
ICD-10 is on its way. Right now, it’s scheduled to
take effect in three years – on October 1, 2011.
But oh, the confusion of it all! and the altercations

it has sparked! and the work it’s going to create for
medical offices!
The move will be a tremendous job. The current

codebook – ICD-9-CM – has about 16,000 codes. The
ICD-10 codebook has 155,000.
And before the office can use ICD-10, it has to

change to an updated form of HIPAA’s electronic
transaction standards called Version 5010. That has to
go first, because ICD-10 won’t work the current trans-
action standards.
The government wants to get both done on pretty

short notice. It wants to see Version 5010 up and run-

ning by April 2010 and ICD-10 in full force only 18
months later by October 2011.
On August 22, the Department of Health and

Human Services (the branch of the government that
oversees Medicare and HIPAA) published two sets of
proposed regulations outlining the timetables for each
of those two changes.
Proposed means just that. The regulations will get

tweaked a bit before they are made final at the end of
the year. But the timeline likely won’t change much.
Here’s a look at the whys and wherefores of the

new code set and new transaction standards and what
this giant changeover will mean for medical offices.

why a new code set?

The change to ICD-10 is an absolute necessity,
because poor ICD-9-CM is exhausted. It’s almost 30

(please turn to page 3)
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ICD-10 codes are online;
codebooks may be passe
The ICD-10 codes are online. But be aware that

they are in only draft form – not in final form.
Be aware too that there is not yet a specific date

to start using them and that the very soonest they
will be required is three years hence.
To access the codes, go to http://www.cdc.gov

/nchs/about/otheract/icd9/icd10cm.htm. That is the
website of the National Center for Health Statistics,
and the codes there are the official draft of ICD-10.
There is no fee for downloading them, and it

would be a good idea to do so just to take a look at
the structure of the new code set.
Electronic versions of the code set may soon be

available, as the government has given software
vendors the go-ahead to start developing them. But
before buying one, make sure it is clearly identified
as a draft, because that is all that is currently avail-
able.
As to buying ICD-10 in print, proceed with cau-

tion. Because ICD-10 has so many codes, every-
body will likely use it in electronic format and will
have no need for a printed version. �



this month’s
idea

Setting aside two hours for staff
keeps the interruptions in check
Some of the most aggravating problems are often solved with the

simplest solutions. Such was the case at Internal Medicine Associ-
ates in Macon, GA.
The practice has eight-physicians and nearly 75 staff but only one

administrator, and the not unexpected problem was constant inter-
ruptions, says EILEEN M. BATCHELOR. With that many staff,
“somebody was always knocking on the door” to the extent that it
was difficult for her to get her work done.
The issues staff brought in were mostly small but necessary items

such as requests for approvals for medical appointments or vacation
days or time to tend to children’s needs. But there were also inter-
ruptions that required full attention such as staff conflicts or work
issues or even personal issues such as stresses at home. All total, the
interruptions were taking up as much as 30% of her day.
So Batchelor organized the interruptions. And all she did was

open her door at 3:00 p.m. each day to anybody needing her atten-
tion.
The office closes at 5:00 p.m., so that sets aside a full two hours

for whatever might come up. And that part of the afternoon is a good
time for it, she says, because by then, the heaviest part of the patient
flow is finished.
She tells staff to come to her immediately with any matter that

involves a patient but to reserve everything that doesn’t involve
patient care for after 3:00 p.m.
Staff can just walk in or they can send a voicemail of “I need to

talk with you this afternoon,” and she finds they often prefer that
when the issue is a conflict with another employee.
During the two hours, Batchelor works on “things that can be put

aside” such as returning short phone calls and catching up on gener-
al duties as opposed to jobs such as record auditing that require full
attention.
On an average day, she spends 30 to 45 minutes of that time talk-

ing to staff who come in.
The scheduled interruption time also benefits staff, she says.

They are assured of a courteous “come in” whereas in the past it was
not uncommon for someone to come by at a time when she simply
could not take an interruption, leaving her the only option of asking
“can you come back later?” And often a staffer had to come back
two or even three times before she was free to talk.
If your office has set up a system that makes managing easier,

MOM would like to write about it. Contact the Editor, Medical
Office Manager, P.O. Box 52843, Atlanta, GA 30355. Telephone
404/367-1991 and fax 404/367-1995. We pay $100 for every idea we
write about in this column. �
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(continued from page 1)
years old and its format simply can’t accommodate
many more new codes. In fact, it’s expected to start
running out of available codes as early as next year.
Many of its chapters are full, and the numbering

system can’t be expanded any further because the
codes are made up of only three to five characters.
The ICD-10 codes, on the other hand, have from three
to seven characters.
Because of its limitations, ICD-9 can’t supply

enough detail to describe new technology and new ter-
minologies and newly identified diseases. Neither is it
specific enough to be used successfully for pay-for-
performance.
It’s also not able to do much for research. For

example, right now, there is just one diagnosis code
for wrist fracture. But what if a patient later has a sec-
ond wrist fracture? There’s no way to show if it’s on
the other wrist or a repeat of the original fracture and,
if it’s a repeat, whether it was caused by delayed heal-
ing or nonunion of the original fracture.

