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The ICD Coding Newsletter supports the clinical coding function performed in Victoria by Health Information Managers and Clinical Coders, by providing relevant information for these professionals and their associates.

The newsletter, prepared by the Victorian ICD Coding Committee in conjunction with the Department of Human Services, seeks to:

· ensure the standardisation of coding practice across the state

· provide a forum for resolution of coding queries

· address topical coding education issues, and

· inform on national and state coding issues from the Victorian perspective.

The scope of the newsletter includes coding feature articles, selected coding queries and responses, and various information updates including feedback on the quality and uses of coded data (as reported to the Victorian Admitted Episodes Dataset).

Should you have any queries or comments regarding the ICD Coding Newsletter, contact:

Shannon Watts, Sara Harrison or Wendy Dickins.

HDSS Help Desk:

Telephone
9616 8141

Fax
9616 7629

Email
PRS2.Help-Desk@dhs.vic.gov.au

Website
www.dhs.vic.gov.au/ahs/hdss

The following proformas are provided for your use:

· Victorian ICD Coding Committee Query Form 

(Refer to page 19 of the May 1999 edition of this newsletter for guidelines on query               submission, including alternative means of lodging a query.)

· Changes to Mailing Details.

Contents 
Coding Features
1


Isolated Limb Infusion
1


Variables that Influence AN-DRG and WIES Assignment
3


Calendar of ICD and DRG Versions
6


Report on the NCCH Coding Conference
7


List of Selected ICD-10-AM Coding Queries
9


Coding Queries and Responses
10


Coding Corkboard
22


On-line Victorian ICD Coding Committee Query Form
22


Useful Websites
22


Information Updates
24


Data Quality
24


Audit of 1998‑1999 VIMD Data
24


Reporting to the VAED
26


Consolidated File Report 1998-99
26


Library File Amendment
27


HDSS Bulletins on Clinical Coding - Reprinted for your reference
28


Clinical Data Use
34


National Health Survey:  Aboriginal and Torres Strait Islander Results, Australia, 1995.
34


The Health and Welfare of Australia’s Aboriginal and Torres Strait Islander Peoples, 1999
35


Introduction of ICD-10- Cause of Death Coding
36


Surveillance of Traumatic Brain Injury
37


Injury Coding
38


1999 Calendar of Events
39


ICD Coding Committee
40


Member Profile - Andrea Groom
40


Members as at 1 November 1999
42


Calendar of Meetings
42


On a Lighter Note - Medical Stories
43


Abbreviations
44




Coding Features

Isolated Limb Infusion
Compiled by Ilka Carapina and Roz Bell, Peter MacCallum Cancer Institute
Isolated Limb Infusion (ILI) is the delivery of high dose regional chemotherapy to a limb.  It is used to treat local or regionally recurrent melanomas of a limb. Currently it is only used to treat Stage 4 patients who have multiple in-transit metastases.  In the future it is planned to extend this treatment to patients with squamous cell carcinomas and sarcomas.    

History

The Isolated Limb Perfusion (ILP) is the predecessor to the new ILI.  The ILP was first used in the early 1960s to deliver regional chemotherapy to recurrent melanoma of the limb.  The results of ILP were far better than those of systemic chemotherapy.  The downside of ILP was that up to six hours of theatre time was required, it was technically demanding, required many staff, expensive equipment, and specialised support personnel.  The Sydney Melanoma Unit developed the ILI as a viable alternative.  

Peter MacCallum Cancer Institute has been performing ILI for over twelve months.  This procedure is less invasive, theatre time has been reduced to approximately one and a half hours, morbidity is low and the frail and elderly tolerate this procedure quite well.

Process
On admission patients are commenced on prophylactic aspirin and subcutaneous heparin.  The limb is measured using the water displacement method.  (The measurements may be used as a guideline for post procedural observations).

On the morning of the procedure, the patient has arterial and venous catheters inserted.  This is performed in the diagnostic imaging department.  An xray may also be taken to check the position of the catheters.  

The catheters are flushed with heparinised saline.  The patient is then taken to theatre where he/she is anaesthetised.  A hot air blanket is wrapped around the affected limb to raise its temperature, which increases the amount of circulating cytotoxic agent.  The limb is then isolated from the rest of the body by applying a pneumatic tourniquet and an Esmarch rubber bandage.  This confines the chemotherapy to the affected limb.  

The warmed cytotoxic agents are then infused and circulated around the limb. The infusion lasts for twenty minutes. The cytotoxic agents are circulated using a syringe and stopcock, in aliquots (small portions).  While the limb circulation is isolated from the body circulation, the isolated blood (which contains the circulating chemotherapy) is kept warm.  Following this, the catheters are flushed and removed.  

Patients remain on aspirin for three months following the procedure which can be repeated in four weeks if there is no improvement.

Post-procedural Complications

These can include:

· nausea

· hair loss of affected limb, and

· impaired nail growth or shedding of nails of affected limb.

Coding

Isolated Limb Infusion is coded to:

35319-00 [741] 
Percutaneous peripheral arterial or venous catheterisation with administration of thrombolytic or chemotherapeutic agents by pulse spray technique.

Whilst this code does not precisely explain the entire ILI procedure, there is currently no code in ICD‑10-AM which fully describes this. 

Isolated Limb Perfusion is coded to:

34533-00 [1888]
Isolated limb perfusion.
Variables that Influence AN-DRG and WIES Assignment

The coding audit of medical records in Victorian casemix funded public hospitals for 1998-99 has been conducted by Healthcare Management Advisors (HMA) for the Department of Human Services (DHS).  Individual reports have now been made available to hospitals and the summary report will shortly be posted on the Department’s website, with access available to public hospitals.  Hence it is quite timely to revisit the variables that influence AN-DRG3 assignment: 

· Principal diagnosis (ICD-10-AM)

· Secondary or additional diagnoses (ICD-10-AM)

· Procedure codes (ICD-10-AM)

· Age

· Gender

· Birth weight (for patients with age <365 days)

· Discharge status (burns, neonate & acute MI patients)

· Intended length of stay (sameday or overnight stay)

· Duration of mechanical ventilation

For payment purposes a number of adjustments are made to the original AN-DRG3 (version 3.1) grouping, based on the presence of specific diagnosis and procedure codes, namely:

· Peritoneal Dialysis (VIC-DRG3 of 588)
· Radiotherapy
· Cerebral Infarction (VIC-DRG3 of 037)
· Clinical criteria for neonates (VIC-DRG3 of 746 - 749)
· Bone Marrow Transplants (VIC-DRG3 of 011 & 012)
· Transvascular Percutaneous Cardiac Intervention (Stents) (VIC-DRG3 of 298 & 299)
· Chemotherapy involving HIV/AIDS (VIC-DRG3 778 & 799)
For full details see Victoria - Public Hospitals Policy and Funding Guidelines.
In addition, there are various factors that influence WIES calculation including co‑payments for mechanical ventilation, thalessaemia and hip revisions.  A ten percent WIES premium is also paid to hospitals for treating Aboriginal and Torres Strait Islander patients.

