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OVERVIEW

The material contained in the ICD-10-AM/ACHI/ACS Ninth Edition Coding Exercise Workbook should be
reviewed in conjunction with ICD-10-AM/ACHI/ACS Ninth Edition and the Reference to Changes for
ICD-10-AM/ACHI/ACS Ninth Edition.

This Workbook includes questions designed to provide clinical coders with an overview of areas of major
change. Some questions require review of clinical records. Only assign ICD-10-AM, ACHI codes and the
condition onset flag as instructed in individual questions. Answers are provided in Chapter 17 of the
Workbook.

Clinical coders should also familiarise themselves with the full range of updates by reviewing the
Reference to Changes for ICD-10-AM/ACHI/ACS Ninth Edition.

VERSION CONTROL
Since original release, the following three updates have been made:

e Clinical record 3 - scenario should be:

‘...admitted to NCCH Hospital on the 5/12/14 for an arthroscopic repair of his right diabetic
rotator cuff tear/syndrome under Dr Kong.’

e Case scenario 4.8 — answer should be:

L89.15 (2) Pressure injury, stage Il, ischium
L89.19 (2) Pressure injury, stage ll, other site of lower extremity (excluding heel and toe)
L89.09 (1) Pressure injury, stage |, other site of lower extremity (excluding heel and toe)

e Case scenario 9.6 — answer should be:
Z41.82 Food challenge
L50.0 Allergic urticaria
Y57.9 Drug or medicament, unspecified
Y92.22 Place of occurrence, Health service area
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GLOSSARY OF ABBREVIATIONS

ACHI Australian Classification of Health Interventions

ACS Australian Coding Standards

COF condition onset flag

CVS continuous ventilatory support

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

ICD-10-AM International Statistical Classification of Diseases and Related Health Problems,
Tenth Revision, Australian Modification

IHPA Independent Hospital Pricing Authority

ITG ICD Technical Group

MBS Medicare Benefits Schedule

URC Update and Revision Committee

WHO World Health Organization

WHO-FIC WHO Family of International Classifications

WHO-URC WHO ICD-10 Update and Revision Committee
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1. Supplementary codes for chronic conditions

11

1.2

1.3

1.4

15

Which standard contains instructions for assignment of supplementary U codes?

a) ACS 0001
b) ACS 0002
c) ACS 0003
d) ACS 0004

What is the Alphabetic Index pathway to look up the new supplementary codes?

Which three criteria in ACS 0003 render a condition ineligible for assignment of a
supplementary U code?

a) in addition to another chapter code for the same condition

b) where a condition persists less than one year after diagnosis
c) for a past history of a condition

d) for an acute condition

e) when ongoing drug therapy is provided

Supplementary codes will impact the DRG allocation. True or False?

Complete this sentence from the ACS 0003 Classification instruction:

Where the decision is unclear whether a code from U78.- to U88.- should be assigned,

ICD-10-AM/ACHI/ACS Ninth Edition Education — Coding Exercise Workbook 2015 (final)



1.6 Which of the following conditions would not be eligible for assignment of U codes?

a) obesity

b) intellectual impairment
c) acute renal failure

d) breast cancer

e) hypertension

f)  Parkinson’s disease
g) osteoarthritis

h) psychosis

i) hemiparesis

j)  multiple sclerosis

1.7 Assign U codes to the following conditions:

a) Alzheimer’s dementia

b) intellectual impairment
c) epilepsy

d) coronary atherosclerosis
e) hypertension

f)  multiple sclerosis

g) depression

1.8 Case scenario

Read the following operation report and identify which condition(s) should be assigned a
U code?
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Operation Report

Attending M.O.: G, INTESTINE
Admission Date: 24/10/20xx Medical Service: GENERAL SURGERY
Discharge Date: 24/10/20xx

Date of Operation: 24/10/20xx

Background
Hypertension
Down’s syndrome

Indications
Acute appendicitis

Primary Operation Performed
Appendicectomy

Other Operations performed
General anaesthesia, ASA 1

Specimens sent to pathology
appendix

Post Operative Orders

PANADOL: PAIN RELIEF

TO BE DISCHARGED BY CLINICIAN WHEN DEEMED FIT
Post Operative follow up

AT GP IN 1 WEEK

1.9 Clinical record 1

From the clinical record below, which conditions should be assigned a U code?

ICD-10-AM/ACHI/ACS Ninth Edition Education — Coding Exercise Workbook 2015 (final)



Clinical record 1 — Supplementary codes for chronic conditions

DISCHARGE SUMMARY

Admission Date: | 24-FEB-2014 H Discharge Date: 28-FEB-2014

Background History:
Thank you for the ongoing care of Mrs XXXX, a 68 year old woman who was admitted for
pacemaker insertion for AF.

Background

atrial fibrillation
hypertension
hypercholesterolaemia
shingles

dilated ascending aorta
obesity

Problems/Alerts and Diagnoses:
Diagnoses (being addressed in this visit)

Principal Diagnosis Dx Type Date Confirmation
Persistent atrial fibrillation Discharge 28-FEB-2014 Confirmed
Alerts: Nil
Allergies: Nil
Medications on Discharge/Current:
Medication Modified | Dose Unit Freq Route Duration |Dispensed| Reason for Item Status
Release Change/
Indication
Allopurinol 300 mg nocte po No Pre-existing
Perindopril 10 mg nocte po No Pre-existing
rosuvastatin 20 mg nocte po No Pre-existing
Thyroxine 50 mg daily po No Pre-existing
Fish oil 1tablet daily po No Pre-existing
Senokot 2 daily po No Pre-existing
tablets
glucosamine sulfate 1 nocte po No Pre-existing
tablet

Clinical Summary:

Issues

1. Pacemaker insertion

- patient's warfarin was ceased for procedure with commencement of bridging clexane
- DDDR pacemaker with permanent transvenous leads were inserted without issues by
cardiothoracic surgeon Dr xxxx

- Pacemaker was confirmed to be working normally by biotronic technician prior to
discharge

- Discussed with GP, Patient to visit GP daily for recommencement and monitoring of
warfarin with bridging clexane.

8 ICD-10-AM/ACHI/ACS Ninth Edition Education — Coding Exercise Workbook 2015 (final)



Clinical record 1 — Supplementary codes for chronic conditions (continued)

2. AF
- increased monitoring whilst on bridging clexane

3. ARF
- patient noted to have renal impairment on 25/2 which resolved with IV fluids

Pathology Results:
On admission:

Group Detail Date Value w/Units | Flags | Normal Com
Range ment
Ind
Blood Chemistries Sodium 25/02/2014 07:11 140 mmol/L N 135-145
Blood Chemistries Potassium 25/02/2014 07:11 4.3 mmol/L N 3.2-5.0
Blood Chemistries Chloride 25/02/2014 07:11 107 mmol/L N 95-110
Blood Chemistries Bicarbonate 25/02/2014 07:11 28 mmol/L N 22-32
Blood Chemistries Anion Gap 25/02/2014 07:11 9 mmol/L LOW | 12-20
Blood Chemistries Urea 25/02/2014 07:11 7.6 mmol/L HI 3.0-7.5
Blood Chemistries Creatinine 25/02/2014 07:11 118 umol/L HI 60-110
Blood Chemistries eGFR 25/02/2014 07:11 52 mL/min LOW
/1.73m2
Blood Chemistries Bilirubin Total 25/02/2014 07:11 20 umol/L N
Blood Chemistries Protein 25/02/2014 07:11 60 g/L N 60-80
Blood Chemistries Albumin 25/02/2014 07:11 30 g/L LOW | 35-50
Blood Chemistries Total Globulin 25/02/2014 07:11 30 g/L N 22-39
Blood Chemistries ALT 25/02/2014 07:11 80 U/L HI
Blood Chemistries AST 25/02/2014 07:11 61 U/L HI
Blood Chemistries GGT 25/02/2014 07:11 68 U/L HI
Blood Chemistries ALP 25/02/2014 07:11 47 U/L N 30-110
Blood Chemistries Calcium Level 25/02/2014 07:11 2.16 mmol/L N 2.15-2.55
Blood Chemistries Corrected Ca 25/02/2014 07:11 2.36 mmol/L N 2.15-2.55
Blood Chemistries Mg 25/02/2014 07:11 0.93 mmol/L N 0.70-1.10
Blood Chemistries PO4 25/02/2014 07:11 0.94 mmol/L N 0.75-1.50
Haematology FBC Haemoglobin 25/02/2014 07:11 129 g/L LOW | 130-180
Haematology FBC WCC 25/02/2014 07:11 6.3 x10M9/L N 3.7-9.5
Haematology FBC Platelets 25/02/2014 07:11 152 x10"9/L N 150-400
Haematology FBC RCC 25/02/2014 07:11 4.2 x10M2/L LOW | 4.3-5.7
Haematology FBC Hct 25/02/2014 07:11 0.40 N 0.40-0.54
Haematology FBC MCV 25/02/2014 07:11 96 fL N 82-98
Haematology FBC MCH 25/02/2014 07:11 31 pg N 27-32
Haematology FBC MCHC 25/02/2014 07:11 319 g/L N 300-350
Haematology FBC RDW 25/02/2014 07:11 149 % N 11.0-15.0
Haematology FBC Abs 25/02/2014 07:11 3.1 x10"9/L N 2.0-8.0
Neutrophils
Haematology FBC Abs 25/02/2014 07:11 2.5 x10M9/L N 1.0-4.0
Lymphocytes
Haematology FBC Abs Monocytes | 25/02/2014 07:11 0.6 x10"9/L N 0.2-1.0
Haematology FBC Abs Eosinophils | 25/02/2014 07:11 0.2 x10"9/L N 0.0-0.5
Haematology FBC Abs Basophils | 25/02/2014 07:11 0.0 x10"9/L N 0.0-0.1
Coagulation Studies PT 25/02/2014 07:11 20s HI 11-18
Coagulation Studies APTT 25/02/2014 07:11 36s N 24-38 Y
Coagulation Studies INR 25/02/2014 07:11 1.6 NA Y
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Clinical record 1 — Supplementary codes for chronic conditions (continued)

Pathology Results:

On discharge:

Group Detail Date Value w/Units | Flags | Normal Com
Range ment
Ind
Blood Chemistries Sodium 28/02/2014 07:23 142 mmol/L N 135-145
Blood Chemistries Potassium 28/02/2014 07:23 4.1 mmol/L N 3.2-5.0
Blood Chemistries Chloride 28/02/2014 07:23 104 mmol/L N 95-110
Blood Chemistries Bicarbonate 28/02/2014 07:23 27 mmol/L N 22-32
Blood Chemistries Anion Gap 28/02/2014 07:23 15 mmol/L N 12-20
Blood Chemistries Urea 28/02/2014 07:23 5.8 mmol/L N 3.0-7.5
Blood Chemistries Creatinine 28/02/2014 07:23 111 umol/L HI 60-110
Blood Chemistries eGFR 28/02/2014 07:23 64 mL/min LOW
/1.73m2
Blood Chemistries Albumin 28/02/2014 07:23 35g/L N 35-50
Blood Chemistries Calcium Level 28/02/2014 07:23 2.28 mmol/L N 2.15-2.55
Blood Chemistries Corrected Ca 28/02/2014 07:23 2.38 mmol/L N 2.15-2.55
Blood Chemistries Mg 28/02/2014 07:23 0.93 mmol/L N 0.70-1.10
Blood Chemistries PO4 28/02/2014 07:23 0.99 mmol/L N 0.75-1.50
Haematology FBC Haemoglobin 28/02/2014 07:23 160 g/L N 130-180
Haematology FBC WCC 28/02/2014 07:23 7.5 x10M9/L N 3.7-9.5
Haematology FBC Platelets 28/02/2014 07:23 183 x1079/L N 150-400
Haematology FBC RCC 28/02/2014 07:23 5.1 x10"M12/L N 4.3-5.7
Haematology FBC Hct 28/02/2014 07:23 0.49 N 0.40-0.54
Haematology FBC MCV 28/02/2014 07:23 95 fL N 82-98
Haematology FBC MCH 28/02/2014 07:23 31 pg N 27-32
Haematology FBC MCHC 28/02/2014 07:23 329 g/L N 300-350
Haematology FBC RDW 28/02/2014 07:23 14.9 % N 11.0-15.0
Haematology FBC Abs Neutrophils | 28/02/2014 07:23 4.1 x10"9/L N 2.0-8.0
Haematology FBC Abs Lymphocyte| 28/02/2014 07:23 2.8 x10MN9/L N 1.0-4.0
Haematology FBC Abs Monocytes | 28/02/2014 07:23 0.6 x10"9/L N 0.2-1.0
Haematology FBC Abs Eosinophils | 28/02/2014 07:23 0.1 x10"9/L N 0.0-0.5
Haematology FBC Abs Basophils | 28/02/2014 07:23 0.0 x10"9/L N 0.0-0.1
Coagulation Studies PT 28/02/2014 07:23 14 s N 11-18
Coagulation Studies APTT 28/02/2014 07:23 29s N 24-38 Y
Coagulation Studies INR 28/02/2014 07:23 1.0 NA Y

Clinical Intervention:

Follow - Up Plan and Appointments:

Plan

1. Patient to go to Dr xxx today for general review and recommencement of warfarin with
clexane cover as discussed. (Note: patient has had 5mg warfarin today.)
2. To visit GP daily for warfarin, blood test (INR) and clexane injections

2. Patient to follow up with Dr xxx (cardiothoracic surgeon) next week re: progress post
pacemaker insertion.
3. Patient to follow up with Prof xxx (cardiologist) re: progress post pacemaker insertion in 2

months.

4. Patient to continue all other regular medication on discharge as per Dr xxx.

Discharge To:
Home

Discharge Summary Completed By: Medical Officer — Junior
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1.10 Clinical record 2

From the clinical record below, assign and sequence the appropriate ICD-10-AM codes.

DISCHARGE SUMMARY
HOSPITAL XX
Admission: 15/1 Discharge: 16/1

HISTORY OF PRESENT ILLNESS: The patient is an (XX)-year-old female who states at
approximately 8 a.m. she was putting her pants on, in her bedroom at home when she lost her
balance, fell forward and struck her forehead on the handle of a chest of drawers, causing a
small laceration. She denies any dizziness or lightheadedness, chest pain, or shortness of breath
prior to the fall. She denies loss of consciousness or vomiting. Presents here at the concern of
her daughter. She denies any pain. She denies headache, neck pain or back pain. Denies any
other injury.

IMMUNIZATIONS: Her tetanus is up-to-date.
ALLERGIES: PENICILLIN AND IODINE.

CURRENT MEDICATIONS: Aggrenox, Avandia, Zocor, Altace, Lasix, Zoloft, Glucotrol, clonidine,
allopurinol, clonazepam, oxybutynin, tramadol, levothyroxine, Centrum, and iron.

PAST MEDICAL HISTORY: Neuropathy, Type 2 diabetes, hypertension, IHD, OA, depression,
history of skin cancer, history of a CVA with rightsided deficits, primarily weakness.

PAST SURGICAL HISTORY: Right knee replacement recently.
SOCIAL HISTORY: She lives with her daughter.
REVIEW OF SYSTEMS: See HPI, otherwise negative.

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure is 180/64, temperature 97.5, pulse 57, respirations 18, pulse
oximetry 98%.

GENERAL: The patient is an (XX)-year-old female in no acute distress. She is alert, oriented,
pleasant and cooperative throughout the exam.

Her head is normocephalic. She has a small laceration noted to the right frontal aspect of the
forehead. There was no evidence of a hematoma. She also appears to have a cystic-type
structure, probably a sebaceous cyst, along the mid aspect of the forehead. Otherwise, the
remainder of the head was atraumatic. Her pupils are round, equal, reactive to light. Her
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extraocular movements are intact. Bilateral TMs are clear. Nares are patent. Mouth: She has a
clear oropharynx.

NECK: She was nontender to palpation on the cervical spine.

BACK: There is no obvious malalighment or trauma, no step-offs or instability on palpating the
spine. She denies any pain to palpation along the spine.

HEART: Regular rate and rhythm.
LUNGS: Clear to auscultation bilaterally.
ABDOMEN: Soft and nontender.

EXTREMITIES: She has normal range of motion in all four extremities. She denies any pain to
palpation in these areas. Distal pulses were intact. She denied any pain with palpation of the
pelvis, was able to flex, extend, internally and externally rotate both hips without difficulty.

EMERGENCY DEPARTMENT COURSE: The patient was discussed with Dr. Smith. The patient was
also evaluated by Dr. Smith.

DIAGNOSTIC AND LABORATORY TESTS: A C-spine x-ray was obtained, no acute findings but did
show diffuse degenerative changes. A CT of the head without contrast was obtained, read as
negative by the radiologist. EKG was obtained, read as within normal limits by Dr. Jones. No
acute findings. Cardiac panel was obtained as well as a PT/INR. Her INR was 1.1, PT was 13.6, PTT
33.6. CBC showed a red blood cell count of 3.26, hemoglobin 11.2, hematocrit

32.8. Her glucose was 77. Her troponin was less than 0.1.

PROCEDURE: The forehead was prepped with PCMX, irrigated with normal saline, re-evaluated.
The laceration measures approximately 4 mm. Closure performed with Dermabond Skin
Adhesive.

