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Abstract

Background: Management of patients with chronic conditions relies on accurate measurement. It is unknown how
transition to the ICD-10 coding system affected reporting of chronic condition rates over time. We measured
chronic condition rates 2 years before and 1 year after the transition to ICD-10 to examine changes in prevalence
rates and potential measurement issues in the Veterans Affairs (VA) health care system.

Methods: We developed definitions for 34 chronic conditions using ICD-9 and ICD-10 codes and compared the
prevalence rates of these conditions from FY2014 to 2016 in a 20% random sample (1.0 million) of all VA patients.
In each year we estimated the total number of patients diagnosed with the conditions. We regressed each
condition on an indicator of ICD-10 (versus ICD-9) measurement to obtain the odds ratio associated with ICD-10.

Results: Condition prevalence estimates were similar for most conditions before and after ICD-10 transition. We
found significant changes in a few exceptions. Alzheimer’s disease and spinal cord injury had more than twice the
odds of being measured with ICD-10 compared to ICD-9. HIV/AIDS had one-third the odds, and arthritis had half
the odds of being measured with ICD-10. Alcohol dependence and tobacco/nicotine dependence had half the

odds of being measured in ICD-10.

Conclusion: Many chronic condition rates were consistent from FY14-16, and there did not appear to be
widespread undercoding of conditions after ICD-10 transition. It is unknown whether increased sensitivity or

undercoding led to decreases in mental health conditions.
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Background

On October 1, 2015 U.S. health care providers covered
under the Health Insurance Portability and Accountabil-
ity Act (HIPAA) were required to transition from coding
diagnoses during health care encounters using the Inter-
national Classification of Diseases and Related Health
Problems, 9th revision, Clinical Modification (ICD-9-CM)
to the 10th revision (ICD-10-CM). ICD-10-CM uses
69,823 codes which is almost a five-fold increase in codes
from ICD-9-CM. Measuring diagnoses accurately is
critical to both patient and population management, so
greater detail in ICD-10 improves upon the ICD-9 system.
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However, the transition to a new coding system poses
challenges to measuring rates of chronic conditions over
time within a health care system or population of interest.
At least a third of ICD-9-CM codes do not have an easily
discernible corresponding ICD-10 code, and some clinical
specialties are affected more than others [1]. The implica-
tions of challenges in consistent coding are not yet under-
stood although researchers comparing cause of death in
ICD-9 and ICD-10 found significant differences that could
be attributed to changes in coding in ICD-10 [2]. No
current studies exist on how measuring chronic condi-
tions in a population were affected by this transition.

We developed ICD-9 and ICD-10 definitions for 34
different chronic conditions, and we compared the rates
of these conditions from fiscal years (FY) 2014 to 2016
in a large sample of VA patients. We compared the
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population rate of each condition in each study year. We
also estimated how many patients with each condition
in the current year did or did not have the condition
diagnosed in the previous year, and how many who were
previously diagnosed with the condition were not diag-
nosed in the current year to assess whether ICD-10
coding was associated with broader or more narrowly
defined populations for each condition. Looking at how
chronic condition rates changed before and after the
transition to ICD-10 can help inform providers, clinical
program managers, and researchers about measurement
issues related to the transition to ICD-10.

Methods

Chronic condition codes

We created definitions for 34 common chronic condi-
tions among VA patients for both ICD-9 and ICD-10
systems. Chronic conditions and corresponding ICD-9
diagnoses were identified from previous work and were
selected because they were common and accounted for
most of VA health care costs [3, 4]. For arthritis, asthma,
coronary heart disease, diabetes, hypertension, stroke,
heart failure, peripheral vascular disease, diabetes, renal
disease, AIDS/HIV, we applied ICD-10 codes developed
for comorbidity indices for the Charlson Index and
Elixhauser Score [5, 6]. We used ICD-10 codes for spinal
cord injury based on the definition developed by the
Centers for Medicare & Medicaid Services (CMS) [7].
Several VA clinical workgroups developed comprehensive
ICD-10 diagnosis lists for several chronic conditions, and
we obtained the ICD-10 codes defined for chronic
obstructive pulmonary disease, dementia, hepatitis C,
ischemic heart disease, and lung cancer. ICD-10 codes
for all mental health and substance use disorder condi-
tions in this report were based on codes for the VA
risk-adjustment system called Nosos [8].

