CMS-AAPC ICD-10 Code-A-Thon

BRANDON:
Hello and welcome to today’s webcast.  My name is Brandon.  I will be your web event specialist today.  During the presentation, we will have a question and answer session.  You can ask questions at any time during the presentation.  Click on the green Q&A icon located in the lower left-hand corner of your screen, type in your question and click send to submit.  If you’d like to view the presentation on full screen view, click the full screen button located on the lower right-hand corner of your screen and escape P to return to your original view, and finally, throughout the viewing and presentation, please disable your pop-up blockers.  Should you need technical assistance, it is best practice we first suggest you refresh your browser.  If that does not resolve your issue, please click on the support option in the upper right-hand corner of your screen for online troubleshooting.  It is now my pleasure to turn today’s webcast over to Stephanie.

STEPHANIE:

Hello everyone, and welcome to today’s CMS-AAPC ICD-10 Code-A-Thon.  Please note that today’s presentations are being recorded.  All phones will be muted so that you hear the presentation clearly.  The event will now begin with an introduction from Erica Moore.

ERICA MOORE:
Good afternoon everyone.  This is Erica Moore from Ketchum, and I’d like to welcome you to today’s CMS-AAPC ICD-10 Code-A-Thon.  The Centers for Medicare and Medicaid Services, CMS, is collaborating with the American Academy of Professional Coders, AAPC, to help providers and industry professionals learn about ICD-10.  We are looking forward to reviewing all of your coding questions and the AAPC-certified trainers are ready to assist you.  

Before we get started, I want to give you an overview of how today’s session will run.  We’d like to note that AAPC coders will interpret and apply ICD-10 guidelines and best practices to answer questions during the Code-A-Thon.  The content of this presentation does not necessarily reflect CMS policy.  It is not always possible to provide definitive answers about specific coding scenarios without access to the complete clinical documentation and medical record.  We are kicking off today’s event with an introduction from Denesecia Green of CMS, and a presentation from Rhonda Buckholtz of the AAPC.  Their presentations will be followed by a brief wrap-up where we will address some of the common FAQs, and then we will start the online only Q&A session with the ICD-10 trainers from AAPC.  
At that point, the audio portion of our session will end, but the online platform will be live.  To ask a question during the online Q&A, just select the Q&A button on the left side of your screen and type in the question.  The AAPC trainers will address your question as quickly as possible.  Lastly, I want to let you know that today’s presentations are being recorded.  All phone lines will be muted so that you can hear the presentation clearly.  The audio recording and transcript will be posted to the CMS ICD-10 website at www.CMS.gov/ICD10 in approximately two weeks.  Again, the website address is www.CMS.gov/ICD10.  If you need any assistance during today’s event, please call 866-213-9007 for technical support.  Now, my colleague, Rebekah Yeager, will introduce our first speaker.

REBEKAH YEAGER:

Good afternoon everyone.  This is Rebekah Yeager from Ketchum, and I’d like to introduce Denesecia Green, Director of the Administrative Simplification Group for the Office of E-Health Standards and Services.  Denesecia is going to give a brief introduction from CMS. 

DENESECIA GREEN:
Thank you everyone.  We have one year ahead of us to prepare for the ICD-10 transition date of October 1, 2015, and as you know, ICD-10 codes will provide better support for patient care and improve disease management, quality measurement, and analytics.  CMS is collaborating with the American Academy of Professional Coders or AAPC on today’s Code-A-Thon event to help providers and industry professionals learn more about ICD-10.  Together, CMS and AAPC have conducted a series of webinars and onsite training sessions reaching thousands of healthcare providers and healthcare professionals.  As we enter the final year, let’s keep the momentum going and get on the road to 10.  Together, we can ensure a successful ICD-10 transition.  Thank you.

REBEKAH YEAGER:  
Thank you Denesecia.  Now, I’d like to introduce Rhonda Buckholtz, Vice President of ICD-10 Education and Training at the American Academy of Professional Coders or AAPC.  Miss Buckholtz has more than 20 years of experience in healthcare, working in the reimbursement, billing, and coding sectors, in addition to being an instructor.  She is responsible for all ICD-10 training and curriculum at AAPC.  Today, Miss Buckholtz is going to discuss the ICD-10 changes for physician practices, coding transitions including format and structure, and documentation audits, concepts, tools and resources available from AAPC to help assist with the transition.  Rhonda, over to you.

