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Hello everyone. As I write this
we are recovering from a
severe storm that whipped
through the area last evening,
a sure indication that summer
is finally here. I am really
looking forward to some
relaxing time over the summer
months. It seems like it has
been a long time coming.

The OHIMA Spring Conference
was held in Toronto on May
6", Our theme was “Best
Practices in Producing Better
Data”. A total of 117 attended.
Many thanks to all the
speakers and also to the
sponsors who helped to make
our day such a success. We
have already started planning
for next year’s conference.

OHIMA is partnering with
CHIMA to bring you a work-
shop on Privacy. This work-
shop will be held on Sept. 22,
2005 at Parkwood Hospital in
London, ON. Watch the mail
and our website for more
details coming out shortly.

The OHIMA Executive has
been working with the OHA to
plan their fall HIM conference
which is a one and a half day
conference. This year the OHA
conference will be held on
September 13th and 14th. As
has been the practice for the
past few years, the afternoon
of the 13" will be a joint
finance/health information
management session.

I had the opportunity to
attend the CHIMA conference
in Winnipeg Manitoba earlier
this month. It was an awe-
some experience. I met many
HIM professionals from all
across Canada, including the
territories.

In April I attended a special
interest group meeting on the
electronic health record and
how Canada can move for-
ward on this issue. Again,
there were HIM professionals
from all across Canada in
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attendance and we had a
great day of brainstorming
and making recommendations
on how to move forward.

Many of you will have had the
opportunity to attend a Clinical
Data Blitz organized by Brenda
Antliff and Helen Whittome of
the Ministry of Health and
Long Term Care. In case you
have not heard about these
data blitzes, here is a
summary of the one held in
London, ON.

In order to ensure that the
data the Ministry is receiving
can be wused for future
planning and statistical re-
porting, data quality audits are
being performed at the
Ministry level.

The following audit reports are
being run:

Incorrect typing of COPD and
pneumonia - when coded
together, COPD should always
be the MRDx and pneumonia
should be a type 1.

Incorrect typing of gastro-
enteritis and dehydration -
when coded together gastro-
enteritis should be the MRDx
and dehydration should be

type 1.

Hypertension in an adult as a
type 2 — hypertension is a
chronic condition and there-
fore should never be a type 2
in an adult. It can however be
a type 2 in a pediatric patient.

Incorrect assignment of loca-
tion attribute for hernia repairs

- attribute 0 should never be
used for hernia repairs.
Mismatch of knee and hip
procedures — i.e. Principle
diagnosis arthritis knee with
procedure of hip replacement
and vice versa.

Abstraction of principle pro-
cedures as abandoned — The
abandoned procedure should
never be the principle
procedure. The incision,
inspection, biopsy would be
the  principle  with the
abandoned procedure
sequenced underneath with
the status attribute of “"A”.

Incorrect assignment of
Newborn Service — ie. Adults
coded to service 54

Appropriateness of coding
symptoms - ie. difficulty
walking coded as a post admit
comorbidity in cases where
the most responsible diagnosis
is fractured hip or arthritic hip.

Missing physician assessment
times on NACRS.

The results were sent out to
all Ontario hospitals. Data
quality blitzes were set up in
different cities throughout the
Province and hospitals were
invited to send one person
responsible for data
submission to CIHI and one
coder for each site.

The data blitzes were well
attended and well received
throughout the Province.

Hospitals are expected to
correct and resubmit their
data. The Ministry will again

review the data following the
close of the year to ensure
corrections have been
submitted

Clinical audits will be ongoing.

The Ministry will also run the

following reports on the data

submitted.

e M.Is with chest pain

e Strokes with TIA’s

e Diabetes with impaired
glucose tolerance

Future clinical data blitzes will
be linked with financial data
blitzes

The Ministry is moving to a 60
day submission standard beg-
inning November of this year.
That means the data for each
quarter must be submitted
within 60 days from the end of
the quarter. Will your site have
any difficulty meeting this
requirement?

The Ministry is also
considering the following for
06/07

*  Standardized OBS Patient
Services

* Newborn edit with patient
service 54

* Soft edit for hips and knees
* Cancer staging

Some Ontario specific products
and services are being con-
sidered, such as a list of
conditions that should always
be captured on the chart, even
if a type 3. (i.e. Diabetes)

Did you know that the OMA is
looking at a bill that will
require physicians to complete
the discharge summary within



48 hours in order to bill for
that inpatient stay?

In February, I sent out a
survey on behalf of the
Ministry of Health with the
goal of trying to find out what
formal groups were out there
in the Province dealing with
Data Quality, Privacy and
Electronic Health Information.
Within this newsletter you will
find an excel spreadsheet that
summarizes results of the
formal organized groups. If
you do not see your area
represented, I encourage you
to consider forming your own
regional group and once
established  sharing  that
groups focus with myself so
that your group can be added
to the master listing. If you
have any questions, please
feel free to contact me at
president@ohima.ca

Some of the recipients of this
survey were unfortunate in
having this email and survey
resent to them several times.
A computer glitch was causing
this to happen without my
know-ledge. To date I still
don't know what happened
but apologize to those of you
who received this survey over
and over again. I think we
finally have the issue resolved
and have rid my computer of
those little demons that act on
their own. To be safe I am
keeping my fingers crossed for
the next few weeks.