To develop corresponding ICD-10 diagnoses for the
remaining conditions, we cross-walked the original ICD-
9 codes for each condition to ICD-10 codes using gen-
eral equivalency mapping (GEM) publicly available from
the Centers for Disease Control and the Centers for
Medicare and Medicaid Services, and these code map-
pings were reviewed by several clinicians to develop a
final coding scheme. None of the condition definitions
included ICD-10 codes referring to history of the rele-
vant diagnosis since it was not clear that the diagnosis
was applicable to the current year.

Analysis

We identified a 20% random sample of all VA patients
for a total of 1.0 million VA patients who used any VA
inpatient or outpatient care in each year from FY2014—
2016 and did not die during that time. We coded all
their chronic conditions based on the presence of at
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least one diagnosis in each year from all VA inpatient and
outpatient utilization records from the VA Medical SAS
files which are national, administrative data containing all
inpatient and outpatient encounters provided by the VA.
These data include patient identifiers, location of care,
procedures, and diagnoses. VA inpatient data included up
to 14 diagnosis fields for FY14—15 and up to 26 fields for
FY16 while outpatient data included up to 10 diagnosis
fields for FY14-16, and we used all available diagnosis
fields to identify the chronic condition codes.

For FY2014 we summarized the percent of patients
who were identified with each condition using ICD-9
codes. For FY2015 we summarized the percent of
patients who were identified with each condition a. who
had the condition recorded in FY2014 and b. those who
did not have the condition recorded in FY2015 using
ICD-9 codes. We also summarized the percent of
patients who had a diagnosis in FY2014 but not in
FY2015. For FY2016 we summarized the percent of
patients who were identified with each condition using
ICD-10 codes a. who had the condition recorded in
FY2015 and b. those who did not using ICD-9 codes
and the percent of patients who had a diagnosis in
FY2015 but not in FY2016.

In order to determine the magnitude in odds of a pa-
tient being diagnosed with a condition due to the change
to ICD-10 coding, we conducted logistic regression
models for each condition separately where we predicted
having the condition with use of ICD-10 codes as a
predictor (and ICD-9 was the reference group) and
obtained the odds ratio (OR). Models adjusted standard
errors for clustering within patient since patients had
three observations for each year.

Results

Condition prevalence rates were similar across all study
years for most of the conditions, and there were large
differences for several conditions (Table 1). The largest
difference was the increase in Alzheimer’s disease from
0.4% in FY15 to 0.6% in FY16 with the odds of having
Alzheimer’s disease 2.88 higher under ICD-10 compared
to ICD-9. Other large differences in total condition rates
occurred for an increase in heart failure (OR = 1.66;
P < 0.001) from 4.6% in FY15 to 5.2% in FY16, an in-
crease in spinal cord injury (OR = 2.05; P < 0.001) from
0.4% in FY15 to 0.5% in FY16, a decrease in HIV/AIDS
(OR = 0.31; P < 0.001) from 0.55% in FY15 to 0.49% in
FY16, and a decrease in arthritis (OR = 0.55; P < 0.001)
from 20.0% in FY15 to 14.8% in FY16.

Additionally, there were large changes in several
mental health and substance use conditions including a
decrease in alcohol dependence (OR = 0.56; P < 0.001)
from 4.0% in FY15 to 3.0% in FY16, a decrease in drug
dependence (OR = 0.60; P < 0.001) from 4.7% in FY15



Page 3 of 6

572

ices Research (2017) 17:

