
 

 

SUMMER 2016 

When we discuss ICD-10, we are referring to ICD-10-CM. This code set is used for all healthcare 
settings in the United States for diagnosis reporting with dates of service (or dates of discharge for 
inpatients) that occur on or after October 1, 2015. (ICD-10-PCS (Procedural Classification System) 
is used in hospital facility settings for procedure coding and is not used for Part B Billing procedures 
and not part of this document.)   
There are several refreshed resources available related to ICD-10, below are just a few resources 
related to ICD-10-CM.  
 

MEDTRON Summer 2015 Newsletter: 
 https://www.medtronsoftware.com/pdf/2015/2015_SUMMER_NEWSLETTER.pdf  

The Centers for Medicare and Medicaid Services (CMS): 
 Overview: https://www.cms.gov/Medicare/Coding/ICD10/index.html?redirect=/icd10/01_overview.asp 
 ICD-10 Assessment and Maintenance Toolkit: https://www.cms.gov/Medicare/Coding/ICD10/

Downloads/ICD10NextStepsToolkit20160226.pdf 
 ICD-10 FAQs: https://www.cms.gov/Medicare/Coding/ICD10/Frequently-Asked-Questions.html 

Other Resources: 
 http://www.who.int/classifications/icd/en/ 
 http://apps.who.int/classifications/apps/icd/icd10training/ 
 http://www.aapc.com/icd-10/ 
 http://www.aapc.com/icd-10/training.aspx 
 http://www.ama-assn.org 

ICD-10-CM Resources 

reprieve for using unspecified International Classification of Diseases version 10 (ICD-10) codes ends on 
October 1, 2016.   
 

Effective with dates of service (DOS) October 1, 2016 providers can be audited and have claims denied 
based on not supplying a specific enough ICD-10 code. 
 

October 1 ICD-10 updates will include approximately 1,900 new codes, 313 deleted codes and 351 
revised codes included in the FY2017 addenda.  Providers should prepare for a higher level of 
accountability and the increased potential for Centers for Medicare and Medicaid Services (CMS) audits 
resulting from improper code use.  Analyze internal systems for signs of inappropriate code use that 
could lead to trouble. 
 

The grace period CMS afforded providers was slated until October 1, 2016 for casual non-specific use of 
ICD-10 codes.  However, MEDDATA Service Bureau (MDS) is seeing more and more carriers denying 
for laterality mismatches, primary vs secondary ICD-10 codes and even the EXCLUDE1 and EXCLUDE2 
annotations found in the ICD-10 guidelines.  The Exclude Notes are similar to National Correct Coding 
(NCC) bundling edits in CPT. 
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REMINDER - ICD-10 Code Structure/Design  

Track and Improve Your ICD-10 Progress 
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ICD-10:  
3-7 Characters total 
First character is alpha  
Characters 2-7 are alpha or numeric 
Always at least 3 characters 
Use of decimal after 3 characters 

CMS offers the Next Steps Toolklit and companion infographic: 
 

 Assess your progress: Establish a point of comparison for each Key 
Performance Indicator (KPI) to track, 

 Address your findings: Once you have identified opportunities for 
improvement, develop a feedback system to improve the accuracy of 
clinical documentation and code selection; check for any systems issues; 
and resolve problems with payers, 

 Maintain your progress: ICD-10 updates take place annually on October 1. 

 
CMS link address: 

https://www.cms.gov/Medicare/Coding/ICD10/Downloads/ICD10NextStepsToolkit20160226.pdf 
 

https://www.cms.gov/Medicare/Coding/ICD10/Downloads/ICD10NextStepsInfographic20160303.pdf 

ICD-10 2017 Code Updates 

As of October 1, 2016 approximately: 
 1900 new codes 
 313 revised codes (from/to) 
 351 deleted codes 
 858 related to orthopedic conditions 
 20 related to concussions 
 70 external cause codes 
 12 ‘Z’ code additions/deletions/revisions 

 

Hundreds of new diabetes codes are on the way, allowing for greater specificity with diabetic ophthalmic 

manifestations, such as E11.3493 (Type 2 diabetes mellitus with severe nonproliferative diabetic retinopathy 

without macular edema, bilateral). Also on the diabetes front is the new code Z79.84 (Long-term (current) use 

of oral hypoglycemia drugs). It will be available to capture patients who take oral medication for their diabetes. 

