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3M Company (“3M”) appreciates the opportunity tetiy before the Committee on
Energy and Commerce, Subcommittee on Headthring o Examining ICD-10
Implementatior?

3Mis a large U.S.-based employer and manufacast@blished over a century ago in
Minnesota. Today, 3M is one of the largest andtrda®rsified manufacturing companies in
the world. We are a global company conductingniagority of our manufacturing and research
activities in the United States. 3M thanks the @Gottee for its recognition that health care
innovation is happening quickly in the U.S. anditsreadership on trying to get the health care
system to keep pace for the betterment of patidtsuring that we have a code set that
provides better clinical data and accurately rédl@are being provided to patients is a critical
component in this effort.

ICD10 - We need it — we're ready.This is the message | want to make sure that |
convey to this Committee today.

We need it. If we are to transition the health care systemn® that focuses on value
over volume, we need ICD-10. If we are to ratepitass and physicians based on their
outcomes, we need ICD-10. If we are to bettersssadat procedures, technologies, or
approaches best aid improving patient care, we eBdl0.

We're ready. The transition to ICD-10 is supported by the mayooif the health care
community — hospitals, health plans, coding expgftgsician office managers, vendors,
medical device manufacturers, health informatieceist, the health information technology
community, and some of the physician community.’W&/all invested significant time, energy
and money into being ready. Providers, clearingksupayers — including CMS — are all
testing. Testing results show that the systeraasly for those who have taken the time to
prepare. For those still in need of action, triamsiis proving to be manageable. The resources
available to help with transition — many of whiale &ree and online — are significant. The
Coalition for ICD-10, of which 3M is a Member, stiready to help in any way for those still
left needing to take steps to be ready for October.



3M looks forward to working with the Committee amsering adoption of ICD-10 in
October 2015.

Background on 3M

3M, formerly known as Minnesota Mining and Manutagtg, is an American company
currently headquartered in St Paul, Minnesota. ddmpany, created in 1902 by a small group
of entrepreneurs, initially began as a small sapepproduct manufacturer. Today, 3M is one
of the largest and most diversified manufacturiagpanies in the world. 3M is home to such
well-known brands as Scotch, Scotch-Brite, Posi-i@xcare®, Filtrete®, Command®, and
Thinsulate® and is composed of five business sec@wonsumer; Electronics and Energy;
Industrial; Health Care; and Safety and Graphics.

Ahead of their peers, 3M’s founders insisted onlaust investment in R&D. Looking
back, it is this early and consistent commitmerRR&D that has been the main component of
3M’s success. Today, 3M maintains 46 differenhtexdogy platforms. These diverse platforms
allow 3M scientists to share and combine techne®ffiom one business to another, creating
unique, innovative solutions for its customers.e Tinancial commitment to R&D equated to
$1.7 billion of R&D spending in 2013 and over $Bibion over the last 5 years. These
investments produced high quality jobs for 440@aeshers in the United States. The results are
equally impressive with 625 U.S. patents awarde2Dit¥ alone, and over 40,000 global patents
and patent applications.

3M’s worldwide sales in 2014 were $31 billion. 38/one of the 30 companies on the
Dow Jones Average and is a component of the Stdr@&oor’s 500 Index. This success is
attributable to the people of 3M. Generationswdginative and industrious employees in all of
its business sectors throughout the world have BMIinto a successful global company.

3M: Health Information Systems

3M Health Information Systems works with providgrayers and government agencies
to anticipate and navigate a changing healthcadsizape. 3M provides healthcare data
aggregation, analysis, and strategic serviceshiglatclients move from volume to value-based
health care, resulting improved provider perforngaacd better patient outcomes. 3M HIS is
one of the industry leaders in computer-assistelthgp clinical documentation improvement,
performance monitoring, quality outcomes reporang terminology management.

