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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.

Disclosures
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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
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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
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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 MEAT 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 – 

Monitoring, Evaluation, Assessment, and 

Treatment for their documentation practices. 

As well as ICD-10-CM diagnosis coding and 

HCC assignments.

MEAT Documentation
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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

• 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: I10, Essential Hypertension

Unconfirmed 
Diagnosis

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

Helpful Tips



ICD10-CM Guidelines
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Best Documentation Practices: COPD-Asthma

• In the Assessment section of the note, 

document the subtype of COPD, if known, 

for example, emphysema, chronic 

bronchitis, chronic obstructive asthma.

• Associated conditions, for example, 

bronchiectasis, pulmonary fibrosis, alpha-

1 antitrypsin deficiency.

• Tobacco use or dependence, history of 

tobacco use, or exposure to secondary 

smoke (workplace, environment, 

perinatal), is relevant to all respiratory 

conditions and should be noted. 

• Document the type of tobacco in current 

use (e.g., chewing tobacco, e-cigarette, 

cigarettes, etc.). 

• Document any tobacco counseling, 

treatment, or intervention. Complications, 

for example; lower respiratory tract 

infection, acute or chronic respiratory 

failure, spontaneous pneumothorax.

• Document dependence on supplemental 

oxygen or mechanical ventilation.

In the Subjective section of the note, 

document the presence or absence of 

any current symptoms related to 

chronic obstructive pulmonary 

disease (COPD), asthma, 

emphysema, etc. (e.g., shortness of 

breath, cough, fatigue, etc.).

The Objective section of the note 

should include physical exam findings 

(e.g., decreased breath sounds, 

wheezing, etc.) and related diagnostic 

test results, such as pulmonary 

function tests (PFTs).

Subjective Objective Assessment

Plan

• Document a clear and concise treatment plan for COPD, linking related 

medications to the diagnosis.

• Include orders for diagnostic testing.

• 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.
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Coding Basics: COPD-Asthma

COPD with Co-existing Asthma

• COPD with unspecified asthma is coded to J44.89.

• When the type of asthma is further specified, two codes are assigned: J44.89, other specific chronic obstructive pulmonary disease; and a code 

from category J45 to report the type of asthma. 

• Four-character subcategories under J45 include the following: 

• J45.2 Mild intermittent asthma 

• J45.3 Mild persistent asthma 

• J45.4 Moderate persistent asthma 

• J45.5 Severe persistent asthma 

• J45.9 Other and unspecified asthma 

• Fifth and sixth characters are added to report whether asthma is uncomplicated, with exacerbation or with status asthmaticus. 

• COPD with exacerbation of asthma codes to J44.89 and J45.901, Unspecified asthma with (acute) exacerbation.

• Although code J45.901 does not represent a type of asthma, it is needed to identify asthma is in acute exacerbation.

• When a medical record documents both acute exacerbation of asthma AND status asthmaticus, only the code for the more severe condition (status 

asthmaticus) should be assigned.

COPD with Exacerbation and Acute Bronchitis

• Code J44.1, COPD with exacerbation, has an Excludes2 note advising code J44.0 (COPD with acute bronchitis) is not part of the condition 

represented by code J44.1. 

• This indicates it is acceptable to assign both codes when the medical record shows both conditions are present. 

• The record does not have to specifically state the exacerbation is acute to assign code J44.1, as “acute” is enclosed in parentheses as a nonessential 

modifier. 

• “Acute” is inherent to exacerbation. COPD with acute bronchitis (an acute infection) is coded:

• J44.0 Chronic obstructive pulmonary disease with (acute) lower respiratory infection, and

• J20.9 Acute bronchitis, unspecified
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Coding Basics: COPD-Asthma

Emphysema

• Emphysema classifies to category J43 and is a more specific type of COPD. 

• A fourth character is required to specify the particular type of emphysema. 

• Please note that emphysema: 

• Documented with coexisting chronic bronchitis is coded to J44.89 

• Without mention of chronic bronchitis classifies to category J43 

Additional Reminders

• Pneumonia is not an acute exacerbation of COPD. When these two conditions coexist, code separately. 

• Hypoxia is not inherent in COPD. When COPD is documented with hypoxia, code R09.02, Hypoxemia, may be assigned 

as an additional diagnosis.

