
UHIMA Coding Rondtable October 18, 2017

www.LibmanEducation.com 1

www.LibmanEducation.com

Barry Libman, MS, RHIA, CDIP, CCS
President, Libman Education
President, Barry Libman Inc.

UHIMA Coding Roundtable
Long Term Acute Care

October 18, 2017

Today’s Topics

Sequela of CVA
Nonhealing surgical wound
Postoperative complications
7th Characters for Injury and trauma
AMI
“with”
Hypertensive heart disease
DM with ….
Pressure ulcer
FY 2018 Addenda

Hierarchy of Guidance

Conventions of the Classification
Official Coding Guidelines
Coding Clinic

Official Coding Guidelines page 1

“These guidelines are a set of rules that have been developed to
accompany and complement the official conventions and instructions
provided within the ICD-10-CM itself.

The instructions and conventions of the classification take
precedence over guidelines.

These guidelines are based on the coding and sequencing instructions in
the Tabular List and Alphabetic Index of ICD-10-CM, but provide
additional instruction.

Adherence to these guidelines when assigning ICD-10-CM diagnosis
codes is required under the Health Insurance Portability and
Accountability Act (HIPAA).“

ICD-10 Coding Clinic Guidance

ICD-9 Coding Clinics (containing ICD-10 guidance)
Q4 2012
Q1 2013
Q2 2013
Q3 2013
Q4 2013

ICD-10 Coding Clinics
Q1 2014 Q1 2016
Q2 2014 Q2 2016
Q3 2014 Q3 2016
Q4 2014 Q4 2016
Q1 2015 Q1 2017
Q2 2015 Q2 2017
Q3 2015 Q3 2017
Q4 2015 Q4 2017

Applying Past Issues of CC  Q4 2015

As far as previously published advice on
documentation is concerned,

documentation issues would generally not be unique
to ICD-9-CM, and so long as there is nothing new
published in Coding Clinic for ICD-10-CM and ICD-
10-PCS to replace it, the advice would stand.

Coding Guidelines

ICD-10-CM Official Guidelines for Coding and Reporting
Section I. Conventions, general coding guidelines and chapter

specific guidelines
A. Conventions for ICD-10-CM
B. General Coding Guidelines
C. Chapter Specific Coding Guidelines

Section II.  Selection of Principal diagnosis
Section III. Reporting Additional Diagnoses
Section IV.  Diagnostic Coding and Reporting Guidelines for

Outpatient Services
Appendix I Present On Admission Reporting Guidelines
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AHA Coding Clinic for ICD-10-CM/PCS

Visit www.CodingClinicAdvisor.com

Access to complete text of AHA Coding Clinic for
ICD-10-CM and ICD-10-PCS is essential

LTAC Final Rule FY 2003

Sequela of CVA

Per the original LTAC rule (Federal Register Vol. 67,
No. 169, 8/30/2002) patients admitted to an LTAC
for continued treatment of a CVA are to be reported
as a Late Effect of a CVA.

AHA Coding Clinic for ICD-10-CM and ICD-10-PCS
provides similar guidance.

Sequela of CVA
Federal Register /Vol. 67, No. 169 / Friday, August 30, 2002 /Rules and

Regulations page 55981
For example, a patient who suffers a stroke (code 436, Acute, but ill-

defined, cerebrovascular disease) is admitted to an acute care hospital
for diagnosis and treatment.

The patient is then discharged and admitted to a LTCH for further treatment
of left-sided hemiparesis and dysphasia.

The appropriate principal diagnosis at the LTCH would be a code from
section 438 (Late effects of cerebrovascular disease), such as 438.20
(Late effects of cerebrovascular disease, Hemiplegia affecting
unspecified side) or 438.12 (Late effects of cerebrovascular disease,
Dysphasia).

Coding guidelines state that the residual condition is sequenced first
followed by the cause of the late effect.

In the case of cerebrovascular disease, the combination code describes
both the residual of the stroke (for example, speech or language deficits
or paralysis) and the cause of the residual (the stroke).