ICD-10: We Need It

| was one of the original developers of the DRG¥ae University. Since the inception
of the Medicare inpatient prospective payment sydig President Reagan and Speaker O’Neill,
| have worked with CMS to maintain and update tlf33. The biggest frustration with DRGs
updates is that reasonable proposed DRG modifitafftom the health care providers often
cannot be considered because there are no ICD®toal/ailable to evaluate the proposal.
Congress rightly wants to move the health careegysb focus more on value over volume. I'm



here to tell you — you can’t do it with ICD-9. Yoeed ICD-10. It is simply time to have our
diagnosis and procedure coding system reflect nrmoahedicine.

The RAND report commissioned by the National Coneeiton Vital and Health Statistic
concluded that the ICD-10 benefits from more adeupayments, fewer rejected claims, fewer
fraudulent claims, better understanding of new @doces, and improved disease management
would far exceed the cost of implementation. tinge to start realizing those benefits.

ICD-10 is a long overdue replacement for the oed&CD-9-CM system for reporting
diagnosis and procedure information. If we areate hospitals and physicians based on their
outcomes, we need ICD-10. If we are to bettersssadat procedures, technologies, or
approaches best aid improving patient care, we eBdL0.

ICD-9 lacks adequate information to establish faiyment and judge quality. ICD-9 was
developed nearly 40 years ago. When ICD-9 was dpeel you could smoke in the patient’s
room, there was no personal computer, no intermé¢@nimal invasive endovascular and
laparoscopic procedures where not even envisid@9 reflects medicine of a bygone era.
The reality is with ICD-9 we often don’t know whaally is wrong with the patient or what
procedures were performed. ICD-9 codes like airgp@n unspecified artery by an unspecified
technique are virtually useless for establishinggayment levels or evaluating outcomes.

ICD-10: We're Ready

The transition to ICD-10 is supported by the mayooif the health care community —
hospitals, health plans, coding experts, physiofine managers, vendors, medical device
manufacturers, health informatics specialist, tbaltth information technology community, and
some of the physician community. We’ve all invesseggnificant time, energy and money into
being ready. Each delay adds substantially tatis¢ of ICD-10 conversion - the last one year
delay is estimated to have cost the health caters6.5 billion dollars. The whole industry has
to have fully functional ICD-9 and ICD-10 systeneady to go awaiting the final
implementation date from policy makers. CMS hdsreged that $20 billion will be spent
getting ready for ICD-10. Because of the long lgagks involved in transitioning major
software systems, the vast major of those coste Amgady been incurred and grow with each
additional delay.

Questions have been raised concerning the abfl§MS to move forward with ICD-10
implementation. For CMS and its fiscal intermediarithe implementation of ICD-10 is
primarily an update to its claim processing systémcontrast to the difficulties CMS has
encountered with consumer facing websites, CMSRktemnsive experience performing
significant updates to its claims processing systé&s the recent GAO report demonstrates
CMS has done extensive planning, preparation atréach. The GAO report demonstrates that
CMS has been responsive to the concerns of stadketsohnd is on track to successfully
implement ICD-10. CMS is continuing its programeoid-to-end testing to ensure that providers
have ample opportunities participate in a comgieséing of their ICD-10 readiness. The Blue
Cross Blue Shield Association reports that its menabans have completed internal testing and
have an end-to-end testing program initiated forlers. Testing results have favorable with



no material problems detected and a successfub®c015 implementation is expected.
Providers, clearinghouses and payers are all teatid will continue to test. Testing results
demonstrate that the system is ready for thosageoywho have taken the time to prepare.

For example, because of it’s in depth use of diagnand procedure information and its
impact on a $120 billion in Medicare payments tegitals, the component of the Medicare
claims processing system that present one of tigebt challenges was the conversion of MS-
DRGs to ICD-10. In 2012 CMS release the specificatfor the ICD-10 version of the MS-
DRGs and in 2013 released the ICD-10 MS-DRG so#tvgiving the industry ample time for
preparation. In addition, CMS has just releaspdyament impact analysis that concluded that
the conversion to ICD-10 will cause negligible cgpasin MS-DRG payments to hospitals.

