BlueCross BlueShield
of North Carolina
Documentation & Coding Reference Guide: Neoplasms

This is a quick reference guide to assist with accurate, complete documentation and coding that reflects the true

nature of a patient’s current health status at the highest level of specificity. Per the ICD-10-CM Official Guidelines
for Coding and Reporting, “The importance of consistent, complete documentation in the medical record cannot

be over-emphasized. Without such documentation, accurate coding cannot be achieved.”

Prevalent Diseases: Cancer/Neoplasms (Active vs. History; Primary vs. Secondary/Metastatic)

Documentation and Coding Tips
Follow this sequence for accurate documentation and ICD-10-CM selection.

1. Determine cancer status

a. Active/current: cancer present or managed (includes newly diagnosed and active
surveillance/watchful waiting when documented)

b. History: primary site eradicated/excised, no evidence at that site, and no treatment directed to
that site

C. “Inremission”: only leukemia, multiple myeloma, and malignant plasma cell neoplasms; must
be explicitly documented

2. Supports “active” status (when documented):
a. Chemo and/or hormone therapy for cancer (e.g., Tamoxifen, Lupron)
b. Radiation therapy; surgery when followed by ongoing cancer treatment

Cc. Active surveillance/watchful waiting; documented delayed/deferred/refused treatment (with
details)

3. Identify site(s)
a. Document primary site and each metastatic site when present
b. Code to highest specificity (site, laterality, anatomic location)
c. Do notrely on TNM/stage alone; ensure sites/status are documented

4. Code and sequence (audit-safe)

a. Active cancer: report the site-specific malignancy code(s) (C00-C96) for all documented active
sites

b. History (Z85.-): use only when the primary site is eradicated/excised, with no evidence and no
treatment directed to that site

C. Sequencing/outpatient: active primary first, then secondary sites; eradicated primary with active
metastasis: code secondary first + Z85.-; outpatient “rule out” malignancy is not coded

*Add codes for causative/environmental factors (e.g., tobacco exposure/use) when supported.

Quick Summary
Checklist item Provider documentation Coder action
Status State active vs. history on the DOS; avoid | Assign C-code vs. Z85.- based on

® marks of the Blue Cross and Blue Shield Association. Blue Cross NC is an independent licensee of the Blue Cross and Blue Shield Association.



+ BlueCross BlueShield
& ofNorthCarolina

Documentation & Coding Reference Guide: Neoplasms

vague phrases (e.g., “followed by
oncology”).

documentation; query when unclear.

Treatment/
management

Link plan to Dx (chemo, radiation,
endocrine therapy such as
Tamoxifen/Lupron, active
surveillance/watchful waiting,
refusal/delay with details).

Support “active” only when
treatment/active surveillance/watchful
waiting is documented.

Site specificity

Document site/laterality/anatomic detail
(e.g., sigmoid colon; bladder trigone;
breast side/quadrant when known).

Code to highest specificity (avoid
unspecified when detail exists).

Primary vs.
metastatic

If metastasis is present, document each
site (e.g., cervical CA with liver
metastasis).

If primary is active: code primary first,
then add each secondary site.

History / remission

History: eradicated/excised with no
treatment directed to that site and NED at
that site. Remission: explicitly state “in
remission” when applicable.

Use Z85.- only when criteria met;
remission codes are limited and require
explicit “in remission.”

Common codes

Active / Current Malignancy

C00-C96 Malignant neoplasms (use site-specific C-code)

C34.- Primary malignant neoplasm of bronchus and lung (site/laterality required)

C50.- Malignant neoplasm of breast (site/laterality required)

Ccé61 Malignant neoplasm of prostate

c20 Malignant neoplasm of rectum

C18.- Malignant neoplasm of colon (code to specific site; avoid C18.9 unless truly unspecified)
C67.- Malignant neoplasm of bladder (site-based within bladder)

Secondary / Metastatic Sites

neoplasm of breast)

C77.- Secondary and unspecified malignant neoplasm of lymph nodes
C78.- Secondary malignant neoplasm of respiratory and digestive organs
c79.- Secondary malignant neoplasm of other sites (example: C79.81 secondary malignant

History / Screening / R

isk

Z85.-

Personal history of malignant neoplasm (use only when no active disease/treatment at that

site)
285.3 Personal history of malignant neoplasm of breast
285.46 Personal history of malignant neoplasm of prostate
212.- Encounter for screening for malignant neoplasms (site-specific)
212.31 Encounter for screening mammogram for malignant neoplasm of breast
Z280.- Family history of malignant neoplasm (site-specific)
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Z80.3 Family history of malignant neoplasm of breast

280.42 Family history of malignant neoplasm of prostate

Additional tips (examples)

Scenario Sample documentation Coding takeaway

o e~ N .
Breast cancer, left, ER+; s/p lumpectomy 10/2025; on Use site-specific C-code (+ metastatic

Active . . sites if documented). Do not use Z85.
adjuvant chemotherapy and Tamoxifen. . .
while active.
. H/o sigmoid colon cancer; resection 2022; NED; no U.SG Z85.- history codg for former primary
History site; do not report active C-code for that

ongoing treatment. .
going site.

Use remission code only if provider
Chronic myeloid leukemia in remission; no evidence states, “in remission.”

of active disease. “Stable/controlled” does not equal “in
remission.”

Remission*

*Applies only to leukemia, multiple myeloma, and malignant plasma cell neoplasms.

Query triggers (query provider)

Ambiguous documentation Query for

Treatment dates and current status on

History of breast cancer with chemo/radiation; followed by oncology DOS

Cancer only on PMH/problem list; no A/P discussion (recent onset) Active vs history; current plan/treatment

Treatment type and whether current/on

“Continue treatment” (no details) DOS

Recent cancer dx/ abnormal biopsy (site not stated) Primary site and laterality (if applicable)

Applicable Code Updates

Use the current ICD-10-CM Official Guidelines for Coding and Reporting for the applicable service year. Key
reminders emphasized here include: (1) Z85.- history codes are used only when the primary site is
eradicated/excised with no current treatment or evidence at that site; (2) primary vs. secondary/metastatic sites
are coded separately when documented; and (3) remission coding is limited to specific hematologic malignancies
and requires explicit documentation.

References:
e Optum EncoderPro.com for Payers (encoderprofp.com)
e |CD-10-CM Official Guidelines for Coding and Reporting (PDF)
e |ICD-10-CM Official Guidelines for Coding and Reporting, FY 2026, Section |.C.2 (Chapter 2: Neoplasms). CMS.
e ICD-10-CM Official Guidelines for Coding and Reporting, FY 2026, Section I.C.21.c.4-5 (Chapter 21: Factors
influencing health status and contact with health services). CMS.

For questions, please email the Blue Cross and Blue Shield of North Carolina Provider Engagement Risk Team at
BCBSNCRiskAdj@bcbsnc.com.
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