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By Bruce Stanley

TRENDS

Everyone involved in healthcare today seems 
to be enamored of the explosion of new gadgets, de-

vices, inventions, software programs and apps. It’s ex-

citing to see such innovation coming to healthcare. 

Many are convinced that we will no longer need 

paper records, statements, bills or written treatment 

plans. For that matter, we might 

not even need a face-to-face en-

counter with a doctor anymore. 

These claims and endorsements 

make us feel that these devices 

will connect us 24/7 with our pri-

mary care physician. It’s not as if 

the clinicians aren’t already busy.

Practical questions
Being connected 24/7 with one’s health provider 

sounds like a great concept, notwithstanding pri-

vacy and security concerns. But practical questions 

arise. Will your PCP want to take your text or tweet 

at 3 am? Will these devices prescribe therapy? Will 

they be overused, becoming a hypochondriac’s 

dream come true? Will we start to expect that e-

health will solve all our concerns? Will our health 

systems be able to handle the massive flood of per-

sonal data floating through the cyber waves? What 

will security look like for all of the transmissions?  

Many clinicians say they are already over-

worked, and that overlaying more requirements, 

no matter how valuable, will take 

time away from their primary role 

– seeing and treating patients.

I don’t want to minimize the 

excitement or potential of tech-

nology in healthcare. My per-

spective is just the opposite. The 

future is incredibly bright be-

cause of technology. What I do 

worry about is a healthcare sys-

tem totally reliant on technology, where everyone 

is constantly checking their devices, lots of data is 

being transferred, and healthcare communication 

becomes confusing. 

Such a system would make us immune to the 

real interaction necessary between patients and 

doctors – listening! JHC

Many clinicians say 
they are already 
overworked, and 

that overlaying more 
requirements, no 

matter how valuable, 
will take time away 
from their primary 
role – seeing and 
treating patients.
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Will e-health get in the  
way of personalized care?
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As hospitals, physicians, skilled nursing facilities 
and others faced the Oct. 1 deadline to implement ICD-10 

diagnosis codes, many questions remained:

• How difficult will the transition be? 

• How tough will payers be in expecting correct coding? 

• As a provider, am I going to miss claims?

• Can someone remind me why we’re doing this anyway?

After years of delay, the deadline for providers to imple-

ment ICD-10 codes finally arrived on Oct. 1. By that date, 

all providers affected by the Health Insurance Portability 

Accountability Act (HIPAA) were to have begun providing 

claims with ICD-10 diagnosis codes. 

“The International Classification of Diseases, or ICD, is 

used to standardize codes for medical conditions, diagno-

ses, and institutional procedures and has not been updated 

in this country for more than 35 years,” wrote Andrew M. 

Slavitt, acting administrator for the Centers for Medicare & 

Medicaid Services, in a letter to Medicare providers in July. 

“The current code set, ICD-9, contains 

outdated, obsolete terms that are incon-

sistent with current medical practice,” he 

wrote. “As we work to modernize our 

nation’s health care infrastructure, the 

coming implementation of ICD-10 will 

set the stage for improved patient care 

and public health surveillance across 

the country, leading to better identifica-

tion of illnesses and earlier warning signs 

of epidemics and pandemics, such as  

Ebola. Over time, ICD-10 will improve co-

ordination of a patient’s care across pro-

viders, advance public health research 

and emergency response through de-

tection of disease and adverse drug 

events, support innovative payment 

models that drive quality of care, and 

enhance fraud detection efforts.”

ICD-10 ArrivesWhat the conversion to ICD-10 means for 
providers and healthcare stakeholders
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Trying to manage increased patient volumes while standardizing
care across multiple outpatient facilities can be tough.

Let us walk you through exam room design concepts to help find 
your solution for seeing more patients while controlling cost.

It’s what we know.
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Sounds good. Here’s the rub: The new procedure coding system 

uses seven alpha or numeric digits while the ICD-9-CM coding sys-

tem used three or four numeric digits. So, whereas ICD-9-CM con-

tained about 4,000 procedure codes, ICD-10-PCS (for inpatient pro-

cedures) contains about 87,000. 

This expansion of codes doesn’t reflect the emergence of new 

diseases or injuries so much as more specificity. For example, the 

new codes accommodate laterality. So, instead of indicating merely 

“sprained ankle,” providers must specify which ankle was affected. 

And, whereas ICD-9-CM had one code for angioplasty, ICD-10-PCS 

has 854 codes, specifying body part, approach and device.

“Epidemiologists ran amok with the coding system,” says coding 

consultant, author and speaker Betsy Nicoletti, MS, CPC. “Does it really 

matter which joint the pa-

tient has gout in – whether 

it’s the elbow, shoulder or 

toe? Does that advance pop-

ulation health? Do we really 

need to know if a patient has 

an ear infection in the right 

ear, left, or both? 

Greg Dean, vice president, technology partners, McKesson Med-

ical-Surgical, has a different perspective.