PRINCIPAL DIAGNOSIS: Closed head injury.
PLAN:

1. Wound care sheet was given. Head injury precautions were discussed.
2. Tylenol p.r.n.

3. Follow up with her doctor Tuesday for recheck.

4. Return if worse, i.e. weakness, chest pain, headache, vomiting, lethargy.

DISPOSITION: The patient was treated and released in stable condition.
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1.11 Clinical record 3

From the clinical record below, assign and sequence the appropriate ICD-10-AM codes.

NCCH Hospital

Location: Adult ward Attending M.O.: L DELL
Admission Date: 5/12/2014 Medical Service: ORTHOPAEDICS
Discharge Date: 6/12/2014

DISCHARGE SUMMARY

Presenting Problems
R ARTH CUFF REPR/ASPRN/DIABTC

PRINCIPAL DIAGNOSIS
Right rotator cuff tear

Summary of Progress

Thank you for your ongoing care of George Hilltop, a 78 year old gentleman, who was admitted
to NCCH Hospital on the 5/12/14 for an arthroscopic repair of his right diabetic rotator cuff
tear/syndrome under Dr Kong. The procedure was completed without complication and he was
discharged the following day following education of the patient and family regarding appropriate
exercises by the ward physiotherapist.

Background:

1) Hypertension

2) hypercholesterolaemia

3) DM Type 2 on oral hypoglycaemics
4) Hep B positive

5) Rheumatoid arthritis

6) Asthma — controlled

7) ex-smoker — ceased 10 years ago

ICD-10-AM/ACHI/ACS Ninth Edition Education — Coding Exercise Workbook 2015 (final) 13



Clinical record 3 — Supplementary codes for chronic conditions (continued)

Medications:

ometec plus 10/6.25 daily
diaformin 1000 BD
gliclazide MR 60 evening
rosuvastatin 5mg nocte
aspirin 100mg second daily
natrilix SR 1.5mg daily
lercandidpine 20mg daily
physiotens 400mg daily

Allergies:
nil

Social History:

- live at home with wife

- wife does all the cooking and cleaning
- retired

- independent with ADLs

- independent with mobility with nil aids

Issues this admission:

Right rotator cuff repair

- operation performed under GA without complication on the 5/12/14, full report below

- patient placed in sling post operatively

- received post operative prophylactic IV cephazolin

- reviewed by ward physio on day 1 post op and educated as to appropriate exercises as per Dr
Kong's post op protocol

- pressure dressing removed prior to discharge

PLAN:

1) discharge home in care of family

2) follow up with Dr Kong in rooms in 2/52

3) scripts provided for endone and oxycontin, advised to take regular paracetamol
4) patient counselled to take apperients while taking regular oxycontin

MEDICATIONS

NEW MEDICATIONS

oxycontin: 10, Oral, Twice daily, External Prescription.

oxycodone: 5 mg, Oral, PRN: g4h max 30mg/24hr, External Prescription.
paracetamol: 1 Grams, Oral, Four times daily, Own Supply.
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Clinical record 3 — Supplementary codes for chronic conditions (continued)

INTERVENTION & RESULTS
Procedures this Admission

Theatre Procedures

Date of Operation: 05/12/2014
Surgeons

Surgeon Incharge: L KONG
Indications/Background

Right Rotator cuff repair

Primary Operation Performed

Right arthroscopic Rotator cuff repair
Acromioplasty

Operation description

GA Lateral position arm in traction

Std Portals

Glenoid cartilage intact

Biceps tendon rupture

Full thickness supraspinatus tear/ subscap, infraspinatus intact
Portals for subacromial space

Bursectomy and acromioplasty - Tear confirmed

Cuff repair

Crossed Double layer cuff repair with 2 x 2 x Swivelock 5.5 Corkscrew anchors
Medial row repair

Repair confirmed

Interrupted Nylon to portals op sites compression dressing
Sling

No specimens sent to pathology

Post Operative Orders

Remain in sling

Analgesia

24/24 \V Abs

Can do wrist ROM exercises

Assisted elbow ROM, Pendular, Closed chain shoulder only
Remain in sling

DC tomorrow if comfortable

F/U Dr Kong Rooms ~2/52

CONTINUED CARE RECOMMENDATIONS

Discharge to:
Home.

Follow up Requirements for:
Outpatient Clinic Appointments

Person to contact regarding this Discharge:
O. Edwards:Intern, Pager number: 82,419.

ICD-10-AM/ACHI/ACS Ninth Edition Education — Coding Exercise Workbook 2015 (final)
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2. Sepsis

2.1

2.2

2.3

2.4

Which code should be assigned for documentation of severe sepsis?
R65.3 or R65.1

Which codes should be assigned for sepsis secondary to cholangitis?

a) A41.8 Other specified sepsis
and K83.0 Cholangitis

b) A41.9 Sepsis, unspecified
and K81.9 Cholecystitis, unspecified

c) AA41.9 Sepsis, unspecified
and K83.0 Cholangitis

The codes R65.1 Severe sepsis and R57.2 Septic shock can be assigned together.
True or False?

Clinical record 4

From the clinical record below, assign and sequence the appropriate ICD-10-AM codes.

16
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Clinical record 4 — Sepsis

Result Type:  Discharge Referral Note

Result Date: 04 October 20 13:58
Result Status: Auth (Verified)

Result Title: Discharge Referral Baseline
Performed By: on 04 October 20°  14:04
Verified By: on 04 October 20" . 14:11

Encounter info: Inpatient, 20/09/2: - 04/10/

Discharge Referral Baseline

Patient:
Age: 51years Sex: Male DOB:
Associated Diagnoses: Sepsis; Acute urinary tract infection; Malignant melanoma - category

Author:

Visit Information
Visit Summary

Admission Date: 20/09/20° To be discharged: 04/10/2C
Medical Service: Medical Oncology Consulting Clinician:
Attending Medical Officer:

Interpreter Required: NO Language spoken at home: English

Dear Dr xxxx,
Thank you for reviewing xxx a 51 Years old Male to be discharged on 04/10/2°  from 12B

Hospital. XXXX presented to this facility with SEPSIS.

at

Summary of Care
Background:

Metastatic melanoma (low volume lung disease)
Mutliple sclerosis - stable.

This admission:

Patient presented with drowsiness and fever.
Haemodynamically unstable at presentation to ED.
Recent discharge from hospital with pseudomonas UTI.

Urine culture: pure growth pseudomonas

Blood cultures on this admission:
Mucoid pseudomonas, multidrug resistant.
Group B streptocococcus sensitive to amoxicillin.

fower
Swab from stage 2 pressure ulcer on g;ck: MRSA

Patient was admitted to ICU for 3 days for inotropic support due to septic shock.
Treated with 2 weeks of IV tazocin on the advice of microbiology. Microbiology also advised that they would not

recommend any prophlyactic antibotics in the future.

The patient has a known staghorn calculus. Urology reviewed this patient during his admission and advised that he
was not a suitable candidate for an operation to remove the calculus and that it was too large to remove with

lithotripsy.

Doppler scan of both calves was performed - no DVT seen.

Plan:

Patient discharged home into the care of his brother and with his normal services re-instated.
Follow up appointment with Dr xxxx will be booked via trial co-ordinator nurses.
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Clinical record 4 — Sepsis (continued)

Health Status
Principal and Other Diagnosis
Provisional Sepsis : SNMCT 151281010, Discharge, Nursing.
Acute urinary tract infection : SNMCT 2768145014, Final, Medical.
Malignant melanoma - category : SNMCT 2672981016, Final, Medical.
Problems, Past History & Alerts
All Problems
Malignant melanoma of unknown primary / 2647863019 / Confirmed
MS - Multiple sclerosis / 1223980016 / Confirmed
Multi- resistant Pseudomonas aeruginosa / Confirmed
IPAC. Blood 21/9/11. Contact Precautions 2.
Multiple resistant staphylococcus aureus (MRSA) / Confirmed
MRSA pressure ulcer back 24/01/2003/ Contact Precautions 1.
Quadriplegia from multiple sclerosis / 19943011 / Confirmed

Medications .
Discharge Medications:

Medication Name Dose Freq Route Start Date
BISACODYL 10 mg Night Oral
Status: Medication continued - dose unchanged
Last Updated: 04/102(  13:57
Medication Name Dose Freq Route Start Date
CALTRATE 600mg Night Oral
Status: Medication continued - dose unchanged
Last Updated: 04/102  13:57
Medication Name Dose Freq Route Start Date
DOXEPIN 100 mg Night Oral
Status: Medication continued - dose unchanged
Last Updated: 04/10/2¢  13:57
Medication Name Dose Freq Route Start Date
DIAZEPAM Smg Other: night prn Oral
Status: Medication continued - dose unchanged
Last Updated: 04/1072(  13:57
Medication Name Dose Freq Route Start Date
NAUTRAL TEARS 1drop QID Eye, both
Status: Medication continued - dose unchanged
Last Updated: 04/10/20 13:57
Medication Name Dose Freq Route Start Date
PARACETAMOL lg Other: qid prn Oral
Status: Medication continued - dose unchanged
Last Updated: 04/10/20  13:57
Medication Name Dose Freq Route Start Date
NATURAL VITAMIN E 250iu Morning Oral
Status: Medication continued - dose unchanged
Last Updated: 04/1020  13:57
Medication Name Dose Freq Route Start Date
COD LIVER OIL 1 cap BD Oral
Status: Medication continued - dose unchanged
Last Updated: 04/10/2C  13:57
Medication Name Dose Freq Route Start Date
FISH OIL 2 BD Oral
capsule
Status: Medication continued - dose unchanged
Last Updated: 04/102  13:57
Medication Name Dose Freq Route Start Date
FISH OIL 1 Midday Oral
capsule
Status: Medication continued - dose unchanged
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Clinical record 4 — Sepsis (continued)

Last Updated:

04/1072 13:57

Medication Name Dose Freq Route Start Date
EVENING PRIMROSE OIL 1000mg TDS Oral
Status: Medication continued - dose unchanged
Last Updated: 04/10/20  13:57
Medication Name Dose Freq Route Start Date
CRANBERRY 10000 itab Morning Oral
Status: Medication continued - dose unchanged
Last Updated: 04/10/20  13:57
Medication Name Dose Freq Route Start Date
GARLIC 3000 itab BD Oral
Status: Medication continued - dose unchanged
Last Updated: 04/10/2¢  13:57
Medication Name Dose Freq Route Start Date
C COMPLEX SR 1 tab BD Oral
Status: Medication continued - dose unchanged
Last Updated: 04/102  13:57
Medication Name Dose Freq Route Start Date
SUPER ONE-A-DAY 1 tab Daily Oral
Status: Medication continued - dose unchanged
Last Updated: 04/10/2 13:57
Medication Name Dose Freq Route Start Date
VITAMIN D3 1000u Morning Oral
Status: Medication continued - dose unchanged
Last Updated: 04/10/2¢  13:57
Medication Name Dose Freq Route Start Date
SELENIUM i tab Morning Oral
Status: Medication continued - dose unchanged
Last Updated: 04/10/% 13:57
Medication Name Dose Freq Route Start Date
MOVICOL 1 sachet PRN Oral
Status: Medication continued - dose unchanged
Last Updated: 04/10/2C  13:57
Medication Name Dose Freq Route Start Date
CHOLECALCIFEROL 1000 Morning Oral
units
Status: Medication continued - dose unchanged
Last Updated: 04/102  13:57
Medication Name Dose Freq Route Start Date
VEMURAFENIR 960mg BD Oral
Status: Medication continued - dose unchanged
Last Updated: 04/10/2(  13:57
Medication Name Dose Freq Route Start Date
PANTOPRAZOLE 40mg Daily Oral
Status: Medication continued - dose unchanged
Last Updated: 04/102  13:57
Medication Name Dose Freq Route Start Date
DOXEPIN 25mg Night Oral
Status: Medication continued - dose unchanged
Last Updated: 04/10/2C  13:57
Medication Name Dose Freq Route Start Date
BISACODYL 10mg every second day Oral
Comment Freq: At midday
Status: Medication continued - dose unchanged
Last Updated: 04/10/20  13:57
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2.5 Clinical record 5

From the clinical record below, assign and sequence the appropriate ICD-10-AM codes.

eDischarge.
Result Date: 28 February 13:18
Result Status: Auth (Verified)
Performed By: 1on 28 February 13:19
Verified By: e wmieeme. ... 10N 28 February + 13:25
Encounter info: HOSP, Inpatient, 21-02-20° - 28-02-20°
Consultant: l / Registrar: l 3 l JMO: ‘
Additional Copies To:
Admission Date: 21-FEB-20 [ Discharge Date: | 28-FEB-20
Nominated Primary " "
Healthcare Provider: No GP information on system

Presenting Complaint:
Mrs is an 85 year old lady admitted from nursing home with urosepsis.

Background History:
- Febrile and tachycardiac on admission
- Urine and blood cultures positive for E. Coli

Problems/Alerts and Diagnoses:

Diagnoses (being addressed in this visit)
linical DX Dx Type g Date Ci i By

Urosepsis Discharge 28-FEB-2 Confirmed |

Hyr i Disch 28-FEB-2 Confirmed 3
achexia Discharge 28-FEB-2 Confirmed

Problems

IName of Problem Onset Date Confirmation Classification Last Updated Last Updated Severity

By _
Dementia Confirmed Medical 28-FEB-2

Allergies: No known allergies

Medications on Discharge/Current:
edication Modified Dose Unit Freq | Route | Duration Dispensed | Reason for Item
Release Change/ Status
[Potassium 1200 mg BD PO Yes New
lhydre
lyceryl trinitrate 5 mg daily TOP Yes Pre-existin
(on g
8am;
off
8pm)
Digoxin 62.5 mg man PO Yes Pre-existin
e g
(Coloxyl and senna 2 Other: tabs BD PO Yes Pre-existin
g
'Systane eye drops 1-2 Other: drops daily | TOP Yes Pre-existin
(both g
eyes
)
/erapamil 40 mg TDS PO Yes Pre-existin
g9
Printed by: ! Page 1 of 4
(Cantinniad)

Printed an-
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Clinical record 5 — Sepsis (continued)

eDischarge.
Pantoprazole 40 mg noct PO Yes Pre-existin
e g
IParacetamol 1 g TDS PO Yes Pre-existin
9
[Simvastatin 20 mg noct PO Yes Pre-existin
e g
Fentanyl patch 12 micrograms(s ever TOP (new No Pre-existin
y3 patch g
days applied
today)
Ferrous sulphate 1 Other: tab daily PO Yes Pre-existin
g
Frusemide 40 mg man PO Yes Pre-existin
e
Magnesium 1 g noct PO Yes Pre-existin
aspartate e g
Aspirin 100 mg man PO Yes Pre-existin
e

Clinical Summary:

Urosepsis

- Treated with 1V antibiotics

- Afebrile throughout admission

- Reviewed by physiotherapy regarding increased weakness: back to near baseline mobility with 4WW on discharge.

Hypokalaemia

- Potassium 2.9 on admission, replacement given
- Electrolytes monitored throughout admission, potassium 3.9 on discharge (28/2)

Cachexia

- Long standing

- Reviewed by dietician, given supplements

Pathology Results:

Bloods on discharge

Detail Date Value w/Units | Flags | Normal
Range

Sodium 27/02/°"" " 08:13 136 mmol/L N 135-145

Potassium 27/02, 08:13 3.5 mmol/L N 3.2-5.0

Chloride 27/02 )8:13 100 mmol/L N 95-110

Bicarbonate 27/02/ 18:13 29 mmol/L N 22-32

IAnion Gap 27102/, 8:13 10 mmol/L LOW | 12-20

Urea 27/02/. 8:13 4.6 mmol/L N 2.5-6.5

Creatinine 27/02/. 8:13 55 umol/L N 45-90

eGFR 27/02/. 8:13 >=90 NA

mL/min/1.73m
2

Albumin 27/02/: B:13 27 g/l LOW | 35-50

Calcium Level 27102/; 3:13 2.48 mmol/L N 2.15-25
5

Corrected Ca 27102/ 313 2.74 mmol/L HI 2.15-2.5
5

Mg 27/02/. 3:13 0.84 mmol/L N 0.70-1.1
0

PO4 27/02/. 3:13 0.97 mmol/L N 0.75-1.5
0

C Reactive 27/02/. 3:13 25 mg/L HI

Protein

Haemoglobin 27/02/. 3:13 124 g/L N 115-165

Printed by:

Printed on:

Page 2 of 4
(Continued)
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Clinical record 5 — Sepsis (continued)

eDischarge.
cC 27102/ 08:13 6.8 x10°9/L N 3.9-11.1

Platelets 27/02/ 08:13 229 x1079/L N 150-400

RCC 27/02/. 18:13 3.4 x10°M2/L LOW | 3.9-5.0

Hct 27/02/. 18:13 0.39 N 0.36-0.4
4

MCV 27/02/% 18:13 115 fL HI 82-98

MCH 27/02/z 18:13 37 pg HI 27-32

MCHC 27/02/z 18:13 320 g/L N 300-350

RDW 27/02/z 8:13 12.8 % N 11.0-15.
0

IAbs Neutrophils | 27/02/Z 8:13 5.1 x1079/L N 2.0-8.0

IAbs 27/02/z 8:13 0.9 x1019/L LOW | 1.0-4.0

Lymphocytes

Abs Monocytes 27/02/: 8:13 0.5 x1079/L N 0.2-1.0

IAbs Eosinophils | 27/02/: 8:13 0.3 x10°9/L N 0.0-0.5

Abs Basophils 27/02/: 18:13 0.0 x10”9/L N 0.0-0.1

Blood culture

FINAL REPORT - 24 February 20 12:26 ~

Result of Culture
Escherichia coli was isolated from the aerobic and anaerobic bottles

Please contact the Clinical Microbiologist for further information, if required

Urine culture

FINAL REPORT - 23 February 2( 07:07 -

Colony Count : 10E7 to 10E8 organisms/L of Escherichia coli

Possible UTI

Medical Imaging Results:

CR Chest
Xray Chest performed on 21-FEB-20  06:55 PM REPORTED BY

AP view only.
There has been improved aeration of the lungs compared to the previous CXR on 22.7.2

The diaphragm contours are now clearly defined and there is no evidence of basal pleural fiuid.
The lungs appear clear and hyper-inflated. There is slight cardiomegaly. There is age related arteriosclerotic
degeneration of the thoracic aorta, together wit h prominence of the upper lobe veins, consistent with pulmonary venous

hypertension.
The right breast shadow is not clearly visible and may have been removed: correlation with clinical evidence is needed.

