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Dementia “Coding Clean-up” Exercise;
Improving records of dementia diagnosis in your practice by more accurate coding

A step by step approach

Introduction; why is this important?

Achieving early diagnosis of dementia is a major national priority, identified in the National Dementia
Strategy and championed by the Government. Only 46% of those who we would expect to have dementia in
London, based on population prevalence rates, are recorded on GP practice dementia reglsters We believe
one of the reasons behind this low diagnosis rate is problems in coding. We have previously developed
guidance for GPs to support them to code dementia diagnoses accurately (see Appendix 4).

Aims

The following exercise has been primarily designed to support GPs to identify problems in coding, which are
contributing to low rates of dementia diagnosis on practice registers.

It also provides a framework for GPs, to consider other patients who may have dementia, but are not yet

diagnosed. It may also identify patients who have been lost to follow-up, which GPs can then address
following local pathways.

Method

Step 1 — Identify commonly used Read codes for dementia/memory concerns

At a practice meeting, discuss what codes GPs in your practice use when adding dementia or worries about
memory to a patient’s problem list. Make a note of codes commonly used by your colleagues. Add any codes
commonly used that are not already included on the list” in step 3 below.

Step 2 — Obtain Practice’s QOF dementia register

Find the QOF dementia register for your practicee’. Write the number of patients currently on the register, on
the form in Appendix 3.

Step 3 — Run searches to generate lists of patients who may have dementia*

Run the following searches;

1. All those prescribed anti-dementia medication (See Appendix 2)
2. “h/o dementia” Read code 1461.00

3. “Dementia monitoring” Read code 66h..00

4. “Dementia annual review” Read code 6AB..00

5. “Cognitive decline” Read code 28E..00

6. “Confusion” Read code R009.00

7. “Memory loss Symptom” Read code 1B1A.

8. “Memory Impairment’ Read code Z7CEH

9. “Short Term Memory Problems” Read code Z7CF811
10. Any other codes identified by your colleagues in step 1

" Dementia Prevalence Calculator, 2013
2 These are the Read codes that were identified by the London pilot as being most commonly used. There is, however,
variation from practice to practice, so it is important to have the discussion with colleagues, to identify codes your
practice commonly uses. For example, other codes used in some practices in the pilot were: “Forgetful”, "Organic
memory impairment”, "Short Term Memory Loss"

For EMIS and Vision, the codes that place patients on the QOF dementia register can be found in Appendix 1

Yltis possible that this part of the exercise can be done by your practice manager/ administrator
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NOTES: Searches 5 onwards are less specific. If you are from a large practice you may need to apply an
age range (e.g. age over 65 only) to the search to make it manageable for step 4.

If you work with care or nursing homes you may wish to also review the notes of these patients, as it
is likely that many will have dementia.

Step 4 — Compare search results with QOF dementia register

Compare the results of the searches with your practice QOF dementia register. Where discrepancies occur,
review the notes to find out whether the patient has a diagnosis of dementia (in which case they can be
coded as dementia using the codes in Appendix 1), whether they would benefit from an assessment, or
whether they clearly do not have dementia.

Record the results on the form in Appendix 3.

NOTE: If you find cases where dementia has been diagnosed but not coded, then it is best to date the
diagnosis to the time it was made. This avoids QOF targets inappropriately requesting screening
bloods etc.

Step 5 — Discuss patients for further review

At the next practice meeting discuss the list of patients you have identified who might benefit from a memory

assessment and consider how best to offer this e.g. visit by usual doctor or letter inviting them to come in for
a review.
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Appendix 1 — READ codes
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Dementia Read Codes

Dementia in disease EC (Eu02.%)

Senile / presenile organic psych (E00..%)
Vascular dementia (Eu01.% )

Drug-induced dementia (Eu02y1)

Other alcoholic dementia (E012.% )
Dementia in Alzheimer’s disease (Eu00.% )
Dementia in conditions EC (E041.)

Delirium superimp dementia (Eu041)
Alzheimer’s disease (F110.)

Alzheimer’s disease with early onset (F1100)
Alzheimer’s disease with late onset (F1101)
Pick’s disease (F111.)

