North West Research Collaborative

8th Regional Meeting – 17th APRIL 2013

Nightingale Centre, UHSM, Wythenshawe

Chair - Jennifer Smith (JS)
Attendees: 

Natasha Charlwood, Jeremy Huddy, Nick Heywood, James Mbuvi ( drjmbuvi@gmail.com), Ben Horning, James Nickleson, Michael Gill, Claire Hall

Apologies: 

Rae Brindle, Kirsty Mozolowski, Simon Shaw, Nicola Barnes, Pete Charleston, Peter Coe, Stella Smith, Rebecca Fish, Lyndsay Pearce, Katy Newton, Paul Barrow,

Corrections to minutes of last meeting

Minutes accepted.
Agenda: 

1. Clinical coding audit

2. P PAC trial update

3. National Collaborative Audit- Surviving Sepsis

4. AOB

Clinical Coding Audit (NH)

 NH introduced the clinical coding audit. 

Background

žClinical coding is used for the following: medical and health services research, epidemiological studies, health resource allocation, case mix management, public health programming, medical billing, and public education.
Audit Framework
The Clinical Coding Audit Methodology identifies four key measurement criteria used for judging the quality of coded clinical data: completeness, timeliness, consistency, and accuracy.
Audit Principles:
—Minimum 2 auditors

—Those involved in audit not involved in assigning original codes

—Adhere to auditor code of conduct

Audit should ideally be seen as an objective appraisal, designed to support the coders in identifying areas where best practice is or is not being achieved. 

A suggested indicative sample should be at least 200 Finished Consultant Episodes (FCE) depending on the Trust's activity levels.
National standards

OPCS Classification of Interventions and Procedures OPCS-4 

International Statistical Classification of Diseases and Related Health Problems ICD-10

Primary Diagnosis

The 1st diagnosis field of the coded record (Primary Diagnosis) is the main condition treated/investigated i.e. diverticulitis

If no definitive diagnosis, the following can be used for the first diagnosis field

-Main symptom

-Abnormal findings

-Problem

Secondary Diagnosis- Used to add supplemental diagnoses such as abdominal pain 

Primary Procedure

The patient may also have a primary procedure, which is the main procedure undertaken such as Appendicectomy.  There may also be a secondary procedure, i.e. Re-laparotomy & washout of pelvic abscess
Reasons for Incorrect code

—(1) Coder Constraint

○Clinical interpretation needed

○Abnormal Ix, but interpretation not documented

○Signs suggesting problem but not documented

○Actual diagnosis not documented

�(2) Coder Error

�(3) Poor Documentation

�(4) Clinical Interpretation needed

�(5) State of notes (unable to find info)

—(6) Electronic Information only

—(7) Other

HRG Code

žHealthcare Resource Group (HRG) code is given to the admission and this is used to charge to PCT for Payment by results (PBR). Changes in the coding may or may not result in a different HRG Code. The differences in the coding do not just have a financial consequence, but affect distribution of resources

Payments

Different trusts will get paid different fees for similar HRG codes. Accurate results will need each trust (where audited) to give a re-estimate of the new HRG code

It was discussed that those collecting the data will need to register the audit with their local trust. Each auditor then will be able to present the results of their trust to local audit meetings. 

Data will be collected by individuals for the first 20 discharges of emergency patients from the 1st of March 2013.

The Data collection proforma was explained, as was the guidance for those collecting data. See Appendix 1 and 2.
Those present at the meeting were all keen to be involved. 

· CH and RB-Hope

· NC/JH/BH- Stepping hill

· MG- Oldham/Tameside

· JN/JM-  UHSM

· JS- Preston

P PAC up date (JS)

JS updated the group with the excellent progress being made by the P PAC steering group. They are about to roll out the feasibility study- this will roll out over a 6-month period.  There has been discussion at the steering group level regarding who should be involved in the feasibility study, and whether registrars who are not on the steering group should be involved. 100 patients are needed for this study  - as requested by the Liverpool Trials Unit. CH has said Dominique Slade at hope happy to be a PI for the feasibility study, Fergus Ried happy to be PI at Stepping Hill. JS will take this information back to the steering group.
National Audit- Surviving sepsis (js)

National Collaborative Audit – Surviving Sepsis (submitted by SPARKS ) has been chosen by the National Collaborative committee. The plan is to run from June onwards. We will have a meeting before hand to go through the proforma. Both the national audit and the coding audit will have to be registered locally. 

