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ELEPHANT

Smoking is too b to ignore.





3 December 2009

INTRODUCTION
On 1 July 2009, Minister Ryall announced six health targets which are aimed at improving frontline health care services and ensuring continuity of key health priorities for all New Zealanders.  

One of these health targets ‘Better help for smokers to quit’ states that:

“Eighty percent of hospitalised smokers will be provided with advice and help to quit by July 2010; 90 percent by July 2011; and 95 percent by July 2012.”

The period 1 July – 30 September marked the first quarter of reporting on this health target to the Ministry of Health. 
PURPOSE

This document addresses coding and reporting issues raised by DHBs at the close of the 1st reporting period.  
Consultation from a number of experts within the sector and the Ministry of Health has been sought and responses have been provided that will promote the continuity of reporting to reflect the overall aim of the health target.    

ISSUES
This guidance focuses on nine issues:
1. Scope and Definition of an ‘Inpatient’

2. Preadmission Clinic ABC Activity

3. Coding from Medication Charts

4. Automatic Coding

5. Haemodialysis Patients

6. Calculation of Smoking Prevalence

7. Inclusions and Exclusions

8. Ethnicity Reporting

9. Narrative Reporting on Prevalence Data.
GUIDANCE ON EACH ISSUE
1.  Scope and Definition of an ‘Inpatient’
Issue
There appears to be confusion with regard to the definitions used for public hospital inpatients, especially in relation to the national three-hour admission rule.  This may impact on a DHB’s ability to plan for the ‘ABC’ roll out.   
Response
The Ministry of Health provides education and support to the sector focused on ensuring consistent application of the definitions for ‘inpatients’ by New Zealand hospitals.  No matter what terminology is used, if a patient is admitted to a public hospital and is treated for longer than three hours in any service area (excluding haemodialysis patients), they are considered inpatients. This does not necessarily mean that they are admitted to a ward.    

All definitions related to admission status of patients to a New Zealand public hospital can be found in the National Minimum Dataset (NMDS) Glossary of Terms at the following link:

http://www.nzhis.govt.nz/moh.nsf/pagesns/241
2.  Preadmission Clinic ABC Activity

Issue
A patient seen in a pre-admission clinic might be provided with tobacco cessation management.  However, in the subsequent inpatient event there will be no further interventions or follow-up provided.  
The question has been raised - can pre-admission information be used for clinical coding purposes?  

Response
In general clinical coders must find the appropriate documentary evidence within the clinical record for the inpatient event to support assignment of all codes associated with the health target reporting.  In some instances, however, there may be pieces of information that have been prepared in the pre-admission visit, such as the writing up of a medication chart that will be subsequently used in the inpatient event. Clinical coders have excellent skills that enable them to discriminate between what clinical information is appropriate for clinical coding practices according to the classification rules and conventions.  

It is not acceptable to transcribe smoking cessation information from the pre-admission clinic notes to the inpatient notes in-lieu of providing ‘ABC’ interventions or follow up. This practice does not appropriately support the aims of the health target. Clinical codes are only assigned for conditions and procedures that actually occurred within each inpatient event.   

3. Coding from Medication Charts

Issue
One criterion for the assignment of Z71.6 Counselling for tobacco use disorder, is that clinical coders may find specific drugs for tobacco cessation ordered on the patient’s medication sheet.  In some cases this may be the sole piece of documentation that shows that tobacco cessation activity has occurred.  

A number of Smokefree Coordinators from the South Island have expressed concern that clinical coders may not be accurately using the information on a patient’s medication chart with regard to the application of the Z71.6 Counselling for tobacco use disorder Coding Convention.
Response
Clinical coders understand the relevance and importance of documentation in all areas of a clinical record and routinely utilise these sources of information, including the medication chart for clinical coding purposes.  

Education regarding the drugs used for tobacco cessation was covered off in the 2009 Regional Education Programme, including references made by Dr McRobbie in the Health Target DVD.  

Clinical coders and/or Smokefree Coordinators should contact the Coding Helpdesk with specific details about any ongoing concerns:    coding_helpdesk@moh.govt.nz

4. Automatic Coding

Issue 
Is there an avenue for automatic coding?
Response
No, there is no avenue for automatic coding for the health target.  Clinical coders must have a complete set of notes within the clinical record before they are able to assign codes for any inpatient event. 
5. Haemodialysis Patients
Issue
Should haemodialysis patients be coded?

