Quality of external

cause of injury data
in hospital records:
What do clinical coders think?
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Researchers at the National Centre

for Classification in Health, the
National Injury Surveillance Unit,

and Injury Prevention and Control
Australia are currently conducting a
three-year research project funded

by the Australian Research Council to
investigate the quality of external cause
data in hospital records.

This project involves five phases including a
detailed secondary data analysis of national
hospital morbidity data, a survey of clinical

coders and injury researchers, a hospital

record review, and an educational program
focusing on requirements for better quality
external cause of injury data, which will be
targeted at clinical coders, clinicians and
injury researchers.

The survey of clinical coders, which was
conducted in April/May 2006, sought to
identify factors affecting external cause
coding, coders’ views regarding the reasons
for a lack of utilisation and specificity of
current external cause codes, in addition to
any problems experienced with coding data
for which codes are unavailable and ~ »pp
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codes which are ambiguous. The levels of support

and resources for coders for external cause coding
were also explored. Valuable information and feedback
was gathered from coders across Australia from this
survey which will be used to inform the update and
revision process of the external cause chapter of
ICD-10-AM, and this article presents some of the
major findings to date.

Participants

The survey was conducted via a web-based
questionnaire, with e-mail and paper versions to allow
surveys to be posted or e-mailed to clinical coders
where access to the internet was limited. Four hundred
and two coders Australia-wide participated in the
questionnaire giving an overall response rate of around
40% of the estimated total coder workforce.

The average age of the coders was 41 years (range
21-65 years) with 62% working full-time and 37%
working part-time (1% worked casually). A total of 169
coders had experienced two or more different modes of
coder training, and the most common form of coding
education was an undergraduate university course
(45% of respondents).

Support and resources

Coders indicated which resources they had access

to, and which resources they used, to assist them in

the coding of external cause information. The most
common resource accessible to coders was coding
books, with 76% stating that they had access to coding
books. Figure 1 outlines the number of coders who had
access to different resources and the proportions of
coders who used and didn’t use these resources.
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Figure 1: Resources used by coders to code
external cause information
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Coders were asked from whom they sought help if
they had difficulty coding external causes. The most
common source of help was other coders, with 87% of
coders stating that they consult other coders if required.
Almost 60% of coders indicated that they seek help
from the NCCH query database, while just 35% of
coders sought help from their State coding committee,
and only 16% of coders sought help from Code-L.
Around 50% of coders indicated they had no or low
levels of support from clinical staff to clarify external
cause information or access to specific external cause
coding training.

Quality of source documentation
for external causes

Participants reported that the highest quality external
cause documentation came from ambulance reports,
which were rated as a good source of information by
over half of the respondents (see Figure 2). In contrast,
almost half of the respondents stated that discharge
summaries were a poor source of information for
external causes. These findings were similar for both
place of occurrence and activity information.
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Figure 2: Quality of external cause information in
different documentation sources
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Factors influencing coding
of external causes
When assessing the factors that influence a coder’s

ability to code external cause effectively, coders rated
missing or ambiguous external cause information and



missing documentation as the factors with the greatest
impact for external cause coding in general, and also
for assignment of place and activity (see Figure 3).
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Figure 3: Impact of factors affecting quality of
external cause coding

Coder satisfaction with
external cause codes

Coders reported their level of satisfaction with
ICD-10-AM by code blocks in terms of the ease of
finding the ICD-10-AM index entries, the number

of codes available and the specificity of the codes
available. Coders reported lower levels of satisfaction
with the Complications of Surgical and Medical Care
code blocks compared to all other code blocks when
considering index entries, number and specificity of
codes. Between 20 and 30% of coders reported low
satisfaction with this code block and very few coders
were highly satisfied with the block. Coders were also
considerably dissatisfied with the number and specificity
of codes for place and activity, with 25-30% of coders
reporting low satisfaction with these codes.

Medico-legal issues

While around 60% of coders reported that drug and
alcohol involvement is often or always documented

in medical records, only 27% of coders reported that
perpetrator of assault information is often or always
documented where relevant. Almost 29% of coders
reported that perpetrator of assault information is rarely
or never documented in medical records. Over 36% of
coders stated that intent is rarely or never documented
for transport incidents.

Value of external cause information

Coders ranked from least to most important a range

of factors relating to their perceived value of external
cause information. The most important reason for
coding external cause information (according to almost
60% of coders) was for research, followed by informing
policy (54% ranked as most important) and injury
prevention (51% ranked as most important). The least
important reason for external cause information was for
resourcing/casemix, with over 22% of coders rating this
as the least important factor.

Improving external cause coding

Coders were asked to what extent external cause
coding quality could be improved through various
different measures. Over 85% of coders considered
improving the quality of documentation in the
emergency department would have a high impact on
the quality of coded data. Seventy-eight percent of
coders considered that the introduction of a structured
form for external cause information would have a high
impact.

Approximately 14% of coders provided additional
comments regarding ways to improve external cause
coding, with the main suggestions being to:

¢ educate clinical staff on the need for documentation
about the causes of injuries

e improve the classification system to better capture
data about common causes of injuries

* improve documentation from clinical staff

* standardise all data sources (such as ambulance
and emergency department data), and

¢ introduce a central form where all external cause
information is recorded.

Areas of classification where more or
improved codes are considered necessary

Around 30% of coders provided the comments

in response to the question regarding areas of
classification that need improvement or augmentation.
Almost a quarter of these responses pertained to
improvements to the activity codes, with coders
indicating difficulty coding activities beyond sports or
working for an income. While coders noted that there is
considerable detail available for the coding of sporting
activities, difficulty is experienced with coding leisure-
style activities, differentiating between sports and leisure
activities, coding of activities pertaining to children
playing, and capturing details regarding activities
pertaining to daily living.

Around 16% of responses related to improvements
to the Complications of Surgical and Medical Care
codes, with the lack of specificity of codes for medical
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and surgical complications problematic. Difficulties are
experienced using the Table of Drugs and Chemicals,
and the coding of adverse events due to herbal
medicines was flagged as an area requiring attention.

Approximately 12% of coders highlighted the coding
of accidental falls as particularly problematic. A lack of
clinical documentation regarding the cause of the fall
limits coders’ ability to assign more specific falls codes.
Coders also highlighted the need for a falls code to
identify if the cause of the fall was a medical condition,
such as a fall associated with syncope, collapse or
seizure.

Several other areas for improvement were highlighted
by coders in relation to the external cause classification,
including:

¢ Improved capture of food substances involved in
allergic reactions to food

* Improving the codes to capture when a person
injures themselves through intentionally striking an
object or a person

¢ Revisions of the ICD-10-AM index to remove non-
Australian terms and improve the indexing of place
and activity terms

* Increasing the specificity of place of occurrence
codes, particularly to capture specific parts of the
home beyond the driveway.

Thank you to all coders who participated in the survey.
If you require further information about this project,
please contact Dr Kirsten McKenzie (ph 07 3138 9753,
e-mail k.mckenzie@qut.edu.au).

About the research team

National Centre for Classification in Health:
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Mrs Emma Enraght-Mooney (PhD Scholar)
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Mr Geoffrey Henley (Research Officer)

Injury Prevention and Control Australia:
Professor Rod McClure (Research Director)

Performance
Indicators for
Coding Qualrty

If health data quality is important to you, then PICQ is the solution

Performance Indicators for Coding Quality (PICQ)™
is the quality control tool for identifying coding errors.
PICQ makes it easy to measure |CD-10-AM/ACHI coded
patient morbidity data using a series of indicators based on
Australian Coding Standards (ACS) and coding conventions.

For further information and to order:
NCCH Sydney

Phone: +61 2 9351 9461

E-mail: ncchsales@usyd.edu.au

PICQ can identify data problem areas, suggest possible causes

and provide corrections. PICQ will measure data accuracy
against specific indicators and data quality over time.
PICQ can assist coder education and provide feedback to
individual coders.