RHONDA BUCKHOLTZ:
Thanks so much, and if you want to go ahead and flip forward to the next slide.  Welcome everyone to the webinar, and so I’m going to go over some changes with ICD-10 CM and where you’re going to see some areas of concern that you need to think about in the practice.  We’re going to talk about just some basic format and structure of the code and how documentation is going to intersect, and some best practices to make sure that you’re on the right path to ICD-10 implementation.  Next slide please.

So, the first thing that we like to talk about when we talk about the code set changes, of course, is your volume of code, and that is really what seems to be tripping people up, but I try to tell everyone take a look past the codes, we’re going to see how they’re going to intersect.  Yes, there are a lot more codes, but there’s simple ways to use them, and remember, you’re not going to use all of the codes.  We don’t use all 13,000 that we have available in each specialty, so it’s going to be narrowed down to what specialty you’re in and to what you’re actually going to be using.  Next slide please.

What we really want to focus on first in this presentation is in the physician practices and what will really change.  These next slides that I’m going to show you are just snapshots of a typical physicians practice and where, if you haven’t already started looking, where you can start looking for some changes your practice may need to make for the ICD-10 conversion.  These—the pictures of these offices can actually be downloaded on the AAPC website under ICD-10 resources.  Next slide please.

So, first let’s start in the manager’s office.  You’re going to have to take a look at your policy and procedures, and make sure if there’s any  policies and procedures that come into play with medical necessity, diagnosis code, those types of things that need management tracking that they’re going to need to be updated and revised.  You need to take a look at your vendor and payer contracts and determine how you’re getting paid and how that will transition into ICD-10 CM.  Most health plans have probably already reached out to you, but if they haven’t, you might want to check your contracts just to be sure that you have all of that.  You want to make sure that you look at employee training as well.  

So, on this slide we have the clinical area, and in the clinical area we know we’re going to need a lot of changes that go down along the way as well, and so we want to take a look at your clinical policies, your documentation, those types of things.  You can go ahead and flip forward to the next slide please.  

In the clinical area, you need to make sure you take a look at changes to patient coverages.  Keep in mind that even though it’s not going to be a new plan year, patients won’t be changing employers at this time, the coverages could change due to the benefit under ICD-10 CM.  So, we want to make sure that we take a look at those as we’re moving forward.  We want to take a look at any forms we’re using such as ABNs, anything that we need to prove medical necessity, diagnostic, and those types of things as well.  When we’re talking about nursing and the changes to forms, we need to take a look at those, and, of course, with the physician’s office changes to documentation.  We’ve heard a lot about documentation, and I’ll address that in an upcoming slide, but the level of specificity increases with ICD-10, and so we need to make sure that the physician is aware of this.  Next slide please.

For coding and billing, we need to make sure that our coders are well trained and for our billing policies and those as well.  So, as we move forward with the coding and billing, we need to make sure that we really take a good hard look, because policies will be changing.  So, with every health plan that we contract, we want to make sure if there’s any policy changes to payments and those types of things, and, of course, coders are going to need training on anatomy and pathophysiology and those things as well.  As for the labs, think of your diagnostic forms, your x-ray requirements and those types of things, as those will change as well moving forward with ICD-10.  Next slide please.

For your billers, make sure that they stay current on policies.  Remember, all policies will not be revised on October 1, 2015.  It will take time for health plans to evaluate and to move through things.  To make sure that they stay on top of it, you want to make sure that you have a process to monitor.  You’re also going to want to make sure that someone’s monitoring to make sure that your I-10 claims are going through and your old I-9s that haven’t been paid as well.  Next slide please.  

For coding, again, changes to the code sets.  Code sets are going to grow.  Coders are going to need education and training as well, and then if you could transition to slide 15 please.  

One area that you might want to take a look at is patient education.  There are very few practices that will be affected to the point that they’re going to need to change their HIPAA notice of privacy, but for some that went overboard on their HIPAA, then they’re going to need to take a look at those as well.  So, you want to make sure that you provide patient education.  Again, coverages will change those types of things.  So, you’re going to have to really take a look at those as you’re moving forward.  

