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The forced implementation of ICD-10-CM (International Classification of Diseases, Tenth
Revision, Clinical Modification) codes that are specific to the United States, scheduled
for implementation October 1, 2015, which is vastly different from ICD-10 (International
Classification of Diseases, Tenth Revision), implemented worldwide, which has 14,400
codes, compared to ICD-10-CM with 144,000 codes to be implemented in the United
States is a major concern to practicing U.S. physicians and a bonanza for health IT and
hospital industry. This implementation is based on a liberal interpretation of the Health
Insurance Portability and Accountability Act (HIPAA), which requires an update to ICD-9-
CM (International Classification of Diseases, Ninth Revision, Clinical Modification) and
says nothing about ICD-10 or beyond. On June 29, 2015, the Supreme Court ruled that
the Environmental Protection Agency unreasonably interpreted the Clean Air Act when it
decided to set limits on the emissions of toxic pollutants from power plants, without first
considering the costs on the industry. Thus, to do so is applicable to the medical industry
with the Centers for Medicare and Medicaid Services (CMS) unreasonably interpreting HIPAA
and imposing existent extensive regulations without considering the cost.

In the United States, ICD-10-CM with a 10-fold increase in the number of codes has resulted
in a system which has become so complicated that it no longer compares with any other
country. Moreover, most WHO members use the ICD-10 system (not ICD-10-CM) only to
record mortality in 138 countries or morbidity in 99 countries. Currently, only 10 countries
employ ICD-10 (not ICD-10-CM) in the reimbursement process, 6 of which have a single
payer health care system.

Development of ICD-10-CM is managed by 4 non-physician groups, known as cooperating
parties. They include the Centers for Disease Control and Prevention (CDC), CMS, the
American Hospital Association (AHA), and the American Health Information Management
Association (AHIMA). The AHIMA has taken the lead with the AHA just behind, both with
escalating profits and influence, essentially creating a statutory monopoly for their own
benefit. Further, the ICD-10-CM coalition includes 3M which will boost its revenues and
profits substantially with its implementation and Blue Cross Blue Shield which has its own
agenda. Physician groups are not a party to these cooperating parties or coalitions, having
only a peripheral involvement.

ICD-10-CM creates numerous deficiencies with 500 codes that are more specific in ICD-9-CM
than ICD-10-CM. The costs of an implementation are enormous, along with maintenance
costs, productivity, and cash disruptions.

Key words: ICD-10-CM, ICD-10, ICD-9-CM (International Classification of Diseases, 10th
Revision, Ninth revision, Clinical Modification), Health Insurance Portability and Accountability
Act (HIPAA), Health Information Technology (HIT), costs of implementation
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mplementation of ICD-10-CM codes (International
Classification of Diseases, Tenth Revision, Clinical
Modification) in the United States, which s
scheduled for October 2015, has caused angst as much
as any other forced implementation of regulations
on medical practices (1). The so-called transition from
ICD-9-CM (International Classification of Diseases,
Ninth Revision, Clinical Modification) to ICD-10-CM is
not a simple task as has been described, but is a near
Herculean effort, transitioning an increase in codes
from about 14,400 to 144,000 (2-4). The atmosphere
in the United States is being described as a regulatory
tsunami with regard to the Health Insurance Portability
and Accountability Act (HIPAA) (5); numerous
components of the Affordable Care Act (ACA),
including electronic health records (EHRs) with almost
2,200 quality metrics; the Physician Quality Reporting
System (PQRS); value-based payment system; costing
as much as $700 million for implementation at a single
facility (Duke University) and $1.4 Billion for Partners
Health Care of Boston, as much as to construct a new
500-bed hospital (6-12); the statutory monopoly of
the American Medical Association (AMA) with Current
Procedural Terminology (CPT); and the Relative Value
Update Committee (RUC) with numerous codes (13).
ICD-10-CM is neither a simple regulation nor a sim-
ple administrative burden, as other regulations are (14-
16). Contrary to adopting ICD-10 with 14,400 different
codes used worldwide, the United States, with its clini-
cal modifications, ICD-10-CM has expanded the codes
to 144,000 (2-4,17-24). The complicated and elaborate
multi-axial system adopted in the United States does
not correlate with codes utilized in any other country.
The proponents of ICD-10-CM claim that: 1) the United
States lags behind other countries related to outdated
clinical data, 2) the costs of implementation are only
modest, and 3) many have spent significant amounts
with the expectation of a return on investment (Health
Information Technology [HIT]) and show many of the
hypothetical advantages (25). Any attempts to provide
appropriate information is portrayed as disturbing
trends, branded as weird politics, and ridiculed (26-29).
An Alabama resolution (27,28), which urged Congress
to consider appropriating funds to cover the significant
cost and administrative burden of this unfunded man-
date and became the subject of deridement for ben-
efitting parties (25,26).
However, what is not being clearly communicated
is that proponents are benefitting from the implemen-
tation of ICD-10-CM, such as the American Health Infor-

mation Management Association (AHIMA), the Ameri-
can Hospital Association (AHA), 3M Company, and
many others. Skyrocketing profits, consultants making
2 to 3 times the income of an average physician, and
programmers with the same income as a physician are
creating another statutory monopoly for HIT in gener-
al, and for the AHIMA and the AHA in particular. The
major issue is related to the misinformation provided
by the HIT industry and the 4 non-physician cooperat-
ing parties preparing ICD-10-CM. They describe ICD-10
and ICD-10-CM as the same and ignorance of the facts
by authorities make them unable to reconcile the truth
and appropriate information (2-4,17-24).

DeveLopmenT oF ICD-10-CIMI

Health Insurance Portability and Accountability Act
(HIPAA), regulating health care transactions, national
identifiers, and health care fraud and abuse (5,30), has
provided the Centers for Medicare and Medicaid Ser-
vices (CMS) with a vague basis to update ICD-9 which
has been interpreted by CMS as ICD-10 implementa-
tion (21). Subsequent to HIPAA, numerous changes
took place in the health care industry with continued
escalating costs, despite numerous measures to curb
the costs and to increase access with the passage of the
ACA (6-8). In 2009, the Department of Health and Hu-
man Services (HHS) in their final rule decided that clas-
sification of diseases, ICD-9 diagnosis, and procedure
codes must convert from using ICD-9 to ICD-10 on Oc-
tober 1, 2013 (30). Since then there have been 2 exten-
sions through October 1, 2014, and subsequently Oc-
tober 1, 2015 (31,32). Unfortunately, the United States
has linked ICD-10-CM to reimbursement for health care
services unlike any other country.

