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Proposed ICD-10 Code Changes and 
Severity Class Changes for 2020 

Marsha Diamond, CPC, COC, CCS, CPMA, AAPC Fellow 

 
 

While ICD-10 for 2020 appears to have its usual number of code changes, primarily new codes, perhaps the more 
significant changes are to the nearly 1,500 changes proposed to the CC/MCC designations, the majority of them 
proposed as downcodes from 2019.  
 

Some of the highlights of the additional ICD-10 codes are listed below: 
 

 4 new atrial fibrillation codes, including codes for longstanding, persistent, other persistent, chronic unspecified, 

and permanent atrial fibrillation 

 8 new subcategory I80.2 codes for phlebitis and thrombophlebitis that identify phlebitis and thrombophlebitis of 

the peroneal and calf muscle veins 

 Additional sixth character of “6” for pressure ulcers to indicate pressure-induced deep tissue damage 

 Additional subcategories to specify fractures of orbital roof and orbital walls 
 

Nearly 1,500 changes to severity have been proposed for 2020, most of them downcodes.  The most common proposed 
changes are listed below: 
 

Severity Increases:  

 Non-CC to CC: Heparin-induced thrombocytopenia; Stage 1 and 2, unstageable and unspecified pressure ulcers; 

Foreign bodies in respiratory tract with asphyxiation; Acute bronchospasm; Homelessness; Neutropenia and 

agranulocytosis; Epistaxis and throat hemorrhage; 

 CC to MCC: Bacteremia; Candidal esophagitis and enteritis; Moderate protein calorie malnutrition; Severe persistent 

asthma with exacerbation; 
 

Severity Decreases:  

 MCC to Non-CC/MCC: Sickle Cell disease with crisis/complication; Cardiac arrest; Complicated acute appendicitis; 

 MCC to CC: STEMIs (initial and subsequent); Unspecified severe protein-calorie malnutrition; Ventricular 

fibrillation/flutter; Stage 3 and 4 pressure ulcers; Femur fracture; Postoperative acute respiratory failure; 

 CC to Non-CC: Primary and Secondary neoplasms (GI, respiratory, pancreatic, central/peripheral nervous, GU, 

connective, skeletal); Kaposi’s sarcoma; Leukemia and lymphomas; Acute blood loss anemia; Chronic heart failure; 

Ulcerative colitis and Crohn’s disease; Cutaneous abscess; Reiter’s disease; CKD Stage 4 and 5; BMI 19.9 or less; 

Transplant status; 
 

For more information, access the Proposed Rule changes page online at: 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS/FY2020-IPPS-Proposed-Rule-Home-Page.html 
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Coding Clarification for Splint Application and Supplies 
Molly Snowberger, RHIA, CCA

Assigning the correct code for splints can often be confusing. Coders must 
consider the intent of the procedure in order to select the appropriate code 
by determining the facility setting, type of materials used, and if any 
restorative treatment or procedure was performed in addition to the splint 
application (i.e. fracture repair, bunionectomy, etc.).  

A splint is an immobilizing device attached to a limb in order to stabilize 
an injury. It can be static (full immobilization) or dynamic (some 
movement), depending on the type of material used. HCPCS Level II 
provides supply codes for these devices that facilities can use in 
conjunction with the application codes, when applicable.  

The intent of the CPT splint code series is the same for both physician and 
outpatient hospital reporting, however, HCPCS supply code reporting may 
differ depending on the setting. In the physician office setting, CPT 
application codes can be assigned with a HCPCS supply code if the splint is 
fabricated in order to accurately represent the expertise required for 
applying a custom-made device. If, however, the splint is prefabricated, the 
application does not require technical expertise to create and/or place, so 
only the appropriate E&M code would be assigned with the supply code.  

In the outpatient hospital setting, reporting application codes with supply 
codes varies. Facilities typically have more device options, and therefore, 
have more choices in supply code selection. Some outpatient facilities 
choose to incorporate prefabricated splint applications in their acuity 
levels rather than charge the splint application code. Many of the HCPCS 
supply codes include fitting and adjustment. If the supply code description 
is equivalent to the services described in the CPT application codes, only 
the supply code would need to be reported. In contrast, if the supply code 
does not include application, both the CPT application code and HCPCS 

supply code should be assigned. Unlike the 
physician office, facilities are allowed to 
report a CPT code for the application of 
prepackaged splints. Per the AHA Coding 
Clinic for HCPCS, prepackaged or prefabricated splints are coded the same 
way as custom-made splints because there is no specific CPT code that 
differentiates between the technical expertise of fabricated vs. non-
fabricated device applications.  
 