PICQ 2006 has new indicators for ICD-0-AM/ACHI Fifth
Edition to check code edits, completeness, redundancy,
specificity and sequencing.
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10-AM Commandments

Postoperative anaemia

The NCCH received a query asking whether
postoperative anaemia could be assumed as
posthaemorrhagic anaemia in the absence of any
documented cause.

Postoperative anaemia in surgical patients is not
always caused by acute haemorrhage. It may occur

in cases with poor nutrition, pre-existing anaemia,
blood disorders with low haemoglobin, chronic kidney
disease, malignancy, other chronic diseases such

as rheumatoid arthritis or irritable bowel disease or
diminished erythropoiesis during postoperative recovery.

Classification

D62 Acute posthaemorrhagic anaemia should only be
assigned for post-operative cases where the cause of
anaemia is documented as due to haemorrhage.

There must be confirmation from the clinician that
postoperative anaemia is due to acute haemorrhage to
be able to assign the abovementioned code.

Diabetes with carpal tunnel syndrome

The NCCH was asked to clarify whether carpal tunnel
syndrome in a patient with diabetes should be assigned
E1-.41 Diabetes Mellitus with diabetic mononeuropathy
as carpal tunnel syndrome can be regarded as a
mononeuropathy. Clinical advice received by the
NCCH on this issue indicates that it is still under
deliberation and no consensus has been achieved.

Classification

Therefore, until further clinical advice is received, carpal
tunnel syndrome in a patient with diabetes should not
be coded to diabetic mononeuropathy.

Diabetes with hypernatraemia

The NCCH was asked to confirm if E11-E14 with
extensions of .01 and .02 Diabetes mellitus with
hyperosmolarity without coma and Diabetes mellitus
with hyperosmolarity with coma could be assigned
for patients with diabetes and hypernatraemia. While
there are no index entries for hypernatraemia under
‘Diabetes, diabetic’, ‘with’, the excludes notes at
E87.0 Hyperosmolality and hypernatraemia directs
coders to assign a code from E11-14 with a common
fourth character of .0 when coding patients with
diabetes and hypernatraemia.

Classification

Clinical advice confirms that hypernatraemia
usually implies hyperosmolarity and the terms are
interchangeable.

The NCCH will consider indexing ‘Diabetes’, ‘with’,
‘hypernatraemia’ for a future edition of ICD-10-AM.

Pain versus injury post trauma

Patients involved in trauma accidents such as motor
vehicle accidents, fall from height, sports injury, etc
may present at the emergency department with pain
in certain areas of the body without any obvious
injury. The NCCH received a query asking whether
the principal diagnosis in these cases should be pain
or injury as it could be argued that pain signifies an
underlying injury.

Classification

In the scenario cited, the underlying injury should be
coded. It is important to classify the injury and the
external cause code to reflect the admission.

Example

Patient admitted to accident and emergency (A&E)
post motor vehicle accident (MVA) complaining

of neck and back pain. Investigations to exclude
injuries reveal no abnormal findings and analgesics
were given. The patient is discharged with a final
diagnosis of neck and back pain.

Codes: S19.9 Unspecified injury of neck

S$39.9 Unspecified injury of abdomen,
lower back and pelvis

Appropriate external cause, place of
occurrence and activity codes

Open reduction and internal fixation of
fractured ribs

The NCCH was asked to provide advice on the coding
of open reduction and internal fixation of fractured ribs
as a specific code for this procedure does not exist in

the Australian Classification of Health Interventions
(ACHI).

Classification

The most appropriate code at present is 48409-10
[1374] Osteotomy of rib with internal fixation. If the
procedure is performed bilaterally or on multiple ribs,
ACS 0020 Multiple/Bilateral Procedures should be
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applied. Each reduction and internal fixation should be
coded separately.

The NCCH has also received a public submission on
this subject and will review this area for a future edition

of ACHI.

Laparoscopic hystereciomy

Hysterectomy is one of the most common surgical
procedures performed and the standard approach is
either abdominal or vaginal. However, developments
in endoscopic surgery have resulted in new procedures
such as laparoscopically assisted vaginal hysterectomy
(LAVH) and total laparoscopic hysterectomy (TLH).

Laparoscopically assisted vaginal hysterectomy (LAVH)
is a procedure where laparoscopic techniques are used
only to separate the upper uterine pedicles.

The laparoscopic portion of the operation is
discontinued at the level of the uterine arteries.

The division of the uterine arteries and final detachment
of the uterus is completed through the vagina.

A different procedure, called total laparoscopic
hysterectomy (TLH), is entirely performed through the
laparoscope. The uterus is removed in tiny portions
abdominally through laparoscopic ports. It can also
be removed vaginally via a small incision. An electric
morcellator cuts the uterus and adnexa into small
pieces so that the fissue can be removed through
these small incisions. A transvaginal tube known as
a McCartney’s tube can also be used to remove the
uterus and adnexa.

Another method that differs from total laparoscopic
hysterectomy is when the cervix is retained while the
body of the uterus is detached and removed through
small incisions near the pubic hairline. This is known
as a supracervical laparoscopic hysterectomy or
subtotal laparoscopic hysterectomy (C Verco, personal
communication, September 26, 2006).

Classification

There are specific codes in Block 1269 Vaginal
hysterectomy for LAVH. However, there: cire currently no
specific codes available in ACHI for total laparoscopic
hysterectomy or subtotal laparoscopic hysterectomy.
New codes will be intfroduced in a future edition of

ACHI.

In the interim, when total laparoscopic hysterectomy
(TLH) is documented, check the operation report to
verify if the uterus is removed vaginally or abdominally.

If removed abdominally assign:
35653-01 [1268] Total abdominal hysterectomy
30390-00 [984] Laparoscopy
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If removed vaginally assign:
LAVH codes from Block 1269 Vaginal hysterectomy

When subtotal or supracervical laparoscopic
hysterectomy is documented, assign:

35653-00 [1268] Subtotal abdominal hysterectomy
30390-00 [984] Laparoscopy

Magnetic resonance
cholangiopancreatography (MRCP)

MRCP is a procedure where magnetic resonance
imaging (MRI) is used to visualise the bile ducts,
pancreatic duct and the gallbladder.

Classification
MRCP should be coded to 90901-05 [2015] Magnetic

resonance imaging of abdomen.

Doy ears of breast

A dog ear of breast is an excessive redundant roll of
skin which can be found at the corner of an incision

in the axilla or underarm when too much skin is
gathered at an angle. It can occur after mastectomy or
reduction mammoplasty and is not a complication of
the procedure. The condition may improve with time, or
it can be surgically corrected by excision.

Classification

For episodes of care involving excision of dog ears of
breast assign:

Z42.1 Follow-up care involving plastic surgery of breast
90676-00 [1660] Other procedures on skin and

subcutaneous tissue

Drug dependence and withdrawal codes
F10-F19

The NCCH received a query on whether the .2
dependence syndrome code should be assigned with
the .3 withdrawal state code as drug dependence is
inherent for a patient in a withdrawal state.

Classification

There is no directive preventing the assignment of the
.2 dependence syndrome code with the .3 withdrawal
state code. However, following clinical and international
advice, the NCCH agrees it is unnecessary to assign
both codes as the dependence is inherent in the
withdrawal state.

A proposal will be forwarded to WHO to improve
the indexing and addition of excludes notes at these
categories.

ACS 0503 Drug, Alcohol and Tobacco Use Disorders
will be amended for a future edition of Australian

Coding Standards.
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ICD-10-AM/ACHI/ACS

Continuing education workshops 2007

The first continuing education workshop will be held
on 25 July 2007 in Brisbane prior to the NCCH
conference. The content for this workshop will cover
more general coding scenarios and clinical record
abstracts based on issues highlighted from the Fifth
Edition education program and from queries generated
since implementation.

