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ICD- 10 IS FINALLY HERE !



THE GOOD
o We survived the October 1st transition 
o No more delay uncertainty

THE BAD?
o Delay uncertainty is replaced by revenue uncertainty

THE UGLY?
o We may not know the true impact of ICD-10 for 

months



In early July, the Centers for Medicare and Medicaid Services 
struck a deal with the American Medical Association in which 
CMS agreed to a one-year Medicare payment accommodation 
period.  

After the ICD-10 October 1st compliance date, claims incorrectly 
coded would be paid as long as they are coded in the

appropriate family of codes.

Unfortunately, commercial insurers are not broadcasting their 
compliance to this deal, but often are offering some 
concessions. 



The Centers for Medicare & Medicaid Services (CMS) confirmed 
that four state Medicaid agencies will be unable to directly 
adjudicate claims containing ICD-10 codes by the Oct. 1 deadline. 

California, Maryland, Louisiana and Montana will be 
"crosswalking" ICD-10 codes back to ICD-9 codes in order to 
adjudicate claims. 

As a result of this approach, there is concern that practices could 
experience a higher number of pended or rejected claims due to 
the imprecise nature of the ICD-10 to ICD-9 crosswalk. 

CMS Confirms Four States Are Not 
Ready For ICD-10



How Are We Doing So Far?

• The United States has submitted approximately 4.6 
million claims daily to CMS since the 10/1/2015 ICD-10 
transition

• As of 10/31/2015, The rate of claim denials is 10.1% of 
all claims being processed. 

• Total claims that were rejected due to incomplete or 
invalid information were 2.0%



 Total claims that were rejected due to invalid ICD-10 
codes are 0.09 %, compared to a historic baseline of 
0.17 % estimated during the agency’s end-to-end testing 
earlier this year.

 Claims that were rejected due to invalid ICD-9 codes are 
0.11%, which also compared to the agency’ s estimated 
0.17% during end-to-end testing this year.



Rejection Rates*:

 Pre-ICD-10: 2.5 - 2.9% claim rejection

 Post ICD-10: 3.0 – 4% claim rejection 

 Peak Period: Oct. 5th – 6th

 Top Reasons:

 Incorrect use of code set based on date of service
 General category/unspecified codes   

* Data provided by Navicure, as of 10/21/2015

Commercial Payers



 First pass scrub rejection rates up less than 1%

o Pre ICD-10: 1.0 – 1.2 claim rejection 
o Post ICD-10: 1.5 – 1.8% claims rejection 

 Peak Period: Oct. 5th – 6th

 ICD-10 related rejections were about 0.03%

* Data provided by Navicure, as of 10/21/2015

Clearinghouse Rejections 



National Rejection  Rates*:

DENIAL BREAKDOWN

 September 2015
o Medicaid 29%
o Worker’s Comp 17%
o Commercial 10%

 October 2015
o Medicaid 27%
o Worker’s Comp 13%
o Commercial 10%

 Reasons:
o CO97 – Duplicate Claims
o CO16 – Lacks Information
o CO109 – Not Covered *Data provided by Navicure, as of 10/21/2015



IT HASN’T BEEN ALL SMOOTH SAILING!



FIXING THE GLITCHES 

The first significant issue under ICD-10 has been identified —
Medical Necessity.

• Medicare Administrative Contractors (MAC) are reporting  
local coverage determinations (LCD) need to be revised.

• If previous policies, prior to 10/1/2015 contained a non-
specific code in ICD-9-CM, the updated policy did not include 
a corresponding code for ICD-10.



EXAMPLE:

Arterial Doppler studies  (CPT Codes: 
93975-93998):

• Previously ICD-9 code 443.9 (Peripheral 
vascular disease, unspecified) was 
included as a covered diagnosis in the 
LCD.

• The current LCD ICD-10-CM version does 
not include I73.9 (Peripheral vascular 
disease, unspecified).



GEMS Mapping Issues
 Mapping and crosswalks are attempts to translate 

diagnosis and procedure codes between ICD-9 
and ICD-10. 

 The two systems differ so widely that all attempts 
at translation offer only a series of compromises 
and subjective choices. 

 There is no “mirror image” of one code set with 
the other.



GEMs Are Not An 
Accurate Translation Tool

There are actually many different GEMs that have 

been created by a wide variety of both public and 

private entities. 

The best-known GEMs are the “national” GEMs 

created by CMS, CDC and NCHS in an attempt to 

offer greater consistency in national data.



CMS has committed to update these GEMs annually for at 
least three years beyond October 1, 2014. They consist of 
four downloadable text files freely available at 
www.cms.gov .

