
Converting to ICD-10: 

 Challenges and Impacts for  

Health Care Providers  

Physician Practice Advantage Conference 

BankUnited N.A. ~ 6 March 2014  
 

 

Christopher B. Sullivan, PhD 

Image Research, LLC  



Christopher B. Sullivan, PhD 

Image Research, LLC 

Image Research offers expertise in:  

• Privacy and Security of Health IT 

• Implementing Electronic Health 

Record systems and Meaningful Use 

• Strategic planning and training for 

the transition to ICD-10 

• Health Information Exchange 

Dr. Sullivan is an adjunct faculty 

member at  Nova Southeastern and 

Florida International University. 

 

 

Dr. Christopher Sullivan, PhD, is the President and CEO of 

Image Research, LLC, a communication consulting firm that 

specializes in health care informatics.  



Converting to ICD-10: Challenges and Impacts 

This presentation covers the following topics: 

• The background of ICD-9 and ICD-10 codes and why a 

change to ICD-10 is needed. 

• The increased complexity of ICD-10 codes that provide more 

clinical descriptiveness but also mean more work for 

physicians and medical staff.  

• An overview of the changes that the transition to ICD-10 will 

cause for health care organizations large and small. 

• The internal and external costs that will accompany the 

transition to ICD-10: 

o Costs of increased documentation, providing training and 

purchasing technology for a provider. 

o Costs of claim denials by health plans due to incomplete 

documentation or inadequate mapping between code sets. 

 

 

 

 

 

 

 

 

 



History of ICD-9-CM 

The World Health Organization (WHO) developed ICD-9 for 

use worldwide. 

• The U.S. developed the clinical modification (ICD-9-CM) in 

1979 by:  

o  Expanding the existing number of diagnosis codes. 

o  Developing the procedures coding system (CPT). 

• ICD-9-CM Diagnosis codes are used by all providers to 

describe diagnoses and procedures in both an inpatient 

setting (in the hospital) and in an ambulatory setting (the 

physician practice). 

• ICD-9-PCS Procedure codes are used by inpatient hospitals 

to report clinical procedures. 

• Current Procedural Terminology (CPT-4) is used for 

reporting ambulatory procedures.  

 

 



Structure of ICD-9 Codes 

ICD-9-CM codes are 3 to 5 digits. The first 

digit is either numeric or alpha (the letters 

E or V only) and all other digits are 

numeric. 



Why Upgrade to ICD-10?  

The ICD-9 system is over 30 years old and no longer  descriptive 

enough to match current health care needs. 

• More precision is needed to identify diagnoses and 

procedures accurately. For example:  

o A patient fractures his left ankle and a month later, 

fractures his right ankle. ICD-9-CM does not identify left 

versus right, so requires additional documentation 

• More flexibility is needed to incorporate emerging diagnoses 

and procedures. For example:  

o When ordering a defibrillator pacemaker, the codes for this 

device are not in the cardiovascular section of ICD-9-CM 

with other similar devices. 

• Changing to ICD-10 aligns the USA with the coding used by 

every other developed country in the world.  

 

 

 

 



Why Now?  
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ICD-10 Implementation – Why Now? 



One Problem with Current ICD-9-CM Codes 

Total joint replacement (TJR) is 

one of the most commonly 

performed and successful 

operations in orthopedics today. 

• Despite the success achieved 

with most primary TJR 

operations, there is a steady 

increase in the number of failed 

TJR’s, due to:  

o Implant longevity 

o A younger, more active patient 

population 



One Problem with Current ICD-9-CM Codes 

Currently, all failed TJR’s are 

coded as either: 

• 996.4 Mechanical complication of 

an internal orthopedic device, 

implant, or graft, or  

• Mechanical complications 

involving external fixation device 

using internal screw(s), pin(s), or 

other methods of fixation. 

• 996.6 Infection and inflammatory 

reaction due to internal joint 

prosthesis. 

 



One Problem with Current ICD-9-CM Codes 

New technologies and surgical 

techniques are constantly being 

introduced into the marketplace. 