I am thrilled to report to you
that at the CHIMA Annual
General meeting, a motion
was passed to allow anyone
who has taken a recognized

HIM course (including the
previous one year HRT course)
to challenge the National
exam. The CCHRA will also be
offering the exam twice per
year from here on. More
information will be available
shortly on the CHIMA and
OHIMA websites. I encourage
all HIM professionals who
have not been certified to
consider  challenging  this
exam. There is a study guide
available through CHIMA. This
guide may be helpful in
determine areas that you need
further education in prior to
challenging the exam.

At the NHIMA meeting held in
Winnipeg, the group reviewed
a value proposition regarding
a unified national association
with Provincial Chapters. It
was noted that there are many
issues to consider and if the
process were to move forward
it would be costly. After much
discussion it was decided to
pilot the process, on paper
only for now, to determine the
steps and costs involved.
Ontario will be the pilot
province.

Did you know that you must
be a current member of the
CHIMA in order to use the
CCHRA ( ) designation? I
recommend that you be a
member of your Provincial
Association as well. Many
other  professions  require
membership in both National
and Provincial Associations to
maintain certification. In the
near future you will also be
required to complete a
specified humber of education
hours each year in order to

maintain your certification.
These education hours can be
in the form of CIHI education
sessions, OHIMA conferences
and workshops and CHIMA
CPE sessions to name a few.
As soon as we have more
information on this we will put
a notice on our website, along
with a list of qualifying
education sessions.

I will close for now. I wish
everyone a safe and enjoyable
summer. Remember - life is
short. Enjoy each day.

Editors Note

You will find a colored
textbook form within this
newsletter. These were for
the gift bags at the recent
OHIMA conference but did
not arrive in time to go in the
bags.

The first 6 Months of
PHIPA ...and the next 6

By Sara McRae, Privacy Officer,
Lakeridge Health Corporation

All Health Information cust-
odians (HIC's) in Ontario have
been grappling with the
requirements of PHIPA for
quite a few months, par-
ticularly the past 6 months
since it came into force. The
impact of this legislation has
differed from organization to
organization depending on
what they already had in
place.

Many of us implemented new
communication plans including
pamphlets, posters and online
communications and most saw
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some increase in comments or
complaints from  patients
which allow us to test our
investigation procedures.
Policy & procedure changes
have been implemented and
most organizations have a

designated privacy contact
person in place. This person
may have non  privacy

responsibilities as well or be
dedicated to privacy. All of
these changes, which take
significant time and resource
to implement really pale in
comparison with what privacy

specialists are working on
now...the lockbox.

Since the deadline for the
lockbox provisions are looming
in front of us just 6 months
down the road, the race is on!
The lockbox requires all HICs
to ensure that we can protect
Personal Health Information
(PHI) from use or disclosure

accommodate this require-
ment. We are now left with
difficult choices, how can we
continue to move forward with
an integrated electronic record
when it doesnt meet the
requirements of the law? Our
struggle is and will continue to
be to find a way to implement
adequate protections while

within the circle of care when
we receive a direction from a
patient to do so.

Unfortunately most, if not all,
hospital information systems
or electronic patient records
do not have the ability to

maintaining a record of PHI
that will be useful for patient
care and other purposes.

Good luck to all of us!

Below you will find a summary of the survey results of what the respondent facilities are doing
related to formalized groups in regards to Data Quality, Privacy and Electronic Health

Information.
O.H.I.LM.A. Survey to all hospitals February 2005
Organized Groups within the Province
Type Geographic OHIMA | Name of group Chair person & Contact Phone
Region Region
Grey Bruce Network Data
Grey and Bruce Quiality, Consistency, Integrity
Data Quality Coding Counties 5 Group Susan Weatherall
Grey and Bruce
Data Quality Counties 5 GBHS Data Quality Team Rob Croft rcroft@gbhs.on.ca
Region 5 &
surrounding Deb Tetreault
Coding Quality area 5 Coding Quality Task Force d.tetreault@salumatics.com 519-245-7307
Thames Valley MPI Identification
Data Quality & EHR Thames Valley 5 Standards Group Lee Coughlin lee.coughlin@lhsc.on.ca
Marg Kampers 519-631-2030
Privacy Thames Valley 5 TVHPP Privacy Group mkampers@stegh.on.ca x2115
Northeastern
Privacy, E.H.R. Ontario Ntwk 2 NEON Tim Gehrke tgehrke@tadh.com 705-267-6330
Huron Perth
Healthcare
Coding Quality Alliance 5 HPHA Coders
WOVN - West Ottawa Valley
Privacy West Ottawa 2 Network Marilyn Scarbossa
W aterloo W aterloo Wellington Regional
Coding Quality Wellington 4 Health Records Tabitha Baulk tbaulk@smgh.ca 519-749-6791
North West NW ON Regional Health Teresa Adair adairt@aghospital.on.ca | 807-592-4215
DQ.CQ.E,H,R, Privacy | Ontario 1A Records Managers (coordinator) x306
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O.H.I.LM.A. Survey to all hospitals February 2005
Organized Groups within the Province