 

New codes in Chapter 9 (Diseases of the circulatory system) will allow for the capturing of more serious forms 

of hypertension, with the additions of I16.0 (Hypertensive urgency), I16.1 (Hypertensive emergency) and 

I16.9 (Hypertensive crisis, unspecified), as well as capturing more specific forms of cognitive sequela 

following strokes, such as memory loss, with I69.311 (Memory deficit following cerebral infarction). 
 
There are also thousands of changes to Tabular instructions.   
The FY2017 code set changes can be viewed at: 

https://www.cms.gov/Medicare/Coding/ICD10/2017-ICD-10-CM-and-GEMs.html 

Areas of the code set that are particularly impacted in 2017 include:  
Chapter 4 (Endocrine, nutritional and metabolic diseases),  
Chapter 13 (Diseases of the musculoskeletal system and 

connective tissue) and  
Chapter 19 (Injury, poisoning and certain other consequences 

of external causes).  
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ICD-10 diagnosis codes must be coded to the full number of characters required for that code to be considered 
valid.  When the 7th character applies, codes missing the 7th character are invalid.  The MEDPM/MEDEHR 
softwares have warnings to identify invalid ICD-10 codes. 
 

The 7th character is not used in all ICD-10 chapters; most often it is used in the Musculoskeletal, Obstetrics, 
Injuries, and External Causes chapters.  The meaning of the 7th character changes depending on the chapter or 
section of the ICD-10 book where it is being used, i.e., the Musculoskeletal, Injuries and External Causes chapters, 
the 7th character most commonly represents the initial encounter (A), subsequent encounter (D) and sequela (S). 
 
Initial Encounter (A) is used as long as the patient is receiving active treatment for the condition.  Examples of 
active treatment are: surgical treatment, emergency department encounter, and evaluation and continuing 
treatment by the same or a different physician.  Whether or not the patient is still receiving active treatment is the 
key.  “Initial” in this context has an entirely different meaning than in CPT.  Disregard the word “initial” as the 7th 
character may be used for multiple healthcare encounters as long as the patient is still receiving active treatment 
for the condition described by the code. 
 

Whether or not the patient is seeing a new provider is irrelevant to the determination of the 7th character. 
The 7th character for initial encounter is based solely on whether active treatment for the condition is still being 
provided. 
 

NOTE: For complication codes, active treatment refers to treatment for the condition described by the code, even 
though it may be related to an earlier precipitating problem. 

 
Subsequent Encounter (D) is used after a patient has received active treatment for the condition and is receiving 
routine care for the condition during the healing or recovery phase. 
For aftercare of injuries, assign the acute injury code with the appropriate 7th character for subsequent encounter 
(rather than the aftercare “Z” codes). 
 

Fracture malunions and nonunions are assigned the appropriate 6th character for subsequent encounter unless 
the patient delayed seeking fracture treatment. 
 
Sequela (Late Effect) (S), i.e., residual effect (condition produced) arising as a direct result of an acute condition. 
NOTE: ‘Sequela’ ICD codes cannot be in the 1st ‘pointer’ position, i.e., the 

specific type of sequela, i.e., scar is sequenced first, followed by the 
injury code. 

Examples:  Traumatic arthritis following previous gunshot wound (M12.-;S-) 
Quadriplegia due to spinal cord injury (S14.-; G82.-) 
Skin contractures due to previous burns (L90.-; T20-T25) 
Auricular chondritis due to previous burns (H61.03_; T20.11_S) 
Chronic respiratory failure following drug overdose (J96.1_; T-) 

 
Source: CMS ICD-10 Post-Implementation: Coding Basics Revisited ICD-10 website:  

https://www.cms.gov/Medicare/Coding/ICD10/index.html?redirect=/ICD10/ 
 

See MEDTRON’s ICD-10 7th Character Usage Details on Fractures available via:  

 https://www.medtronsoftware.com/pdf/Documents/ICD10_7th_Character_Usage_Details_Fractures.pdf 
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ICD-10 Coding Basics Revisited — 7th Character 