Topics include:

* additional diagnoses

* injuries and external causes
* obstetrics

* surgery

* and more.

As in previous years, participants will be required to
code the case scenarios and clinical record abstracts
prior to attending the workshop in order to gain the
most benefit from attending. It is planned that this
workshop will provide the basis for national continuing
education workshops later in 2007.

The coder education process for each new edition of
ICD-10-AM/ACHI/ACS continues to be beneficial for
all clinical coders as evidenced in the evaluation forms
received from the Fifth Edition workshops. The majority
of clinical coders continue to feel that on-line material
combined with the opportunity to attend a workshop
provided a sound education program.

ATTENTION CLINICAL CODERS!

The NCCH needs case scenarios or
clinical record abstracts for possible
use in future education workshops!

We would like to streamline future workshops to
provide more relevant cases to suit participants’
needs. Therefore, we need cases from you.

It you have a case that can be used, please
either send a de-identified copy to the NCCH
or summarise the case and e-mail fo us.

Contact Megan Cumerlato for further information
Phone: 02 9351 9449.

E-mail: m.cumerlato@usyd.edu.au

Post: NCCH PO Box 170 Lidcombe NSW 1825
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ICD-10-AM/ACHI/ACS query process

Coding Matters, volume 12 number 3, detailed the
process for identifying and resolving coding queries in
the ICD-10-AM/ACHI/ACS classification. This article
will further summarise and illustrate the query process.

The ICD-10-AM/ACHI/ACS coding query process has

two maijor roles:

* to provide an avenue for coders to resolve coding
problems encountered whilst assigning disease and
procedure codes to patient episodes of care.

* to provide feedback to the NCCH, highlighting
problems within the classification which may be
reviewed and updated for future editions of

ICD-10-AM/ACHI/ACS.

The coding query process:

Individual review ’

State/Territory
coding advisory review

NCCH review

Query database

Selected decisions
into Coding Matters

Identified problems
flagged for potential
updating of future editions
of ICD-10-AM/ACHI/ACS

8  codingmatters Volume 13 Number 3 December 2006

Individual/State/Territory review

The query process for clinical coders before submitting
a query fo their State coding advisory committee:

* Review current edition of ICD-10-AM/ACHI/ACS

(including errata)
¢ Check the query database for similar/related queries
* Search reference texts/web search

* Seek advice from peers/local coding group/
clinicians

* Send unresolved queries to state/territory coding
advisory committee for decision.

State/Territory coding advisory
commitiees

Contact details for your State coding advisory
committee can be found on the NCCH website www3.
ths.usyd.edu.au/ncchwww/site/state_coding_advisory.htm

NCCH review

The NCCH reviews and considers every query received.
Depending on the nature of the query, the review
process may also include:

¢ Checking other classifications

* Seeking clinical advice from appropriate Clinical
Classification and Coding Group (CCCG) or other

affiliated clinicians

¢ Reviewing NCCH documentation pertaining to

development of ICD-10-AM/ACHI/ACS

* Seeking international advice, World Health
Organization (WHO) and members of the Update
and Revision Committee (URC), on issues of ICD-10
convention, where relevant.

Query decisions may be reviewed or downloaded from
the NCCH website www3.ths.usyd.edu.au/ncchwww/
site/4.3.htm.

Grouping issues

Queries about AR-DRG grouping should be forwarded
directly to the Acute Care Division, Australian
Government Department of Health and Ageing (www.
health.gov.au)

When a query sent to the NCCH involves both coding
and grouping issues, the NCCH will address the coding
issue and then liaise with the Acute Care Division,
Australian Government Department of Health and
Ageing.



How it works Poncreos

The pancreas is a 15-25 cm soft rectangular
retroperitoneal organ located posterior to the stomach
and lying within the duodenal curve. It has three
regions: a head, body and tail. The pancreatic head
lies adjacent to the second part of the duodenum while
the tail extends towards the spleen.

The pancreatic duct (duct of Wirsung) runs the length
of the pancreas and empties into the second part of the
duodenum at the ampulla of Vater. The common bile
duct commonly joins the pancreatic duct at or near this
point. The ampulla opens through the duodenal papilla
and is surrounded by the sphincter of Oddi. There may
be an accessory pancreatic duct (duct of Santorini)
entering more proximally.

Functions

The pancreas has two main functions, exocrine and
endocrine.

* The exocrine pancreas produces bicarbonate rich
fluid (daily secretion of 1.5 to 2 litres) containing
many enzymes which help in the digestion of
proteins, carbohydrates and, particularly, fats.
Bicarbonate is also produced in large amounts to
neutralise the acid produced by the stomach.

* The endocrine pancreas produces a series of
hormones which are important in maintaining a
normal level of sugar in the blood.

Common bile
duct

Pancreatic duct Pancreas

Duodenum

Exocrine pancreas

About 99% of the pancreas is made up of acinar cells
and centroacinar or ductal cells.

In the acinar cells there are zymogen granules that
contain many enzymes in their inactive precursor state
such as:

* trypsinogen, chymotrypsinogen, procarboxypeptidase
for protein digestion

* pancreatic amylase for carbohydrate digestion

* pancreatic lipase for degrading triglycerides into
glycerol and fatty acids

* nuclease to hydrolise RNA and DNA in food

* proelastase for digesting collagen in connective
tissue

* phospholipase A for reducing phospholipids to fatty
acid

These are secreted in inactive form to prevent self
digestion of the pancreas, itself. When the inactivated
form of trypsinogen reaches the intestine, the enzyme
enterokinase present in the intestinal mucosa activates
trypsinogen to the active form trypsin. This free trypsin
then converts other inactive enzymes to their active
forms to break down the different components of food.
To prevent accidental activation of trypsin, there is a
trypsin inhibitor in the pancreatic acinar cells.

The centroacinar (ductal) cells secrete fluids and
electrolytes. The bicarbonate solution secreted by the
pancreas helps neutralise the acidic juices and partly
digested food from the stomach before food digestion
can continue in the duodenum.

Pancreatic exocrine function is controlled by duodenal
hormones, secretin and cholecystokinon (CCK).
Pancreatic enzyme secretion is also regulated by vagal
nerve stimulation.

Endocrine pancreas

A small proportion (1-2%) of the pancreas is made up
of other types of cells called islets of Langerhans. These
cells sit in tiny groups, like small islands, scattered
throughout the tissue of the pancreas, and secrete
insulin and glucagon. Unlike the acinar cells, the islets
of Langerhans do not have ducts and secrete insulin
and glucagon directly into the bloodstream.

Volume 13 Number 3 December 2006 codingmatters 9



Insulin and glucagon are hormones that regulate

the level of glucose in the body. After a meal,
carbohydrates are broken down into glucose and
passed into the bloodstream. The pancreas responds to
the rising blood glucose by secreting insulin.

Insulin improves the uptake of glucose from the blood
across cell membranes and into the cells of the body.
Glucose is used as energy by the cells or is stored in
the liver or muscle cells as glycogen. The drop in blood
glucose level will activate the pancreas to stop secreting
insulin.

In diabetes mellitus there is insufficient production of
insulin, production of defective insulin, or the inability
of the body cells to respond properly to insulin (insulin
resistance). When there is resistance of the body cells
to insulin, the pancreas produces more insulin to
achieve normal blood sugar levels. Eventually, when
the pancreas can no longer produce enough insulin,
the blood glucose level begins to rise leading to Type 2
diabetes mellitus.

Glucagon has an opposite effect to insulin. The drop

in blood glucose level prompts the pancreas to slow
down the secretion of insulin, but increase the output of
glucagon. Glucagon breaks down glycogen in the liver
and releases glucose into the bloodstream. The rise in
the blood glucose level in turn signals the pancreas to
switch off glucagon release. This is known as a negative
feedback control mechanism.