“I believe the conversion from ICD-9 to ICD-10 is a very positive 

step,” he says. “Although ICD-10 might cause temporary growing 

pains as the market implements it, in my opinion, the overall out-

come is positive. ICD-10 will increase specificity, which in turn pro-

vides more detail, and this can help to improve patient care and out-

comes. Additionally, ICD-10 could benefit medical research, improve 

performance, create efficiencies, aid in policy-making, and help in 

creating new pay-for-performance programs. The increase in detail 

and specificity can provide more insight for the future of healthcare.”

Even some physician groups voiced support for ICD-10.

“After the initial growing pains, physicians and support staff will 

be able to communicate easily regarding the specificity of diagnosis 

and corresponding orders,” says 

Barbie Hays, ICD-10 certified 

trainer and coding and compli-

ance strategist, American Acad-

emy of Family Physicians. “For 

example, a classic physician or-

der for a sprained ankle may be 

an X-ray. If the physician forgets 

to determine right or left in the 

order, the technician had to stop 

the test and query the physician. 

However, with ICD-10-CM [diag-

nosis code set for all clinical set-

tings], laterality is built into the 

code – S93.402A.”

Others are not as convinced.

“Generally, I feel the costs and 

risks associated with the transi-

tion to ICD-10 at this juncture 

are ill-advised,” says Tom Schwi-

eterman, MD, medical director, 

Midmark Corp. “The regulatory 

and compliance complexity al-

ready created by Meaningful 

Use, the [Physician Quality Re-

porting Initiative, or PQRI], inte-

gration of private practices into 

larger systems, and advancing 

requirements related to emerg-

ing value-based reimburse-

ment has overwhelmed change 

management initiatives. ICD-

10 should be delayed until the 

dust has settled from previously 

mandated initiatives.” JHC

“Does it really matter 
which joint the 

patient has gout in – 
whether it’s the elbow, 

shoulder or toe?”  
– Betsy Nicoletti
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Physicians Down  
on EHR

A survey by AmericanEHR Partners 
and the American Medical Asso-
ciation shows that close to, or more 
than, half of all physician respon-
dents reported a negative impact 
in response to questions about how 
their EHR system improved costs, effi-
ciency or productivity. AmericanEHR 
Partners was founded by the Ameri-
can College of Physicians (ACP) and 
Cientis Technologies.
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The questions on the impact of EHR systems on practice 

yielded the following results:

•  42 percent thought their EHR system’s ability to 

improve efficiency was difficult or very difficult.

•  72 percent thought their EHR system’s ability to 

decrease workload was difficult or very difficult.

•  54 percent found their EHR system increased  

their total operating costs.

•  43 percent said they had yet to overcome the 

productivity challenges related to their EHR system.

Primary care physicians were more likely than specialists to 

report satisfaction with various aspects of the EHR system and 

to indicate a positive impact on practice. The report suggests 

that the difference could be explained by the longer period of 

time, on average, that primary care physicians have used their 

EHR systems compared to specialists. Among survey respon-

dents, primary care physicians had used their EHR systems for 

a year longer than specialists, on average. 

In a similar survey conducted by 

AmericanEHR five years ago, the ma-

jority of respondents said they were 

satisfied or very satisfied with their 

EHR system, with 39 percent being 

satisfied and 22 percent being very 

satisfied. In the current survey, only 

22 percent indicated they were sat-

isfied and 12 percent indicated they 

were very satisfied.

The results presented in the survey 

report were collected through surveys 

conducted by AmericanEHR Partners 

in conjunction with the American 

Medical Association, American Col-

lege of Physicians and American Acad-

emy of Family Physicians between  

May 30, 2014, and July 18, 2014. A total 

of 940 surveys were completed. JHC

54 percent 
of physician 
respondents found 
their EHR system 
increased their total 
operating costs
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By Rachel Cimino McCue

DISTRIBUTION

More than 150 participants gathered in Richmond, 
Va., in September to celebrate a decade of commitment to 

supplier diversity at the 10th Annual Healthcare Supplier Di-

versity Symposium (HSDS), hosted by Owens & Minor, Inc.

“Activate! Growth, Relationships and Change” was the 

theme of this year’s symposium, as Owens & Minor, along 

with co-hosts, sponsors, and guests, celebrated a long-

term commitment to improving and expanding supplier 

diversity in the healthcare marketplace. For the past 10 

years, the Healthcare Supplier Diversity Symposium has 

assembled healthcare professionals representing minor-

ity-, women-, and veteran-owned enterprises (MWVBEs), 

as well as major healthcare providers, distributors, and 

industry-leading manufacturers.

This year, symposium participants 

heard from a variety of subject-matter 

experts, including the 21st U.S. Sec-

retary of Health and Human Services 

Kathleen Sebelius, who shared insights 

gained from leading the successful 

charge of President Obama’s Afford-

able Care Act. “Where America stands 

globally depends on how we man-

age our costs and how we improve 

health results,” Sebelius said. “The law 

that gets everyone into the system is 

helpful, but it’s just a platform. Now 

we must pay attention to what hap-

pens once they’re there. The attention 

needs to be given to quality.” 

Sebelius addressed the opportu-

nities that opened up for small busi-

nesses after the Affordable Care Act 

was signed into law over five years 

ago. She encouraged business own-

ers to look to technology as a means of 

improving their offerings to ultimately 

enhance the quality of care that each 

patient receives.