The following resources provide useful information on the complexity of coding, grouping and additional factors which may influence DRG assignment. 

· The Australian Coding Benchmark Audit (ACBA) developed by the National Centre for Classification in Health (NCCH). 

· The aims of the ACBA

· Reasons for auditing

· Limitations of clinical coding

· Coding and DRGs, A Handbook for Clinical Staff, 3rd edition developed by the South Australian Coding Committee and updated through a joint publication agreement between the South Australian Health Commission and the Health Information Management Association of Australia (HIMAA).

· The AN-DRG classification process

· Impact of poor documentation on DRG allocation

· Guidelines for clinical staff on recording diagnoses, procedures and secondary conditions

· Australian National Diagnosis Related Groups Definitions Manual, Version 3.1, Volumes I & II.  (3M Australia Pty Limited and Commonwealth of Australia 1996).

· Formation of DRGs

· Typical DRG Structure for a Major Diagnostic Category

· The organisation of AN-DRG (see following page)

· Casemix, DRGs and clinical coding book series developed by The National Centre for Classification in Health (NCCH). 

· Respiratory Medicine & Thoracic Surgery

· Cardiovascular Medicine & Surgery

· Mental Health, Drugs and Alcohol

· Geriatric Medicine

· Orthopaedics

· General Surgery

· General Medicine

· Oncology & Haematology

· Injury

· Victoria - Public Hospitals Policy and Funding Guidelines produced by the Department of Human Services, Victoria. 

· Calculation of WIES

· AN-DRG Modifications

The Organisation of AN-DRG

          All patients























































Calendar of ICD and DRG Versionstc \l2 "ICD‑9‑CM Code and AN‑DRG Versions
When extracting coded or grouped data from earlier years, use this chart to identify the ICD edition or DRG version applicable for that period.  If extracting data which has been grouped in-house, the DRG version may differ to that shown in this table. 

Financial

Year


ICD

Version

Released

(edition/date)
ICD

Version

Used in

Victoria
Equivalent

DRG

Version

Released
DRG

Version

Used for

Funding in

Victoria
DRG Version Used for DRG Reports

1-7-99 to 30-6-00
No release
10-AM
No release
AN V3.1*
AN V3.1*



1-7-98 to 30-6-99
10-AM  (JUL 98)
10-AM
AR-DRG 4.0

AR-DRG 4..1
AN V3.1*
AN V3.1*

1‑7‑97 to 30‑6‑98
No release
9-CM AUST 2
No release
AN V3.1* 
AN V3.1* 

1‑7‑96 to 30‑6‑97
9-CM

AUST 2 (JUL 96)
9-CM AUST 2
AN V3.1
AN V3.1* 
AN V3.1* 

1‑7‑95 to 30‑6‑96
9-CM

AUST 1 (JUL 95)
9-CM

AUST 1
AN V3.0
AN V1.0* 
AN V1.0*

1‑7‑94 to 30‑6‑95
9-CM

U.S. 10 (OCT 93)
9-CM

U.S. 10
AN V2.1
AN V1.0
AN V1.0

1‑7‑93 to 30‑6‑94
9-CM

U.S. 9 (OCT 92)
9-CM

U.S. 9
AN V2.0
AN V1.0
AN V1.0

1‑7‑92 to 30‑6‑93
9-CM

U.S. 8 (OCT 91)
9-CM

U.S. 8
AN V1.0
NA
AN V1.0

1‑7‑91 to 30‑6‑92
9-CM

U.S. 7 (OCT 90)
9-CM

U.S. 6
NA
NA
AN V1.0

1‑7‑90 to 30‑6‑91
9-CM

U.S. 6 (OCT 89)
9-CM

U.S. 6
NA
NA
HCFA V4

1‑7‑89 to 30‑6‑90
9-CM

U.S. 5 (OCT 88)
9-CM

U.S. 5
NA
NA
HCFA V4

1‑7‑88 to 30‑6‑89
9-CM

U.S. 4 (OCT 87)
9-CM

U.S. 2
NA
NA
HCFA V4

1‑7‑87 to 30‑6‑88
9-CM

U.S. 2 (OCT 86)
9-CM

U.S. 2
NA
NA
HCFA V4

*A number of adjustments are made for funding purposes (VIC-DRGs) - see annual Policy and Funding Guidelines for specific details.

Report on the NCCH Coding Conference

Compiled by Sara Harrison

Collaborating Centres

Observing Outcomes

Diversifying Developments

Evolving Episodes
This was the theme for the sixth annual National Centre for Classification in Health (NCCH) conference held in Hobart from 22-24 September, 1999.

Day one saw a substantial proportion of conference attendees front up for a Coding Masterclass hosted by the Clinical Coders Society of Australia (CCSA).  Coding exercises had been sent to all participants prior to the session, with the intention that we would code these, and present to the class ready for great discussion.  And discussion we had!  The expert panel (which included our very own Jennie Shepheard) was called upon to prove their knowledge again and again.

Encouraged by our coding success, we set off in high spirits to enjoy the Welcome Reception held at the Antarctic Adventure Centre in Hobart.  Nice food, good company, and Tasmanian wine made for a great evening, the downhill ski simulator adding adventure (and a few loud screams!).

Whilst I can’t provide a summary of every speakers work (without reproducing the proceedings), I would like to highlight a few papers which stand out in my mind.

· Dr Shekhar Saxena from WHO spoke to us about the burden of morbidity and mortality, as well as the development of the International Classification of Functioning and Disability (ICIDH).  Information about ICIDH can be found on the WHO website (www.who.int/icidh).  

· Dr Richard Madden from the Australian Institute of Health and Welfare (AIHW) discussed the ‘family’ of health classifications available to Australia for use in mortality and morbidity classification, as well as functioning and disability (there’s that ICIDH again), and primary care (International Classification of Primary Care).

· Barbara Levings presented a paper titled To err is human - Error in coding and how to approach it, which discussed causes of error, and the discovery and prevention of errors in coding.

· Peter Sullivan from the Australian Antarctic Division in Tasmania discussed the Australian National Antarctic Research Expeditions (ANARE) Health Register, and had us all dreaming of Antarctica, and wishing that Mawson Station needed a Health Information Manager on staff.

· Virginia Kalma (Tasmania) outlined the Tasmanian District Hospital Recoding Study, and Jennie Shepheard (Victoria) discussed the different coding audits performed by the North Western Health Care Network. 

· Darryl O’Bryan’s (Victoria) presentation and slides kept the audience entertained as she discussed her experience with the Australian Coding Benchmark Audit (ACBA).  