• Despite careful laboratory testing, a 

certain percentage of new 

technologies are associated with 

higher rates of clinical failure. 

• Current ICD-9-CM codes limit the 

ability to track clinical outcomes and 

complications related to new 

techniques and technologies in Total 

Joint Replacement. 

 Modes of Failure in Revision Hip and Knee Replacement 

Kevin J. Bozic, MD, MBA and Harry E. Rubash, MD 

www.cdc.gov/nchs/ppt/icd9/att_TJR_oct04.ppt  
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What Is ICD-10? 

• ICD-10 is the updated version of codes used for coding: 

o Diagnoses for all providers (ICD-10-CM). 

o Inpatient hospital procedures (ICD-10-PCS). 

• ICD-10-CM is the US “clinical modification” of the World Health 

Organization ICD-10 code set. 

• ICD-10-PCS is a U.S. creation. 

• ICD-10 allows for much greater specificity of care. 

o Full description and consistency within the code set. 

o Uses modern terminology for descriptions. 

o Creation of combination diagnosis/symptom codes to 

reduce the number of codes needed to fully describe a 

condition. 
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Final ICD-10 regulation was published on January 16, 2009 in 

the HIPAA Regulations (45 CFR 162.1002).  

• The compliance date for using ICD-10-CM for diagnoses and 

ICD-10-PCS for inpatient hospital procedure codes was 

originally set for Oct 1, 2013.  

o This was changed to Oct. 1, 2014 after much protest. 

• All covered entities are subject to that date and there is no 

“transition” time. 

o Services prior to Oct 1, 2014 must be coded with ICD-9 

codes.  

o Services on and after Oct 1, 2014 must be coded with ICD-

10 codes. 

o Transactions for service prior to Oct 1, 2014 will continue to 

be sent or received for some time after conversion. 

 

 

The ICD-10 Regulation 
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Changing from ICD-9 to ICD-10 

ICD-10 codes are markedly different from ICD-9 coding with 

attendant far-reaching implications for health care.   

• Requires changes to almost all clinical and administrative 

systems. 

• Requires changes to business processes. 

• Results in changes to reimbursement and coverage. 

ICD-10 coding allows better diagnosis identification to: 

• Track the severity of disease and measure progress. 

• Identify disease groupings that merit special attention. 

• Ensure effective coverage and payment determination. 

• Improve performance monitoring and increased capacity to 

report quality measures. 

 

 

 



ICD-10 Overview: Structure Changes 

ICD-10-CM codes can be up to seven digits. The first digit is 

always alpha (it can be any letter except U), the second digit is 

always numeric, and the remaining five digits can be any 

combination. 



ICD-10 Codes Increase Dramatically Over ICD-9 

ICD-9 ICD-10 

ICD-9 CM: 

 3-5-character alpha-

numeric diagnosis codes  

 Total of 14,025 codes  

 855 code categories. 

ICD-10 CM:  

 3-7-character alphanumeric 

diagnosis codes  

 Total of 68,069 codes  

 2,033 code categories. 

ICD-9 PCS:  

 3-4-character numeric 

procedure codes 

 Total of 3,824 codes 

ICD-10 PCS: 

 7-character alphanumeric 

procedure codes. 

 Total of 72,589 codes 



ICD-10-CM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Many possible codes 