There are no surgical clips in the right axilla.

Follow - Up Plan and Appointments:
Please follow-up with GP in 3 days.

Please consider ongoing physiotherapy at the nursing home.

Advice To Patient:
If symptoms recur or if concerned please seek medical advice.

Please see follow-up plan as detailed above.

Discharge To:
Other (home/discharge to usual residence/own accommodation/welfare institutions including prisons, hostels and group

Printed by: Page 3 of 4
Printed on: (Continued)
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Clinical record 5 — Sepsis (continued)

eDischarge.

homes)
Location of Discharge: .
Discharge Summary Completed By:

Completed Action List-

* Perform Y on 28 February . 13:19

* Modify by n 28 February ¥ 139719

* Sian hv .n 28 February 7~ L3:25 Requested by

Rt 13225

* MOAlIy DYy " February 13225

* VERIFY by February 13525

Printed by: Page 4 of 4
Printed on: (End of Report)
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Clinical record 5 — Sepsis (continued)

| FAMILY NAME MRN

Health
Facility:

PROGRESS / CLINICAL

N OTES [ COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE

Date and Time | Note: All entries must be legible, written in black pen and include the health care provider’s
(use 24 hr clock) printed name, designation and signature.
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Clinical record 5 — Sepsis (continued)

Health

Facility: VENAL A i
PROGRESS / CLINICAL Fm‘"e
NOTES '

COMPLETE ALL DETAILS OR AFFIX PATIEN| LABEL HERE

LE

AU Hvziaw, |

(use 24 hr clock) printed name, designation and signature.

Date and Time Note: All entries must be legible, written in black pen and include the health care provider’s
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Clinical record 5 — Sepsis (continued)

I;mvuu NAME I MRN

I GIVEN NAME l Omae  [Oremae

Health —_—
Facility: -
. HlPkL  MEDIKL A
= | PROGRESS /CLINICA
- NOTES
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E QE: (use 24 hr clock) printed name, designation and signature.
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Clinical record 5 — Sepsis (continued)

D
Health - . AAML 110Lreu i~
Facility:
PROGRESS / CLINICAL
LOCATION / WARD
NOTES COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE

Date and Time | Note: All entries must be legible, written in black pen and include the health care provider’s
(use 24 hyr clock) printed name designation and signature.
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Clinical record 5 — Sepsis (continued)

FAMILY NAME MRN

Health - . S o,
Facility: B S—.

PROGRESS / CLINICAL |

N OTES COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE
Date and Time Note: All entries must be legible, written in black pen and include the health care provider’s
(use 24 hr clock) printed name, designation and signature.
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Clinical record 5 —

Sepsis (continued)

Health
Facility:
Female
PROGRESS / CLINICAL
I L e LA ST P—
N OTES l COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE
Date and Time Note: All entries must be legible, written in black pen and include the health care provider’s
(use 24 hr clock) printed name, designation and signature.
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Clinical record 5 — Sepsis (continued)

F‘FAMILY NAME MRN

'Health
Facility:

Adm21/02/2014

I's L |

o

PROGRESS / CLINICAL | 7
NOTES [ COMPLETE ALL DEIAILS UR Arrim s merres o

Date and Time | Note: All entries must be legible, written in black pen and include the health care provider’s
(use 24 hr clock) printed name, designation and signature.
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Weekly Pressure Injury Identification Record

Date 26_(2 Injury observed (@
Pressure Risk Askessment (Water low) Score &Q '

At Risk High Risk O Véry' High Risk O
Site: Stage:
Site: Stage:
Preventative Measures: (v) :
1. Turns / repositioning D/ 4. Moisturiser O

2. Aids i.e. Gel pads (specify) 01 5. Air Mattress [l
3. Dressing o 6. Other (specify) |

Product(s) Used
IMS (Y/N) Number Wound A nent Tool (WAT) (Y/N)
Description of injury & treatm d in progress notes for all stages/grades
Name . IDesignation ... ©Z.{\/. Sign =

1053 — 02113
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Clinical record 5 — Sepsis (continued)

] Health GIVEN NAME ‘ _FME ErEEMALE
Facility: D.OB. __ Mo D) B iy
ADDRESS ~
PROGRESS / CLINICAL -
N OTES LOCAT:gh/AVPVtZ:'E ALL/I;?ETifS il_\FFIX PATIENT LABEL HERE

(use 24 hr clock)

Date and Time

Note: All entries must be legible, written in black pen and include the health care provider's
printed name, designation and signature.
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Clinical record 5 — Sepsis (continued)
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Clinical record 5 — Sepsis (continued)
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Clinical record 5 — Sepsis (continued)
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Clinical record 5 — Sepsis (continued)
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Clinical record 5 — Sepsis (continued)

. Health M e /
Facility: /),
= Femare /
= | INTRAVENOUS FLUID ORDERS | iopummn .. 7/,
= DO NOT APPLY STICKY LABEL ///
= [ DRUG REACTIONS Use a new chart for every site ///
= (Specify type of re tlon)‘ //
- TQKBQ SITE: ////
Duration M(Z)ord;;e:altalﬁe Commenced by: [//,
; Vol. or rate (Surname in ] :
No.| Date - FLUID and ADDITIVES (mis) (ml/hr.) BLOCK letters) Signature | Time ///,
2] 09% Nacf [S00 | sted 7/
(o] 0% NoC[ 00O | 1bomh 7
E . A Y/
= /
g 5 L. Dewtnose ///
: s 2% A (L] GO fhe 7
3 s Meomgeh, ‘ _ Tl
2| |22 De kil Bl
y . $ i
g |4 /2 P, Den VU | 20ad/v b
e & A ,
% N ,/5 NO(V&/\"M‘ ad " ) ﬁfsé
=
= .

’ 1’9}( R NM\
.| L A | )
4‘ o - /‘fv . . 1731

AR A L

SHIAAAO AINTd SNONIAVY.LNI

. 'Z‘}é KO \Oawvwol s | (00wds ov\\'w l ! ;l\'\p

. ‘L‘(r/_’/ \"L(/\ \Ovvu/vto‘ COwWAR ﬂ—vu/\/\/ . A = ’ﬂ/q}O

|
|
l
%
Ch
HSM

i85y

wojujz | n/lalint 1000 g 1ehts |+ - 359

NO WRITING

060913
~
|
[ :
el
Sy
Bt

36 ICD-10-AM/ACHI/ACS Ninth Edition Education — Coding Exercise Workbook 2015 (final)



Clinical record 5 — Sepsis (continued)
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Clinical record 5 — Sepsis (continued)
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Clinical record 5 — Sepsis (continued)
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Clinical record 5 — Sepsis (continued)
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Clinical record 5 — Sepsis (continued)
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3. Cystic fibrosis

3.1 Patients with cystic fibrosis and related complications should always have E84
Cystic fibrosis sequenced as the principal diagnosis. True or False?

3.2 Which of the following manifestation(s) are commonly associated with cystic
fibrosis?

a)
b)
c)
d)

nasal polyps
pancreatic insufficiency
meconium ileus

all of the above

3.3 Which of the following codes would be assigned for a patient admitted for
investigation of male infertility which is secondary to cystic fibrosis?

a)

b)

c)

d)

E84 Cystic fibrosis
and Z31.3 Other assisted fertilisation methods

N46 Male infertility
and E84 Cystic fibrosis

Z31.3 Other assisted fertilisation methods
and E84 Cystic fibrosis

E84 Cystic fibrosis
and N46 Male infertility

3.4 Case scenario

From the case scenario below, assigh and sequence the appropriate ICD-10-AM codes.

A sixteen year old female is admitted to hospital and treated for atelectasis which is
complicating her underlying cystic fibrosis. She also has a background of other cystic
fibrosis complications including sinusitis and cholelithiasis. During the episode of care, she
experiences some abdominal pain and has a CT scan of the abdomen which confirms
cholelithiasis only.
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3.5 Clinical record 6

From the clinical record below, assign and sequence the appropriate ICD-10-AM codes.

FAMILY NAME MRN
e
*AME O mate [ remALE

Facility:
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FOR ADMISSION % " b vy |

ol . LABEL HERE
Department for Procedure: Sex. £
[ Operating Theatres [ interventional Suite [JCath Lab [JRadiv._. janagement
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dM SC [[]other

Significant Medical History: Allergies:
Gy sk foros's N "(.
?QMC(@”\:‘HC “/))J.F(L{C ]Gmﬁ Interpreter Required O

P
Spinal Injury or Other Disability? Is the pat

Planned Procedure: agents? [ YES Q,Ne/

Primary:

Language

Management prior to surgery:

[?@ﬂ ()“O{(DR/ O Continue

Secondary: [0 cease - has the patient been

T referred to a cardiologist to assess
itable f ! hetic? Estifated Procedure RISK of cessation (] YES [JNO
Suitable for Local Anaesthetic? Time (minutes):
Specific Pre-operative Requirements: Instructi for anti I
(eg Antit i - Pre-op [ must be ordered on the appropriate Medication Chart)

6661-8282SV Jad se paydund saj0H

ONILIYM ON = NIDYYIN ONIANIS

T e

Operative Requirements/Equipment:

— ) 4
Urgency status: [ ]30 days [ ]90 days [ ]365 days. Reason CPC differs with NSW Health 2012 004 Q OJL Q/ Q/

[ D - Please indicate not ready for care time frame and a RFC Urgency Status

Admission Datg: Procedure, Dat;: Day Only: Number of Nights:
f 7 ~ Please indicate Please indicate

7
5 Gro, - ves— o
Anticipated Election Status!  [] Non-chargealeMed(care ]Private [] Vet Affairs [] Workers Comp
[]Third Party  [] Self Insured [] Eligible Overseas Visitor ~ Reciprocal (Immediate Care Only)
[ Overseas - M/C Ineligible ] Other
All patients are Day of Surgery Admission (DOSA) unless indicated below
Not suitable for DOSA, patient requiring admission prior to procedure: OJves
Please indicate reason:

DOCTOR SECTION

(Compulsory Screening performed for procedure
=DO and EDO)

Post procedure requirement: [ ICU [ Hou

Pathologists Date: ......... /

Diagnostic blood tests already performed by:
Other diagnostic tests/consults already performed:

Patient to bring x-ray/scans when admitted: /@
Referral to Pre-A ion Clinic Medi Services: (Mark all relevant boxes)
[[] Pre-admission Clinic ~ [[] Anaesthetic Consult [JecG [ Spirometry

[ Pathology [J Radiology
Dr J Kennedy Dr S Blome

Admitting Specialist Namez="" Ve s o [Z-Referred from Private Rooms
1.59.120 ] oPD
[ other

Signature: .......
Credentialed Registrar orroehalf of Specialist:

NO WRITING OUTSIDE BORDER Page 2 of 16
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Clinical record 6 — Cystic fibrosis (continued)
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Clinical record 6 — Cystic fibrosis (continued)
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Clinical record 6 — Cystic fibrosis (continued)

7 Health ID:
Name:

Date of birth: 24/05/1957

Procedure Venue: Al
Bronchoscopy Report
Date: 6/02/20  Start: 8:40:00 AM End: 8:55:00 AM Classification:

Duration: 15 minutes

General practitioner: Referring doctor:

Bronchoscopist Assistant

Dr~ =7 Registrar

Instruments Nurses

OLYMPUS 1269

Medications Used
Co-Phenylcaine Forte nasal spray
Fentanyl 75 mcg

Midazolam  4mg

Xylocaine VISCOUS to nares
Xylocaine with ADRENALINE

Report Findings

There was nothing precluding the bronchoscopy on history or physical examination. Informed
consent for the procedure was obtained. The risks and benefits were explained and the
alternatives were outlined.

The paiiem tolerated the procedure well, and there were no complications. The posterior nasal
space was examined and was normal. The larynx was examined and was normal.

Post operative instructions included routine post-operative observations, nil by mouth for2
hours, sip test before food, oxygen therapy with monitoring and oximetry.

Preliminary Diagnosis
No diagnosis made.

Procedures

Vial 1: washing x 1 from Trachea for Microbiology

Vial 2: washing x 2 from L lower lobe for Cytology, Microbiology

Vial 3: washing x 2 from LEFT and R lower lobe for Cytology, Microbiology

General Comments
The airways were inflamed. There was frank pus throughout the bronchial tree bilaterally.

Washings have been sent for analvsis

Signature:

Dr J

Page 1 of |
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Clinical record 6 — Cystic fibrosis (continued)

Cytology Report

* Final Report *

Result Type: Cytology Report

Result Date: 06 February 20 11:15

Result Status: Auth (Verified)

Result Title: Cytology (Fluids)

Encounter info: : N . Inpatient, 06/02/20 - 06/02/20

Contributor system:
* Final Report *

Cytology (Fluids)

LABORATORY NUMBER: 14-146-296-1

RECEIVED: 06-Feb- 131537

SPECIMEN TYPE: Bronchioloalveolar LavageLeft Lower Lobe
REPORT NAME: CYTOLOGY

REPORTING PATHOLOGIST: Dr
VALIDATED BY:

CLINICAL NOTES:
Cystic fibrosis. Bronchiectasis. ? Eo. ? Charcot-Leyden.

MACROSCOPIC DESCRIPTION:
19mls cloudy bloodstained fluid received. 4c/s made.

MICROSCOPIC REPORT: 9/02/
LLL - No atypical or malignant cells are seen. No Charcot-Leyden crystals are

identified.
TOTAL CELL COUNT: 0.25 x 10[Super_9]/L

DIFFERENTIAL CELL COUNT: NB - Presence of blood may influence cell count.

Neutrophils - 97%
Macrophages - 3%

ML

Printed by:
Printed on:

ICD-10-AM/ACHI/ACS Ninth Edition Education — Coding Exercise Workbook 2015 (final)
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4. Pressure injury

4.1 What is the correct code for stage Il pressure injury of foot (NOS):

a) L89.07
b) L89.28
c) L89.13
d) L89.29

4.2 Match the following sites (1-4) to its corresponding pressure injury code (A-D):

1. toe-—stagell A. L89.37
2. ear—stage | B. L89.18
3. outer heel — stage IV C. L89.23
4. scapula — stage Il D. L89.01

4.3 Patients can be assigned more than one pressure injury code. True or False?

4.4 Which of the following codes should be assigned for pressure injury of ankle without
documentation of the stage?
a) L89.09
b) L89.49
c) L89.59
d) L89.99

4.5 If a pressure injury heals before discharge, it does not need to be coded. True or
False?
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4.6

4.7

4.8

If a pressure injury is present on admission, but worsens during the episode, which
condition onset flag (COF) value should be assigned?
a) 1 - Condition with onset during the episode of admitted patient care

b) 2 - Condition not noted as arising during the episode of admitted patient care

Case scenario

From the case scenario below, assign and sequence the appropriate ICD-10-AM codes
and corresponding condition onset flags.

A 75 year old male patient is admitted to hospital with pneumonia. He was admitted from
home with stage | pressure ulcers on the ankle and sacrum. During the episode of care the
pressure ulcer on the ankle heals, but the pressure area on the sacrum progresses to
stage Il.

Case scenario

From the case scenario below, assign and sequence the appropriate pressure injury codes
and corresponding condition onset flags.

A 78 year old male patient is admitted to hospital from home with stage | pressure ulcers on
the buttock and upper leg. On day three, the pressure ulcers have progressed to stage |l
buttock and upper leg, and a new stage | pressure ulcer has developed on his ankle.

ICD-10-AM/ACHI/ACS Ninth Edition Education — Coding Exercise Workbook 2015 (final) 49



5. Rehabilitation
5.1 Which code should be assigned for rehabilitation in Ninth Edition:
a) Z50.1 Other physical therapy
b) Z50.8 Care involving use of other rehabilitation procedures
c) Z50.9 Care involving use of rehabilitation procedure, unspecified
5.2 What should be assigned as the principal diagnosis in a rehabilitation episode?
a) Z50.9 Care involving use of rehabilitation procedure, unspecified
b) the underlying condition requiring rehabilitation
c) acode for history of the relevant condition
5.3 Case scenario
From the case scenario below, assigh and sequence the appropriate ICD-10-AM codes.
A patient admitted to a rehabilitation hospital for rehabilitation post fractured neck of femur
after falling out of bed at home.
5.4 Clinical record 7
From the clinical record below, assign and sequence the appropriate ICD-10-AM and ACHI
codes.
50 ICD-10-AM/ACHI/ACS Ninth Edition Education — Coding Exercise Workbook 2015 (final)



Clinical record 7 — Rehabilitation care

ADDRESSOGRAPH LABEL
HOSPITAL: UR: T N
i . 71Y
HOSPITAL ADM: . 15/11/: N
R1D
e . Female _ -
Discharge Planning | - |
and Summary » ga * S=
Date of Admission: lghll/ ] . l -
Date ofDischa:ge: ; 20/“ 2 Time of Discharge: 103’{7*‘@“’
NOK:_§ -..; 5,18 2 ‘_‘M@L> _—
Ge:_[¥X . iy Tel: R
Diagnosis on admission: ~ ©
spinal §4enosi A Webar radicalopath
Riab clacing, L2 Lo oot St o et
X-Rays: Attached [ |  Not Attached [ ]

Investigations: onchcuustry Atached []  Not Attached D
Pathology:  Attached ]  Not Attached [] Others

Allergies 8 Reactions: __/Nmo K ngun.