• Code the patient’s smoking status, if noted:

• Determine if the documentation supports exposure to environmental tobacco smoke (Z77.22) 

• History of tobacco dependence (Z87.891)

• Occupational exposure to environmental tobacco smoke (Z57.31)

• Tobacco dependence (F17.-)

• Tobacco use (Z72.0)

• When only “smoker” is documented, use the appropriate tobacco dependence (F17.-) code.
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Coding Basics: COPD-Asthma

Depending on which combination of COPD, chronic bronchitis, emphysema, and/or asthma are documented, ICD-10-CM and Coding Clinic 

have specific instructions for which code should be assigned, summarized in the table and references below.

Sources: 

1. ICD-10-CM Index

2. Per Coding Clinic Q1 2017, p. 25, when COPD and asthma are both supported, “If the specific type of asthma is documented, assign an 

additional code for the asthma. If, however, the type of asthma is not further specified, do not assign code J45.909, Unspecified asthma, 

uncomplicated, separately.”

3. Per Coding Clinic Q4 2017, p. 97, when COPD and emphysema are both supported, “Assign code J43.9, Emphysema, unspecified. 

Emphysema is a specific type of COPD.”

4. Per Coding Clinic Q1 2019, p. 36-37, when asthma, COPD, and emphysema are all supported, “Assign code J43.9, Emphysema, 

unspecified, together with a specific asthma code from category J45.” Therefore, if the type of asthma is not further specified, do not code 

J45.909, Unspecified asthma, uncomplicated, separately.



Knowledge Application – Case Review

The Top Conditions | COPD/Asthma Documentation and Coding
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Reason for Appointment: F/U after hospital discharge

History of Present Illness: Patient comes for follow-up after hospital discharge for COPD and pneumonia.

Current Medications: 

Albuterol Sulfate (2.5 MG/3ML) 0.083% Nebulization Solution 3 ml as needed

Anoro Ellipta 62.5-25 MCG/INH Aerosol Powder Breath activated

Sildenafil Citrate 20 MG Tablet

Past Medical History:  

Coronary disease, COPD, High cholesterol

Surgical History: 

Hip replacement 01/01/2000 

Hernia repair 01/01/1999

Review of Systems:

Respiratory: COPD and pneumonia-admits. Patient complaining of shortness of breath, cough, sputum production.

Vital Signs: Ht 61.42 in, Wt 159.0 lbs, BP 128/92 mm Hg, HR 90/min, RR 18 /min, Temp 98.1 F

Physical Examination:

General Appearance: ill-appearing. 

Head: normocephalic, atraumatic. 

Oral Cavity: mucosa moist, no lesions. 

Throat: no erythema, no exudate. 

Case Review #1 

Insufficient Documentation and Coding

Neck/Thyroid: no cervical lymphadenopathy, soft, supple, no thyromegaly. 

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

Lungs: mild hypoventilation, scattered bilateral rhonchi. 

Abdomen: bowel sounds present, soft, nontender, nondistended. 
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Assessments and Treatment:

1.  Pulmonary hypertension – I27.20. CORRECT/ADDED 

      Continue Sildenafil Citrate Tablet, 20 MG, 1 tablet, Orally, Three times a day

2.  Chronic obstructive pulmonary disease with (acute) lower respiratory infection – J44.9 INCORRECT/DELETED

       Start Azithromycin Tablet, 500 MG, as directed, Orally, daily, 7 days

       Start Loratadine Tablet, 10 MG, 1 tablet, Orally, Once a day

       Continue Albuterol Sulfate (2.5 MG/3ML) 0.083% Nebulization Solution 3 ml prn 

       Continue Anoro Ellipta 62.5-25 MCG/INH Aerosol Powder Breath activated

Rationale: Category J44 is further subdivided to specify whether there is an acute lower respiratory infection (J44.0) and whether there 

is an exacerbation of the condition (J44.1). J44.0, Chronic obstructive pulmonary disease with (acute) lower respiratory 

infection, should be assigned along with an additional code to identify the lower respiratory infection, which in this case is pneumonia.

3.  Pneumonia, J18.9 CORRECT/ADDED

      Start Azithromycin Tablet, 500 MG, as directed, Orally, daily, 7 days

      Start Loratadine Tablet, 10 MG, 1 tablet, Orally, Once a day

      Continue Albuterol Sulfate (2.5 MG/3ML) 0.083% Nebulization Solution 3 ml prn 

      Continue Anoro Ellipta 62.5-25 MCG/INH Aerosol Powder Breath activated

      Rationale: See rationale under COPD.

Case Review #1 continued

Insufficient Documentation and Coding
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Reason for Appointment: Lower back pain 

History of Present Illness: A 56 y/o male comes to the office c/o LBP. Patient has HTN, GAD, mild intermittent asthma, and COPD.

