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September 14th, 2016 Coder Meeting Minutes
I. Introductions: 8 of the 9 hospitals were represented with 12 Coders in the room and 2 more on conference call along with Dr. Glantz and R. Varga
II. Agenda items: Due to our guest we may not be able to cover all of the agenda items. Some of the items request feedback. In order for me to continue helping you do your jobs to the best of all of our abilities, please, send me your thoughts on the areas requesting help! 
III. Guest Speaker: Dr. Christopher Glantz
       Topics:
Other Serious Chronic Illnesses There are judgement calls needed here. If someone was hospitalized for treatment of an otherwise chronic illness during their pregnancy – code it. There are some instances where the illness will affect the delivery even if there is no hospitalization – the most prominent ones are cardiac disease, paralysis, eye illness and cancer not in remission or in remission but still being actively followed, transplant patients. There are others and each case needs to be addressed separately. If you have a question you can contact me. If I can’t answer it I will contact Dr. G
Subutex – a synthetic opioid- is a drug that helps decrease the physical withdrawal symptoms of legal and illegal opioid use. It does not control the pain but does have a slight opioid effect which the opioid may have been led the woman to continue seeking illegal drugs. As a person on Subutex many times leads to illegal drug use and more importantly the effects of opioids addiction Subutex and methadone use and the use of street drugs all have the same deleterious effect on the baby – the baby needs to go through withdrawal – please, code anyone who is on Methadone or Subutex (or Suboxone, a less used med) as using illegal drugs whether they admit to it or not. A tox screen on the baby is not a good place to determine illegal drug use
High Risk Referral – Dr. Glantz feels that the intent is to be sure that a risk evaluation was done. One way of determining this is whether or not the woman was sent to a high risk group. What if the woman is sent to a high- risk group for a maternal medical issue? 

Bottom line at this point is that Rosemary will contact the state as attempt to get their interpretation of the field and the guideline description.
Coding EFM – In attempting to interpret what is being asked for. Dr. Glantz interpretation is that EFM should be coded if it is used continuously, not intermittently. It should also not be coded if only used as doptones and to determine reactivity through a 20 min. tracing. It is a more difficult point to code. A progress note can be used for determination. We will question the ability to add a field where the doctors can check what type of monitoring is used.
Finger Lakes 2010 -2015 Power point presentation- the slides are available on the Finger Lakes Perinatal Program web page https://www.urmc.rochester.edu/finger-lakes-regional-perinatal-program.aspx on the Program Data page. 

This presentation explains how some of our data is used. He thoroughly encouraged Coders to attend the Outreach visits at their hospitals.
Some of the slides are self-explanatory but they all allow the providers to see trends in practice. Epidural placement has gone up, primary C-sect rates have gone down, TOLAC (trial of labor after C-sect) have gone up, episiotomies are greatly decreased as are operative deliveries. Malpractice can influence a doctor’s choice of delivery methods. C-sect rate in the mid-2000’s went up as woman were empowered to request elective primary sections.
Of interest, note the juxtaposition of hospitals with hospitals in the data collected fields.

Delivery volumes have declined; Medicaid participation has increased over the past 10 years. He poses the question of socio-economic change impact.

IV. Data Integrity
Interview questions – I need some feedback. I would still like a bit more thought process and possibly some feedback on a couple of these issues! We’ve touched on this in the past. This is a difficult portion of the Birth Certificate workbook d/t needing to get the moms to answer the questions. They are so busy with their newborn - and their willingness or ability can be compromised by socio-economic situations - that this seems like a major burden along with their being unable to understand why. 
Is there a way to add the questions that don’t get answered well in our other resources i.e., prenatal care dates – re: this topic – we will leave it as stated below under the scenario, for the remainder that I have noted here, would you consider altering the forms you give to the moms to include these questions. Some of you have already do this w/ moderate to good success in getting better data. So, let me know if you make any adjustments to your presentation re: pre-pregnancy weight, # cigs, did you watch the AOP video + + +
V. Scenarios: 
It was determined before my time that the Coder faxes and then scenarios were to be a method of ongoing learning for Coders. 
The faxes went away d/t the difficulty in accessing actual chart segments. The scenarios seemed a good alternative. They only take a few minutes and attempt to pose situations that could cause some confusion when coding is done. The number of coders completing the scenarios fluctuates but is never all and sometimes not even the majority of those attempting to produce accurate data for the potential use by the MD’s and researchers using our data to hopefully, improve the health care provided to our mom’s and their babies. (How was that for a run-on sentence?)
Is there something I can do to help you feel more inclined to use this learning tool? 
Now, for the response to the past two months’ scenarios:

July – Prenatal visits
When counting total number of prenatal visits- Does an OB consult count as a prenatal visit?   