Let’s transition now into the coding transitions and talk a little bit about those as we’re moving forward.  Next slide please.

So, basic—just a little basic understanding of how ICD-10 coding works in the format and structure.  The format and structure of ICD-10 codes start with a three-character alpha.  So, the first character is always an alphabetical letter.  Next slide please.

The ICD-10 CM classification begins with a three-character category which contains related conditions.  The first character is always a letter, and the second and third characters may be either letters or numbers, which complete the code category or the rubric.  So, as you can see here, the code for gout or the category for gout is N1A.  Next slide please.

The fourth character further defines the site, etiology, and manifestation or the stage of the condition.  As shown here with the addition of the third character, which adds due to renal impairment to the category for chronic gout.  Next slide please.

The fifth and sixth character represents the most accurate level of specificity such as location or laterality.  This identifies more specificity regarding the patient’s condition or diagnosis.  Now, as we can see here, by adding that two, we know the skin condition affects the patient’s left shoulder.  Next slide please.

Certain categories have applicable seventh character extenders that may be letters or numbers, and they change the meaning of description within different categories.  The code is completed with the addition of the character zero, which added without ptosis to the code description.  So, as you can see, we can begin to start building the code.  Next slide please.

Codes that have fewer than six characters but require seventh character extender to complete the code required placeholders indicated by the letter X in ICD-10 CM.  This allows for future extension of the code set.  Next slide please.

Documentation audits are necessary to validate the content for the relation of the medical necessity.  It’s through these types of reviews that we can begin to improve.  Auditing our documentation also helps us to be able to select the most appropriate code and to bill for services rendered without question.  Through continued auditing and improvement, we can have a solid line of defense against any outside auditors.  It also helps us to identify those areas where we need improvement or to help identify any trends in our practices that may be need—may need to be addressed.  It’s an important starting point.  We hear a lot of times where ICD-10 says that documentation needs to change for ICD-10.  Documentation doesn’t need to change with ICD-10.  Documentation needs to change to meet the specificity of the patient’s clinical requirements.  Once we’ve done that, then the codes will fall into place.  Next slide please.

Through the continued improvement of audits, we’re able to identify any risk areas in our documentation, such as not being able to read a provider’s handwriting or the improper use of acronyms or symbols in the medical record.  Through these audits, we can come into compliance with all the necessary regulations, and through this analysis process, you’re actually going to be able to begin to provide education and training and improvement in your practice.  Next slide please.

Justification of care depends on the information found in the medical record.  Translated in that diagnostic codes that identifies the circumstances of the patient encounter.  Because of this, the medical record documentation has to be supportive of the services and procedures that were provided for the patient.  Claims are our first line of defense when we’re submitting for any services.  Next slide please.

Now, you can see on this slide that documentation concepts in ICD-10 actually are not as overwhelming as the number of codes.  So, when we talk about 69,000 codes, if you break that down into documentation concepts, which is really what the provider needs to understand when they’re documenting in the medical record, you can see where these documentation concepts actually start to take place, and keep in mind that even though there’s like 21 listed here, in each specialty, you’re not going to be responsible for all of those.  You’ll also see where certain conditions or documentation concepts are repeated often throughout ICD-10.  So most often, you’re going to see severity, you’re going to see location or anatomical locations, the type, the cause or due to.  Those are the ones you’re going to see laterality most often, and so those are the important ones and to that repetition, we can start building with the clinician.  It’s much better to work with clinicians on documentation concepts than to overwhelm them with the codes.  Next slide.

For example, in ICD-10 CM there are more than 1,800 codes for the fracture of the radius, yet only a little number of unique medical concepts related to radial fractures, and if you break that down even further, there’s like four or five documentation concepts for a fracture.  So, while the fracture codes themselves, in sheer number of volume of codes, has expanded, the documentation concepts remain pretty straightforward and simple.  As a result, documentation can be simplified by the use of a decision tree process for each case that will actually correspond to an appropriate ICD-10 CM code.  This makes it much more manageable.  Next slide please.  

Another important concept that is expanded in ICD-10 CM is combination code.  A combination code is a single code that is used to classify one or more medical concepts.  These extend to the main concepts representing the patient’s condition.  This is represented by concepts such as etiologies, term morbidities, sequelae, complications, classifications, and anatomical variances and other combined concepts that help provide greater detail of the patient’s health state.  So, you can actually see, with this code for the diabetes that we have up, where those manifestations are actually captured into one code.  