ICD-10-AM

acs eBook
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Frequenily Asked Questions —Fori 2

The following Frequently Asked Questions (FAQs)

arose at the recent ICD-10-AM/ACHI/ACS Fifth Edition Definitions related to transport accidents

education workshops and relate to external cause of

injury coding. Advice was sought from the National (e) A pedestrian is any person involved in an

Injury Surveillance Unit (NISU) before these responses accident who was not at the time of the

were formulated. Many of the changes to this area of accident riding in or on a motor vehicle,

the classification were a result of a public submission railway train, streetcar or animal-drawn or

received from this Unit and it was therefore important other vehicle, or on a pedal cycle or animal.

that they be consulted regarding some of the issues Includes: person:

raised at the workshops. o aharnaling e o vekide

The standard abbreviation of ‘ACS’ has been used * moking adjustment to motor

throughout for ‘Australian Coding Standard’. This of vehicle

information is also available from the NCCH web site: * on foot

http://www.fhs.usyd.edu.au/ncch/ under ‘FAQs’. user of a pedestrian conveyance
such as:

External causes of iniury * baby carriage

* ice-skates

As baby capsules can also be used for sleeping « perambulator

as well as a car/travel device, what external cause

* push-cart
code would be assigned when a baby falls out of s Dush-chair
a baby capsule that is not being used as a travel e roller-skates
device at the time of the injury? S et

Assign W06.3 Fall involving bassinet. * skateboard

ICD-10-AM/ACHI/ACS will be amended in the > skis

future to reflect this advice. 0 oloe :
* wheelchair (powered)

Toddlers are often admitted because they have

injured themselves after falling out of a shopping ICD-10-AM/ACHI/ACS will be amended in the future to
trolley. As a shopping trolley is offen used to convey  reflect this advice.

a child as well as carrying shopping what external

cause code should be assigned? Should paintball injuries be classified to accident,
assault or undetermined intent2 The intent of
these sports is really not to hurt the opponent
therefore should they default to ‘accident” unless
documentation indicates otherwise?

Assign W02.9 Fall involving other and unspecified
pedestrian conveyance for when a child falls from
a shopping trolley. A ‘push-cart’ is defined (see
definitions list) in ICD-10-AM as a pedestrian
conveyance which is similar to a shopping trolley
and can be used to push a child around the shops.

ICD-10-AM/ACHI/ACS Fifth Edition is now available

The Fifth Edition volumes are now identified by their Fifth Edition was implemented across Australia on | July 2006.
respective titles. The ICD-10-AM Tabular List and Alphabetic  For further information and to order:

Index volumes are the disease classification. ACHI Tabular NCCH Sydney

List and Alphabetic Index volumes are the interventions Phone: + 61 2 935] 9461

classification. ACS is the Australian Coding Standards. E-mail: ncchsales@usyd.edu.au

ICD-0-AM ICD-10-AM Ac"" ACHI RS

ALPHABETIC INDEX

TABULAR LIST

ALPHABETIC INDEX
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It is likely that the vast majority of injuries related to
paintball guns will be accidental, unless otherwise

documented. Refer ACS 2005 Poisonings and
injuries — indication of intent.

Definitions related to transport accidents

(b) A public highway [trafficway] or street is the
entire width between property lines (or other
boundary lines) of land open to the public as
a matter of right or custom for purposes of
moving persons or property from one place to
another. A roadway is that part of the public

If a pedestrian conveyance accident (V00) occurs on
a ‘cycle way’ or ‘cycle path” what fourth character
should be assigned?

If there is no further information to indicate where highway designed, improved and customarily
the ‘cycle way/cycle path’ is located, eg in a park, used for vehicular traffic.

next fo road, assign a fourth character of .9 (c) A traffic accident is any vehicle accident
Unspecified whether traffic or nontraffic accident. occurring on the public highway [ie originating

on, terminating on, or involving a vehicle
partially on the highway]. A vehicle accident
is assumed to have occurred on the public
highway unless another place is specified,
except in the case of accidents involving only
off-road motor vehicles, which are classified
as nontraffic accidents unless the contrary is
stated.

If a motor vehicle is involved the event is likely to
have occurred in traffic, eg on a ‘cycle lane’ or
‘cycle path” adjacent to a road. In these instances
a fourth character of .1 Traffic accident would be
assigned.

If a pedestrian conveyance accident occurs on a
footpath outside a shopping centre located in a
shopping centre car park, would this be classified as

a traffic or nontraffic accident? There seems to be overlap between scooters
(powered) as a pedestrian conveyance and motor
scooter as a transport vehicle. What code should be
assigned if an accident was documented as being
caused by a ‘motor scooter’?

These areas are defined in the Australian Road Rules
as ‘road related areas’, therefore if this level of
detail is documented in the record assign a fourth
character of .1 Traffic accident. The following
definitions are provided in ICD-10-AM to assist As a general rule the following guidelines can be
coders in the assignment of these fourth characters followed:

for transport accidents: e if ‘motor scooter’ is documented, then a code

from V20-V29 Motorcycle rider injured in
transport accident should be assigned

e |f scooter (powered), scooter (electric) or
mobility scooter is documented assign a code
from VOO Pedestrian injured in collision with
pedestrian conveyance.

ICD-10-AM/ACHI/ACS

carry case —

Do you need to lug your classification
books about?

The new ICD-10-AM/ACHI/ACS

carry case is the answer. Now available,
the case provides protection for books
from rough handling and bad weather.
Nestle your volumes safely in a sturdy
polypropylene, water resistant case
with handle.

The carry case is specifically designed
and student-tested to carry your
ICD-10-AM/ACHI/ACS volumes.

Price $27.50 including GST

See the NCCH website for details of
how to order today.
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ICD-10 mortality coding ’rrcunmg in Indonesm

Garry Waller recently conducted ICD-10 mortality
coding training in Bogor, Indonesia for 16 coding
staff from the Indonesia Mortality Registration System
Strengthening Project (IMRSSP). The IMRSSP has been
working with the Indonesian Government to improve
processes related to death registration for mortality
reporting purposes. A major part of the strengthening
project is to improve capacity and develop sufficiently
trained coding staff to facilitate the coding of causes of
death and apply the WHO Selection and Modification
Rules for determining the Underlying Cause of Death
(UCOD).

Following some last minute rescheduling, training
commenced on Monday 24 July and concluded on
Friday 28 July. Certificates of aftendance were awarded
to all participants who included medical doctors,
epidemiologists and medical record personnel from
the three project sites: DK Jakarta, Surakarta and
Pekalongan. Although conducted over a very short time
frame, the training provided practical knowledge and
exercises in ICD-10 coding, application of the selection
and modification rules and using the Medical Mortality
Data System (MMDS) ACME Decision Tables.

The training concluded with participants working in
small groups to apply their knowledge to a sample
death certificate, assess its completeness, code and
apply the selection and modification rules and then
present the results and theory to the rest of the class.
Delivered in Bahasa Indonesian, the presentations

e
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Course participant Dr. Sarimawar Dijaja presenting to the class
in Bahasa Indonesian

allowed participants with limited English language to
participate and contribute on an equal footing to those
with English language skills.

Co-trainers participation was vital in overcoming the
language barrier. All participants provided informal
interpretation to their colleagues with co-trainers taking
on the role of interpreting the more detailed or complex
concepts and rules.

Garry Waller with participants in the mortality coding training in Bogor, Jakarta
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The IMRSSP provided actual death certificates for use
during the training; the larger majority of these were
well completed. Certifiers, in the three project sites,

have received formal training from the IMRSSP in the

completion of the Medical Certificate of Cause of
Death.

Training recommendations

No formal assessment of participants’ application

of the selection rules, modification rules and use

of the decision tables was made by the instructor.
Recommendations were made in light of the brief
timeframe for the training, feedback from participants
and the instructor’s knowledge of the development and
progress of the IMRSSP. Recommendations included:

e All participants should continue to code death
certificates on a regular basis.