Type Geographic OHIMA | Name of group Chair person & Contact Phone
Region Region
Cornwall,
Renfrew,
Ottawa, Health Care Quality Utilization Gwen Brown 613-732-2862
Quality, Utilization Winchester 2 Network gwen.brown@renfrew.ccac-ont.ca x254
Uxbridge,
Orillia, Muskoka
Coding Quality Area 3 Coding Quality Group initiated by Anthony Reddick
York Simcoe Regional Coding
Coding/Privacy York/Simcoe 3 Grp
Health Information Leadership Anthony Reddick 905-895-4521
York/Simcoe 3 Network Areddick@southlakeregional.org x2344
TEEN - Toronto East Emergency 416-431-8200
Toronto 3 Network Winston Cheuk x6002
CEN - Central Emergency
Toronto 3 Network
Karen MacDonald
EHR/Privacy Sioux Lookout 1A Northwestern Health Network kmacdonald@healthtech.on.ca
Meditech Implementation
Directors of Records for Ontario Lyn Burnett
DQ/CQ/E.H.R./Priv 3 teaching Hospitals Iburnett@nygh.on.ca
Privacy Haliburton Area 1B HKPR Regional Privacy Team Susan Reid
Direct Amb Care 705-457-1392
sreid@hhhs.on.ca X223
Haliburton Highlands
Southwestern Kathy Breault 519-464-4500
Privacy and Patient Ontario 5 SWO DIP Privacy and kbreault@bluewaterhealth.ca x5105
Registration Patient Reg. Group Bluewater Health
Shelley Perritt
Utilization/Quality Toronto 3 U.M.N.O. umno.sperritt@sympatico.ca 705-735-4055
Sabina Reckine
DQ/CQ/E.H.R./Privacy | Central North 1B OHA Region 1 Central North sreckzine@sensenbrennerhospital.on.ca
Privacy and Confidentiality
Privacy Northwest 1A Regional working group
HDIS - Health Data Integrity Rot ating..contact 905-576-8711
Data Quality Durham 3 Specialists jadams@lakeridgehealth.on.ca x3632

A good start, again though

if you do not see your own area contact your Manager about
getting a group started. Together....we can make a difference!!!
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CODING CORNER-Postoperative/Postprocedural complications-See OHIMA website for actual chart

ICD-10-CA/CCI
codes Code Description Dx/INT Type
DAD ABSTRACT
K56.5 Intestinal adhesions [bands] with obstruction

MRDx
J95.88 Other postprocedural respiratory disorders Type 2
Ji8.1 Lobar pneumonia, unspecified Type 3
197.8 Other postprocedural disorders of circulatory system, NEC Type 2
147.1 Supraventricular tachycardia Type 3
K91.3 Postoperative intestinal obstruction Type 2
R33 Retention of urine Type 2
Y83.2 Surgical operation with anastomosis, bypass or graft

Type 9
173.9 Peripheral vascular disease, unspecified
285.4 Personal history of malignant neoplasm of genital organs
272.0 Tobacco use Type 3 (optional)
1.NK.87.RF L | Excision partial, small intestine open approach enteroenterostomy Principal procedure
=Z anastomosis technique Location Z = Other area of small intestine (e.g.

jejunum, ileum, not otherwise specified)
1.0T.72.LA Release, abdominal cavity, OA, using device NEC 2" procedure
3.0T.20.WC | Computerized tomography [CT], abdominal cavity with enhancement Agree with code
Computerized tomography [CT], lung NEC with enhancement selection — these codes

3.GT.20.WC | Computerized tomography [CT], lung NEC without enhancement are not mandatory in all
3.GT.20.WA jurisdictions
NACRS ABSTRACT
K56.6 Other and unspecified intestinal obstruction M
R10.4 Other and unspecified abdominal pain R
1.NF.52.CA- Drainage, stomach, using per orifice approach and mechanical suction Principal procedure
QN pump
3.0T.10.VA Xray, abdominal cavity, without contrast
3.GT.10.VvA Xray, lung NEC, without contrast




Coding  Quality Task
Force (CQTF)
Submitted by: Deb Tetreault

Postprocedural /Postopera-
tive Complications still brings
confusion to our coding world
and was the topic of conversa-
tion at the last CQTF Workshop
held on April 14™. Below
you will find part of the work-
shop material.

The actual chart and the re-
mainder of the information
can be found on the OHIMA
Website under ‘Data Quality/
Coding Quality Task Force'.

Our next workshop s
scheduled for late
October/early November.

For more information or con-
tacts, visit the OHIMA Website
under Data Quality/Coding
Quality Task Force. Based on
the record involved the
following comments and
suggestions were made by
CIHI.

CIHI Comments:

We strongly recommend that
this facility work towards
improving documentation.

While this type of discharge
summary may meet the
requirements determined by
law, it is extremely difficult to
assign many of these codes
with any degree of certainty.
Physicians must be made
aware of the decision making
process that comprises the art
of coding so that the data it
provides can be accurate,
comparable & relevant.

Questions and Answers:

Sinus Tachycardia:

We felt that the tachycardia
should be classified as a post-
procedural condition. While
the tachycardia may not be
specifically treated, in this
case it was persistent. As the
code for the tachycardia is
from the circulatory chapter,
the code for tachycardia is a
diagnosis type (3) but the
code 197.8 is used first as a
diagnosis type (2). The type
of tachycardia was also listed
in the progress notes, which is
what we used to determine
the correct code. The ECG
may be a source of the
specific condition, but should

be used with caution, and
further clarification obtained
from the  physician if
necessary.