The development of ICD-10-CM is managed by
4 non-physician groups known as cooperating par-
ties, which include the Centers for Disease Control
and Prevention (CDC), CMS, AHA, and AHIMA. Of the
4, AHIMA seems to be the pivotal and dominant or-
ganization, followed by AHA. Further, the ICD-10-CM
coalition includes 3M, which makes significant profits
from implementation of ICD-10 with consulting and
software, as well as selling rather poorly designed Am-
bulatory Payment Classification (APC) software to Med-
icaid programs and others, and Blue Cross Blue Shield
which has its own agenda. The decision by the Energy
and Commerce Committee to not consider further post-
ponement of ICD-10 was based on the testimony of 3M
to avoid any postponement of ICD-10 (33). However,
physician groups are not members of the cooperating
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parties. Physicians are only involved peripherally. Conse-
quently, the lack of physician input and domination by
the HIT and hospital industries, with their social media
and financial might, provides no basis for survival of op-
ponents to ICD-10-CM.

The development of CPT codes and their evaluation
through the CPT and Relative Value Scale Update Com-
mittee (RUC) process of the AMA is governed by a few
major organizations without transparency, evidence ba-
sis, or even logic (13,34-39). The AMA also follows a sim-
ilar philosophy and these codes and values are utilized
by CMS the majority of the time with no alteration with
CMS’s lack of ability to control the process except to re-
duce payments for some providers. The same philoso-
phy is being applied with the creation of a monopoly
for AHIMA and AHA.

In fact, open records analysis of tax returns of these
organizations show that the AMA has collected almost
$190 million from publishing activities, which contribut-
ed approximately $100 million to their profit margin in
2013. AHIMA, ever since the passage of ICD-10-CM reg-
ulation in 2009, has increased its total revenue from $25
million to $46 million in 2013, a 65% increase. Above
all, AHIMA has increased its net income from a loss of
$2.9 million to a profit of $8.8 million in 2013. While
all these organizations are listed as “not-for-profit”, the
executives of these organizations, specifically the AHA,
have resulted in many of them ranging in salaries per
year from $1 million to over $3 million with the AMA
topping $1.4 million, whereas the AHIMA salaries range
from $200,000 to $450,000. Consequently, we believe
that Congress has created 2 statutory monopolies with
the AMA monopolizing the CPT and RUC process and
the AHIMA monopolizing ICD-10. The AHA is a major
beneficiary in this process, along with the health IT in-
dustry, represented by AHIMA.

MurLtiaxiaL Aspects oF ICD-10-CIV1

ICD-10 has been described as one of the most oner-
ous regulations thus far and as a major weapon for the
extinction of the independent medical profession.

The advantages described are granularity and spec-
ificity, increasing from 14,400 to 144,000 codes for ICD-
10-CM, policy makers obtain needless specificity, absurd
adherence taxonomy, unnecessary detail about injures,
and insufficient additional information about chronic
ilinesses to justify its use (40-42). Singer (8), in a com-
mentary, wrote that medicine has slowly evolved into
the domain of technicians, bookkeepers, and clerks.
He also emphasized that government inventions over

the past 4 decades have yielded a cascade of perverse
incentives in a regulatory atmosphere with economic
pressures that have forced practitioners to sacrifice
independent medical judgment and, in essence, their
integrity (8). Many physicians are joining hospitals, giv-
ing up their autonomy for life as a shift-working hos-
pital employee, and others are threatened with bank-
ruptcy. ICD-10-CM may be the final straw of increasing
pressure on physicians, leading to the destruction of
independent practices.

The coding revolution is not new. It started in the
1980s with price controls and the mandatory require-
ment to use ICD and CPT codes for reimbursement
purposes (13,38,39). Subsequently, the Resource Based
Relative Value Scale (RBRVS) was introduced, with each
procedure being assigned a specific value by a panel of
so-called experts, is based supposedly upon the amount
of time and labor which is required. In contrast to phy-
sician payments, hospital payments were based on Di-
agnosis Related Groups (DRG), and outpatient services
were based on the prices determined by CMS. With CPT
and RUC, physician payments have been thrown into
disarray, whereas DRG and Hospital Outpatient Depart-
ment (HOPD) payments remained stable with increases
over a period of time. Physician organizations, specifical-
ly the AMA, cooperated and traded the independence
of all physicians (even though they represented only
one-fifth of physicians), and their professional latitude
for the ability to maintain a statutory monopoly, and
their income levels by maintaining CPT codes (13,34-
39,43-45). Thus, the goal of physicians setting their own
prices has proven to be elusive and faced substantial
criticism (13). With the rapid evolution of EHRs, Account-
able Care Organizations (ACOs), a value-based payment
system, which often has meaningful use requirements,
sequester payment cuts, and more recently their merit-
based payment systems, physicians have been drowning
(9,10,46). Now ICD-10 just may push them into hospitals.

Numerous manuscripts in peer-reviewed journals
and other publications have highlighted the bizarre
aspects of these codes (17-21,40-42,47-50). ICD-10-CM
creates numerous deficiencies. There are over 500 codes
that are more specific in ICD-9-CM than in ICD-10-CM.
There are over 3,600 instances in ICD-10-CM coding
which can map to more than one ICD-9-CM code.

Post surgery syndrome in the spine has been rep-
resented in ICD-9 with 4 separate codes describing the
regions; however, ICD-10-CM describes this with only
one code, which may lead to significant confusion and
numerous denials.

www.painphysicianjournal.com
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Congenital malformation of the spine not associat-
ed with scoliosis is described with one ICD-10-CM code;
whereas in the ICD-9 there were 5 codes. There are nu-
merous other codes where a diagnosis can’t be properly
communicated utilizing ICD-10-CM.

There are 119 instances where a single ICD-9 code
can map to more than 100 distinct ICD-10 codes. There
are over 255 instances where a single ICD-9 code can
map to more than 50 ICD-10 codes. Not surprisingly, the
bizarre coding also includes the following codes:

e Subluxation stenosis of neural canal of head region

e Osseous stenosis of neural canal of head region

e Connective tissue stenosis of neural canal of head
region

e Osseous and subluxation stenosis of intervertebral
foramina of head region

e Connective tissues and disc stenosis of interverte-
bral foramina of head region

e Subluxation stenosis of neural canal of lower
extremity

e  Subluxation stenosis of neural canal of upper
extremity

e Osseous stenosis of neural canal of pelvic origin

e Osseous stenosis of neural canal of lower extremity

* Intervertebral disc stenosis of neural canal of upper
extremity

e Intervertebral disc stenosis of neural canal of lower
extremity

¢ Intervertebral disc stenosis of neural canal of rib
cage

The spinal canal does not present in any of these
regions.

