LHIN #3 Health Information Data Quality Group

June 22, 2005

Grand River Hospital

MINUTES

1. Welcome/Introduction

The following hospitals were represented:

St. Mary’s General Hospital, Kitchener

Grand River Hospital, Kitchener

Cambridge Memorial Hospital

Guelph General Hospital

St. Joseph’s Hospital, Guelph

Groves Memorial Hospital, Fergus

Northwest Healthcare, Palmerston and Mount Forest

Wingham and District Hospital

Joseph Brant Memorial Hospital, Burlington

Royal Victoria Hospital, Barrie

Sick Children’s Hospital, Toronto

South Grey Bruce Health Centre, Kincardine/Walkerton/Chesley/Durham

2. Discussion of name change

It was decided that the name should be reviewed.  With all the changes and the creation of the LHIN, it was felt that the name should reflect this.  Especially since our group did coincide with LHIN #3 – Waterloo and Wellington counties.

The name that was agreed upon is LHIN #3 HEALTH INFORMATION DATA QUALITY GROUP.

3. OHIMA Spring Conference summary

Tabitha did a presentation on our group, history and current format.  A copy of the presentation is attached.

There was positive feedback and people have been added to our mailing list.  Tabitha maintains to separate distribution groups for emailing.  One group is for members of our LHIN and the other is for the non-members.  Not all email communications is sent to the non-members.

Tabitha was asked by OHIMA to ask the group if we would agree to have our minutes posted on their website.  The group was in agreement.  

ACTION:
Tabitha will contact OHIMA and have the minutes posted.

4. Oncology Coding Standards

A copy of the presentation is attached.

The following standards were discussed:

Ambulatory Care Visits: Chemotherapy/Radiation Therapy

Chapter II:
Testing for evidence of Cancer – Abnormal Blood Values



Carcinoma in Situ



Diagnosis type 2



Primary with Metastasis



C97 Malignant neoplasms of independent (multiple) sites



Secondary neoplasms



C80 Malignant neoplasm without specification of site



Neoplasm arising in Lymphatic tissue



Neoplasm extending into adjacent tissue



Overlapping boundaries



Admissions following diagnosis of cancer



Complications of malignant disease



Z03.1 Observation for suspected malignant neoplasm



Z85 Personal History of Malignant neoplasm



Z40 Prophylactic surgery



Admission for chemotherapy/Radiation Therapy – treatment for 

Malignancy




Admission for brachytherapy

Discussion:

There was a question pertaining to Radiation therapy done “out of hospital”.  The question was do you code this everytime that the patient had this out of hospital procedure or is only once enough.  Carol from Barrie replied that CIHI stated that only need to code this intervention once if it was done out of hospital but must code it everytime if it was done within your own facility.

A question was asked if the oncology clinic patient also had a consultation done by a physician, do you code two abstracts.  At this facility, they have a different functional centre for the physician consultation.  Since the patient can be registered under both functional centres, you can have two abstracts.  Mount Forest, Guelph and Cambridge just code one abstract was both of these are under the same functional centre at their facilities.

5. Presentation – TNM classification 
Dr. Panjwani, Head of Radiation Oncology at Grand River Hospital presented.

A handout is included with the minutes.

Highlights:

· to treat you have to know the histology, stage of the natural history of the tumor

· Stage 4 is an incurable cancer

· Stage 1 is a curable cancer

· TNM is tumor, node involvement and metastic disease

· Used in staging and was developed by AJCC (American) and UICC (Europe)

· First edition was is 1977 and the current edition is the 6th and was published in 2002

· There are 4 stages but some cancers only have 3 stages

· Roman numerals are used for staging

· Arabic numerals are used for the T, N and M categories

· TX is used when records are missing and the tumor has already been removed, there is nothing to make the classification from

· NX is used when there were no lymph nodes removed, no tissue to make a classification from

· MX there was nothing assessed to determine the presence of metastases

· M only has X, 1 or 2 classifications

· 0 is no evidence

· 1 is evidence.  There is also a system for noting site of mets, PUL is pulmonary, MAR is bone marrow, etc.

· Prefixes and suffixes can be added to the TNM classification

· Prefixes

· c – clinical (no definitive surgery has been done, taken from biopsy etc)

· p – Pathologic (from pathology specimen from definitive surgery ie T2p)

· r – reoccurrence

· a – at autopsy

· y – after neoadjuvant therapy (classification after patient received chemo)

· Suffix

·  m – multiple 

· Classification is important for 

· Treatment

· Prognosis

· Research

· Communication

· Education

· When comparing classifications, have to define if using clinical or pathologic classification/staging to ensure that you are comparing “apples to apples”

· Challenges

· Incorporation of non-anatomic criteria (histology, age, weight loss, performance status, genetic markers, other biologic predictors)

· Stage migration due to better diagnosis (one facility may determine a Stage I but another place who has better diagnostic equipment would classify it as Stage II)

· Stage at Diagnosis is so important.  It is representative of the “behaviour” of the tumor within its host.