Medical Flistocys Huaeﬂzm Padde, Breape /um.pe/:émw &)he.
Huoc/@nnm Avthrid), Tabal llqam _

Dischargc Destination: Home
Discharge in care of "self M Spouse M Relative T Other []
Condition on discharge: AM?{ OWﬁ paﬂél/bé— W@L/-

Wound Condition: ﬂea/LLVLq X /L&(ﬂ arean &Q/%é—/ WW/z

Wound Dressing: anﬁi‘nﬂf 7 OM —+ 1¢/ M OM
Wound Care Instructions: &QMM&”&MKQM&%
-1

Pressure Areas: Tntack

Commeants: :
Level of Falls Risk: @ Med High {circle one)

Interventions implemented to reduce risk of fall: S

Amtm&ng- pue Suruuey aﬁmqos_rq

pier: __\rmal Diet
Services On Di e
Service i , Yes/No/NA Comments

| Community Nurse 2 ’ = =
| Meals ! -

Homecare i
‘| Transport O

Local Physio P j
[ Day Only Rehab L

l Others  a) ! G

[ » | ~ |

=

’ )

51
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Clinical record 7 — Rehabilitation care (continued)

- [ |HOéPITAL: UK: - e
HOSPITAL 8 ADM: ’;ién/
- Fen_xale

Discharge Planning
and Summary | |

Consultant Report
: Ll L‘}' (ow«-,/\e,vaw,, It /(, / — &y == H%/) i

i A_‘JY‘U to /)0{,\/-\7 e ll—l//{/ PJ‘/L qo. s.‘{'ﬁfj

COM fcrm bole core dfhwse’af Udl‘:m a/\a-«(qe«{k c Gf -

ST 4 Dates (S

Doctor Signature:

" Occupational Therapy Report

Activities Of Daily Living:

A

,

;
\,

Home Visit Recommendations:

Occupational Therapist Signature:

Pli,vgigfhe;.agist Report

Date:

Physiotherapist Therapist Signature:

a H (A e A,

'.'f/traAJ ( fzlalo /lull-ui

LA G eA LAV,

7R.26 l Bt V. A/&W O AL, fOTO] C 7
Nurse Signature: i 2. 5, R Y Date: MZ”Z/&'

:AJBwumgi"p_ue Buruueyg 98reyosi(y

|
e,

i

i

!

i
i f
g
s

ec! Moy 10 ddclaiue,e [t olo20e00¢ 4z, ADUS,

Social Workers Report :

lives ¢ hev cuppotive hqséqwl/

who can ) < all weeds .

Social Worker Signature:
Medication/Prescription Supplied Yes [:] No D Comments:

X-rays Retumed: Yes O 7 N 0 7 xa ]

Follow Up Appointment

Dr:

XXX Date: {&/ﬂ/

Date: Appointment Booked D To Be Booked By Patdient ]

Dr:

LSO

Date: i Appointment Booked O Tose Booked By Patient E

52
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Clinical record 7 — Rehabilitation care (continued)

MV YL WILLE

HOSP'TAL Page 10f 2
HOSPITAL: UR:
INPATIENT PHYSIOTHERAPY '-
ASSESSMENT 5
Female

CR 54 :
Date Of Admission: {5/}[/, Surgeon: ;D/
Date of Surgery: II}H} Operation: LZ." Y /2 » deWu,

v

Medical Diagnosis: g‘/.w oS

Specific Orders: A< }9,45{:0(;0{

wB status:  [AJS AT

History of Present Complaint: /(-0‘49 Hx LBP- 'QMMQ e -
v 14 4

Ldad &lv ¢ Dr Ay dgo + fTheu had THR
7 Ly

f,.&o‘b.

Associated Medical History: p e @ THL 92“4 » ago, PM 4_’
7 v

2 KT ,wC pact -
: 7

Pre-morbid and Soélal Status: M e MJbaMd; @ mch +

ADLS, houte Luut Suigle level & IxShp oy,

At ack remrickel ,&g Shen 0

Post-operative Progress SO03 / M/Ld'b IDPO. No LSM & [o) /ﬁ/‘

Pain: At rest Q110 Atworst S 110

Observation: /f’l_(;,»t- + orreutateol.

Bed Mobllity | Log Rolling: ADI Bridging: (@ Move across bed: (&)
Transfers Sit-Stand: @ Lying-Stand: /}’D{ "ftanding-l.ying: A‘D-J
’ 3|
Mobility Walking Aid: () sea 1A FASF |Distance: (5N < 50 metres
pHospital = CR 54 Updated: January !

ANINSSHSSY AdVYHIAH.LOISAHd LNIILYANI

°R=}0]
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Clinical record 7 — Rehabilitation care (continued)

[2°R=t0]

Page 2 of 2

Anterior Posterlor

3LI¥M LON 0Q
wBsepy Bupuig

. |-Objective Assessment:. .. . e : & 5 pans NS SYEE

'—Loa, ol ¢ Aol espeaauy SCEDS - ﬂx,owclﬁ,

Cowed: /Cctuuq/,u A‘cu(ﬁeo(, nek IOOZ; {Sfewtwue

~ LNa-wssassy AdVHEHLOISAHd INZILVANI

- B O. ® ¢

Pachred é olxu,/.f ll;pt/qa)}, & oy
¥ L4

@gw. 7l,w 15/ iy

- —

Signature: Print Name: «

il / —
Designation: PHYSKO/ Date: | 5] i/
Follow Up: Date Goals Achieved:

Discharge Date:

Variance:

" Hospital -

CR 54 Updated: January |
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Clinical record 7 — Rehabilitation care (continued)

HOSPITAL

Page 1 0of2

HOSPITAL: UR: ‘

INPATIENT REHABILITATION W . L
PROGRAM WEEKLY CASE ADM: 15/11/ SE—
CONFERENCE i R1D i
. Female 3
[ { e T, R s e e —
Date: [Xlkll EPENTPEICO ) ¢+ 05301“/5 Finish: . Ciz;st‘"

; ,
Present: EYNUM/RN a? Cef Osw m (7 Other

Patient and/or caregivers have been provided with the opportunity to participate in their care. Cves O no

Comments:

DATE/TIME Nursing:

Initials:

\c\m[ Occupational Therapy: m NG @ s Ty T & ,
 lnoutd Lo  “RackJ re m¥inchiond geon

: A
v Dothse. Elpe for DIC. o7 nﬁflm?t\?'

g

LohrGg gom
PhysiotherdBpy: 1| s a1 @ 2 sk @.sd»- ssherd

-

iRty
parn  ueetl wonsrolled . quqg@__mmdp_éd_ﬂ__
e lnitiais: —‘_

lZ:I_H—L Social Work: N/, ¢ e e = b
Suﬁoof-ﬁv?. /w&bahd toho con A = |
all ' needs- S Ho a&s:S—F C’n:ﬁ/ gLt
Dockings ouce DIC dede cadBi”
Medical:

(3/11/ — DL &

— }Zf\o)q.«@d ool SV.Q,L(
' VJB x 2 <
3 1o faaln vadable

’D/L [rmrs ey 7"’(/“{//(4

<

Initials:

— ‘—___'-..-——-—'-_
Z
Updated: May

Hospital - CR 16 Inpatient Rehabilitation Program Weekly Case Conference
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Clinical record 7 — Rehabilitation care (continued)

Page 2 of 2
: . Achieved Reason
P Wi
FEVIcE Nsics ot Yes/No (if goal not achieved)
e ]I OV~
2.
3
4.
5.
8.
T
8,
This Week’s Goals
I To et 2 aum  prdaram’
2 oY | -
3.
4.
S,
6.
F &
8.
T T T T T T T T FINAL CASE CONFERENCE T T T T T - £
Discharge Plan: Referred to ™ Physiotherapy services O
b Referred to Day Onily Program O
Referred to Outpatient Private Physio/OT = i
Home exercise programme = Gl
" - JACP 4 a .
T Notfurther referratnesded T
_Support services needed:
Discharge Destination: Home fo pre-admission address =l
Hostel/Nursing home ]}
Respite accommodation a
1 - T R a———
Discharge Date: )’01”/;"
S . Ao
NBM: i e Fnla s Sl G nasundoes. SlgNAIES L4 ivicncinnniasnses - Designation: U

Hospital — CR 16 Inpatient Rehabiiitation Program Weekly Case Conference Updated: May 2014
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5.5 Clinical record 8

From the clinical record below, assign and sequence the appropriate ICD-10-AM and ACHI

codes.
ADDRESSOGRA_?‘K:( LABE
HOSPITAL: UR-
e AR _65Y
HOSPITAL ADM: 10/11/
3 R1B
% % ' Male
Discharge Planning ,
and Summary -
4 lﬂ] il
Date of A
Date of Discharg 1'2- IVU 2 Time of Discharge: }[WW
N.OK: ‘ (hfle) 7 ; .
GP: = o= Tel: _ ' Fax b

"DK
Diagnosis 6n aammsid BV GETTEY_ ;
Keba Wi  Posk (B Tobml Yuce  Tuplasewmert forgq
X-Rays: Attached [ ]  Not Attached [ ]

Investigations: Biochemistry: Attached D Not Artached D

 Pathology:  Atached []  Not Artached [] Others
Allergies & Reactions: [ 7Y aX%.804)
Medical History: l""rN, GOoRO M thama , QA, O Apetta .hj"e " v b:AM Ftonéz,

Discharge Destination: OO -
Spouse @/

Dischatgeincicsof. SaIF [ ] Relasive (] Other [

wumng pue uruue]g 981eydsi

Condition on disch

Wound Conditions__ DO\ N Cltan . Walme, wthh-

Wound Dressing __ WG —SANC _ + QAUOARIAN +  etexiesd - g
Wound Care Instructions: \CUD /'Slrr\(w;\—; ay < Wizt voc 119 -

Pressure Amas-r_—D'\"-a C )—
C

Level of Falls Risk: ( Med High (circle gnc)
Interventions implemented to reduce risk of fall: (ﬂ wadalble X 2 <C -S

Digkshe Aty .

Diet:
Services On Discharge

Service Yes/No/NA Comments

Community Nurse

Meals

Homecare

Transport
Local Physio
Day Only Rehab
Others  a)

b)

<)

1S YD

W05 E-BISPAINT PTY, UMITED PH
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Clinical record 8 — Rehabilitation care (continued)

f——— — ADDRESSOGRAPHIABEL
S HOSPITAL: UR: T Mo
T . 1 65Y
HOSPITAL R 10/11/:
R1B
. . —— _ Male
Discharge Planning TR -
and Summary B ]
Consultant Report @ T—K{L &’/ll : — P/\‘JF T = B }7/?%’43_' ]'L?J/“
| 1203 ferres o /204«&{7 ful . Bopple = No D I fe don
jL,ﬁ,/e,\*h‘q,\ han dan o ,[234)(:1; /)Arl«,,,-.p‘ [7074("\/ N~ ﬂ/\ﬂjy) > o G
f//t» frof-:
Doctor Signature: xx; . _ - ' Date: 227//{/ B
" Occupational Therapy Report g \_/
Activities Of Daily Living: §_ L/
(15
—
QQ
Home Visit Recommendations: s
' 8
[
_ =
Occupational Therapist Signature: Date: E .
_ 5 - 5
Physiotherapist Report ‘{,‘j
o =
| e nink _ — - 1
v m
ot
=t
Physiotherapist Therapist Signature: ____ XX X Date: _ 2.} } Bl — 8 .
- _N_;;m___——--é——_l:t. —— —— | em—— " orsem— . —— 1t S — - ai— SE— - e o . “‘t“\). .
@A@L&ﬁ)w\obucﬁzcc: S cbe. ke R
) ﬁdﬂ@[)d-(/ Tt avalaia. To <ohove © ao{gégg)
G IREOAC: Oresens Bl Ritcked Toord. eslirs, :
ignature: 2 ’%L / Date: .
e dk ; _
Social Workers Report & 2
M ) {1()-65 C (At( SUP 0V+7(f—€- Wl‘{lﬁ
v hos oMo gappf)r-f—:ue -*Carxvu&j kearé\gr/_
Social Worker Signature: il .5 Date: M
Medication/Prescription Supplied Yes D No D Comments:
XragsRetumed: Yes [ ] /7 No ] 7/ Na [
Follow Up. Appointment
Dr: Date: Appointment Booked [ | To Be Booked By Patient [_] Q
Dr: Date: 5 Appointment Booked [J 7o Be Booked By Patient | L
: it
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Clinical record 8 — Rehabilitation care (continued)

CR 52
REHABILITATION PROGRAM CERTIFICATE Certificate No:
UR: - i
Sections 1-3 to be submitted v* = &, 65Y lays. Inpatient z
; 2 . - ADM: 10/11/ "
tion 4 to be submitted at ti B
Sec t ‘ | bl Day Patient [ |
Section 5 to be submitted with _ Male Outpatient [__]
Hospital Name: C V
P |

Fund M'Ship No: _H_‘%

Admission Date: 1o/u /: Sex: Male & Female (¥

Section 1: PRE ADMISSION ASSESSMENT

Pre-admission assessment performed? [:] Yes m No If no, why _ N\ I a )

Patient Source: D Communﬁy D Acute Care Prog. this Hosp. ﬁnomer Hosp.  If another Hosp. ticked, please give

[] consutting Rooms [ Hostet [ Nursing Home i 5

Patient assessed as suitable for: ﬁ Inpatient E Day Patient :] Outpatient
Aware of ACAT assessment having been performed: [ ves @/No Outcome (include date of assessment if known):

satient willingness and capacity to comply with program: Yes D No

Section 2: ADMISSION DETAILS

Rehabilitation Diagnosis, Comorbidities and Complications: _ Rehsb  70% (G g p, 04

Program:  Orthopaedic: [:I Upper Limb ELM Limb Z Joint Replace D Spinal Surgery E Mixed

Neurological: E:] Parkinsons D Peripheral D Diffuse CNS D Spinal

D Traumatic Brain Injury l:] Non Traumatic Brain Injury (Stroke)
Other: D Amputee D Pain E Reconditioning
D Cardiac (Phase 2) D Major Multiple Trauma

Section 3: REHABILITATION PLAN

‘commencing as inpatient, Anticipated Length of Stay: ! O days OR Anticipated duration of Day Program days
inpatient, progression to Day Program/Outpatient Services planned: Z\(es D No If yes, exp d duration days
loals (eg Physical/Functional/Social/Vocational) 4 ;
g K] T 1960 Ly ] T gl core
: £y A > . 2]

eclaration: |declare that all details provided are true and correct and confirm the natient’s suitability to enter a rehabilitation program.

4 I
< ] -

gnature of Consuitant in Rehabilitation Medicine Name (Please Print)

D

e
Telephone Number Facsimiie Number

M/
ite e

iction 4: ALTERATION TO REHABILITATION PLAN OR SETTING OF CARE

rase specify:

nature of Case Manager Name and Position (please print) Date

ction 5: DISCHARGE STATUS

1al Length of Stay: days  Goals achieved: D Yes [:] No  Please specify

‘harge Destination: [JHome  [_] Hostel [ NursingHome ] Other

! Treatment Phase (t requiec): [___| Inpatient D Day Program  [—] Outpatient Services l:l Refer to GP E Community Care

aaddlais fals
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Clinical record 8 — Rehabilitation care (continued)

HOSPITAL g
HOSPITAL: UR:
INPATIENT REHABILITATION ~ v BBY
CONFERENCE - R1B
g Male
CR 16 S —
lg\“l - . W . .

Present: EYNUMRN D{ ot { E}@ (7 Other

Patient and/or caregivers have been provided with the opportunity to participate in their care. Bﬁ O No
Comments:

DATE/TIME Nursing: /ponl (1) wa'tih ol 2 b WSl o~ T X2EC -

/1] el tacrrogurmn # tohe pat qdentime .
g &L MAT - m ryrtas 1% pack . ——
ﬁ’\- opm . %o c.l,‘g. m' Initials:

Occupational Therapy:

Initials:

A Physiotherapy: \vinde () 2cc . GO Heed ddomt 15 o Raia]
G § (D ok managed . UM © ot gOaouinnl
pin fue © mSnvold > fma,gQLcL,é-&f
: . - Initials:

Pl gptoi~ b . 5o & M e guod-

Social Work: M -

E

S v /[‘\IGL = AI

Q;Aoon./-hue //J;‘[Cp wbo can (A
= lpost needs. He a/mo bas |
<up portue #’o\m,/q meazxé, Initiale: _

Medical:’ ‘ .
(£ fu] —ADL (@) _

— CPr YO AL\ T3 .

