
PRACTICE MANAGEMENT

Until now, the International
Classification of Diseases, Tenth
Revision, Clinical Modification

(ICD-10) codes have been mostly a theoret-
ical construct. We’ve heard and read about
them, but they hadn’t actually been applied
to everyday coding situations. Now, CMS is
beginning to apply ICD-10 in a more con-
crete manner, such as adding it to future
versions of its coverage policies.

In preparation for the ICD-10 transi-
tion, CMS has revised many of its National
Coverage Determination (NCD) documents
by replacing the ICD-9 codes with appropri-
ate ICD-10 codes. CMS has also instructed
its claims contractors to begin updating
their claim system edits with the revised
diagnosis codes, to go into effect on Oct. 1,
2014.

The NCDs, one of the coverage com-
munication tools used by the agency, are
“… national policies on the coverage of spe-
cific medical services. Both the local and the
national coverage processes explicitly con-
sider whether services meet Medicare’s
statutory requirements for ‘reasonable and
necessary’ care,” according to a Medicare
Pay ment Advisory Commission publica-
tion.

An NCD contains, among other com-
ponents, the medical condition under
focus, the Current Procedural Terminology
(CPT) code(s) describing medical interven-

tions for it, and the covered ICD diagnosis
codes that correspond to descriptions of the
permutations of the medical condition. In
this revision project, the longstanding ICD-
9 codes are currently being revised; ACP is
not aware of any accompanying revision of
the coverage decisions. All NCDs will need
to include ICD-10 codes next year.

In early 2013, CMS released a list of 30
revised NCDs; overall, there are over 300
existing ones. Clearly, the agency has a way
to go before they finish revising all the
NCDs. Physicians and their coders can use
these determinations to begin thinking
about how they will adjust their own cod-
ing to include ICD-10. The full list of revised
NCDs can be found at www.cms.gov/
Regulations-and-Guidance/Guidance/
Transmittals/2013-Transmittals-I tems/
R1199OTN.html.

Of the 30 revised NCDs, the following
are relevant to internal medicine:

� percutaneous transluminal angio-
plasty,

� cardiac output monitoring by tho-
racic electrical bioimpedance,

� intensive cardiac rehabilitation pro-
grams,

� diabetes outpatient self-manage-
ment training,

� outpatient intravenous insulin treat-
ment,

� histocompatibility testing,

� home prothrombin time/interna-
tional normalized ratio monitoring for anti-
coagulation management,

� smoking and tobacco use cessation
counseling,

� counseling to prevent tobacco use,
� screening for HIV infection, and
� screening for sexually transmitted

infections and high-intensity behavioral
counseling to prevent sexually transmitted
diseases.

The table above presents an example of
the ICD-9 versus ICD-10 diagnosis codes, as
found in one of the revised NCDs.
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CPSTIPS         Reducing the risks of opioid management
Few things can get staff more stirred up

than realizing a patient known for drug-
seeking behavior is coming into the office.
Establishing and closely following office
procedures can help staff prepare for this
difficult clinical scenario.

Each clinical and administrative staff mem-
ber should have essential knowledge of
chronic pain, medication safety and office
policies. From front office to back, everyone
should know what to do for patients with
chronic pain, when to do it, and why it is
important to follow the guidelines and poli-
cies of the practice.

ACP’s Medical Home Builder, online at www.
medicalhomebuilder.org, addresses these issues
and contains numerous resources designed to
protect both the patient and the practice. The
modules “Chronic Pain Management” and
“Opioid Risk Management” can help a practice
become consistent and confident in its treat-
ment of patients taking long-term opioids.

Create appropriate office policies. An
office policy for chronic pain management
should describe the steps to be taken when
patients are seen for chronic pain (both ini-
tial assessments and follow-up visits) and
should include who is responsible for com-
pleting those steps, including documenta-
tion. A standardized process for new
patients requesting controlled substances
should be included. The policy should delin-

eate a stan dardized response to several com-
mon patient scenarios (such as stolen or lost
prescriptions or spilled medication).
Additionally, an algorithm of care should
identify patients at high risk of prescription
drug misuse, overdose events or deaths. All
patients experiencing chronic pain should
be screened for depression.