· Two excellent clinical updates, the first a ‘Colorectal Surgery’ update (look out for the presentation which is to be published in Coding Matters), and a ‘Cardiovascular’ update improved our knowledge on these very important specialties.

· Kerry Innes gave a sneak preview of the second edition of ICD-10-AM.

· Julie Gofton’s paper Top Class Coding - At your service, but where to from here? discussed recent events which have resulted in an image change for the coding services at King Edward Memorial and Princess Margaret Hospitals.

The Conference Dinner was held at the Elizabeth Street Pier where we wined and dined, enjoying the harbour lights and the tunes of an Irish band.

The next NCCH conference is scheduled for 2001 and will be held in Sydney.  I would urge you all to begin thinking about potential subjects for papers, and to come and join in a great continuing education and networking opportunity.  Hope to see you in 2001!
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Coding Queries and Responses

The ICD Coding Committee is an advisory body to Victorian clinical coders and the Department of Human Services.  The Committee does not have the authority to establish coding standards but offers advice, based on the combined knowledge and experience of the members and/or NCCH, in response to individual coding queries.  The Committee’s advice printed in this section of the newsletter can be adopted immediately unless an introduction date is stated.  The implementation of this guidance is advisable as it sets a precedent for good coding practice.  Unless otherwise stated, there is no expectation that coders should go back to similar episodes already coded differently and change the coding.  It is acknowledged that this might result in a year’s data containing episodes coded in a non-standard way.

#1462
Geriatric Evaluation and Management Program coding

What should we code as the principal diagnosis for patients who are admitted into the Geriatric Evaluation and Management (GEM) Program?  Does the definition of principal diagnosis still apply?  

GEM is sub-acute care of chronic or complex conditions associated with ageing, cognitive dysfunction, chronic illness or disability.  These conditions require admission for review, treatment and management by a geriatrician and multi‑disciplinary team for a defined episode of care.

The GEM client group are usually older people with complex, chronic or multiple health care conditions requiring treatment and stabilisation of those conditions and/or medical review for future treatment options or service planning.

The GEM program excludes nursing home type patients and those awaiting placement  in residential care.

The Coding Committee recommends that ACS 0001 Principal Diagnosis be applied for GEM, as this will ensure that important information regarding the nature of illnesses of patients admitted into the GEM program is accurately reported. 

#1463  Sudden cardiac death

What does code I46.1 Sudden Cardiac Death, so described mean, and when would it be appropriate to assign this code?

Sudden cardiac death is described as:

‘unexpected death from cardiac causes within 1-24 hours of the onset of acute symptoms. (This can include patients who are successfully resuscitated).  Many forms of heart disease can cause sudden death.’ (Kumar et al, 1992)

It is important to code this condition only where it is described as sudden cardiac death. 

If ‘sudden cardiac death’ is documented assign code: 

I46.1

Sudden cardiac death, so described.
If ‘cardiac arrest’ only is documented, assign code: 

I46.9

Cardiac arrest, unspecified.
If the patient is successfully resuscitated assign code: 

I46.0 

Cardiac arrest with successful resuscitation.
#1473  Myelodysplastic syndrome with anaemia

When a patient with myelodysplastic syndrome is admitted as a day stay to receive packed cells, do we need to code D63.0 Anaemic in neoplastic disease?  Myelodysplastic syndromes seem to be anaemia disorders themselves, thus it would seem odd to code D63.0 in addition to the code for myelodysplastic syndrome.  Please advise.

Coders should apply their clinical knowledge and assign code:
D46.x

Myelodysplastic syndromes 

alone because the anaemia is inherent in myelodysplastic syndrome.
#1478  Calciphylaxis

A 72 year old female patient with ESRF on dialysis was admitted to this hospital and diagnosed with calciphylaxis.  I am unable to find calciphylaxis in the Index or using the Encoder.  On advice from the clinician I coded it to:

I70.23

Atherosclerosis of arteries of extremities with ulceration

L97

Ulcer of lower limbs, NEC

N25.8
Other disorders resulting from impaired tubular function - Secondary hyperparathyroidism of renal origin.
Please advise on the codes selected.  Will this condition be included in future updates of coding books?

Calciphylaxis appears to be calcification of the patients arteries.  The ICD-10-AM index leads the coder to arteriosclerosis:

Calcification

- artery (annular) —see Arteriosclerosis.

Thus, the code selected for this condition appears to be appropriate.  A recommendation that this condition be indexed in future versions of ICD-10-AM will be forwarded to the NCCH.

Code:

N25.8
Other disorders resulting from impaired tubular function - Secondary hyperparathyroidism of renal origin

should be used only if there is documentation in the record to indicate that the hyperparathyroidism is of renal origin.

#1479  ACS 0002 Additional Diagnoses

Following the recent release of the Errata pertaining to ACS 0002 Additional Diagnosis, along with the subsequent Health Data Standards and Systems Bulletin, we are confused as to the correct way to code additional diagnoses and wish to seek clarification from your committee.  We are seeking clarification for both day cases and overnight cases, however, due to our high day surgery throughput we place a greater emphasis on these cases for clarification.

We have constructed the following scenarios which are common to the hospital and would appreciate it if you could provide suggestion as to how to code them:

1. A patient is admitted to the hospital as a day case for cataract surgery and has a history of CCF.  No medications were given to the patient during their stay, but the patient is normally on maintenance therapy.

2. A patient is admitted as an overnight case for cataract surgery and has a history of IHD and stable angina.  Anaesthetist has documented ‘Angina - sounds stable, no symptoms over last ten years’.  The patient was not treated during their stay and the only investigation was an ECG done previously in the Pre-admission Clinic.

3. A patient is admitted as a day stay cataract patient and has a history of NIDDM and HT.  They are on maintenance therapy for both conditions but did not actually receive any medications during their stay.  Owing to the systemic nature of these diseases, are they able to be coded without any interventions being carried out?
Selection of additional diagnoses can depend on a number of factors.  It is necessary to consider a number of issues, specific to each case.

· Look at the clinical picture.  Consider whether potential additional diagnoses may alter or affect the treatment course for patients undergoing treatment or procedures for their principal diagnosis. 

· Consider the setting to which the patient is admitted, and whether they have been admitted to that setting because they have additional conditions which may complicate their stay.  

An example of this would be patients admitted for gastroscopy.  The majority of these patients are able to be admitted to an endoscopy day procedure centre for their procedure.  Patients with other conditions which may cause complications during the procedure, or may alter the manner in which the patient is treated, may not be able to be treated at a stand alone day procedure centre, but may require to be admitted to a major hospital where there is emergency back up available should complications arise.

· Determine whether the patient is on medication for the condition of interest.  This alone should not be an indicator of whether or not the additional diagnosis is coded, but will assist the coder in determining whether the condition is current or not.

· Consider whether the condition is relevant to the episode of care.  For example chronic systemic diseases will often affect the outcome and treatment of a disease, or the clinical pathway for surgical patients.