Senile degeneration of brain (F112.)

Lewy body disease (F116.)

Appendix 2 - List of anti dementia medications

Anti-Dementia drugs

Donezepil (Aricept® , Aricept Evess®)
Galantamine (Reminyl®, Reminyl® XL)
Rivastigmine (Exelon®)

Memantine hydrochloride (Ebixa® )
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Appendix 3 — Results submission form

Please return to ..............

when completed

Practice Name:

Dementia “Coding-clean up” Exercise

Dementia Champion Name and Contact details:

General

May, 2013

Before start of exercise - number on QOF dementia register

After exercise - number on QOF dementia register

Number of patients who would benefit from assessment

Detail

Please note, the numbers in the below table may not add up to totals entered in the table above,
as there may be more than one coding issue identified per patient.

Note — the figures in these three columns should add up

to the figure in the total column on the left

Search

Total no of
patients with
this code

Number with this
code, with
confirmed
dementia, who
were on the QOF
dementia register
at the start of the
exercise

Number with
this code, with
confirmed
dementia , who
were not on the
QOF dementia
register at the
start of the
exercise

Number with
this code
without
confirmed
dementia

Number with
this code
without
confirmed
dementia that
would benefit
from an
assessment

Anti-dementia Drugs

h/o dementia

Dementia Monitoring

Dementia Annual Review

Cognitive Decline

Confusion

Memory loss symptom

Memory Impairment

Short term memory problems

Local codes (please specify)

iv
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Appendix 4 — London Dementia Coding Guidance

NHS|

Guidance on Dementia Coding London

What is the big issue for London GPs in coding dementia?

There iz a demenfia diagnosis gap of 52% in London, which means that only 45% of those who we would expect o
have demenfia, based on population pevalence rates, are recorded on GP pradice demenfia registers1. We believe

one of the reasons behind this appareniy low diagnosis rate iz a lack of accurate coding due to there being confusion
with the available codes  This note for GPs contains guidance to help with this

Why is it so important diagnose and accurately code dementia?

1. It means the pafient’s care can be planned, managed and monitored, so that they can be signposted to
supportive services and prescribed appropriate medicaion.

2. Diagnosis givespower fo fhe patient and fheir families, asitbrngs clarty in tems of what is happening to
them, and provides them with the ability to make choices themselves (Mational Demenfia Strategy, 2009).

3. The coding of demenfia and pufting the patient on the demenfia mgister means we can develop an accurate
piciure of London dementia rates to inform commissioning of high quality, cogt effedive servicesin regponss.

4. It means that GPs can see theirown pracice pefomance nse, and give pafients confidence as they can ==e
the identificaion rates on www.myhealthlondon.nhsuk

Making dementia coding simple

The coding of dementia can be less than straightfforward, =0 a team of GPsworking fo improve demenfia care in
London, with support from specialist expers, has put tegetherthis GP demenfia coding guideline.

Guideline
1. We propose the use of four codes in pimary care, which are listed below.

2. If the spediic type of dementia iz unknown, for whatever reason, please use the code Eul2z “Unspecified
dementia”. This can always be changed later when more informafion is available. Pleass do not use 1461.00

“hio dementia®, 28E..00 “cognitive dedine® or similar codes for this purpose — these do not allow aggregation.

3. Where some diagnogtic data are available the codes Eul(. can be used for Alzheimers disease, Euwl02 for
mixed demenfia, and Eul1. for vascular dementia. All others can be given Eul2z.

4. A full lig dementia codes can be found below. This matches ICD10 codesto recognized geneml praciice
dementia READ codes. Where detailed information on subtype of demeniia is available, then these can be
us=d.

" The main codes which General Practitioners should use to code for dementia in primary care are:

ICD ' ' Read

FOO ' Dementia in Alzheimer’s disease ' Eu00.

Foo.2 " Dementia in Azheimer's disease, atypical or mixed type | Eulz
(“Mixed Dementia”)

Fo1 " Vascular dementia ' Eul1.

