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Entering the Home Stretch 
for ICD-10 Transition
ICD-10 is the largest mandate in US 
healthcare history. It will require diligent, 
comprehensive actions to be fully 
prepared for the transition. Practices have 
until October 1 to successfully upload, 
test and implement ICD-10 codes, which 
will replace the ICD-9 code set. Whether 
healthcare firms are ready or not, the US 
government’s upcoming deadline stands 
firm. Hospitals and physician practices 
have been discussing ICD-10 for many 
years. However, even with a one-year 
implementation delay, many are just 
realising that they are still not ready for 
the October 1 start date.

As the implementation date nears, 
experts have expressed varying degrees 
of doubt about the long-term success 
of the updated disease classification 
codes. These include the belief that 
productivity across the board in 
healthcare organisations will plummet, 
leading to a loss of revenue.1 But is this 
so? Can the implementation of successful 
strategies lead to increased productivity 
and revenue? A significant number of 
inquiries have come from organisations 
that have considered ICD-10 to be an IT 
or HIM issue. When looking at the scope 
within a hospital or practice that ICD-10 
encompasses, there are many areas that 
should be involved. Ignoring any of these 
areas can have a detrimental effect on 
ICD-10 readiness.

Following the summer article, which 
covered the general approach to ICD-
10 and governance, this article looks 
at education and standardisation of 
documentation.

Educate Everyone, Early and Often
According to Michael X. Repka, 
MD, MBA, American Academy of 
Ophthalmology medical director for 
governmental affairs, the transition to 
ICD-10 should be virtually seamless 
for practices that have EHR systems, 
but training for physicians and staff is 
critical.2 When conducting an ICD-10 
readiness assessment, a major area of 
review is to evaluate the organisation’s 
educational programmes. All too often 
organisations provide education for just 
the clinical providers, but in fact, ICD-
10 education should extend across the 

entire organisation, be it hospital, office 
practice, home health agency or any 
entity involved in direct patient care.

One would think that ICD-10 education 
would not be an issue, but in reality, it 
is probably the most common problem 
facing the healthcare community. 
Specifically, the problems most frequently 
encountered are lack of education specific 
to a provider’s speciality and ongoing 
reinforcement of the requirement and 
training for best documentation practices 
within the organisation’s electronic health 
record (EHR) products. With the one-year 
delay in ICD-10 implementation, many 
organisations have openly stated that 
educational activities came to an abrupt 
halt. Now we are less than two months 
away from the October 1 deadline. 
Hospitals, clinics and ambulatory 
practices are looking to evaluate just 
how ready they are to move to ICD-10 
and how best to address critical gaps in 
education and training.

ICD-10 education is often not viewed 
as a priority, with the possible exception 
of nursing. Instead of aligning physician 
education to high-volume, high-value 
care, physician training is most often 
addressed with generic online or brief 
classroom sessions. Physicians, nurses, 
coders and billers were the groups that 
have suffered the most. But other areas 
clearly need to understand what is 
needed for ICD-10 – such as registration, 
patient access, case management, and 
social work – and they are no longer 
being trained in the fundamentals of the 
new coding system, either.

Any other areas that need to 
understand how ICD-10 operates have 
all but been ignored for education. They 
understand how this will impact not only 
their work, but it will also negatively affect 
collections through delays and denials. 
The effect on patient satisfaction and 
quality of care can be devastating. To be 
successful, every healthcare organisation 
must assess ICD-10 readiness and use 
the findings to create a meaningful 
education programme. It’s a critical area 
of responsibility for the governance team. 
This overlap between governance and 
education is a critical part of the path to 

ICD-10 readiness.

Document Consistently, with the Right 
Amount of Detail
Concise, thorough and comprehensive 
documentation is not only essential, but 
it is the required basis for ICD-10, as 
well as value-based purchasing, bundled 
payments, pay for outcomes and 
managing episodes of care. Without solid 
documentation, hospitals and physicians 
alike will soon find themselves challenged 
to validate their work, which could lead 
to undervalued or denied payments. 
No one expects every doctor, nurse or 
therapist to document exactly like their 
colleagues. But within an organisation 
there should be clear guidelines in place 
that mandate how clinicians chart key 
components of the medical record.