Above all, coders should use their own knowledge, and apply the Clinical Coders Creed (Coding Matters, July 1998), ensuring not to contradict any Coding Standards.  Coding, by its very nature, requires coders to make decisions based on the clinical information provided in the patients medical notes.  Use of professional judgement is required.  If a condition is relevant to the episode of care being coded, this should be coded.  Provided the reason for coding the condition can be justified to an auditor, there will be no concern about following these guidelines.  

For your examples, the ICD Coding Committee have provided the following coded answers.  Note that these are specific to each of the outlined scenarios, and that this is not a ‘blanket instruction’ to code these conditions whenever present.

Scenario 1

H26.x 

Other cataract
I50.0

Congestive heart failure
Procedure code/s

Scenario 2
H26.x

Other cataract
I25.9

Chronic ischaemic heart disease , unspecified

Procedure code/s

The angina would not be coded because the patient has not had symptoms of this for ten years.  (However, this should be coded if the patient suffered an angina attack during their admission, or the patient had recent symptoms).

Scenario 3
H26.x


Other cataract
E11.90

NIDDM

I10

Essential (primary) hypertension

Procedure code/s
The rationale for coding these conditions is that these are systemic conditions which would normally be assessed and monitored by the clinician for surgical patients.  Any of these could become unstable during or because of the patients treatment. 

#1480  Intraluminal Brachytherapy

We are having difficulty coding brachytherapy performed intra luminally, that is, for malignancies of the bile duct, bronchus, oesophagus.

The clinicians felt that block [1791] Brachytherapy, other Intracavity sites was inappropriate, especially as there is no ‘pulsed dose rate’ code available.

Once the brachy tube has been inserted, the radioactive source is sent down the tube and left in place for the required time.

Can you please advise us whether a new block of brachytherapy codes is being developed, and which codes you wish us to use in the meantime?

The Committee noted the instructional note on page 256 of Volume 3 which reads:

‘Brachytherapy refers to the insertion of an implant containing a radioactive source into a cancerous area.  A pulsed dose rate (PDR) machine allows the radioactive source to be active within the implant for only 2-10 minutes per hour.  A sophisticated computer system controls the movement of the radioactive seed through the implant.  This means that the maximum treatment is given to the cancerous area while reducing the dose to nearby healthy tissue.’

Pulsed dose rate is implied for all brachytherapy codes, hence these codes are suitable for intraluminal brachytherapy.

In addition to an appropriate brachytherapy code, also code the ERCP to:

30484-00 [957]

Endoscopic retrograde cholangiopancreatography.

#1485  Radiofrequency ablation of liver

Can you please offer some guidance regarding the most appropriate code for radiofrequency ablation of liver?  

There is no code for this procedure in ICD-10-AM.  The only suitable code is:

90319-00 [956] 
Other procedures on liver.

The ICD Coding Committee will be forwarding a recommendation to NCCH that a code for this procedure is included in future versions of ICD-10-AM.

#1487  Lumbar Spinal Stenosis

In ICD-9-CM, the code for lumbar spinal stenosis (724.02) excluded conditions due to invertebral disc disorders (722.0 -722.9).  This excluded lumbar disc displacement.  In ICD‑10‑AM this exclusion is absent.  Does this mean that we can now code both conditions - stenosis and lumbar disc displacement?

As the exclusion note is no longer present, it appears that spinal stenosis can be coded in addition to spinal disc displacement.  If the disc displacement causes the spinal stenosis, then the coder would need to consider whether the spinal stenosis was a valid additional diagnosis, or simply a symptom of the displaced disc.

#1489  GAMP (ACS 1912 Sequelae of injuries, poisonings, toxic effects and other external causes and 1906 Current and old injuries.

Many patients, particularly children, can have two or even three GAMPs for fractures until the position is correct.  These are usually performed within days of the original injury.  I have always coded the principal diagnosis as the original fracture, as this is what is still being treated.  It is not a non union or malunion and I do not regard this as follow up care.

ACS 1912 Sequelae of injuries, poisonings, toxic effects and other external causes states to code ‘Resembling of displaced fracture’ to the appropriate Z code.  This seems appropriate for coding removal of fixation devices, but surely this is incorrect for the above scenario.

It also contradicts ACS 1906 Current and old injury.

The NCCH have removed the example relating to resembling of displaced fracture from ACS 1912 for 1 July 2000 because it has been recognised that this is incorrect advice.  The principal diagnosis for admissions for re-GAMP should be coded to the original injury and not to a Z code.

#1492  Coronary Artery disease in stent and transplanted heart

A. A patient with a coronary artery stent in situ has developed stenosis in the stent only, more than one month after it’s insertion.  Is this coded as a complication of the stent, or should we follow ACS 0934 Cardiac revision procedures (that is, if a bypass graft becomes stenotic, assume that this is due to a natural development of the atherosclerosis rather than a complication of the graft)?  Do you assume that the CAD developed due to the stent and thus code it to a complication of the stent, or do you code it to

I25.11 
Atherosclerotic heart disease of native coronary artery?

If coronary artery disease is present in a stent more than one month after the insertion of the stent, this should be coded as progression of the disease, using codes:
I25.11
Atherosclerotic heart disease of native coronary artery
Z95.5
Presence of coronary angioplasty implant and graft.
B. If a patient develops CAD in an artery of a transplanted heart, can you code it to 

I25.12
Atherosclerotic heart disease of autologous bypass graft?

If not, how would you code the diagnosis?

If a patient develops coronary artery disease in an artery of a transplanted heart, this should be coded to:
I25.11
Atherosclerotic heart disease of native coronary artery
Z94.1
Heart transplant status.
Code:

I25.12
Atherosclerotic heart disease of autologous bypass graft
is not used because the vessel is not a bypass graft, but is a transplanted artery which is native to the heart.

#1493  LeFort Osteotomy

Is the LeFort osteotomy only considered to be a bilateral procedure as the index indicates?  In the majority of cases, clinicians do not specify whether they have performed a bilateral or unilateral procedure.  

Lefort osteotomy is always performed bilaterally, thus the index is correct.

#1499  Radiotherapy and Brachytherapy

At our hospital, a form was developed by Radiation Oncology and Health Information Services to clearly identify the type of radiotherapy/brachytherapy performed at each admission.  The form is completed by the radiotherapist.  Despite efforts to obtain the detail required, there are often cases we need to code without specific details.  Our Radiation Oncology Department has advised us to use the following radiotherapy code as a default:

15208-00 [1788]
Radiation treatment, megavoltage, ( 2 fields, dual photon energy machine.

They also advise that brachytherapy performed at this hospital is high dose brachytherapy. 

Following the recent DHS coding audit, we were advised not to use the defaults suggested by Radiation Oncology, as documentation is lacking.  Can you please advise an appropriate default to use when no further information is available?