Laterality: 
Laterality, i.e., which side of the body is affected, is required to allow better identification of the anatomic site.   
If a condition is bilateral but only one side is the focus of treatment during the current encounter, assign the ICD-10 
bilateral code.  (CPT code modifier will capture the treated side.) 
As a general rule (confirm proper code selection via ICD-10 book): 

The number ‘1’ is used to indicate right side (Procedure (CPT code) billed should have modifier: RT) 
The number ‘2’ is used to indicate left side (Procedure (CPT code) billed should have modifier: LT) 
The number ‘3’ indicates bilateral (Procedure (CPT code) billed should have modifier: 50) 
The number ‘9’ indicates side is unspecified in the medical record 
(For extremity-related and certain other diagnoses, "0" may be required, rather than "9".) 
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Incorporated interim statement from April 2016; Exception to the definition allowing for reporting in 

circumstances where the two conditions are unrelated to each other. 

“An exception to the Excludes1 definition is the circumstance when the two conditions are unrelated to each 

other. If it is not clear whether the two conditions involving an Excludes1 note are related or not, query the 

provider. For example, code F45.8, Other somatoform disorders, has an Excludes1 note for "sleep related teeth 

grinding (G47.63)," because "teeth grinding" is an inclusion term under F45.8. Only one of these two codes 

should be assigned for teeth grinding. However psychogenic dysmenorrhea is also an inclusion term under 

F45.8, and a patient could have both this condition and sleep related teeth grinding. In this case, the two 

conditions are clearly unrelated to each other, and so it would be appropriate to report F45.8 and G47.63 

together.” 
 

Example: Chondromalacia Patella (M94.24-) and Chondromalacia Knee (tibia/femur) (M22.4-) 

“Code only confirmed cases. 

Code only a confirmed diagnosis of Zika virus (A92.5, Zika virus disease) as documented by the provider. This is 

an exception to the hospital inpatient guideline Section II, H.  
 

In this context, “confirmation” does not require documentation of the type of test performed; the physician’s 

diagnostic statement that the condition is confirmed is sufficient. This code should be assigned regardless of the 

stated mode of transmission.  
 

If the provider documents "suspected", "possible" or "probable" Zika, do not assign code A92.5. Assign a  

code(s) explaining the reason for encounter (such as fever, rash, or joint pain) or Z20.828, Contact with and 

(suspected) exposure to other viral communicable diseases.” 
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“The assignment of a diagnosis code is based on the provider’s diagnostic statement that the condition exists. 

The provider’s statement that the patient has a particular condition is sufficient. Code assignment is not based 

on clinical criteria used by the provider to establish the diagnosis.” 

GUIDELINE UPDATES (represented by “bold” text)  
NOTE: This document is not a complete listing. 

Excludes1: 

New Guideline - “Ch 1, f: Zika virus infections” 

“The classification presumes a causal relationship between hypertension and heart involvement and between 

hypertension and kidney involvement, as the two conditions are linked by the term “with” in the Alphabetic 

Index. These conditions should be coded as related even in the absence of provider documentation explicitly 

linking them, unless the documentation clearly states the conditions are unrelated.  
 

For hypertension and conditions not specifically linked by relational terms such as “with,” “associated with” or 

“due to” in the classification, provider documentation must link the conditions in order to code them as related.” 

“If the documentation in a medical record does not indicate the type of diabetes but does indicate that the patient 

uses insulin, code E11, Type 2 diabetes mellitus, should be assigned. Code Z79.4, Long-term (current) use of 

insulin, or Z79.84, Long term (current) use of oral hypoglycemic drugs, should also be assigned to indicate that 

the patient uses insulin or hypoglycemic drugs. Code Z79.4 should not be assigned if insulin is given temporarily to 

bring a type 2 patient’s blood sugar under control during an encounter.” 