Dehydration:

We felt that the dehydration
was an inherent part of the
admitting diagnosis and did
not code the dehydration.
The patient did receive 1V
fluids; however, the use of this
as justification of significance
is a standard for the treatment
of gastroenteritis.

Other Post-Procedural
Conditions:

It appears that your under-
standing of the  post-
procedural conditions is quite
good. We would suggest a
few modifications to the codes
that your group selected.

-We agree with the code
choice of 1I47.1 for the
tachycardia, but as this
condition is classified in the
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circulatory system chapter, we
have paired it with 197.8.

-Only one external cause is
required when all post
procedural  conditions are
related to the same
intervention. We have coded
the urinary retention as
significant because it was
persistent. The Foley catheter
was removed on day 2
following surgery but then had
to be reinserted. The
physician has clearly
documented the retention, so
we felt that the persistence of
the condition helped to justify
the qualification as a diagnosis
type 2. The external cause
code was added with the R33.
A T-code is not used in this
case.

There is no explicit hierarchy
for the use of the external
cause codes in category Y83.
We have selected Y83.2
because this intervention
resulted in an anastomosis
which is typically more intense
that a simple excision.

If you require further
information  regarding the
classification of post-

procedural conditions, you
may wish to review query
#6763.

Interventions

We agreed with all your inter-
vention codes and have
provided our thoughts in
response to your questions.
-In this case, suctioning of the
ascitic fluid is part of the
intervention and does not
require coding as a separate
intervention.
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-We agree that the lysis of
adhesions should be coded in
this case. Typically, if the lysis
of adhesions is described as
tedious, extensive, time-
consuming, or as in this case
difficult, it should be coded.
For further discussion on this
topic, you may wish to review
coding query #11644.

-Decompression of the mid
ileum by enterotomy is part of
the resection and does not
require a separate code

-We have also selected the
code for CT of the chest based
on the content of the report

NACRS portion

The principal or first listed
procedure is the therapeutic
insertion of the NG tube which
provided initial decompression
of the obstruction. The
radiological procedures may or
may not be used for CACS
grouping but the grouper will
loop to determine this.
Remember to use the correct
MIS functional centre for
"Radiology".

Additional questions

We recommend that vyou
speak to your emergency
room physicians to see what
happens most often in the ER
in terms of types of suction
being used. We cannot
comment on interventions that
are not documented.

Atelectasis and constipation
would be optional diagnosis
type (3) conditions in this
case.
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Steps of follow:
Look up condition in the
index, searching for the
following sub-terms:
‘postoperative’
‘surgery’
‘procedure’
‘postprocedural’
If there are no hits on these
sub-terms, look up synonyms
for the condition, searching for
the same subterms listed
above.

If there are no hits from these
sub-terms, look up the lead
term  ‘complications”  with
appropriate subterms describ-
ing the condition.

If there are no sub-terms, go
to the end of the chapter for
that condition to post proce-
dural conditions. As you do
know the condition, you would
choose specified ""1.8

As a last resort, proceed to
flowchart in the Canadian
Coding Standards 2005/page
200.

Steps for determining post
procedural conditions and
complications

When selecting codes for
complications that are quali-
fied as being post surgical,
post operative or post
procedural, the index look up
is the first step.

The following is from the
Canadian Coding Standards
2005.... page 195

Whenever a complication of a
procedure is not indexed or is
not a synonym of an inclusion

or indexed term, proceed as
follows:
Code to T80-T88
-early  complications  of
medical procedure,
-mechanical complications
Code to the appropriate
system chapter
-late complications
-functional complication

Professional
Development Update

Submitted by Janice Soltys
Director, Professional Development —
OHIMA

OHIMA held its ‘Best Practices
in Producing Better Data’ con-
ference on May 6, 2005 in
Toronto. The conference
proved to be a very informa-
tive and rewarding day.

Helen Whittome from the
MOHLTC started the day with
her presentation on
‘Information Management -
Producing Better Data’. Brenda
Antliff, from the MOHLTC,
spoke on ‘Clinical Data Quality:
What is the MOHLTC doing?’

Other presenters included
Tabitha Baulk and Deb
Tetreault who spoke on
‘Coding Quality Work Groups'.
Both are extensively involved
in these work groups, and
were very helpful in relaying
to the audience how the work
groups evolved, and the
benefits to keeping these
ongoing.

Lisa Gray shared her ex-
perience as a “remote” coder
on the Reabstracting Study
Project that was recently



completed. Yvonne Peekhaus
was scheduled to shared the
“onsite” experience but
unfortunately had taken ill so
Lisa read Yvonne's
presentation.

Marianne Luettschwager pro-
vided a great overview on
what its like “coding from
home” as Credit Valley
Hospital set their coders up to
work from home a few years
ago. This presentation was
both enlightening and
entertaining.

The conference concluded
with Gail Crook, Executive
Director, C.H.I.LM.A.,, who
addressed the ‘Data Quality
Nationwide Experience’.

leader in  evidence-based
medicine. The facility is also
unusually large. Over 240
health care providers,
including 60 physicians in the
Algoma District Medical Group,
work in this award-winning
facility. GHC serves almost
50,000 rostered  patients
(more than 50 per cent of
Sault Ste. Marie’s population
and the surrounding
population of Algoma).

During a visit to GHC last year,
Roy Romanow, Commissioner
of the Future of Health Care in
Canada, described the facility
as “Canada’s best kept secret”
and its integrated health care
system as “the most advanced
seen to date”.