Code 436 is used only for the first (initial) episode of care for the stroke that
was in the acute care setting.

Coding Clinic Q4 2012   page 90
Question:
A patient is discharged from the hospital and admitted to a long-term care

facility (LTC) with a diagnosis of acute cerebral infarction with left-sided
hemiparesis and dysphasia.

The diagnosis on admission to the LTC is documented as acute CVA.
What is the appropriate code assignment to describe this patient’s

condition?
Answer:
Assign code I69.354, Hemiplegia and hemiparesis following cerebral

infarction affecting left nondominant side, and code I69.321, Dysphasia
following cerebral infarction, to completely describe the patient’s
condition. The hemiparesis and dysphasia are considered sequelae of
the acute CVA for this LTC admission.

Coding guidelines state that these “late effects” include neurologic deficits
that persist after initial onset of conditions classifiable to categories I60-
I67.

Codes from I60-I67 are reserved for the initial (first) episode of care for the
acute cerebrovascular disease.

Coding Clinic Q2 2017 Cerebral Infarction
with Hemorrhagic Conversion          pg 10

Question:
A patient was admitted through the ED for sudden

onset of weakness and difficulty speaking.
The provider diagnosed an ischemic infarction of the

left posterior cerebral artery.
A repeat CT scan showed hemorrhagic conversion of

the left posterior cerebral artery ischemic stroke.
What is the diagnosis code assignment for the

ischemic infarction with hemorrhagic conversion?
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Coding Clinic Q2 2017 Cerebral Infarction
with Hemorrhagic Conversion          pg 10

Answer:
Assign code I63.532, Cerebral infarction due to

unspecified occlusion or stenosis of left posterior
cerebral artery, for the initial infarction as the
principal diagnosis and

Assign the appropriate code from category I61-,
nontraumatic intracerebral hemorrhage, for the
hemorrhagic conversion as an additional diagnosis.

Coding Clinic Q2 2017 Cerebral Infarction
with Hemorrhagic Conversion          pg 10

Raising the question about how to code sequela(e) of
cerebral infarction with hemorrhagic conversion ??

Not addressed by Coding Clinic

Coding Clinic Q1 2015 Right-Sided
Weakness Due to Previous CVA

Question:
The patient is a 72-year-old male admitted to the

hospital, because of gastrointestinal bleeding.
The provider documented that the patient had a

history of acute cerebral infarction with residual
right-sided weakness (dominant side), and ordered
an evaluation ...

What is the appropriate code assignment for residual
right-sided weakness, resulting from an old CVA
without mention of hemiplegia/hemiparesis?

Coding Clinic Q1 2015 Right-Sided
Weakness Due to Previous CVA
Answer:
Assign code I69.351, Hemiplegia and hemiparesis

following cerebral infarction, affecting right
dominant side, for the residual right-sided
weakness due to cerebral infarction.

When unilateral weakness is clearly documented as
being associated with a stroke, it is considered
synonymous with hemiparesis/hemiplegia.

Unilateral weakness outside of this clear association
cannot be assumed as hemiparesis/hemiplegia,
unless it is associated with some other brain
disorder or injury.

Coding Clinic  Q2 2017  Encephalopathy
associated with CVA                           pg 9
Question:
A patient is admitted to the hospital due to altered mental

status, and is diagnosed with an acute lacunar infarct
and encephalopathy secondary to the lacunar infarction.

Would the encephalopathy be coded separately or is it
considered inherent to the acute lacunar infarct?

Answer:
Assign code G93.49, Other encephalopathy, for

encephalopathy that occurs secondary to an acute
cerebrovascular accident/stroke.

Although the encephalopathy is associated with an acute
lacunar infarct, it is not inherent, and therefore is coded
when it occurs.