Revised Guideline - “Ch 9, a.: Hypertension” 

New Guideline Category - “19. Code Assignment and Clinical Criteria” 

Revised Guideline - “Ch 4, a. 3: Diabetes Mellitus and the use of insulin and oral 
hypoglycemics” 
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“When a patient has a bilateral condition and each side is treated during separate encounters, 

assign the "bilateral" ICD-10 code (as the condition still exists on both sides), including for the 

encounter to treat the first side. For the second encounter for treatment after one side has 

previously been treated and the condition no longer exists on that (the treated) side, assign the 

appropriate unilateral ICD-10 code for the side where the condition still exists (e.g., cataract 

surgery performed on each eye in separate encounters). The bilateral code would not be assigned 

for the subsequent encounter, as the patient no longer has the condition in the previously-treated 

site. If the treatment on the first side did not completely resolve the condition, then the bilateral 

code would still be appropriate.” 
 

Chapter 6 Nervous system: 
Addition of bilateral code - optional 5th character: 
 Carpal tunnel syndrome  G56.0- 
 Other lesions of median nerve G56.1- 
 Lesion of ulnar nerve G56.2- 
 Lesion of radial nerve  G56.3- 
 Causalgia upper/lower limb G56.4-, G57.7- 
 Lesion of plantar nerve  G57.6- 

Laterality: 

 

“The word “with” should be interpreted to mean “associated with” or “due to” when it appears in a code title, the 

Alphabetic Index, or an instructional note in the Tabular List. The classification presumes a causal relationship 

between the two conditions linked by these terms in the Alphabetic Index or Tabular List.”  
Example: From the Alphabetic Index for the main term “Diabetes” and the subterm “with” demonstrates this 

linkage:   

 
Diabetes, diabetic (mellitus) (sugar) E11.9, 

with: 

Amyotrophy E11.44  

Arthropathy NEC E11.618  

Autonomic (poly) neuropathy E11.43 

Cataract E11.36 

Charcot’s joints E11.610 

Chronic kidney disease E11.22 

 
 

Source: Healthcare Monthly, August 2016,  

published by AAPC 

With: 

The subterm “with” in the Index should be interpreted as a link 

between diabetes and any of those conditions indented under the word 

“with.”   

The physician documentation does not need to provide a link between 

the diagnoses of diabetes and chronic kidney disease to accurately 

assign code E11.22, Type 2 diabetes mellitus with diabetic chronic 

kidney disease.   

This link can be assumed since the chronic kidney disease is listed 

under the subterm “with.”  These conditions should be coded as 

related, even in the absence of provider documentation explicitly 

linking them, unless the documentation clearly states the conditions are 

unrelated and due to some other underlying cause besides diabetes.  

GUIDELINE UPDATES - cont. (represented by “bold” text)  
NOTE: This document is not a complete listing. 

 Lesion of sciatic nerve G57.0- 
 Meralgia paresthetica G57.1- 
 Lesion of femoral nerve  G57.2- 
 Lesion of lateral popliteal nerve G57.3- 
 Lesion of medial popliteal nerve G57.4- 
 Tarsal tunnel syndrome G57.5- 
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“Code any condition described at the time of discharge as “impending” or “threatened” as follows:  

If it did occur, code as confirmed diagnosis.  

If it did not occur, reference the Alphabetic Index to determine if the condition has a subentry term for “impending” 

or “threatened” and also reference main term entries for “Impending” and for “Threatened.”  

If the subterms are listed, assign the given code.  

If the subterms are not listed, code the existing underlying condition(s) and not the condition described as impending 

or threatened.”  

Impending or Threatened Condition 

https://www.aapc.com/
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“When an obstetric patient is admitted and delivers during that admission, the condition that prompted the 

admission should be sequenced as the principal diagnosis. If multiple conditions prompted the admission, 

sequence the one most related to the delivery as the principal diagnosis.  

A code for any complication of the delivery should be assigned as an additional diagnosis.” 

The complete 2017 ICD-10-CM Guidelines are available via: 
https://www.cms.gov/Medicare/Coding/ICD10/2017-ICD-10-CM-and-GEMs.html 
 

It is suggested that providers review the “Guideline” updates to avoid denials! 

GUIDELINE UPDATES - cont. (represented by “bold” text)  
NOTE: This document is not a complete listing. 