ACS 0038 Procedures distinguished on the basis of size, time or number of lesions should be applied where there is no documentation regarding the specific type of radiotherapy or brachytherapy, and there is no default code in ICD-10-AM.  That is, radiotherapy and brachytherapy should be coded to the least/lowest voltage or dose when the dose is not specified.

If the hospital develops a form which details the planned course of therapy for each patient, this can be filed in the patient’s record at the commencement of treatment, thus the type and dose of therapy that the patient is receiving is documented in the patient’s record, and can be coded accordingly.
#1500  Surgical removal of impacted tooth

Can you please confirm that the correct code for surgical removal of an impacted tooth is:

97323-00 [458]
Surgical removal of unerupted or partly erupted tooth with removal of bone or tooth division.

The code descriptor indicates this code is for that procedure with removal of bone or tooth division.  If neither of those are mentioned, I assume that this is the correct code because the note in the tabular list includes ‘Removal of impacted molar NOS’.

Yes, the correct code for surgical removal of an impacted tooth is:

97323-00 [458]
Surgical removal of unerupted or partly erupted tooth with removal of bone or tooth division.

Coding Corkboardtc \l1 "Coding Corkboard

































































On-line Victorian ICD Coding Committee Query Form

An electronic coding query form is now available for use at:

www.dhs.vic.gov.au/ahs/hdss/icdquery.htm

Complete the details of the query and click the ‘submit’ button.  Please remember to fax any supporting documentation relating to your query (operation reports etc), to the PRS/2 Help Desk (marked to the attention of the Secretary of the ICD Coding Committee).  Refer to the May edition of the Coding Newsletter, page 19 for more information on submitting coding queries.

Useful Websites

Acute Health Division - Department of Human Services Victoria
www.dhs.vic.gov.au/ahs



American Health Information Management Association
www.ahima.org



Anti-Cancer Council of Victoria
www.accv.org.au

Archives of Australia
www.archivenet.gov.au

Australian Bureau of Statistics
www.abs.gov.au

Australian Department of Health and Aged Care
www.health.gov.au

Australian Institute of Health & Welfare
www.aihw.gov.au

Health Guide
webmd.lycos.com/index.html

Health Information Association of Australia
www.himaa.org.au

Health Policy - Steve Bracks
www.vic.alp.org.au/policy/health/index.html

Information on Health
www.healthatoz.com

Medscape
www.medscape.com

National Allied Health Casemix Committee
xray.anu.edu.au/casemix

National Centre for Classification in Health
www.cchs.usyd.edu.au/ncch

Peter Mac Web Information Index
www.petermac.unimelb.edu.au/comsym/infoindex.htm

Private Health Insurance Administration Council
www.phiac.org.au/phiac/fr_index.htm

Public Record Office 
www.prov.vic.gov.au/welcome.htm

Queensland Health 

www.health.qld.gov.au

Records Management Association of Australia
www.rmaa.com.au

Standards Australia
www.standards.com.au

The On-line Medical Dictionary 
www.graylab.ac.uk/cgi-bin/omd?action=Home&query=

Victorian Legislation & Parliamentary Documents
www.dms.dpc.vic.gov.au

Information Updates

Data Quality

Audit of 1998‑1999 VIMD Data

All individual hospital reports have been sent to hospitals which were audited in the 1998-99 round.  Hospitals have been asked to respond to issues raised in those reports within one month of receiving the report.  To date, 34 hospitals have written back to DHS, representing 35 sites audited in this round.  Reminder letters have been sent to 27 hospitals (for 29 audit sites).  A reply will be sent to all hospitals which respond to the audit report: some have already been sent, with the remainder a high priority for DHS.

The final report for the 1998-99 audit has been received from Healthcare Management Advisors (HMA).   It is planned to post the report to the DHS website, but to restrict access to public hospitals only, by means of a password.  Access will be limited as this is the first audit of ICD-10-AM data, and there has been some concern that results may be taken out of context by less informed readers.

In addition to releasing the final report, a special edition of this ICD Coding Newsletter is planned, to be distributed to public and private sector facilities in the next month or so.  This will contain additional detail more specifically targeted to coders, and include clarification of those Australian Coding Standards which were found to most often cause coders difficulties, or to be least well applied by coders across the state.  Hospitals should ensure all coders, particularly those who are not at the hospital full time, have adequate access to this document, and are involved in discussions of its content.

To update the interim figures provided in the previous edition of this publication, the final results for 1998-99 are:

Cases audited
Same DRG
Different DRG
% DRG change
Hosp WIES > Aud WIES
Hosp WIES < Aud WIES
% WIES change

7004
6091
913
13.04%
457
487
0.93%

Results range from 4.35% to 35.00% for DRG change, and from 10.63% to -9.25% WIES6 change (negative result indicates WIES6 value reduced on audit).  As in previous audits, there was no evidence of widescale upcoding in the sample examined.

A number of findings relating to factors other than coding are included in the final report.  These will be emphasised in correspondence to CEOs in the near future.  They range from reporting of demographic and administrative data items, especially those impacting on WIES calculation, through documentation issues for medical officers, to admission practices and the use of Criteria for Admission for same day cases in particular.

HIMs and other coders should be aware of these issues.  Although not all these matters have a direct effect on coders’ work, they may be key resources within their hospital, able to link and inform a range of others who may not be so aware of the repercussions of their input to that database.

1999-2000

Planning is well under way for the second round of audits of VAED data.  Some 44 sites have been randomly selected, with additional sites targeted based on their 1998‑99 audit results and their response to the issues raised by that study.  It is planned to commence this next round of audits in early December, with further work in January, but final details of timing and sites to be involved are yet to be confirmed.  It is expected that there will be a number of stages in this year’s audit, rather than the single effort required for the 1998-99 audit, due to the tight timing of that study.  Sample sizes will allow scope for further targets to be identified during the year.

As in previous audits, sites to be audited will be notified by HMA about two weeks before the auditor is due to visit, with lists of episodes for audit, pre-audit survey, and auditor’s requirements forwarded at that time.  There will be no significant change in methodology for this next round of audits, so most hospitals will be familiar with the procedure.  Any hospitals which feel they need further information should contact DHS.  Hospital CEOs and Chief HIMs will be notified of the forthcoming audit round by letter in the near future: coders should make their interest in this correspondence known to management.

Comments or queries about the audits of VAED data should be directed to Mark Gill (9616 7456) or Joanne McLachlan (9616 8799), rather than to the consultants.

Reporting to the VAED

Consolidated File Report 1998-99

The Victorian Inpatient Minimum Database (VIMD, now VAED) was consolidated on 21 September 1999.  The total number of separations reported to the VIMD by Victorian public and private hospitals for 1998–99 was 1 503 298.  This is an increase of 54 365 separations from 1997–98.