Coding Clinic Q1 2014  Nonhealing
surgical wound                        pg 23
Question:
How should a nonhealing surgical wound be coded?
Answer:
ICD-10-CM does not provide a specific code to describe

nonhealing surgical wound.
Assign codeT81.89X-, Other complications of procedures, not
elsewhere classified, for an unspecified nonhealing surgical

wound.
If a postsurgical wound does not heal due to infection, assign

code T81.4XX-, Infection following a procedure.
If the wound was closed at one time and is no longer closed, it

is coded as disruption.
In that case, code T81.3-, Disruption of wound, not elsewhere

classified,should be assigned.
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CC Q1 2015   7th Character for Continued
Rx in Other Care Settings    Infected Device
Question:
A patient with chronic renal failure was transferred from an

acute care hospital following removal of an infected AV graft
in her left arm.

The patient was started on IV Vancomycin and transferred to
the long-term care hospital to continue her antibiotic therapy
and hemodialysis, which is now being performed via
Quinton catheter.

Although the infected graft was removed in a previous
encounter, the reason for the patient’s admission is for
continued treatment of the graft infection.

What 7th character should be assigned for the infected graft,
“initial encounter” or “subsequent encounter”?

CC Q1 2015   7th Character for Continued
Rx in Other Care Settings    Infected Device

Answer:
Assign code T82.7XXA, Infection and inflammatory

reaction due to other cardiac and vascular devices,
implants and grafts, initial encounter since the
patient is continuing to receive active treatment for
the graft infection.

The Official Guidelines for Coding and Reporting,
state “For complication codes, active treatment
refers to treatment for the condition described by
the code, even though it may be related to an
earlier precipitating problem.”

CC Q1 2015   7th Character for Continued
Rx in Other Care Settings        Dehiscence
Question:
A patient was admitted to a long term care hospital following a

two-month acute care hospital stay for abdominal wound
dehiscence status post gastric bypass surgery two years
ago.

The abdominal wound dehiscence is very large, and during the
stay at the long-term hospital the patient received continued
management and treatment of the wound dehiscence,
intractable pain and nutritional support (TPN therapy) due to
postsurgical malabsorption.

What is the appropriate 7th character for the external wound
dehiscence?

CC Q1 2015   7th Character for Continued
Rx in Other Care Settings       Dehiscence

Answer:
Assign code T81.31XA, Disruption of external

operation (surgical) wound, not elsewhere
classified, initial encounter. Since the patient is
receiving ongoing active care for the dehiscence,
the 7th character “A” is appropriate.

Coding Clinic Q3 2017 Persistent
Postoperative Fistula            pg 3
Question:
How is a persistent postoperative fistula coded?
When referencing the Alphabetic Index, the coder is instructed as follows:
Fistula

postoperative, persistent T81.83
specified site—see Fistula, by site

and
Complication(s) (from) (of)

surgical procedure (on)
fistula (persistent postoperative) T81.83

Does this mean that if the site is known, code T81.83X-, Persistent
postoperative fistula, is not necessary?

For example, would a postoperative uterovaginal fistula be assigned to
codes T81.83X-and N82.1, Other female urinary-genital tract fistulae, or
only code N82.1?

Coding Clinic Q3 2017 Persistent
Postoperative Fistula            pg 3

Answer:
Assign code
T81.83X-, Persistent postoperative fistula, with the

appropriate 7th character depending on whether
active treatment is still being provided, and code

N82.1, Other female urinary-genital tract fistulae, for
a postsurgical uterovaginal fistula.

Both codes are needed to indicate the specific site of
the fistula and the fact that it is a postsurgical
complication.
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Persistent Postoperative Fistula

Chapter 19

Coding Clinic Q3 2017 Persistent
Postoperative Fistula            pg 4
Question:
The patient has a history of bowel perforation and obstruction,

and is status post complex abdominal surgery due to
intestinal anastomotic leak.

The patient was transferred to the long-term care hospital
(LTCH) for ongoing care of her abdominal wound.

The patient presented with an enterocutaneous fistula with a
large open abdominal wound and surgical wound
dehiscence.

Should the fistula be coded as a persistent postoperative
fistula or according to the site of the fistula?