* All coding staff should be provided with more
advanced level coder training — in the workplace
using actual death certificates.

* |dentify key personnel for the roles of coder
educators and provide train-the-trainer education.
* Develop training materials in Bahasa Indonesian.

¢ Develop formal standards, guidelines and support
materials for completing the Medical Certificate of
Cause of Death.

* Introduce formal processes of auditing, or verifying,
the codes assigned to causes of death and
application of the selection and modification rules.

* Develop a formal coder network or e-mail
discussion list to enable coders from different
regions to communicate about mortality coding
queries and other mortality coding issues.

* Participate in the international mortality forum and
submit difficult coding problems for consideration by
the international mortality coding community.

The IMRSSP has made an excellent start to building
capacity in mortality coding expertise in the provinces
that form the project sites. The participants remained
positive and enthusiastic despite the obvious
difficulties caused by the training’s short time-frame
and language issues. Harnessing this enthusiasm

by supporting mortality coders through provision of
ongoing education, education materials in Bahasa
Indonesian and the establishment of coding networks,
both regionally and internationally, will guarantee the
continued development of mortality coding expertise in
Indonesia.

Garry Waller thanks Dr. Soeharsono Soemantri, his
family and the IMRSSP co-trainers for their invaluable
assistance in the delivery of the training program; and
to all the course participants for their hospitality and
camaraderie during his time in Bogor.

Version 5.2

AR-DRG is a patient
classification scheme based on
ICD-10-AM/ACHI/ACS codes.

For further information and to order:

NCCH Sydney
Phone: + 612 9351 9461
Email: ncchsales@usyd.edu.au

Australian Refined Diagnosis Related Groups (AR-DRG)

It provides a way of grouping Aus.tra‘(;an
the patients treated in a hospital _ _r_*,e,fme X
according to clinical characteristics D.-‘ag“c's‘s
and resource use. ' Rle‘la‘fe#
AR-DRG Version 5.2 incorporates Grol.lp: )
ICD-10-AM/ACHI/ACS Fifth Edition Velsi?
codes.

AR-DRG definition manuals

are published by the Australian

Government Department of o

Health and Ageing and distributed Dlagrosshe

by the NCCH.
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Clinical update

Chronic kidney disease advances in diagnosis,
classification and management

Special thanks to Associate Professor Timothy Mathew,
medical director of Kidney Health Australia, for writing
this article and his enthusiastic contribution to the
proposed modification of the ICD-10-AM classification
of chronic kidney disease.

Introduction

Chronic kidney disease (CKD) is a common and under-
recognised condition. About 1.9 million Australian
adults have CKD (defined below) and most are totally
unaware of its presence given the asymptomatic nature
of the condition. Recent studies highlight the importance
of CKD not only as a step on the way to kidney failure
but as an independent risk factor for premature death
from cardiovascular disease, particularly in high-risk
populations (Sarnak 2003, p.2154; Go 2004, p.1296;
Anavekar 2004, p.351). In those with CKD, the risk

of premature death appears to be 20 times that of
developing end stage kidney failure requiring dialysis
(Keith 2004, p.659). The risk is proportional to the
reduction in glomerular filtration rate (GFR) and is
evident in those with a GFR <60 mL/min/1.73 m2.

Definition of CKD
CKD is defined as:

a. Glomerular filtration rate (GFR) >60 mL/min/
1.73 m2 that is present for 3 or more months with
or without evidence of kidney damage; OR

b. Evidence of kidney damage (with or without
decreased GFR) that is present for >3 months as
evidenced by any of the following

1. Microalbuminuria

2. Proteinuria

3. Persistent glomerular haematuria
4

Pathologic abnormalities (eg abnormal renal
biopsy)
5. Anatomical abnormalities (eg scarring seen on
imaging or polycystic kidneys)
The staging of CKD into five stages (see Table 1) has
greatly enhanced our ability to systematically assess
kidney disease and rationally plan management
(The Australian Creatinine Consensus Working Group
2005, p.138).The staging system has now been
accepted for incorporation into ICD-9-CM coding in
the US and is currently proposed for ICD-10-AM Sixth
Edition in Australia. Its use for this purpose will greatly
enhance the documentation of the burden of CKD in
the community.

Table 1: Stages of chronic kidney disease and clinical action plans

Stage | Description GFR Clinical Action Plan
1 Kidney damage | =90 Diagnosis and treatment,
with normal or slow progression, CVD risk
N GFR reduction
2 Kidney damage | 60-89 | Estimating progression
with mild
JGFR
3 Moderate 30-59 | Evaluating and treating
¥ GFR complications
4 Severe 15-29 | Preparation for kidney
VGFR replacement therapy
5 Kidney Failure | <15 Kidney replacement therapy
(if uraemia present and
patient desirable)

What is the dinical significance of
diagnosing CKD?

The normal GFR in healthy adults is approximately

120-130 mL/min/1.73 m2 and declines with age.

A fall in GFR always precedes kidney failure; thus a
persistently reduced GFR is a sign of CKD.

Stages 1 and 2 of CKD represent mild kidney damage
and while the clinical presentation in these patients
may be important (eg nephrotic syndrome requiring
immunosuppression), in general it is only when the
GFR is <60 mL/min/1.73 m?2 (stages 3, 4 and 5) that
the consequences of kidney dysfunction begin to be
clinically manifest.

Below a GFR of 60 mL/min/1.73 m2 anaemia is
more frequent, cardiovascular morbidity and mortality
sharply increase and calcium/phosphate metabolism is

disturbed.

Thus, the working definition of CKD rests on the
presence of more than 3 months of a GFR <60 mL/
min/1.73 m2. This substantial degree of reduction in
GFR is clinically significant and merits a specific action
plan in all patients. The clinical meaning of minor
reductions of GFR (eg stage 1 and 2 CKD), particularly
in the elderly, has not been fully established.
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Why stage (and code) CKD

Most people with persistent kidney disease progress
slowly to dependency on dialysis or transplantation
and thus migrate through various degrees of severity
of kidney dysfunction. The agreement five years ago
that CKD could be categorised into five stages (CKD

1 least severe) based on GFR measurements has
already had @ major impact on health care planning,
outcome prediction, costing and public attention to this
important problem. To gain full benefit from this ability
to stage CKD it is essential to capture the number of
people affected. One way of doing this is through
discharge coding procedures.

How is GFR measured?

The validation of a new formula, the modification

of diet in renal disease (MDRD) for estimating
glomerular filtration rate (eGFR), that requires no body
measurement, allowed the introduction throughout
Australia, in the last 12 months of automatic reporting
of eGFR from the serum creatinine as a matter of
routine (The Australian Creatinine Consensus Working
Group 2005, p.138). This means that every time a
serum creatinine concentration is ordered in an adult,
an eGFR is reported alongside the creatinine result. At
this time it is believed the uptake of automatic reporting
of eGFR in Australian pathology laboratories is close to
100%.

Why use the MDRD formula?

Many formulas now exist to estimate the GFR from the
serum creatinine (over 50 at the last count). The MDRD
formula (based on data from a United States study

on the Modification of Diet in Renal Disease) requires
only age, sex and gender (and has a correction

factor available for Afro-Americans) (National Kidney
Foundation, 2006). The absence of the need for

a measurement of body habitus (weight or height)

was pivotal in persuading pathology laboratories to
introduce this info routine use.

How many more cases of CKD will be
diagnosed with automatic reporting of
eGFR?