There are multiple other codes just in the spinal
stenosis category. Many of the codes describe extrem-
ity disorders, such as reflex sympathetic dystrophy and
causalgia. They describe right upper and lower extrem-
ity, left upper and lower extremity, and also unspecified
upper limb and lower limb.

Finally, we will learn how many Americans have 6 ex-
tremities instead of 4.

David Pittman (47) writing about the ICD-10 in
“Follies: Bug bites”, described the codes for injuries sus-
tained in a collision with a bicycle, while knitting and
crocheting, or gardening and landscaping, or in a col-
lision with a balloon. There are also codes assigned to
cases where a patient has been injured in a spacecraft
collision, sucked into a jet engine, or even bitten by a
parrot (41). Steven Syre (49) criticized that it is not good
enough that documentation shows an incident hap-
pened at a cultural event, but it requires separate codes
for injury at museums, art galleries, music halls/theaters,
and opera houses. Tables 1 and 2 show some of the un-
usual codes arriving in ICD-10-CM implementation.

OutbAaTED CLinicAL DATA

Proponents claim that ICD-9 is more than 35 years
old and with its limited ability to store clinical data, it
is inconsistent with current medical practices (42,51).
However, they do not mention ICD-9-CM which went
into effect in 1996 and has been modified ever since on
a yearly basis.

ICD-10-CA implemented in Canada from 2001
through 2005 has shown plummeting productivity,

Table 1. Some funny codes for ICD-10-CM.

Codes for injuries in opera houses, art galleries, squash courts, and 9 locations in and around a mobile home, from the bathroom to the bedroom.

Medical problems related to a duck, macaw, parrot, goose, turkey, or chicken are associated with 9 codes for each animal.

Codes for injuries received while sewing, ironing, playing a brass instrument, crocheting, doing handcrafts, or knitting (but not shopping)

Other interesting codes:

- R46.1 is “bizarre personal appearance”

- R46.0 is “very low level of personal hygiene”

- W22.02XA, “walked into lamppost, initial encounter”

- W22.02XD, “walked into lamppost, subsequent encounter”

- V91.07XA, “burn due to water-skis on fire”

Sibling rivalry

Acquired absence of unspecified great toe

Prolonged stay in weightless environment

E488
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Table 2. Irrelevant descriptions of ICD-10-CM codes.

W55.21 Bitten by a cow

W61.33 Pecked by a chicken

V00.01 Pedestrian on foot injured in collision with roller-skater

Y92.146 Swimming pool of prison as the place of occurrence of the external cause
763.1 Problems in relationship with in-laws

Y92.241 Hurt at the library

Y92.253 Hurt at the opera

Y93.D1 Accident while knitting or crocheting

W56.22 Struck by Orca, initial encounter

W56.32 Struck by marine mammals

W56.11 Bitten by sea lion

V91.07 Burn due to water-skis on fire

V91.35 Hit or struck by falling object due to accident by canoe or kayak

V94.810 Civilian watercraft involved in water transport accident with military watercraft
Wé61.12 Struck by macaw

W61.01 Bitten by parrot

V97.33 Sucked into jet engine

X52 Prolonged stay in weightless environment

V96.00 Unspecific balloon accident injuring occupant

V95.40 Unspecific spacecraft accident injuring occupant

without increasing clarity in any aspect (52-55). In ad-
dition, multiple manuscripts (56-61) have shown its
complexity and a lack of benefits. In fact, a systematic
review by Hohl (57) of ICD-10 codes used to identify
adverse drug events in administrative data shows sub-
stantial variability exists in the methods used. Another
manuscript by Drosler et al (56) concluded that 6 to 9
secondary diagnosis fields are inadequate for compar-
ing complication rates using hospital administrative
data, recommending that at least 15 and perhaps more
with ICD-11 are needed to fully characterize clinical
outcomes. This study essentially shows the unreliabil-
ity and ineffectiveness of ICD-10. Boyd et al (61) has
substantiated the complexity of the transition from
ICD-9-CM to ICD-10-CM with a thorough quantitative
summary per clinical specialty. The complexity (58), dis-
criminatory costs (61), and disruptive conversions (59)
have been described.

The ICD-10 system is used only to record increased
mortality in 138 WHO member countries and increased
morbidity in 99 WHO member countries (42,62,63). This
argument is inappropriate as ICD-10, but not ICD-10-
CM, has been used in the United States since 1999 to
code and classify mortality data from death certificates.
In addition, of over 200 countries utilizing ICD-10, only

10 countries employ ICD-10 in the reimbursement pro-
cess, but not ICD-10-CM, 6 of which have a single-payer
health care system including Canada, the United King-
dom, Norway, Sweden, Iceland, and Finland (42). In ad-
dition, the Canadian experience has shown that despite
a single-payer system and most physicians employed by
the hospital system, productivity plummeted and has not
recovered thus far since implementation started in 2001.

It has been argued that ICD-10-CM will enhance
the ability to measure and to improve health care ser-
vices, to support disease management programs, to en-
hance the ability to conduct public health surveillance,
to compare data with other countries, and to support
a twenty-first century health system (64). While these
goals are laudable, they have nothing to do with the
billing and reimbursement process and will not improve
U.S. health care and realistically, these arguments will
always remain as hypothetical. As shown above, only
10 countries employ ICD-10, but not ICD-10-CM, in the
reimbursement process, 6 of which entertain a single-
payer health care system employing all physicians. Even
then they have encountered multiple issues. Grimsley
and O’Shea (42) have described that if the goal is to
collect data, there are easier and better ways to do so.
In fact, a coding system specifically designed to capture

www.painphysicianjournal.com
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patient data for clinical purposes and facilitate sharing
of such data already exists and is called Systematized
Nomenclature of Medicine—Clinical Terms (SNOMED
CT) (65). Further, many of the accountable care orga-
nizations and medical societies continue to develop pa-
tient registries, even though they have been declared
to be of no value by some. Further, even the report
published by HHS, which acknowledged that any ben-
efits that could possibly be derived from ICD-10 imple-
mentation would not be realized until at least 10 years
after ICD-10-CM implementation (66,67). The proposed
and hypothetical benefits of ICD-10 are uncertain and
unproven with a high potential for unintended, but
devastating, consequences for the health care industry
and patients.