6. Presentation – Overview of the CCO Databook

Dr. Nancy Martin, Director of Research and Performance Metrics at Grand River Hospital presented.

Highlights are:

· NACRS abstract is an overlay to CCO.  There are additional data elements

· It is mandatory for all ICP (integrated cancer program).

· Used for funding

· Provides a common data set

· There are annual updates – possible additional data elements

· Have to submit monthly

· Provisional data is submitted and CCO posts the data for public.  Concerned that incomplete data is viewable

· Grand River Hospital has a team of people to work on this

· 2.5 coders to do 350 charts per day

· Re-looked at process flow

· meet as a team every week to review status of submission and processes

· learned

· underestimate time and energy needed for the project

· education for coders

· data quality – not just coders but the information documented in the chart

· out-reach clinics send data to Grand River and they submit it

· not sure if satellite sites’ information will be separated from the host hospitals

· new data from 2005/06 will be posted in July

· if you have any questions, you can email Nancy nancy.martin@grhosp.on.ca
7. Presentation – Overview of Radiation Treatment and Planning

K.T. Garach, Clinical Educator at Grand River Hospital presented.

Highlights are:

· radiation is used to damage or destroy cancer cells

· doesn’t distinguish between tumor and non-tumor cells

· also used to palliate symptoms

· Stage 1 – Pre-planning

· CT scan or other imaging is used

· It is used to form a basis of the computerized plan

· Patient is given a “tattoo” and sent home.  The tattoo is a pinpoint using Indian Ink and the patient doesn’t always notice it

· Stage 2 – Computerized Planning

· Radiation Oncologist decides:

· Size of area to be treated

· Dose of radiation

· Type of radiation

· # of treatments

· Stage 3 – Treatment 

· Scheduled for 15 to 30 minutes

· Patient lays on a treatment couch (not comfortable) and lay in same position as did for the CT scan

· Types of Radiation Therapy

· Bradytherapy

· Internal

· Seeds are radiactive and are inserted into the body

· External Radiation Beam

8. Discussion

Handout is attached to minutes.

A follow-up of the previous meetings action items were reviewed.

a. Continuation of Care ER
This was an item from last meeting.  The concern was that you couldn’t code dressing change but were to code the injury as MRDx on follow-up visits.  A review of the Coding Standards for Coding of Ambulatory Care Visits for Follow-up Examination or Care and Current versus Old Injuries was done.

Coding Queries for Fractures, IV therapy, re-checks and Dressing Changes were also reviewed.  The Coding Query ID #’s were included in handout.

Everyone is satisfied that we can use Z48.0 Attention to surgical dressings and sutures for dressing changes.

No further follow-up is needed.

b. Abandoned procedures

This conversation was initiated by the data quality emails that were sent by Brenda Antliff at the MoHLTC.  The standard for abandoned procedures was reviewed.

A cystoscopy example was used.  Most believed that we should code the Urethoscopy since that was the furthest that the physician viewed.  An option is also to code the cystoscope since that was the intent.

For the phacoemulsification that was abandoned after the lens was broken into pieces but the lens fragments were not removed, there was a discussion regarding which procedure should be coded first.  Some suggestions were to code the anesthetic that was given or to code other procedures on lens with the phaco as abandoned.

Sick Children’s had a scenario where the patient was sent to Xray for a procedure which was not done due to the patient not staying still.  It was decided that you couldn’t code anything in this case.

There was a discussion regarding the issues of the Coding Queries website with conflicting responses and updates.  It was shared that if we are not happy with CIHI, we can direct our issues to Brenda Antliff at the MoHLTC.  A suggestion was made that the Coding Standards are updated quarterly and that the coding query responses are built into the standards.

ACTION:
Tabitha to ask CIHI for better clarification of Failed and 

Abandoned procedures.

Tabitha to investigate the correct way to code cystos and 

Colonoscopies when they are not completed.

Tabitha is to send the Coding Query response for the 

Phaco scenario.

c. IV insertions
This was discussed since we received an email from Brenda Antliff at MoHLTC that we are not to use the code 1KX53 or 1JU53.

We need a mandate.  All have stopped using this code since the MoHLTC stated to but CIHI needs to agree with this.  Initial CIHI stated that we should code this and then stated that we shouldn’t.  This does affect the weighting and CACS assignment of the case.

It is similar to the scenario where the patient has a lumbar puncture to administer chemo drugs.  CIHI stated not to code the lumbar puncture since it was not the intent, the chemo drugs was.

Hopefully there will be a directive from CIHI that matches the MoHLTC’s directive.

9. Future Meeting Plans

There are issues with hospitals having large enough meeting rooms and if presenters can be arranged.  It was decided that presenters are not needed at all meetings.  

St. Mary’s and Guelph General have agreed to co-host a meeting next March/April to discuss the entire fiscal 2006 changes.  There will be no presenters.

A request was made that the next standard that is reviewed in Mental and Behaviour disorders.

ACTION:
Tabitha will contact Homewood and ask if they will host the fall meeting 



focusing on Mental health coding.