Ivi

Yoon and Chow BMC Health Se

090 %9°€ %L %S %95 %8| %60T %L L %88'L WLLT  WEYY dduspuada Bnig
¥80 %€ %6°€ %8'€ %S T 9%.0T %LE L %E8 L %96'L WEEL  %ILE 9sNQY [0Yodly
950 %0'€ %0Y %Ly %9 T %EY'L %.5'L %09'L %/G'L WSYT %SOV a2uapuadaq [0Yodly
981 %ST %LT %L L 9%6£0 %irl'L %EE'L %0 %/80 %STL %69l enuswaQ
UYijesH |elusiy
6€'1 %9Y %Ly %€ %LLT %r9T %S6'L %S€'L %69 | WIET  WLLE ons
50T %S0 %0 %0 %800 %10 %0 %S00 %800 WHED  %6ED Ainfuj piod [euds
601 %L/ %t/ %S9 %06 %S9°C %S %8 L %6LT %S9y %6V ainjieq [eusy
0L0 %0l %Sl %01 %199 %Ly %E6'S %STY %8y WLLL  %96LL eise|diadAH dneisold
0L0 %LY %L %St %.9'L %80'L %Y0'€ %660 %L L WEYE  %8YY JadueD 91e1s01d
gl %9'| %t L % L %LTL %LE L %YT0 %960 %L %ITO %8l elUOWIN3Ud
gl %Y'S %TS %LV %LY'T %E9T %6LT %791 %0L'T wWOLE WLV aseasi(] Jejnose)\ [esaydiiad
691 %0'L %60 %80 %020 %920 %EL 0 %CL0 %T0 %690 %180 558351 S,UOSUB|IEd
1501 %E0 %E0 %E0 %v00 %00 %670 %00 %E00 %6TO  %IEO SIS0I3RS ANy
ozl %90 %90 %S0 9%0€ 0 %.20 %EE0 %010 %90 %LED %K Jeoue) bun
80 %EET 9%S'SC %E VT %5901 %EY'S %YL %8/ %006 %6YOL  %LTHT uled oeg Jomon
690 %871 %991 %L9L %LS'S %S9E  %OL'LL %8L'€ WELE  %BBTL %909l 958351 Ue3H dIWaLs|
80 %S %85S %¥'SS %656 WEEL  %ITIY %169 WSEL  WOVSY  %LESS uoisuanadAy
100 %ST %8T %LT %80 9850 %96'L %250 %990 WrlT  %99T D shnedsH
991 %S %9Y %0% %E9'L %.TT %Y6T %01L'L %0L'L %/8T  %L6E ain|led 1eay
/0 %Y'S %9 %9 %99°€ %89C %9.T %S6C %9L'€ %LTE  %ITY aupepeay
LE0 %S0 %S0 %S0 %800 %200 %.70 %200 %E00 %S0 %SO SAIV/AIH
17l %6'LT %trLT 9%S9C %LST %86T  %LeTT %581 %6LT  WEIVT  %BKIT s319GRI]
190 %L 0 %80 %80 %6E0 %S0 %10 %0 %820 %S0 %9L0 Jadue) [R13310]0)
9Ll %801 %801 %66 %9¢€ '€ %8¢ %Wt/ %0€T %ETE %LSL %86 9sessig Aleuowng SAIINASAO U0
+o'l %901 %0'LL %0l %0C Y %€ %189 %58 %0L°€ %0EL %SOl (s3dA1 le) Jadued
090 %L€ %g€ %g€ %581 %Ll %66'L %8T'| %EE'| %IST  %l8E BUILISY
550 %871 9%00C %S61 %EELL %LL9 %0.'8 %9C / W6LL  WYTTL  %LS6L SaUYLY
88T %90 %0 %<0 %/10 %L£0 %ST0 %010 %020 %LTO  %LED aseasid sJawiRyzly
6.0 %S /1 %6l %L6L %6/'8 %989 %0901 %199 WLEG  WLYTL %606l 5358351 Pa1ejRy Py
UeaH [edishyd
*q bundtpad \Ohmen 3G oY \Thmon ¥ o
0L-ADIJ0)  9LAd @Ry GLA431eY  PLAJ3BY  9LA{ 10U INg §lA430U1INq LA
oney sppo [e10] [e10] [€10]  GLAJ UIXd % 9LAJ UIXd  FLAJ UL XT % SLAd Ul X@ ur xg suonIpuo)

UOI[IIW O'1 = N 's9Pp0d 0L-dDI PUe 6-aDI Buisn s1uaed YA Buowy suopuoy dIUoIy) JO saley | djqeL



Page 4 of 6

Yoon and Chow BMC Health Services Research (2017) 17:572

(5290 = d) e1ua1ydoziyds pue ‘(900 = d) SIS0IaJds d|dnnw (S00°0 = ) SIadued ||e o uodadXa 3y} YUM [00'0> SNjeA-d B UYIM SONBI SPPO Pey SUORIPUOD ||Y4
9L0TZA4 Ul S9P0d 01-ADI| PUB SLOZ-FLOTAL Ul S3POD 6-aD) SIsoubelp pajedipul 3yl JO SUO YIM Ja3unodus jusiedino/auaiiedul aUo 1sea| 3e pey A3yl i UOIIPUOD Yded YlM Paljiauspl 319M sjualied
$3p0d 0L-QDI 10 6-QDI Yum pasoubelp = xq