Public hospitals reported 1 007 598 (67 percent) of total separations, which is an increase of 42 901 from 1997–98.  Private hospitals reported the remaining 495 700 (33 percent), an increase of 11 464 separations from 1997–98.

At the time of file consolidation, 4 040 separations remained uncoded.  That is, 4 040 separations had episode details but no reported diagnoses.  This represents an increase of 3 385 uncoded separations from 1997–98.  (In 1997–98 there were 655 separations remaining uncoded at the time of file consolidation.)  

Public hospitals accounted for 1 791 (44 percent) of uncoded episodes.  This shows a significant increase from 1997–98, when there were only 153 public episodes remaining uncoded at the consolidation of the VIMD.  

Private hospitals accounted for 2 240 (56 percent) of uncoded episodes.  This shows a significant increase from 1997–98, when there were 502 uncoded episodes reported by private facilities.

The following have been identified as key factors resulting in the inability of some hospitals to transmit all data within the specified timeframes and/or the inability to provide data in the PRS/2 format:

· PRS/2 Testing

· Software problems (including those associated with the implementation of ICD‑10‑AM).

Thank you to everyone who ensured that data was submitted in time for consolidation.

Library File Amendment

In the ICD-10-AM library file, character 11 of the edit restraints = sex restraint.

Value:

3 = female - rejection if not female



4 = female - warning if male or indeterminate

Please note, for Q83 Congenital malformations of breast, the following edit alterations have been made to the library file, effective immediately:

ICD-10-AM Code
Descriptor
Library file sex restraint edit

Q83.0
Congenital absence of breast with absent nipple

    4       (Changed from 3)

Q83.1
Accessory breast



    4       (Changed from 3)

Q83.2
Absent nipple
    4       (No change)

Q83.3
Accessory nipple
    4       (No change)

Q83.8
Other congenital malformations of breast
    4       (Changed from 3)

Q83.9
Congenital malformation of breast, unspecified
    4       (Changed from 3)

This change was announced in HDSS Bulletin, Issue 7/1999
 HDSS Bulletins on Clinical Coding - Reprinted for your reference

· HDSS Bulletin Issue 2/1999 - Australian Coding Standard 0002 Additional Diagnoses (see page 29 of this newsletter)

· HDSS Bulletin Issue 6/1999 - Coding:  Admission for Chemotherapy (see page 31 of this newsletter)

Health Data Standards and Systems Bulletin 

Issue 2, 15 July 1999
Attention: 
Health Information Managers

Clinical Coders

2.1
Australian Coding Standard 0002 Additional Diagnoses (VAED)

Coders may have noted that Errata 6, distributed with the June edition of Coding Matters, includes a revision of Australian Coding Standard (ACS) 0002 Additional Diagnoses.  

Coders should note that the revision to this standard is not intended to change the manner in which additional diagnoses are coded.  Rather, its purpose is to reinforce the essential principles of coding additional diagnoses.
The main changes from the previous ACS 0002 are:

· to remove the coding criterion ‘clinical evaluation’, and

· to change ‘extended length of hospital stay’ from a coding criterion to a comment about the effect of the coding criteria.

Coders should refer to Errata 6, and ICD-10-AM Volume 5, page 8 for clarification of these changes.

The new ACS 0002 contains the National Health Data Dictionary Version 8.0 definition of Additional Diagnosis which is:

A condition or complaint either co-existing with the principal diagnosis or arising during the episode of care or attendance at a health care facility.
Utilising ACS 0002 will ensure that only conditions which meet the definition of an additional diagnosis are coded.  Conditions which have resolved and are documented as ‘past history’ should not be coded.  

When coding same day patients, coders should consider whether the potential additional diagnosis is relevant to the episode of care.  

When selecting conditions to code as additional diagnoses, the coders clinical knowledge and the Clinical Coders Creed (Coding Matters Vol 5, No 1) should be applied.

The majority of Victorian coders will find that the revision of this standard will make little or no difference to the manner in which additional diagnoses were coded prior to 1 July 1999.

Please circulate this information to all relevant staff within your organisation.

MARK GILL

MANAGER, HEALTH DATA STANDARDS AND SYSTEMS
Health Data Standards and Systems Bulletin 

           



Issue 6, 13 October 1999
Attention: 
Health Information Managers

Clinical Coders

6.1  Coding: Admission for Chemotherapy

The 10-AM Commandments within the September 1999 issue of Coding Matters (Volume 6, Number 2), provide advice regarding chemotherapy coding.  For casemix funding reasons, it is necessary for DHS to override this advice.  This bulletin provides instructions regarding the coding of chemotherapy admissions in Victoria.

Coding Matters advises coders to use the ‘admission for chemotherapy’ code Z51.x, only when the word ‘chemotherapy’ is documented. A brief review of Victorian medical records has indicated that clinicians do not document the term ‘chemotherapy’, rather they specify the name of the drug or therapy being provided.  Documentation will often be along the lines of ‘Admission for 5FU’, or ‘Admission for day 6 of CHOP’.  Thus, if Victorian coders were to follow the advice of the NCCH, this would cause a significant DRG shift away from chemotherapy DRGs into other (mainly malignancy) DRGs.

Advice for all Victorian coders

In Victoria, chemotherapy should be coded when the patient is treated with either antineoplastic or cytotoxic therapy.  Thus, chemotherapy should be coded:

· if a patient with a neoplasm (either benign or malignant) is having antineoplastic therapy, 

or
· if a patient with either a neoplasm or a non-neoplastic disorder is treated with cytotoxic therapy.

It is suggested that coders consult with their pharmacy/clinician to compile a list of drugs which are usually provided as chemotherapy to patients in your hospital.

Patients admitted for infusion/injection of substances which are not chemotherapy should be coded either according to an Australian Coding Standard specific to the condition or treatment occasioning the patient’s admission (for example ACS 0214 Intragam), or according to ACS 0001 Principal diagnosis.

The ‘Coding of Chemotherapy with Cytotoxics and Other Agents’ flow chart which was distributed at the Post Implementation Workshops, and published in Coding Matters Volume 5, number 4 (page 16), can be followed if this assists coders in the selection of appropriate codes.  However, it can only be applied for patients who meet the Victorian coding definition of chemotherapy (that is, only when antineoplastic or cytotoxic therapy is provided).  Do not apply the flow chart for patients who are admitted for infusion or injection of therapy which is neither antineoplastic nor cytotoxic.  The last section of the flow chart which provides for non‑neoplasms which are treated with therapy other than cytotoxic therapy should not be applied.

Examples

Same day admission for infusion of gammaglobulin (diagnosis of hypogammaglobulinaemia) is coded according to ACS 0214 Intragam.

D80.x 
Hypogammaglobulinaemia

92181-00 [1892]
Injection/Infusion of gammaglobulin

Gammaglobulins (such as Intragam) are blood products and are therefore neither antineoplastic nor cytotoxic therapy.

