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July 18th, 2016 Coder Meeting Minutes 9:05 a.m. – 11:45 a.m.
I. Introductions: Ann-Marie Yeates, Melissa Skarbeck, Amanda Roach, Brooke Sikes, Catherine Vandermied, Barb Hively, Barb Burns, Jeanne Brightly, Marion Becker, one of the AO Ward Clerks and myself, Rosemary Varga
II. A general note from Rosemary – 1st -as my hours are very erratic, if you want to reach me my cell # is 585-233-7841.

2nd- If you ask a question of any of our wonderful state support people, would you send a note to me as to the question and their response. If you have a question so will someone else and the answers are how we all stay on top of our game!

III.  Data Integrity
· Questions continue re: the AOP. Anne-Marie Yeates, from Child Support gave a wonderful presentation
Below are highlights in the general order of the Power Point presentation.

Contacts are Ann-Marie Yeates  w-518-408-4008 (she can be called directly)





Ann-Marie.Yeates@otda.ny.gov


         Monique Rabideau  (Ann-Marie’s supervisor) – 518-474-0997


        Child Support Helpline 888-208-4485

40% of babies born in 2013 were born out of wedlock (94K births), 60% of those signed the AOP leaving a large portion from whom no child support can be sought

If both parents sign the form they will not need to go to court to have the legal system determine paternity as in the past. It establishes the responsibility to support the child.

Signing is a TOTALLY voluntary process and the parents can seek any type of assistance they choose to help them determine whether not to sign. There will be no sanctions on their temporary assistance should they choose not to sign the AOP. If they were to be called into court, they could then receive monetary sanctions if they refuse to name the father.

The AOP cannot be signed or witnessed before the child is born.

Parents must be presented with Written AND Oral notice. The form can be read to the parents or they can watch the video available through the Child Support web site. www.childsupport.ny.gov then go to the resources section.

As we have discussed in the past, we do not need to seek identification from the man signing the AOP. If it is signed fraudulently it is up to the person who signed or didn’t sign the form to seek and provide burden of proof through the court system. BUT, once the form is signed, witnessed and removed from the patient room it becomes a legal form which needs to be submitted to the Office of Vital Statistics. The parents would then need to seek redress through the justice system for any changes.

A man may decide to sign the form b/c he is the woman’s new significant other and not the biological father. He does this b/c he figures that  in 5 years if things don’t work out he can just go to court and tell the judge that he’s not the father and he will be off the hook. 

The judge may determine that since he’s been in this child’s life for five years that it is in the child’s best interest for him to remain involved financially and hopefully emotionally until the child is 21 yr.

If two women are legally married the biologic father CANNOT sign the AOP b/c the mother is married.

If two are not married then they need to go to court to have parentage validated so that both parents’ names can be on the Birth Certificate.

The AOP is available in several different languages on the web site www.childsupport.ny.gov . Only the English version can be signed but they can read it in their own language for better understanding.

At any time the AOP is signed the father may be required to pay retro-active support from the time the baby was born.

If thy go to their Office of Vital Statistics for the signing and filing, the form will then be registered, copies will be sent to the Dept. of Health and the Putative (considered or reputed to be) Father registry, and to the parent.

There is 60 days post signing rule to withdraw the AOP unless there is a court hearing before they try to withdraw unless they under 18. Those folks have until 60 days after their 18th birthday unless there had been a court hearing with judgement passed. 

If the AOP is changed a new birth certificate will be created. The last name can be changed. There will be no charge if an AOP is being generated.

Changes can be made in the parent information. There are no changes ever allowed in the child section. The only acceptable wat to make a correction is with a single line through the error and the parents’ initials then the new info, always printed or typed in blue or black ink, and never any correction fluid.

· The topic of how the info requested was obtained was raised.  Melissa asked how the other hospitals present divide the workbooklet, the gathering of info, and the data entry. Rosemary said that Corning and RGH could use the most help with refining their systems. Catherine OK’d my sending her the Noyes breakdown and also sending it to Corning. Catherine noted that the info that L&D staff enters is HIPPA related
· Interview questions – Past data review has revealed that these questions are largely unanswered. The main word ‘interview’ is key. These are not questions that should be left to the discretion of the parents to fill in. These are questions that we need to verbally ask. It was suggested that if the mother is in the hospital for a period of time before the delivery that this issue be addressed. We need to remind the women that the questions are not how they answered but just that the issues were addressed.
· We had a discussion re: Gestational age at the last meeting. I was unclear so I asked Dr. G. – If there is an LMP date, it is the date to use. “That being said”, he continued, “dating based on the LMP is thought to be 20-30% inaccurate.” If that date is unavailable, the next best choice is the U/S. The attending can choose to change the EDC according to a couple of different dating options re: U/S. but if changed it is usually reflected on the prenatal forms

