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ICD-10: COMING TO THE WORKERS’ COMP NEAREST YOU
The Centers for Medicare and Medicaid Services (CMS) mandated use of the ICD-10 coding system beginning October 1, 2015. The State of Nevada, Division of Industrial Relations (DIR) will adopt CMS guidelines regarding ICD-10 implementation, also effective October 1, 2015. With this in mind, the following information may be helpful.
ICD-10 is divided into two components, similar to ICD-9. The diagnoses portion, ICD-10-CM, is required
to be used by all HIPAA (Health Insurance Portability and Accountability Act) compliant health care providers. Although not under the HIPAA umbrella, workers’ compensation will follow the same guidelines. Therefore, all health care providers providing services to Nevada's injured workers, must begin using ICD-10-CM
diagnoses this fall.
The procedure portion of the new coding system, ICD-10-PCS, is for inpatient hospitalizations only initially. CMS has not released information regarding other health care providers transitioning to ICD-10-PCS.
All outpatient providers will continue billing procedures using ICD-9-PCS, CPT codes, and Nevada Specific
Codes as described in the Medical Fee Schedule.
Coding errors will likely delay reimbursement. One potentially significant error will be using unspecified
codes in ICD-10. ICD-10 codes are very specific. Non-specific codes should only be used when there are no
other more appropriate codes. Correct coding will necessitate a greater level of detail documented in the
medical record. Clinicians should become familiar with the increase in specificity required. Body part location, laterality and root causes are examples of three areas requiring improved documentation for accurate
coding.
Another anticipated mistake is not adequately preparing staff. It is important that any staff person responsible for providing medical services, billing, reimbursement and/or medical records receive adequate training regarding the impact ICD-10 may have
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RATERS’ CORNER: HEARING IMPAIRMENT
In the quarterly Review Panel meeting, a number of recurrent mistakes concerning the rating of hearing impairments has been observed. Listed below are some suggestions that
might be helpful when performing PPD hearing impairments. Please note, all references to page numbers and tables refer to the AMA Guides to the Evaluation of Permanent Impairment, 5th edition.
1. Initially, calculate the decibel sum hearing loss (DSHL) by adding the decibel (dB) loss documented on the audiometric exam at 500, 1,000, 2,000 and 3,000 Hz. Add the dB loss for each ear separately. Use Table 11-1 on
page 247 of the AMA Guides, to determine the percentages of monaural hearing impairment for each ear. This
can be confusing because the percentages given represent monaural hearing impairment only and do not determine the binaural hearing impairment. Binaural hearing impairment is required to determine whole person
impairment. According to Step #4 on page 247, consult Table 11-2 to convert monaural hearing impairment to
binaural hearing impairment. Please note the very important statement in small italics on page 248, under
Table 11-2, indicating which axis of the table represents the DSHL for each ear. The left vertical axis is the sum
for the DSHL of the four frequencies for the worst ear and the horizontal axis is the better ear. This
chart is valid only if both the worse and the better ear each have a hearing loss of greater than or equal to 100.
If one ear has less than or equal to 100, please see #4 below.
2. Do not take the monaural hearing impairment from Table 11-1 on page 247 and transfer this number into Table
11-3 on page 250. Table 11-3 requires the binaural hearing impairment from Table 11-2.
3. Apply the binaural hearing impairment from Table 11-2 to determine the whole person impairment from Table
11-3.
4. The last two paragraphs of column one on page 250, include an equation to be used to calculate the percentage of binaural impairment (that is the impairment noted in the left column of table 11-3, page 250) when only
one ear exhibits hearing impairment. Use the equation given, allowing 0% monaural impairment (not DSHL),
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