an international matter

The need for the change extends even to interna-
tional reasons.
The International Classification of Diseases, or

ICD, was developed by the World Health Organi-
zation. Originally, it was designed to classify only
causes of death (mortalities), but over time, WHO
expanded the system to include non-fatal diseases
(morbidities).
The first edition came out in 1900, and since then a

new edition has appeared about every 10 years. The
new ICD-10 appeared in 1999, and the U.S. has been
using it since then to report deaths. But for morbidi-
ties, the U.S. still uses the ninth edition, or ICD-9,
which has been around since 1979.
Most of the rest of the world has moved faster. As

far back as 2002, 99 countries were using I-10 to
report both mortalities and morbidities. The U.S. is
the only G7 nation that still uses ICD-9 for morbidi-
ties. (The other G7 nations are Canada, France,
Germany, Great Britain, Italy, and Japan.)
Until the U.S. makes the changeover, its clinical

data can’t be matched to the data produced throughout
the world.

an improved code book

On the good side, ICD-10 carries a lot of improve-
ments over the ninth edition.
It covers recent advances in medicine and technolo-

gy. And with the seven-character codes, it has room
for enough alphanumeric expansion to keep up with
advances in technology.
Along with that, it allows for more specific and

detailed coding for primary care encounters, causes of
injuries, mental disorders, neoplasms, and preventive
care.
There are detailed codes to describe patients’

socioeconomic situations, family relationships, and
lifestyle problems.
There are specific codes for ambulatory care, the

results of screening tests, and post-procedural disor-
ders.
And a significant improvement is that ICD-10

makes it possible to distinguish organs and body parts
as right, left, or bilateral.

now for the bad news

Good things aside, however, the move to ICD-10
will be expensive and time consuming. The job entails
far more than using a new code book three years
hence.
The real bugaboo is that everybody’s software will

have to be updated or replaced, because it will have to
accommodate the seven-character codes as well as the
large number of codes – all 155,000 of them. The soft-
ware will also have to interface with the billing and
patient record data.
HHS says small offices may be able to survive with

only software upgrades to accommodate the longer
codes on their superbills, patient data, and claims. It
also says that an office that is PC-based or uses ven-
dor-supplied software may not have to pay for the
upgrades, because most software maintenance con-
tracts provide free upgrades to accommodate regulato-
ry changes. And I-10 is a regulatory change.
It says too that even if the office has to pay for the

software upgrade, it may only have to update the diag-
nosis codes. And if it doesn’t have electronic medical
records – and most offices don’t – it will only have to
make small changes in its billing system.
But whether that applies or not, everybody’s prac-

tice management system will have to be updated.
As to cost, the government estimates that in 2009,

Take a look
at that software contract
The government says smaller offices that use

vendor-supplied software may be able to move to
ICD-10 with only software updates. Most soft-
ware maintenance contracts say the vendor won’t
charge for any updates that are the result of regu-
latory changes.
As the move to I-10 is a regulatory change, the

government’s advice is to take a look at the terms
of the current vendor contract. The vendor may
be required to bear the cost of the upgrade. �
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an office’s system updating will account for 15% of
its total information technology expenses. In 2010, it
will account for 30%. And in 2012, the first full year
the new codes will be used, it will account for as
much as 50% of that expense.
After that, the cost of refining the system will take

up about 5% of the office’s total computer expense.
And there’s more than direct expense involved. The

government admits the job will take “hundreds of staff
hours” in training.

two years to plan

Be ready to move.
HHS says everybody should allow at least two

years for planning and implementing I-10, which
means the job should start no later than next year.
Its own timeline begins with education this

December. In June it will begin the job of setting the
documentation guidelines. Next December, it will start
testing the new codes. And by October 2011 – three
years from now – it projects that everybody will be on
ICD-10.

and still more bad news

Unfortunately, the changeover doesn’t end with the
software situation.
The second part of the picture is HIPAA’s electronic

transaction standards. Those have to be revised before
the ICD-10 codes can be used.
The transaction standards apply to everybody who

participates in electronic claim submission – offices,
hospitals, vendors, clearinghouses, and payers – and
they lay out the procedures for things such as claims
submission, claim status requests, health plan enroll-
ments, payments, premium payments, and coordina-
tion of benefits.
They need updating because it’s been more than

five years since HIPAA’s original transaction stan-
dards were implemented, and gaps have appeared in
the meantime. Some payers, having no way to respond
to situations that have arisen, have set up a few stan-
dards of their own.
The new version of the standards, which is called

Version 5010, will put everybody back on the same
page. Among many other things, it sets out new
requirements on when and how to report diagnoses,
NPIs, and provider information.

too many changes; too little time

The big issue for both Version 5010 and ICD-10 is
time.
As it stands now, Version 5010 has to be in place by

April 2010 (1.5 years away), and everybody has to be

using ICD-10 by October 2011 (3 years away).
Many in the medical community say it’s not possi-

ble to make such a tremendous move in three years.
Just getting everybody on NPIs took that long.
Medical Group Management Association, an