For those still in need of action, studies are shguwhat transition is manageable. The
resources available to help with transition — mahyhich are free and online — are significant.
ICD-10 educational materials are now readily avdéddor a nominal cost. Practice specialty
specific superbills can be downloaded at no cashfthe internet. Many software system
vendors are providing ICD-10 system updates atdalitianal cost. The adoption of electronic
health records has further facilitated the traosito ICD-10. The availability of inexpensive
support resource has resulted in ICD-10 conversost being much lower than initially
estimated.The Professional Association of Health-care Off@nagement (PAHCOM) is the
association for managers of physician practiceSH®OM conducted a survey of its
membership to assess the ICD-10 related costsligdbeing incurred by small physician
practices with a focus on practices with six osldsect care providersThis PAHCOM survey
found that the average ICD-10 related expenditpeggprovider for a physician practice with six
or less providers is $3,430. The American Acadefr@rofessional Coders also conducted a
survey of the ICD-10 implementation costs in smpalsician practices (defined by AAPC as
under 10 providers) and found that ICD-10 impleragah costs averaged $750 per provider.

Unfortunately, what should be a routine updaténeoreporting of diagnosis and
procedure information has become somewhat overwdgeimcontroversy. There are many
ICD-10 misconceptions relating to the large incesiasthe number of codes and codes that will
rarely ever be used.

Large number of codes

The notion that a large number of codes create@ebuassumes that each provider
will have the need to usdl the codes. However, physicians and other provigdrs
only use the subset of ICD-10 that is relevanh®&rtpatient population (i.e., an
ophthalmologist will primarily use only the eye @s). Assuming complexity and
difficulty of use merely based on the number ofeod like asserting the English
language is overly complex and difficult to usedese there are 470,000 words in
Webster’'s unabridged English dictionary. Clearky,ame is expected to know and
use all 470,000 words. An individual only useswuwds he/she needs, and those
words constitute a tiny fraction of the words i ttictionary. The same is true for
codes. Physicians and other providers will only th&ecodes relevant to their patient
population, and those codes will constitute a fragtion of the codes in ICD-10.



Rarely used codes

Because there are some codes that are rarely hisedhas been the contention that
much of the detail in ICD-10 is unnecessary. Howgetlege primary examples of
unnecessary detail that are given are from thermateeause of injury section of
ICD-10, typically dealing with injuries from aninsa(alligator versus crocodile bite)
or extreme causes of injury (sucked into a jet me)giHowever, except for a very
narrow set of external cause codes that deal piynaith medical interventions
(surgery on wrong body part), Medicare does notiiregthat physicians or other
providers report external cause of injury codesrtHan, with the exception of
special circumstances like a worker's compensatiaim, few other payers require
the coding and reporting of external cause of ngwdes. Therefore, use of these
codes presents minimal, if any, coding and repgrbiarden for physicians or other
providers. Despite the fact that the external caafsmjury codes will rarely ever
need to be coded and reported, they are used ty iimgt ICD-10 is riddled with
unnecessary detail. Arguing that ICD-10 should lm@nadoned because a few ICD-10
codes are viewed as unnecessary detail is likeiraygthat English should be
abandoned because it contains the unnecessary“fardinaucinihilipilification”.
The ICD-9 external cause codes also contain cobes ¢ould be viewed as
unnecessary detalE800.3 Railway accident involving collision withlliog stock
and a pedal cyclist). Yet for the last 35 years, fBD-9 external cause codes have
presented minimal if any burden for physicians tireo providers.

Summary of 3M Recommendations

We thank the Committee for the opportunity to sleareperspective on the need for
transitioning to ICD-10.

ICD-10: We need it, We're ready. As a member of the Coalition for ICD-10, a
broad-based healthcare industry group that inclbdspitals, health plans, hospital and
physician office coding experts, physician officamagers, vendors, medical device
manufacturers, health informatics and informatiechnhology leaders, we strongly oppose any
further delays to the adoption of ICD-10 in OctoBéd5.

3M stands prepared to work with you in any way a&e to support you on this critical
coding system upgrade.