“This is a great place to work,”
says family physician Dr. Lewis
O'Brien, a passionate

Evaluation assessments com-
pleted by those who attended
the Conference were
extremely positive. The
following are excerpts received
by members in the audience:

“Great topics & detail”.

“Thank you for an informative and
interesting day”.

“Overall a super day!”

“This was an excellent conference!”

The OHIMA executive
concluded that the Conference
was a resounding success.
We look forward to the
upcoming Privacy conference
scheduled for September 2005
and are determined to ensure
it proves to be as exciting and
informative.

Hope to see many of you in
September!

champion of the EMR. “The
EMR has allowed me to deliver
a much higher quality of
care... When I see a patient I
have access instantaneously to
so much information. I can
access lab results, consultants’
reports, and an updated and
ongoing problem list. I can be
much more thorough in
managing the patient... I think
it provides a better outcome
for the patient... There is a
value there that certainly we
couldn't offer before.”

Improving quality of care...
The clinicians’ point of view

Group Health Centre family
physicians are practicing ex-
cellent primary care in fairly
new ways. For example, they
work in teams with other allied
health  professionals. They
collaborate closely with
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Ontario’s Group Health
Centre Exploits IT to

Improve Patient Care...

Reprinted with permission from
Healthcare Information Management
& Communications Canada Volume
XVI Number 4  December 2002

The physicians, health pro-
fessionals and staff at a large
multi-disciplinary, multi-
specialty health care facility in
Ontario share a tremendous
pride in their centre. They're
allowed. The Group Health
Centre (GHC) in Sault Ste.
Marie, built in 1963, is a
special place where innovation
and excellence in health care,
research, and health
promotion thrive. GHC is a

specialist colleagues, and they
use electronic medical records
(EMR) instead of paper charts.
Many Canadian governments
are hoping to persuade more
community  physicians  to
follow their suit. Both the
clinical and administrative
staffs at GHC are proud of the
Centre’s EMR system, a fully
functioning, integrated EMR
used by 242 health care
providers simultaneously.
Implemented in October 1997,
theirs is also the largest
primary care EMR system in
Canada. It has certainly
provided opportunities to im-
prove quality of care, and
provides endless possibilities
to practice evidence based
medicine. It also seems, in
some instances, to be leading
to improved outcomes.
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Dr. O'Brien enjoys the fact
that GHC's on-site lab is linked
to the EMR system.

“The lab dumps the results
into the system about every
hour. It's just incredible,” he
says. “When I get a lab result
back, one keystroke takes me
to the patient’s chart and my
last note. With another
keystroke I can message my
nurse what to do... The EMR
allows you to do more in the
time that you have.” The EMR
is a great teaching tool as
well, he suggests. Patients
love being able to look at their
chart and receive printouts of
their test results or
educational materials. Dr.
David Crookston, like Dr.
O’Brien, has practiced family
medicine with the Algoma
District Medical Group for
about 17 years. Dr. Crookston
also believes that the EMR
system at GHC offers great
opportunities to  improve
quality of care. The EMR
allows the average family
doctor in a typical doctor-
patient interview to provide
the best available care, he
suggests. "I think we all feel
the EMR has improved quality
of care,” he says. “We do
more of the right thing at the
right time. It's very
satisfying... I have practically
instant access to important in-
formation. It's incredible. I can
spend more time with the
patient because the
information is there and I'm
not wasting time looking for it.
I'm more satisfied with the
level of care I give.” Dr.
Crookston doesnt feel he
suddenly had extra time or
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made more money when GHC
implemented the EMR.
Initially, archiving the paper
charts and learning how to use
the EMR actually took more
time.

“Still, it's been worth it. I'd do
it all over again,” he says.
“Our primary goal is to deliver
the best quality of care. That
to me is the most important
aspect of what we do. If I do
a better job with the patient
then any other hassles are
worth it.” The EMR has also
enabled clinicians to consider
the patient chart as much
more than a way of simply
“warehousing” information or
documenting isolated en-
counters, explains Dr.
Crookston. The EMR system at
GHC is a huge database of
information that allows
clinicians to improve the
quality of care not only for an
individual patient but also for
groups of patients (e.g.
patients with diabetes). The
EMR has also made it much
easier for a physician to sign
out the care of his or her
patients to a colleague. If a
patient shows up with an
urgent problem the on-call
physician can access the
patient's complete medical
history whether the individual
is their patient or not.

“You can access the same
comprehensive and legible
information as for your own
patient,” he explains. “It's
much simpler to cover one
another’s practice because of
the legibility of the record, and
because of the way the
information is stored. It's

easier for us to provide care as
a group of physicians now.”

Improving quality of care—
A manager’s point of view

The Group Health Centre is
certainly a leading edge
organization, agrees Group
Health Association CEO David
Murray. “Our experiences
with the EMR have taken us to
the next level of care,” says
Murray. “The EMR is a very
proactive tool... We can
contact patients about
appointments and be proactive
with their treatment instead of
waiting for them to become
really sick and come see us...
The EMR leaves the paper
world in the dust. It's a whole
different mindset.” GHC has
been very fortunate in having
the support of an innovative
medical group, according to
Murray. Medical leadership is
critical to the success of an
EMR project, he believes.
“The clinicians made a huge
commitment to make this
work.  The  administration
made the commitment of
reserves to implement the
EMR, but the clinical team
gave their time and energy...
That's been an amazing
success Association story in
itself.”