Englewood, CO-headquartered organization that rep-
resents medical practices nationwide, says the time
frame is too short even to be “workable.”
It wants the government to set a deadline for getting

Version 5010 off the ground and then – only after
everybody is on board with the new transaction stan-
dards – start the move to I-10. And it wants at least a
three-year lapse between Version 5010 and I-10.
It opines that I-10 could be “the most complex

change for the U.S. health care system in decades,”
because it will affect the entire span of patient care.
Blue Cross/Blue Shield says the same thing.
MGMA studies show that I-10 will require 95% of

offices to upgrade or entirely replace their practice
management systems and that more than 63% will
have to buy new coding software.
Blue Cross points to the government’s own study

showing the move will cost providers and payers $14
billion.
(Both of the new regulations appear in the August

22 Federal Register. To access them, go to http://www
.access.gpo.gov/su_docs/fedreg/frcont08.html and
click on “August 22, 2008.” Scroll down to “Health
and Human Services Department” and click on
“Health Insurance Reform” and “HIPAA Administra-
tive Simplification.” The first item is the transaction
standards and the second is ICD-10.) �

A staff review system
that covers it all: self,
peers, and management
An Illinois manager has developed a review system

that, besides determining raises, increases communi-
cation throughout the office and also promotes team-
work.
The office is not a medical practice but a law firm,

Foster & Buick Law Group in Sicamore, IL. However,
the system is well suited to any professional office.
Administrator TRACEY R. GALLEGOS terms it a

360-degree evaluation, because everybody reviews
everybody – she and the attorneys review the staff,
and the staff turn around and review them plus their
peers plus themselves.
And to keep the communication and teamwork

open, the reviewing is repeated every six months.
It all begins with a staff self appraisal, which
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Gallegos terms “the most important part” because it
holds staff accountable for their performance. They
write answers to these questions:
— Has this period been good/bad/satisfactory

or otherwise for you? why?
— What was your most important achievement?
— What do you like and dislike about working

here?
— What elements of your job are most difficult?
— What elements interest you most? least?
— How could you improve your performance?
— What training would benefit you?
Staff also rate how well they met their goals during

the past six months and then propose new goals for
the next period.
Following that, staff rate themselves in judgment,

steadiness under pressure, integrity, job knowledge,
meeting deadlines, attitude, teamwork, time manage-
ment, and personal appearance.

next, a peer appraisal

Next is the peer rating section, and here staff
answer only two questions:
— Do you feel your co-workers work together

as a team? why or why not?
— How do you think your co-workers would

describe you?
To ensure candor, there’s a note saying the answers

will not affect promotions or raises but will be used
solely to improve job skills and the work environment.
The peer evaluations have given staff a sense of

“cohesiveness,” Gallegos says. In the past, “they did-
n’t seem to like each other very much,” but they have
since become helpful to one another, and criticism has
moved from nitpicky to constructive.

now for the management

The third section is the appraisal of the attorney
management (which is not unlike doctor manage-
ment), and staff answer these questions:
— Which describes our management: authori-

tarian (makes decisions with no employee
input) or democratic (discusses problems
with employees, makes decisions jointly)?

— Which of those would be the ideal? why?
— What is our management’s best characteristic?
— If you were management, what would you

do to improve the work environment?
That’s followed by questions about the individual

attorney the staffer works for:
— How can your attorney improve feedback

(positive and negative) to you?
— How can your attorney improve your overall

performance?

— Do you get the resources you need? If not,
what do you need to excel?

— Do you need more training in any area?
— Do you feel your employment has an impact

on the office? if not, why?
The staffer then scores the attorney in areas such as

judgment, integrity, adaptability, communication, and
promoting employee development.
And then there’s the appraisal of Gallegos:
— How can I improve your quality of life at work?
— Do you have access to the resources within

the office? If not, what do you need to excel?
— Do I address concerns about you constructively?
— If you were the manager, what would you do

differently?
The staffer then scores Gallegos on judgment,

integrity, and so on.

here’s what we think about you

In the last section, the attorney and Gallegos each
give the staffer a numerical rating in a lot of areas:
work ethic, ability to get along with others, serious-
ness about the job, organization, ability to work with-
out supervision, attention to detail, work quality,
punctuality, personal appearance, helpfulness, being a
self starter, willingness to accept responsibility,
respect for others, problem solving, flexibility, and the
ability to meet deadlines.
They also finalize the new objectives for the next

six months. Those are usually things such as learning
a new skill so the staffer can help out in another area.
Gallegos adds that it’s essential to get the attorneys’

remarks because, like physicians, attorneys don’t
always mention staff issues, which means a perfor-
mance problem might otherwise not get addressed.
What’s more, staff aren’t always aware that they

need to improve. When they started comparing their
self ratings to those the attorneys gave them, “they
sort of woke up.”

a little light conversation

Gallegos goes over the completed appraisal with the
staffer and in doing so follows a specific order.
She starts out by telling the staffer whatever salary

increase is due. That needs to go first, she says, or the
staffer “will be thinking about that the whole time.”
Next she goes over all the positives.
Then she talks about the areas needing improve-

ment – for the staffer, the office, and herself.
Then comes a discussion of the new objectives.
And that’s followed by a little casual conversation.