Create a practice work flow. A set of
detailed office steps should be developed
that describes specifically what needs to
take place when patients with chronic pain
check in face-to-face or via phone calls. These
steps should address registration (such as
how to handle outside referrals or disability
forms), data collection (such as pain dia-
grams, functional assessment and opioid
use) and triage (such as adding pain status
to vital signs and functional assessments).
Urine should be collected for drug testing if
the patient is on controlled substances.

Adopt a medication review.This step should
include checking a list of all current medica-
tions and confirming that list by requiring
patients to bring in all medication containers.
If the patient is on controlled substances, a
pill count should be performed and docu-
mented in the chart. If possible, pharmacy
records should be obtained and reviewed
and a notation should be placed in the chart
reflecting that the records were reviewed.
Ideally, a state Prescription Drug Monitoring

Program (one example is at www.deadiversion.
usdoj.gov/ faq/rx_monitor.htm) should be used
during the review process to identify patients
at high risk for prescription drug misuse,
overdose events or overdose deaths.

Perform comprehensive clinical assess-
ments. The clinician should review pain and
functional assessments as well as complete
an opioid assessment screening. A pain his-
tory should be performed along with a sup-
porting targeted physical examination. Staff
should assist by obtaining any related med-
ical records to be reviewed, including diag-
nostic tests and consultant reports/recom-
mendations. Example assessment forms are
included in the Medical Home Builder’s
Resource Library. The clinician should docu-
ment the specific cause of pain, if known,
and assess efficacy and safety of current
medication use at every visit.

Standardize controlled substance refill
requests. A clear algorithm can help stan-
dardize the controlled substance prescrip-
tion request process. Both the front desk
staff and clinical staff should be trained to
prepare and document refill requests con-
sistently. Doing so helps meet safety and
quality standards. The clinician should then
review and approve or deny the prescription.

Perform adherence monitoring. This
involves several key processes for patients
on controlled substances. The purpose of

adherence monitoring is to help you detect
“pseudo-addiction” (patients who are using
more medication than you have prescribed
because their pain is not adequately con-
trolled) as well as abusers. Your office proto-
col should include face-to-face visits with
reevaluation no less than every 90 days,
review of pharmacy data by using a state
Prescription Drug Monitoring Program if one
is available, pill counts and urine drug tests.

Offer resources and education. Chronic
pain can be extremely difficult for the patient
to cope with and may require treatment
beyond medication, including multimodality
treatment. Develop a portfolio of resources
that you can share with your patients. These
may include but are not limited to:

�   self-management education materials
for chronic pain,
�   exercise and conditioning classes,
�   psychology,
�   support groups,
�   acupuncture,
�   therapeutic massage and
�   chiropractic.

Next month’s CPS Tips will address how to
document opioid management in the prac-
tice records. A

CPS Tips is written by staff of ACP's Center for
Practice Support (CPS), a member benefit. Find
CPS online at www.acponline.org/running_
practice/practice_management/.

National Coverage Determination 210.4: 
Smoking and tobacco use cessation counseling
ICD-9-CM ICD-9 diagnosis description ICD-10-CM ICD-10 diagnosis description

305.1 Tobacco use disorder F17.200 Nicotine dependence, 
unspecified, uncomplicated

F17.201 Nicotine dependence, 
unspecified, in remission

F17.210 Nicotine dependence, cigarettes, 
uncomplicated

F17.211 Nicotine dependence, cigarettes, 
in remission

F17.220 Nicotine dependence, chewing 
tobacco, uncomplicated

F17.221 Nicotine dependence, chewing 
tobacco, in remission

F17.290 Nicotine dependence, other 
tobacco product, uncomplicated

F17.291 Nicotine dependence, other 
tobacco product, in remission

V15.82 Personal history of Z87.891 Personal history of 
tobacco use nicotine dependence