Same day admission for infusion of methylprednisolone for multiple sclerosis is coded to:

G35
Multiple sclerosis

92188-00 [1892]
Injection/Infusion of steroid

Methylprednisolone is neither an antineoplastic nor cytotoxic drug, and therefore this case is not coded as an admission for chemotherapy.

Same day admission for Methotrexate injection for ectopic pregnancy - diagnosed in a previous admission. (As published in September 1999 Coding Matters.)  

This scenario has been recoded for this Bulletin because Methotrexate is a cytotoxic drug which is coded as chemotherapy. 

Z51.2
Other chemotherapy
O00.9
Ectopic pregnancy, unspecified

009.x
Duration of pregnancy

35677-03 [1256]
Fetotoxic management for removal of ectopic pregnancy
When in doubt as to whether the treatment provided is chemotherapy (that is, either antineoplastic or cytotoxic), or a different treatment, coders should consult with a pharmacist.

These instructions should be applied for all admissions for chemotherapy regardless of where the patient is admitted to within the hospital,.  There are no ‘special’ coding standards or guidelines for patients admitted to chemotherapy day wards.

Please refer any questions regarding this Bulletin to the HDSS Help Desk.

MARK GILL

MANAGER, HEALTH DATA STANDARDS AND SYSTEMS

Clinical Data Use

National Health Survey:  Aboriginal and Torres Strait Islander Results, Australia, 1995.

Results from the 1995 National Health Survey for Aboriginal and Torres Strait Islander people living in non-remote areas of Australia are now available in National Health Survey:  Aboriginal and Torres Strait Islander Results, Australia, 1995 (ABS Cat. No. 4806.0).  The survey was the first to allow direct comparisons between Indigenous and non-Indigenous people at the national level, due to the inclusion of a supplementary sample of Indigenous people.

The above publication was released in January this year and includes information on self-reported health status, health-related actions and lifestyle factors for Indigenous and non-Indigenous people.  It includes data only for Indigenous and non-Indigenous people living in non-remote areas, due to concerns about the quality of data from remote areas.  Highlights include:

· Indigenous people had private health insurance at only one-quarter the rate of other Australians in 1995 (11% compared with 43%).

· Indigenous people were no more likely to say they had visited a doctor in the two weeks prior to being interviewed, but they were more than twice as likely to say they had recently been to hospital, whether as an inpatient, to casualty, or as an outpatient.

· Diabetes was 7-8 times more likely to be reported by Indigenous people than non-Indigenous people in the age groups 25-44 and 45-54 years, and was twice as high after age 55 years.

· Asthma was more commonly reported for Indigenous people than for no-Indigenous people in every age group, and was the most common chronic condition reported among Indigenous children and young adults.

· Although the health of Indigenous people was worse overall, some of the consequences of ageing were shared equally by Indigenous and non-Indigenous people, with almost all people aged 55 years or more saying they had problems with their eyes or vision, and more than one in four reporting problems with their ears or hearing.
Health Statistics News, No. 39, March 1999

Reproduced with the permission of the Australian Bureau of Statistics 
The Health and Welfare of Australia’s Aboriginal and Torres Strait Islander Peoples, 1999

The second edition of The Health and Welfare of Australia’s Aboriginal and Torres Strait Islander Peoples, 1999 (ABS Catalogue No. 4704.0) was released on 10 August during the Australia-New Zealand Health Services Research Conference held in Manly.  

The publication, a joint venture between the Australian Bureau of Statistics and the Australian Institute of Health and Welfare, provides a comprehensive statistical overview of Aboriginal and Torres Strait Islander health and welfare.  It includes the latest available information on a range of topics, including mortality; ill health; risk factors; access to, and use of, services; and recent developments in health and welfare information.

Copies of the publication are available for purchase from ABS bookshops.  A copy of the summary is available on the ABS website: www.abs.gov.au.  For more information about the contents of the publication, contact Dr. Joan Cunningham on (08) 8943 2165.

Health Statistics News, No. 41, September 1999

Reproduced with the permission of the Australian Bureau of Statistics 
Introduction of ICD-10- Cause of Death Coding

The Australian Bureau of Statistics (ABS) has commenced the implementation of the 10th revision of the International Classification of Diseases (ICD-10).  Full conversion to ICD-10 will be accomplished for deaths registered from 1 January 1999 using automated coding software (ACS) from the US Nation Centre for Health Statistics.  The software is currently being tested and is expected to be fully implemented during April 1999.

Coding interpretations have been modified for some causes of death with the introduction of automated coding software and the implementation if ICD-10.  Hence there will be a need to explain the differences in the distribution of some causes of death coded using ICD-10 and data for previous years coded to ICD-9.  To facilitate this, all deaths records from 1997 and 1998 will be ‘back coded’ using ICD-10.  Data across these two years will then be used to build a link between data coded to ICD-10 and that previously coded to ICD-9.

As the statistical agency in Australia with responsibility for cause of death coding, the ABS is in the process of taking a more active role internationally.  Using recent experience of automated and multiple cause of death coding, the ABS will participate in or have input to a number of World Health Organisation forums, including the International Collaborative Effort (ICE) on Automation of Mortality by taking up membership on the ICE Planning Committee.  Additionally, ABS will have representation on the ACS User Group responsible for examining the ACS’s treatment of specific coding rules.

Health Statistics News, No. 39, March 1999

Reproduced with the permission of the Australian Bureau of Statistics 
Surveillance of Traumatic Brain Injury

Each year thousands of Australians are affected by brain injury from traumatic causes (TBI).  Most often these injuries result from falls and road crashes, and also from being crushed or struck by objects.  Severe TBI has a high death rate associated with it.  The survivors of severe and moderate TBI often require health, welfare and social services for their entire lifetime.

Psychological disorders (eg mood swings) are common.  Family life and economic prospects are often dramatically disrupted.  Even mild TBI can have dramatic effects for some individuals, affecting their capacity to return to work or studies.  Often the effects of brain injury are not immediately recognisable during hospitalisation but appear after discharge.  The total burden on society has been shown to be very difficult to estimate.  

In spite of the obvious importance of TBI, information about the condition is quite poor.  Looking for ways to improve this situation, the Research Centre for Injury Studies (RCIS) has been working to produce a paper to spark discussion about the needs and opportunities for better surveillance of TBI.  

The paper identified a number of information needs, including the following:

· To support the development and monitoring of injury policy and programs.  (Despite being identified as important in Better Health Outcomes for Australians, to date, no indicator or target has been set for TBI).  To support research into the causes and prevention of the condition; and

· For outcome assessment and service planning.

The paper outlines a number of factors affecting the surveillance of TBI including:

· Lack of a universally agreed definition of TBI:

· Lack of agreed indicators or measures of its severity;

· Lack of reliable comparative data on the incidence and prevalence of TBI due to variations in scope and coverage.