Derreck Kayongo, co-founder of 

the Global Soap Project, spoke about 

Owens & Minor celebrates a commitment 
to diversity at its 10th Annual Healthcare 
Supplier Diversity Symposium

(L to r): G. Gilmer Minor, III, chairman emeritus of Owens & Minor; Joe Reubel, 
president of Kerma Medical; Angela Wilkes, president of A.T. Wilkes and As-
sociates, and recipient of the 2015 Earl G. Reubel Award for Supplier Diversity; 
Andrea Reubel-Walker, director of marketing and national key accounts, 
Kerma Medical; Derreck Kayongo, co-founder of the Global Soap Project.
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activating change, encouraging the 

audience to share their good fortune 

with others. Building on his story that 

began when he was a child refugee 

in Kenya, Kayongo told the audience 

how he co-founded The Global Soap 

Project, a non-profit organization 

that donates bars of repurposed ho-

tel soap to vulnerable populations 

around the world.    

“In activating change, you have to 

pay attention to events around you,” 

he said. “What is new? What is chang-

ing? How do you do business responsi-

bly while still making money?” Owens 

& Minor donated proceeds totaling 

$5,000 from an inaugural golf tourna-

ment to Global Soap. 

Angela Wilkes recognized
A highlight of this year’s Symposium 

was the presentation of the annual 

Earl G. Reubel Award, which Owens 

& Minor established to honor the life 

and legacy of the late Earl G. Reubel, 

co-founder of Virginia-based Kerma 

Medical Products, Inc. The 2015 re-

cipient – Angela T. Wilkes of Angela T. 

Wilkes and Associates – spearheaded 

the supplier diversity efforts at Owens 

& Minor for 14 years, establishing the 

Symposium in 2005 and acting as its 

driving force until 2014. Following Wil-

kes’s recent retirement, Dr. Dannellia 

Green was named director of supplier 

Marty Maarter, Owens & Minor’s Director of Strategic Supplier Programs 
presents a $5000.00 check to Derreck Kayongo, co-founder of the Global 
Soap Project, at the 10th Annual Healthcare Supplier Diversity Sympo-
sium, hosted by Owens & Minor

Angela Wilkes, president of A.T. Wilkes and Associates, with G. Gilmer 
Minor, III, chairman emeritus of Owens & Minor
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diversity. G. Gilmer Minor, III, chairman emeritus of Owens & 

Minor, presented Wilkes with the award. 

“There is no point in trying to put Angela in a box,” said 

Minor. “She defined diversity at Owens & Minor and was a 

champion for diversity in our industry. It is an honor to pres-

ent the award to her, as she was always doing things right 

and, at the same time, doing the right things.”

Over the two days, guests were engaged in a number of 

panels and workshops featuring Owens & Minor President & 

CEO P. Cody Phipps, President of McKesson Medical-Surgi-

cal Stanton McComb, and President of the Health Industry 

Distributors Association Matthew Rowan, along with senior 

leadership from DuPont and National Minority Supplier De-

velopment Council, Inc.®

This ten-year milestone for the Healthcare Supplier Diversi-

ty Symposium was reached with the support and dedication 

of Owens & Minor and the as-

sistance of Carolinas-Virginia 

Minority Supplier Develop-

ment Council, the Healthcare 

Supplier Diversity Alliance, 

and the National Association 

of Health Services Executives. 

More than 25 major cor-

porate sponsors contributed 

to the success of the event, 

including VCU Health Medi-

cal and B. Braun Medical, Inc. 

Other corporate supporters 

included: Amerinet, Becton 

Dickinson and Company, 

Dell Computer, Medtronic, 

Kerma Medical Products, Inc., 

SourceMark, LLC, and the Healthcare 

Supplier Diversity Alliance. 

 “At Owens & Minor, we serve health-

care markets that are highly diverse,” 

said Phipps. “In a quest to do that well, 

we provide energetic support for di-

versity in the healthcare supply chain. 

We are committed to expanding op-

portunities, making connections, and 

driving innovation in healthcare – and 

that takes people from various back-

grounds with diverse perspectives. 

As our market evolves, we are deter-

mined to tap the best partners, team-

mates, and ideas so that we thrive in a 

complex and changing market.” JHC

Rachel Cimino McCue is communications specialist at Owens & Minor

Derreck Kayongo, co-founder of the Global Soap Project, and Tonnice Charles, Direc-
tor, Category Management, and the organizer of this year’s event. An inaugural golf 
tournament raised $5000.00 for the Global Soap Project.
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By Beth Gibson
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It has been two years since the passing of the U.S. 
Food and Drug Administration’s regulation for Unique De-

vice Identification (UDI), and while the labeling requirement 

for Class III medical devices has long passed (Sept. 24, 2014), 

a second deadline has placed tremendous pressure on med-

ical device manufacturers and distributors. 

By Sept. 24, 2015, all labels and packages of Class II im-

plantable, life-sustaining and life-supporting devices were 

to have hade a UDI. Corresponding data was to be submit-

ted to the FDA Government Unique Device Identifier Da-

tabase (GUDID) by Oct. 24, 2015. The September deadline 

also pertained to life-sustaining and life-supporting devic-

es that are required to have UDI as a permanent direct mark 

if they are  to be used more than once, and reprocessed 

before each use. Additionally, stand-

alone software that is life-sustaining 

or life-supporting must have a UDI 

and human-readable dates on labels in 

the designated format (YYYY-MM-DD). 