- L %V

W, S houge . Ma/\wj@ ’b/ofa( s,

. 'szwv-b et wcot-

= Hospital— CR 16 Inpatient Rehabilitation Program Weekly Case Conference ~ Updated:
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Clinical record 8 — Rehabilitation care (continued)

Page 2 of 2
s Achieved Reason
P 3
TRVION Wasics Gosle Yes/No (if goal not achieved)
1. AW _ox
2.
3
4.
5.
6.
%
8.
This Week’s Goals
LE8OWT aum prOman B T AROM 4 v Shrespfia
2 -~
- CPM ¢ 'L (NPT .
3.
4,
5.
6.
7.
8.
FINAL CASE CONFERENCE
Discharge Plan: Refered to " g Physiotherapy services a
Referred to Day Only Program O
Referred to Outpatient Private Physio/OT 5
Home exercise programme . v ol
TACP a
No further referral needed O
Support services needed:
Discharge Destination:; :Home to pre-admission address El/
.Hostel/Nursing home o
‘Respite accommodation (]
2 O R
Discharge Date: .25 (L. ..fe ..
Name: ....&7........c. i;’ veeeee... Signature: ... ‘-»- .~- ¥Designation: ... ‘/"
Updated: ~

Hospital ~ CR 16 Inpatient Rehabilitation Program Weekly Case Conference
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6. Updates to cardiac Australian Coding Standards

6.1 Which standard contains the instructions for reoperation of coronary artery bypass
grafts?

6.2 ACS 0941 Arterial disease has been updated to remove the criteria of over 50%
obstruction for atherosclerosis. True or False?

6.3 Code assignment for complications (eg, occlusion) of CABG should be guided by:

a) the length of time since the original surgery (ie, within one month of surgery)

b) the documentation in the clinical record

6.4 Classification instructions for reoperation of peripheral vessels (arteries & veins)
can be found in which ACS:
a) ACS 0909 Coronary artery bypass grafts
b) ACS 0934 Cardiac and vascular revision/reoperation procedures
c) ACS 0940 Ischaemic heart disease
d) ACS 0941 Arterial disease

7. ACHI Chapter 7 Procedures on respiratory system

7.1 Coding bronchoscopy requires identification of rigid or fibreoptic. True or False?

7.2 Which of the following code titles is appropriate for classification of ‘Endoscopic
insertion of endobronchial stent’?
a) Endoscopic insertion of bronchial tool
b) Endoscopic insertion of bronchial appliance

c) Endoscopic insertion of bronchial device
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7.3 The newly created destruction procedures on bronchus are located in which ACHI
block?
a) [545] Other excision procedures on bronchus
b) [546] Repair procedures on bronchus

c) [547] Other procedures on bronchus

7.4 Case scenario

From the case scenario below, assign and sequence the appropriate ICD-10-AM and ACHI
codes.

A patient with haemoptysis and a suspicious lesion of the main bronchus is admitted to
hospital for an endoscopic needle biopsy of the bronchus. The biopsy results are returned
and the patient is diagnosed with bronchial adenoma, carcinoid type.

8. Dengue

8.1 Which code should be assigned for documentation of dengue haemorrhagic fever
grade 2: A97.0 or A97.2?

8.2 Circle the correct word to complete the following code title:

with without

A97.1 Dengue warning signs

ICD-10-AM/ACHI/ACS Ninth Edition Education — Coding Exercise Workbook 2015 (final) 63



8.3 Clinical record 9
From the clinical record below, assign and sequence the appropriate ICD-10-AM codes.

INPATIENT ADMISSION SUMMARY

Hospital MRN:
Ttie: Sumama: [o‘mm Sex | DOB: Aga:
" B M B 35Y
[ e
[
HOME PHONE: {{ [ BUSINESS PHONE:
R weas wr nod DETAILS
SUANAVE: lmsrmue HOME: MOBILE: rusness Insunousuvmvinso».
CALL INSTRUCTION:
EMERGENCY CONTACT DETAILS
SURNAME! ' FIRST NAME: HOME: MOBLE: lmm l RELATIONSHI® TO PERSON
1
FINANCIAL DETAILS
WNSURANCE STATUS: l FUND NAME: FUND NOMBER: IFINANCW. CLASSIFICATION ON 28/10" ~
AR | ... M/Care-O/Night-shared
WERIARE N IAE G BVA NUMBER: OVACOLOUR: | SERVICE CATEGOAY ON2&fion |
u Full Routine Medical/Surgical
MEDICAL OFFICER CONTACT DETAILS >
ADTTINN R SPECIALITY: . ATTENOINGDR: ATTENDING DR e
Immunotogy € ‘Et
GP: [ GP, NOT STATED PHONE: =
=
FAX: e
Z 3
£ 5 " REASON FOR AOMISSION o
<2t S | RASH NON SPECIFIC (%
05 ; =
Z = |ADMISSION DATE: ADM TIME! ADMISSION WaArY. EOATE TS DISCHAAGE WAJO: (=]
S g|znor: 1759 Emergoncy 20 @TI L , g <
& O [rerermalogiaLs: - BEFENANG FAGIL' v E
Emern_ency Department __I w
’ CODING REQUIREMENTS =
PRINCIPAL DIAGNOSIS: <
a.
=

DIAGNOSIS OR CONDITION WHIGH BEST ACCOUNTS FOR LENGTH OF STAY(IF SAME AS ABOVE, WRITE "AS ABOVE")

PRINCIPAL PROCEDURE (THE MOST SIGNIFICANT PROCEDURE PERFORMED FOR TREATMENT OF THE PRINCIPAL BIAGNOSIS)

OTHER OPERATIONS OR PRQCEDURES

DRG: CODER:

MEDICAL OFFICER RECORD AUDITED

PRINTED NAME NAME

1 SIGNATURE DATE SIGNATURE DATE

PRINTED ON: 28/10/' 22:38
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Clinical record 9 — Dengue (continued)

TR

=
DOB:i

i

’ Age:

35Y Sex:M NT

TE T MR

[Ceeriaie-. VMO,

g‘rlé;m;-s!alu?- Hon-Charge P A [ ’ e
TRIAGE TRIAGE ,
DATE-28 OCT.  TIME: 17:59 PRIORITY CODE:[ 3 |TRIAGE NURSE:
PRESENTING PROBLEM: NURSING ASSESSMENT DATA: ;
RASH TO R) LEG PT STATES ONSET OF RASH TO TORSO AND R)
'LEG 4/7 AGO. HAS SEEN GP. PT PRESENTS AS
R) LEG RASH IS CAUSING HIM CONCERN. O/E
(GCS 15, NOTED PURPLE RASH TO R) CALF
_ AREA WITH SMALL "PIMPLES" NOTED. PT ALSO
VOICES SOBOE AND CONCERNED AS "CANNOT
- COUGH" :
DOCTOR: _ DEPARTURE READY TIME:
TIME SEEN: D:l]] ACTUAL DEPARTURE TIME:
Vital Signs: Date: 28 OCT!  Time:18:02 Allergies
Temperature  37.6 61 Weight Kg - |
Wi e e B8 L SR
respiratory Rate 20 /min Peak Flow. Umin
o EE BT e :
Diastolic BP 91 ~mmHg GCS 15!
X L@M) 19 - 2o
> B e o

o

rslend-
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Clinical record 9 — Dengue (continued)

-y

. g Surname: .. “MMlmmm‘lu
HEALTH Given Nam, — o \ge: 35Y Sex:M
R 008 9e:

MULTI-DISCIPLINARY R s

ASSESSMENT FORM l:l_:

NURSING & ALLIED HEALTH L7

Arrival Dafe ZS[’OI A t Time Eﬂ 5

PRE-HOSPITAL CARE/TREATMENT: [JO,  DJivTherapy [Jintubated  [JHard Collar pa iy
(@]
i)

MEDICATIONS GIVEN PRE ARRIVAL: s

PRESENTING PROBLEM/PHYSICAL & MENTAL CONDITION ON ARRIVAL:.. .. CA2 _Hx_OﬁucmAth;\g:q. Ao g

and. persistamt. Sine.. rEurnang banon. lndaa. L7
a0 0dHiced A haperemnns s v Fo FS0,8tamel, (g "degng
sk itchag v, Specclas '.,.,_!.‘l?m..ét.’a&tfs_.ﬁumgcm:fj‘..-. A0 Geineed =
M agit d &l Shiyvessis =

QIA;. L8zt GCSISIE.

PAST ME.DICN. HISTORY: [MS@MF]’ COAL

L]
auergies:... VW, KA anan,

DO NOT WRITE

BINDING MARGIN

PROCEDURES'ATTENDED (record timelresult or tick ‘not applicable’)

ECG Owia j:] msu  COnva [:I:I:D u/A laﬁm D:D:l
sst. Owa [ Z1&]0 15 | resutic. =Y. Prokiom

Result: 32 AN QIS
. RELATIVE(NEXT OF KIN .
‘ Name:..! e o Relallonship:_.-
Phone number 1... Contacted? [JYes (No Cor ts

PROPERTY AND VALUABLES WITH PATIENT ON ADMISSION

Dentures &Qmu Top-0iN Oour Bottom -0 [JOUT  Hearing Aids [JYes (lng
Spectacles [ Yes Uﬁo Mobility Aid  [JYes (3o Clothing Bves ONo  watch Oves Ono
Location of valuables: [Jlabelled Clwith patient. [senthiome DOineosafe  [lin Security safe
Other Valuables: (specify)..... Y..L.AOR LL‘D £ Xl 5‘ YV‘Q/ colguve d b@CQLQI
bonast. t.cavd.......

Medlcations brought 1o Hospital:  [2fes COno [JsentHome  [JWard Storage

MULTI-DISCIPLINARY ASSESSMENT FORM NURS

Dosette box/Webster pack with t. Oves 0o
Medication fistwith patient file  Olves (Mo

ri

Print Namd = [} Sighat :'e “
Designation ‘E,}’\/ . Date ........: 25 L.’.Q.l.,“.-,,.i
sorey PAGEA

CATALOGUE NUMBER 03948
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Clinical record 9 — Dengue (continued)

Surname: MR e rrsnir
'H EALTH Given Names: ...............
INITIAL FUNCTIONAL SCREEN Date of Birth: Saxs
Complete in ED (AHfix patient tabel here)
Cognitive & Psychological State Janguage & i
Alert 1% Interpreter required? [ yes m'lo/ Arranged?  [JYes Q’(
Cooperative [ | Preferred language:
Hotile O |con .
Withdrawn O |commerit on any dlinical practices that may be affected by hospitalisation
Anxious: 0|l
Conifused 0 A
.Cdgnltion Does patient have trouble communicating? [ Yes
Orientated t6 time & Place T B IR S A il
Coricerns re memory [ | Cemment:.
Inattentive al., 3 .-
8 ‘ PATIENT ASSESSMENT ~ TO BE COMPLETED ON ADMISSION (in ED or Ward/Unit) -‘i
Pressure.Area — | Continence Urine o }Continence Faeces (Yoo
VR tErLOW SR8 v iesornst | Abetc pal Ciie? @YFiNo [Stoma Yes{io)
Dietitian required YesiNo Jindweiling catheter? ve_@ Type
B "'"““_""." e S Type: (ittustrate if applicable) &Z:LE
i e AL tign | DateTost changet: | constipation ve{{tic) <£
Vision A;qis‘m @mo 1 Prosthesis. v;;l@ Dressing Required ve'@;) tgog
Wears giasses? Yeg/Na ) Type: e » 23
- . - —— (ilfastrate if applicable) {lllustrate if applicable) o=
Hearing adequate, G | ]
iHearing aid? Yes@ Tears /Pressure areas/ Ulcers (please iliustrate)
Left Right
Viouth
Clean - ‘
Ulcerated ’
Other
Dentures?
Breathing
Normal
Distressed
Short of Breath
Mability prior to Admission
Iindependerit
Using equipmient —
| Réquiring assistance.
Bed Bound
Cormpletely dependent
Swabs done? Yés/No Hf skin integrity is poor; commence Pressure Risk Protocol - page S
Nurse Print Nm‘__ . oo Signature!
| Designation .. 2y : Date..... Z%.IIOI‘ il ’nme._z..slpl
PAGE 2 CATALOGUE HUMBER 08545
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Clinical record 9 — Dengue (continued)

Surname: MRN:
HEALTH o Given Names:
FALLS RlSK SCREENING Date of Birth: Sex:

i (Affix label her
= ONTARIO STRATIFY 4 patient e)
Lpiiem o P R ! e @u‘nﬁkﬁ Ging Assessment R ) cias Valudrs” .. | Score;
i Hmoqof 0id the patient present to hospital with a fsfl or have thay fallen dince adrissicn? Nog,ﬂ’vesg SO
fails. If not. has the patient fallen within the last 2 months? Yot
2. Mental Is the patient confused? . e : . ‘NOWYHD
status fi.e. unabie fo meke pu o decisi ganised g and y i 0
Is the patient disorientated? ”OO'YN Yesto any =14
ie. bckbgahumtn,bchgmknkmabaﬂmpﬁq:apmi) : /
s the patient agitated? (i o., foarful, affect, frequeri andansiouy)  told vesJ
3. Vision Does the patient require eyegl inually? nold ves[
ooesmepmenlnponblurndvum? Na Yes () Yestoany =1
Doas the patient have glauce or lar dog jon? No ves[J
4. Tolleting 2: there any alterations in udnnbn‘l g Nog/ ] Yer w2
5. Trancfar (] unanie no sitting balance; méd\mk.al lift. v : ::n“ﬂ.:l‘?n'd w(s‘:l"‘:”
scoce 0031 30) Major help - one strong skilled helper or two normal people; physical = can sit. : Mobility score
w(' “lol ‘(m [ winoe help one person easily or noeds supervision {or safety. = / z (M)
andbackh, L) independent use of sids to be independent is allowed. 3 ::.mx.:ul
teveen
6. Mobility (L] immobile. e R e i
wore M5} [T} wheelchair Independen ding corners, ‘etc. ! If values total
3 walks with help of one persan (varbal or physical). 2 betwoen 4- ﬁé
(] independent (bt may use any aid, e.g.; cane). ¥ |Uenstates
od folte B o5 Lowirisk Total Score
=z R 3 .
oM 616 Modiusm risk
2k 2 iy SWANS | . {1730 Highrisk
< —
= Stategles for? - A R
e 5 Medications: | These can increase falls risk: .
ZZ |reviewforal | Antihypertensives Aperlents Oploids
Qg patients Anticonvulsants Antiparkinsoniang Diuretic
£0 Benzodiazepines Psychotropics Hypoglycsernics
Ontario 1. Orientation to the bed area and ward facilities, ward coutine:and staff
Stratify Score |2, Lower bed if possibie, except during direct dinfcal care; Ensure brakes are on.
3. Keep bedealls lowered except at appropriate patient request. E "
Low Risk 4. Place call bell and side tabla within raach, and i patient to call for assk s required
0-5 points S, Cloar arca of hazards-spills, clutter, unstable furniture
6. Ensuré afé footwear when mobilising ie well-fitted shoos or non-3lip soeks.

Provide safe footwear brochure to patient’and carer 4
Place walking aids within reach

Clothing 1o be good fitting and of agpropriate length

Fall prevention brochire provided'to palkmluur

10. Ensure patient has access 1o ad and hy

11, Medication raview

12, Ensure patient has glasses and hearing aid if required.