Thus, a detailed analysis by multiple organizations
and authors have shown a lack of usefulness of updat-
ing the clinical data, a lack of improvement in patient
care, and devastating consequences.

ImpLEMENTATION COSTS

Despite multiple arguments and the positive as-
pects that it will increase employment for coders,
consultants, and incomes for the HIT industry, imple-
mentation costs continue to be staggering. The same
arguments have been made before TechBust, HIPAA,
Medicare Modernization Act (MMA) regulations, ACA,
EHRs and now ICD-10-CM without recognizing that
it is not ICD-10. In fact, disasters of EHRs and related
implementation standards have highlighted the vast
difference between estimations, arguments by tech
industry with reality (9-14,68,69) In recent months, it
has been published that Duke University and Partners
Health Care of Boston have each spent $700 million to
go live in 2014 with EHR systems (11,12,69). This is in
contrast to the newly built University Medical Center
in New Orleans, which spent $1.1 billion in construc-
tion of a 446-bed teaching hospital (70). Unfortunately,
the hospital’s opening was postponed, in part, due to a
shortage of $88 million. This hospital construction was
controversial even though Charity hospital was old and
decaying with numerous structural deficiencies related
to Hurricane Katrina. Now, let us compare the $1.4 bil-
lion spent on 2 hospital systems just for an EHR. Further,
numerous hospitals across the nation have been head-
ing toward bankruptcy related to financial pressures.
Removing the clinical personnel in favor of IT personnel
and IT equipment will not only reduce access to care,
but also increase costs. Further, the IT industry still lags
behind implementation of regulations, since it is un-

regulated and unable to provide software for appropri-
ate intraoperability to implement continuous changes.
Mandl and Kohane (68) described the future of health
IT and ways to escape the EHR trap. They described
that EHR vendors propagate the myth that health IT
is qualitatively different from industry and consumer
products in order to protect their prices and market
share and block new entrants. Consequently, the first
priority for Congress is to control and regulate the IT
industry. These facts indicate that transition to ICD-10-
CM will not only be costly for all health care providers,
it will be devastating for smaller independent practices
with unforeseen financial and administrative burdens,
resulting in productivity losses and reimbursement dis-
ruptions having an adverse effect on not only the prac-
tices, but the quality and the cost of health care (42).

Implementation costs are skyrocketing, along with
reduced patient face-to-face time, costing small practic-
es approximately $162,000 followed by about $85,000
in maintenance fees.

The misconception has been that ICD-10 is merely
an expansion of ICD-9, with increased specificity; how-
ever, in the United States what is proposed is ICD-10-
CM, which is a completely new coding system even from
ICD-10, with a new structure, new categories, new defi-
nitions, and new reimbursement rules (22). In addition,
it has been advocated that crosswalk from ICD-9-CM
to ICD-10-CM is easy; however, a review of the various
codes (17-22) showed only a small percentage of codes
convert 1:1. The Canadian experience (22,53,71,72) has
illustrated that crosswalks are either not possible or
unreliable at best, due to incompatibility between the
code sets and different underlying principles, despite
a single-payer system and staggered implementation
over a period of 5 years.

Preparation of ICD-10-CM for health care providers
has become a cottage industry for HIT, consultants, and
coders, which requires updating IT systems, allocating
substantial amounts of time on behalf of physicians,
expensive training, and personnel. Even though it is
difficult to accurately define costs to an individual pro-
vider or practice, multiple cost estimations have been
performed on both sides, more so from the opponents
than the proponents. The results of a Nachimson Advi-
sors survey in 2008, which was updated in 2014 (73,74),
showed a cost of $56,639 and $226,105 for a small
group with 3 providers and 2 administrators; $213,364
and $824,735 for a medium sized group of 10 providers,
one coder, and 6 administrators; and finally between $2
million to over $8 million for large groups with 100 pro-
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viders and 64 billing staff. A 2006 report from a global
management consulting firm showed the cost of ICD-
10 implementation for all providers nationwide to be
between $2.52 billion and $6.67 billion (75). A report
from the Nolan Company estimated the implementa-
tion costs for all providers to range from $4.1 billion
to $10.5 billion (71). A survey conducted in 2010 esti-
mated that the total system cost just for health insur-
ance companies may range between $2 billion and $3
billion, with the average per member implementation
costs ranging from $38 for small health plans to $11 for
large plans (76). In contrast, a survey conducted by the
proponents revealed that in small physician offices the
implementation costs are not significant as originally
anticipated, and range from $5,000 to $10,000 (77). As
flawed and inaccurate as this survey is, this study still
illustrates significant expenses. Of further concern are
the recurrent costs that health care providers will face
on a yearly basis, including productivity losses and re-
imbursement disruptions, which continue to pose bar-
riers to managing an efficient and viable independent
practice.

In addition to physicians, nurses also will experi-
ence productivity losses and increased investment in
coding. Nachimson Advisors estimated that physicians
will spend 15% longer working on documentation (74).
In addition, coders will likely need to confer with physi-
cians more frequently to select the correct code for a
given procedure or diagnosis, increasing the time spent
advising coders and documenting medical services,
which will result in less time for patient encounters for
evaluation, diagnosis, and treatment (78). At present,
physicians spend about 22% of their time on nonclinical
paperwork, and coding for diagnosis and procedures,
which will increase substantially (79).

With increased time, cash disruptions, and de-
clines in reimbursement, most physicians believe that
ICD-10-CM will adversely affect health care, and do not
support its implementation (80,81). These sentiments
were reflected in a 2014 physicians foundation survey
with more than 75% of physicians believing that it will
needlessly complicate coding, more than 50% believing
that it will create severe administrative problems, and
38% believe it will expose physicians to more liability,
whereas a mere 11% believe that it will improve diag-
nosis and quality of care (81).

Nachimson Advisors (73,74) estimated that the po-
tential costs of productivity loss to range from $8,500
to over $1.6 million per practice on an annual basis. In
addition, the Nolan Company also estimated annual

productivity losses to range from $300 million to $400
million for all providers nationwide (71). Thus, the pro-
ductivity losses among U.S. health care providers is ex-
pected to be not only large, but long lasting (52,53,71).

