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Implementation of ICD-10: Constraints and
difficulties of healthcare providers

The International Classification of Diseases (ICD) by WHO provides
a systematic way of classifying diseases. It also allows for uniform
data collection and analysis, and meaningful comparisons across
countries at different time periods.1 The ICD is updated every year
and is revised every decade to keep up with advances in medicine.
The 10th version (ICD-10) was adopted by the WHO in 1993.2

Although India adopted ICD-10 in the year 2000,3 there is little
information on the status of its implementation in government
healthcare institutions in Delhi.

The Directorate of Health Services (DHS), Delhi was managing
34 hospitals and 313 dispensaries in November 2008 in the National
Capital Territory of Delhi (NCT Delhi). We obtained a list of these
healthcare facilities and assessed the status of implementation of the
ICD-10. We interviewed the person in-charge of the medical record
division (MRD) of the hospitals and dispensaries and at least one
doctor from each of the clinical departments.

From the DHS, we ascertained that all dispensaries were using an
abridged version of ICD-10 which had been provided to them. Of the
313 dispensaries, 11 were randomly selected through a lottery method
and the medical officer in-charge was interviewed.

A pre-tested, semi-open-ended, interviewer-administered
questionnaire was used to obtain information from the doctors
including their demographic, training for ICD-10 coding and
difficulties in implementation of ICD-10. A separate checklist was
used to obtain information from the person in-charge of the MRD and
included information on availability of logistics, training in ICD-10
and the problems faced in implementation. A single investigator
conducted all the interviews.

We obtained permission to conduct the study from the Ministry of
Health, Government of NCT Delhi. The study was approved by the
Institutional Ethical Committee of University College of Medical
Sciences and Guru Teg Bahadur Hospital, Delhi. Written informed
consent was obtained from all the respondents after assuring them of
confidentiality of their responses.

We found that 12 hospitals and all dispensaries were using
ICD-10. Hence, 12 persons in-charge of the MRD of various hospitals
and 126 doctors from hospitals and dispensaries were interviewed.
As no separate staff was employed in the MRD of the dispensaries,
doctors who looked after the MRD were interviewed. The majority of
respondents were men, senior residents (57.9%) and had completed
a master’s degree (88.1%).

The majority of doctors experienced difficulty in remembering
the codes, in using the coding system, were unclear about the
instructions, missing codes and felt that it was not comprehensive.
Other doctors felt it was too detailed and time-consuming (Table I).

Non-availability of books, computers and software for coding in
the health institutions were obstacles to the proper usage of ICD-10.
Inadequate staff and lack of training were also cited as reasons by
some respondents (Table II).

Use of non-standard abbreviations, illegible handwriting and
improper writing of diagnosis by doctors were major problems in
assigning correct codes for the staff who were working as in-charge
of MRDs.

A reliable, efficient, sound data is the basis of any health system.
However, we found many constraints to the use of ICD-10 in
government healthcare facilities functioning in the NCT Delhi. Most

of the problems faced by coders could have been due to lack of
knowledge and training in the use of ICD-10. The absence of
reference books and guidelines regarding the use of ICD-10 software
added to their difficulties. In some dispensaries computers were not
available. A study conducted by WHO among its member states also
found that successful implementation varied based on the availability
of resources.4 Similar problems were identified in case studies
conducted by the Central Bureau of Health Intelligence, India,5 as
well as by a study in Japan6 and at a WHO workshop in India.7

Unclear instructions in ICD-10 were also encountered in a study
conducted by the American Hospital Association and the American
Health Information Management Association.8 In ICD-10, the codes
are more detailed than those in ICD-9. The aim was probably to
produce richer data. However, this has made the codes more complex
and a deterrent for use as observed in our study and another study
from Australia.9 Lack of codes for tropical diseases and synonyms of
some diseases in ICD-10 were observed in a study from Thailand.10

Lack of training and logistics has been a major stumbling block in
the successful implementation of ICD-10 in healthcare facilities.5,11–13

Other important factors leading to difficulty in implementation
are lack of proper diagnosis in case records, illegible handwriting, use
of non-standard abbreviations and lack of motivation among doctors
and coders. These problems could be due to a high workload or a lack
of understanding of the utility of the data produced.

Our study had a number of limitations including (i) a non-
standardized questionnaire, (ii) interviews of only a sample of doctors
due to constraints of time, (iii) inclusion of mainly senior residents in
the study, (iv) no quantitative components were considered, and
(v) only the MRD in-charge was interviewed. Interviewing more
MRD staff may have provided a different perspective.

As our study was conducted in government healthcare facilities,
it provides no information of the status in the private healthcare
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TABLE I. Problems related to implementation of ICD-10 (n=138)

Problem n (%)

Difficulty in using the coding system 22 (15.9)
Lack of comprehensiveness 8 (5.6)
Too detailed a classification 5 (3.2)
Non-availability of synonyms for some technical words 4 (2.9)
Duplication of codes 3 (2.4)
Unclear instructions 1 (0.7)
Non-availability of procedural codes 1 (0.7)
Lack of codes for tropical diseases 1 (0.7)
Lack of logic behind the coding system to help remember codes 1 (0.7)

TABLE II. Problems related to governance/administration (n=138)

Problem n (%)

Untrained and inadequate staff 17 (12.3)
Inadequate time for coding 12 (8.7)
Lack of computers, ICD-10 books and manuals, and 4 (2.9)

ICD-10 coding software
Coding software available but do not know how to use 1 (0.7)
Lack of diagnostic laboratory facilities 2 (1.4)
Limited information about ICD-10 given to doctors 1 (0.7)
Lack of motivation for coding 1 (0.7)
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sector. We did not include details on the experience of the doctors,
their qualfication and specialization, etc. This information may have
provided additional insight.

A standard, country-specific coding guideline, along with ICD
software, if provided by the government free of cost or at subsidised
rates may enable an effective and resourceful health information
system. Development of codes for health interventions, primary care
and developing audit tools for coding will help in collecting more
accurate data. Regular training of doctors and MRD staff on ICD may
enable better implementation of the ICD-10 coding.

In conclusion, the lack of proper knowledge, with shortage of
human and material resources are a stumbling block in the
implementation of ICD-10.
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SGPGI-NIH Workshops on ‘Biostats’ and ‘Observational Studies’

As part of an Indo-US Collaboration, the National Institutes of Health, USA has sponsored a series
of workshops since 2006 on various aspects of clinical research (with an emphasis on clinical trials),
including biostatistics, study design and randomization issues, data management, research ethics, and
regulatory aspects. As a continuation of this series, two workshops are planned at Sanjay Gandhi Post
Graduate Institute of Medical Sciences (SGPGI), Lucknow during 2013 as follows:
1 Workshop on ‘Basic Biostatistics’ on July 24–27, 2013, and
2 Workshop on ‘Observational Studies’ on September 29 to October 2, 2013.

All the workshops are aimed at active biomedical researchers who hold faculty positions.
Investigators involved in clinical research, who are in a position to lead clinical research studies,
should find this workshop useful.

Only a limited number of applicants will be accepted for each workshop. Applicants should
download an application format (asks for summary of their experience and expertise in clinical
research in a structured format) from https://sites.google.com/site/sgpginihcourses/ and email it as an email
attachment to sgpgi.courses@gmail.com. The last dates for applications for the two courses are June 3
and August 15, respectively. A selection committee will notify the successful applicants of acceptance
about 4 weeks before each course.

A limited number of scholarships for travel and lodging are available for qualified applicants
whose institution cannot cover their expenses.