1. ICD-10 Diagnosis Codes to ICD-9 Diagnosis Codes

2. ICD-10 Procedure Codes to ICD-9 Procedure Codes

3. ICD-9 Diagnosis Codes to ICD-10 Diagnosis Codes

4. ICD-10 Procedure Codes to ICD-9 Procedure Codes



The Source Code Set is the code set that is the starting 
point for the map. The Target Code Set is the code set being 
mapped to. The GEMs allow for four possible translations or 
links:

1. one-to-none: one source code maps to no target codes

2. one-to-one: one source code maps to one target code

3. one-to-many: one source code maps to multiple target codes

4. many-to-one: multiple source codes map to one target code



Practices using either GEMs or a GEMs-based EHR 
solution for achieving ICD-10 compliance should keep 
these few statistics in mind:

In the “forward” GEMs maps for procedures from ICD-9 to 
ICD-10:

o There are 445 instances where a single ICD-9 code can 
map to more than 50 ICD-10 codes

o There are 210 instances where a single ICD-9 can map to 
more than 100 ICD-10 codes



In the “backward” GEMS maps from ICD-10 to ICD-9:

o There are 6,821 instances in the mappings for diseases 
where a single ICD-10 code can map back to more than 
one ICD-9 code

o There are 6,740 instances in the mappings for procedures 
where a single ICD-10 code can map back to more than 
one ICD-9 code



When is it 
appropriate 

to use 
unspecified 

codes?



ICD-10 diagnosis codes should be directly based on clinical 
documentation. Practices are encouraged to code using ICD-10 
code reference sources instead of using crosswalks, which 
should be used for general knowledge. 

 Specific codes reflecting the most appropriate level of 
certainty known for an encounter should be evaluated first.

 Specific diagnosis codes should be reported when they are 
supported by the available medical record documentation 
and clinical knowledge of the patient’s health condition.

UNSPECIFIED CODES



 If a definitive diagnosis has not been established by the end 
of the encounter, it is appropriate to report codes for sign(s) 
and/or symptom(s) in lieu of a definitive diagnosis.

 When sufficient clinical information is not known or available 
about a particular health condition to assign a more specific 
code, coding should comply with the payer guidelines for the 
use of unspecified codes.

UNSPECIFIED CODES



 The patient may be early in the course of evaluation

 The claim may be coming from a provider who is not directly 
diagnosing the patient’s condition

 The clinician seeing the patient may be more of a generalist 
and not able to define the condition at the level of detail 
expected by a specialist

 If there is in sufficient information to more accurately define a 
condition

Sometimes Unspecified Codes makes sense…



AAPC Makes Several ICD-10 
Guideline Updates 



ICD-10 GUIDELINE UPDATES: 

 In the General Coding, Section 1.B.10 Sequela (Late Effects), 
a paragraph was added to provide examples.  
o These examples include scar tissue after a burn, a 

deviated septum due to a nasal fracture, and infertility 
due to tubal occlusion from old tuberculosis. 

 Descriptions have been added for clarification of the 7th 
characters extensions for Chapter 13 and Chapter 19.

 Chapter specific guidelines for Sepsis (Section 1.C.5) deleted 
the words “and post procedural septic shock” from the 
guideline.



ICD-10 GUIDELINE UPDATES: 

 Coding Guideline for External cause, states the 
selection of the required 7th character must match 
the 7th character assigned to the associated injury.

 Chapter 21 (Section 1.C.21.16) provides a list of Z 
codes that can only be used as Principal/First-listed 
Diagnoses.



REVENUE CYCLE MANAGEMENT

THE POSSIBLE 

PAYMENT 

DISRUPTION FROM 

THE ICD – 10 

TRANSITION COULD 

IMPACT REVENUE 

SIGNIFICANTLY. 



• The overall impact of ICD-10 
goes well beyond the actual 
change in codes.

• Healthcare leaders expect as 
much as a 6% decrease in 
revenue for the next two 
years as a result of the ICD-
10 transition.  Must be 
monitored carefully.

• Days in A/R could increase 
by 20–40 % 

FINANCIAL IMPACT



Current revenue cycle process:

 Is it effective and efficient?

 Will it handle increased rejections/ denials?

 Are there automated processes/edits that 

could help reduce/eliminate manual work?