The paper considers the extent to which data needs can be met by existing routinely collected data (eg. Mortality and hospital separations data) and discuss whether there is scope to improve the data available.  The RCIS paper addresses issues concerning the surveillance of injury focussed substantially on the acute care phase.  

A related paper entitled ‘The definition and prevalence of acquired brain injury in Australia’ is being prepared by the Welfare Division of the AIHW.  

Production of the two papers is being coordinated to develop some common or related themes.  Both papers are expected to be finalised early in 1999.  When available, the RCIS discussion paper will be placed on web site: www.nisu.flinders.edu.au as well as being available on paper, and interested readers will be invited to provide input.  Input will also be sought formally from authorities representing the health and welfare interests of people with TBI.

Injury Issues Monitor No 15, January 1999

Reproduced with the permission of the Research Centre for Injury Studies at the Flinders University of South Australia.
Injury Coding

If you code injuries for the Victorian Admitted Episodes Database (VAED) or the Victorian Emergency Minimum Database (VEMD), your data will be used by the Monash University Accident Research Centre (MUARC).  One result is the research publication Hazard which also provides useful background for coding quality.  Recent issues of Hazard, along with other information and publications of MUARC, can be found on their home page:

www.general.monash.edu.au/muarc
1999 Calendar of Events                                                       




Date
Event
Details



18 February 2000
PRS/2 Forum


Royal Children’s Hospital

23 February 2000
Launch of Performance Indicators for Coding Quality (PICQ) 
La Trobe University

For details see Coding Matters, December 1999

2-5 October 2000
IFHRO Congress


Melbourne

ICD Coding Committee

Member Profile - Andrea Groom                                              

Brief work history

Since graduation 20 years ago (!), I have worked at Box Hill, Wodonga, Prince Henry’s Hospitals and Monash Medical Centre; and Royal Canberra, Woden Valley and John James Hospitals in Canberra, in jobs ranging from Chief MRA to coder.  That’s the regular jobs.  Other than that I’ve also been involved in coding audits in Victoria, SA, ACT, Queensland, Tasmania, New Zealand and Singapore. I also work on an ad-hoc basis for NCCH - writing specialty books; writing or revising ACS; and working on new and revised sections of the coding books.  I am also the Clinical Coders’ Society of Australia representative to Coding Standards Advisory Committee.

Why did you join the Coding Committee?

I enjoy helping others with coding queries, and the discussions we have at the meetings are great!

What do you see as the challenges for the Coding Committee in1999/2000?

To provide well-reasoned, consistent answers to queries – the queries are getting harder!  Also to resolve the problem that all coders face of having too many places to look for coding answers – Coding Matters, NCCH query database, Victorian Coding Newsletter, in-house advice, etc.  And finally to provide education to coders via Coding Features and answers to queries in the Coding Newsletter.

Name your most unusual possession

My collection of trophies from my car racing days – including one for winning the Ladies Championship at the Australian Mini Motorkhana Championships in 1983; the Class A Championship in the ACT Motorkhana Series in 1985; several rally navigator Class wins; and the Clubman Award from the Victorian Mini Club in 1983.
How do you cope with stress?

Reading a magazine in a spa bath with aromatherapy burning – and no interruptions!

What is your most annoying habit?

Probably being picky and always finding the typo!

What would you never attempt?

I think you should have a go at lots of things.  However, I do draw the line at bungey jumping, and anything to do with sharks, crocodiles or spiders!  I did enjoy riding the rollercoasters at Australia’s Wonderland in Sydney a few months ago.

From your experience, what hints can you provide to coders on achieving and maintaining a high level of clinical coding competence?

I found this wonderful quote a few years ago, and I think it is right:

‘The very first step toward success in any occupation is to become interested in it.’  If you don’t understand what you are trying to code, look it up in a dictionary and try to work it out; or question someone about it.  Do some self-education – go to the hospital library and take out a book on something that puzzles you, and read it!  And always follow the rules – coding conventions and standards.

Family

I have a husband, Doug, and two children, Christopher (13) and Stephanie (11).  Doug gets to ‘hold the fort’ when I’m away auditing (which has been quite a lot this year), and I know they eat a lot of take-away food when I’m away!  They’ve given up driving me to the airport when I go away now.  When the kids start calling me ‘dad’, I know I’ve been away too long!  I can only do what I do with the support of my family – thanks guys!

Interests

Basketball is a whole family interest for us - the kids play four games per week (and of course, 4 training sessions too).  We go to the NBL games occasionally, and barrack for the Victoria Titans.  We seem to be the lucky ones – we got tickets to the basketball at the Olympics!  I also love gardening, reading and watching movies.

Members as at 1 November 1999

Irene Kearsey 

Convener (Department of Human Services)

Sara Harrison 

Minute Secretary (Department of Human Services)

Jon Agar

Freemasons Hospital

Debbie Brown

Box Hill Hospital 

Sharon Brown

Latrobe Regional Hospital

Glenda Cunningham

Monash Medical Centre

Andrea Groom

Monash Medical Centre

Kylie Holcombe

St Vincent’s Hospital

Sue Huebner

Ballarat Health Services

Daren Kelm

Melbourne Private Hospital

Mary Ann McCoy

Mercy Private Hospital

Jodie Miller

Royal Women's Hospital

Ruth Rundell

The Geelong Hospital

Jennie Shepheard

Royal Melbourne Hospital

Committee’s representative on VACCDI: Pauline Cripps  Box Hill Hospital

Calendar of Meetings

The next meeting will be held at the Department of Human Services, 10.00 am, 555 Collins Street, Melbourne:

Tuesday 7 December 1999

Abbreviations

AIHW
Australian Institute of Health & Welfare

AN-DRG
Australian National Diagnosis Related Group

DHS
Department of Human Services

ESIS
Elective Surgery Information System

HDSS
Health Data Standards and Systems

ICD-9-CM
International Classification of Diseases - 9th Revision - Clinical Modification

ICD‑10‑AM
Statistical Classification of Diseases and Related Health Problems, 10th Revision, Australian Modification

MDC
Major Diagnostic Category

PDX
Principal Diagnosis

SDX
Secondary Diagnosis

VAED
Victorian Admitted Episodes Dataset (name of the admitted patient data collection from 1 July 1999) 

VEMD
Victorian Emergency Minimum Dataset

VIMD
Victorian Inpatient Minimum Database (name of the admitted patient data collection prior to 1 July 1999) 

WIES
Weighted Inlier Equivalent Separations

WHO
World Health Organisation
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The above information is reproduced from the following publication; 


3M Australia Pty Limited and Commonwealth of Australia 1996,


Australian National Diagnosis Related Groups Definitions Manual, 


Version 3.1, Volumes I & II.





See also Victoria - Public Hospitals Policy and Funding Guidelines  (Department of Human Services). 
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