In ICD-10 CM, we have the concept of laterality.  This is the main reason why we have as many codes as we have in the code set.  As—but there are patterns.  For example, the character one usually represents the right side, two is usually left and for those codes that have a bilateral option, not all of them do, but for those that do, it’s usually represented with three, and the unspecified codes are represented by a zero if it’s in the fifth character or nine if it’s in the sixth character.  Next slide.

You can see in my examples on the screen here that the first three examples represent this pattern, however, some categories actually break the concept.  As you can see here with the code H65.04 for acute serous otitis media, recurrent, right ear.  Often you’ll see the breaks in laterality with conditions that have upper or lower eyelid or multiple joints.  Next slide please.

Laterality and localization should not be confused with each other.  In documentation terms, these two concepts are separate and distinct.  The concept of localization represents your anatomical location.  For laterality, you’re going to see left, right, bilateral, and unspecified.  Under localization, you’re going to see medial or lateral, proximal, distal, and those types of terms.  Next slide please.

So, now let’s transition into what today’s practices can do to prepare.  Next slide.  There are many who may be listening who are thinking that October of 2015 is a long time away, however, with a transition as large as ICD-10, you don’t want to wait to begin preparing for implementation.  There are also many who might be thinking that the deadline is not firm or that extensions will be granted.  CMS has stated multiple times this deadline is set, and there will be no further delays.  Unlike other transitions that we have made in the past, ICD-10 has one caveat that others did not.  You need to make sure that you strategically prepare for ICD-10, because if you wait until the last minute, you’re going to risk your revenue.  If you can’t get claims out the door, then you can’t get cash back in, and so that’s important for us.  Remember ICD-10 is not a quick fix.  There is a strategic training and implementation that is necessary, lots of testing that needs to take place.  Next slide please.

So, now that you’ve seen a glimpse of how large the implementation of ICD-10 is, there’s some simple steps that you can do to get there.  You can see that we actually have it broken down into nine simple steps, and if you go on the AAPC website, we actually have an implementation tracker tool with checkboxes that will actually help you keep on track that these steps come from.  

So, the first thing that you want to do is give your practice decision makers a high level overview of ICD-10 and get buy in to begin the implementation process.  You’re going to assign teams to oversee the implementation effort.  You’re going to assess all areas of your practice and determine what has to change.  You’re going to plan for the implementation and prepare for the changes, and then you’re going to train your staff on the changes needed for ICD-10, and you’re going to test all changes for ICD-10 prior to implementation.  Of course, then we’re going to successfully implement, and if anything that we do, any time that something requires a change, we have to evaluate the results, what’s working for us and what isn’t working for us.  These are important steps that we really need to focus on.  
Now, while ICD-10 is a large change, it’s not as massive as one thought.  AAPC has actually done some studies with clients and members who have been trained on productivity and the cost of ICD-10 implementation.  What we’re finding is that on average, it is taking about $1,500 per provider to implement ICD-10.  We’re also seeing on the productivity side that after about 80 to 120 hours of good work in ICD-10 CM, productivity levels are up to the same as they were in ICD-9, however, this requires strategic change on your part.  You don’t want to wait until the last minute, and you don’t want to disrupt revenue stream.  So, it’s really important that you begin to prepare your practices now for ICD-10 implementation, begin to work and move forward on it.  
What I like to stress to everyone is that getting code set training in ICD-10 CM right now is not a waste of effort no matter what because ICD-10 training actually makes stronger ICD-9 coders, and as for physicians and working with clinical documentation, by working with those documentation concepts that I showed you earlier, you can actually then begin to make the transition, and you’ll see that all these other initiatives that you’re participating with, the quality measures and the hoops that you have to jump through for incentives for the different plans that you contract with, audits or reviews that come down along your way, once you focus on the documentation concept, everything falls into place for you, and the coding then begins to become an afterthought for clinicians, which is how it should be, because everything we do at the end of the day should benefit better patient healthcare, and so you want to make sure that you use these nine steps and really begin to strategically plan for ICD-10 implementation, because the time is now, and it’s starting to go fast as we’re moving forward.  Next slide please.

