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ACTIVITY BASED
FUNDING IS...

@ Amethod to fund health facilities for
services they provide
(output funding instead of input)

@ Ameans of transparently identifying
funding allocation

@ Atool to assist in evaluating models
of care and current allocation of
resources

® Not an uncapped funding source
for additional work
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PRICING
Funding
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WHAT IS AN NWAU
(National Weighted Activity Unit)?

The NWAU is the ‘currency’ used to express the

rice weights for all services
funded on an activity basis

DRG UBBA

Eating disorders and
obsessive compulsive
disorders, major
complexity

=8.2256

Ave =
1 NWAU

Relative cost of hospital services )

PSC:W
Non-acute clinicallsocial
=0.0464 NWAU
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How are prices calculated?
NSW Produces a State Price (SP) for:

* Acute inpatient services

* Emergency department services
* Outpatient services

* Sub-acute services

The federal body produces a weighting for a particular
(IHPA) DRG, called the NWAU

The annual Service Agreement between LHD and
Ministry determines the volume and distribution of
services within streams

* Acute level activity

* Emergency activity

* Sub-acute activity

* Non-admitted activity (all in NSW)
LHD and clinicians determine what services are ».
delivered within those streams

Calculating the NWAU for eating
disorder activity

* The average hospital service is worth one NWAU — the
most intensive and expensive activities are worth
multiple NWAUS, the simplest and least expensive are
worth fractions of an NWAU

* The NWAU is updated annually, and named to reflect
the year of its operation., In 2013-14, the NWAU was
called NWAU(13), in 2016/17 it will be called
NWAU(16)

* Price of the NWAU is determined by the recorded
occasions of care across the country

* NWAU (15) for eating disorders is $26,500 for 13-30
days without loadings, in excess gets per diem approx
1000 per day d

ADJUSTMENTS TO PRICE WEIGHTS
[ Adiustment ____|Healthcare SettingContext | NWAU1S |__| NWau6_|

Indigenous Acute admitted 4% AN 5%
Admitted subacute
ED
Non-admitted

Remoteness

Outer Regional Acute admitted 8% = 8%
Admitted subacute

Remote Acute admitted 16% A~ 18%
Admitted subacute

Very remote Acute admitted 22% ~ 23%

Admitted subacute.
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ADJUSTMENTS TO PRICE WEIGHTS
[ Adiustment _______|

Adjustme Healthcare Setting/Context -

Private Patient Service Maintenance Care Type 3.8% Vv 16%

(Sub-acute) Psychogeriatric Care Type  3.5% Vv 34%
Palliative Care Type 34% ¥ 31%

Specialist Psychiatric Age

>17age NOTin MDC 19/20  Acute 34% voo2%

<17 age in MDC 19/20 Acute 15% A~ 2%
Specialised Children’s Hosp. 9% A~ 10%

<17ageNOTinMDC 19/20  Acute 22% N 2%
Specialised Children's Hosp.  41% A 45%

sl gLﬂnllh

NWAU CALCULATOR

The NWAU calculator is an education tool developed to assist clinicians and managers
understand the factors that influence the calculation of NWAU for an episode of care or
for a patient journey.

http://nwaucalc.moh.health.nsw.gov.au/#/
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Royal Price Alfred Hospital
16 year old
Not indigenous

r—_

Sydney Children's Hospital
16 year old
Not indigenous

o
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ABM PORTAL

The ABM Portal is a tool to assist in evaluating the efficiency and efficacy of health
service delivery in order to review and improve care, leading to better patient outcomes

https://abmportal.moh.health.nsw.gov.au/glikview/FormLogin.htm
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Recording Inpatient Care

Keep good clinical notes

Document the diagnosis (for allocation to DRG) and what you do with and
to the patient (procedures)

Coders in medical records extract and enter the relevant data to
determine the payments for activities

They review the documentation

They are trained in how to code

2 year training

Strict rules about how you code and what you can and can’t code
Coders are not DOCTORS or clinicians (even if they are they are not
allowed to make assumptions about the typical care expected for a
condition)

Specialist facilities have to be careful to assume nothing in notes,
document everything e.g. if a test result reveals a diagnosis and
necessitates a treatment put BOTH in the notes — the CODER is not
allowed to interpret test results

E.g. must write Hypo or Hyper not the K level or it won’t be coded, a
document the treatment provided = \(

Recording Inpatient Activity

* Eating disorders (U66Z) has a heavily weighted NWAU so recording the diagnosis
in the notes at multiple points will help this get accurately assigned