€60
Y90
.0
4660
S0

%L YL %S %971 %EEE %LLC %681 L %6€°C %S0 %/L1L°CL %951 astd
%C8L %9'L¢C %01 %878 %91°S %80°€L %6Y'S %809 %87'S 1L %.6'0C uoissaidag
%S'C %LC %LC %520 %€S0 %S6'L %S0 %850 %ELC %59°¢C [uoissaidaq dlue] Jejodig
%L1 %L1 %L %8C0 %9C0 %L %0C0 %CC0 %0S'L %0L°L eluaiydoziyds
%l %6'G1 %091 %6V L %86'€ %6¢8 %80°S %S6'Y %601 %091 da@ 2unodIN/0ddeqO |

(panuju0d) UOIIW 0’| = N 'SOPOd Q-] Pue 6-0D)| Buisn siuaned YA Buowy sUORIpUOD) dlUoIy)) JO saiey | ajqel



Yoon and Chow BMC Health Services Research (2017) 17:572

to 3.6% in FY16, and a decrease in tobacco/nicotine
dependence (OR = 0.52; P < 0.001) from 15.9% in FY15
to 12.4% in FY16. All of the changes noted were associ-
ated with a greater than 20% change in the overall rate
from FY15 to FY16.

For stroke and alcohol dependence, there was a large
decrease in FY2016 in the number of patients who had
the diagnosis in the current year and were also diag-
nosed in the previous year and a large increase in
patients who were not diagnosed with these conditions
in the current year but were in the year prior compared
to the same statistics for the previous year. For depres-
sion in FY2016, there was a large increase in the percent
of patients who did not have a diagnosis in the current
year although they did have a depression diagnosis in
the previous year, and this pattern deviated from the
year before.

Discussion

Opverall, we were able to map ICD-9 and ICD-10 diagno-
sis codes to obtain condition prevalence rates that were
similar before and after the transition to ICD-10 for
most of the conditions we examined although there were
some differences across conditions. We did not find any
consistent decrease or increase in the rates of most con-
ditions after the transition. We were unable to deter-
mine the reasons for changes in condition rates from
FY15 to FY16 although the transition to ICD-10 may
account for some of these differences. For all of the
conditions, some year-to-year variation may be due to
treatment patterns such as patients not having the con-
dition treated during that year or not being recorded in
utilization data. A portion of patients who are newly
diagnosed in each year may not have developed the
condition until the current year, or else the condition
was not previously recorded. Since we did not find any
consistent decrease in chronic condition rates after
FY2015, there does not appear to be systematic under-
coding of diagnosis codes after the transition to ICD-10.
This is consistent with research using Canadian hospital
discharge data that found that ICD-9 and ICD-10 coding
systems performed similarly in predicting mortality of
chronically ill patients [9].

It is unknown why there were large changes in some
conditions, especially decreases in rates of mental health
and substance use disorder conditions after transition to
ICD-10 and whether any of the decreases were related
to undercoding of these conditions. There appeared to
be a more restrictive cohort for many of these condi-
tions under FY16. Mental health conditions may not be
the primary reason for some patients receiving care, so
it is possible that providers may be less likely to enter
diagnosis codes for secondary conditions in ICD-10.
Mental health conditions were previously identified as a
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clinical area with especially convoluted mappings from
ICD-9 to ICD-10, so the learning curve may be higher
for these conditions. It is also possible that more specific
categories under ICD-10 led to greater accuracy in re-
cording which patients had mental health conditions,
which also resulted in lower rates. Future work should
examine these issues in greater detail to ensure condi-
tions are accurately and comprehensively recorded in
the future.

Limitations

There were several limitations in our analysis. While we
examined changes in rates of our study conditions, it is
possible that there may have been differences in rate
changes between sub-types of conditions such as mild,
moderate, or severe asthma. Another limitation of our
data involves subgroups of patients (e.g. older, male)
who have higher rates of certain conditions; subgroups
of patients who are more likely to be diagnosed with cer-
tain conditions might be more affected by coding
changes, so further examination of this question may be
needed. Lastly, the maximum number of diagnosis fields
for inpatient utilization records changed from 14 in
FY14-15 to 26 fields in FY16 which allowed for record-
ing of more diagnoses which can potentially affect con-
dition rates; however, we found that the mean number
of diagnoses entered per encounter record was similar
across all study years (1.5 in FY14, 1.6 in FY15, and 1.4
in FY16). Therefore, change in number of diagnosis fields
did not appear to be a factor in changes in condition rates
in our study population.

Conclusion

While population rates of common chronic conditions
were generally stable over time, there may be differences
in how individual patients were identified with condi-
tions such as mental health and substance abuse and
several other conditions under ICD-10, so health care
systems and health services researchers should take
these differences into account in the measurement of
chronic conditions in patient populations over time.
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