Revised Guideline - “Ch 15, b. 4: Selection of OB Principal or  
First-Listed (Pointer) Diagnosis, When a Delivery Occurs” 

‘S’ Code Revisions: 

 Salter-Harris Type III fracture upper and lower humerus revised code descriptor to add the hyphen 

 
 S54.8- “Unspecified injury of other nerves at forearm level” revised code description to “Injury of other 

nerves at forearm level” 

 = a # of changes due to laterality and 7th character 

 
‘S’ Code Additions: 
 19 new fracture categories added for the foot = 399 new codes 
 Salter-Harris/Physeal fractures foot 

 Calcaneus S99.0- 
 Unspecified physeal fracture S99.00- 
 Salter-Harris Type I   S99.01- 
 Salter-Harris Type II  S99.02- 
 Salter-Harris Type III  S99.03- 
 Salter-Harris Type IV  S99.04- 
 Other physeal fracture   S99.09- 

2017 ICD-10 Codes New Codes - Chapter 19 

 Metatarsal S99.1- 
 Laterality only, not defined by metatarsal 
 Unspecified physeal fracture S99.10- 
 Salter-Harris Type I   S99.11- 
 Salter-Harris Type II  S99.12- 
 Salter-Harris Type III  S99.13- 
 Salter-Harris Type IV  S99.14- 
 Other physeal fracture  S99.19- 

ICD-10 codes in Category Z3A should NOT be used as a primary 
diagnosis code under ANY condition. 
 
See the ‘Code first…’ note for the category. 
 
Carriers will deny claims via the RARC M64 (see page 9 of this 
newsletter) when weeks of gestation ICD-10 codes are placed in 
the primary diagnosis pointer position. 

Catgory Z3A - Weeks of Gestation 
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2017 ICD-10 Codes: New Codes/Changed Descriptions (not all inclusive) 

A92.5 Zika Virus Disease 
Zika virus fever 
Zika virus infection 
Zika NOS 

B17.9 Acute infectious hepatitis NOS 
B18._ Chronic viral hepatitis now includes: 

“Carrier of viral hepatitis...” 
C49.A_ Gastrointestinal stromal tumor  

0 Unspecified Site; 1 Esophagus;  
2 Stomach; 3 Small Intestine; 4 Large 
Intestine; 5 Rectum, 9 Other Sites 

D47.Z2 Castleman Disease 
D49.51_ Neoplasm of unspecified behavior of 

kidney 
 1 Right kidney; 2 Left kidney; 9 unspecified  
D49.59 Neoplasm of unspecified behavior of 

other genitourinary organ 
D78.3_ Postprocedural hematoma and seroma of 

the spleen following a procedure 
 1 Postprocedural hematoma following a 

procedure on the spleen;  
 2 ..following other procedure; 
 3 Postprocedural seroma of the spleen 

following a procedure on the spleen; 
 4 ..following other procedure 
D89.4_ Mast cell activation syndrome and related 

disorders 
 1 Unspecified; 2 Monoclonal; 3 Secondary;  
 9 Other 
E08.35X_ Diabetes mellitus due to underlying 

condition with proliferative diabetic 
retinopathy (new 7th character designations) 

 1 Right eye; 2 Left eye; 3 bilateral; 9 unspec 
 E08.352_ ...with traction retinal detachment 

involving the macula; 
 E08.353_ ...NOT involving the macula; 
 E08.354_ ...with combined traction retinal 

detachment and rhegmatogenous retinal 
detachment; 

 E08.355_ Diabetes mellitus due to 
underlying condition with stable proliferative 
diabetic retinopathy; 

E08.37X_ Diabetes mellitus due to the underlying 
condition with diabetic macular edema, 
resolved following treatment 

 1 Right eye; 2 Left eye; 3 bilateral; 9 unspec 
F32.81 Premenstrual dysphoric disorder 
F32.89 Other specified depressive episodes 

 

 