The AusDiab database has been used to answer the
question of how many people with a serum creatinine
in the normal range (<120 umol/L) will have an eGFR
in the CKD range of <60 mL/min/1.73 m2. Using
MDRD formula to estimate GFR, 10.3% of women and
3.8% of men will have CKD diagnosed who would

not have been picked up using a serum creatinine
concentration cut-off point of 120 pmol/L.
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Summary

* CKD is common, yet is under recognised due
to lack of symptoms in the early stages and the
insensitivity of current measures of kidney function

* CKD predisposes to premature mortality or kidney
failure

* A new categorisation of CKD and associated clinical
action plans are based on the staging of CKD
determined largely on eGFR criteria

* It has been recommended that Australasian
pathology laboratories commence automatic
reporting of eGFR every time a serum creatinine
concentration is ordered in adults

* eGFR reporting will increase the early detection
of CKD and assist early and appropriate evidence-
based therapeutic interventions
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1ICD-10-AM/ACHI/ACS Book user update

Are you getting the most out of your
ICD-10-AM/ACHI/ACS eBook?2 The eBook is the
NCCH'’s interactive, electronic application that looks
like the printed ICD-10-AM/ACHI/ACS books on screen

but has many additional features.

The latest eBook update version has some new features
that further enhance its capability and functions. You
may have noticed some new buttons on the toolbar.
This article will explain their function and describe some
of the eBook’s other helpful features.

Installing eBook updates

eBook updates are distributed from a password
protected page on the NCCH website. Registered
eBook users are sent a message when a new version

is available to download. You can download the most
current update at any time during the life of the edition.
New users can also choose to download the file rather
than waiting for a disk in the mail.

Before you install updates it is always a good idea to
back-up your notes folder. Your personal notes folder
is labelled ‘Notes’. Copy this folder with the date to
removable media such as a disk or memory stick.

Remember to close previous versions of the eBook,
including the ‘Dragon’ icon if open, before you install
an update.

x|

——— User name

Licence Name: | Your licence name

Metwork accessible?  []

Authorisation Key: 12345678 AUthriSOﬁOn
key
7 Flease obtain a licence name and
authorization key from MCCH

Status:  Installed

L
© 2006 NCCH
© 2008 Eurofield [nformation Salutions Pty Ltd

If you are installing an update to an existing account,
you don’t need to re-enter your user name and
authorisation key. The top screen of the eBook will
inform of version, date and included Errata. Notes can
be carried over from the previous editions and updates;
a dialogue box will ask if you wish to do so.

NCCH eBook

L) ‘four notes were created with an older draft (Draft 1.0) of the publication.
\-‘() Do you wish to impart them into this draft (Draft 2.1)7

During the installation process, you will be asked if
you wish to import your notes. Click “Yes' if you do.
The notes will be automatically placed in the previously
marked position.

Dragon’ button

The ‘Dragon’ button is an icon that links
=2’ee’d o the eBook while you are in other
applications. The icon remains accessible
on your desktop screen. It can be resized
and repositioned on the desktop, or turned off if not
required. Use the pull-down menu in ‘View’ or right
click on the ‘Dragon’ icon to resize or disable.

During installation you will be asked if you would like
the ‘Dragon’ icon to open automatically when turn on
or log in to your computer. If you choose ‘cancel’, the
message will appear the next time you log on.

NCCH eBook

9 The NCCH eBook, July 2005 dragon is an icon which floats above the other applications on your desktop.
o4
‘When you drag a phrase from any application onto the dragon, the publication is searched for that phrase.

Would you like it automatically displayed when you login?

ves | [ Mo | [ Cancel |

New to the tool bar is a toggle button that allows you
to turn the dragon icon on and off. Use the toolbar
view pull-down menu fo resize it.

You can select text and drag it directly onto the Dragon
button to initiate a search in the eBook. Click a green
dot to go to the first occurrence of the phrase in that
chapter and then click the search forward button to find
the next occurrence. If you hold the ‘Alt’ key down while
you do this, a new note will be created.

Sending and receiving notes

The new send e-mail button on the tool bar provides a
quick way to share notes. Selected notes are wrapped
up in a pad (.ecx extension) and attached to a new
e-mail. A message is included to tell the recipient how
to open the pad. All you have to do is fill in the ‘To:’
oddress and send the e-mail.

If you receive a pad as an attachment to an e-mail,
you can see the notes in it by opening the pad from
the eBook. Outlook Express and Outlook users can
drag the pad to the eBook or the Dragon. For Eudora,
select the pad file name in the ‘Attached’ line, copy it
to the clipboard (Ctrl+C), use the eBook’s Pad/Open
command, paste the filename (Ctrl+V) into the ‘File
name’ box and click ‘Open’.

You can also download pads from the web; see the
eBook help section for more details.
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Bookmarking

The user notes can be used as a bookmarking tool.
When a paragraph containing a pertinent phrase is
found, that phrase can be selected and dropped onto
the paragraph to create a bookmark. The ‘Note’ menu
‘Open’ command can then be used to choose the
phrase, taking the user to the bookmarked location.

User notes can include e-mail addresses, web
addresses, file names and graphics, these can

be pasted into the ‘ltem’ field within a note, and
when double-clicked will automatically open up the
appropriate application with the e-mail address, web
address or document/picture displayed.

Your notes are listed in this
panel. Select note and click to
open. The eBook will jump to
your bookmark.

< >

Customising your eBook view

The eBook view can be modified to suit your personal
requirements. The navigation screen, left side, can be
adjusted by moving the border between the screens.
Place the cursor over the border of the screens, and
then hold down the left button of your mouse to adjust.

The magnification of the type
in the left or right screens can [

X
be adjusted using zoom in the e
View’ menu. The right screen
can also be adjusted using the
preset magnifications in the
tool bar next to the print button.

g

Navigating in the eBook

The left screen is intended for navigation only. Clicking
on the branches of the hierarchy in the left frame will
display the corresponding section of the classification in
the right frame.

A term preceded by a + sign in the left frame indicates
that subheadings are collapsed. Click on the + sign to
reveal the subheadings. Click on the = sign to collapse
and hide the subheadings. To collapse the entire

hierarchy, click on the uppermost level on the hierarchy
or click on the TOC button (house icon on the toolbar).

You can also move sequentially through the chapters
using the + and = buttons on your numeric keypad.

Create a personal Index

User notes can also be used to create your own
personal index of relevant topics throughout the
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ICD-10-AM/ACHI/ACS eBook. The same note can be
copied to the clipboard and attached to any number of
sections throughout the publication. All these various
sections where this note is attached can be accessed

by double-clicking on this ‘Note’ through the note
menu/open facility. This attachment process can also be
executed using the ‘Attach” command in the note menu,
the Cirl+V or the Ctrl+Shift+drag key combination.

The hit count displays the number of search
occurrences in the navigation screen. For example,
it a document contains three matches, but has four
subdocuments with one match in each one, then the
total number of matches is seven and the number

of local matches is three. The number of matching
documents is five and the full hit count reads, ‘7 in 5
docs, 3.

The hit count can be adjusted to suit your preference by
selecting the option in the ‘View’ menu:

* ‘Automatic’ — toggles the automatic selection of the
hit count detail on and off. When on and the left
frame is wide, more detail is included. As the width
of the left frame is reduced, detail is omitted; first
the local hit count and then the document count is
left out.

If you toggle this off, you can use the following options
to specify what is displayed:

* ‘Document Count’ — the number of matching
documents is included in the hit count or not.

e ‘Local Count’ — the number of local matches is
included in the hit count or not.

Searching the eBook

‘Search’ on the eBook toolbar includes ‘Specify Search
Criteria’ that lists a number of ways to increase the
power of your search by using modifier keys and giving
examples of how they can be used. eBook searches
can be made using ‘&’ or ‘and’ to modify your search.
The eBook help section details a number of ways to
increase the capacity of searches. The F5 key will clear
the search.

s ||
Optiohs Example

Match any number of characters haem®
Match any single character c7rditiz

findzs haemorrhage, haematoma
finds carditis, corditic

Phrase diug use dizorder
AND Each word in same paragraph drug & dependence
OF  Either word present drug | addiction

Bracket when using '0R" first [drug | addiction) & dependence

Search String

(3) Search Fonward
(") Search Backward

0K Cancel




Make the most out of notes

The ‘User Notes’ facility supports drag-and-drop of
information from within the publication and from
external sources like e-mails or the Internet. Text can be
highlighted within the publication and dragged on to

a paragraph or heading where it will be attached as a
user note, and represented as a yellow coloured dog-
eared page to the left of that text section or heading on
the screen.