· Define ‘delivery - As far as I can tell the folks who created this form are not all medical and the medical consultants did not necessarily consult the best resources for wording to make the info gathering easier for both those who know a lot about the process and those who knew nothing before they started trying to figure out what ‘AROM’ or any of the multitude of Ob terms meant.                                   

     In this particular case, I think semantics are a hindrance. From Deb’s response I surmise that they are looking for drugs that may affect the baby and nothing more. The wording is ambiguous and incorrect for those of us who know that the delivery is not complete until placenta and repair are finished BUT for the purposes of the SPDS we need to stop coding anesthesia / analgesia when the baby is born- validated by Dr. G.
· I hate ‘waffling’. There are two answers to the ‘How many Prenatal Visits’ data field. I must leave it up to you how accurate you want your data to be after you read the following! 

The below was sent from Deb Madaio at the state level but after talking to another Regional Coordinator and reviewing an article where the data was used to determine “Adequacy of  Prenatal Care”, it became obvious that the absence of the last month of number of prenatal visits leads to most women being seen as having  INADEQUATE care. Sooo, with Deb stating that the state is most comfortable with using just the most recent data available, if we want to the best data that can be had we need to ascertain the remaining number of visits, if there were any consult visits, as they are now to be counted, without the total number of visits listed the results would also be skewed. 

I will leave your course of action up to you. I realize that in some cases it is just not possible to get the number of remaining visits but for our purposes I would like those of you who already seek the answer to continue as you are doing and for those of you who haven’t added yet one more question to the overwhelming task we present to our mom’s, that you will consider finding a way to incorporate it into your repertoire even if your women aren’t always able to answer it!

These are the NVSS/NCHS Guidelines for completing the Worksheets for the Certificate of Live Birth, Revision 2003, updated last May/2016.  I hope they will guide and answer any questions you have regarding PNC visits, also these guidelines should help you with clarification for OB consults counting as a PNC visit.

Definition

A prenatal visit is one in which the physician or other health care professional examine or counsels the pregnant woman for her pregnancy.  DO NOT INCLUDE visits for laboratory and other testing in which a physician or health care professional did not examine or counsel the pregnant woman.  

Instructions

Count the prenatal visits recorded in the record.  Exclude visits for laboratory and other tests or classes in which the mother was not seen by a physician or other health care professional for pregnancy-related care.  If it is not clear whether the mother was seen by a physician or other health care professional, include the visits(s) in the total number.

Definition

DO NOT INCLUDE classes, such as childbirth classes, where the physician or health care professional did not provide individual care to the pregnant woman.  

Instructions

Count only visits recorded in the most current record available.  

 
IV. Scenarios: 
May

The mom is on Subutex (Buprenorphine) as treatment for narcotics addiction. Both were legally prescribed meds. Three days after delivery the infant was transferred to NICU to address symptoms of withdrawal. 

Prenatal Care

Risk Factors in this Pregnancy





___None
___Unknown at this time

Select all that apply:

___Prepregnancy Diabetes         ___Gestational Diabetes

___Prepregnancy Hypertension
            ___Other Serious Chronic Illness  ___Abruptio Placenta 

___Gestational Hypertension


___Other Poor Pregnancy Outcome  ___Other Vaginal Bleeding
___Eclampsia
 
                      ___Prelabor Referred for High Risk Care

___Previous Low Birth Weight Infant
___Previous Preterm Births

 

Other Risk Factors

Alcohol Consumed During This Pregnancy?
___Yes

___No

Number of Drinks per Week:


___(number)

Illegal Drugs Used During This Pregnancy?
___Yes

_X_No

	Number of coders who participated
	% correct answers Q1 presentation
	% correct answers Q2 Trial of labor

	17 / 26
	11.5
	9


This was a tough scenario – and the verdict is still out. I don’t have advice yet on how the state would like the info coded. As soon as I get so will you (
Dr. G. and Dr. Stevens (Neonatologist) both felt that the impact on the baby is the same with any of the addicting drugs and that even though the Subutex is prescribed and used to treat addiction to a legally prescribed substance it so often leads to illegal drug use that it should be coded as ‘Illegal Drugs Used in Pregnancy”. As the baby completes its hospital course the true drug will be named.
June 

Scenario #1

Mom was PROM with clear fluid but when the forewaters was broken and there was a 

meconium staining. 