Medium Risk All of the above plus (If avallable}

6-16 points 13, Orange falls identifiers used: sign and sticker, as appropriate

14, Supervise patient during mosilisation

15. Supecvise patient during self care and toileting

16. Regular, individualised toileting plan and prior to'settling for the evening

12, Referral to physiotherapy for- mobdlity dmdem wnd ocwpadorwl therapy for difficultics in ADI. as per: ladmy policy
18. For over 65%~ ider bone p conside in D and cald PP

High Risk All of the above plus (if available)

17-30 Polnts |19, Use orange falls bracelet identifier to denote High Rik; as appropriate

20. Do not leave patient unattended during planned toilating, self care or mobilising.

21. Locate patient close 1o the nurses station

22. Usefoorhi4o bed for patient where avalable. Ensure bed is nearfon the ground | if paﬂm k umﬂmdwd

23 Comiduuseoﬂn" dependent patient speciaks), sitter or family 10 irx “p darly if
24, Consider use of hip prote:

tnﬂmalon; for use;
Complete the Falls Risk Screeing questicins in the' Ontario STRATIFY Toot
2. Add the Transfer Score (TS) and the Mobility Score (MS).
If values total between  0-3 then score = 7
If values total batween 4.6, then score =0
Total TS + MS ta reach the total mobility score.
3. Total score provides risk level: -
05 Low risk
6-16  Medium risk

17-30 High risk = 5 = 4 P
o CONSIDER COMMUNICATION DIFFICULTIES WHEN COMPLETING CHECKLIST WITH PATIENT
' PAGES CATALOGUE NUMBER 06948

®
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Clinical record 9 — Dengue (continued)

WATERLOW PRESSURE AREA RISK ASSESSMENT TOOL
Add totals to obtain risk score. Several scores per category can be calculated.
Does patient cutrentiy have any pressure areas? Clyes o

Has the patient previously had a pressure area? [JYes @w)’

PATIENT WEIGHT: ... ..kgs fonce per week) PATIEN_“T HEIGHT: ................cms {once only - see uinor arm conversion table)
N T T n s
M [ iesaos - Tissue Malautrition: v g
Normal (185-249) * (07 Terminal cachexia 8
g;‘f;‘:"ﬁm ggo-) 29.9) ';/ Multiple organ failure 8
Single organ failure, i.e resp, renal, cardiac, liver |5
Underweight (<18.5) 3 | Peripheral vascular disease 5
BMI = Wt (kq) Anaemia (H8<8) 2
Ht (m?) Smoking 1
>65 yrs normal BMI range 22 - 27 R R _@iﬁ}i@ﬁfﬁz‘ 1 x
S 7 CONTINENGE - | Diabetes, Ms, CvA
Complete/catheterised G Motor/sensory paraplegia 4-4
Restless / fi 1 | Urine-incontinence o L e
Apathetic 2 | Faecal incontinence 2 B Sires Y OR THA
Restricted 3 | Urinary and faecal 3 | onthopaedic/spinal
Bed bound (&g traction} | 4 | Incontinence On table >2 hours (past 48 hours)
Chairbound (g whieelchsir) | 5 ; On table >6 hours (past 48 hours) .
NUTRITIONAL STATUS Malnutrition Screening Too! | SKIN TYPE VISUAL RISK AREAS MEDICATION
A: Has patient fost welght 8: Weight loss score Healthy "\@ Cytoxics " ]a
| recently? 05-5kg = 1 Tissue paper 1 Steroids
Yes =~ GotoB e [5-10kg = 2 Dry 1 Anti-inflammatory high
No - GotoC 10-15kg = 3 Oedematous 1 |dose and/or long term
Unsure - Go to Cand score 2 | 15kg Lo U heed Clammy, pyrexia 1 Fia s
C: s patient eating poorly or | Total Nutrition Scare Discoloured Stage 1 2 |fewdmumsconed)
lack of appetite Pressure area Stage 2 -4 3
No=0 Yes w1
Total Score ~Record on Arrival | <10 Low Risk___| 10+ AtRisk | 154 High Risk__| 204 Very HighRisk—
| (ddapted with permiission from Juith Weteriowe 1994 — Resised 2004 ad the Queensiand Department of Hoolti 2004)

* 'Patients with spinal cord injury are considered 1o be a very high risk (204)
« Jhali cases, however, alternating air matresses are contraindicated in acurate s

pinal cord injury‘as compléte spinal immobility
ope this is not required and that dinicians in an acute setting dealing with acute cord injuries

cannot be achieved. | would h
would know this already.
STRATEGIES FOR PRESSURE AREA PREVENTION
RISK LEVEL PREVENTATIVE MEASURES S
A [Lowlevel of Risk<10 | 1 [Daily skin inspection, no other action required. ‘
2 | Re-assess when there is a charige in'the patient’s condition.
2- 3 |Document in notes/care plart the patient's skin condition and interveritions instigatéd
4 |Patient/carer education on basic prevention
S | Promote activity as dinical condition indicates
6 |If Total Nutrition Score = 2 refer 1o a dietitian N
B | AtRisk 10+ T [All of the above plus:
Client at risk of 7 |individual cepositioning regime, 30° turns
developing a pressure g [Pain assessment
area if strategles not g |Protective padding bety Bony promi
implemented 10 |Avoid shear and friction damage by using correct manual handling equipment
11 | Minimé: (posure to moisture (fncontinence use absorption pads), Use mild cleaning agénts,
molsturise skin, use protective barrier creams.
12 |Assessment of nutritional status - monitor aral intake, appetite, self-feeding ability,
unintentional weight loss— see nutritional screen,
13 | Patient should be managed on static pressure - refieving mattress or alternating pressure -
relieving air mam"essoveﬂaylmattre_ss replacement
14 | Seated patient to shift weight every 15 minutes (sitting forward for 2 minutes reduces pressure
on ischial tuberosity). Reposition hourly if patient unable to do so.
C | High Risk 15+ T [All of the above plus::
15 |Implement an alternating; pressure — relieving air mattress overlay/mattress replacement.
Use pressure - relieving cushion if sitting oirt of bed.
O | Very High Risk 20+ 1 |Allof the:above plus:
16 {Implement an alternating large cell air mattress replacement plus cushion as above
{See also Pressure Ulcer Prevention Policy 5. “and Pressure Prevention Guidelines ¢
Full guidelines and product seleciws we Pre Ulcer R ce Manual
CATALOGUE NUMBER 08518

PAGES
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Clinical record 9 — Dengue (continued)

Surname: MRN:
‘HEALTH Given Names:
EMERGENCY NURSlNG Date of Birth: .. K. v oirre v hobiosds
PROGRESS NOTES 5 " (Atfix patient label here)
Date/Time Sign Print and Designation for all entries
_®2305hS 0@ BSuy Wl CI0 Pomn nared .. fokteav ool
-0 Side raom as Coghvsng i, Slrqiod MAASK
Oyvem vo _Dm/nmgr ) Eﬁﬁwndmnm ad oyl !
foumds = » —
@
=
<2
2t
23
O
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Clinical record 9 — Dengue (continued)

—
Surname: MIRBE oisinivmssisinsssinsmigaiices
+HEALTH Given Names: A
Date of Birth: i i Sex:
(Afflx patient label here)

TRANSFER TO WARD FROM THE EMERGENCY DEPARTMENT

omz.%lj 0 l Time m Verbal hand over Given to: .. essiscassinaaes Ward/Bed ...oeeerane, / [ ‘D

General Condition on Transfer:

Rlsa oviemvenecel. Gc5 (5US,. A Cloposa. /s conntont:
Ption«. Coua Jhmo. I~ “SWC? NI 14a8 L& 14

Infection Control Alert  Indicoted for'this potient? [Bes CINo Comtents.

&

Are medications written up? Hes One R s
Analgesia ordered? @es Onor 1Regson

Are there-enough fluids ordered? [ves [lae R

@Efericai Admission [déntification Band O, Therapy [JYes 6 ClOther (spedfy) "
Seuhl ops: CiNeuro 0bs [18load sugar [ Neurovasc Circ Chiecks % g
O Atcohol Wiothdrawal 1PV Chart O'stool chart 5 5

@{lschargedsk ment [(INo R . _ Dwatadow [N Radstn gg
Za

[T O i [ o

m'(uncﬁonal Assessment  [JNo Reason

lZ/endum Risk Screen Ono: Reason

—— DDWywnvn AT gan Mgmqm_f Ivasophevipngents
Shveh 1 blaod .. Ao 1 ... cosbnd @
piet..... UM dA.ea(f N
Medical Record  [OdYes (IS Hospital X-Rays [lves [N/

Relatives notified: [P¥es [Iho Dispensed Medication: [Jsent to ward [l Chart in Pharmacy

Private X-Rays Cdves [IN/a

Discharged from ED
Valuables: (including glasses, dentures and hearing aids)
L stilt with patient [ Already sent home [ Retrievéd (froni sife) & given to patient
Treatment Completed Oves ONe  tMOfollowup [Oves Ono QPO Follow Up Oves Ono
Comments
€4

e —

Nurse Print Name anaturi s Designation 24N i....... Date.. 25l10.

PAGE 10 CATALOGUE NUMBER 08948
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Clinical record 9 — Dengue (continued)

Surname: .. MRN: ..
.H EALTH Given Names:
DISCHARGE RISK Date of Birth: e
- ASSESSMENT {Afix paticnt label here)

p
E‘i@k assessment tool not applicable to this patient

Print Name.. ' ’ .................. Signature . Wil
DEIION BE R ottt drdaivei pate ... 2811.01..
Exclude Nursing home patients only for Q 1-6 Yes No
[ Q Refer to
‘Note: Not applicable nfa :
| 1. Is the patient likely to have problems following discharge in: 0 - Occupatim;\al
Managing self-care (e.g bathing, dressing, meal preparation, Therapy
toileting) home access? 0 o g : ‘
« Mobility Physnotherapy
: ‘e m| 1 | Occupational
2. Does the patient have a history of falls or fall related injury? Therapy
; [0 | physiotherapy :
= ‘:
3. Does the patient require community nursing following discharge? 0 U Discharge 8% :
e.g wound dressing, catheters etc . Planner g =
1=
4. Does the patient require a carer at the home following discharge? | O 0 | Social Work g 8
@
5. Does the patient have caring responsibilities for others in the o O | sociat Work

home that will be a problem for them now or on discharge?

6. Does the patient, after discharge, require community services

other than those presently receiving?(e.g. home help, meals on O O | Social Work .
wheels etc)

7. Has the patient had more than 3 presentations to the ED in the 0 D: Social Work.
last 6 months? b

8 Did the patient have any other problems managmg at home O O | social work

prior to admission?

IF THE PATIENT IS STILL IN THE ED, AGED >65 YEARS AND HAS A YES (41 FOR-ANY. OF THE ‘ABOVE, E
PLEASE REFER TO ASET ) %

COMPLETING THIS SECTION f
If you have answered [ to any of the above questions, please tick the appropnate referrals
column page 1 ;

[

- | Print-Name ypybress Signature........

Designation ot inpectieere DD

- PAGE12 T " CATALOGUE NUMBER 05948 X

72 ICD-10-AM/ACHI/ACS Ninth Edition Education — Coding Exercise Workbook 2015 (final)



Clinical record 9 — Dengue (continued)

PROGRESS NOTES

I
'HEALTH Give ‘D°9=' D rge: 357 Sex:M
Date RIS

DATE & TIME
: SNlern  contaNes - .
lg:35 | = no {41 Raln
= No Hx ob cinlact T o PRongon (o hn

LA‘.A;'{\ OO Co '!cQSAOI'\& 'n*o'l\,/) (8_@%‘1;

L QG \a0n < A
J.M_ELQ_GP__

= _Clovd JJ:mm.‘.gc:_b_ggaJm_’b_ﬂd___

= ste Mask C Pexnlescdite. 1el)

BINDING MARGIN
DO NOT WRITE

@ ’6 — c..(/‘ = 1= o IILQ.“

TeeraP- Lt o Flad .

[ PEY N P N e pecoecr e

- e T‘[\“.[‘T"""D;dh‘?&}"“““ )T B 0 Yoyt AL ® 1 o P e

= Thi0aks oee nni  (heddmoned

= w = Ouavoa f

= Qz Dot LAP

QU«( — Dot o 1

— TR0 20206 Catalogue No. 0824

PROGRESS NOTES
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Clinical record 9 — Dengue (continued)

/ S B
.. GInEEm o
{ U"' ..............
s
'HEALTH Giv poB:f ' Age: 3S5Y Sex:M e
Dat TR
PROGRESS NOTES - — —
DATE & TIME ml}m ém)_ A
= A PRremic  (haculostash ol Owe. e |
mé_;lnmo.n
Lebo =) QIA‘JM_'E&_.C\MMJ’O\—UL_S:'___—_
) [ e c\x{)"’ H—L \L}m‘;.__jl“g\g_j;e___
on Ve (T e ol ket ;
e e o o
—2A_po—Calt_dends@eness
== \e  Suollen Soihs : P
floetro(ag -8 (GyesstM _Ooena b ]
2P Mewt L pad ol
=
[Tl =
e
Ploa e PR |Fue LT [AD ==
v5
— R _Sow gy gg
— 1A S

A > Mhoce o Yo s . -
— no__ﬁ\uﬂf_le_l_»‘.ea_tm_uj.;[_ﬂ-ﬂ c :

A

ug o Is!
wilbe 4.5 - o 9.4 ES-_'Q-;Q 2, (cemPh . ! & (S V
o . T Lize. A : for 99 N

e Mt A VR Y TN e o s = a ol e A
. 4.9 AlLp 114
AMeten 9 ¢ Asye S5 M
[ W 1A - MT 1 B
11 Lo BT D) . Cer 164 § g
Gr—4 ] G

A 24 o P 8 o
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Clinical record 9 — Dengue (continued)
[, iy

HEALTH Gi 905« Ak

' Age: 35y Sex:H

)
PROGRESS NOTES A
DATE & TIME
_‘2_8_}_[_9}. i :ST\_‘LIm Loty = =«
Cy/xn.._ﬁ ovena.d
Q‘)n‘_,-v\.- Plat Eo  consui band- G aoludSesd |
T0LonSTla e
q @' ]
Dlon=  Adma_Jow ¢
p &mmwMab_
HeP. 4 pasal  Cocscmdor——Qudogiia |
§§ Chte Nortr o o
gf = Doy oieun [faot e ne) BS (P:"Z
g9 : : ;
3§ w Tamh s os o il i
20 - Nuose@hanaSenl Suwoh
. hjr_ueg' Qéat btz
_Z‘.El.xl_o/' , 5;/6 D 4 LW,
358 -
Chwedl s Suddoun ‘//Z'/) ol vofora £ Zula ).
Guqh (O(ML sl :
. No_dior e _myalya octvalyia td -
!Vo ),‘Vl:nu\ M{,(.Ul-
Lebvirad £ T 1f<2 aqe.
S(cibi) gfiz. P work
108 Truakavaprvnhi hypromic rocls  blpolin
R S dlaghr 7 W
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Clinical record 9 — Dengue (continued)

oo, INBIRERRIY * ==
HEALTH B .
- . Age: 35Y Sex:m "
PROGRESS NOTES ... ==
DATE & TIME -

E.D. to Ward Transfer Sticker

EMERGENCY POCTORTO COMPLETE AT ADMISSION

Blood results checked v D N
Radiology results checked B./Y [j N
Medication chart completed Q’Y D N
Admission Consultant '—D'L_“Lﬂry ' %
Admitting, Team Notified j

Name of Doctor Notified v =
Time of Notification (24hr clock) e e

Doctor's Name & Sjgnatwe —

BEFORE WARD TRANSFER i W -
Paticnt is safe 10 (ransfer to the ward B/Y D N g E
Fluids Reviewed E’Y D N g ,.;.
Qutstanding Medical Issues g g
5
3 \ o)
1, S LSS =z
M 5°
2.
i X o .
Doctor’s Name & Signature = P
‘ -  m—
Position - Y o ‘
Date 2412 Time [TR) i el .

/"i\) cludl @gu Mo Nt |

vy, pl (@ biak - e T »

\/,\ o e Aebnle (376 yedt
i ’l‘\lnlun ch;‘zw;

"—
-~

4
= B A Ut b

dwp 7 olwgue .

|
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Clinical record 9 — Dengue (continued)

BINDING MARGIN
DO NOT WRITE

Surt Mﬂum,m .............
HEALTH G- L it
RaN:N B rge: 35v Sex:m
Dat

PROGRESS NOTES

DATE & TIME

29110/

Musrl: #. BT af BEChG. Aypesed 40 _be plort

0025hn

Grol Menﬁed 57 aﬂmdwf P "%0  Pulp- 3.

TG,N‘P- 3¢ . 3003 Q(QZ o RA. s 18, Skt /):mnfq

iact. }Vc-t%akeﬁovt a_pt. b Qs Qfs_r_&__

Nil othoy concplos, Se;w o ﬁmﬁ P fin
Qirboml orwmm N s

21 -

A)wsmq P} obserwd -p b m@g ot woord  undl

0425k

Nil oowlaws wited, A oo o8 por cai plan i

S apbiay

W ﬂén/ Mc’/ C’Acm/ﬂ/«ed' M@m

24/ A*;Z?L,o, M{ﬁ@@.