Many medical device manufacturers 

were compliant by the deadline. They 

also modified or established processes 

and standard operating procedures to 

maintain compliance going forward. 

Implications for providers
What does this mean for buyers and 

distributors? While the UDI rule does 

Deadline No. 
2 for unique 
device numbers
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not spell out any specific requirements of healthcare 

providers at this time, buyers and users of these medi-

cal devices could be taking action to utilize the UDI in 

their processes and transactions. Leveraging standard-

ized product identifiers within the provider systems and 

processes has proven to reduce costs associated with 

product obsolescence, unit-of-measure ordering errors, 

or simply ordering the wrong product altogether. These 

examples are just a few that are found on the product 

logistics and inventory management side of an organi-

zation’s product-related activities. 

The “Holy Grail” of UDI utilization by providers can be 

achieved when this information is scanned at the point 

of care and made available as a component of a patient’s 

electronic health record (EHR), reinforcing patient safety. 

Product information integrated into an individual’s EHR 

can then be used in product recall notifications as well as 

to determine product efficacy and outcomes. 

To address this need, healthcare 

providers are finding it important to 

build UDI utilization into their opera-

tional business plans. Areas of focus 

include determining their ERP and 

EHR system capabilities to house 

and handle the data, preparing for 

training in the clinical and materials 

management areas, and es-

tablishing cross-functional 

teams to manage projects 

associated with UDI utili-

zation. Integrating prod-

uct information into the 

patient health record will 

require product identifica-

tion all the way down to the 

unit of issue or use. Provid-

ers should be working very 

closely with medical device 

manufacturers to insist on 

this level of product iden-

tification to make scanning 

these products effective 

and efficient. 

Implications for suppliers
In a large number of medical de-

vice product transactions, a medical 

product distributor sits between the 

device manufacturer and the provid-

er. Under the FDA UDI law, distribu-

tors will be expected to be able to 

seamlessly accept from manufactur-

ers and pass to providers the same 

Integrating product information into 
the patient health record will require 
product identification all the way down 
to the unit of issue or use. Providers 
should be working very closely 
with medical device manufacturers 
to insist on this level of product 
identification to make scanning these 
products effective and efficient. 
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data elements associated with device identification. In 

pharmacy, product track-and-trace aims to facilitate 

the exchange of information at the individual package 

level about where a drug has been in the supply chain. 

So too, certain data elements associated with medical 

devices will become important to maintain between de-

vice manufacturers and end users served through distri-

bution. Additionally, by utilizing product identifiers, in-

cluding the GS1 Global Trade Item Number® (GTIN®) and 

other GS1 standards, distributors can leverage many of 

the same operational benefits that providers achieve 

around inventory management and improved supply 

chain efficiencies.  

As the FDA UDI implementation timeline evolves to 

meet Class II and Class I requirements in 2016 and 2018, 

respectively , other areas of impact may come to light 

for manufacturers, distributors and providers. There con-

tinues to be much discussion in the healthcare industry 

among members of the GS1 Healthcare US initiative about 

the use of unique device identification and other industry 

standards, as well as the benefits that can be achieved 

over and above compliance to the FDA UDI rule. While it 

is important for each area of the supply chain to gain the 

most benefit from standards adoption, they all agree that 

their overarching responsibility lies in improving patient 

safety and providing a better patient experience. That 

alone seems to be more than enough of a driver to con-

tinue to move the industry forward. JHC

Beth Gibson is senior director, industry engagement, medical devices, 

GS1 US. GS1 US, a member of GS1®, is an information standards 

organization that brings industry communities together to solve 

supply-chain problems through the adoption and implementation 

of GS1 Standards.

The U.S. Food and Drug Adminis-
tration classifies medical devices based 

on the risks associated with the device. 

Class I devices are deemed to be 

low risk and are therefore subject to 

the least regulatory controls. (FDA ex-

ample: dental floss.)

Class II devices are higher-risk devic-

es than Class I and require greater regu-

latory controls to provide reasonable 

assurance of the device’s safety and  

effectiveness. (FDA example: condoms.)

Class III devices are generally the 

highest-risk devices and are therefore 

subject to the highest level of regula-

tory control. Class III devices must typi-

cally be approved by the FDA before 

they are marketed. (FDA example: re-

placement heart valves.) JHC
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IntheHeadlines

Hospital and health system 
news from across the country

Minnesota: Fairview Health Services plans 
merger with University of MN Physicians
Fairview Health Services (Minneapolis, MN) and University of Minnesota 
Physicians (Minneapolis, MN) announced plans to merge. The new organization 
would be known as University of Minnesota Health and integrate University of 
Minnesota Physicians clinics into a new network. The two groups are currently 
partners on several clinical initiatives as well as Fairview’s Pioneer Medicare ACO. 
A final agreement is expected by the end of March 2016, with the merger sched-
uled to close in July.