Characteristics of Labor and Delivery

Select all that apply

___ Induction of Labor–AROM
  ___ Induction of Labor-Medicinal

___ Steroids



___ Augmentation of Labor

___ Antibiotics



_X_ Meconium Staining

___ Chorioamnionitis


___ Fetal Intolerance




___ External Electronic Fetal Monitoring 
___ Internal Electronic Fetal Monitoring

Scenario #2

Mom’s waters ruptured early in the laboring process. They were clear. At birth there was terminal (end stage) meconium.

Characteristics of Labor and Delivery

Select all that apply

___ Induction of Labor–AROM
  
___ Induction of Labor-Medicinal
___ Steroids



___ Augmentation of Labor


___ Antibiotics


_X_ Meconium Staining

___ Chorioamnionitis


___ Fetal Intolerance




___ External Electronic Fetal Monitoring 
___ Internal Electronic Fetal Monitoring
	Number of coders who participated
	# correct answers Q1 mec staining
	# correct answers Q2 augmentation
	# correct answers Q3 terminal mec

	21
	18 & 2- ½’s
	16
	17 & 2- ½’s


According to the HELPER Guidelines - All Mec should be coded as mec staining

This scenario brought out the need to pay attention to the words used. Do not read into the scene. There is no mention of any type of fetal monitoring even though we know that in most cases it is employed. This was included by several respondents
V. Coder questions:

· Subutex use and coding – Much discussion of the 3 month period. Advice from the state requested again on June28th. Suggested that as it many times leads to illicit drug use we code it there.

· Late decelerations - Any time a late is noted it should be coded as fetal intolerance. 

· Determining Gestational age – Use the prenatal 1st.

· Serious chronic illness – An ongoing discussion as there is not a way to compile an all-inclusive list due to the variables involved. The toughest seem to be asthma and depression. The most general suggestion would be to code an illness it directly affected the pregnancy.

· Determining Onset of Labor – If there is no documentation – use the time of admission to the hospital.

· AROM at 5 cm dilation -augmentation vs. induction – depends on her history- If dilated to 5 cm for several days without contractions, it’s induction. If arrived laboring without history of advanced dilation code it as augmentation.

· AOP completion – Mom was transferred before completing the form. Give it to her with the explanation that she ca take it to her County Office of Vital Statistics at any time after her discharge.

· AOP completion – If completed whether or not it is legal it MUST be submitted. Coders are signature witnesses only. They are not responsible for the truthfulness of the signatories.

· Forceps use – Why not code them when used in a C-section – SPDS wants info on assisted use only for vaginal deliveries. This is not completely clear in the Guidelines explanation but was clarified by the state office.

· Coding a C-sect. - If pre-planned always code elective even if the mother came into the hospital in preterm labor and had her C-sect urgently.  Also code ‘ maternal cond.-preg, related’

· Cervidil use – charted as augmentation – Cervidil is only used for pre-induction ripening never as augmentation – therefore code it as `induction-medicinal’.

· Cleft lip / cleft palette – cleft lip is visible on U/S, cleft palette is not.

· Meconium staining – Any time meconium is mentioned as being present in the delivery process it is coded as mec staining.

· Delivery definition – per OB it is the delivery of the baby and the placenta with any repair completed. For the purposes of SPDS it is the delivery of the baby as the intent is to determine events or medications that would affect the baby.
VI. Module 4

We are continuing our perusal of the HELPER Guidelines to update them. There are a few potential changes. As no one at the meeting had anything to add or comment on with re: to the changes I noted I am not going to include it here.
After the entire HELPER Guidelines have been reviewed I will send the revised packet to each hospital. 

If you have any input after re-reading the HELPER Guidelines, please, let me know!!!

VII. We will be holding our next Coder Meeting September 14th at the Saunders Research Bldg., Crittenden Blvd. on the Strong Hospital Campus. It will be a dessert meeting (RSVP’s will be sought) and Dr. Glantz will be joining us. Info on directions and parking will be coming.