@i
Lo g

s

(ebhicdl)
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Clinical record 9 — Dengue (continued)

mﬂ"mﬂﬂmmm §oE. e

MHEALTH o P
D0B:@ Y age: 35y SR e e
PROGRESS NOTES ; R——
DATE & TIME
Hlev, .. g
 hlood podlowy  i1acd /"/I-f‘ walev ce. clole
. 3

| 14)i0 )

N NG lovk pind o g inta kol '.'no(q,&m_(g*vb ey oL,
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o
Se | fhof | U I =
=3 A
29 L
=2
(=] m
=a w
) o
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o
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A
O4-hye | il complodds volced. AN cowe. @y per cwl plon.
= - » RNV
Version 2 0206 Catalogue No. 03024
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Clinical record 9 — Dengue (continued)

PROGRESS NOTES

DATE & TIME

Surnan g
Given * [ad "
~ poB:f P Age: 35Y Sex:M
=
Date of

& Fal ".fefa ]

3ofeef,
1

((,c({t /s il -

(LT ss (8] el
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Clinical record 9 — Dengue (continued)

Sur

i

GiV sedlSedsaadise
{
poB:d Bige: 35Y sex:n

Dal ( =
PROGRESS NOTES - |

DATE & TIME

Mews
Wb atg,mm[l\/u%m ¢ N L[ﬁz
_conf [(”wf:(fun /\/‘I f\afcl‘
boyenclios ' (3 tofel).
o([c Foolow -
son o see (f w cows b
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E4 ol 1 vx}ca ] ouenilel -V shble Tolyadtoy ok 905 ﬁ,m .
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22 [+ Tk ;’N e Mmmkﬂ W dkﬁuga mh d f‘led;al a/%)» 5
- rF(,aH U Wi el B & p D { ©
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Clinical record 9 — Dengue (continued)

EINDJNG MARGIN

no.

g U3LA1
Surn g ﬂmﬂﬂmmm o
HEALTH b e N T s B -
. Age: 35y v
PATIENT CARE PLAN o= PO
CARDIOLOGY -
PRESENTING PROBLEM: Dy comgh, 1h 4 DORSD ond G
J (@)
RELEVANT MEDICAL HISTORY: Nl o quifi Cant st
: Jo \J
ALLERGIES: NEA- et
: PIEASE TICK BOX WHEN PATIENT HASRECEIVED THE FOLLOWING EDUCATION:
[Iou and Your Heart Book [] Post Angio Care Sheet [ ] You and Your Heart Surgery Book
FALLS R[SK ASSESSMENT SCO RE (MERCER 1997)
- Add up score, Docament acc s
R Document accordlng to characteristics. e SUGGESTED STMTE@ES
& ﬁmﬂbﬁmlzﬁmmt is to be completed on FOR FALL PREVENTION
i N or teanster in, DAILY and where so warranted 1. Kee d floor
b s P envxronmcm dear an dry.
Y change:in patient condnions\mdlo( treatment. 2. Tell patient/family about fall risk and QM
CHARACTERISTICS VALUE Falls Risk feaflet
Adié eqiafta or over 70 years 5 Lo 3. ::na l]a::m b;ll and Jight Mtches whhin readl
Historyfadmission diagoosis related 3 i .
o fale - 30‘”‘5 L l(l)l-.f:( 4. :;;t :;tnent’s glasses and hearing
Dr‘““"""""mhtlﬂoﬂagﬂwon 10 S. Insiston use of non slip footwear.
OR impgired memory OR judgement 6. Position bed at the lowest height with the
OR unable to understand OR follow instructions brake on except during direct clinical care.
(No %core H Btiont uncstisciotrs andfor Unable to move.) ;
s:gmﬁnmty Impgired sight, hearing 1 ALL OF THE ABOVE PLUS:
R 7. Refer patient to medical and allled heaith
IQmBPaIIEd r:ordlnathn 3 teams for review.
uristeady gait i 8, Assist/supervise all patiént mability.
gg s m"";:d * M:‘_";:m 9. Consider individual toilet prog
IS 10. Assess and individualised
D8 may be tipped by equigment (V pole, 514 |
11. Discuss patients at risk in nursing handover.
On dne of MOre of the following medications 1
Sedatives (incL, Benzodiazepines) for
Psychotropics anch ALL OF THE ABOVE PLUS:
Nam_mc analgesia med. 12. Flag patient on Care Plan with ofange
Antidepressants falls sticker.
Antiparkinsonians: 13. Increase frequency of observation by:
Hypoglycaeniics « supervision by family, IPS or volunteer
Antlhyper}emrvg High and/or sit in room to write notes.
mgzu sants H R'gk « place patient closer to the nurse's station.
. 1S 14. Consider suitability of single room
fncontinent: or change in continence status, eg 1 15+ {reduce stimulus) or 4 bed room
removal of cathieter, urgency, frequency, nocturid  for (increase supervision).
Recent apédient usefadministration ' each 15. consider the use of restraints adhering to
Less than 24 hrs post.op or confinement 1 the testraints policy.
CATALOGUE NUMBER 08444

’LOGY ‘

PATIENT CARE PI_.AN\ - CARDIO

o
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Clinical record 9 — Dengue (continued)

WATERLOW PRESSURE AREA RISK ASSESSMENT SCALE

« Identify patient’s risk factors per category (multiple values per category if required).
« Add numerical values together to obtain a pressure area risk score.

« Dotument Waterlow Score and interventions implemented DAILY onto the Nursing Care Plan or whenever there is a change in the patient’s
health status that could potentially effect skin integrity.

DESCRIPTION VALUE DESCRIPTION VALUE DESCRIPTION VALUE
'BUILD WEIGHT FOR-HEIGHT | SPECIALRISKS™ =+ . MOBIEITY S e i i) o
Average 1 Tissue malnutrition 2 Fully mobile (o)
Above average 2 Terminal Cachexia (chronic 8 Rastless fidgety 1
Obese 3 diseases, burns, terminal disease) | Apathetic (Depressedisedated) 2
Below average 4 Q:":‘ f":'“” (CCF VE; ARO) : ler‘lst:q e - 3
(1f unable to.welgh, use professional Peripheral Vascular Disease y (limited by drains, IV theraples,
judgement in allocating a score.) Anemia (Normal H8 male 135-180) 2 1DC, splints, chronlc disease)
(Visual assessment -~ perspective (Normal HE female 115:160) Inertitraction 4
Of-“"I'Q'“ If'!d h)elgm ratio, Smoking 1 (sedated unable to move naturally)
| onuscle wasting. - AUMA v Chanbound 5
SKINTYPE VISUALRISK AREA MAJOR TRAUMA/SURGERY> (inabie 0 mobilse from chalr
e (. Orthopaedic - 5 inde, tly)
Heaithy 2 below waist, spinal {—v&oﬂl ~ -
Tissue paper 1 : ARPETITE - :
P3| On table >2 hours 5 e 7
Dry/Oedematous 1 MEDICATIONS | % age.
Clammy ~ raised temperature 1 G P 2 Poor 1
Disceloured (beuised) 2 (Chermotherapy ind, Meth mg‘ug: ;or aspiration/ 5
Broken spot (break in the 3 orali.oral Cydlophosphamide, e = 3
continuity of the skin - wound, P e / Anorex e . 2
skin (ear, pressure ma} ngh dose steroids q :NEUROL‘O.GICAL:DEHC;IT
ISEX: - %, AR ﬁ"" Iv-aciarediniuilone, Motor Sensory Deficit 4%
- p yocs
Male - U_ L oral longer. that l weeks) : cevgg, MS, demeritia and other neura
Femald ; 2 Anti Inflammatory 4 dégénerative canditions.)
FAGE a3 A8 o2 i Vg Y [High dose Azprin >300mglday, (assign score dependent on severity
1449 ) NSAIDS ~Diclofenac, indomethacin, of deficit: min'= 4, max =6
Prioxican, Ibuprofen, Celecoxib,
50-64 2 Rrofecoxib)
65-74 3 'CONTINENCE - oo so| o TOTAL SCORE| 3
75-80 4 Complete/Catheterised _ (o/ S 2
81+ s Occasion Imtlnenm . 1 <10 @k
o {ress mtonunenze. P
AGAPTED WITH PERMISSION FROM ‘octasiona faeeol i 10¢ | AtRisk
I WATERLOW 1994 — REVISED JUNE 1996 4
Catheterfincontineace fae(es 2 : " PR
(incl. if patient on 3 bowe! regime) ; P 15* © ngh Risk
Double Incentinence 3 20+ Very ngh Risk

STRATEGIES FOR PRESSURE AREA PREVENT!ON'
+ Choose the appropriate intervention/s according to the Waterlow:Risk Score,
+ Document in the case notes and the care plan the intervention/s implemented daily.

« Patients with SPINAL CORD INJURY are comidered 10 be a VERY HIGH RISK (204) IN.ALL CASES, hoqucr. alternating air mattresses are
CONTRAINDICATED in ACUTE spinal cord injury as complete spinal immobility cannat be:achieved

RISK LEVEL PREVENTATIVE MEASURES ABCD

1. Daily skin inspection;, no.other action required. :
Low Risk | 2- Re-assesswhen ther¢ is'd change in the patient’s condition, o i
A '<1 0 3. Document in case notesicare plan the patient’s skin condition and interventions instigated..
4.
S,

P/carer education on basic prevention;
Promote activity as clinical condition indicates. _
. - | [C ALL OF THE ABOVE PLUS:
At Risk | 6. individualised repositioning regime, 30 degree turns.
10+ 7. Pain assessment,
8. Protective padding between bony prominences.
C'I;e‘;::’.;t 9. Avoid shear-aid friction damage by using correct manual handling équipment.
B developing 10. Minimise exposure to moisture (incontinérice usé absorbent pads), use. mild dleaning agents, moisturise skin,
2 pressure use protective barrier creams.

¥, arealf 11. Assessment of nutritional status - monitor oral intake, appeme. self-feeding ability, unintentional weight loss.
- strategies Refer to Dietitian if patient thought to beat nutritional risk.
g | not 12: Select an-appropriate support mattress overlay - Alphaxcell, Autoexcell, *Eggerate
| implen 1| 13. Seated patient to shiftweight every 15 minutes (sitting forward for 2 mins reduces pressure on Ischial tuberosity),

. reposition hourly if pauen! unable to do so..
‘High Risk | _ ALL OF THE ABOVE PLUS:
154 14. Alternating mattress replacement - Autoexcell, Trinova *Consider for spinal patients
——___1 15, Use chair cushion if sitting out of béd.
High | C ALL OF THE ABOVE PLUS:
’_16 u’?‘ cell pressure relieving mattress — ‘Nlmbus Cairwave 'Cons«def these mattresses for spinal cord injured
& ents if grade 1 pressure areas present.

nll <ord injury patients.
b‘: deared by and documented by the primary orthopaedidneurosurgical medical team prior to

':f m'-,-“- Prassure Uicer Primary e @ Primary F ek idei¥nas 0262004
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Clinical record 9 — Dengue (continued)

GUIDELINES ;
. (o) : 2Q DATE:
PROBLEM it o DATE: 28/ DATE: 2Q/%/ E
General Observations ue ‘“";';::‘:ﬁ"“:‘,‘}’ ot ) 24QJ3 105 80 Daily 4/2 DS BD Daily uz@
Is 1elemetry required? Y/ (ord)
i Ensure medical orderls = ¥ ® Y Q) Y
documented q 24hrs
" Document frequency of BSL
Otsbutes 5 patient on Wsufin? YIN : 7 D
Misceilaneous Z""ab'e i“‘“;’:f":b" may be
R Type eg. PeripherallCVAD
Position/location of cannula
Condition of site / /
Insertion Date a / e /
Date cannula needs to be replaced / l
Une.change due date
Dressing change due date (CVADs
. Chack for thid restriction Y, Y, A
?:: i Check FBC daily Y rcke) | M Le (( , ms 17y
Document intake/output regularly 'f'BC 715 C-
. Intravenous Fluldymedications / / 4 .
i ' Determine if pati requm dally ; -
o s . @ | v ® |-
Diet Indicate type of-dlet .ﬁ},bb 'R.lw —(
& Bowel'chart Determine bowel elimination status w“,e/ : c/\a/‘(‘ [vuﬁ Chart Bowl
§§ Hygiene Aim for independence @ @
: i Determine if level of assistance is Q {2 Y
& 6 Mobllll.y s 1 3 (L)
gz Procedures D ent ific proced
=83 0f requires]) o SPeR—— % "
@ 7 |Pathology/SerialECG ;’:‘mﬂ"é@ ars locds [  ecd O laloods [0 ecg O |[Bloods
M sedals [J A Sedials w1 |serats
MDAF conimenced: YES( ] #

Designation

Mo”mmnadam nmw,wmmmumumm
Plan EDD with team from gay of
admission
Discharge Planning Ensure pt has discharge medication!
% xrlp'. LMO letter and’ uppormmem (f
. Fio Bard mising or inoerict e (WSt VB [eae T VS inSicu
el action sppropristely Cofrect  YESEA corécc  YESUT Correct
Skin WATERLOWY SCORE . <5 205 WATERLOWY SCORE s cvvr C.vvcpies | WATERLC
- General condition SKIN DESCRIPTION record heavy | SKIN DESCRIPTION record heavy | SKIN DESt
- Waterlow Score Iettering Galy-and ’3?‘ fettering on!{qﬁlé?lf fettering «
:‘ne:sum Area + Strategles Implemented 1H# PR
sk Assessment - PO ﬂr
— Waterlow Score Frasure/ves ,Sdf«bd, pressure acea care | [ bl pressung deca clre | ™ s
Mattress Type
ERVENTIONAL STRATEGIES
Skin Descriptions ﬁr‘l’"—"’ s
Intact orloe Pressuce Ared Yﬁlﬁ
Blanching Erythema Nollﬂclhnim ngf
Falls Risk Assessment Daily nlskksmom SCORE..foimivisenisiiumini sty
Inter botﬁ' H:H ded IN!ERVENMM&@QH:TEG&
Sedrai Um R @ Medium
AT Sedvall Positian ... L
SRR CRROR K Rostraints Vs i ;
Supervision required Restraints Chart YES Nemalnts Onn YES JRestraint:
FamilynPSNolunteer SUPEVISION ..ot msraicsmanries . | SODBIVISION vortcteioe st siaiioass Supervisic.
AM Signature, Print Surname AL
Designation A ;
PM Signature, Print Surname -5 _"'
Designation . '&J !
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Clinical record 9 — Dengue (continued)
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Clinical record 9 — Dengue (continued)
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Clinical record 9 — Dengue (continued)
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Clinical record 9 — Dengue (continued)
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Clinical record 9 — Dengue (continued)
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9. Allergen challenges

9.1 Three codes for allergen challenges have been created at category Z41.8 Other
procedures for purposes other than remedying health state. True or False?

9.2 Allergen desensitisation (immunotherapy) is the same as allergen challenge. True
or False?

9.3 Circle the correct word below to complete the following ACS title:

monitoring challenge

ACS 2115 Admission for allergen

9.4 Match the following diagnosis (1-4) to the ICD-10-AM code (A-D):

1. food challenge A. Z5161
2. desensitisation — bee venom B. Z51.63
3. dust mite immunotherapy C. z4181
4. drug challenge D. Z41.82

9.5 Case scenario

From the case scenario below, assigh and sequence the appropriate ICD-10-AM codes.

A five year old male patient is admitted to hospital for a food challenge to test an egg
allergy. The patient has previously been reactive to eggs and the challenge is to confirm
whether the allergy is continuing. The challenge is performed and the patient has no
reaction.
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9.6 Case scenario

From the case scenario below, assigh and sequence the appropriate ICD-10-AM codes.

A seven year old female is admitted to hospital for a food challenge to test a seafood
allergy. The patient was previously reactive to prawns and the challenge is to confirm
whether the allergy is continuing. The challenge is performed and the patient experiences
hives.

10. Obesity procedures

10.1 Case scenario

From the case scenario below, assigh and sequence the appropriate ACHI code(s).

Patient underwent laparoscopic adjustable gastric band surgery 3 months ago. A lap band
fill of 0.75ml was performed without incident.

10.2 Case scenario

From the case scenario below, assign and sequence the appropriate ACHI code(s).

Patient underwent insertion of adjustable gastric band under general anaesthesia without
incident.
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10.3 Match the following procedure (1-4) to the corresponding ACHI code (A-D):

1. Addition of fluid to gastric band reservoir A.  90950-03
2. Laparoscopic nonadjustable gastric band B. 30511-12
3. Removal of gastric balloon (for obesity) C. 31587-00
4. Repositioning of gastric band D. 30511-13

11. ACS updates relating to Chapter 21 Factors influencing health
status and contact with health services

11.1 What is the Ninth Edition title of ACS 2103?

a) Admission for convalescence
b) Admission for aftercare

c) Admission for post acute care

11.2 What is the correct code to assign for a patient transferred for medical aftercare?

a) Z51.88 Other specified medical care
b) Z75.5 Holiday relief care

c) Z75.0 Medical services not available in home

11.3 Which standard provides classification instructions for respite care?

a) ACS 2107
b) ACS 2105
c) ACS 2117
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11.4 Case scenario

From the case scenario below, assigh and sequence the appropriate ICD-10-AM codes.

An 84 year old female is admitted to a small rural hospital for medical aftercare after
having being initially treated for pneumonia at the teaching hospital. During admission, the
patient receives ongoing clinical support and physiotherapy.

12. ACS 0031 Anaesthesia

12.1 Only one code from block [1909] Conduction anaesthesia may be assigned for
each 'visit to theatre'. True or False?

12.2 Case scenario

From the case scenario below, assigh and sequence the appropriate ACHI code(s).

Patient underwent bilateral inguinal hernia repair under GA and transversus abdominis
plane (TAP) block. ASA recorded as 1/2.
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12.3 Case scenario

From the case scenario below, assigh and sequence the appropriate ACHI code(s).

Patient underwent bilateral knee replacements under a spinal anaesthetic and femoral
nerve block. ASA recorded as 1.

13. ACS 1006 Ventilatory support

13.1 Complete the following sentence from ACS 1006 Ventilatory support:
Weaning is

13.2 When calculating the duration of continuous ventilatory support (CVS) for patients
with a tracheostomy, where CVS via the tracheostomy recommences > 24 hours
following cessation of CVS, a new period of ventilation commences. True or False?

13.3 A patient that is intubated and ventilated for < 1 hour is not assigned code 13882-00
[569] Management of continuous ventilatory support, < 24 hours. True or False?
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13.4 A patient is admitted to the intensive care unit (ICU) and is intubated and ventilated
via an endotracheal tube (ETT) then extubated 20 hours later. Two days later, the
patient is taken to the operating theatre and returns to ICU still ventilated. The
patient is extubated 16 hours later. Three days later, the patient is transferred to
theatre again. This time, the patient returns to ICU still ventilated for a further 8
hours. Which of the following codes would be assigned?

a) 13882-00 [569] Management of continuous ventilatory support, < 24 hours
b) 13882-01 [569] Management of continuous ventilatory support, > 24 and < 96 hours

c) 13882-02 [569] Management of continuous ventilatory support, 2 96 hours

14. ACS 1506 Fetal presentation, disproportion and abnormality of
maternal pelvic organs

14.1 The fetal presentations and positions listed in ACS 1506 Fetal presentation,
disproportion and abnormality of maternal pelvic organs are all abnormal positions.
True or False?

14.2 Abnormal fetal presentations should always be coded. True or False?

14.3 Codes from categories 0O64-066 (excluding uterine scar) should be assigned where
care and/or intervention is required in which circumstances?
a) when first diagnosed before labour
b) when first diagnosed during labour

c) regardless of when the condition is first diagnosed

14.4 Which ICD-10-AM code(s) should be assigned for a patient admitted for a trial of
scar due to a previous caesarean section, who delivers vaginally?
a) 034.2 Maternal care due to uterine scar from previous surgery
b) 0O75.7 Vaginal delivery following previous caesarean section

c) both a) and b)
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15. ACS 1552 Premature rupture of membranes, labour delayed by
therapy

15.1 042.2 Premature rupture of membranes, labour delayed by therapy should be
assigned when steroids are administered to the mother. True or False?