Current Medications:

Naproxen 500 MG Tablet

Symbicort 160-4.5 MCG/ACT Aerosol 2 puffs Inhalation Twice a day 

Enalapril Maleate 20 MG Tablet

Past Medical History:  HTN, Epididymal cyst, Overweight, COPD, Asthma, anxiety

Review of Systems:

Respiratory: Admits asthma/COPD. Admits breathing pattern. Denies chest pain. Admits cough. Admits shortness of breath. Admits 

shortness of breath at rest. Admits shortness of breath with exertion. 

Musculoskeletal: Admits back/hip problems 

Neurologic: Denies balance difficulty, Denies coordination. Denies difficulty speaking. Denies dizziness. Denies gait. 

Vital Signs: Temp 97.2 F, BP 120/80 mm Hg, Ht 68 in, HR 86 /min, RR 16 /min, Wt 186.0 lbs, Oxygen sat 98% 

Physical Examination:

General Appearance: No acute distress, well developed. 

Chest: No chest tenderness, normal shape and expansion, right lower rib 

cage, painful to touch and rom black and blue irradiation of pain to the right 

flank. 

Heart: RRR S1S2, no gallop, no murmur. 

Case Review #2

Insufficient Documentation and Coding

Lungs: CTPA. 

Back: No CVA tenderness, right lower back pain with black 

and blue bruising due to a fall, pain at ROM.

Neurologic: Alert, oriented, cognitive function intact, 

cooperative with exam, judgement and insight good.
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Assessments and Treatment:

1.Chronic obstructive pulmonary disease, unspecified COPD type – J44.9. INCORRECT/DELETE

Rationale: Assign code J44.89, Other specified chronic obstructive pulmonary disease, for a patient with asthma and COPD. A separate 

code for asthma should not be assigned unless the type of asthma is specified, or the asthma is exacerbated. The instructional note in 

the Tabular index, of the ICD-10-CM, under category J44, states "code also type of asthma, if applicable (J45-)." Therefore, it would be 

appropriate to separately report a code for the specific type of asthma and/or asthma exacerbation when documented. In this case, the 

type of asthma is specified as mild, intermittent asthma.

      

      Continue Symbicort 160-4.5 MCG/ACT Aerosol 2 puffs Inhalation Twice a day – Z79.51 CORRECT/ADDED

2. Benign essential HTN – I10 CORRECT/ADDED

Clinical Notes: stable and well controlled. Continue on Enalapril Maleate 20 MG Tablet

3.  Generalized anxiety disorder – F41.1 CORRECT/ADDED

Clinical Notes: stable and better.

4.  Low back pain – M54.50 CORRECT/ADDED

     Clinical Notes: continue Naproxen prn

5.  Mild intermittent asthma without complication – J45.20 CORRECT/ADDED

Rationale: Please see rational under COPD.

Case Review #2 continued

Insufficient Documentation and Coding
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Reason for Appointment: Cough, sore throat, and congestion 

History of Present Illness: Patient male 59 y/o with COPD/emphysema. He was diagnosed positive for SARS-CoV-2 with symptoms of 

cough and sore throat and congestion. 

Current Medications: 

Montelukast Sodium 10 MG Tablet

Ventolin HFA 108 (90 Base) MCG/ACT Aerosol Solution

Mucinex Cough & Congest Child 2.5-5- 100 MG/5ML Liquid 10 ml as needed

ProAir HFA 108 (90 Base) MCG/ACT Aerosol Solution 2 puffs as needed

Loratadine 10 MG Tablet 1 tablet

Past Medical History: Emphysema, COVID-19, COPD, OSA

Surgical History: Hernia repair

Social History:  Are you a light tobacco smoker: Yes-currently smokes .5 ppd (cigarettes)

Review of Systems:

Constitutional: Denies chills. Denies fatigue. Denies fever.                                                              

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.

Musculoskeletal: Denies joint stiffness. Denies muscle aches. Denies painful joints.

Vital Signs:

Ht 6’5 in, Wt 200lbs, BP 130/80 mm Hg, HR 70/min, RR 17 /min, Temp 98.6 F

Case Review #3

Insufficient Documentation and 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. COVID-19 – U07.1 CORRECT/ADDED

     LAB: SARS CoV-2 Serology (COVID-19) Antibody (IgG)

2.COPD and emphysema – J43.9 CORRECT/ADDED

      Continue Montelukast & Proair

      Refer To: Pulmonologist 

Rationale: Assign only code J43.9, Emphysema, unspecified, for a patient with COPD and emphysema. No additional code for COPD is 

assigned unless it is further specified (i.e., with infection or with acute exacerbation). As stated in previous Coding Clinic guidance, 

emphysema is a form of COPD; therefore, it is not appropriate to assign code J44.9, Chronic obstructive pulmonary disease, 

unspecified, in addition to code J43.9.