Restorative treatment also plays a vital role in determining if application 
codes should be reported. Some supplies, such as splints, are considered 
part of the definitive treatment/procedure, and therefore do not require 
an application code. For example, if a patient presents to the ED with a 
wrist fracture and closed reduction is performed in addition to a cast 
application, only the CPT code for the closed reduction should be reported 
along with the appropriate supply code, if applicable. This is because cast 
application is essential in effective fracture treatment, and thus included in 
the definitive treatment. If, however, a patient presents to the ED with a 
wrist fracture and the only treatment rendered is the application of a 
short-arm splint and referral to an orthopedist, coders should report the 
splint application code. The facility should also charge for the supplies used 
as appropriate.  

Each device application has its own documentation requirements and 
rules for coding/billing. Follow the general CPT guidelines for final code 
determination involving application procedures and always remember to 

consider the intent of the splint!

 
Prostate Cancer (C61) 
Nancy Keenan, RN, CPC, CCS 

Each year 1.6 million men are diagnosed with prostate cancer and 366,000 
die from it.  Risk factors include race (African Americans are more at risk 
than other races), age, family history, and lifestyle. The most common 
screening test for prostate cancer is a blood test called the PSA (Prostate 
Specific Antigen). An elevated PSA can indicate that an individual has 
prostate cancer, although other conditions can account for a high value 
including UTI’s, prostatitis, or benign prostatic hypertrophy.  Men with a 
low PSA can also have prostate cancer. A rising PSA over time is more likely 
to indicate that an individual has prostate cancer; however, a biopsy is 
required for confirmation. The digital rectal exam (DRE) may also be done 
as a part of screening to detect any abnormalities in the texture, shape, or 
size of the prostate gland.   

Treatment for prostate cancer includes active surveillance, prostatectomy 
(retropubic, perineal, laparoscopic), external beam radiation (3D-CRT, 
IMRT, IGRT), brachytherapy (implantation of radioactive seeds), 
stereotactic body radiation therapy (Gamma Knife, Cyber Knife, X-Knife), 
proton beam radiation therapy, hormone therapy (also called androgen 
deprivation therapy [ADT] or androgen suppressive therapy), HIFU (High 
Intensity Focused Ultrasound), cryotherapy, and chemotherapy. 
Treatment is based on stage, Gleason score, and PSA; however, other 
factors such as life expectancy and the patient’s overall health can also 
contribute to the decision-making process. Some of the stated treatments 
are given as the initial treatment and some are used as additional 
therapies. Hormonal therapy, for example, is used to suppress androgens, 
which are responsible for stimulating prostate cancer growth. Hormone 
therapy alone cannot cure prostate cancer, though it can be given for 
various situations including before radiation to shrink the cancer, along 
with radiation therapy for patients with a high-risk of recurrence, if the 
cancer returns after treatment with surgery or radiation, or for metastatic 
prostate cancer to slow down cancer growth. Complications of treatment 
can occur, such as bowel problems, urinary incontinence, and erectile 

dysfunction, which can be temporary or permanent. Some of these 
complications can be treated with surgery and/or mediations. 

Treatment is not always curative and a rising PSA can occur after surgery 
or radiation therapy indicating a biochemical recurrence. Metastasis can 
occur anywhere in the body, although the most common sites are the bones 
(spine, pelvis, ribs, skull, and long bones of the extremities).  Other 
common sites of metastasis include the lymph nodes, lungs, and liver. 
Treatment for bone pain includes medications such as bisphosphonates, 
external beam radiation, radiopharmaceuticals, and chemotherapy. The 
terms Castrate-resistant or hormone-refractory prostate cancer may be 
documented, which indicates that the cancer is still growing despite the 
use of hormonal therapy. 

In regards to coding, review the medical record to determine whether the 
diagnosis of prostate cancer is current or a history of and also for the 
presence of metastasis. Review the oncologist and radiation therapy notes 
as well as any medications that the patient is currently taking, as this can 
help determine whether the cancer is current or not. Many times the 
patient will refuse treatment, so be sure to read the chart notes carefully. 
If the provider documents a refusal of treatment this is considered current 
cancer and can be coded. Encourage the primary care provider to obtain 
the patient’s medical records from any specialists involved in his or her 
care. Be aware of any complications, either from the treatment or from the 
metastasis.  