Coding Clinic Q3 2017 Persistent
Postoperative Fistula            pg 4
Answer:
Assign codes T81.83X-, Persistent postoperative fistula, and K63.2,

Fistula of intestine, for the enterocutaneous postsurgical fistula.
Both codes are needed to show the postoperative complication and

the specific site of the fistula.
Assign also code T81.32X-, Disruption of internal operation (surgical)

wound, not elsewhere classified, for the wound dehiscence.
The assignment of the 7th character “A” depends on whether active

treatment is still being provided.
The postoperative fistula is considered “persistent,” because it is a

continuing problem requiring care. “Postoperative fistula” can be
referenced as follows:

Complication(s)
surgical procedure

fistula (persistent postoperative) T81.83

I.B.16. Documentation of Complications
of Care                                      page 18

Code assignment is based on the provider’s documentation of
the relationship between the condition and the care or
procedure, unless otherwise instructed by the
classification.

The guideline extends to any complications of care, regardless
of the chapter the code is located in.

It is important to note that not all conditions that occur during
or following medical care or surgery are classified as
complications.

There must be a cause-and-effect relationship between the
care provided and the condition, and an indication in the
documentation that it is a complication.

Query the provider for clarification, if the complication is not
clearly documented.

Complications of Care

ICD-10-CM Index

Postoperative (postprocedural) – see Complication
postoperative

Coding Clinic   Q4 2013 Post-op Afib

Question:
We have been assigning code 997.1 when postoperative atrial fibrillation is

documented since this code is specifically indexed under "fibrillation,"
"postoperative."

However, a surgeon at our facility is stating that arrhythmias after a CABG
or valve replacement procedure should not be considered a
complication.

How should postoperative atrial fibrillation be reported when the condition is
not further documented as a complication?

Answer:
Assign code 997.1, Cardiac complications, for postoperative atrial

fibrillation.
This code assignment is specifically indexed under "fibrillation,"

"postoperative."
Code 427.31, Atrial fibrillation, should be reported as an additional

diagnosis code to specify the complication.
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Hemorrhage due to Anticoag Rx Q1 2016

Question:
This patient underwent an emergency ileocecectomy.

The patient’s stay was complicated by
postoperative coagulopathy and intra-abdominal
hemorrhage due to prasugrel and aspirin taken as
prescribed prior to admission.

What is the appropriate code for the acquired
coagulopathy secondary to prasugrel and aspirin?

Hemorrhage due to Anticoag Rx Q1 2016

Answer:
Assign codes:
D68.32, Hemorrhagic disorder due to extrinsic circulating

anticoagulants
T45.525A, Adverse effect of antithrombotic, Initial

encounter
T39.015A, Adverse effect of aspirin, Initial encounter, and
K91.840, Postprocedural hemorrhage and hematoma of a

digestive system organ or structure following a
digestive system procedure.

Prasugrel (Effient®) is a platelet inhibitor …….

Q4 2016   Readmission Post MI      pg 140

Question:
A patient, who is three weeks post-acute myocardial

infarction, is readmitted for treatment of
exacerbated chronic obstructive pulmonary disease
and acute bronchitis.

During the hospital stay, the patient is continued on
cardiac medications.

Based on chapter 9 of the ICD-10-CM Official
Guidelines for Coding and Reporting would the
myocardial infarction still be coded as acute with a
code from category I21, or would this be
considered history of myocardial infarction?

Readmission Post MI                   page 140

Answer:
Continue to assign a code from category I21, ST elevation

(STEMI) and non-ST elevation (NSTEMI) myocardial
infarction, as the patient is within four weeks of the initial
acute myocardial infarction.

The updated ICD-10-CM Official Guidelines for Coding and
Reporting for acute myocardial infarction state “For
encounters occurring while the myocardial infarction is equal
to, or less than, four weeks old, including transfers to
another acute setting or a postacute setting, and the
myocardial infarction meets the definition for “other
diagnoses” (see Section III, Reporting Additional
Diagnoses), codes from category I21 may continue to be
reported.”