Response
Haemodialysis patients visit a health care service three or four times a week and each treatment time is always longer than three hours. The Ministry of Health discourages the reporting of haemodialysis events into the NMDS.  However, both Northland and Canterbury continue to report on these events. The correct reporting avenue is to the National Non-Admitted Patient Collection (NNPAC) and this data is not included in the health target reporting.

For consistency within health target reporting, haemodialysis patients are to be excluded from the health target.

6.  Calculation of Smoking Prevalence

Issue
At present smoking prevalence has been communicated to DHBs to be calculated by:
	2
	Smoking prevalence
	Numerator


	Number of patients coded with F17.1 or F17.2 or Z72.0 

	
	
	Denominator   


	 Number of admissions of patients 


The denominator provides data on admissions for the quarter. There are two areas of concern.
· Delays in clinical coding mean reported figures will date from admissions from a previous quarter. 

· A patient’s admission and discharge may cut across two quarters.

Recognising the coding delays for some DHBs (eg, Canterbury), it was agreed that DHBs would submit health target data that was coded during the month of September, irrespective of admission/discharge dates assuming that this would allow sufficient time for clinical coding units to catch up with their respective backlogs.  
Backlog issues are ongoing especially for the larger DHBs and are extremely difficult to resolve in the short term.  

Response
That the 1st quarter reporting approach whereby all DHBs report events that are coded within the reporting period be continued.  This will mean that:

· the numerator is determined by the number of patients coded with F17.1 or F17.2 or Z72.0 during the quarter

· the denominator is determined by the number of coded inpatient events within the quarter. 
The reporting data from quarter to quarter should be continuous with no gaps.
7.  Inclusions and Exclusions

Issue
A number of DHBs have made a request that certain groups of patients be excluded from the health target reporting due to differing ways in which these groups are managed clinically and administratively.  

a) Emergency Departments
Achieving the health target for Emergency Department patients is currently very difficult. An analysis of data from a number of DHBs has investigated the possible impacts of including or excluding patients who have been treated in the Emergency Department.  A breakdown of patient events and the corresponding smoking prevalence rates and intervention rates was explored.
  Emergency Department admissions reflect a total of 14-21% hospital events.  Issues raised from this analysis are as follows:
· There is no way of distinguishing where the ‘ABC’ activity occurred during the patient journey, for example, if a patient is admitted in the Emergency Department and transferred to a ward
· Possible difficulties in activating ‘ABC’ interventions while a patient is in the Emergency Department

· Possible confusion in the administrative requirements for Emergency Department admissions/discharges with regard to the three hour rule

· Loss of valuable data if a patient is admitted and discharged from the Emergency Department within three hours

· If Emergency Department patients are excluded from the health target there is a high risk that the ‘ABC’ model will not be incorporated into patient care and this will be a significant barrier in terms of progressing work in this service.  ‘ABC’ in the ED area provides an important opportunity to reach priority groups. 
The NMDS data dictionary provides concise information about the various event ‘end type’ codes available, including a flow chart (see appendix J) that has been designed as a guide for emergency departments.  This information can be found on the following link:

http://www.nzhis.govt.nz/moh.nsf/pagesns/238/$File/nmds-hospital-events-v7.0.pdf

Optional
DHBs can opt for a staged approach of including ED into their health target results where:
· ED is reported separately for the first year

· Included with the other results for the second year
Narrative should specify whether or not ED was included in the total data results.
b) Surgical / Medical Day Stay and Outpatients departments

Patients who receive treatment at surgical/medical day stay units or outpatient departments in general have treatment times of less than three hours.  This means that these events will not be coded and submitted to the NMDS.  