3.OSA – G47.33 CORRECT/ADDED 

      Referral To: Pulmonologist 

4.Patient is a smoker and currently smokes .5ppd (cigarettes) – F17.210 CORRECT/ADDED

Rationale: The Tabular index of the ICD-10-CM directs the coder to use additional code for diseases of the respiratory system (J00-J99), 

where applicable, to identify:

exposure to environmental tobacco smoke (Z77.22)

exposure to tobacco smoke in the perinatal period (P96.81)

history of tobacco dependence (Z87.891)

occupational exposure to environmental tobacco smoke (Z57.31)

tobacco dependence (F17.-)

tobacco use (Z72.0)

Case Review #3 continued

Insufficient Documentation and Coding
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Reason for Appointment: Initial visit.

History of Present Illness: 22-year female, for an annual preventative exam. She is from Brazil. She needs refill of her chronic 

bronchitis/emphysema medication. She uses Ventolin and Advair. Feels otherwise well.

Current Medications: Advair HFA Aerosol, 45-21 MCG/ACT, 2 puffs, inhalation, twice a day as needed, Ventolin HFA Aerosol Solution, 108 

(90 Base) MCG/ACT, 2 puffs as needed, Inhalation, every 4 hrs

Past Medical History: Chronic bronchitis and emphysema

Social History: Tobacco Use/Smoking Are you a smoker: Yes-currently smokes 1ppd of cigarettes. 

Review of Systems:

Ophthalmologic: Patient denies floaters in the visual field, pain. 

ENT: Patient denies nosebleed, difficulty swallowing. 

Endocrine: Patient denies excessive sweating, heat intolerance. 

Respiratory: Patient denies hemoptysis, pain with inspiration. 

Breast: Patient denies red skin, gland swelling. 

Cardiovascular: Patient denies orthopnea, chest pain.

Vital Signs: Ht 67 in, Wt 277 lbs, BMI 43.4 Index, Ht-cm 170.18, Wt-kg 65.77

Physical Examination:

General Appearance: alert, well hydrated, in no distress, well developed, well nourished. Morbidly obese.

Oral Cavity: mucosa moist. 

Psych: Normal mood and affect.

Case Review #4

Insufficient Documentation and Coding
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Assessments and Treatment:

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

LAB: Lipid panel with reflex to direct LDL (Ordered for 0 8/03/2020) LAB: TSH W/Reflex to FT4 (Ordered for 08/03/2020) LAB: Hepatic 

function panel (Ordered for 08/03/2020) LAB: Basic Metabolic Panel (Ordered for 08/03/2020) LAB: Hemoglobin A1c (Ordered for 

08/03/2020). Notes: Patient counseled on healthy lifestyle, food, exercise, sleep hygiene. Routine labs will be ordered as part of annual 

physical. 

2. Chronic bronchitis with Emphysema, J44.89 CORRECT/ADDED

Continue Advair HFA Aerosol, 45-21 MCG/ACT, 2 puffs, inhalation, twice a day as needed - Continue Ventolin HFA Aerosol Solution, 108 

(90 Base) MCG/ACT, 2 puffs as needed, Inhalation, every 4 hrs

    Refer to pulmonologist

3. BMI 43.4, adult – Z68.41 CORRECT/ADDED 

4. Morbidly obese, E66.01 CORRECT/ADDED 

5. Patient is currently smoking – F17.210 CORRECT/ADDED

Rationale: The Tabular index of the ICD-10-CM directs the coder to use additional code for diseases of the respiratory system (J00-J99), 

where applicable, to identify:

exposure to environmental tobacco smoke (Z77.22)

exposure to tobacco smoke in the perinatal period (P96.81)

history of tobacco dependence (Z87.891)

occupational exposure to environmental tobacco smoke (Z57.31)

tobacco dependence (F17.-)

tobacco use (Z72.0)

Case Review #4 continued

Insufficient Documentation and Coding
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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

• Diabetes Mellitus

• Heart Arrhythmia

• HIV 

• Major Depression & Bipolar Disorders

• Obesity and BMI

• Seizure Disorders

• Supplemental Claims Submission

• Provider Vista
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ACA Risk Adjustment Operations Provider Initiatives

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


Thank You!
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