Says Gallegos, taking those few minutes at the wrap-
up to talk about “how is it going?” goes a long way to
building a constructive relationship. �
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– the Obama basics –

The focus of the Obama plan is on requiring
employers to provide insurance or pay a tax if they
don’t.
Specifically, employers that don’t provide “mean-

ingful” health coverage would have to pay a percent-
age of their payroll to fund a national health insur-
ance.
The government would use that money to set up two

national health insurance programs, and the overriding
requirements of each would be that nobody could be
turned away because of a pre-existing condition and
that nobody’s premium could not be based on health
status.
Neither plan would be free. People would still have

to buy their own coverage. However, the government
would provide subsidies for low-income people.
National health plan. First, there would be a

national government-run plan that would be open to
people who don’t have access to group coverage. It
would also be open to small businesses.
Premiums and co-pays would be controlled, and

hospitals and providers who participate would be
required to report quality data.
It would provide coverage for medical, preventive,

maternity, and mental health care and would be
portable from job to job.
National Health Insurance Exchange. The second

program would be a National Health Insurance
Exchange where people could buy private insurance.
Individual payers would participate, and the

exchange would set rules on coverage and cost.
The plans offered under the exchange would have

to provide at least as much coverage as the national
health plan.
The Obama plan also calls for “mandatory coverage

of children,” though it doesn’t say how that would be
achieved. And along with that, it requires that children
be able to continue coverage under their parents’ plans
up to age 25.

– the McCain basics –

Instead of taxing employers for not providing
insurance and instead of setting up a government-run
insurance program, the McCain plan would change the
current tax setup so that employees – and everybody
else – would be able to buy their own coverage.
Right now, employees don’t pay income tax on the

insurance premiums their employers cover. McCain
would eliminate that, and with the tax revenue gener-
ated – an estimated $3.6 trillion in the next 10 years –
would give people tax credits to buy insurance.
The credits would sort of zero-out the extra income

tax everybody would be paying.
They would be paid to everybody, even those who

don’t pay taxes. Individuals would get a maximum of
$2,500 annual insurance credit, and families would get
up to $5,000.
The uninsured would then have money to buy cov-

erage.
People who get insurance at work could use their

credits to pay their portion of the premiums. Or they
could eschew what their employers offer and buy
other insurance. Either way, the government would
send the money directly to the insurance company.
Whatever people don’t use could go into a health

savings account.
By letting individuals make their own purchasing

decisions, McCain says, people will be thrifty and
won’t be buying unnecessary health care options.
As to pre-existing conditions, McCain would set up

a guaranteed access plan, or GAP, that would ensure
coverage for people who can’t get individual coverage
because of their health status.
The GAP could take the form of a nonprofit corpo-

ration that contracts with payers to cover those
patients. There would be limits on the premium
amounts, and lower-income people would get govern-
ment assistance.
The plan would also expand the current HIPAA pro-

tection against excluding pre-existing conditions.

The basics of each plan

Health care Obama style/McCain style
– a MOM mini seminar

Here’s a brief outline of what the Democrats and the Republicans propose to do with health care.
The working of the two plans are different, yet each has the same goals: allowing everybody to buy

health coverage and not penalizing anybody for a pre-existing condition. But, of course, whichever
plan wins, it will be hashed out and maybe even hacked up in Congress before it becomes reality.
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– the Obama particulars –

The Obama plan would also do these things:
• Pay for performance. Continue pay for perfor-

mance and base payments on outcome measures.
• Technology. Invest $10 billion a year for the next

five years to move the U.S. to an electronic health
care system.
• Transparency. Require hospitals and physicians

to report data on cost and quality. The quality data
would include preventable medical errors, nurse
staffing ratios, hospital-acquired infections, and dis-
parities in care. Payers would have to report the per-
centages of their premiums that go to patient care and
to administrative costs.
• Malpractice. Continue the current controls on

malpractice premiums. Also set up new ways to
address physician errors so as to reduce the need for
malpractice suits, though the plan does not say what
those might be.
• State flexibility. Allow states to explore other

coverage options, though all programs would have to
meet the standards of the national health plan.
• Drugs. Increase the use of generics in Medicare

and the national plan, allow foreign drug imports, and
speed up the introduction of generic drugs.
• Insurance competition. In areas where competi-

tive plans are not available, payers would have to pay
a “reasonable share of their premiums” toward patient
care, though that is not defined.
• Coordination of care. Set up care management

programs. Also require plans in the exchange to have
management programs for chronic conditions.
• Medicaid and SCHIP. Expand both so more peo-

ple could qualify.
• Research. Fund research on the comparative

effectiveness of drugs, medical devices, and proce-
dures.
• Catastrophic coverage. Set up federal reinsur-

ance to reimburse payers for some of the cost of cata-
strophic care in group plans. However, payers could
only use the money to reduce their premiums.
• Disparity of care. Require hospitals and payers

to report quality measures for minorities. The plan
would also diversify the health care workforce to
ensure “culturally effective care.” And it would fund
safety-net institutions to ensure care for underserved
populations.
• Medicare Advantage. Pay the Advantage plans

on the regular Medicare scale.