The following concerns have been raised:

· it is difficult to focus ABC activity on those patients whose status changes to ‘inpatient’ in these service areas

· some DHBs have mixed service areas

Often smaller hospitals combine surgical and medical procedures in ‘Day stay’ whilst larger hospitals have these described in separate services. 
A sample of reports from DHBs indicate that reporting by service is highly variable. For example South Canterbury has a ward / service area that includes inpatients who might be admitted overnight patients and patients for day stay procedures. Therefore excluding ‘services’ from the health target reporting may be problematic for these DHBs.
Response

All medical and surgical day stay procedures where patients are inpatients and are coded accordingly remain included in the health target.
c) Clinical Exemptions

One DHB requested that there be clinical criteria in which patients with specific conditions or presentations are excluded from the health target. Examples included unconscious state or where an ABC intervention would be clinically inappropriate - after an attempted suicide, patient with severe dementia were given as examples.

Although it can be recognised that there may be some clinical situations when ‘ABC’ may not be able to be practiced, the proportion is very small. 

Response
No clinical exemptions are given.
d) Interhospital transfers

One DHB fed back that they had a high number of transfers between facilities.  A suggestion was made that in the case of a patient who has several admissions within a 24 hour period; only one admission for that 24 hour period should be recorded.
However, it is the responsibility of health professionals to ensure that the patients under their care have been provided with brief advice, and to continue the pathway of care, for example, ensure a patient’s nicotine dependency is being managed adequately, refer on to a cessation service.

Response
No timeframes or exclusions with inter-hospital transfers.

8. Ethnicity Reporting
Issue

Although not stipulated as a reporting requirement, some DHB’s are taking the opportunity of the health target reports to examine prevalence and advice and support rates by ethnicity (e.g.  Counties Manukau).

Response
Recognising that the Ministry of Health’s priority groups are Maori and Pacific it is commendable that DHBs monitor closely that tobacco cessation activity is reaching these groups.  DHB’s are encouraged to examine their health reporting data with an ethnicity breakdown to ensure no inequalities to the priority population groups are occurring in terms of delivering of the ABC. This will be added as a service specification to the DHB Smokefree co-ordinator role in the future.  
9. Narrative Reporting on Prevalence Data 

Issue

Southland DHB provided extensive analysis of its prevalence data and compared it to the 2006 Census data by age. This enabled it to identify areas where smoking status was being under reported and also identify the areas where the points of admissions were occurring.

For example, it was found that the biggest group who were not having their status identified were the 25 – 44 age group. And that the most common admissions were tracked to maternity, alcohol and drug, accident and emergency and mental health.

Response
DHBs are to be commended for their efforts in undertaking further analysis of tobacco related data.  It is suggested that the Tobacco use data is used for analysis of smoking prevalence rates and compared to each DHB’s demographic inpatient data.

ADDITIONAL FEEDBACK
Some DHBs provided comments outside the intended feedback criteria and these are summarised below. 

1. Z58.7 Exposure to tobacco smoke

Wanganui DHB asked questions concerning the application of the Z58.7 Exposure to tobacco smoke. 

Response
The Coding Convention related to Z58.7 Exposure to tobacco smoke was instigated by the Ministry of Health as an additional reporting opportunity to identify patients who have never smoked but are exposed to tobacco products throughout their lifetime. This includes foetal exposure and is particularly important in the area of paediatric medicine. 

This coding query is outside the scope of the 2009 Health Target ‘Better help for smokers to quit’ and was forwarded to the Senior Advisor of Clinical Coding at the Ministry of Health for follow up separately.  

2. Smokefree Systems

A couple of DHBs discussed process and system ideas to improve performance but these were not directly related to coding or reporting issues.

Appendix 1: Coding of ED events (where ED is the discharge ward) for tobacco use and offer of treatment for September 2009 

	DHB

 
	ED events
	ED Smoking prevalence
	ED

Interventions
	Total DHB / hospital

events
	ED as proportion of total events

	Waikato Hospital

(excludes outlying hospitals)
	896
	6%
	5.6%
	5 045
	18%

	Hawke’s Bay DHB
	504
	13%
	5%
	2 809
	18%

	Southland DHB

(includes Lakes and Southland hospital EDs)
	190
	12%
	18%
	1 329
	14%

	Auckland DHB
	1 336
	9.3%
	3.2%
	8 128
	16%

	Counties Manakau*
	1581
	10%
	19%
	7 446
	21%


*Data presented is for October 2009
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� See appendix 1.  
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