There are many resources that are available for you in ICD-10.  The CMS has great information on their website, manuals that you can download, training modules for physicians.  AAPC has free trainings as well through over 500 local chapters.  There’s many ways that you can actually simplify the training and bring it less than that $1,500 per provider, but in order to do that, you’ve got to make sure that you do it strategically, and so, look to the resources that you have out there.  AAPC has coding resources that are available for you that are downloadable tools that you can put at your desk to help prompt you for correct coding, and again, there are all sorts of things.  WEDI, the Workgroup for Electronic Data Interchange, on their website, has mapping files that are available.  So, you want to look out there to your vendors, to your trusted advisors, and look for those resources that can help you implement ICD-10 and take the worry out of it.  Erica, so we can turn it over to the questions now.

REBEKAH YEAGER:
Okay, great.  Thank you so much Rhonda, and thank you Denesecia as well.  So, before we begin the Q&A portion of today’s event, I’d like to ask Rhonda a few frequently asked questions.  So the first one is how much is it going to cost my practice to implement ICD-10?

RHONDA BUCKHOLTZ:
Well, from what we found, more than likely, not as much as previously anticipated.  AAPC has done studies on clients that utilized AAPC and they show on average it costs about $1,500 per provider to fully implement, however, as I stated, ICD-10 requires strategic planning and waiting will drive your costs up.

REBEKAH YEAGER:
Thank you.  So the next question is, I keep hearing stories on lampposts and flaming water skis, what impacts will that really have on my practice?
RHONDA BUCKHOLTZ:
So, what I always like to point out is, if you don’t see those types of patients now that obviously isn’t going to change under ICD-10.  The external costs can actually help reduce administrative burden, but most of us won’t be required to use them.

REBEKAH YEAGER:
So, why does documentation need to change for ICD-10?

RHONDA BUCKHOLTZ:
It doesn’t.  Documentation needs to change to demonstrate good continuous care of the patient.  Once that is achieved, it really doesn’t matter what codes that we’re using.  The bottom line is that many of us are not documenting to even reach current ICD-9 standards.

REBEKAH YEAGER: 
And how can I keep the costs down for implementing ICD-10?

RHONDA BUCKHOLTZ:
There are many free resources that are available, such as this webinar.  AAPC has over 500 local chapters across the U.S., most of them providing free or low-cost education on ICD-10.  We also have many free coding resources on our website.  CMS has a great website with many free resources, and, of course, I referenced the WEDI website, which offers access to free mapping files as well.

REBEKAH YEAGER:
And why can’t I just use unspecified diagnosis codes?

RHONDA BUCKHOLTZ:
It’s important to really spell out the clinical condition of the patient.  The best way to do that is on the claim form and other diagnostic forms utilized.  It helps justify the services and the procedure you perform and can reduce the administrative burden.  It will also protect your revenue moving forward by migrating away from the unspecified code.  Think about it.  What you’re really saying when you submit a claim form with an unspecified code is I don’t know what’s clinically wrong with my patient.  

REBEKAH YEAGER:
Thank you so much Rhonda.  Participants, we are now ready to move into the Q&A portion of the Code-A-Thon.  We’d like to remind you that AAPC’s expert coders will interpret and apply ICD-10 guidelines and best practices into questions during Code-A-Thon.  The content of this presentation does not necessarily reflect CMS policy.  It is not always possible to provide definitive answers about specific coding scenarios without access to the complete clinical documentation and the medical record.  If you look at the current slide, you’ll see instructions for asking a question.  Select the Q&A tab at the left side of your screen, type your question, click enter.  An AAPC coder will then take your question.  
Please keep in mind that the AAPC coder who answered your first question may not be the same as the one who answers your follow-up question.  So, be sure to explain your question in detail if necessary.  Please note that throughout the three-hour Q&A session, you’ll be able to see answers to the questions asked by your fellow attendees.  Remember that a recording and transcript of the event will be posted on the CMS ICD-10 website at www.CMS.gov/ICD10 in approximately two weeks.  The audio portion of this event is now concluded, and the online Q&A will now begin.  Thank you again for your participation in the CMS AAPC ICD-10 Code-A-Thon.  You are now free to hang up your phone.

(END)
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