Acute MI definition FY 2017    Guideline “with”
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In other words…

if a subterm in the index says "with" the
documentation in the medical record does not have
to link the two conditions

Coding Clinic Q1 2017  HTN & CHF  pg 47

Question:
In the guideline for hypertension with heart disease,

category I50, Heart failure, is included in the list of
heart conditions that are classified as hypertensive
heart disease, but it is not included in the
Alphabetic Index nor Tabular List.

Is congestive heart failure (CHF) in a patient with
hypertension coded as hypertensive heart disease
with failure, when the provider’s documentation has
not explicitly linked the two conditions?

Coding Clinic Q1 2017  HTN & CHF  pg 47

Answer:
Assign code I11.0, Hypertensive heart disease, with

failure, along with the appropriate code from
category I50, Heart failure, for CHF in a patient with
hypertension.

The classification presumes a causal relationship
between hypertension and heart involvement
unless the provider documents that the conditions
are unrelated.

Coding Clinic Q1 2017  HTN & CHF  pg 47

Although heart failure is not in the list of heart
conditions in the inclusion note, in ICD-10-CM,
there is a note instructing “Use additional code to
identify type of heart failure” in the Tabular List.

The code range under category I11, Hypertensive
heart failure, is not intended to be an all-inclusive
list.

The range of heart conditions in the Alphabetic Index
and Tabular List will be considered for future
modification through the Coordination and
Maintenance Committee.

I.C.9.a   Hypertension                    page 42

The classification presumes a causal relationship between
hypertension and heart involvement and between
hypertension and kidney involvement, as the two
conditions are linked by the term “with” in the
Alphabetic Index.

These conditions should be coded as related even in the
absence of provider documentation explicitly linking
them, unless the documentation clearly states the
conditions are unrelated.

For hypertension and conditions not specifically linked by
relational terms such as “with,” “associated with” or
“due to” in the classification, provider documentation
must link the conditions in order to code them as
related.

I.C.9.a.1. Hypertension with Heart
Disease                                            page 42

1) Hypertension with Heart Disease
Hypertension with heart conditions classified to I50.-

or I51.4-I51.9, are assigned to a code from
category I11, Hypertensive heart disease.

Use an additional code from category I50, Heart
failure, to identify the type of heart failure in those
patients with heart failure.
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Hypertension with Heart Disease

ICD-10-CM Index
Hypertension   I10
-with
--heart involvement (conditions in I51.4 - I51.9) - see

Hypertension, heart

-heart (disease) (conditions in I51.4 - I51.9 due to
hypertension)  I11.9

--with
---heart failure (congestive) I11.0

Hypertension with Heart Disease

ICD-10-CM Tabular

Hypertension with Heart Disease

ICD-10-CM Tabular

With

Guidelines   Section I.A.15

“With”
The word “with” should be interpreted to mean

“associated with” or “due to” when it appears in a
code title, the Alphabetic Index, or an instructional
note in the Tabular List.

I.C.9.a.3.                                          page 43

3) Hypertensive Heart and Chronic Kidney
Disease

Assign codes from combination category I13,
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 I50 to identify the type of heart
failure.

Coding Clinic    Q1 2016 DM with
Associated Conditions

Question:
The ICD-10-CM Alphabetic Index entry for 'Diabetes

with' includes listings for conditions associated with
diabetes, which was not the case in ICD-9-CM.

Does the provider need to document a relationship
between the two conditions or should the coder
assume a causal relationship?
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Coding Clinic    Q1 2016 DM with
Associated Conditions
Answer:
According to the ICD-10-CM Official Guidelines for Coding and

Reporting, the term “with” means “associated with” or “due
to,” when it appears in a code title, the Alphabetic Index, or
an instructional note in the Tabular List, and this is how it’s
meant to be interpreted when assigning codes for diabetes
with associated manifestations and/or conditions.