Improving care for patients
with diabetes...

The EMR has allowed the
physicians and providers at
GHC to do things that they
were doing only with great
difficulty previously, such as
chronic disease management,
research and health promotion



initiatives, according to Dr.
Crookston. For instance, the
GHC team has developed
disease site registries, and
new research studies in
diabetes, congestive heart
failure and osteoporosis.

In 1999, the Health Promotion
Initiative for Patients with
Diabetes (HPID) Study
commenced at GHC. Co-
sponsored by the Ontario
Ministry of Health, the Algoma
District Medical Group and the
Sault Ste. Marie & District
Group Health Association, this
study aims to help adults with
diabetes maintain good health
and reduce their risks of
developing diabetes
complications.

"We can identify every
diabetic, and put a template in
every diabetic’s chart,”
explains Dr. O'Brien. “When 1
open the chart, the template
comes up and reminds me in a
very short period of time the
essential things I need to do
with that patient, such as
check their foot exam is done,
their lipids are up to date, and
ensure their  glycosylated
hemoglobin is appropriate.”
The charts of patients with
diabetes are also audited
annually to ensure these
individuals are receiving the
treatments they need to
control their condition and
avoid complications.

“Diabetes is the proverbial
case where an ounce of
prevention is worth a pound of
cure,” suggests Murray. “We
need to manage diabetes
better, and to help patients
self-manage diabetes better.

We feel that we really will
achieve better health
outcomes with these patients.”

GHC clinicians are also
participating in the second
Computerization of Medical
Practices for the Enhancement
of Therapeutic Effectiveness
(COMPETE) research study.
COMPETE 1II aims to develop
an effective, integrated clinical
decision-support  tool  for
patients and health care
providers. Researchers are
developing and testing a
diabetes tracker as a model
for evidence-based chronic
disease management.

Improving care for patients
with congestive heart failure.

Congestive heart failure (CHF)
is one of the major causes for
readmission to hospital. CHF
patients are usually on very
complex medication regimens.
They often have trouble
maintaining these regimens
upon discharge. GHC is
currently undertaking a
research project to determine
if CHF readmissions can be
reduced if better care is
provided CHF patients in the
community. A GHC nurse visits
every CHF patient following
their discharge from hospital.
The nurse is able to check the
medications that have been
prescribed for the patient as
these are all listed on the
EMR. The nurse helps make
sure the patient follows the
correct regimen.

“We're all connected so we
each have the patient’s
information,”  explains  Dr.
O’Brien. “We try to
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preemptively manage the
patient, to keep them out of
trouble before they have
problems and need to be
readmitted to hospital. We've
had an amazing decrease in
readmissions... We feel much
more comfortable about the
kind of care that we're
providing these patients.
We're really taking primary
care to the next level.”

The GHC EMR  system
includes:
e user definable templates
e interfaces with billing and
scheduling applications
e ordering and receiving
diagnostic lab and
diagnostic imaging tests
automated faxing
patient handouts
patient recall
prescription writing with
medication tracking
e chart notated messaging
between providers & staff
e physician sign e-signoff
electronic searches

These days the GHC team
enjoys developing the EMR
system so it can do more and
more for them. For instance,
the EMR vendor is currently
assisting GHC to pilot an
automated “smart” template
for diabetes care. When a
provider opens a chart of a
patient with diabetes, the
template not only reminds the
provider of appropriate care,
but is smart enough to search
the chart for patient's most
recent foot exam, blood
pressure results, etc.,, and
present that data in the
template automatically.
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The Group Health Centre is
also replacing its workstations
with PCs with windows-based
software.

“You look at a problem, you
find a way around it”
comments Dr. O'Brien. “You
have some other problems,
you look at ways that
automation can help. Progress
is only limited by one’s own
creativity.”

“This is still a work in
progress,” says Dr. Crookston.
“"No system is perfect. We're
making constant refinements
to it. The EMR vendor has
been very helpful. You make a
first guess at how you think it
should be and then you
modify as you go.”

During the last 5 years, GHC
has probably invested over $1
milion on  capital and
operating costs for
implementing and then
redesigning their EMR system
for 242 wusers. This large
health care facility has also
achieved  substantial  cost
savings through warehousing
its paper charts and cutting
clerical staff.

Paper vs. electronic...

Before GHC introduced EMR,
the management of paper
charts was somewhat of a
nightmare due to the size of
the facility. About sixty
thousand patient medical
records took up tremendous
storage space in a centralized
chartroom. The Centre
employed numerous staff to
transcribe notes, file and pull
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records, and move the charts
around the building. Paper
files were easily misplaced.
When a physician requested a
chart, it could take days
before it was tracked down
and delivered. After the EMR
was implemented, about 2,500
square feet of storage space
was converted into offices for

two family doctors, a
pediatrician, a nurse
practitioner and an

anticoagulation clinic.
Additional cost savings and
system  efficiencies  were
achieved through fewer
medical tests being
unnecessarily duplicated.

The Group Health Centre is so
large that effective, efficient
administration is crucial. The
Centre’s computerized, centra-
ized, appointment centre, for
instance, receives over 2000
calls daily from patients
wishing to book appointments
with providers. Approxi-
mately 35,000 appointments
are booked each month.

