WATERLOO-WELLINGTON REGIONAL HEALTH RECORDS

NOVEMBER 4, 2004

Guelph General Hospital

MINUTES

1. Welcome/Introduction
Everyone was welcomed to Guelph General Hospital.

Status update:


Each hospital reported their coding status.

2. Orthopedic Presentation – Dr. Armstrong

Dr. Armstrong did a presentation explaining upper extremity, lower extremity and fracture procedures.  

He discussed the following:

· Rotator cuff disease

· Tennis Elbow

· Golfers Elbow

· Ulnar Nerve entrapment

· Carpal Tunnel Syndrome

· Trigger Finger

· Dupuytren’s Contracture

· Hip Arthritis

· Knee Anatomy including ligaments and menisci

· Hip Fractures

Dr. Armstrong also presented xrays and orthopedic implants.

Handout was given.

3. Ortho ICD10-CA/CCI Coding Standards
Yvonne McDougall from Guelph General presented the Musculoskeletal Coding Standards.  The standards mostly consisted of three decision trees, which were read.  These included:

Arthrectomy and Arthroplasty

Excision (of lesion) of Bone, Soft Tissue and Skin

Joint Fracture Reduction, Fixation and Fusion

A handout prepared by Guelph with Ortho coding queries that they have compiled was also distributed.

4. Discussion

a. Circulation of Release of Info fees

Some fee schedules were available for those who wanted to review and compare to their own.

b. Front Sheets (coding perspective)/Chart Completion

Both Cambridge and Guelph have stopped having physician’s complete and sign the Front Sheet if there is a complete discharge summary on the chart.  

At Guelph for LOS <3 days, the physician fill out the front sheet instead of dictating.

Cambridge will send the chart back if the diagnoses are not clearly identified.

Mount Forest had posted the comorbidity diagnoses definition at the physician dictating station but they have not updated this to reflect the new definitions. 

Guelph and Joseph Brant keeps photocopies of the ER charts in ER to reduce the number of chart pulls from the department.

c. Manual grouper versus system grouper issues

Pauline from Palmerston stated that when they call different hospitals for ACW values, that they are different.

There is an updated version of the CACS directory now available that has all the ACW values.

5. Break-out Discussion Groups

Day-surgery:
There was a discussion regarding the principle procedure.  Should the procedure with the highest ACW be coded first or the procedure that the coder believes is really why the patient was in day-surgery.  The examples discussed were:

· Rotator cuff repair and acromioplasty 

· Forefoot reconstruction and tenotomy

Majority of the group codes the intervention with the highest ACW for all cases.  There was a discussion regarding how this method of coding could impact data retrieval and comparisons from year to year.

There was a discussion regarding the coding of cancelled/abandon interventions.  Is the anesthetic coded?  Paula from Cambridge stated that there is a coding query for this.  The coding standards do say to code the anesthetic if it was given.

Maxillary Antrostomies were also discussed.  Note the exclusion notes.

In-patient:

Discussions were:

- Regarding how long it takes to train a new inpatient coder.  It was decided that it takes 6 months to 1 year.

- Grand River Hospital is outsourcing coding.

- The group wondered what each hospital’s annual volumes are.  To be followed up.

- Who codes type 3 diagnoses.  Most places are coding minimal type 3’s.

· Explanations of the Front Sheets for physicians

Emergency:

Ventilation – Guelph would code the same code on both, Cambridge would just put in on the ER abstract, Joseph Brant on the ER abstract

Some say that they sometime use the monitoring of the ventilation for Respiratory Therapy.

Allergic Reaction coding T78.4 versus the manifestation – Guelph says it depends on the chart.  Fergus said that from the workshop to code the manifestion then the Y-code.  Listowel will code the manifestation.  Cambridge codes what the physician wrote.  Grand River, Fergus and Joseph Brant is coding the manifestation.

Discussion were also on:

Code also eye inspection and removal of foreign body.



Coding eye examinations with a slit lamp

Chemo/Renal:

· Charts as well as OPIS customized reports used to capture the data for abstracting

· Discussion around the use of the personal history code for cancer.  Some were using this code after the patient had completed treatment and were seen in Clinic as a follow up

· Discussion around the practice of recording the cancer diagnosis some were not including the main site cancer diagnosis consistently on all encounters.

· Grand River were only recording the reason for the visit and not recording the cancer site

· Guelph, Burlington, Cambridge all record the cancer site as well as reason for visit

· There was discussion surrounding the coding of the chemo drugs should you code the I.V. as well as the drug administered.  Again discussion around practice some were doing both

· Judy from Guelph was to call CIHI to find out what should be done

· Discussion around process how people were coding visits and the common codes.

· Suggestion made that we should share the common codes we use.

· No formal process set up as distribution of this

· Discussion on renal was limited as Grand River was the only hospital doing this.

· At this time the abstraction process for Renal is only from lists and not really designated as a true coding functionality.  