Text can also be dragged (cut or copied) from user
notes into e-mails or Microsoft® Word documents,
and onto other sections of the publication where the
information is relevant.

Text can also be highlighted and dragged on to
sections within the navigation screen, while holding
down the ‘Alt’ key, to be attached as a user note.

Recording Searches

User notes can also be used to store search criteria.
Search criteria can be keyed into a user note, or
dragged from within the publication on to a section as
a user note. With the note closed, the note symbol can
be selected and dragged onto the search box to search
for all occurrences throughout the publication.

Novell networks

Novell network ICD-10-AM/ACHI/ACS eBook users
require a modified network version to run the program
successfully. Check with your network administrator if
you are using a Novell network. Novell network users
should contact NCCH publications to receive the

modified file.

All of the features and functions briefly described in this
article can be found in the eBook help section.

The eBook update process allows the NCCH to
incorporate 10-AM Coding Commandments, errata
and correct minor errors. Updates are distributed to
registered users at no extra cost if downloaded from
the NCCH website. We are continually reviewing the
features and functions of the eBook and welcome
feedback and suggestions for further improvements.

Try the eBook for free

If you would like to try the ICD-10-AM/ACHI/ACS
eBook before you purchase it, you can download the
free 30-day trial version from the NCCH website:
www3.ths.usyd.edu.au/ncchwww/site/4.2.2.1 . htm#trial

ICD-10-AM/ACHI/ACS eBook
naming competrtion!

Help us give the ICD-10-AM/ACHI/ACS
eBook a new name and you could win an
Apple iPod.

The NCCH is looking for a new title for the
eBook that better reflects its features and
capability. The most suitable suggestion

will be decided by a panel of expert judges

and may be used for naming for the
ICD-10-AM/ACHI/ACS Sixth Edition due for
release in 2008. The winning entry will receive an
Apple iPod nano. The winner will be announced
in the March 2007 edition of Coding Matters.
Entries must be received by COB Friday 2
February 2007.

Send your entry to the Publications Manager,
NCCH, PO Box 170, Lidcombe 1825 or e-mail
r.bernard@usyd.edu.au.

MENU
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Health in the media

Do you hate Mondays?

A recent study has found that lazy Saturday and Sunday
lie-ins can disturb your body clock, leaving you fatigued
at the start of the week. The cure for the dreaded
Monday morning blues — stop sleeping in on weekends.
Flinders University sleep expert Leon Lack said people
often used the weekend to catch up on sleep lost
during the week. But he told the Australasian Sleep
Association Conference in Perth, that while this might
help pay off a ‘sleep debt’, it came at a cost.

“We've discovered that these sleep-ins are actually
putting your body out of whack enough to change
your Sunday night bedtime and set you up for Monday
blues,” Professor Lack said

His research team tested the theory by tracking 16
people over a weekend, asking them to go to bed a
little later than they would on a weeknight but sleeping-
in an extra two hours. By comparing saliva samples and
hormone tests he found participants’ body clocks had
been delayed by 45 minutes.

Questionnaires completed on Monday and Tuesday
showed much higher levels of self-reported fatigue
and tiredness compared with pre sleep-in days. This
was because the subjects’ circadian rhythms — which
determine patterns of alertness and tiredness — had
been disturbed, creating an effect similar to jet lag.

By mid-week, most people manage to get back on
track but then they start staying up later, getting into
‘debt” once again and perpetuating the cycle.

“These days, we're pushing ourselves a lot, particularly
during the week, and the weekend is our only refuge,”
Professor Lack said.
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The problem, he says, is that this comes at a price.

“It's a bit like paying off a mortgage — you take out a
big one and you'll have a lot to pay off later on.”

— Sydney Morning Herald, 6 October 2006

Breath testing for breast cancer

Perth-based researcher, Professor Christobel Saunders
is currently working on a ‘breath test’ for breast cancer.
The research seeks to find a non-invasive breast
cancer screening procedure that is as sensitive as a
mammogram. Professor Saunders’ research centres on
a device that examines the volatile organic compounds
(VOCGs) found in a sample of human breath. The device
takes readings of VOCs, noting changes that can be

a marker for breast cancer. Research, using breath
analysis, is being conducted by a number of groups for
lung cancer and other diseases.

“Previous studies have found, that in women with breast
cancer, these VOCs are significantly and specifically
altered, providing a marker, which can indicate the
presence, and also importantly the lack of, breast
cancer in patients,” Professor Saunders said.

“Considering some of the downsides of mammograms,
including the pain and discomfort experienced by a
few patients and the number of false positive findings,
which can result in needless anxiety and biopsies, this
device has the potential to be used in conjunction with
existing screening procedures, increasing the accuracy
of diagnosis.”

Professor Saunders was awarded the 2006 Novel
Concept Award by the National Breast Cancer
Foundation to continue research into her ‘breath test’
for breast cancer. The grant provides almost $100,000
over two years.

— Sydney Morning Herald, 4 October 2006

Medicinal chocolate

A few bits of dark
chocolate a day
could have the same
benefit as aspirin in
reducing blood clots
and preventing heart
attacks, according to
researchers.

“... the chemical in
cocoa beans has a
biochemical effect
similar to aspirin in reducing platelet clumping which
can be fatal if a clot forms and blocks a blood vessel,




causing a heart attack,” lead researcher Diane Becker
told the annual conference of the American Heart
Association in Chicago.

The Johns Hopkins University School of Medicine
professor cautioned that her work was not intended
as a prescription to gobble up huge amounts of
chocolate laced with health-offending substances
like sugar, butter and cream. However, she said two
tablespoons a day of dark chocolate, meaning the
purest form chocolate made from dried extract of
roasted cocoa beans, may be just what the doctor
ordered.

For almost 20 years, scientists have known that dark
chocolate, rich in chemicals called flavonoids, lowers
blood pressure and has other beneficial effects on

blood flow.

Ms Becker’s findings showed that normal, everyday
doses of chocolate found in ordinary foods was
enough to provide clot-controlling benefit, rather than
the kilos of chocolate earlier studies said were needed
for flavonoids to have a significant effect.

The study was based on tests on 139 subjects who
were disqualified from an earlier, larger study on the
effects of aspirin on blood platelets because they did

not refrain from eating chocolate. Their ‘offence’ led to
what is believed to be the first biochemical explanation

of why people who ate a few pieces of chocolate a
day lowered their risk of dying of a heart attack by
almost one half.

— The Australian, November 15, 2006

Body scans in nine seconds

A machine that scans faster than a beating heart

to diagnose cardiovascular disease has arrived in
Australia. Heralded by radiographers as a revolution
in heart and body imaging, the new generation CT
scanner allows for one-stop, noninvasive disease
diagnosis. The Dual Source CT Scanner is expected to
have the biggest implications for people with possible
heart complaints.

Interventional cardiologist Dr Peter llles, who has been
using the machine for the past three weeks, has said
he is now able to identify people at risk of a heart
attack even if they show no symptoms. Patients who
present to emergency departments with chest pain

can also get a quick diagnosis with the nine-second
cardiac scan that uses half the radiation dose of older
scanning technology.

In that time, the machine’s two x-rays move rapidly,
taking 128 ‘slices’ on different angles, rather than
the four, 16 and 64 offered by other machines. And,
because it scans faster than a beating heart, patients
do not have to take beta blocker drugs to slow the
heart in order to get detailed motion-free images.