Arizona: Banner University 
Medical Center Phoenix begins 
$160M ED construction project
Banner University Medical Center Phoenix 
(Phoenix, AZ) broke ground on a $160 million 
emergency department. The 106,400-sq-ft fa-
cility will contain 60 exam rooms, a trauma 
unit, and 40 observation beds. It will also 
include shell space for future expansion. It 
is part of a planned $400 million, 16-story 
patient tower that is expected to receive 
regulatory approval in December 2015. 
HKS Inc (Washington, DC) will serve as ar-
chitect for both projects. The ED is sched-
uled to open in July 2017.

New York: Saint Luke’s Cornwall Hospital (NY)  
to join Montefiore Health System
Saint Luke’s Cornwall Hospital Health System’s (Newburgh, NY) and the board of directors of Montefiore 
Health System (Bronx, NY) approved a non-financial arrangement under which Saint Luke’s will become part 
of the Montefiore system. Saint Luke’s will maintain control of its own finances and operations but gain ac-
cess to Montefiore’s academic medicine and specialty resources. The financially struggling nonprofit hospi-
tal began looking for a partnership in 2014. Finalization of the arrangement is pending regulatory approval.
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Maryland: CMS’s ONC unveil final 
rules for Stage 3 Meaningful Use, 
EHR Certification
CMS’s (Baltimore, MD) Office of the National 
Coordinator (ONC) for Health IT released its fi-
nal rules for Stage 3 of the meaningful use pro-
gram, modifications for 2015 through 2017, and 
the 2015 Edition Health IT Certification Criteria. 
Providers who demonstrate meaningful use of 
certified electronic health records (EHRs) can 
qualify for Medicaid and Medicare incentive 
payments. Under the meaningful use modifica-
tions for 2015 through 2017 eligible profession-
als will have just 10 reporting objectives, down 
from 18 in the previous two stages; eligible 
hospitals will have just nine reporting objec-
tives, down from 20; includes a more flexible re-
porting period; moves the reporting period for 
participants to the calendar year instead of the 
fiscal year. Under the final rule, Stage 3 will be 
optional in 2017, and providers who elect to be-
gin Stage 3 that year will be able to attest for a 
90-day reporting period; be mandatory in 2018; 
have eight reporting objectives for eligible pro-
fessionals and hospitals, more than 60 percent 
of which require interoperability, compared 
with 33 percent under Stage 2.

Florida-Georgia: Baptist Health, Flagler Hospital, Southeast GA 
Health System form joint venture
Baptist Health System (Jacksonville, FL), Flagler Hospital (St Augustine, FL), and Southeast Georgia Health 
System (Brunswick, GA) formed a new cooperative venture called Coastal Community Health (Jackson-
ville, FL). Each organization will remain independently owned and operated. Baptist Health System CEO 
Hugh Greene will lead the new venture. The primary goal of the new company will be to share best prac-
tices, take advantage of economies of scale and greater purchasing power, and improve clinical care. 
Coastal Community Health’s initiatives also include expanding pediatric services, investing in telemedi-
cine, and coordinating disaster planning.
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LONG-TERM CARE TRENDS

ICD What?
New diagnostic codes 

apply to long-term  
care providers

Diagnostic coding can be complicated in hospital set-
tings. It can be even more so in long-term care facilities. Nev-

ertheless, it’s a requirement for your long-term care custom-

ers, and with the recent switch to ICD-10-CM coding, it’s more 

important than ever that they understand the role and impor-

tance of these codes and know how to implement them.

As of Oct. 1, 2015, long-term care facilities, along with their 

hospital and physician counterparts, were required to move 

from the ICD-9-CM coding system to ICD-10-CM. Much like 

ICD-9-CM, the new coding system is 

designed to facilitate the collection 

and organization of healthcare sta-

tistics on the incidence of disease, 

according to the American Health In-

formation Management Association 

(AHIMA). Diagnostic coding is used to:

•  Collect diagnostic and statistical 

data about people treated by 

healthcare providers
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• Support clinical decision-making

•  Support reimbursement for 

services provided

•  Comply with federal standards for 

reporting diagnostic data

•  Provide data to support 

clinical research and quality 

improvement activities

HIPAA requires all providers – includ-

ing long-term care facilities – to adhere 

to ICD-10-CM coding, and as such, long-

term care administrators must be able 

to educate their staff who must work 

with or assign diagnostic codes on the 

appropriate rules and regulations. To do 

so requires a working knowledge of the 

terms and definitions associated with 

ICD-10-CM coding.

Terms and definitions
Principal diagnosis

Long-term care facilities have varying 

rules and regulations that require coded 

data, and at times there may be conflict 

in the requirements and terminology, 

notes AHIMA. For instance, the term pri-

mary diagnosis is often used to indicate 

the reason for skilled Medicare services, 

which may differ from the resident’s rea-

son for continued stay, AHIMA points out. 

Definitions of principal diagnosis include:

•  First-listed diagnosis. This refers to 

the diagnosis that is sequenced 

first. Terms such as principal and 

primary may be used interchangeably to define this.