F42.2 Mixed obsessional thoughts and acts 
F42.3 Hoarding disorder 
F42.4 Excoriation (skin-picking) disorder 
F50.81 Binge eating disorder 
F50.89 Other specified eating disorder 
F64.0 Transsexualism 
H90.A1_ Conductive hearing loss unilateral with 

restricted hearing on the contralateral side 
 1 Right ear; 2 Left ear 
H90.A2_ Sensorineural hearing loss, unilatera with 

restricted hearing on the contralateral side 
 1 Right ear; 2 Left ear 
H90.A3_ Mixed conductive and sensorineural 

hearing loss, unilateral with restricted hearing 
on the contralateral side 

 1 Right ear; 2 Left ear 
K52.3 Indeterminate colitis 
K52.83_ Microscopic colitis 
 1 Collagenous colitis; 2 Lymphocytic colitis; 
 8 Other colitis; 9 Unspecified 
K59.03 Drug induced constipation 
K59.04 Chronic idiopathic constipation 
M04._ Autoinflammatory syndromes 
 1 Periodic fever; 2 Cryopyrin-associated 

periodic; 8 Other autoinflammatory;  
 9 Unspecified 
M21.61_ Bunion 
 1 Right foot; 2 Left foot; 9 Unspecified foot 
M21.62_ Bunionette  
 1 Right foot; 2 Left foot; 9 Unspecified foot 
O44.2_* Partial placenta previa without hemorrhage 
O44.3_* Partial placenta previa with hemorrhage 
O44.4_* Low lying placenta NOS or without 

hemorrhage 
O44.5_* Low lying placenta with hemorrhage 
 *O44._0 Unspecified trimester 
 *O44._1 First trimester 
 *O44._2 Second trimester 
 *O44._3 Third trimester 
 
 
 

Review the ENTIRE list of changes  
per the 2017 Addendum file  

available via the CMS website:  
https://www.cms.gov/Medicare/Coding/
ICD10/2017-ICD-10-CM-and-GEMs.html  
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ICD-10 strictly limits the circumstances under which a provider may report a preventive visit and a 
sick visit for the same patient on the same day.  If the patient is symptomatic on arrival for a 
preventive visit, per ICD-10 guidelines, the visit no longer qualifies as a preventive encounter.   
 
A sick visit may be billed, but the preventive visit should be rescheduled. 
 
However, the billing of a sick visit on the same day as a wellness visit has previously been common 
practice; now may rarely be appropriate.  The reason lies in the descriptors for codes used to report 
preventive encounters. 
 
Codes describing preventive encounters are found in categories:  
Z00 Encounter for general examination without complaint, suspected or reported diagnosis  
-and-  
Z01 Encounter for other special examination without complaint, suspected or reported diagnosis.  
 
The codes necessarily include the category designation within their full sub category descriptors.  
For example: 

Z00.0- Encounter for general adult medical examination  
Z00.1- Encounter for newborn, infant and child health examinations 
Z01.4- Encounter for gynecological examination 
 

If the category descriptor does not apply, neither can the individual code in that category.   
By properly including the category designation into the descriptors, Z00.0-, Z00.1– and Z01.4– are 
NOT appropriate if the patient has a current complaint, or a suspected or reported diagnosis. 
 

 

CPT Guidelines do allow for same-day sick and preventive visits: 
“If an abnormality is encountered or a preexisting problem is addressed in the process of performing 
this preventive medicine evaluation and management (E/M) service, and if the problem or abnormality 
is significant enough to require additional work to perform the problem oriented E/M service, then the 
appropriate Office/Outpatient code 99201-99215 should also be reported. Modifier 25 should be added 
to the Office/Outpatient code to indicate that a significant, separately identifiable evaluation and 
management service was provided on the same day as the preventive medicine service. The 
appropriate preventive medicine service is additionally reported.” 
 

The above guidelines do not address the patient who presents for a well visit with symptomatic concerns; 
rather, it narrowly addresses a visit with abnormal findings or a pre-existing condition that requires 
additional workup. 
 

In these cases, a provider may report an office visit with the preventive visit by appending 
modifier 25 to the office visit, as long as there is documentation of an abnormal finding in 
the notes (a presenting symptom is not an abnormal finding). 

Source: Healthcare Business Monthly, July 2016 published by AAPC 
 

NOTE: Per the LA Medicaid Preventive Medicine Evaluation and Management Services (Adult) section, 
Chapter 5 of the Professional Services manual published 02/01/11 (confirmed 09/06/16) concurs: 
“If an abnormality or pre-existing problem is encountered and treatment is significant enough to require additional work 
to perform the key components of a problem oriented Evaluation and Management (E&M) service on the same date of 
service by the provider performing the preventive medicine service visit, no additional office visit of a higher level than 
CPT code 99212 is reimbursable.” 
Reminder: Will need modifier 25! 