Converting from ICD-9 to ICD-10 Looks Like This  

S72301A Unspecified fracture of shaft of right 

femur, initial encounter for closed fracture 

S72322A  Displaced transverse fracture of 

shaft of left femur, initial encounter for closed 

fracture 

S72326A  Nondisplaced transverse fracture of 

shaft of unspecified femur, initial encounter for 

closed fracture 

S72301G  Unspecified fracture of shaft of 

right femur, subsequent encounter for closed 

fracture with delayed healing 

S72322G  Displaced transverse fracture of 

shaft of left femur, subsequent encounter for 

closed fracture with delayed healing 

S72326G  Nondisplaced transverse fracture of 

shaft of unspecified femur, subsequent 

encounter for closed fracture with delayed 

healing 

S72302A  Unspecified fracture of shaft of left 

femur, initial encounter for closed fracture 

S72323A  Displaced transverse fracture of 

shaft of unspecified femur, initial encounter for 

closed fracture 

S72331A  Displaced oblique fracture of shaft of 

right femur, initial encounter for closed fracture 

S72302G  Unspecified fracture of shaft of left 

femur, subsequent encounter for closed 

fracture with delayed healing 

S72323G  Displaced transverse fracture of 

shaft of unspecified femur, subsequent 

encounter for closed fracture with delayed 

healing 

S72331G  Displaced oblique fracture of shaft of 

right femur, subsequent encounter for closed 

fracture with delayed healing 

S72309A  Unspecified fracture of shaft of 

unspecified femur, initial encounter for closed 

fracture 

S72324A  Nondisplaced transverse fracture of 

shaft of right femur, initial encounter for closed 

fracture 

S72332A  Displaced oblique fracture of shaft of 

left femur, initial encounter for closed fracture 

S72309G  Unspecified fracture of shaft of 

unspecified femur, subsequent encounter for 

closed fracture with delayed healing 

S72324G  Nondisplaced transverse fracture of 

shaft of right femur, subsequent encounter for 

closed fracture with delayed healing 

S72332G  Displaced oblique fracture of shaft of 

left femur, subsequent encounter for closed 

fracture with delayed healing 

S72321A  Displaced transverse fracture of 

shaft of right femur, initial encounter for closed 

fracture 

S72325A  Nondisplaced transverse fracture of 

shaft of left femur, initial encounter for closed 

fracture 

S72333A  Displaced oblique fracture of shaft of 

unspecified femur, initial encounter for closed 

fracture 

S72321G  Displaced transverse fracture of 

shaft of right femur, subsequent encounter for 

closed fracture with delayed healing 

S72325G  Nondisplaced transverse fracture of 

shaft of left femur, subsequent encounter for 

closed fracture with delayed healing 

S72333G  Displaced oblique fracture of shaft of 

unspecified femur, subsequent encounter for 

closed fracture with delayed healing 

ICD-9-CM 
 
 

821.01 Fracture of 
femur, shaft, 

closed 
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Examples of ICD-10-CM Specificity 

Sports injuries are now coded with 

the sport and the reason for injury 

• ICD-9 code - Striking against or 

struck accidentally in sports 

without subsequent fall (E917.0) 

• There are now 24 ICD-10-CM 

Detail Codes 
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Sports Injury Specificity in ICD-10 

• W21.00 Struck by hit or thrown ball, 

unspecified type 

• W21.01 Struck by football 

• W21.02 Struck by soccer ball 

• W21.03 Struck by baseball 

• W21.04 Struck by golf ball 

• W21.05 Struck by basketball 

• W21.06 Struck by volleyball 

• W21.07 Struck by softball 

• W21.09 Struck by other hit or thrown 

ball 

• W21.11 Struck by baseball bat 

• W21.12 Struck by tennis racquet 

• W21.13 Struck by golf club 

• W21.19 Struck by other bat, racquet 

or club 

 

• W21.210 Struck by ice hockey stick 

• W21.211 Struck by field hockey stick 

• W21.220 Struck by ice hockey puck 

• W21.221 Struck by field hockey puck 

• W21.31 Struck by shoe cleats 
Stepped on by shoe cleats 

• W21.32 Struck by skate blades 

• Skated over by skate blades 

• W21.39 Struck by other sports foot 
wear 

• W21.4 Striking against diving board 

• W21.81 Striking against or struck by 

football helmet 

• W21.89 Striking against or struck by 

other sports equipment 

• W21.9 Striking against or struck by 

unspecified sports equipment 



Changes Will Be Coming with ICD-10 

 

 



CMS and some payers expect delayed payments during and 

after the ICD-10 transition, due to: 

• Insufficient documentation for patient care.  

• Coding errors due to unfamiliarity with ICD-10.  