•  Principal diagnosis. This refers to the condition estab-

lished that is chiefly responsible for the patient’s admis-

sion to the hospital. It is always the first-listed diagnosis 

on the health record and applies to nursing homes as 

well (as stated in guidelines).

•  Primary diagnosis. This indicates the reason for the con-

tinued stay in the long-term-care facility and is often 

used interchangeably with the principal diagnosis.

Principal diagnosis in other regulations

According to the Medicare Program Integrity Manual, the 

term primary diagnosis refers to the reason for therapy ser-

vices (also known as the medical diagnosis). The Therapy and 

Evaluation Plan of Care document for new Medicare Part A 

stays requires the physician or practitioner to document the 

medical reason supporting therapy services, according to 

AHIMA. The diagnosis code representing the medical reason 

may be identified as primary diagnosis or medical diagnosis 

on the therapy plan. However, the medical diagnosis may 

not be the same reason for the continued stay in the facility.

AHIMA provides the following example of the above sce-

nario: A patient with Parkinson’s disease returns after a hospi-

talization for pneumonia to start a new Medicare Part A stay. 

Pneumonia is identified as the medical diagnosis on the ther-

apy evaluation and plan of care to support the skilled therapy 

services, along with the appropriate therapy treatment diag-

noses. However, Parkinson’s disease is the reason for the con-

tinued facility stay and continues to be sequenced first on the 

record and the UB-04. The reason for the new focus of care and 

Medicare Part A stay (i.e., pneumonia) is sequenced second.

The use of Z codes in long-term care facilities

Assigning V codes in ICD-9-CM was known to cause confusion 

and controversy in long-term care facilities. Many facilities 
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were told not to assign V codes as the principal diagnosis, or 

even at all, according to AHIMA. Z codes in ICD-10-CM are syn-

onymous with V codes in ICD-9-CM. The established ICD-10-

CM code and the official guidelines provide specific instruction 

and guidance to both the coder and billing staff for appropriate 

use of Z codes in long-term care facilities.

In long-term care, one of the most common reasons for 

initial admission is rehabilitation, such as physical, occupa-

tional and speech-language therapy, notes AHIMA. Unlike 

ICD-9-CM, there is no equivalent code in ICD-10-CM for ad-

mission for, encounter for, or care involving rehabilitation 

procedures. According to Coding Clinic, patients admitted 

to a long-term care facility specifically for rehab following 

an injury should be assigned the acute injury code. When a 

patient is being treated at the hospital for an acute medical 

condition and is subsequently admitted to long-term care 

for rehab, the acute condition should be coded as the first 

listed/principal diagnosis, followed by any chronic condi-

tions that will be treated at the skilled nursing facility.

Z codes are often assigned for aftercare following surgical 

procedures performed in the hospital for which the patient 

is sent to the long-term care facility to recover. However,  

aftercare Z codes are not used for aftercare following inju-

ries or fractures. 

Continued treatment of  

acute care conditions

Acute conditions treated at the hos-

pital that continue to require follow-

up or ongoing monitoring should be 

coded with an acute diagnosis code, 

as long as the condition persists and 

requires follow-up. Codes for the 

acute medical condition treated and 

resolved in the hospital are assigned 

and reported by the hospital, but not 

coded or reported by the 

long-term care facility. The 

long-term care facility re-

ports Z codes to identify the 

provision of aftercare. 

Diagnosis List and  

UB-04 Claim Form

Residents in long-term care 

facilities often have numer-

ous chronic conditions. The 

diagnosis list is a comprehensive list-

ing of these conditions, which are of-

ten sequenced in order of focus and 

complexity of care for the resident, 

according to AHIMA. The number of 

diagnoses listed can be extensive and 

may exceed current reporting capac-

ity with the implementation of the 

UB-04 (Universal Billing Form, version 

5010) on Jan. 1, 2012, which only al-

lows for 25 codes.

Prior to submission of the UB-04 

claim, facilities must validate that the 

Acute conditions treated at the hospital 
that continue to require follow-up 
or ongoing monitoring should be 
coded with an acute diagnosis code, 
as long as the condition persists and 
requires follow-up. 
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ICD-10-CM diagnoses reported on the claim are consistent 

with the health record documentation and MDS information. 

This is commonly referred to as a triple-check process, notes 

AHIMA. Reporting ICD-10-CM diagnosis codes supported by 

health record documentation and the MDS will support the 

claim submitted for therapy services. The facility’s reimburse-

ment is determined by the Resource Utilization Group (RUG) 

category based on the MDS assessment data. The triple-check 

process ensures that the diagnosis data submitted for each 

payment mechanism is consistent.

Medicare Part B therapy services

The medical diagnosis that identifies the reason for the Part B 

therapy services should be listed on the MDS after the reason 

for the continued stay. Other ICD-10-CM codes for chronic con-

ditions that affect the resident’s progress may also be reported 

to support therapy services. In addition, ICD-10-CM codes rep-

resenting the medical condition that required the treatment 

are used when there is no code representing the treatment.

A working knowledge of ICD-10-

CM coding guidelines is particularly 

important as long-term care facilities 

prepare for inspections. In its Compli-

ance Program Guidance for Nursing Fa-

cilities, the Office of Inspector General 

recommends that nursing facilities take 

all reasonable steps to ensure compli-

ance with federal healthcare programs 

when submitting information that de-

termines reimbursement decisions. 