CPT Guidelines Allow Some Exceptions! 

ICD-10 Restricts Same-Day Sick and Well Visits 
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Humana - Denials 

As of October 1, 2016 Providers should no longer use unspecified or less 
specific codes if there is a more appropriate code for the healthcare encounter.   

 

Medicare and Medicaid will be able to deny claims based solely on specificity level following ICD-10 
coding updates in October.   
MEDDATA is already receiving denials from other carriers. 
 

ANSI Denial Codes received: 
Claim Adjustment Reason Code (CARC): 

16 Claim/service lacks information or has submission/billing error(s) which is needed for 
adjudication. Do not use this code for claims attachment(s)/other documentation. At least 
one Remark Code must be provided (may be comprised of either the National Council for 
Prescription Drug Programs (NCPDP) Reject Reason Code, or Remittance Advice 
Remark Code that is not an ALERT.) Note: Refer to the 835 Healthcare Policy 
Identification Segment (loop 2110 Service Payment Information REF), if present. 

  146 Diagnosis was invalid for the date(s) of service reported. 
 

Remittance Advice Remark Codes (RARC): 
 M64 Missing/incomplete/invalid other diagnosis.  
 

Source: Washington Publishing Company: http://www.wpc-edi.com/reference/ 

Denial CARC / RARC Codes 
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LA Medicaid & Medicaid Managed Care Organizations - Denials 

LA Medicaid and all of the Medicaid Managed Care Organizations (MCO-BHP), formerly Bayou Health Plans, will 
not accept Chapter 20 External Causes of Morbidity ICD-10 codes beginning with V, W, X and/or Y on claims per 
notification published on 11/17/2015.   
Any claims received with these ICD-10 codes will result in the denial of the claims. 
 

Source: LA Medicaid website: https://www.lamedicaid.com/provweb1/HIPAA/ICD-10_VWXY.pdf  

Example letter received from Humana denial for violations of the ICD-10 ‘Excludes1’ note: 
“The plan’s decision was based on the billed service, 99203, was denied because the diagnosis codes associated to it, 

D18.01 (Hemangioma of skin and subcutaneous tissue) and D22.5 (Melanocytic nevi of trunk), are considered 

mutually exclusive, per our policy, which is based on the Excludes1 Notes policy in the ICD-10-CM Official 

Guidelines for Coding and Reporting.  According to our policy, which is based on the ICD-10-CM Official Guidelines 

for Coding and Reporting: “An Excludes1 note indicates that the code excluded should never be used at the same time 

as the code above the Excludes1 note.  An Excludes1 indicates that the two conditions cannot occur together, such as a 

congenital form versus an acquired form of the same condition.” The billed service has been denied because it was 

reported with one or more diagnosis code pairs that are subject to the Excludes1 Note Policy.” 

 

Excludes1 Notes are similar to National Correct 
Coding (NCC) bundling edits in CPT. 
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ICD-10 Denials - ‘Code First’  

Per the ICD-10 Etiology/Manifestation Convention: 
“If applicable” was added to conditions where underlying condition (etiology) is to be sequenced first, 
followed by the manifestation code.   
 
“Certain conditions have both an underlying etiology and multiple body system manifestations due to 
the underlying etiology.  For such conditions, ICD-10 has a coding convention that REQUIRES the 
underlying condition to be sequenced first, if applicable, followed by the manifestation.”   
 
Wherever such a combination exists, there is a “use additional code” note at the etiology code and a 
“code first” note at the manifestation code.” 

“Use additional code” notes are also used 
as sequencing rules in the classification for 
certain codes that are NOT part of an 
etiology/manifestation combination. 
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In an effort to portray more information in fewer codes on the medical claim, ICD-10 often combines multiple 
concepts into a single code.  Intuitively, the more concepts in a code, the greater the level of severity that 
code represents. 
 

Severity of Illness (SOI) and Risk of Mortality (ROM) scores 
(imbedded in Medical Decision Making (MDM)) are based on the 
ICD-10 codes that are submitted for patients.  Providers must 
ensure documentation includes all the aspects of the patient’s 
illness and clearly links the illnesses to each other. 
 