15.2 042.2 Premature rupture of membranes, labour delayed by therapy can be
assigned with which of the following codes:
a) 042.0 Premature rupture of membranes, onset of labour within 24 hours
b) 042.11 Premature rupture of membranes, onset of labour between 1-7 days later
c) both a) and b)

15.3 Codes for premature rupture of membranes can be assigned based on times for the
establishment of labour. True or False?

16. Other updates to ICD-10-AM, ACHI and ACS

16.1 The ‘Use additional code’ instruction for hypertension has been removed from code
range 120-125. True or False?

16.2 A single spontaneous vaginal delivery with manual removal of placenta should be
assigned which of the following ICD-10-AM codes?
a) 080 Single spontaneous delivery
b) 081 Single delivery by forceps and vacuum extractor
c) 082 Single delivery by caesarean section

d) 083 Other assisted single delivery
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16.3

16.4

16.5

16.6

16.7

16.8

37217-01 Implantation of fiducial markers is located in which ACHI chapter?

a) Chapter 12: Procedures on male genital organs

b) Chapter 18: Radiation oncology procedures

Case scenario

From the case scenario below, assign and sequence the appropriate ICD-10-AM and ACHI
codes.

A 57 year old female is admitted to hospital with long history of left leg varicose veins for
removal. The varicose veins are removed through stab avulsions under intravenous (1V)
sedation (ASA 1).

Complete the following code title:

(G83.81 Facial paralysis due to

Which of the following codes have been expanded in Ninth Edition:

a) L02.4 Cutaneous abscess, furuncle and carbuncle of limb
b) L84 Corns and callosities
c) L97 Ulcer of lower limb, not elsewhere specified

d) all of the above

38488-09 [628] Percutaneous replacement of mitral valve with bioprosthesis
includes cardiac catheterisation. True or false?

Administration of IV dextrose in a neonate should be coded. True or false?
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16.9 Which of the following is the appropriate extension code to 96199 [1920]
Intravenous administration of pharmacological agent for IV administration of iron in
a same day episode of care?

a) -07 Nutritional substance
b) -08 Electrolyte

c) -09 Other and unspecified pharmacological agent

16.10 Insert the correct word to complete the following ACS code title:
never always

ACS 0049 Disease codes that must be assigned
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17.

Answers

1 Supplementary codes for chronic conditions
1.1 (c). ACS 0003 Supplementary codes for chronic conditions has been created to
provide background and instructions for assignment of supplementary U codes.
1.2  Supplementary/codes for chronic conditions
1.3  Supplementary codes are not to be assigned:
a) in addition to another chapter code for the same condition
c) for a past history of a condition
d) for an acute condition
1.4 False. Supplementary ‘U’ codes have been mapped to be excluded from DRG
allocation.
1.5 Where the decision is unclear whether a code from U78.- to U88.- should be
assigned do not assign the code.
1.6  The following conditions would not be eligible for assignment of U codes:
(c) acute renal failure — this is an acute condition. Supplementary codes are only
for chronic conditions
(d) breast cancer — cancers have not been included in the list of supplementary
codes as current cancers will usually meet the ctirteria for code assignment
(h) psychosis — psychosis has not been included in the list of supplementary
codes as it is usually an acute condition
1.7 Answers:
a) Alzheimer’'s dementia — U79.1
b) intellectual impairment — U79.4
c) epilepsy — U80.3
d) coronary atherosclerosis — U82.1
e) hypertension — U82.3
f) multiple sclerosis — U80.2
g) depression — U79.3
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1.8 Case scenario answer:

Acute appendicitis No — code as per ACS 0001 Principal diagnosis
Hypertension Yes — assign U82.3 Hypertension
Down’s syndrome Yes — assign U88.2 Down’s syndrome

1.9 Clinical record 1 answer:

Hypertension Yes — U82.3 Hypertension

Obesity

Yes — U78.1 Obesity

Persistent atrial fibrillation No — Code as per ACS 0001 Principal diagnosis

ARF

No — Code as per ACS 0002 Additional diagnoses

Hypercholesterolaemia No — ACS 0002 Additional diagnoses — don’t code

Shingles

No — ACS 0002 Additional diagnoses — don’t code

Dilated ascending aorta No — ACS 0002 Additional diagnoses — don’t code

1.10 Clinical record 2 answer:

S09.9
S01.88
W22
W18.9
Y92.05
u73.2
E11.40
us2.3
us2.1
U86.2
U79.3
U80.5

Unspecified injury of head

Open wound of head

Striking against or struck by other objects
Unspecified fall on same level

Place of occurrence — home, bedroom

Activity — dressing

Type 2 diabetes mellitus with unspecified neuropathy
Hypertension

Ischaemic heart disease

Arthritis and osteoarthritis

Depression

Tetraplegia, paraplegia, diplegia, monoplegia and hemiplegia, due to any
cause

1.11 Clinical record 3 answer:

M75.1
El11l.61

B18.1
786.43
us2.3
u86.1
u83.3

Rotator cuff syndrome

Type 2 diabetes mellitus with specified diabetic musculoskeletal and
connective tissue complication

Chronic viral hepatitis B without delta-agent

Personal history of tobacco use disorder

Hypertension

Rheumatoid arthritis

Asthma, without mention of chronic obstructive pulmonary disease
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2 Sepsis

2.1 R65.1
2.2 (c) A41.9 and K83.0
2.3 False. ACS 0110 SIRS, sepsis, severe sepsis and septic shock notes: Severe
sepsis is inherent in septic shock and therefore severe sepsis does not need to be
coded if R57.2 Septic shock is assigned.
2.4  Clinical record 4 answer:
A41.52  Sepsis due to Pseudomonas
A40.1 Sepsis due to streptococcus, group B
R57.2 Septic shock
L89.14  Pressure injury, stage Il, lower back
B95.6 Staphylococcus aureus as the cause of diseases classified to other
chapters
Z06.67 Resistance to multiple antibiotics
N39.0 Urinary tract infection, site not specified
N20.0 Calculus of kidney
U80.2 Multiple sclerosis
u80.5 Quadriplegia
2.5 Clinical record 5 answer:
A41.51 Sepsis due to Escherichia coli [E. Coli]
N39.0 Urinary tract infection, site not specified
E87.6 Hypokalaemia
R64 Cachexia
R15 Faecal incontinence
R32 Unspecified urinary incontinence
U79.1 Dementia (including in Alzheimer’s disease)
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3 Cystic fibrosis

3.1

3.2
3.3

3.4

3.5

4.1

4.2

4.3

4.4

4.5

4.6

False. Assign E84 Cystic fibrosis and codes for its manifestations according to the
guidelines in ACS 0001 Principal diagnosis and ACS 0002 Additional diagnoses.

(d) all of the above
(b) N46 and E84
Case scenario answer:

J98.1  Pulmonary collapse
E84 Cystic fibrosis
K80.20 Cholelithiasis

Clinical record 6 answer:

Ja7 Bronchiectasis
E84 Cystic fibrosis

Pressure injury

(d) L89.29 Pressure injury, stage lll, other site of lower extremity (excluding heel
and toe)

1B, 2D, 3A, 4C

True. Assign multiple pressure injury codes as appropriate to identify all pressure
injuries, however, do not double code (ie repeat code in the code string for the
same site and severity as per ACS 0025 Double coding).

(d) L89.99. Pressure injuries without documentation of the stage should be
assigned as L89.9- Pressure injury, unspecified stage. Assignment of L89.4-
Pressure injury, unstageable, so stated or L89.9- Suspected deep tissue injury,
depth unknown, so stated require clinical documentation of specific terminology to
be assigned.

False. Pressure injuries may improve or deteriorate during hospitalisation. If
different stages are documented for a pressure injury of the same site, assign a
code for the highest stage for that site.

(b) COF 2. If pressure injuries are present on admission, assign a condition onset
flag of 2.
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4.7

4.8

Case scenario answer:

J18.9 (2) Pneumonia, unspecified

L89.09 (2) Pressure injury, stage I, other site of lower extremity (excluding heel
and toe)

L89.14 (2) Pressure injury, stage Il, lower back

Case scenario answer:

L89.15 (2) Pressure injury, stage Il, ischium

L89.19 (2) Pressure injury, stage Il, other site of lower extremity (excluding heel
and toe)

L89.09 (1) Pressure injury, stage I, other site of lower extremity (excluding heel
and toe)

5 Rehabilitation care

5.1 (c) Z50.9 Care involving use of rehabilitation procedure, unspecified. Details of
the specific rehabilitation will be indicated by the appropriate intervention codes.
5.2  (b) the underlying condition requiring rehabilitation. This would previously have
been sequenced as the first listed additional diagnosis.
5.3 Case scenario answer:
S72.00 Fracture of neck of femur, part unspecified
W06.9 Fall involving unspecified bed
Y92.05 Place of occurrence, bedroom
U73.2 While resting, sleeping, eating or engaging in other vital activities
Z50.9 Care involving use of rehabilitation procedure, unspecified
5.4  Clinical record 7 answer:
M48.061 Spinal stenosis, lumbar region
G55.3* Nerve root and plexus compressions in other dorsopathies (M45 — M46+,
M48.-1, M53 — M54+)
Z50.9 Care involving use of rehabilitation procedure, unspecified
U82.3 Hypertension
U86.2  Arthritis and osteoarthritis
95550-02 [1916] Allied health intervention, occupational therapy
95550-03 [1916] Allied health intervention, physiotherapy
95550-01 [1916] Allied health intervention, social work
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5.5

Clinical record 8 answer:

M17.1  Other primary gonarthrosis

Z50.9 Care involving use of rehabilitation procedure, unspecified
Z96.65 Presence of knee implant

E11.9 Type 2 diabetes mellitus without complication

U82.3 Hypertension

U83.3 Asthma

95550-03 [1916] Allied health intervention, physiotherapy
95550-01 [1916] Allied health intervention, social work

6 Updates to cardiac Australian Coding Standards

6.1

6.2

6.3

6.4

7.1

7.2

7.3

7.4

This information is now located in ACS 0934 Cardiac and vascular
revision/reoperation procedures which is more appropriate.

True. ACS 0941 Arterial disease has been updated and this criteria has been
removed. Coders should assign a code from category 125.1- when coronary artery
disease is documented and the clinical documentation indicates that it is
significant.

(b). ACS 0909 Coronary artery bypass grafts has been updated regarding
assignment for complications of CABG. Coders should code complications based
on the clinical documentation provided rather than a specific timeframe.

(b). ACS 0934 Cardiac and vascular revision/reoperation procedures includes
specific instructions for reoperation of peripheral vessels.

ACHI Chapter 7 Procedures on respiratory system

False. Ninth Edition does not distinguish between rigid and fibreoptic
bronchoscopies.

(c). The correct code title is 41905-06 [546] Endoscopic insertion of bronchial
device.

(c). ACHI block [547] Other procedures on bronchus includes two new codes for
destruction procedures on bronchus.

Case scenario answer:

C34.0 Malignant neoplasm of bronchus and lung, main bronchus
M8240/3 Carcinoid tumour NOS
41898-04 [544] Endoscopic [needle] biopsy of bronchus
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8 Dengue

8.1 A97.0 Dengue without warning signs

8.2 with

8.3  Clinical record 9 answer:
A97.9 Dengue, unspecified

9 Allergen challenges

9.1 True

9.2 False. ACS 2115 Admission for allergen challenge notes “Allergen desensitisation
(immunotherapy) is different to allergen challenge as it involves the ongoing
administration of gradually increasing doses of allergen extracts in order to reduce
sensitivity. Allergen desensitisation is assigned a code from Z51.6- Desensitisation
to allergens.”

9.3 challenge

9.4 1D, 2A, 3B, 4C

9.5 Case scenario answer:
Z41.82 Food challenge
Z88.8  Personal history of allergy to other drugs, medicaments and biological

substances

9.6 Case scenario answer:
Z41.82 Food challenge
L50.0  Allergic urticaria
Y57.9 Drug or medicament, unspecified
Y92.22 Place of occurrence, Health service area
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10 Obesity procedures

10.1

10.2

10.3

Case scenario answer:
31587-00 [1895]  Adjustment of gastric band
Case scenario answer:

30511-14 [889] Gastric banding
92514-99 [1910] General anaesthesia, ASA 9, nonemergency

1C, 2D, 3A, 4B

11 ACS updates relating to Chapter 21 Factors influencing health

111

11.2

11.3

114

status and contact with health services

(c) ACS 2103 Admission for post acute care
(a) Z51.88 Other specified medical care

(c). ACS 2117 Non-acute care has been created to provide classification
instructions for multiple types of non-acute care.

Case scenario answer:

Z51.88 Other specified medical care
J18.9  Pneumonia

12 ACS 0031 Anaesthesia

12.1

12.2

False. ACS 0031 Anaesthesia has been updated to allow more than one code to
be assigned from block [1909] Conduction anaesthesia for each ‘visit to theatre’.
However each type of conduction anaesthesia should be assigned once only.

Case scenario answer:

30614-03 [990] Repair of inguinal hernia, bilateral

92514-29[1910] General anaesthesia, ASA 2, nonemergency

92510-29 [1909]  Regional block, nerve of trunk, ASA 29

Note: ACS 0031 Anaesthesia has been updated to include the following
instruction: “An ASA score where a single ASA value is not clearly documented
(eg 2/3 or 2-3) is an incorrect use of the ASA status. Such a score should be
clarified with the anaesthetist, however, if this is not possible, assign the code
representing the higher score.”
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12.3

Case scenario answer:

49519-00 [1518]  Total arthroplasty of knee, bilateral
92508-19 [1909]  Neuraxial block, ASA 19
92512-19[1909] Regional block, nerve of lower limb, ASA 19

13 ACS 1006 Ventilatory support

13.1

13.2

13.3

13.4

Weaning is the process of reducing the ventilatory support, leading to complete
discontinuation of the CVS.

True. Where CVS via the tracheostomy recommences > 24 hours following
cessation of CVS a new period of ventilation commences.

True. This includes patients who die or are discharged or transferred.

(a) 13882-00 [569] Management of continuous ventilatory support, < 24 hours.
ACS 1006 Ventilatory support (point 1f) states: Where a patient has multiple visits
to theatre requiring ventilation, each period of ventilation should be considered
individually. If the period of ventilation post surgery is less than or equal to

24 hours, a code for ventilation is not assigned and not used cumulatively with
other periods of ventilation in the episode of care.

14 ACS 1506 Fetal presentation, disproportion and abnormality of

maternal pelvic organs

14.1 False. They include both abnormal and normal positions.

14.2 False. ACS 1506 instructs that codes for abnormal fetal presentations should only
be assigned if they meet the criteria for code assignment in ACS 0001 Principal
diagnosis or ACS 0002 Additional diagnoses.

14.3 (c). Where care and/or intervention is required during labour, they should be
assigned regardless of when the condition is first diagnosed (with the exception of
uterine scar).

14.4 (b). Where a patient proceeds to vaginal delivery after trial of scar, assign O75.7
Vaginal delivery following previous caesarean section. Code 034.2 is not
assigned as per the excludes note.
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15 ACS 1552 Premature rupture of membranes, labour delayed by
therapy

15.1 False. Steroids are administered to the mother to mature the baby’s lungs, not to
delay pre-term labour/delivery. O42.2 should only be assigned when tocolytic
agents are administered.

15.2 (a). The excludes note at O42.11 precludes it from being assigned with 042.2.

15.3 False. The Tabular List note at 042 Premature rupture of membranes states:
‘Premature/pre-labour rupture of membranes’ must be documented; a code from
this category should not be assigned based on documentation of the times for the
establishment of labour alone.

16 Summary of other updates

16.1 True. The ‘use additional code’ instruction has been removed. 110 Hypertension
should now be assigned when it meets the criteria for code assignment in
ACS 0002 Additional diagnoses.

16.2 (d). The includes list at O83 Other assisted single delivery has been updated to
include single delivery assisted (facilitated) by manual removal of placenta.

16.3 (b). Ninth Edition contains a new generic code for implantation of fiducial markers
and the specific code for prostate has been deleted.

16.4 Case scenario answer:

183.9 Varicose veins of lower extremities without ulcer or inflammation
32504-00 [727] Interruption of varicose veins of multiple tributaries
92515-19 [1910] Sedation, ASA 19

16.5 G83.81 Facial paralysis due to cerebrovascular accident

16.6 (d). These codes have been expanded to specify foot which qualify the
assignment of diabetic foot.

16.7 True. The coding conventions have been updated at several codes in ACHI
Chapter 8: Procedures on cardiovascular system. Some have been updated to
include cardiac catheterisation and others have removed the instruction ‘Code
also when performed: coronary angiography’.

16.8 True. ACS 1615 Specific diseases and interventions related to the sick neonate
has been updated at Parenteral fluid therapy to specify that administration of
dextrose should be coded in neonates.
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16.9 (c). Inclusion terms for dextrose and iron have been added to the extension -09
Other and unspecified pharmacological agent at ACHI block [1920].

16.10 never. ACS 0049 Disease codes that must never be assigned provides a
centralised list of codes never to be assigned based on existing classification
instructions.
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