• Increased payer scrutiny of documentation.  

According to the Workgroup for Electronic Data Interchange, 

account receivable days may increase by 20% - 40% percent 

after converting to ICD-10.  

• For example, say a hospital  averages $450,000 net revenue 

per day with 50 days in A/R. 

• The transition from ICD-9 to ICD-10 can cause a 30% delay in 

A/R to 65 days. 

• Hospital will accumulate a delay in receivables of $6.75 

million (Revenue per day x increase in A/R days). 

 

 

 

 

What Do ICD-10 Changes Mean for Providers? 



The Cost of Not Preparing for ICD-10 

There are both internal and external determinants on the cost of 

transitioning to ICD-10. The most internal important determinant 

is the cost of not preparing for ICD-10.  

• A 2011 survey of ICD-10 

readiness by the Health Leaders 

Media Intelligence Unit found that 

only 3% of its respondents were 

ready for the transition. 

• A DecisionHealth 2013 National 

Physician Practice ICD-10 

Readiness Survey found that 

22.4% of medical practices don't 

expect to be ready for the Oct, 1, 

2014, deadline. 

 

 



The Cost of Documentation Under ICD-10 

A major challenge of ICD-10 is the detail required in providers’ 

documentation. Physicians won’t change how they care for their 

patients, but they will have to change how they document that 

care. 

• The current coding sets and Revenue Cycle Management 

process make little use of clinical documentation.  

o The modifications required in clinical documentation 

represent a challenge to physicians who do not like to 

document and who delegate coding to support staff.  

o The level of detail required by ICD-10 makes it very difficult 

to determine the correct coding after the fact. 

o Physicians may now use superbills that are one or two 

pages in length, but the number of pages will multiply.   

 

 

 



How Complex Can Documentation Become? 

 





ICD-10 Lessons From Canada 

A study in Canada during its transition to ICD-10 compared the 

number of charts completed per hour before and after the 

transition to ICD-10 in 2002. 

• The time to document charts increased because coders had to 

look for more information in the patient record.  

ICD-10  

CA/CCI April 

2002 

ICD-10 

CA/CCI July 

2002 

ICD-10 

CA/CCI April 

2003 

Inpatient 4.62 2.15 3.75 

Same Day 

Surgery 
10.68 3.82 8.53 

Emergency 

Department 
10.37 6.49 8.83 



The Cost of Documentation Under ICD-10 

The level of detail available in ICD-10 places new emphasis on 

the capture of clinical documentation and will require the use of 

an EMR.  

• The transition to ICD-10 will require providers to describe 

patient conditions in a new way.  

• Providers will have to refer to new coding guidelines. 

• Providers will have adhere to new documentation guidelines 

for the purpose of reimbursements.  

• ICD-10 classifies clinical conditions and procedures differently 

than ICD-9-CM, so:  

o Converting complex payment methodologies between 

ICD-9 and ICD-10 could have an impact on claims  

payments to providers. 

 



Disruption in payments to providers may arise due to backward 

mapping from ICD-10 to ICD-9 Diagnosis Related Groups.  

• ICD-9 procedure codes are routinely incorporated in 

established Diagnosis Related Groups (DRGs).  

• With the transformation to ICD-10 two procedure codes 

may be appropriate but neither will translate to the same 

DRG as in ICD-9.  

• Payers may map the ICD-10 codes received from a 

claim to ICD-9 in order to use existing ICD-9-based 

systems without any modifications. 

• This could creates provider reimbursement and payment 

implications, especially in high-cost clinical areas. 

 

Costs to Providers Due to DRG Mapping 



DRGs classify all human diseases according to the affected 

organ system, surgical procedures performed on patients, 

morbidity, and sex of the patient. 

• The DRG accounts for the primary diagnosis plus eight 

additional diagnoses and up to six procedures performed on a 

patient during his or her clinical encounter. 

• The DRG process begins with the physician documenting the 

patient’s principal diagnosis and other factors affecting care or 

treatment. 