The classification assumes a cause-and-effect
relationship between diabetes and certain diseases of
the kidneys, nerves, and circulatory system.

Assumed cause-and-effect relationships in the classification
are not necessarily the same in ICD-9- CM and ICD-10-CM.

Coding Clinic    Q4 2017  Diabetes and
Cellulitis                                       pg 100

Question:
A patient with type 2 diabetes mellitus presented due

to acute cellulitis of the left lower leg. The patient
was admitted and started on broad-spectrum
antibiotics.

When assigning the diabetes code, would it be
appropriate to report the code for diabetes “with
skin complication NEC?”

What is the appropriate code assignment for cellulitis
in a patient with type 2 diabetes?

Coding Clinic    Q4 2017  Diabetes and
Cellulitis                                       pg 100
Answer:
In order to link the diabetes and the cellulitis, the provider

would need to document cellulitis as a diabetic skin
complication.

When the causal relationship is unclear, query the provider
regarding the linkage and whether cellulitis is a skin
complication caused by the diabetes.

Each case is patient specific, and the relationship between
diabetes and cellulitis should be clearly documented by the
provider.

When the coder is unable to determine whether a condition is
a diabetic complication, or the ICD-10-CM classification
does not provide instruction, it is appropriate to query the
physician for clarification so that the appropriate codes may
be reported.

Coding Clinic    Q4 2017  Diabetes and
Cellulitis                                       pg 100
“Diabetes with skin complication NEC,” is indexed, but

“diabetes with cellulitis” is not specifically indexed.
The “with” guideline does not apply to “not elsewhere classified

(NEC)” index entries that cover broad categories of
conditions.

Specific conditions must be linked by the terms “with,” “due to”
or “associated with”.

Coding professionals should not assume a causal relationship
when the diabetic complication is “NEC.”

The ICD-10-CM classification presumes a cause and effect
relationship with certain specific conditions when the
Alphabetic Index links the conditions by the terms “with”,
“due to” or “associated with”.

Coding Clinic Q4 2017  DM and Skin
Complication NEC                   pg 101

Question:
Could you please clarify the correct use of the

diabetes subentry with “skin complication NEC?”
Would the correct application of the entry with skin

complication only pertain to provider documentation
linking the skin complication to the diabetes or
would any or all documented skin complications,
such as cellulitis, bullous pemphighoid,
disseminated granuloma annulare, eruptive
xanthomatosis, or acne vulgaris, automatically be
linked to the diabetes code with skin complication?

Coding Clinic Q4 2017  DM and Skin
Complication NEC                   pg 101
Answer:
The “with” guideline does not apply to “not elsewhere classified (NEC)”

index entries that cover broad categories of conditions.
Specific conditions must be linked by the terms “with,” “due to” or

“associated with”.
In order to link diabetes and a specific skin complication, the provider would

need to document the condition as a diabetic skin complication.
Each case is patient specific, and the relationship between diabetes and

the skin complication should be clearly documented.
Therefore, query the provider about the linkage, and if diabetes caused the

specific skin complication.
Coding professionals should not assume a causal relationship when the

diabetic complication is “NEC.”
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Coding Clinic Q4 2017 Unstageable
Pressure Ulcer                        page 109
Answer:
If a patient is admitted with an unstageable pressure ulcer, and

the eschar is removed to reveal the stage of the ulcer,
assign the code for the ulcer site with the highest stage
reported during the stay with a POA indicator of “Y”.

Do not assign a code for unstageable pressure ulcer, as the
true stage of an unstageable ulcer cannot be determined
until the slough/eschar is removed.

The opening of the wound does not indicate a progression to a
higher stage.

The code for unstageable pressure ulcer should only be
assigned when it is not possible to stage the ulcer during the
current encounter.

Coding Clinic Q4 2017 Unstageable
Pressure Ulcer                        page 109

Question:
What are the correct ICD-10-CM codes and POA

indicator for an unstageable pressure ulcer in which
an eschar is removed during the patient’s stay to
reveal either stage III or stage IV pressure ulcer?

