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ICD-10 Transition Deadline Is Oct. 1, 2013
B Y  M A RY  E L L E N  S C H N E I D E R

Ne w York Bureau

In less than 5 years, physicians and oth-
er health care providers will be re-
quired to begin using a new system

of code sets to report health care diag-
noses and procedures. 

Under a final rule published in the
Federal Register last month, the Health
and Human Services department is re-
placing the International Classification of
Disease, 9th Edition, Clinical Modifica-
tion (ICD-9-CM) code sets now used
with a significantly expanded ICD-10
code sets. Providers and health plans
will have until Oct. 1, 2013, to implement
the new code sets. 

HHS also issued a final rule adopting
new standards for certain electronic
health care transactions. The rule requires
health care providers to come into com-
pliance with the updated X12 standard,
Version 5010, which includes updated
standards for claims, remittance advice, el-
igibility inquiries, referral authorization,
and other administrative transactions. Use
of the updated standard is necessary to
use the ICD-10 code sets, according to
HHS. Providers and health plans must be
in compliance with the updated transac-
tion standard by Jan. 1, 2012. 

At press time, the Obama administra-
tion was in the process of reviewing and
approving all new and pending regula-
tions written under the previous admin-
istration, including the ICD-10 rules.

However, a spokesman for the Centers
for Medicare and Medicaid Services said
that until the review is complete, it is not
possible to determine which regulations
are affected. 

According to
HHS, the ICD-9
code sets are out-
dated. 

The ICD-9-CM
contains about
17,000 codes,
compared with
155,000 codes in
the ICD-10 code
sets. “These regulations will move the na-
tion toward a more efficient, quality-fo-
cused health care system by helping ac-
celerate the widespread adoption of
health information technology,” Mike
Leavitt, HHS Secretary, said in a state-
ment. The new codes will support quali-
ty reporting, pay for performance, and
biosurveillance, he added.

The final rule gives health care
providers and plans almost 2 extra years
to implement the Version 5010 transac-
tion standard and a full 2 years to switch
to ICD-10, compared with the timeline
originally proposed last year. 

HHS officials said they decided to al-
low extra time for implementation in re-
sponse to concerns that a short imple-
mentation phase would result in high
implementation costs and inadequate
time for training and testing. 

Physician groups praised HHS for pro-

viding additional time for implementa-
tion but said other issues persist. 

Officials at the American College of
Physicians said that they believe that the

benefits of
switching to the
ICD-10 code sets
in the ambulato-
ry setting do not
outweigh the col-
lective costs, said
Brett Baker, di-
rector of regula-
tory affairs. The
costs and admin-

istrative burdens related to adopting
ICD-10 could slow adoption of health
information technology and make it
more difficult for physicians to engage
in quality improvement efforts, accord-
ing to the ACP. 

The ACP is urging HHS to explore al-
ternatives to the implementation plan
outlined in the final rule. 

For example, the department could de-
lay implementation of ICD-10 in the
outpatient setting until a certain per-
centage of physicians adopted interop-
erable electronic health record systems.

Since EHRs would ease the adoption
burden for physicians, it makes sense to
wait until adoption of health informa-
tion technology reaches a certain thresh-
old point, Mr. Baker said. 

The Medical Group Management As-
sociation expressed concern that physi-
cian practices will struggle to implement
the new code sets. The association is call-
ing on the federal government to devel-
op some type of implementation assis-
tance program to help physicians,
especially those in small practices and
rural communities. If the value to the
health system is as significant as HHS es-
timates, government officials should be
prepared to invest that savings early on
to ensure implementation runs smooth-
ly, said Robert Tennant, of MGMA. 

Mr. Tennant advised physician prac-
tices to learn the requirements and the
compliance dates. Next, medical prac-
tices should find out when vendors of
practice management software plan to
update the software and the cost. 

With that information in hand, prac-
tices can formulate a budget for imple-
mentation that includes training and test-
ing, he said. ■

2009 Physician Quality Reporting
Measures Now Available Online

Detailed descriptions of the quality
measures and measures groups that

can be used as part of the 2009 Medicare
Physician Quality Reporting Initiative
are now available online at www.cms.
hhs.gov/PQRI/15_MeasuresCodes.asp.

Officials at the Centers for Medicare
and Medicaid Services also have posted
an implementation guide for claims-
based reporting in 2009 and instructions
for reporting using measures groups.

Among the 153 measures eligible for
reporting in 2009 are 52 new measures in-
cluding glucocorticoid management in
rheumatoid arthritis and elder maltreat-
ment screening and follow-up planning.

Late last year, CMS officials began list-

ing the names of physicians and other
health care professionals who reported
on at least 1 of the 74 PQRI measures in
2007 at www.medicare.gov/physician.

Along with the listing of physicians,
CMS officials included general informa-
tion about the PQRI program. They not-
ed that physicians may have had good rea-
sons not to report measures and that a
failure to report through PQRI doesn’t re-
flect a lack of commitment to high qual-
ity care. For example, reporting quality
data may have been too costly for some
physicians or that physicians may have
been engaged in other quality improve-
ment reporting activities.

—Mary Ellen Schneider

The Medical Group
Management Association is
calling on the federal
government to develop an
implementation assistance
program for small practices.
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Alyeska Family Medicine in An-
chorage, Alaska is seeking a
Rheumatologist to join them in
a multi-specialty practice set-
ting. Abundant referral network
due to high demand in the state
of Alaska. Enjoy an excellent
support staff and flexible sched-
uling. Outpatient practice with few
inpatient consultations.Office space
is already available! The new
Rheumatologist will be offered a
very competitive compensation plus
comprehensive benefits. Anchor-
age, Alaska is an ideal setting for
any outdoors enthusiast. Residents
of the 300,000+ metropolitan area
enjoy a lifestyle with skiing, fishing,
hunting, photography, and travel
and are blessed with 360 degrees
of breathtaking views.

Contact Kim Hubbard at
800-678-7858, x63459 or

khubbard@cejkasearch.com
www.cejkasearch.com
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Disclaimer
RHEUMATOLOGY NEWS assumes the
statements made in classified advertise-
ments are accurate, but cannot investi-
gate the statements and assumes no re-
sponsibility or liability concerning their
content. The Publisher reserves the right
to decline, withdraw, or edit advertise-
ments. Every effort will be made to avoid
mistakes, but responsibility cannot be
accepted for clerical or printer errors.
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