRECT/ADDED
2. Hypertensive heart disease with heart failure — 111.0 CORRECT/ADDED
Continue Losartan Potassium tablet, 25 MG, 1 tablet orally, once a day
Continue Carvedilol tablet, 6.25 MG, as directed orally
Continue Aspirin 81 tablet chewable, 81 MG, as directed — Z279.82 CORRECT/ADDED
Furosemide Tablet, 20 MG, 1 tablet orally, once a day

Notes: Pt advised high blood pressure is a condition that puts you at risk for heart attack, stroke, and kidney disease
. Congestive heart failure — 150.9 MISSED/ADDED
Rationale: An additional code(s) from category 150, Heart failure, should be added in those patients with heart failure.




Case Review #3
Insufficient Documentation & Coding

Reason for Appointment: Referral for Neurology
History of Present lliness:

Pt with hx of CVA 20 years. No sequela. Pt also has T2DM, CHF, HTN, and CKD IV and is currently under the care of a cardiologist. Pt's GFR is
declining and is in need for a referral to continue care their nephrologist. Pt taking carvedilol for heart failure and went to cardiologist about 2
weeks ago and no change was made.

Current Medications:

Taking

Carvedilol 6.25 MG tablet, 1 tablet with food orally, twice a day

Warfarin Sodium 5 MG tablet 1 tablet orally, once a day

Metformin HCI 1000 MG tablet, take 1 tablet by mouth orally, once a day

Furosemide 20 MG tablet 1 tablet orally, once a day

Losartan Potassium tablet, 25 MG, 1 tablet orally, once a day

Medication list reviewed and reconciled with the patient

Past Medical History: CKD IV, T2DM, HTN, CHF

Review of Systems

General/Constitutional:

Patient denies sob, fever, pain

Neurologic:

Patient complaining of s/p cva, altered perception

Vital Signs Wt 200 Ibs, BP 120/90 mmHg, HR 70 /min, RR 17/min, Temp 98.6 F

Examination

General Appearance: in no acute distress Oral Cavity: mucosa moist, good dentition
Head: normocephalic, atraumatic Neck/Thyroid: neck supple, full range of motion
Eyes: sclera non-icteric Neurologic: answers questions appropriately
Ears: hears provider well




Case Review #3 (continued)
Insufficient Documentation & Coding

Assessments and Treatment
1. Hypertension — 113.0 CORRECT/ADDED

Continue Carvedilol, Furosemide, and Losartan and f/up by cardio.

Rationale: Assign codes from combination category 113, Hypertensive heart and chronic kidney disease, when there is hypertension with both
heart and kidney involvement. If heart failure is present, assign an additional code from category 150 to identify the type of heart failure. The
appropriate code from category N18, chronic kidney disease, should be used as a secondary code with a code from category 113 to identify the

stage of chronic kidney disease.
2. CKD IV - N18.4 CORRECT/ADDED

F/u with nephrology, continue carvedilol, furosemide, and losartan
Rationale: See rationale under hypertension.

. Congestive heart failure, unspecified heart failure type — 150.9 CORRECT/ADDED
Continue carvedilol, furosemide, and losartan and f/up by cardio.

. Status post CVA - 786.73 CORRECT/ADDED
Continue Warfarin 5mg qd Z279.01 CORRECT/ADDED
Referral To: Neurology
Reason: Evaluation and treatment




Case Review #4
Insufficient Documentation & Coding

Reason for Appointment: Annual

History of Present lliness: Patient presents for annual physical; patient has pulmonary hypertension and is being followed by a cardiologist but
requires referrals.

Current Medications:

Taking Amoxicillin 875 MG tablet, 1 tablet orally, every 12 hrs, notes: for 10 days
Taking Apixaban 5 MG tablet, 1 tablet orally

Every 12 hours, Taking Midodrine HCI 5 MG tablet, 1 tablet orally, 3 times a day,
Taking sildenafil citrate 20 MG tablet, 1 tablet orally, 3 times a day

Taking spironolactone 100 MG tablet, 1 tablet orally, daily

Every 12 hours Taking Torsemide 20 MG tablet as directed orally, daily

Past Medical History: Pulmonary htn

Hospitalization/Major Diagnostic Procedure:
Pulmonary hypertension 01/04/2020

Review of Systems

General/Constitutional: Patient complaining of skin changes to both legs. Denies fever.

Allergy/Immunology: Denies wheezing.

ENT: Denies ear problems.

Endocrine: Denies thyroid problems.

Respiratory: Patient complaining of pulmonary hypertension and edema which was drained via pleurodesis while at hospital.

Denies chest pain. Denies cough. Denies pain with inspiration. Denies shortness of breath. Denies shortness of breath at rest. Denies
wheezing.




Case Review #4 (continued)
Insufficient Documentation & Coding

Vital Signs
Wt 187 Ibs, BP 109/82 mm Hg, HR 81 min, RR 17/min, Temp 98.5 F, Oxygen sat 95%

Examination

General Appearance: Alert, pleasant, in no acute distress

Head: Normocephalic, atraumatic

Eyes: Extraocular movement intact (EOMI), pupils equal, round, reactive to light

Heart: No murmurs, rubs, gallops

Lungs: Clear to auscultation bilaterally

Skin: Bilateral venous congestion of the legs extending up to the knees, skin is cool to the touch, skin is darker as compared to thighs and knees

Assessments and Treatment
1. Annual physical exam — Z00.00 CORRECT/ADDED
Clinical Notes: Patient will go for labs tomorrow as he will be close to the clinic for his cardio appt.
2. Pulmonary hypertension — 127.20 CORRECT/ADDED
Continue sildenafil citrate 20 MG tablet, 1 tablet qd
Clinical Notes: Patient referred to Pulmonology as well as vascular surgery due to venous congestion of the legs secondary to pulmonary HTN.
Referral To: Pulmonology,
. HFpEF - 150.30 CORRECT/ADDED
Start sildenafil citrate tablet, 20 MG, 1 tablet orally,
Three times a day, 30 day(s), 90 tablet, refills 1
Clinical Notes: Patient has appointment with Cardiologist tomorrow.
Rationale: HFpEF may be referred to as heart failure with preserved ejection fraction. When this documentation is present, these terms may
be interpreted as diastolic heart failure.
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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
COPD/Asthma
Diabetes Mellitus
Heart Arrhythmia
HIV
Major Depression & Bipolar Disorders
Obesity and BMI
Seizure Disorders
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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