POST TRANSITION REVIEW,
STRATEGIES FOR MANAGING CURRENT 

REVENUE CYCLE 



o Place current denials into appropriate categories to 
measure and determine action:
• Information Missing
• Unspecified Code Use 
• Incorrect Coding
• Not covered/Medical Necessity

o Eliminate denials caused by practice action or 
inaction  and understand which are appealable

o Compare denials before and after  ICD-10 
implementation

o Rank and distribute to appropriate staff

UNDERSTAND AND MANAGE DENIALS 



Monitor Key Performance Metrics – Before, During 
and After the ICD-10 Transition

o Review Days in A/R, by Payer and by Physician
o Review Productivity, by Physician and Overall Practice
o Review Cash Flow and Operating Expenses

ASSESS KEY PERFORMANCE METRICS



BE STRATEGIC
 Formalize a process for gathering ICD-10 related feedback and 

find ways to share this insight across the organization

ANALYZE FEEDBACK
 Make necessary changes to workflow processes and provide 

additional training for staff, if needed

MONITOR DENIAL TRENDS
 Get your staff comfortable with specialized workgroups so that 

you’ll be better prepared to segment workload by payer

CONTINUE TO FOCUS ON REDUCING PREVENTABLE, NON-
ICD-10 RELATED DENIALS

TIPS FOR POST ICD-10 TRANSITION



Insufficient or inadequate clinical documentation 
leads to increased payer denials, requests for notes 

and coder queries.  
• Provide each physician with his/her most 

frequently used diagnosis codes in both ICD-9 and 
ICD-10.

• Conduct chart audits (CPT and ICD-10) to provide 
targeted feedback to your physicians

• Engage Physicians – make them part of the 
process!

ASSESS CLINICAL DOCUMENTATION



As we transition further into ICD-10, there is an 
opportunity to capture more accurate, consistent and 
complete information about the nature of patients’ health 
conditions.

ICD-10 does not, in and of itself, result in any 
improvement in the data we have about the health of the 
population. 

We can be just as vague, incomplete and inconsistent in 
ICD-10 as we were in ICD-9. 

ICD-10 only provides the opportunity for greater 
specificity and quality of data. 

CLINICAL DOCUMENTATION



CLINICAL DOCUMENTATION

 ICD-10 is the catalyst for 
good documentation but 
NOT the reason for 
compliant documentation.

 Clinicians document based 
on clinical conditions, not on 
code descriptors.

 Codes should not be the 
primary focus of education –
focus on clinical concepts.



Clinical Documentation Concepts 

The 69,000 ICD-10 codes break down into 21 unique 

documentation concepts.

 Type

 Temporal factors

 Caused by/Contributing factors

 Symptoms/Findings/Manifestati

ons

 Localization/Laterality

 Anatomy

 Associated with

 Severity

 Episode

 Remission status

 History of

 Morphology

 Complicated by

 External Cause

 Activity

 Place of Occurrence

 Loss of Consciousness

 Substance

 Number of Gestations

 Outcome of Delivery

 BMI



Clinical Documentation Concepts 

Type is a clinical documentation factor in almost all conditions.  The 

concept of type describes a condition that is typically considered a 

type of a condition, such as type 1 diabetes or pathological fracture.

Temporal Parameters are a documentation concept that captures the 

timing of the illness or disease process. Temporal factors relate a 

condition to a particular time parameter, such as acute, chronic, 

paroxysmal, or recurrent.

Causation or Contributing Factors are concepts that relate to the 

patient’s condition as a result of another condition.  Clinical 

documentation should include contributing factors as well as if the 

condition is caused by other circumstances.



Clinical Documentation Concepts 

Symptoms/Findings/Manifestations: Documentation should 

include any symptoms associated with the clinical conditions  as well 

as any findings or manifestations.  These descriptors help identify 

the severity of the patient condition or other clinical indicators.

Localization/Laterality: Laterality should ALWAYS be documented. 

There should be no occasion when documentation should not 

include the right or left side.  Localization  is also important.  

Concepts include right, left, bilateral, distal, proximal, oblique, and 

others.

Anatomy: With the level of specificity found in ICD-10-CM the 

anatomical location is important as a documentation concept.  

EXAMPLE: Fracture codes for clavicle include: Lateral end, Shaft and 

Sternal end.



• Clinical documentation is not just about 
coding, and coding is not just about 
payment.

• Accurate coding is a requirement for good 
healthcare data.

• Good Healthcare data is critical to 
improving the quality of care, effectiveness 
of care, and ensuring patient safety.

• Complete and accurate documentation of 
important clinical concepts of the patient 
condition is a requirement for good patient 
care.

• The requirements for documentation to 
support ICD-10 are consistent with  
documentation to support good patient 
care and improve healthcare data.

Good Patient Data 
It’s All About Good Patient Care….



The goal during this transition period is to stay calm, and 
to keep a keen eye on coding, documentation, and 
revenue. 

If you don’t have a clinical documentation improvement 
(CDI) process in place, incorporate CDI into your 
organization quickly. 

Stay alert and resolve all issues as they arise immediately.



CLINICAL/CODING/BUSINESS RELATIONSHIPS

Creating a New Working Relationship

 The role of the clinician is to document as 
accurately as possible the nature of the 
patient’s conditions and services performed 
to maintain and improve those conditions.

 The role of the coding professional is to 
ensure that coding is consistent with the 
documentation.

 The role of  the business manager is to 
ensure that all billing is accurately coded 
and supported by the documented facts.
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