The issues related to reimbursement and cash dis-
ruptions are of paramount importance for indepen-
dent practices. CMS estimated that the denial rate will
increase 100% to 200%, in the 2% to 6% range (80-
83). The cash disruptions may be short-term or could
be long-term. Many practices have been advised to set
aside 6 months of cash to cushion the blow of the an-
ticipated cash flow disruption (22). Thus, bankruptcy
may be the only option for some, whereas for others
borrowing is an option. However, eventually reim-
bursement disruptions will also adversely affect credit
ratings and interest rates, leaving the option of bor-
rowing aside. In addition, CMS has conducted end-to-
end testing on 2 occasions in January and June 2015
with the accurate coding rate reaching 88%. However,
under extremely controlled circumstances, the failure
rate continues to be 12% in the best scenario and may
increase to 30%. Further, no such testing is performed
by other payers. The potential of disruptions may be
heightened from Medicaid being controlled by private
insurers and other providers. In addition, it has been
also shown that ICD-10-CM will result in a loss of clini-
cally pertinent information that could affect roughly
5% of billing costs (59).

Cash flow disruptions and practice failures may
also affect the health care workforce. Many physician
practices, specifically the small ones, without time,
money, or expertise, to follow and to comply with the
mounting regulatory challenges. They may be sold to
hospitals or take early retirements (84). This will lead
to increased health care market consolidation, which
is in part a response to declining reimbursements, in-
creasing operating costs, and increasing administrative
burden which has accelerated over the past few years.
It has been shown that hospital industry consolidation
has increased in 2012 approximately 50-60% after the
passage of the ACA compared to 2005 to 2007 (82).
However, increased consolidation will also increase
health care costs and result in declining productivity
with reduced patient quality care and increased cost of
care (85).

ConcLusION

Multiple policies, including ICD-10-CM, threaten
the mere existence of independent practices and may
lead to the potential demise of personalized medicine.
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It can be prevented by Congress with timely action.
To combat these forces and to maintain personalized
medicine into the future with independent practices,
Congress:

1. Must recognize the differences between ICD-9-CM
with approximately 13,000 codes and ICD-10 with
14,400 codes which has been expanded to 16,000
codes in some countries utilizing optional sub-clas-
sification, with proposed ICD-10-CM for the United
States with 144,000 codes not used by any other
country.

2. Must recognize the consequences for providers

ICD-10-CM was a liberal interpretation by CMS of
an inconspicuous provision in Title Il of HIPAA that
only authorized an update to ICD-9.

Must look beyond ICD-10 with its unnecessary costs
and disruptions to ICD-11 to be released by 2017
and change implementation from ICD-9-CM to ICD-
11 (86).

May delete the ICD system from the reimburse-
ment policy and establish a more appropriate re-
imbursement process.

ACKNOWLEDGMENTS

The authors wish to thank Tom Prigge, MA, and

and patients with the potential interruption of ser-
vices and declining quality due to a reduction in
reimbursement, increased administrative burden,
and disruption of cash flow

Must understand that the basis for conversion to

Laurie Swick, BS, for manuscript review, and Tonie M.
Hatton and Diane E. Neihoff, transcriptionists, for their
assistance in preparation of this manuscript. We would
like to thank the editorial board of Pain Physician for
review and criticism in improving the manuscript.

REFERENCES
1. Walker R. ICD-10: The clock is ticking.

Physician 2014; 17:E671-E680.

JA. Elusive “Doc fix”: Groundhog Day

Forbes, June 5, 2015. 10.  Manchikanti L, Benyamin RM, Falco FJE, 2015 for Sustainable Growth Rate (SGR).
www.forbes.com/sites/physiciansfounda- Hirsch JA. Metamorphosis of medicine Pain Physician 2015; 18:E101-E105.
tion/2015/06/05/icd-10-the-clock-is-tick- in the United States: Is information tech- 16, Manchikanti L, Staats PS, Boswell MV,
ing/ nology a white knight or killer whale? Hirsch JA. Analysis of the carrot and
2. World Health Organization. (ICD-g) In- Pain Physician 2014; 17:E663-Eé670. stick policy of repeal of the sustain-
ternational Classification of Diseases, 11. Jayanthi A. 8 epic EHR implementations able growth rate formula: The good, the
gth Revision. with the biggest price tags in 2015. Beck- bad, and the ugly. Pain Physician 2015;
3. World Health Organization. (ICD-10) In- er’s Hospital Review, July 1, 2015. 18:E273-E292.
ternational Classification of Diseases, www.beckershospitalreview.com/health- ~ 17.  Manchikanti L, Falco FJE, Hirsch JA.
10th Revision. care-information-technology/8-epic- Necessity and implications of ICD-10:
4 World Health Organization. (ICD-10- ehr-implementations-with-the-biggest- Facts and fallacies. Pain Physician 2011;
CM) International Statistical Classifica- price-tags-in-2015.html 14:E405-E425.
tion of Diseases-10-Clinical Modifica- 12. Gold A. OpenVistA costs one-tenth 18. Hirsch JA, Manchikanti L. Response to
tion. of Epic — so why don’t more hospitals ready or not! Here comes ICD-10. ] Neu-
5. Health Insurance Portability and Ac- choose it? Medsphere. January 16, 2015. rointerv Surg 2013; 5:621.
countability Act (HIPAA) of 1996, P.L. 104- www.medsphere.com/resources/news/ 19. Manchikanti L, Falco FJE, Kaye AD,
191, August 21, 1996. medsphere-in-the-news/3501-openvista- Hirsch JA. The disastrous but prevent-
6. Manchikanti L, Hirsch JA. Regulatory costs-one-tenth-of-epic-%E29%80%94- able consequences of ICD-10. Pain Phy-
burdens of the Affordable Care Act. Har- so-why-don%E2%80%99t-more sician 2014; 17:E111-E118.
vard Health Policy Rev 2012; 13:9-12. 13.  United States Government Accountabili-  20. Hirsch JA, Leslie-Mazwi ™,  Nico-
7. Public Law No: 111-148: H.R. 3590. Pa- ty Office Report to Congressional Com- la GN, Oklu R, Schoppe KA, Silva Il E,
tient Protection and Affordable Care Act. mittees. Medicare Physician Payment Manchikanti L. The ICD-10 system: A
March 23, 2010. Rates. Better Data and Greater Transpar- gift that l.<eeps on'taklng._] Neurointerv
. ' . ency Could Improve Accuracy. GAO-15- Surg Published online first 21 June 2014.
8.  Singer JA. How government killed the .
medical profession. Cato Institute. 434. May 2015. 21. M.anchlkant} L, Falco FJE, Helm II‘ S,
www.cato.org/publications/commen Www.gao.gov/assets/680/670366.pdf Hirsch JA. First, do no harm by adopting
tary/how-;govgerpnment-killed-medical- 14. Government Health IT Staff. GAO calls zvgzzﬁ:bas:?cg?lfyb ”zj'z':t"r’::; TTE
profession for urgent action on government IT proj- h\'l ; 'ng 0f 510 by Longress with
I . ects. Government Health IT, June 15, 2015. igh expectations. Pain Physician 2015;
9. Manchikanti L, Benyamin RM, Falco FJE, www.govhealthit.com/news/gao-calls 18:E107-E113.
::lrts;: dﬁ.itgféet;tr;c;gl;oz;srrzi ;ngirli urgent-action-government-it-projects 22. Eubemstem J. ICI.D-1<.>: Are you ready?
. ) ) . I . . urr Urol Rep 2014; 15:449.
policy of electronic medical records. Pain  15.  Manchikanti L, Falco FJE, Singh V, Hirsch