– the McCain particulars –

The McCain plan would also do these things:
• Pay for performance. Continue pay for perfor-

mance and base payments on outcome measures.
• Technology. Expand data technology to electronic

medical records and also to make it possible for doc-
tors to share information and thereby be able to prac-
tice across state lines.
• Transparency. Set national standards for measur-

ing treatments and outcomes, and make physician per-
formance records public, including data on medical
outcomes, quality of care, and cost.
• Malpractice. End frivolous malpractice claims by

prohibiting suits against physicians who follow clini-
cal guidelines and safety protocols.
• State flexibility. Allow states to set up alternative

forms of access and to do such things as pay for
episodes of care, use private insurance, and develop
new types of insurance policies.
• Drugs. Allow foreign drug imports and speed up

the introduction of generic drugs.
• Insurance competition. Allow insurance compa-

nies to sell policies across state lines. That way, peo-
ple who live in states that require policies to carry a
certain amount of benefits could buy out-of-state poli-
cies that provide fewer benefits and less coverage –
and a lower price.
• Coordination of care. Pay a single bundled

amount to doctor and hospitals for each episode of
care and base the payment on performance and out-
comes ratings.
• Medicare reform. Base payments on prevention

and coordination of care; allow no payment for med-
ical errors or mismanagement.
• Research. Fund research in treating chronic dis-

ease. Also emphasize prevention, early intervention,
healthy habits, new treatment models, and greater use
of information technology.
• Health savings accounts. Expand the benefits to

encourage use, though the plan does not say how that
would be done.
• Access to care. Set up walk-in clinics in retail

outlets.
• Smoking cessation. Increase the number of ces-

sation programs.
• Long-term care. Continue state trial home care

programs that include giving patients a monthly pay-
ment to buy caregiver services and medical equip-
ment. �

The individual points of each plan
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Retaliation: nothing new,
but it carries elements
managers tend to forget
Most managers are good at keeping safe from dis-

crimination claims. But few managers pay close
enough attention to the fallout discrimination can
bring – retaliation.
Retaliation carries financial damages just as signifi-

cant as the discrimination, says employment law attor-
ney JULIE A. PACE of Ballard Spahr Andrews &
Ingersoll in Phoenix. What’s more, its claims have a
higher rate of success than do discrimination claims.

not just a claim for the victim

Retaliation is any adverse action an employee takes
against an employee because that person has made
some complaint.
And oddly enough, the office can get sued for retal-

iation even if the complaint is found to be baseless.
“There have been numerous cases where that has hap-
pened,” Pace says.
Also, it’s not just the alleged victim who can claim

retaliation. Witnesses too can sue if they think they
are being retaliated against for speaking out in an
investigation.

some retaliatory surprises

As to what can give rise to a claim, the list is varied
and carries some surprises.
What’s obvious are efforts to harm a job position. If

someone who has cried discrimination – even if the
claim was thrown out – is fired, not promoted, or not
given a raise, the manager had better have solid proof
that the decisions was job-related.
The same is true with evaluations. If they were con-

sistently good before the discrimination claim and
now turn negative, watch out.
Other violations are not so obvious.
Personal attitude toward the victim can support a

claim, as when a manager speaks ill of the employee’s
personality. And that happens, Pace says. Managers
send each other negative e-mails about a victim with-
out ever thinking “that everything written on technol-
ogy is online forever.”
Shunning by not asking the employee to participate

in office functions is also considered retaliatory. So
are subtle personal shuns such as not inviting the per-
son to lunch when invitations were commonplace
before the incident. And, she notes, that’s true even if
it’s the other staff who are doing the ostracizing.
Be careful too about what’s said. Don’t confront the

victim with remarks such as “We think it’s unforgiv-

able that you raised a complaint. You don’t belong
here.”
Beware too making changes in the job schedule.

Changing the work hours, for example, could be seen
as an effort to make the job more difficult, particularly
if the change creates childcare issues for that staffer.
And then there’s the violation nobody every thinks

of, Pace says, and that’s putting the victim on paid
leave during a discrimination investigation.
“Lots of people make that mistake.” They do it as a

courtesy, assuming the employee is upset and would
rather not be in the office while the investigation is
going on.
Not so. The EEOC says an employer “can’t change

the terms and conditions of the job” without the
employee’s consent. Offer the paid leave, but at the
same time give the employee the option of staying on.

an anti-everything policy

Safety demands an anti-everything policy, Pace
cautions – anti-harassment, anti-discrimination, and
anti-retaliation.
For retaliation, say that the practice “will not toler-

ate retaliation for complaining about harassment or
discrimination or for providing information in connec-
tion with a complaint.”
Say further that the office encourages everybody to

report harassment, discrimination, and retaliation.
Then make it even stronger by saying that employ-

ees are required to cooperate with investigations of
harassment, discrimination, and retaliation.
Explain the policy to new hires, and provide train-

ing on it regularly. Some states require training as
often as once a year, though it can be informal, per-
haps 10 minutes in a staff meeting reminding people
of the policy and giving examples of violations.
Also, she says, to document that the training is

done, have staff sign a statement that they received it.
With that and with procedures in place for making

complaints, the doctors will have “an affirmative
defense” should a claim arise. �

by john chase
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More of ICD-9’s new codes
plus related new V codes