Ensuring accurate information requires 

ongoing training and evaluation of the 

staff responsible for coding diagnoses, 

as well as regular internal audits of cod-

ing policies and procedures, AHIMA 

advises. Accurate coded data will con-

tinue to play an important role in the 

long-term care industry, it adds. JHC

Editor’s note: For more information, AHIMA recommends the “ICD-10-CM Official Guidelines for Cod-

ing and Reporting,” which is the companion document to the official version of ICM-10-CM published 

on the National Center for Health Statistics website.

Ensuring accurate 
information requires ongoing 
training and evaluation of the 

staff responsible for coding 
diagnoses, as well as regular 

internal audits of coding 
policies and procedures, 

AHIMA advises. 
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So Much Potential
Benefits – and risks – weighed in  

the expansion of telemedicine

Telemedicine is here; it’s expanding; and it has great 
potential. But the medical profession and healthcare indus-

try needs to balance its benefits against its risks for patients. 

“Telemedicine – the use of technology to deliver care 

at a distance – is rapidly expanding and holds the po-

tential to improve access for patients, enhance patient-

physician collaboration, improve health outcomes, and 

reduce medical costs,” said Wayne J. Riley, MD, MPH, MBA, 

MACP, president of the American College of Physicians. 

“However, the potential benefits of telemedicine must 

be measured against the risks and challenges associated 

with its use, including the potential absence of the physi-

cal exam, variation in state practice and licensing regu-

lations, and issues surrounding the establishment of the 

patient-physician relationship.”

Riley made his comments as the ACP published its posi-

tion paper, “A Guide to the Use of Telemedicine in Primary 

Care Settings: An American College of 

Physicians Position Paper,” in the An-

nals of Internal Medicine on Sept. 8. 

The American College of Physicians 

represents approximately 143,000 in-

ternists, internal medicine subspecial-

ists and medical students.

Recommendations
The ACP position paper offers 13 policy 

statements and recommendations for 

the practice and use of telemedicine in 

primary care and reimbursement poli-

cies associated with telemedicine use.
1.  ACP supports the expanded role 

of telemedicine as a method of 

healthcare delivery that may en-
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hance patient-physician collabora-

tions; improve health outcomes; in-

crease access to care and members 

of a patient’s health care team; and 

reduce medical costs when used as 

part of a patient’s longitudinal care.

ACP believes:

•  The most efficient, beneficial 

telemedicine use occurs between a 

patient and physician who have an 

established, ongoing relationship.

•  Telemedicine is a reasonable 

alternative for patients who lack 

regular access to medical exper-

tise in their geographic area.

•  Episodic, direct-to-patient 

telemedicine services should be used 

only as an intermittent alternative 

to a patient’s primary care physician 

when necessary to meet the patient’s 

immediate acute care needs.

2.  ACP believes a valid patient-phy-

sician relationship must be estab-

lished for a professionally respon-

sible telemedicine service to take 

place. A telemedicine encounter 

itself can establish a patient-physi-

cian relationship through real time 

audio/visual technology. 

A physician using telemedicine who 

has no direct prior contact or existing 

relationship with a patient must:

•  Take appropriate steps to establish a relationship based 

on the standard of care required for an in-person visit, or

•  Consult with another physician who does have a patient-

physician relationship and oversees the patient’s care.

3.  ACP recommends that telehealth activities address the 

needs of all patients without disenfranchising financially 

disadvantaged populations or those with low literacy or 

low technological literacy. Specifically, telehealth activities 

need to consider:

•  The literacy level of all materials (including written, printed, 

and spoken words) provided to patients and/or families.

•  Affordability and availability of hardware and Internet access.

•  Ease of use, which includes accessible interface design 

and language.

4.  ACP supports the ongoing commitment of federal funds 

to support the broadband infrastructure needed to sup-

port telehealth activities.

“ The potential benefits of 
telemedicine must be measured 
against the risks and challenges 
associated with its use, including 
the potential absence of the 
physical exam, variation in state 
practice and licensing regulations, 
and issues surrounding the 
establishment of the patient-
physician relationship.”  

– Wayne J. Riley, MD, MPH, MBA, MACP
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5.  ACP believes physicians should use their professional 

judgment as to whether the use of telemedicine is ap-

propriate for a patient. Physicians should not compro-

mise their ethical obligation to deliver clinically appropri-

ate care for the sake of new technology adoption. If an 

in-person physical exam or other direct face-to-face en-

counter is essential to privacy or maintaining the conti-

nuity of care between the patient’s physician or medical 

home, telemedicine may not be appropriate.

6.  ACP recommends physicians ensure their use of telemed-

icine is secure and compliant with federal and state secu-

rity and privacy regulations.

7.  ACP recommends that telemedicine be held to the same 

standards of practice as if the physician were seeing the 

patient in-person. The College believes there is a need to 

develop evidence-based guidelines and clinical guidance 

for physicians and other clinicians on how to appropriate-

ly use telemedicine to improve patient outcomes. 