Yes_X_

 No___   Per the state and Dr. G – OB consults count
How about the office visit for a pregnancy test, does that count as a visit?

Yes___ 

No_X_   Per the state and Dr. G a visit for a preg. test even if vital signs are included does not count
How do you determine how many visits the woman had after her prenatal was faxed to the hospital?      


Make an educated guess? ___
Ask her? ___  Other___ (plz., explain)

This brought a variety of answers re: the total # of visits. Adequacy of care is considered 13 prenatal visits before delivery. If the counting stops at 36 weeks all women will have inadequate care documented as evidenced by two different researchers work. The researchers have no way to ‘surmise’ the number of visits not documented, i.e., the last 4-6 weeks of weekly visits. The state only requires that we use the prenatal that is readily available to us. But the best way is to seek out the other info. In the larger hospitals this may seem an impossible task (calling the respective offices for the remaining dates), but that would seem to be the most accurate. I did hear that several of the hospitals do this.
I will leave it to you as the state has given us their guideline. We will handle it from the ‘request’ end – if a researcher requests this info we will let them know what is requested by the state and that they need to be aware of the last prenatal date listed and the delivery date to take adequacy of care into account.
	Number of coders who participated
	# correct answers Q1 OB consult?
	# correct answers Q2 Preg test?
	# correct answers Q3 total # visits

	25 0f 32
	               7
	           23
	         25


August: AROM – augmentation, induction, process of labor- How is it coded?

1. The woman was 9 cm dilated and labor was progressing well. The membranes were ruptured.

Characteristics of Labor and Delivery

_x_ None


2. The woman arrived at the hospital at 41w 3d without CTX. After initial work-up, her membranes were ruptured. 

Characteristics of Labor and Delivery
_x_ Induction of Labor–AROM
3. The woman was laboring, progressing slowly but consistently in dilation. Her membranes were intact. The baby’s heartrate was being very difficult to monitor externally during CTX. In the processing of applying a fetal scalp electrode for more careful monitoring, the membranes were ruptured.
Characteristics of Labor and Delivery

_X_  External Electronic Fetal Monitoring 
_X_  Internal Electronic Fetal Monitoring
4. The woman was laboring and dilation was not following the normal curve. AROM was performed to encourage a more functional labor.

Characteristics of Labor and Delivery
_x_ Augmentation of Labor


	Number of coders who participated
	# correct answers Q1 none
	# correct answers Q2 induction
	# correct answers Q3 none
	# correct answers Q4 augment



	22
	6
	12 & 3-1/2’s
	4 & 10-1/2’s
	11 & 4-1/2’s


VI. Coder questions: It was a quiet month

Sterilization – What if only one tube was removed – It’s a question of semantics. The procedure was for 
sterilization and the doctor believed that the other tube was completely blocked d/t scar tissue therefore the 
coding would be ‘sterilization’. Dr. G did add that he would hope that the doctor would so follow up testing which 
could prove complete blockage.

Hypotension after epidural – If a C-sect occurs d/t to severe hypotension with fetal heart rate deceleration 
after an epidural is placed, code only ‘fetus at risk’. The mother’s condition did not nor would it warrant a C-sect. 
Her B/P could have been managed. It was solely b/c the baby deceled.

VII. We will be holding our next Coder Meeting Thursday, November 10th, 2pm! again at the Saunders Research Bldg., Crittenden Blvd. on the Strong Hospital Campus. Anne-Marie Yeates from the Child Health Support Office will join us for a presentation on Acknowledgement of Pregnancy.