BY THERESE M. JORWIC, MPH, RHIA, CCS, CCS-P
Last month we covered ICD-9-CM’s updates from

infectious diseases through the nervous system.
Here we continue, starting with the circulatory sys-

tem and, jumping around a little, ending with the peri-
natal period. In between are some related new V-codes
These updates take effect October 1. For a list of

them, see the May issue of MOM. In addition, a few
new updates were added late in the summer, and those
appear in the August issue of MOM.

the circulatory system

New here is 414.3 for coronary atherosclerosis due
to lipid rich plaque, an important diagnosis distinction
for patients receiving a cardiac stent, because it helps
determine the type of stent to use.
With lipid rich plaque, a bare metal stent usually

produces better results than does a drug-eluting stent,
or one that releases drugs into the blood vessel. The
bare metal stent simply holds the vessel open.
Code the type of coronary atherosclerosis first and

then use this code second.

the respiratory system

Just two fifth-digit additions here.
Code 511.81 identifies malignant pleural effusion,

or excessive fluid in the chest. Until now, that could
only be coded as a malignant neoplasm of the pleura.
Yet effusion is not necessarily due to a tumor in the
pleura but can be caused by other cancers, including
lymphoma of the thoracic area. In that situation, the
lymphoma blocks the lymph system and thereby caus-
es the effusion.
A note here says to code the neoplasm first if it is

known.
Also new is code 511.89 for other types of effusion

except that caused by tuberculosis.

the digestive system

In this area are new codes for eosinophilic gastro
intestinal disorders, or EGID, in the esophagus, the

stomach, the stomach and small intestine, and the
large intestine.
The eosinophils are white blood cells that help fight

infections and allergies, and a high count of them can
indicate allergies, parasitic infections, and skin disor-
ders
The first new code is 530.13 for eosinophilic

esophagitis.
Next are 535.70 and 535.71 for for eosinophilic

gastritis with and without hemorrhage.
Those are following by 558.41 for eosinophilic gas-

troenteritis, or inflammation of the stomach and small
intestine, and by 558.42 for eosinophilic colitis, or
inflammation of the large intestine.
The symptoms of both are severe vomiting and,

with colitis, blood in the stool. The treatment includes
dietary restrictions and the use of feeding tubes,
steroids, and anti-Interleukin-5 antibodies.
Following those is new code 569.44 for dysplasia of

the anus. That condition is being diagnosed more
often because of the increased use of anal cytologic
smears. Like Pap smears, they identify dysplasia and
carcinoma.
New too is 571.42 for autoimmune hepatitis. That

needed a code of its own because unlike other types of
hepatitis, it can’t be traced to excessive alcohol use or
to exposure to toxins. Instead, it is an autoimmune
condition where the body’s immune system attacks the
liver cells causing continued inflammation and necro-
sis. Immune serum markers are present, and often the
patient has other autoimmune disease as well.

the genitourinary system

In the genitourinary system, the new codes cover
three areas: the urinary system, breast disorders, and
disorders of the female genital tract.
In the urinary system, the newcomers begin with

codes for hematuria (599.7x), or blood in the urine.
Fifth digits have been added to show whether the
blood is gross or apparent (599.71), microscopic
(599.72), or unspecified (599.70), an important dis-
tinction because with gross hematuria there is a 30%
chance the patient will develop bladder cancer.
Related to that are new V codes (V87.xx) showing

exposure to toxic elements, an event usually associat-
ed with bladder cancer because the chemicals sit in
the bladder. Hairstylists, firefighters, truck drivers,
textile workers, and smokers, for example, have an
increased risk of the disease.
The new V codes start with V87.01 for arsenic

exposure and continue on to metals, aromatic ele-
ments, and various drug therapies. But they can be
used only if the physician documents that the expo-
sure contributed to the bladder cancer.
An interesting note: the other types of hazardous

exposures are coded in the V15 area, but there was no

ICD-9-CM and CPT
coding update
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room there to add these codes – just one more illustra-
tion of why ICD-10 is necessary!
The second area of new codes in the genetourinary

system is breast disorders, specifically, the reason for
breast reconstruction.
Reconstruction following breast surgery can take

months to complete, and until now, the codes have not
shown the various stages of it. The new codes do that
and also tell whether the reconstruction applies to a
native or reconstructed breast.
Code 611.8x has new fifth digits to show ptosis or

drooping of the breast, hypoplasia or smallness, con-
tracture of a breast implant, and other disorders.
Also new are 612.0 for a deformity of a reconstruct-

ed breast and 612.1 for disproportion between the
native breast and the reconstructed breast.
Again, there is a new related V code.
It is V51.0, and it shows an encounter for breast

reconstruction following a mastectomy. It explains
why the patient has come in – to begin the reconstruc-
tion process. And a note says it applies only when the
reconstruction is needed because of mastectomy, not
because of a breast deformity.
The third area of new codes in this chapter is vulvar

disorders.
New code 625.70 is for vulvodynia, which is pain

that persists for at least three months but has no iden-
tifiable cause. Estimates are that 13 million women
suffer from the condition, which they often describe
as burning, stinging, or a rawness much like acid on
an open wound.
Along with that is new code 625.79 for other vulvo-

dynia.
And new code 625.71 shows vulvar vestibulitis, a

type of vulvodynia that includes redness and inflam-
mation.