Any Other Business

The SHO’s in the collaborative were able to get involved in the surgical ward round audit organized by SPARKS.

Next meeting was set for the 12th June. 6.30pm Nightingale Centre UHSM.

Appendix 1

Guidance for Coding Audit

The following information provided is aimed to guide the auditor through the audit process to establish consistency across hospital sites. The audit proforma should be self explanatory; however, the following notes will aid data collection and try to prevent any bias. 

How to collect the data

The data should be collected by two people; one person from the coding department who is involved in their own department audit (must be someone who did not code the notes initially), and yourself the clinician.

The steering group has decided to ensure that the audit is undertaken through official lines. Therefore the following will need to be set up at each individual trust:

· Record the Audit with the local trust audit department, they will then be able to help you to pull notes. It will then be able to be undertaken as a local audit, but the data can then be collated with each trust to compile our regional data set. 

· Involve a consultant lead for the audit at each trust

· Approach the coding department at the trust; this should be one of the coding managers, as they would need to regularly involved in their own ongoing internal auditing.

· The patient data set (i.e. notes to be pulled) should be “25 consecutively discharged patients after emergency general surgery admission” This would be the patients discharged on or after 1st March 2013 and should exclude vascular and urology patients.

Background Information 

Clinical Coding is and important part of the NHS and is not just required to ensure secondary care trusts obtain correct financial payment but its accuracy also has important implications and is used for the following:

· medical and health services research

· epidemiological studies

· health resource allocation

· case mix management

· public health programming

· medical billing

· public education

The clinical coding audit methodology identifies four key measurement criteria used for judging the quality of coded clinical data. These are ACCURACY, CONSITENCY, TIMELINESS & COMPLETENESS. We hope to analyse these after collection of data.

The coding departments have national guidelines which they follow and self audit against. The notes are assessed and given codes according to the two sources below, and subsequently completed coding is forwarded to finance department with a designated HRG (Healthcare Resource Group) code, and payment is based on this.

· OPCS Classification of Interventions and Procedures OPCS-4 
· International Statistical Classification of Diseases and Related Health Problems ICD-10
The most important aspect they audit against is accuracy, however this is not always possible due to limitations in background medical knowledge, standard of medical note keeping and often lack of implicit documentation. The latter is important because the coder is not allowed to interpret the notes, or any investigation; they can only work from what is documented. For Example,

The notes may say “Diverticulitis, no evidence of obstruction”, however, a CT scan may say “stricture with evidence of obstruction”. In this case, the coder will have to code what is written in the notes, and the patient will be coded for simple diverticulitis, but omitting “obstruction” in the code.

Other problems they face are having to place “Judgemental Codes”, where after assessing all the notes, and having no definite diagnosis, they have to put down the most probable reason for the patient admission.

Filling in the Proforma

Demographics: this should be self explanatory. It is important to record the hospital where you are filling out the proforma. Also the date of admission and discharge is important and will give us some data on length of stay comparisons between hospitals
Pre-audit & Post Audit: Within all four tables on the proforma, they are divided into pre-audit and post audit. Please record the initial coding that has been carried out by the coding department at your trust for the patient notes you are reviewing. This should be recorded in the pre-audit sections of the table. The Post audit section is then reserved for the input of the data once the notes have been re-coded with yourself and the coder together.

Correct (Y/N): This column is to record whether the correct code was recorded. If yes write “Y”. If no write “N” and document the reason for the incorrect code.