Lack of consistency in documentation 
takes on many forms. It can be a hospital 
that enables its clinicians to document 
both on paper and in an electronic 
medical record. Or it can manifest itself 
as relying on free text or dictated notes 
that do not follow a consistent format. 
But perhaps the biggest challenge facing 
hospitals and physicians alike is not 
providing the level of detail needed to 
justify selecting high-value codes.

The Centers for Medicare and 
Medicaid (CMS) is well aware of this 
challenge. In 2006, CMS instituted 
Recovery Audit Program (RAC) audits 
for the sole purpose of seeking to 
recoup Medicare and Social Security 
overpayments. To put this into perspective, 
the 2013 CMS Report to Congress noted 
that the Medicare Fee for Service (FFS) 
Recovery Audit Program returned more 
than $3 billion to the Medicare Trust 
Fund.3 When looking at audit triggers 
and providers’ costs, hospitals note that 
medical necessity denials accounted for 
96% of costly complex denials. Managing 
these audits can be expensive; 63% of all 
hospitals reported spending more than 
$10,000 managing the RAC process 
during the fourth quarter of 2012; 43% 
spent more than $25,000 and 13% spent 
over $100,000.4

While hospitals were able to overturn 
about two-thirds of appealed denials, 
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only 40% of hospital denials went to 
appeal. While there is less published 
data regarding physician practices, it 
would not be surprising to see similar 
numbers for this segment of the medical 
community.5

Clearly documentation cannot, by 
itself, address all these woes, but coupled 
with strong governance and training 
on how to do effective documentation 
offers the best solution to avoiding these 
financial penalties. Wide variation in 
physician documentation processes 
within an organisation, department or 
service can complicate coding, prolong 
billing cycles and inhibit effective 
communication across providers and 
with the patient.

The issue comes down to being able 
to consistently retrieve pertinent clinical 
information to support the ICD-10 code. 
If the documentation is there but hidden 
in some dark recess of the chart, then 
the chances of clinicians being able to 
retrieve it for coding is minimal, and the 
organisation risks under-coded charts, 
which loses money. At the other extreme 
is the situation where a physician selects 
a high-value code, but doesn’t chart the 
supporting documentation, thus over-
coding the record. In either case, the 
outcome can pose a severe obstacle to 
the financial stability of the organisation.

Perhaps most disturbing are the 
potential clinical effects of poor 
documentation. In a 2013 study that 
examined the financial impact of CDI, 
there are significant increases in length of 
stay, cost of care and re-admissions when 
documentation falls short of expectation 
for consistency and content.6

Summary
The three pillars to ICD-10 success are the 
same with any enormous organisational 
change: governance, education and 
documentation.

Only those organisations that have 
invested time and resources in governance, 
education and documentation are ready 
to move into ICD-10 pre go-live activities, 
such as testing and dual coding. Even for 
non-clinical staff, such as coders, the 
overwhelming majority admit they need 
to refresh the skills and knowledge they 
acquired in 2014, if they are to be a 
skilled resource in October 2015.

One question remains: “What can 

I do in the time before the deadline?” 
This is the most difficult question of all to 
answer. If an organisation is willing to 
make ICD-10 its primary task through to 
October, then there is a strong possibility 
it can achieve a sufficient amount of 
readiness. It is more likely to be ready to 
start on October 1 and continue to make 
improvements and enhancements on an 
ongoing basis.

If, however, this same organisation 
continues to delay in developing 
a comprehensive assessment and 
remediation strategy, then October 1 
may be only the start of a descent into 
a financial abyss from which there is no 
way out. ICD-10 readiness is a journey, 
but unless the fundamentals are in place, 
moving forward toward an October 1 
launch is an uphill journey on a very 
steep slope.
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