From the administrative stand-
point, there’'s a much higher
comfort level around the ac-
curacy, reliability and time-
liness of GHC's medical
records since the EMR was
implemented, stresses Murray.

Size helps...

There’s no doubt that the
unusual size of GHC also
affords certain advantages
that aren’t typically available
to smaller clinics. For instance,
GHC has an information tech-
nology (IT) department.

“Our IT people have been
crucial,” suggests Dr. O'Brien.
“We couldn’t have begun to do
what were doing without
them... If there is a problem,
you need to be able to talk to
somebody right away and get
rolling again. Medical practice
today is so busy that literally
minutes count... Our system is
operational over 99.9% of the
time.”

Group Health Centre provides
many services, including:

e primary care,

e specialist services

e (cardiology, anesthesia,

surgery, dermatology,
emergency medicine,
internal medicine,
geriatrics, nephrology,
neurosurgery, obstetrics &
gynecology, oncology,

ophthalmology, psychiatry,
sports medicine, pain &
sleep  disorders, and
pediatrics),

e audiology,

e communication disorders,

e counseling,

¢ day and evening clinics,

e diagnostic imaging,

. employee assistance
services,
e family health  worker
program,

¢ immunizations,

e laboratory,

¢ nutrition services,

¢ phototherapy,

e physical therapy,

e chiropody,

e psychometry,

e vision and eye care,

¢ nurse practitioner services
e women'’s health



Security

GHC physicians access patient
records where and when they
need to, including from home,
from nursing homes and
hospitals. Authorized
individuals have password
protection to enter the system.
There’s a zero tolerance policy
in place for any breach of
security and privacy.

“Security issues are of
paramount importance,”
stresses Murray. “We place
an incredibly high priority on
handling security well. The
EMR is far more secure than a
paper record. When someone
carries around a paper chart
you don’t know who’s handling
it, who's looking at it, or who's
photocopying it. We monitor
who’s accessing the EMR so
we know who's been in and
looked at the record, and
who's treating the patient.”

For more articles related to
Healthcare Information
Management check out the
following website;

http://hcccinc.qualitygroup.co
m/hcccinc2/welco.html

Member Profile

Each issue we like to do a
profile of a member of OHIMA.
This article could be highlights
of someone’s career in
healthcare or health

information management or
their experiences as a health
information management
professional in a non
traditional role. Please send

your sub-missions to
communications@ohima.ca

MEMBER PROFILE

Marcia Gillies, CCHRA (C)

Marcia graduated from the
Health Record Administration
Program in the late 80s. In
Marcia’'s Health Information
Management career she has
held a variety of positions.
Marcia began by working as a
medical secretary and then
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within a short time was
promoted to Manager of a
Walk-In Clinic. Shortly after
Marcia was able to start on the
path she wanted by accepting
a position as an Inpatient
Coder/Data Analyst in an
acute hospital in Thunder Bay.
After 14 years as an Inpatient
Coder Data Analyst and being
a member of OHRA, now
OHIMA, Marcia decided to
take on a new challenge in her
career and joined the OHIMA
Board of Directors, currently
holding the position of
Secretary.

Presently, Marcia is the
Coordinator of the Cancer
Centre Health Records
Department with a shared
responsibility of data quality
and report writing with
Thunder Bay Regional Health
Sciences Centre.

Marcia is married with two
children, Brianne and Kaillie,
who occupy much of her spare
time with dancing and
numerous other activities.
Imagine Brianne wanting to

folow in  her mother's
footsteps in Health
Information Management,

wherever the profession may
be by then.
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Canadian Institute
for Health Information

CIHI 2005 2006Education Sessions

Ontario

Institut canadien
d’information sur la santé

Management Information Systems Guidelines (MIS)

« Introduction to the MIS Guidelines e-learning Sept./05* — Mar./06

» Cost per Weighted Case Methodology for Rural Hospitals (web) Recording Apr.05 — Mar.06

« Improving the Quality of Reported Financial and Statistical Data London Nov. 3/05

« Integrating Financial and Clinical Data London Nov. 4/05
Toronto Jan. 12/06

« Nursing and the MIS Guidelines Toronto Sept. 21/05

« Statistical Data Collection and Reporting Including Workload Toronto Sept. 22/05

Measurement System
Discharge Abstract Database (DAD)

» What's New for DAD/NACRS 2005-06 (teleconference) Recording Apr.05 — Mar./06

« DAD Report Interpretation Thunder Bay Sept. 27/05
Toronto Oct. 20/05
Ottawa Nov. 2/05

« Promoting Excellence in DAD Abstracting Thunder Bay Sept. 26/05
Toronto Oct. 21/05
Ottawa Nov. 3/05

« Basic DAD Abstracting Teleconference Jun. 13 & 20/05

« What's New for DAD/NACRS 2006-07 Teleconference Mar. 10/06
Teleconference Mar. 17/06

ICD-10-CA & cCI

« Applied ICD-10-CA & CCI (Case Studies) e-learning Apr./05 — Mar./06

« Exploring ICD-10-CA and CCI for Non-Health Records Professionals (web) Recording Apr./05 — Mar./06