E492

www.painphysicianjournal.com



Are There Any Difference Between ICD-10 and ICD-10-CM?

23.

24.

25.

26.

27.

28.

29.

Arrigo MF. Could ICD-10 have as big a
financial impact as the mortgage crisis?
Yes. Here’s why. Government Health IT,
October 17, 2011.

www.govhealthit.com/news/could-icd-
10-have-big-financial-impact-mort-
gage-crisis

Sullivan T. Q&A: How meaningful use
is clashing with ICD-10. Government
Health IT, September 12, 2011.

www.govhealthit.com/news/qa-how-
meaningful-use-clashing-icd-10

Butler R. ICD-10: One small step for
health care — politics can take a hike. 3M
Health Information Systems, June 8, 2015.

https://3mhealthinformation.word-
press.com/2015/06/08/icd-10-one-
small-step-for-health-care-politics-can-
take-a-hike/

Leppert MA. Alabama senate joints an-
ti-ICD-10 bandwagon. HCPro, June 10,
2015.
http://blogs.hcpro.com/icd-10/2015/06/
alabama-senate-joins-anti-icd-10-band-
wagon/

Alabama Senate Joint Resolution (AL
SJR79). ICD-10, Congress urged to delay
implementation. May 26, 2015.

Butler R. Alabama is staging and ICD-10
intervention. ICD1oWatch, June 10, 2015.
www.icdiowatch.com/blog/alabama-
staging-icd-10-intervention

Powderly H. ICD-10 advocates blast bill
to block switch, though text of propos-
al is nowhere to be seen. Health care Fi-
nance, May 8, 2015.

www.healthcarefinancenews.com/news/icd-

30.

31.

32.

33

10-advocates-blast-bill-block-switch-
though-text-proposal-nowhere-be-seen

Office of the Secretary, HHS. HIPAA ad-
ministrative simplification: Modifica-
tions to medical data code set standards
to adopt ID-10-CM and ICD-10-PCS. Fi-
nal rule. Fed Regist 2009; 74:3328-3362.

H.R. 4302. Protecting Access to Medi-
care Act of 2014. April 1, 2014.

Office of the Secretary, HHS. Admin-
istrative simplification: Change to the
compliance date for the International
Classification of Diseases, 10th Revision
(ICD-10-CM and ICD-10-PCS) medi-
cal data code sets. Final rule. Fed Regist
2014; 79:45128-45134.

United States House of Representa-
tives, Energy and Commerce Commit-
tee. Hearing RE ICD-10 Implementa-
tion. February 11, 2015.

http://energycommerce.house.gov/
hearing/examining-icd-10-implementa-

34.

35

36.

37

38.

39-

40.

41.

42.

tion

American Medical Association. CPT —
Current Procedural Terminology.
www.ama-assn.org/ama/pub/physician-
resources/solutions-managing-your-
practice/coding-billing-insurance/cpt.
page

American Medical Association. The RVS
Update Committee.

http://www.ama-assn.org/ama/pub/
physician-resources/solutions-manag-
ing-your-practice/coding-billing-insur-
ance/medicare/the-resource-based-rel-
ative-value-scale/the-rvs-update-com-
mittee.page

Letter to James L. Madara, MD, CEO
and Executive Vice President, American
Medical Association, and Jay Ahlman,
Vice President, Coding and Reimburse-
ment, American Medical Association RE:
May 14-16 CPT Committee Meeting and
October RUC Meeting of Epidural Injec-
tions (Tabs 15, 16, 17) from American So-
ciety of Interventional Pain Physicians
(ASIPP). June 11, 2015.

Letter to Laxmaiah Manchiaknti, MD,
from Jay Ahlman, Vice President, Cod-
ing and Reimbursement, American
Medical Association RE: May 14-16 CPT
Committee Meeting and October RUC
Meeting of Epidural Injections (Tabs 15,
16, 17). June 18, 2015.

Hirsch JA, Leslie-Mazwi TM, Nicola GN,
Barr RM, Bellow JA, Donovan WD, Tu R,
Alson MD, Manchikanti L. Current pro-
cedural terminology: A primer. ] Neuro-
Intervent Surg 2015; 7:309-312.

Hirsch JA, Silva E 3rd, Nicola GN, Barr
RM, Bello JA, Manchikanti L, Donovan
WD. The RUC: A primer for neurointer-
ventionalists. ] Neurointerv Surg 2014;
6:61-64.

Nicoletti B. The ICD-10 emperor has no
clothes. Kevin MD.com, April 21, 2014.

www.kevinmd.com/blog/2014/04/icd10-
emperor-clothes.html

Moffit RE. Delay the ICD-10 coding sys-
tem. The Heritage Foundation, March 31,
2014.
http://www.heritage.org/research/re-
ports/2014/03/delay-the-icd-10-coding-
system

Grimsley J, O’Shea ). The new disease
classification (ICD-10): Doctors and pa-
tients will pay. The Heritage Foundation,
May 18, 2015.
www.heritage.org/research/re-
ports/2015/05/the-new-disease-classi-
fication-icd-10-doctors-and-patients-
will-pay

43.

44.

45.

46.

47.

48.

49.

Department of Health and Human Ser-
vices, Centers for Medicare & Medicaid
Services. 42 CFR Parts 403, 405, 410, 414,
425, and 498. Medicare Program; Re-
visions to Payment Policies under the
Physician Fee Schedule, Clinical Labora-
tory Fee Schedule, Access to Identifiable
Data for the Center for Medicare and
Medicaid Innovation Models & Oth-
er Revisions to Part B for CY 2015. Final
Rule. November 13, 2014.