• This information is submitted to the medical records 

department where a medical record coder assigns ICD-9 

diagnostic and procedures codes to the encounter. 

• The provider then sends the data electronically to its fiscal 

intermediary on a claim form.  

 

 

Why the DRG Process is So Important 



• The fiscal intermediary inputs these data into its claims 

processing system and uses an automated algorithm called a 

“Grouper.”  

 

 

 

Why the DRG Process is So Important 

• The program then groups 

all discharge cases into 

one of 25 Major Diagnostic 

Categories before 

assigning it to one of the 

499 DRGs. 

• The fiscal intermediary electronically submits the data file to 

CMS containing all the charge data that has been assigned to 

each DRG. 

• CMS assigns a unique weight to each DRG and calculates a 

standardized charge for reimbursement. 

 

 

 



Costs to Providers Due to DRG Mapping 



Training Costs of Transitioning to ICD-10 

Training is essential to get the entire provider organization ready 

for ICD-10. For example:  

• Physicians have to get used to including more specific 

information in their charts. 

• Coders and billers have to learn details of anatomy and 

physiology they didn’t need to know before. 

Training also needs to address: 

• Executive Management  

• Clinicians/Nurses/Case Managers 

• Admitting and Scheduling Staff 

• Patient Access/Administrative Staff 

• Financial Services 



Training Costs of Transitioning to ICD-10 

• IT staff,  directors, and executives can be introduced to ICD-

10 through a seven hour program.  

• Coding staff need at least 60 hours of extensive training in 

order to reach proficiency.   

o At least four hours of practice per course should be allotted, with 

specialty providers focusing on their areas of care. 

o Coders need a mastery level of surgical approach, tools and 

techniques, procedure purposes, standardized procedural 

definitions. 

o Coders must know of etiology, disease characteristics, 

signs/symptoms, manifestations, stages and progression, 

sequelae, prognosis, related conditions and complications. 

The American Health Information 

Management Association (AHIMA) 

recommends different levels of training: 
 



Understanding how ICD-10 codes align with existing ICD-9 

contracts and reimbursements data is critical to billing and 

coordination of benefits. CMS estimates ICD-10 will initially 

result in a decrease in cash flow and loss of revenue. 

• Providers could see an increased number of denials due to 

incongruities between the two coding systems.  

• Denial rates are expected to increase by 100% – 200% after 

transitioning to ICD-10.  

• Denials could stem from improper eligibility checks or 

insufficient documentation for processing a claim.  

• Healthcare organizations may endure declining payments for 

up to two years after the October 1, 2014 implementation date 

 

 

Why Training in ICD-10 Is Important 



The transition to ICD-10 is forcing providers to implement 

technology solutions. 

• The level of detail available in ICD-10 codes makes the use of 

an electronic health record system (EHR) a key technology to 

record clinical documentation.  

• New payment models and regulations are forcing hospitals to 

redirect their budgets to prioritize new RCM solutions that can 

rescue them from hospital layoffs. 

 

Mitigating ICD-10 Impact with Technology 

• Most hospital CFOs have no 

choice but to purchase next 

generation RCM solutions in 

order to meet ICD-10 

reimbursement challenges 

ahead. 



Impact of ICD-10 on a Provider’s Revenue Cycle  



Healthcare providers may face disruptions in their payments 

even if they have planned their transition to ICD-10.   

• The Health Information Management Systems Society 

(HIMSS) ICD-10 PlayBook recommends providers have at 

least six months of cash reserves to cover medical 

supplies, payroll, rent and other costs to keep the practice 

operational following the transition to ICD-10.  

 

 

 

Cash Preparedness in Planning for ICD-10 



Final Comments 

The transition to ICD-10 could be very difficult for many 

physicians – probably your own family practitioner or local 

hospital will feel the pain of change this fall. 

 

 

 

 

 

 

 

• It's better for providers to talk 

with their bankers now 

before operating funds are 

needed later this year. 

• You can reach out to the 

providers you work with and 

help them plan for the 

coming financial storm of 

ICD-10.  

• Help is still available. 
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