pregnancy

The updates here begin with cervical shortening
during pregnancy, which is new code 649.27.
Shortening can occur in the second trimester and is

a warning sign of premature birth. In fact, the
National Institutes of Health says patients who have a
cervix shorter than 25 mm at the 16th week of preg-
nancy are three time more likely to deliver premature-
ly than other women.
Code 649.70 says the shortening has occurred after

delivery, and code 649.13 shows it is an antepartum
condition.
And once again, there is a related new V code. It is

V89.05 for suspected cervical shortening that is not
found.
Following those are new 678 codes for fetal compli-

cations. Code 678.0x is for fetal hematologic condi-
tions, and code 678.1x is for fetal conjoined twins.
With each, there is a fifth digit to show the episode of

care as unspecified, delivered, or antepartum compli-
cation.
From there, the focus turns to complications from in

utero procedures.
With the 679.0x codes it’s the mother who experi-

ences the complications, and with the 679.1x codes
it’s the fetus experiencing them. Each carries a fifth
digit, once again to show the episode of care –
unspecified, delivered, delivered with postpartum con-
dition, antepartum complication, and postpartum com-
plication.
Note that those are only used for the fetus before

birth. For a newborn, complications are coded in the
perinatal chapter (760.61-760.64).

the perinatal period

Now skip down to the perinatal period where there
are related codes for adverse effects on the newborn
caused by surgical procedures on the mother.
First are the 760.6x codes where 760.61 shows a

newborn affected by amniocentesis, 760.62 shows a
newborn affected by any other in utero procedure,
760.63 shows the baby is affected by a surgery on the
mother (such as an appendicitis), and 760.64 says the
cause was a previous surgery on the mother.
Next are the 777.5x codes for necrotizing enterocol-

itis. The fifth digits identify the condition as unspeci-
fied, stage I, stage II, and stage III.
And once again, there are related V codes, this time

to show personal history presenting hazards to health.
New code V15.21 is for the mother, and it indicates

a history of in utero procedure during pregnancy. New
code V15.22 is for the child, indicating that the patient
experienced an in utero procedure while a fetus.
New too are codes V23.8x for high-risk pregnan-

cies. Code V23.85 covers a pregnancy that occurred as
a result of reproduction technology, and code V23.86
shows there was an in utero procedure during a previ-
ous pregnancy.
Following those are three new antenatal screening

codes – V28.81 for fetal scan of the anatomy, V28.82
for a screen for the risk of premature labor, and
V28.89 for other screening.
Then skipping further, there are new “good news” V

codes saying that a suspected pregnancy-related prob-
lem was not found. They are V89.01 through V89.05
for suspected problems in the amniotic cavity and in
the placenta, for a suspected fetal anomaly or problem
with fetal growth, and for suspected cervical shorten-
ing.
And V89.09 covers any other maternal or fetal con-

dition not found.
Therese M. Jorwic, MPH, RHIA, CCS, CCS-P, is

assistant professor of health information management
at the University of Illinois at Chicago and senior
consultant for MC Strategies in Atlanta. �
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Military families now get
an extra 14 weeks
of special FMLA leave
The Family and Medical Leave Act now allows spe-

cial leave to a new group of employees – the family
members of military personnel.
The change comes from an amendment made to the

National Defense Authorization Act.
It took effect this year, and it came about “because

there was recognition that the stresses of the deploy-
ments in Iraq and Afghanistan were having a real
impact on families,” says DANIELA. SCHWARTZ,
an employment law attorney with Pullman & Comley
in Hartford, CT.
The new addition gives as much as 26 weeks’

unpaid leave to the families of service members, and
for that reason, it’s being called the military FMLA.

two types of military FMLA

The new provision sets up two types of leave for
military families.
First is active duty family member leave. An

employee can have up to 12 weeks’ leave to take care
of “any qualifying exigency” or pressing business sur-
rounding the fact that a spouse, child, or parent is on
active duty or has been called to active duty. The gov-
ernment has not yet issued regulations on what a qual-
ifying exigency includes, which means managers sim-
ply have to act in good faith in the meantime.
Second is caregiver leave. An employee can take up

to 26 weeks to care for a service member who is
recovering from a serious illness or injury sustained in
the line of duty.
There is a limit to that, however. The FMLA

already allows 12 weeks of personal leave, and the
military provision does not add another 26 weeks to
that. An employee who has already taken 12 weeks of
regular FMLA leave can’t take another 12 weeks of
active duty family member leave. Neither can that
employee take another 26 weeks to care for the
wounded soldier. For military families, the maximum
FMLA leave time in a 12-month period is 26 weeks.
The purpose of the new provision, Schwartz says, is

to ensure that service members have family support
while they are undergoing medical treatment. And, he
notes, though the law doesn’t spell it out, that likely
includes mental as well as physical illness.

