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In this volume of NASSJ, the authors present a very interesting retro-

pective analysis of code utilization patterns for spinal pathologies using

he Humana PearlDiver dataset with the goal of evaluating the impact of

he transition between the ICD-9 and ICD-10. The results demonstrated

hat, despite a five-fold increase in available diagnostic codes for spinal

onditions in the ICD-10, providers continued to select a small propor-

ion of less specific diagnostic codes. Interestingly, in the ICD-10 group

here was a clear bias toward utilizing less specified codes. Although

here have been similar studies in other fields [1–3] , this is the first

ne focusing on spine-related conditions (classified in the ICD code as

dorsopathies ”). 

The International Classification of Diseases Ninth Revision (ICD-9)

ad been used for almost 40 years. The ICD-10 code which, in the US is

omposed by two components, an ICD-10-CM for diagnosis coding and

he ICD-10-PCS for inpatient procedure coding, was initially supposed to

ubstitute ICD-9 in the Health Insurance Portability and Accountability

ct (HIPAA) electronic transaction standards in 2011, but such changes

ere postponed twice by the Centers for Medicare and Medicaid Ser-

ices (CMS) with its final implementation taking place only on October

015 [4] . 

One of the reasons why providers may prefer to use unspecific codes

s that, at least in the initial evaluation, the final diagnosis for that spe-

ific patient may still be somewhat undetermined. For example, it seems

nderstandable that a spine surgeon may prefer to use the code for “back

ain, unspecified if radiculopathy ” for a patient with back and leg pain

ut without any imaging or EMG/nerve conduction studies, for whom

he differential diagnoses could be either sacroiliitis or lumbar radicu-

opathy. 

The study published in this edition of the NASSJ provides ad-

itional evidence that, if the change from 14,025 ICD-9 to 69,823

CD-10 codes was supposed by any means to increase the granularity

f data available to CMS and other governmental agencies involved

n quality improvement, a carefully designed program for stimulat-

ng the desired behavior on an individual level seems of paramount

mportance. 

From a behavioral psychology perspective it seems probable that

hysicians, who may have no personal interest in increasing the granu-

arity of the information in the data system for governmental agencies,
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ould choose to employ unspecific codes simply because this is the path-

ay of least resistance. Although recent research has casted some doubt

n the classic Homo economicus features of optimal behavior, consistency

nd rationality as accurately describing the typical human behavior [ 5 ,

 ], it still seems overly uncontested (probably since Adam Smith’s “invis-

ble hand ” analogy) [7] , that self-interests are still the key force which,

hen harnessed by an optimally designed system, may lead to the com-

on good [8] . In this sense, it seems quite naive to believe that generic

ppeals for additional work and commitment by individuals with scarce

ime resources would be effective. 

One possible solution for addressing such a problem would be to em-

loy the opporturnity created by the mandatory transition between the

raditional fee-for-service to the new bundled payment model, as pre-

cribed by the Patient Protection and Affordable Care Act and the Af-

ordable Health Care for America Act. As diagnosis-related group (DRG)

odes (the basic building blocks of the bundled-payment model) are as-

igned by a "grouper" program based on ICD diagnoses (in addition to

rocedures, age, sex, discharge status, and the presence of complica-

ions or comorbidities) [9] , an interesting approach would be to asso-

iate DRG codes composed by unspecific diagnoses with a percentual

ecrease in the average reimbursement. Conversely, hospitals and physi-

ian groups with a percentage of specific ICD codes substantially above

he national average could be rewarded with a percentual bonus in-

rease in the payments. 

As in the present time reimbursement is directly related to CPT codes

nd not diagnostic (ICD) codes, there seems to be little incentive for

hysicians to employ additional time and efforts to improve the speci-

city of the selected clinical diagnoses. Although the proposal above is

ot the only solution, it seems clear that, unless a better system includ-

ng specific incentives and disincentives carefully planned to foster the

esired behavior on the part of individual physicians, it is unlikely that

he full potential of the ICD-10 code in terms of the increased granular-

ty of collected information would be actually realized. However, as the

CD-11 will soon replace ICD-10 (it is expected to be officially imple-

ented on January 1, 2022 [10] ), there is still enough time for those in

eadership positions in the field of healthcare coding and reimbursement

o undertake active measures so that the extensive efforts in mapping

dditional differential clinical diagnosis in each ICD edition does not
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[  
nd up again, for most practical purposes, lost during the translation

nto the clinical practice. 

upplementary materials 

Supplementary material associated with this article can be found, in

he online version, at doi:10.1016/j.xnsj.2020.100032 . 
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