Reason for Incorrect (1-7): Please document here the reason for the pre-audit and post audit codes being different. This will include the number from one of the categories below. You may also enter free text here also. We have decided to categorise the reasons into the following for audit proposes:

(1) Coder Constraint: In this instance the coder may have been unable attribute certain codes to the notes for many reasons. These include:
· Interpretation of medical terms or investigations was required (i.e. “ARF” or “raised creatinine” may be documented, however, because it was not written as acute renal failure it cant be coded as acute renal failure)
· There may be abnormal investigations such as raised bilirubin, and this may indicated obstructive jaundice, or liver failure, but if the medical interpretation of these results is not documented, it cannot be coded.
· Actual diagnosis not documented

(2) Coder Error: There maybe an error made by the coder, please document what type of error was made
(3) Poor Documentation: the documentation in the notes may be poor and not allow for accurate coding. This may include lack of information in notes entries and also illegible handwriting, please state what type of poor quality is noted.
(4) Clinical Interpretation needed: Here there may be documentation in the notes suggestive of a clinical problem, however, if the actual condition is not documented, it cannot be coded (i.e. bibasal crackles and peripheral oedema may suggest heart failure, and the patient may be treated as such, but if not documented that this is what is being treated, it can’t be coded for).  Also, some imaging reports may suggest a diagnosis or problem, however this is not always transcribed to the notes, and therefore cannot be coded (A CT may suggest obstructive bowel pathology, but if this is not written in the notes, the coders are not supposed to interpret this)

(5) State of notes: the notes may be in a poor state and it may not be possible to find the information required for the coding.

(6) Electronic Information only:  some trusts have electronic notes, however most currently don’t, and the coders may not be allowed to interpret the electronic entries if they have not been printed off and put in the notes. If the coders in your trust are allowed to use this information please state. 
(7) Other: any other reasons that do not fit into these categories above
Primary Diagnosis: The first diagnosis field of the coded record (Primary Diagnosis) is the main condition treated/investigated (i.e. diverticulitis). If there is no definitive diagnosis is recorded, the following is used for this field:

· Main Symptom

· Abnormal Findings

· Problem

With this category, the coder may not have been able to interpret the notes, and the primary diagnosis may have been given as the main symptom. However it may be obvious to the clinician what the diagnosis was and therefore can be interpreted a primary diagnosis can then be given in the post audit box in the table.
Secondary Diagnosis: Used to add information to supplement diagnoses (i.e. abdominal pain, vomiting , flatulence, anorexia etc)
Primary Procedure: This is the primary procedure undertaken (i.e. appendicectomy or splenectomy). Here there, may not be a primary diagnosis, as the primary procedure is the reason for admission to hospital.

Secondary Procedure: The patient may have undergone further procedures during their stay in hospital. This requires documenting in the secondary procedures boxes. This may range from re-laparotomy and washout of pelvic abscess (post-appendicectomy) or central line / Hickman line insertion
Original HRG Code: The HRG (Healthcare Resource Group) code is given to the patient admission and is dependent on the coding being correct, so that the payment by results (PBR) is also correct from the PCT. This should be found with the information from the coding department. If they are unable to give this to you, you may need to contact the trust finance department for it. 
Post-audit HRG code: The exact payment from the admission for the same condition may vary for each trust, therefore, once recoded, you will need to find out the effect this has on the HRG code. If the code remains the same, the payment will likely remain the same, however if it changes, the payment may change. If this happens please contact the finance department to help them calculate the new payment for that admission.

Original Payment: Please document here the payment the trust received for this admission

Post Audit payment: This is a payment estimate based on the change in code and possible change in HRG code. This will be used to determine any financial differences that would have resulted from the change sin coding.

PLEASE NOT, THAT THE AIM OF THIS IS NOT TO ALTER THE PAYMENT FOR THE TRUST. IT IS PURELY TO AUDIT PRACTICE AND THE POST-AUDIT OUTCOMES SHOULD NOT BE TRANSLATED TO CHAGES IN THE INITIAL CODE AT AN OFFICIAL LEVEL. THIS IS BECAUSE THE NOTES ARE NOT NORMALLY CODED BY A CODER AND CLINICIAN TOGETHER.
Please also use the reverse of the proforma to document any other issues you may have encountered whilst collecting data.
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