FY 2018 ICD-10-CM Addenda Q2 2016   DM with Ketoacidosis
no longer in effect page 10
Question:
What ICD-10-CM code should be assigned for diabetic

ketoacidosis (DKA), if the type of diabetes isn’t documented
or specified by the physician?

The ICD-10-CM Official Guidelines state that if the type of
diabetes mellitus is not documented in the medical record,
the default is a code from subcategory E11.-, Type 2
Diabetes mellitus.

Answer:
...... As previously stated in Coding Clinic First Quarter 2013,

pages 26-27, code E13.10, Other specified diabetes
mellitus with ketoacidosis without coma, is assigned for
type 2 diabetic ketoacidosis since the condition does
not currently have a specific code in ICD-10-CM.

FY 2018 ICD-10-CM Addenda FY 2018 ICD-10-CM Addenda
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FY 2018 ICD-10-CM Addenda FY 2018 ICD-10-CM Addenda

Q3 2016  COPD w Lobar Pneumonia  pg 15
no longer in effect due to Addenda change
Question:
The patient has chronic obstructive pulmonary disease (COPD), and is

admitted to the hospital for treatment of lobar pneumonia.
Under code J44.0, Chronic obstructive pulmonary disease with acute lower

respiratory infection, there is a note instructing: “Use additional code to
identify the infection.”

Based on this note is the COPD required to be sequenced first?

Answer:
Yes, based on the instructional note, the COPD must be sequenced first.
Assign code
J44.0, Chronic obstructive pulmonary disease with acute lower respiratory

infection, as the principal diagnosis. Code
J18.1, Lobar pneumonia, unspecified organism, should be assigned as an

additional diagnosis.

“Use additional code” vs “code also”

13. Etiology/manifestation convention (“code first”, “use
additional code” and “in diseases classified elsewhere”
notes)

… there is a “use additional code” note at the etiology code,
and a “code first” note at the manifestation code.

These instructional notes indicate the proper sequencing order
of the codes, etiology followed by manifestation.

17. “Code also” note
A “code also” note instructs that two codes may be required to

fully describe a condition, but this note does not provide
sequencing direction. The sequencing depends on the
circumstances of the encounter.

FY 2018 ICD-10-CM Addenda Guideline Update FY 2018      I.A.15

15. “With”
The word “with” or “in” should be interpreted to mean

“associated with” or “due to” when it appears in a code title,
the Alphabetic Index, or an instructional note in the Tabular
List.

The classification presumes a causal relationship between the
two conditions linked by these terms in the Alphabetic Index
or Tabular List.

These conditions should be coded as related even in the
absence of provider documentation explicitly linking them,
unless the documentation clearly states the conditions are
unrelated or when another guideline exists that
specifically requires a documented linkage between two
conditions (e.g., sepsis guideline for “acute organ
dysfunction that is not clearly associated with the
sepsis”).
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“in” example Guideline Update FY 2018     I.A.17

17. “Code also” note
A “code also” note instructs that two codes may be

required to fully describe a condition, but this note
does not provide sequencing direction.

The sequencing depends on the circumstances of
the encounter.

Guideline Update FY 2018   I.C.4.a.3

3) Diabetes mellitus and the use of insulin and oral
hypoglycemics

If the documentation in a medical record does not indicate the
type of diabetes but does indicate that the patient uses
insulin, code E11-, Type 2 diabetes mellitus, should be
assigned.

An additional code should be assigned from category Z79
to identify the long-term (current) use of insulin or oral
hypoglycemic drugs.

If the patient is treated with both oral medications and
insulin, only the code for long-term (current) use of
insulin should be assigned.

Code Z79.4 should not be assigned if insulin is given
temporarily to bring a type 2 patient’s blood sugar
under control during an encounter.

Use additional code

….other things you learn from reading
the codebook ICD-10-CM Index   Necrosis/Gangrene
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My new favorite code…. Questions?
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