just an addition to FMLA

The new provisions apply only to employers that
already come under FMLA, or offices with more than
50 employees. But be careful of the count. Depending

on the structure of the practice, the doctors can be
employees.
All the rules that apply to regular FMLA leave

apply to the military-related leave. Thus, the office
can require that the employee throw any unused vaca-
tion or sick days into the military FMLA leave time.
It can also require certification that the family

member is indeed covered by the military provision.
For example, if somebody claims a spouse has been
called to active duty, the office can require a copy of
the orders. Or if the leave is to care for a wounded
veteran, it can require a doctor’s certification that the
service member needs care.
(The FMLA with the new military provisions high-

lighted can be found at http://www.dol.gov/esa/whd
/fmla/NDAA_fmla.htm.) �

Women in business:
communicate freely
and with confidence
Despite the fact that half of today’s medical stu-

dents are women and despite the fact that women far
outnumber men in medical management, the medical
business environment remains male-dominated.
As a result, women often feel they have to commu-

nicate in business differently than is their nature to do
lest they get squelched.
Not so, says ANNE HOULIHAN of Elevated

Leadership International, a business success consult-
ing firm in Rancho Cucamonga, CA.
“Women and men are wired differently,” but one

isn’t better than the other. Both bring valuable – albeit
different – talents to the business world, and women
need to appreciate what they do bring.
“Let go of the gender difference,” she says. In the

male business world, it’s both permissible and effec-
tive to communicate like a woman. Do it with confi-
dence.

first to thine own self be true

The most important rule of good business commu-
nication is the very simple rule of “be yourself.”
Too many women “try to fit into an image of what

they think they are supposed to be” as opposed to
being “an authentic self,” Houlihan says.
But it doesn’t work. Not being a man, a woman try-

ing to communicate like a man can only sound staged.
The conversation is forced, and the message goes
unappreciated.
Being tough and playing hardball aren’t inherent to



a woman, so the act fails. Far more effective is the
woman who admits being female and brings her own
feminine qualities to the table.
Houlihan’s advice is don’t look at business negotia-

tions as a me-against-them situation that can only be
won by a fight. The day is won by knowing the mater-
ial and being confident – and not being afraid to be
feminine. When a woman presents that appearance –
and is also feminine – “people open up.”

water off the duck’s back

Another rule: separate emotions from business.
Don’t take it personally when a man is critical or

even overly critical. Let it go. The strongest comeback
is to know the subject, make points with confidence,
and stand firm.
Also, Houlihan says, don’t show lack of confidence

through body language. “It’s easy to tell when a
woman is intimidated, because she doesn’t hold eye
contact.” Don’t look away from the man. Keep the
contact.
Sit with “great posture” and at the same time don’t

lose sight of personal skills and abilities.

it’s okay to say ‘I don’t know’

One of the biggie rules: “I don’t know” is an
acceptable answer.
In a male environment, “women tend to think they

have to have the answer to everything.” They fear that

not having an answer or not giving at least some sort
of response will undermine their credibility or make
them look bad.
Such is not the case. Giving a wrong or incomplete

answer is far worse than admitting ignorance. Suppose
the doctors act on a wrong answer and get a disastrous
result. Then the manager’s credibility is destroyed for
all time.
She points out that men aren’t loathe to admit not

knowing something. Women should do the same. Say
it with confidence: “I don’t know the answer, but I’ll
research that and get back to you.” That’s professional
and honest and garners respect.

turn up the light

Then there’s the power picture. Around men,
women downplay their strengths and abilities. They
are sensitive to the fact that a man can be threatened
when a woman holds the high ground.
In a meeting, for example, no woman is eager to

correct a man’s incorrect statement “for fear it will
make him look bad.” Neither does she relish usurping
credit from a man out of fear of upstaging him.
That attitude gets carried to the point that women

“lower their demeanor.” Instead of “letting their light
shine,” they keep their talents hidden.
That may be noble, Houlihan says, but it sure won’t

help a woman succeed professionally.

translate intuition into logic

Even so, there is one female communication trait
that’s best shoved to the back burner, Houlihan says.
And that trait is letting intuition influence an argu-
ment.
“Women think emotionally,” but a man isn’t swayed

by instinct; he’s persuaded by logic.
In woman-to-woman communication, there’s noth-

ing wrong with saying “I just have a bad feeling about
this job applicant. I don’t think we should hire him.
My intuition says to stay away.” The other woman
understands that completely because she knows that
“95% of the time, intuition is right.”
But a man won’t accept it. He wants to know what

evidence there is to support not hiring that applicant.
When talking with men, translate intuition into fact.

Give tangible reasons. Make logical points. With the
hiring situation, for example, change the argument to
“I think we should look for someone stronger in X” or
“This person doesn’t have the communication skills
we’re looking for.”
Logic is particularly necessary when the conversa-

tion is with a man the woman does not know well, she
adds. When a relationship is established, intuitive
comments are usually accepted. But at the beginning,
stick to the facts. �
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