Department of Health and Human Ser-
vices, Centers for Medicare & Medicaid
Services. 42 CFR Parts 411, 412, 416, et
al. Medicare and Medicaid Programs:
Hospital Outpatient Prospective Pay-
ment and Ambulatory Surgical Center
Payment Systems and Quality Report-
ing Programs; Physician-Owned Hos-
pitals: Data Sources for Expansion Ex-
ception; Physician Certification of In-
patient Hospital Services; Medicare Ad-
vantage Organizations and Part D Spon-
sors: CMS-Identified Overpayments As-
sociated with Submitted Payment Data;
Final Rule. November 10, 2014.

Department of Health and Human Ser-
vices, Centers for Medicare & Medicaid
Services. 42 CFR Parts 405, 412, 413, et al.
Medicare Program; Hospital Inpatient
Prospective Payment Systems for Acute
Care Hospitals and the Long-Term Care
Hospital Prospective Payment Sys-
tem and Fiscal Year 2015 Rates; Quali-
ty Reporting Requirements for Specif-
ic Providers; Reasonable Compensation
Equivalents for Physician Services in Ex-
cluded Hospitals and Certain Teach-
ing Hospitals; Provider Administrative
Appeals and Judicial Review; Enforce-
ment Provisions for Organ Transplant
Centers; and Electronic Health Record
(EHR) Incentive Program; Final Rule.
August 22, 2014.

Manchikanti L, Hirsch JA. A case for re-
straint of explosive growth of health
information technology: First, do no
harm. Pain Physician 2015; 18:E293-E298.
Pittman D. ICD-10 follies: Bug bites.
MedPage Today, March 26, 2014.
www.medpagetoday.com/PracticeMan-
agement/InformationTechnology/44945
Martin KL. 20 bizarre new ICD-10 codes.
Medical Economics, June 16, 2015.
http://medicaleconomics.modernmedi-
cine.com/medical-economics/news/20-
bizarre-new-icd-10-codes?page=full
Syre S. Code book changes put hospi-
tals in bureaucratic bind. Boston Globe,
March 25, 2014.
www.bostonglobe.com/busi-

www.painphysicianjournal.com

E493



Pain Physician: July/August 2015; 18: E485-E495

50.

51.

52.

53

54.

55-

56.

57

58.

ness/2014/03/25/bird-bite-there-code-
for-that-for-hospitals-bureaucratic-
code-blue/jrYQig2XE)JGMFwZ72afVQP/
story.html

The Physician Foundations releases
2014 watch list. The Physicians Founda-
tion, December 13, 2013.
www.physiciansfoundation.org/news/
the-physicians-foundation-releases-
2014-watch-list/

The ICD-10 transition: An introduction.
eHealth University. Centers for Medi-
care & Medicaid Services.

www.cms.gov/Medicare/Coding/
ICD1o/Downloads/ICD1olntroduc-
tion20140819.pdf

ICD-10-CA: What really went wrong in
Canada. Healthcare IT News, September
13, 2011.

http://www.healthcareitnews.com/blog/
icd-10-ca-what-really-went-wrong-can-
ada

Johnson K. Implementation of ICD-10:
Experiences and lessons learned from a
Canadian hospital. AHIMA.
http://library.ahima.org/xpedio/groups/
public/documents/ahima/bok3_oos558.
hcsp?dDocName=bok3_005558
Hallowell B. What Canada can teach the
U.S. about ICD-10 conversion. Health-
care Informatics, September 13, 2011.

www.healthcare-informatics.com/arti-
cle/what-canada-can-teach-us-about-
icd-10-conversion

Fluckinger D. Why didn’t ICD-10 imple-
mentation bring down Europe’s health
system? Health IT Exchange, January s,
2012.

http://searchhealthit.techtarget.com/
healthitexchange/healthitpulse/why-
didnt-icd-10-implementation-bring-
down-europes-health-system/

Drésler SE, Romano PS, Sundararajan V,
Burnand B, Colin C, Pincus H, Ghali W;
World Health Organization Quality and
Safety Topic Advisory Group. How many
diagnosis fields are needed to capture
safety events in administrative data?
Findings and recommendations from
the WHO ICD-11 Topic Advisory Group
on Quality and Safety. Int ] Qual Health
Care 2014; 26:16-25.

Hohl CM, Karpov A, Reddekopp L,
Stausberg J. ICD-10 codes used to iden-
tify adverse drug events in administra-
tive data: A systematic review. ] Am Med
Inform Assoc 2014; 21:547-557.

Krive J, Patel M, Gehm L, Mackey M,
Kulstad E, Li JJ, Lussier YA, Boyd AD.
The complexity and challenges of the

59-

60.

61.

62.

63.

64.

65.

66.

67.

International Classification of Diseas-
es, Ninth Revision, Clinical Modification
to International Classification of Diseas-
es, 10th Revision, Clinical Modification
transition in EDs. Am ] Emerg Med 2015;
33:713-718.

Venepalli NK, Qamruzzaman Y, Li ),
Lussier YA, Boyd AD. Identifying clini-
cally disruptive International Classifica-
tion of Diseases 1oth Revision Clinical
Modification conversions to mitigate fi-
nancial costs using an online tool. ] On-
col Pract 2014; 10:97-103.

Boyd AD, Li JJ, Kenost C, Joese B, Min
Yang Y, Kalagidis OA, Zenku |, Saner
D, Bahroos N, Lussier YA. Metrics and
tools for consistent cohort discovery
and financial analyses post-transition to
ICD-10-CM. ] Am Med Inform Assoc 2015;
22:730-737.

Boyd AD, Li JJ, Burton MD, Jonen M,
Gardeux V, Achour I, Luo RQ, Zenku |,
Bahroos N, Brown SB, Vanden Hoek T,
Lussier YA. The discriminatory cost of
ICD-10-CM transition between clini-
cal specialties: Metrics, case study, and
mitigating tools. ] Am Med Inform Assoc
2013; 20:708-717.