8.  ACP recommends physicians who use telemedicine should 

be proactive in protecting themselves against liabilities 

and ensure their medical liability coverage includes the 

provision of telemedicine services.

    9.  ACP supports the ongoing com-

mitment of federal funds to es-

tablish an evidence base on the 

safety, efficacy, and cost of tele-

medicine technologies.

10.  ACP supports a streamlined pro-

cess to obtaining multiple medi-

cal licenses that would facilitate 

the ability of physicians and other 

clinicians to provide telemedicine 

services across state lines while al-

lowing states to retain individual 

licensing and regulatory authority.

11.  ACP supports the ability of hospi-

tals and critical access hospitals 

to “privilege by proxy” in accor-

dance with the 2011 Centers for 

Medicare and Medicaid Services 

final rule allowing a hospital re-

ceiving telemedicine services 

(distant site) to rely on informa-

tion from hospitals facilitating 

telemedicine services (originat-

ing site) in providing medical 

credentialing and privileging to 

medical professionals providing 

those services.

12.  ACP supports lifting geographic 

site restrictions that currently 

limit reimbursement of telemedi-

cine and telehealth services by 

Medicare to those that originate 

“ A valid patient-physician 
relationship must be 
established for a professionally 
responsible telemedicine 
service to take place.” 

– American College of Physicians
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outside of Metropolitan Statistical Areas (MSAs) or for 

patients who live in or receive service in a Health Pro-

fessional Shortage Areas (HPSA).

13.  ACP supports reimbursement for appropriately struc-

tured telemedicine communications, whether synchro-

nous or asynchronous and whether solely text-based 

or supplemented with voice, 

video, or device feeds in pub-

lic and private health plans, as 

this form of communication may 

be a clinically appropriate com-

parable service alternative to a  

face-to-face encounter.

Source: Annals of Internal Medicine, doi:10.7326/M15-0498

The challenges of telemedicine
The integration of telemedicine into the health-
care system is not without challenges, says the Ameri-

can College of Physicians in “A Guide to the Use of Tele-

medicine in Primary Care Settings: An American College 

of Physicians Position Paper,” published in the Annals of 

Internal Medicine on Sept. 8. Those challenges include 

the following:

•  Most laws and regulations relating to reimbursement 

and the practice of medicine were drafted before the 

use of telemedicine by larger markets.

•  State guidelines on the practice of telemedicine, 

prescribing, and licensing vary.

•  Websites that offer on-demand, episodic care for 

minor health conditions may disrupt the continuity 

of care between a patient and his or her physician or 

medical home, and undermine care coordination.

•  Some hesitation remains among physicians  

and patients. 

•  Legal barriers to the widespread 

adoption of telemedicine mainly 

center on medical licensure, 

credentialing, and privileging that 

would allow physicians to practice 

in several locations. 

In addition, says ACP, “Concerns exist 

about depersonalization of the patient–

physician relationship, particularly in 

the primary care setting, and the risk for 

harm. The physical interaction between a 

physician and patient and the in-person 

examination are important components 

of a patient’s care that allow a physician to 

gather a comprehensive under- standing 

of the patient and his or her needs, and 

build trust and communication.” JHC

Source: Annals of Internal Medicine, doi:10.7326/M15-0498
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Source: Annals of Internal Medicine, doi:10.7326/M15-0498

The hidden economics  
of telemedicine
In his editorial accompanying the American Col-
lege of Physicians’ “A Guide to the Use of Telemedicine in 

Primary Care Settings: An American College of Physicians 

Position Paper,” published in the Annals of Internal Medi-

cine on Sept. 8, David Asch, MD, MBA, Center for Health 

Care Innovation, University of Pennsylvania in Philadel-

phia, made the following comments:

•  “[P]ayers worry that if they reim-

burse for telemedicine, then every 

skin blemish that can be photo-

graphed risks turning from some-

thing that patients used to ignore 

into a payable insurance claim. In-

deed, it is almost certainly true that 

if you make it easy to access care by 

telemedicine, telemedicine will pro-

mote too much care. However, the 

same concern could be reframed 

this way: An advantage of requir-

ing face-to-face visits is that their 

inconvenience limits their use. Do 

we really want to ration care by 

inconvenience, or do we want to 

find ways to deliver valuable care 

as conveniently and inexpensively as possible?”

•  “The scalable gains from telemedicine will come 

from delivering care to populations – sometimes 

highly specialized care, in 

totally different ways – often 

with less physical infrastruc-

ture and less of the baggage 

that accompanies conven-

tional practice. Although the 

ACP position paper urges 

parity between tele-

medicine and face-to-

face medicine in how 

physicians practice 

and get paid, arguing 

for parity is a trap if it 

merely carries for-

ward practice styles 

and reimbursement 

requirements from 

one context to the 

other. The innovation 

that telemedicine 

promises is not just 

doing the same thing 

remotely that used 

to be done face to 

face, but awakening us to the 

many things that we thought 

required face-to-face contact 

but actually do not.” JHC

“The innovation 
that telemedicine 

promises is not just 
doing the same 

thing remotely that 
used to be done 
face to face, but 
awakening us to 
the many things 
that we thought 
required face-to-
face contact but 
actually do not.”
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