
Y es, we have been here before. Another 
day, another delay in implementing 
International Classification of Dis-

eases, Tenth Revision, Clinical Modification 
(ICD-10-CM). But, do not expect another 
postponement. If you are already conduct-
ing training sessions to move to the new sys-
tem come next October, continue to do so. If 
you have not yet started, now is the time to 
start. ICD-10-CM is coming to your practice, 
and it will change everything. 

“Why the switch?” you ask?
This change in our diagnostic coding sys-
tem is required to allow coding for increased 
specificity in the reporting of diseases and 
recently recognized conditions as well as to 
maintain our status with respect to the rest 
of the world (which has been using ICD-10 
for years). It also will be essential to use this 
coding system with the electronic medical 
record (EMR), so that meaningful use can 
be demonstrated more easily. Keep in mind 
that failure to show meaningful use will lead 
to penalties in the future. This new system of-
fers improvements over ICD-9-CM in coding 

primary care encounters, external causes of 
injury, mental disorders, neoplasms, obstet-
ric complications, and preventive health. It 
also allows physicians to demonstrate sever-
ity of illness in a way that is not possible with 
ICD-9-CM. 

There will be 65,000 more codes than 
currently exist in ICD-9-CM. No physician 
will be able to keep all of these code num-
bers handy, but by making changes to clini-
cian documentation and applying diagnostic 
coding guidelines correctly within the frame-
work of the new system, the transition will 
not be onerous. And consider that, while the 
number of new codes is great, the number of 
codes used in the typical ObGyn practice will 
be a fraction of that number.

For ICD-10, documentation  
is paramount
The most important issue when considering 
overall coding and practice changes will be 
recognizing that clinician documentation will 
be the key to coding the highest level of speci-
ficity—and this high level of specificity may 
be required by most payers when  deciding 
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to reimburse for treatments rendered. Com-
plete documentation sets the stage for the 
severity of illness and should in fact result in 
fewer denials for medical necessity. 

For the new process to work efficiently, 
however, without a lot of delays due to cod-
ers and billers having to get more informa-
tion from clinician offices before sending out 
claims, your understanding of and “buy-in” 
to the more clinically specific documentation 
will be essential. 

To explain, under ICD-9-CM coding, 
simply documenting amenorrhea was ac-
ceptable. But when we switch to ICD-10-CM, 
documentation will need to specify whether 
the amenorrhea was primary or secondary. 
This more specific diagnostic coding will 
make a difference in the health statistics we 
collect. These data are used for research and 
to make decisions about allocation of re-
sources—all essential components to excel-
lent quality patient care.

The codes themselves will look differ-
ent, which may be why some are resisting 
the change. Instead of the up to five dig-
its required in ICD-9-CM, ICD-10-CM will 
require up to seven characters. All of the  
ICD-10-CM codes begin with a letter, may re-
quire a placeholder code of “x” as part of the 
code number, and the seventh character can 
be either a number or a letter. For instance, 
with some ICD-10-CM diagnoses reported by 
ObGyns, a seventh character might require 
documentation of the encounter as being ini-
tial, subsequent, or a sequel; in other cases, 
that seventh character will be used to identify 
which fetus has the problem identified by the 
diagnostic code. 

Your understanding,  
although not a necessity,  
is best for all involved
In truth, most clinicians are not familiar with 
code formats and code numbers within our 
current ICD-9-CM code set. The expecta-
tion that you will suddenly become fluent in 
ICD-10-CM “code speak” is not realistic. But 
an understanding of the new codes in rela-
tion to documentation expectations will go a 

long way to making this transition as smooth 
as possible. For instance, when a patient cur-
rently presents reporting vaginal pain that 
is found to be due to erosion of a previously 
placed mesh, the code 628.31 (Erosion of im-
planted vaginal mesh and other prosthetic 
materials to surrounding organ or tissue) is  
reported. But in ICD-10-CM, the documenta-
tion would need to include whether this was 
an initial encounter and the code would be-
come T83.711A (Erosion of implanted vaginal 
mesh and other prosthetic materials to sur-
rounding organ or tissue, initial encounter). 
Smart search. The good news is that most 
EMR products will have a “smart search” pro-
gram available for clinicians to pick the cor-
rect code based on the search criteria. The 
bad news is that you will have to be a bit more 
exact in the search terms you use to make the 
process easy. For instance, the patient has 
pelvic pain but you search only on the term 
“pain.” That term by itself will result in about 
100 codes to select from, and the order of the 
codes may mean that the correct code for 
pelvic pain is 25 codes down the list. How-
ever, if you instead search on the term “pelvic 
pain,” the one and only code for this condi-
tion will be listed and you can simply select 
it and move on.
Develop cheat sheets. Health-care profes-
sionals who are not using an EMR or some 
sort of computerized code search program 
will have a harder time, but the use of multi-
ple paper “cheat sheets” for general gynecol-
ogy, family planning, surgical cases, urology, 
infertility, obstetrics, etc., will ease that bur-
den. Practice management staff can develop 
these forms, built on the codes that are cur-
rently being reported by the clinician. Place 
all of the options to replace the older code 
on the sheet so the correct selection can be 
made. 

For instance, if the provider previously 
had reported vaginitis with one code, when 
we move to ICD-10-CM the code would ex-
pand to four code selections based on docu-
mentation of acute vaginitis, subacute and 
chronic vaginitis, acute vulvitis, or subacute 
and chronic vulvitis. If you only had docu-
mented vaginitis in the medical record, this 
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gives you the opportunity to refine the docu-
mentation to something more specific that 
supports selection of the correct code and 
supports the medical need for management 
options. 

Take advantage  
of the extra time 
Now that we have a delay in the rollout, take 
this time to critically examine your docu-
mentation styles, and practice selecting  
ICD-10-CM codes before it counts toward 
payment or nonpayment of a claim. When 
the time comes, your practice will be fluent in 
the new system and there will be no delays in 

getting claims out the door or payment due to 
incorrect diagnostic coding. In other words, 
practice makes perfect. 

In fact, some ObGyn practices that were 
ready for the new system have decided to 
switch to ICD-10-CM coding as of October 
1, 2014. They will code each encounter by 
reporting both the ICD-9-CM code and the 
ICD-10-CM code on the revised CMS claim 
form or electronic billing format that permits 
dual diagnostic coding. This type of experi-
ence will ensure that all physicians and other 
health-care professionals in the practice have 
ample opportunity to improve their docu-
mentation and make any adjustments before 
the 2015 deadline. 
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