References: 
https://www.cancer.org/cancer/prostate-cancer/treating/by-stage.html 
https://www.ncbi.nlm.nih.gov/pubmed/29311132 
https://www.cancercenter.com/cancer-types/prostate-cancer/risk-factors 
https://www.cancercenter.com/cancer-types/prostate-cancer/symptoms 
https://www.pcf.org/about-prostate-cancer/prostate-cancer-side-effects/managing-bone-
metastases-and-pain/ 
http://www.prostatecancertreatmentcenter.com/prostate-cancer/the-big-picture/ 
https://www.statnews.com/2016/03/07/prostate-cancer-survival/

https://www.cancer.org/cancer/prostate-cancer/treating/by-stage.html
https://www.ncbi.nlm.nih.gov/pubmed/29311132
https://www.cancercenter.com/cancer-types/prostate-cancer/risk-factors
https://www.cancercenter.com/cancer-types/prostate-cancer/symptoms
https://www.pcf.org/about-prostate-cancer/prostate-cancer-side-effects/managing-bone-metastases-and-pain/
https://www.pcf.org/about-prostate-cancer/prostate-cancer-side-effects/managing-bone-metastases-and-pain/
http://www.prostatecancertreatmentcenter.com/prostate-cancer/the-big-picture/
https://www.statnews.com/2016/03/07/prostate-cancer-survival/
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Coding for Drug Toxicity 
ADVERSE EFFECT, UNDERDOSING, POISONING, AND TOXIC EFFECT 

Kathy Oyler, CCS 

Adverse Effect:  An adverse effect is an unexpected physical reaction to 

properly prescribed and administered medication(s). Adverse effects 

range from mild (small rash) to life-threatening (anaphylaxis), depending 

on the degree of the reaction. When coding an adverse effect you must have 

complete documentation from the physician describing the event and the 

circumstances surrounding the onset of the event. The event is considered 

“adverse” if it happens even though everything was done right by the 

patient and the physician (medication was correctly prescribed and 

properly administered). Per ICD-10-CM Official Guidelines for Coding & 

Reporting, for proper coding of an adverse effect, assign the appropriate 

code for the type of reaction as the principal diagnosis, followed by the 

appropriate code for the adverse effect of the drug (T36-T50). 

Coding Scenario 1: Patient was started on Penicillin due to strep throat 

and developed a rash on his arms, legs and trunk. Patient was treated with 

PO Benadryl and antibiotics were changed to a cephalosporin.   

 L27.0 Generalized skin eruption d/t drugs & medicaments taken 

internally 

 T36.0X5A Adverse effect of penicillin’s, int. enc. 

Underdosing: An underdosing occurs when a patient takes less of a 

medication than what was prescribed. Underdosing guidelines follow the 

same path as an adverse effect with the addition of codes to explain why 

the underdosing occurred. The medical condition is coded first, followed 

by the underdosing code (T36-T50 with fifth or sixth character “6”), and 

then the reason why the patient did not take his or her medication (non-

compliance Z91.12-, Z91.13- or complication of care Y63.6-Y63.9). 

Coding Scenario 2: Patient is unable to afford his Lasix. He determines 

that taking half of the prescribed dose is all he can afford. Patient presents 

to the ER with shortness of breath and is diagnosed with an exacerbation 

of his diastolic heart failure caused by not taking his medication as 

prescribed. The patient also has a history of hypertension.  

 I11.0 Hypertensive heart disease w/ heart failure 

 I50.33 Acute on chronic diastolic congestive heart failure 

 T50.1X6A Underdosing of loop high-ceiling diuretics, int. enc. 

 Z91.120 Pt’s intentional underdosing of medication regimen d/t 

financial hardship 

Poisoning:  A poisoning occurs from the improper use of a medication. The 

ICD-10-CM Official Guidelines for Coding & Reporting instructs coders to 

first assign the appropriate code from categories T36-T50 with a fifth or 

sixth character as the associated intent (accidental, intentional self-harm, 

assault, or undetermined), followed by the manifestation of the poisoning. 

Please note, if the intent of the poisoning is not documented then it is coded 

as accidental.      

Coding Scenario 3 - Accidental: Patient presented with altered mental 

status. Family members reported that the patient’s med-minder was 

missing tomorrow’s dose of Oxycodone. Narcan is administered and the 

patient becomes more clear-minded. The patient does report that he 

couldn’t remember if he had taken his morning dose, was experiencing 

pain, and got mixed up on what day it was.  Patient states he must have 

taken the additional dose in error. 