FO3 " Unspecified dementia ' Eul2z

! QOF data, 2010/11

D Paul Russell, GF, London Dementia Clinical Team & Frofessor Sube Bane rjee, London Clinical Director for Dementic Feb, 2012
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Ticoin "READ | Ticoio " READ
| FO0 | DemenfainAlzheimer's dsease =T " F051 | Deriumsuperimposed on dementia | Eul4
| | | Senile dementia with delirium E003
FoOLO Dementain Alzheimer's dsease with early Eul 00
| | onset | | T FOSR | Delrium unspecified [ Euldz
FooL1 Dementain Alzheimer's dseass with [ate Eul 01
onset "FOE0 | Organic halluci nosis
" FO02 | DemenfainAlzheimer's dsease, aypicd or | EullZ Cither semile and pres enile organic psychoses
| | mixed type | | Senile or presenile psywchoses
F00.2  DementainAlzheimer's dsease, unspecified =T1i-4 | | |
| | | FO8T | Mild cognithe disorder EulaT
FOi Vascular demeniia Eul1
Arericscelonitic dementia El04 FI07 | Residud andlate onset psychatic disorder due
o alcohal. Eul 7
TFD | Multi-infarct dementia =T 0 . Includi ng;
- Alcoholic dementia
TF0M.2 | Subcortcal vascular dementia =T 1 - Other deoholic dementia E
- Chronic alcoholic brain syndrome E0120
" F013 | Mied corfical and subcorticd vascular | Eul13
| | dementia | | CGH | Alzheimer's disease F1io
FOi.8 | Other vascuar dementia Eul1y BB  Other Alzheimer's dseass
| | | G318 Alzheimer's disease, uns pecified
FO18  Vascular dementia, unspecified Euliz
Uncomplicated arteriosclentic dementia E0040 | GH.0 | Mzheimer's disease with early onset [ F1100
Areriosclerctic dementia with delirium BI04
Arericsclersic dementia with paranoia El042 | GHL1 | Azheimer's disease with |ate onset [ F101
Areriosclerctic dementia with depression El043
Arteriosclerctic dementia NOS BEl04=z " 331.0 | Circurscribed brain arophy
| | i ) . | | Includi ng;
Foz Dementiainother diseas es dassified EullZ - Fronto-temporal dementia NoCode
| | Elsawhere | | - Picks dsexse Fi11.
Fazo Dementain Pick's disease =T ajed] - Progressive isolated aphasia
| | o | | | G31.1 | Senile degeneration of the bran, nat TEiz
FOZ1 | Dementain Creutzildt-Jakob disease Eul dlsewhers dassified
T FOZ2 | DementainHuntingdon's disease =T < | G31.8 | Other specified degenerative disease of the
I I | | nerwols 5ystem
Faz3 Dementain Park rson's dseass Bz Inclui ng
| | | | - (Grey matter degeneration
Foz4 Dementain HIV dissase Eul24 _ Lewybody dds?ﬁ Fi16
| | | | - Lewybody dementia Eul25
Foza Dementainother diseas e classdied EullZy - Subacutenecrotizing
ezewhere encephaopaty
Dementiain condiions EM1 : :
| FO3 | Unspecified dementa =T - “Knowledze is power with respect to diagnosis,
Presernile dementia BI01 . th ffected and their f ili
Uncomplicated presenile dementia 0010 Efving those atrected a EIr families an
Preserile dementia with defirium EloM unde rstanding of what is happening and the
Presernile dementia with paranoia El012 - )
Presenile dementia with depression E0013 ability to make choices themselves”
Presenile dementia NOS Bl 1z
Uncomplicated s enile dementia =iii} MNati :
ational Dementia Strategy, 2009
Senile dementia with depressive or paranoid ey,
features Bi02 .
Senile demenia with parancia E0020 For a copy of the London Dementia Meeds Assessment or any
Senile dementia with depression B0 queries about dementia diagnosis and care, please get in touch
Senile dementa with depressive or paranoid with Jen watt@londen.nhs uk ; 020 7932 2646
features NOS BEl0Z

D Paul Russell, GF, london Dementia Clinical Team & Frofessor Sube Bane rjee, London Clinical Director for Dementic Feb, 2012
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