Monegain B. ICD-10: We need it; we're
ready. Healthcare IT News, February 11,
2015. www.healthcareitnews.com/news/
icd-10-we-need-it-were-ready

Centers for Medicare & Medicaid Ser-
vices. ICD-10 overview.

http://cms.gov/Medicare/Coding/
ICD1o/downloads/ICD1o_Coops_
Sept_16.pdf

Bocchino C. Examining ICD-10 Imple-
mentation. Testimony before the Sub-
committee on Health, Committee on
Energy and Commerce, U.S. House of
Representatives, February 11, 2015.
http://docs.house.gov/meetings/IF/
IF14/20150211/102940/HHRG-114-1F14-
Wstate-BocchinoC-20150211.pdf

Fung KW. How the SNOMED CT to
ICD-10 map facilitated the map to a na-
tional extension of ICD-10. National Li-
brary of Medicine.
http://ihtsdo.org/fileadmin/user_up-
load/doc/slides/Ihtsdo_Showcase2012_
MappingNational Extension|CDzo.pdf
Libicki M, Brahmakulam 1. The costs
and benefits of moving to the ICD-10
code sets. Technical Report, RAND Cor-
poration, March 2004.
www.rand.org/content/dam/rand/pubs/
technical_reports/2004/RAND_TR132.
pdf

Department of Health and Human Ser-

68.

69.

70.

71.

72.

73.

74-

75

vices, Centers for Medicare and Med-
icaid Services. HIPAA Administrative
Simplification: Modification to Medical
Data Code Set Standards to Adopt ICD-
10-CM and ICD-10-PCS; Proposed Rule.
Federal Register, Vol. 73, No. 164, August
22, 2008.
www.gpo.gov/fdsys/pkg/FR-2008-08-
22/pdf/E8-19298.pdf

Mandl KD, Kohane IS. Escaping the
EHR trap — the future of health IT. N
Engl ] Med 2012; 366:2240-2242.
Millman J. Electronic health records
were supposed to be everywhere this
year. They’re not — but it's okay. The
Washington Post. August 7, 2014.

www.washingtonpost.com/blogs/wonk-
blog/wp/2014/08/07/electronic-health-
records-were-supposed-to-be-every-
where-this-year-theyre-not-but-its-
okay/

University Medical Center in New Or-
leans needs to open on time: John Ken-
nedy.
www.nola.com/politics/index.
ssf/2015/03/get_university_medical_
center.html

Robert E. Nolan Company. Replacing
the ICD-9-CM with ICD-10-CM and
ICD-10-PCS:  Challenges, estimated
costs and potential benefits. October
30, 2003.
www.renolan.com/sites/default/files/
icdiostudy_1003.pdf

Healthcare Information and Manage-
ment Systems Society (HIMSS). ICD-10
Lessons Learned from Canada. Present-
ed to: ICD-10 Task Force, December 17,
2009. http://himss.files.cms-plus.com/
HIMSSorg/content/files/HIMSS_%20
ICD_10_TaskForceDecyyfinal.pdf

Nachimson Advisors. The impact of im-
plementing ICD0O10 on physician prac-
tices and clinical laboratories, October
8, 2008.

www.nachimsonadvisors.com/Docu-
ments/ICD-10%20lmpacts%200n%20
Providers.pdf

The cost of implementing ICD-10 for
physician practices — updating the 2008
Nachimson Advisors Study. A Report
to the American Medical Association.
Nachimson Advisors, LLC. February 12,
2014.

www.nachimsonadvisors.com.

Examining the cost of implement-
ing ICD-10. White Paper prepared by:
Thomas F. Wildsmith, FSA, MAAA, Hay-
Group, Inc. October 12, 2006.

E494

www.painphysicianjournal.com



Are There Any Difference Between ICD-10 and ICD-10-CM?

76.

77-

78.

79-

www.ehcca.com/presentations/hithip-
aa414/3_04_1.pdf

America’s Health Insurance Plans.
Health plans’ estimated costs of imple-
menting ICD-10 diagnosis coding. Sep-
tember 30, 2010.
www.ahip.org/searchResults.
aspx?searchtext=icd-10

Blanchette K, Averill R, Bowman S. Sur-
vey of ICD-10 implementation cost in
small physician offices. ] AHIMA, Feb-
ruary 2015.

http://journal.ahima.org/wp-content/
uploads/2015/02/Week-2_PAHCOM-
Survey-Results.final_POST.pdf

Stanfill MH, Hsieh KL, Beal K, Fenton
SH. Preparing for ICD-10-CM/PCS Im-
plementation: Impact on productivity
and quality. Perspect Health Inf Manag
2014; 11:1f.

Fodeman JD. Congress should stop the
coming medical billing fiasco. Washing-
ton Examiner, November 27, 2014.

www.washingtonexaminer.com/con-

8o.

81.

82.

gress-should-stop-the-coming-medi-
cal-billing-fiasco/article/41865
Healthcare Financial Management As-
sociation. Readying your denials man-
agement strategy for ICD-10. Educa-
tional Report Sponsored by Optum.

www.mahealthdata.org/Resources/Doc-
uments/ICD-10%20Resources/Optum-
ReadyingYourDenialsManagement-
StrategylCD-10.pdf

2014 Survey of America’s Physicians:
Practice Patterns and Perspectives. The
Physicians Foundation, September 16,
2014.
http://www.physiciansfoundation.org/
uploads/default/2014_Physicians_Foun-
dation_Biennial_Physician_Survey_Re-
port.pdf

CMS: Latest End-to-End ICD-10 testing
results show progress. iHealthBeat, Feb-
ruary 26, 2015.
http://www.ihealthbeat.org/arti-
cles/2015/2/26/cms-latest-endtoend-
icdio-testing-results-show-progress

83.

84.

8s.

86.

CMS: 88% of claims approved in latest
ICD-10 end-to-end testing. iHealthBeat,
June 2, 2015.
www.ihealthbeat.org/articles/2015/6/2/
cms-88-of-claims-approved-in-second-
icdio-endtoend-testing

William J. Terry Testimony before the
Subcommittee on Health, Committee
on Energy and Commerce, U.S. House
of Representatives, February 11, 2015.
Gottlieb S. The doctor won’t see you
now. He’s clocked out. The Wall Street
Journal, March 14, 2013.

http://www.wsj.com/news/arti-
cles/SB10001424127887323628804
578346614033833092?mg=reno64-
wsj&url=http%3A%2F%2Fonline.wsj.
com%2Farticle%2 FSB100014241278873
23628804578346614033833092.html
World Health Organization. Interna-
tional Classification of Diseases 11th re-
vision is due by 2017.

www.who.int/classifications/icd/revision/en/

www.painphysicianjournal.com

E495