* Principal diagnosis in discharge summary influences the DRG (activity payment)

* But coders do also look at the notes to determine diagnosis — they need the
discharge diagnosis to correspond with the notes

* Coders are coding the principal activity (or diagnosis), but complexities can drive
the payment up

* They need know that not only did the patient have that diagnosis BUT that it was
the reason for care i.e. the patient received treatment for it, e.g. if a patient came
in with anorexia nervosa but there are no notes regarding the treatment for it, it
won’t be recorded as principal, at best it will be an ancilliary (U Code)

* In ward round or similar meetings have an issues list married to an action list:
things that you are currently providing treatment for (procedures) e.g. renal,
electrolyte, malnutrition

* |Ideally all presenting problems that received some form of treatment are li:
the discharge summary (and then reflected in notes, issues lists and auﬁoﬂi}

Recording Inpatient Activity

Diagnoses must be stated as anorexia nervosa or
bulimia nervosa, not just anorexia

The more specific the better, anorexia nervosa better
than eating disorder

Record the severity of malnutrition and treatment
provided, this is perhaps necessary for new DRG

With a split DRG (major vs minor complexities) very
important to document every complication especially if
they are being treated, but also if the patient had a
history of severe illness or malnutrition that history
would be important to document as it might
determine which code, this will drive the higher levelgq
of payment

Recording Inpatient Activity

* You can change a patients care type during their stay
(on the same ward).

¢ Care type can be Acute (e.g. medical stabilisation),
Rehabilitation (e.g. refeeding), Palliative, or
Maintenance

¢ E.g. SLHD SWSLHD has a care type change order on
CERNER, this also has to be clearly documented in the
notes e.g. ACUTE Care type no longer required and
changing to rehabilitation, or palliative etc.

¢ AND this would usually accompanied by a new
treatment plan in the notes (except if you change to a
Maintenance care type)

Recording Ambulatory Data

Ambulatory or non-admitted activities don’t
use DRG to calculate payment

They use the Principal Service Category to
determine price

In the system non-specific categories have a
lower price (e.g. mental health unspecified),
the more specific category have a higher price

(e.g. emergency clinical, extended clinical)
cedd




ecording Ambulatory Activit

Make sure you complete a record in the EMR

Every activity you perform should have a corresponding

electronic record

¢ Don'tfill in a record without a diagnosis, even if field not
compulsory

* Find the F code 50 in the list and try to be specific BUT an

unspecific diagnosis better than none (e.g. 50.9)

Always select a Principal Service Category and the nature of

this clinical activity must be reflected elsewhere in the

notes

If you have distinct service events involving different

linicians doing different things with the patient, need

erent Principal Service Categories

IMPLEMENTATION OF THE AMHCC IN
NSW

Mental Health Phase of Care

+ Requires a clinical decision
+ Reflects the prospective goal of care

« Defines the collection points for clinical outcome measures

Phase 2 Phase 3

I
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A NEW APPROACH - AMHCC

mental health care classification that will be
implemented for pricing admitted mental health services from 1 July 2017

IHPA have develope:
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A NEW APPROACH - AMHCC

IHPA have developed a new mental health care classification that will be
implemented for pricing admitted mental health services from 1 July 2017
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HONOS COMPLEXITY

HoNOS complexity

« Final variable within the admitted branch of the AMHCC

* HoNOSCA, HoNOS or HONOS65+ used as clinically appropriate
» Weighted individual scores based on age group and MHPoC

* Required at admission and then change of MHPoC

« This is no change from the existing MH-OAT protocol for HONOS
o ltis that end-cl with

HoNOS will have the lowest price weights

NSW | Health

IMPLEMENTATION OF THE AMHCC IN
NSW

Mental Health Phase of Care

Requires a clinical decision

Reflects the prospective goal of care

Defines the collection points for clinical outcome measures

Phase2 Phase 3
eg i
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HONOS COMPLEXITY

HoNOS complexity

« Final variable within the admitted branch of the AMHCC

HoNOSCA, HoNOS or HoONOS65+ used as clinically appropriate

Weighted individual scores based on age group and MHPoC

Required at admission and then change of MHPoC

This is no change from the existing MH-OAT protocol for HONOS

Itis that end-cl with

HoNOS will have the lowest price weights
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AD HOC CHARTING

A misnomer

Dr Susan Hart

Accredited Practising Dietitian
Program Manager

The Peter Beumont Day Program, RPA

4. Data entry captures and describes the hard work of your service
It demonstrate how busy you are
How do you accurately describe /represent /communicate /capture
your teams clinical activity?
How does it reflect the clinical interventions that you are providing?