A combination code is a single code used to classify two 
diagnoses, or: 

A diagnosis with an associated secondary process 
(manifestation) 

A diagnosis with an associated complication 
 

To ensure accurate coding, providers must adhere to the  
ICD-10-CM Official Guidelines for Coding and Reporting as 
required under the Health Insurance Portability and Accountability Act (HIPAA).  
 

For example:  Lumbosacral spondylosis and lumbosacral radiculopathy have a combination code in  
ICD-10 which should be used rather than the two individual diagnosis codes:  

M47.27 Other spondylosis with radiculopathy, lumbosacral region 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

ICD-10 Specificity / Combination Codes 

MEDDATA is receiving denials (RARC M64) for “unspecified” or incorrect laterality ICD-10 code selected when 
the laterality modifier is affixed to the CPT code. 
 
Examples:  
CPT 73080 billed with LT modifier - ICD-10 selected 
M70.20 Olecranon bursitis, unspecified elbow. 

Appropriate ICD-10 code: M70.22 
 
 

 
CPT 20610 billed with LT modifier - ICD-10 selected 
M17.11 Unilateral primary osteoarthritis, right knee 

Appropriate ICD-10 code: M17.12 
 

 
 

ICD-10 Unspecified/Laterality Denials Due to Conflicting CPT Modifier Use 
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The two key principles that support diagnosis and procedure code selection are: 
1) Good clinical documentation: Documentation should accurately reflect the level of work for the 

care rendered, and support the selected diagnosis codes; and  
2) Demonstrated medical necessity: The Centers for Medicare & Medicaid Services (CMS) defines 

medical necessity criterion for payment of services.  Quality documentation must support the 
medical need for performed tests and assigned diagnoses.  The volume of documentation does 
not correlate to medical necessity (i.e., more is not always better). 

 
All diagnosis codes assigned to an encounter should reflect the care delivered, and every diagnosis 
code must have an appropriate treatment plan to be billable.  Always select diagnosis codes to the 
highest known level of specificity at the time of the patient encounter. 
 
Providers MUST document both WHAT was done and WHY it was done. 

Source: Healthcare Business Monthly - August 2016 published by AAPC 
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The CMS-1500 hard copy (Version 02/12) claim form was updated to include compatible entries for ICD-10 
diagnosis codes; these same principles apply to electronic media claims (EMC).   
Some of the most notable changes/instructions include:  
 

Field (box) 21 - Diagnosis or Nature of Illness 
 Updated to include space for 12 diagnosis codes per claim. 
 Do not use ICD-9 and ICD-10 diagnosis codes on the same claim. 
 New area “ICD Ind.” added to indicate use of ICD-9/10 code sets; use ‘9’ between the vertical, dotted 

lines when reporting ICD-9 codes; use ‘0’ when using ICD-10 codes. 
 

Field (box) 24 A - Dates of Service 
 Physician services provided on/after 10/01/15 will use ICD-10 codes; span date claims must be split and 

submitted separately; use the “from” date to determine which ICD code set to use. 
 ICD-10 is driven by date of discharge for facility claims (Part A - UB04); inpatient discharges on/after the 

implementation date will use ICD-10-CM and ICD-10-PCS. 
 

Field (box) 24 E - Diagnosis Pointer 
 Use a letter as the diagnosis pointer (alpha A-L), not a number (1-4) as was used on the old form.  
 Still can only assign up to four diagnosis pointers per charge line, even if > 4 diagnoses are listed in the 

’bank’ of diagnosis codes in field (box) 21; only 4 may be assigned to a charge/CPT code. 
 
 
 
 
 
 
 
 
 
 
 
 
See the 012114 News Blast: Revised 1500 Claim Form Usage Transition Begins January 2014 available via 

www.medtronsoftware.com.  

REMINDER: CMS 1500 Claim Form 

Achieve Audit-Proof ICD-10 Documentation 
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https://www.aapc.com/
http/www.medtronsoftware.com/pdf/2014/012114_UPDATE_-_Revised_1500_Claim_Form_Usage_Transition_Begins_January_2014.pdf
http://www.medtronsoftware.com