« Introduction to ICD-10-CA & CCI (self-learning program) PDF Apr./05 — Mar./06

« Introduction to ICD-10-CA and CCI for Physicians PowerPoint Apr./05 — Mar./06

« Coding with ICD-10-CA and CCI Toronto July 6-7/05

« More Coding Standards and Diagnosis Typing for DAD Ottawa Oct. 13/05
Toronto Oct. 18/05
Sudbury Oct. 26/05
London Nov. 8/05
Hamilton Nov. 24/05
Ottawa Jan. 13/06
London Jan. 17/06
Hamilton Jan. 24/06
Thunder Bay Jan. 25/06
Toronto Feb. 28/06

 Obstetrical and Newborn Coding Toronto Oct. 25/05
Toronto Feb. 7/05

« ICD-10-CA and CCI Enhancements for Version 2006 Teleconference Mar. 8/06
Teleconference Mar. 9/06
Teleconference Mar. 10/06
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National Rehabilitation Reporting System (NRS)
« Inpatient Rehabilitation Reporting System for Trainers

« National Rehabilitation Reporting System: Indicators
& Report Interpretation

« NRS Trainer Refresher (3-part)

National Ambulatory Care Reporting System (NACRS)
» What's New for DAD/NACRS 2005-06 (teleconference)
o NACRS: From Abstracting to CACS Grouper (web)
o NACRS: From Abstraction To CACS Grouper

» NACRS: From Abstracting to CACS Grouper (3-part)
« What's New for DAD/NACRS 2006-07

Canadian Population Health Initiative (CPHI)

» Applying a Population Health Perspective to Health Planning
and Decision-Making

Privacy

« Introduction to Privacy and Confidentiality
of Personal Health Information

« Conducting a Privacy Impact Assessment

Continuing Care Reporting System (CCRS)
« CCRS Implementation for Managers and RAI Coordinators
« CCRS Operational Processes for Data Submission

o CCRS: Outputs for Decision Support

Resident Assessment Instrument (RAI)— MDS 2.0© for Educators

« CCRS Reflective Practice

Kingston
Kingston

Web conference
Web conference
Web conference

Recording
Recording

Thunder Bay
Hamilton
London
Toronto
Sudbury
Oshawa
Toronto
Ottawa

Teleconference

Teleconference
Teleconference

Toronto

Toronto
Thunder Bay

Toronto
London
Thunder Bay

Toronto

Web conference
Web conference

Toronto

Thunder Bay
Toronto
London
Ottawa
Toronto

Thunder Bay
Toronto
London
Ottawa
Toronto

Note: Dates are tentative for the launch of these e-learning programs.
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Nov
Nov

Aug
Nov
Mar

. 1-2/05
. 3/05

. 9, 16 & 23/05
. 15, 22 & 29/05
. 14, 21 & 28/06

Apr./05 — Mar./06
Apr./05 — Mar./06

Sept. 8/05

Sept. 13/05
Sept. 14/05
Sept. 20/05
Sept. 23/05
Sept. 27/05
Sept. 29/05

Oct.
Oct.

Mar.
Mar.

Dec.

Oct.

Feb.

Oct.
Oct.

Feb.

Jan.

Jan.
Jan.

Mar.

Oct.

Nov.
Nov.
Feb.
Feb.

Nov.
Dec.
Dec.
Mar.
Mar.

4/05
18, 20 & 25/05

10/06
17/06

7/05

5/05
1/06

6/05
19/05
2/06

24/06

11/06
12/05

8/06

12-13/05
8-9/05
16-17/05
2-3/06
23-24/06

3/05
2/05
9/05
3/06
17/06
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Your 2005-2006 OHIMA Executive Team

Region Position Name

1A Secretary Marcia Gillies

iB Director, Advocacy Mary Lou Kennedy

iB Director, Professional Janice Soltys
Development

2 Director, Communications Paula Weisflock

4 Past President Charmaine Shaw

5 President Lynne Hopper

5 Treasurer Deb Tetreault

Ontario Health Information Management Association
4243C Dundas Street West, Suite 500
Etobicoke, ON M8X 1Y3
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Contact Information

Coordinator, Cancer Centre Health Records
Thunder Bay Regional Health Sciences Centre
980 Oliver Road

Thunder Bay, ON P7B 6V4

Phone: 807-684-7268

secretary@ohima.ca

Manager

Group Health Care

240 McNabb Street

Sault Ste. Marie, ON P6B 1Y5
Phone: 705-541-2289
advocacy@ohima.ca

Acting Manager, Registration & Records Services
Sault Area Hospital

969 Queen Street East

Sault Ste. Marie, ON P6A 2C4

Phone: 705-759-3635

professional@ohima.ca

Program Coordinator, Health Information Management
Sir Sandford Fleming College

599 Brealey Drive

Peterborough, ON K9] 7B1

Phone: 705-749-5530 ext 1718
communications@ohima.ca

Consultant

Shaw H.I.M. Services

19 Richter Street

Brantford, Ontario N3T 6M2
Phone: 519-750-1473
pastpresident@ohima.ca

Clinical Information Analyst

Listowel and Wingham Hospitals Alliance
270 Carling Terrace

Wingham, ON NOG 2W0

Wingham Phone: 519-357-3210 X 202
Listowel  Phone: 519-291-3120 X 220
president@ohima.ca

Data Quality Review/Education
Salumatics, Inc.

374 Saulsbury Street
Strathroy, ON  N7G 2B4
Phone: 519-245-7307
treasurer@ohima.ca
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