“For the first time, | can see early plaques in arteries
which can be treated before causing heart attacks,”
Dr llles has said.

“We're able to immediately and easily identify what's
causing chest pain and whether our patients need our
intervention to save their lives.”

Obese and taller patients can also be scanned,
and because two x-rays are at work the images can
differentiate between different types of tissue.

A spokesman for manufacturer Siemens said 25
machines had been installed worldwide so far, mainly
in the United States and Europe. Australia will have
three operating by the end of the year.

— The Australian, November 15, 2006

Virus best excuse yet for a bad memory

Forget where you left your glasses? Did those keys go
missing again? Now you do not have to blame your
partner — a virus may be the reason. A family of viruses
that cause a range of illnesses from the common cold
to polio may be able to infect the brain and cause
steady damage, according to researchers at the Mayo

Clinic, USA.
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“Our study suggests that virus-induced memory loss
could accumulate over the lifetime of an individual and
eventually lead to clinical cognitive memory deficits,”
said Charles Howe, reporting the team’s findings in the
journal Neurobiology of Disease.

The viruses are called picornaviruses and they infect
more than 1 billion people worldwide each year.
They include the viruses that cause polio, colds and
diarrhoea.

“We think picornavirus family members cross into

the brain and cause a variety of brain injuries. For
example, the polio virus can cause paralysis,” Dr Howe
said.

“It can injure the spinal cord and different parts of the
brain responsible for motor function. In the murine
[mouse] virus we studied, it did the same thing and
also injured parts of the brain responsible for memory.”

— Sydney Morning Herald, 25 October 2006
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CONFERENCES 2007

Feb 21-23 9th Annual AFR Health Congress Sydney, NSW www_informa.com.au/healthcongress07
March 7-10 9th National Rural Health Conference Albury, NSW www.ruralhealth.org.au

Mar 21 Health-e-Nation Conference and Exhibition 2007 Sydney, NSW www.chik.com.au

May 15-18 HIMSS AsiaPac07 Singapore www_himssasiapac.org

May 19-23 23rd Annual TEPR - Towards the Electronic Patient Record Dallas, USA www.medrecinst.com/conference/tepr/index.asp
May 27-30 15th Congress of IFHRO Seoul, South Korea  www.ithro2007-kmra.org/

July 25-27 10th NCCH Conference Brisbane, QLD www.fhs.usyd.edu.au/nech/

Aug 6-8 5th Australasian Conference on Safety and Quality in Health Care Brishane, QLD www.sapmea.asn.au/sqhc2007/

Aug 20-24 Medinfo 2007 Brisbane, QLD www.medinfo2007.org

Sept 23-26 38th Public Health Association of Australia Annual Conference Alice Springs, NT ~ www.phaa.net.au/

Oct 8-10 HIMAA National Conference Auckland, NZ www.himaa.org.au

Conference information is also published at the NCCH website http://www3.ths.usyd.edu.au/ncch/2.4.him

10th NCCH Conference
MS—ZNUW 200g8BAsbane, Queensland

The NCCH is pleased to invite you to the NCCH conference in Brisbane, Queensland, 25-27 July 2007.
Visit the NCCH website for more information as it becomes available: www.fhs.usyd.edu.au/ncch/

Reélét?ééion forms and conference program will be
mailed to all Coding Matters subscribers and placed on
the NCCH website when details are available.

_ Social program
Qualityis F ! The social program will provide an opportunity to meet
and mix with colleagues from througheut Australia and

Technology issues ’ )
overseas. We're looking forward to seeing you there!

New ways of meeting everyday challenges

Emerging opportunities and trends in health Further. information

information management
: Tina Stanhope, Office Manager

Optional WOI‘kShOp National Centre for Classification in Health
Faculty of Health Sciences, The University of Sydney

The NCCH will again conduct an'optional

ICD-10-AM/ACHI/ACS Fifth Editioh workshop O Box 170, Lidcombe NSWI825 Australia

to provide an opportunity to furthr refine your Phi+ 61 2 9351 9648

coding skills. 29351 9603
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The Pirgector and staff of

thg NCCH wish all our
readers a happy Christmas
and a prosperous New Jgar!

Concerns have been raised regarding print quality
of some volumes of ICD-10-AM/ACHI/ACS Fifth
Edition. There are no consistent print errors in any
of the volumes. Misprints may occur randomly

in individual volumes and are an unfortunate
occurrence in large volume, short print runs such
as ours.

If you have a misprinted volume/s, please contact
us as soon as possible by phone or e-mail,
NCCHsales@usyd.edu.au, to register your receipt
of a faulty volume. We will advise if the volume or
volumes should be returned. We may ask you to
return only the misprinted part of the book and a
replacement volume will be dispatched. This will
allow you to continue using the volume/s until
you receive your replacement.

The NCCH policy in this regard is to replace
faulty products. We apologise for any
inconvenience if you have received any misprinted
volumes.
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Australian and New Zealand edition

the languag
of medicine

Davi-Ellen Chabner, usa Based on the best-selling US book of the same name,
The Language of Medicine is the first comprehensive,
full-colour medical terminology book published for

AUSTRALIAN EDI TORS nursing students in the Asia-Pacific region.

Jenny Nicol, tecturer in Heaith A companion CD-ROM includes inferactive exercises
Information Management, School of Public that reinforce your learning chapter-by-chapter, plus
Health, Queensland University of fechnology, Australian pronunciations of more than 3,000 terms in
Brisbane, QLD a special audio glossary.

Sue Walker, associate Director,

National Centre for Classification in Health, FEATURES

School of Public Health, Queensland m Australian adaptation of American textbook

University of Technology. Brisbane, QLD ) L . .
m practical applications of medical terminology

provided through case studies, actual medical
records and discharge summaries

over 300 full-colour illustrations

||
m  new authors — Jenny Nicol and Sue Walker
the ang.u_qge m extensive use of exercises and learning by doing
of medicine

NEW TO THIS EDITION

m Spelling follows Australian medical tferminology
conventions and Australian pronunciations are
given.

m  All terms, definitions and clinical information have
been reviewed and rewritten as necessary to match
Australian health system practices, with
inappropriate ferminology removed.

m Irrelevant US acronyms and abbreviations have
G been removed and replaced with their local
i [evorve) counterparts.

m Pronunciations of terms have been simplified and
are now given next to the definitions of ferms.

October 2006 m  Drugs mentioned reflect names and clinical uses

within the Australasian region.
ISBN 10: 0 7295 3776 5 m Health record case studies illustrate how medical

Davi-Ellen Chabner
| saumions | AuUSoiion @and New Iealand aamio

ISBN 13: 978 0 7295 3776 6 terms are used in real-life situations.
PB * 800pp * over 300 illus [ Compoplon CD-ROM includes pronunciations of
terms with an Australion accent.
Saunders m Digestive system information has been simplified and
RRP A$82.50 (inc gst) is now covered in a single chapter.
RRP NZ$97.00 (inc gst) u Appendllces have been adapted, with irrelevant
appendices removed.
Phone orders can be placed from anywhere in Elsevier Australia
SAUNDERS Australia for the cost of a local call on 1800 263 951 A division of Reed Infernational Books Australia (Pty) Ltd
and in NZ on 0800 170 165 ABN: 70 001 002 357
30-52 Smidmore Street, Marrickville, NSW 2204
Fox (02)9517 2249 NZ 0800 170 160 Telephone (02) 9517 8999 » Fax (02) 9517 2249
@ Mail Elsevier Australia .
sl Locked Bag 16, St Peters NSW 2044 New Zealand * Elsevier
LSEVIER 39 Rawene Road, Birkenhead, Auckland 10
Email customerserviceau@elsevier.com Telephone 0800 170 165 « Fax 0800 170 160

When ordering over the phone please quote HPCHABNER1206A to receive a 10% discount