 T40.2X1A Poisoning by other opioids, accidental (unintentional), int. 

enc. 

 R41.82 Altered mental status, unspec. 

 

Poisoning due to Substance Abuse or Dependence: An acute condition 

due to a reaction resulting from the interaction of alcohol and a drug(s) or 

due to a drug involved in abuse or dependence is classified as a poisoning. 

Additional codes are assigned for both the acute manifestation of the 

poisoning and the dependence or abuse. For example: Acute pulmonary 

edema due to accidental heroin overdose in a patient who is heroin 

dependent would code to T40.1X1A, J81.0, and F11.20.  

Chronic conditions related to alcohol, drug abuse or dependence is not 

classified as a poisoning. The code for the chronic condition is sequenced 

first, followed by a code for the abuse or dependence. For example: 

Alcoholic cirrhosis of the liver; chronic alcohol dependence would code to 

K70.30 and F10.20. 

Coding Scenario 4 – Accidental: Patient with an addiction to cocaine was 

snorting cocaine, developed chest pain and presented to the ER. He is 

diagnosed with a cocaine induced NSTEMI.  

 T40.5X1A Poisoning by cocaine, accidental (unintentional), int. enc. 

 I21.4 Non-ST elevation (NSTEMI) myocardial infarction 

 F14.288 Cocaine dependence w/ other cocaine-induced disorder 

 
Coding Scenario 5 – Intentional self-harm: Patient presented with AMS. 

Mother reports that patient was distraught over a break-up with her 

boyfriend and took 20 oxycodone.  Narcan was administered and patient 

became more clear-minded. Patient admitted to trying to kill herself.  

Patient was transferred to a psych unit for further treatment of her 

depression after the poisoning was treated. 

 T40.2X2A Poisoning by other opioids, intentional self-harm, int. enc. 

 R41.82 Altered mental status, unspec. 

 F32.9 Major depressive disorder, single episode, unspec. 

 
Coding Scenario 6 – Assault: Patient presented with altered mental 

status. Police report that they were called after the patient’s mother talked 

to her son on the phone and noticed he was slurring. Police state that the 

wife confessed to grinding up a bottle of opioids and mixing them in with 

her husband’s birthday cake. Wife confessed she was trying to get revenge 

because he had an affair but denied that she was trying to kill him. Patient 

was treated with Narcan, his mental status cleared and he was released to 

his mother’s care.   

 T40.2X3A Poisoning by other opioids, assault, int. enc. 

 R41.82 Altered mental status, unspec. 

 
Coding Scenario 7 – Undetermined: Patient with dementia and chronic 

pain found to be lethargic by family. The patient is taken to the ER. The ER 

administers Narcan and the patient returns to her baseline. Drug test 

reveals the patient has a high level of opioids in her blood. Family is unsure 

if the patient took additional doses of her oxycodone. The physician 

documents that the patient was poisoned by opioids. ** No intent was 

documented. 

 T40.2X1A Poisoning by opioids, accidental, int. enc. 

 R53.83 Other fatigue 
 

However, if the physician documents that the patient was poisoned by 

opioids and specifies that the cause is undetermined, then it would be 

appropriate to code as undetermined (T40.2X4A Poisoning by other 

opioids, undetermined, int. enc.). 

Toxic Effect: Per the ICD-10-CM Official Guidelines for Coding & Reporting, 

a toxic effect occurs when a harmful substance is ingested or comes in 

contact with a person. Toxic effect coding follows the same sequencing as 

coding for a poisoning - first assign the appropriate code from categories 

T51-T65 with a fifth or sixth character as the associated intent, followed 

by the manifestation of the toxic effect.  

Coding Scenario 8: Patient presents to the ER with painful burning of the 

right eye after he was pepper sprayed by the police. The provider 

documents toxic effect of pepper spray (ICD-10-CM/PCS Coding Clinic, First 

Quarter 2018 Pg. 18). 

 T65.891A Toxic effect of other specified substances, accidental 

(unintentional), int. enc. 

 Y35.893A Legal intervention involving other specified means, suspect 

injured, int. enc.
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Having trouble with coding, auditing, compliance, denials 
and/or documentation? 

 

We Want To Hear From You! 
 

Contact us online or call us today to speak with an expert. 
 

MARSI coming to a town near you! 

Please stop by and see us at…  

2019 FHIMA Annual Convention: July 28-31, Walt Disney World Swan & Dolphin Resort, Booth 405 

AHIMA19: Health Data and Information Conference: September 14-18, Chicago, IL, Booth 606 
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