You feel that you are very busy, but data entry will demonstrate to
you and others just how busy you are

“where did | spend my time today”

COUNTING

Just remember...

Electronic patient
data is the invoice
to the Ministry of

If activity data isn’t
recorded in an
organisational all!
Health system, it can not

be used in the

funding formula

IF IT ISN'T IN THE SYSTEM, IT DOESN'T COUNT!

It will be as if the
data didn’t exist at

A DATA ENTRY PLAN

1. Data entry is not “ad hoc”

2. It is necessary to have a planned and systematic data entry
plan/strategy

How to ensure that “data entry” works for your clinicians and your
service?

To ensure it is not a meaningless exercise
To maximise the benefit of ABF funding structure for your service

3. Accurate data = the future of your service
Ensure that your clinicians understand this

THINGS THAT HELP?

Getting feedback on your monthly activity is helpful as a manager
It is a process

Taken a while to work out how to best “describe” my teams
clinical activity.

Taken a while to get the team on board, and to make it part of
their daily routine
Making time initially to develop your plan
Prioritising time for it each day
Get quicker at it with practice i.e. practice makes perfect!
When you have a plan it is much easier

©® @ ®

®

]




THINGS THAT HELP?

© Communicate with your local data expert to get advice and check
that what you are doing is correct.

@ Lots of reminders to my team “have you entered your clinical
activity”

® Doing it in “real time”.
The closer it is to real time the more accurate the data is
going to be

@ Clear instructions on how to enter data for your team.

@ Easier when using CHOC or electronic medical records as the file
is already open. More difficult when using paper notes.

@ Aculture in your team where everyone does it

ABOUT THE PETER BEUMONT DAY PROGRAN

® 4 days per week, 6 hours per day

@ Intensive treatment, closer to inpatient intervention
where people don't sleep than an outpatient intervention
where patients might present for 1 session per fortnight.

® Mainly group work, a minimum of 4 hours of face to face
for each day for the patient

® Some individual work on top of this

@ Highlights the challenge of describing “group”
interventions

BRIEFLY. ... SIMILARITIES

@ If your outpatient service =
1 patients sees 1 clinician then leaves (straightforward)

® BUT multi-disciplinary care is best practice in eating disorders. In
ambulatory setting patients may be seeing multiple clinicians at
each visit

® i.e. Seeing the doctor and dietitian in same day.
@ In outreach, likely to see multiple clinicians
@ have to think realistically how this activity gets captured

10/06/2016

OBSTACLES

©® Not being familiar with the software
©® Not being clear on how to enter it
Having ambiguous instructions
® Not being aware of the value or purpose of this information
Not having enough support and instructions initially
© Being a busy clinician

Easy to get bogged down in clinical business that data entry is
forgotten

®

@ It does take time (more in the beginning)

COMPARE “DAY PROGRAM” TO “OUTPATIENTS

<

+ Counted as “ambulatory” or non Counted as “ambulatory” or non
admitted admitted
Non admitted patients = the Non admitted patients = the
same process same process

/ Amulti-disciplinary intervention

Multiple clinicians may see patients at
each visit i.e. dietitian & doctor

<

A multi-disciplinary intervention

Multiple clinicians may see patients at
each visit i.e. dietitian & doctor

x

Often individual treatment

x

Usually group intervention

x
x

Lower intensity of treatment per
patient but greater numbers of
patients are seen

High intensity of treatment per
patient, but for fewer patients
seeni.e. 6 -8 at a time

Outpatients ‘ ‘ DAY PROGRAM

THE CHALLENGE OF CAPTURING
GROUP ACTIVITY

There are several ways to capture the information:

1. Enter group activity in way that is similar to individual
activity

2. OR enter it via scheduling books

3. OR send your occasions of service to your LHD data
person to collate (felt this under-represented day
program activity)




important?

CLIENT CONTACT FORMS ...what s

€ Assessments

€ Discharge Refenal

€ Recordof Advance Care Planning
€ Procedues

™ B MH Cient Contact Form
I B MH Care Conference
I B MH Famiy Cortact Fom

€ Cardiovascular Senvices
€ Commuriy Healh

€ Complex Care, General Praciice & G
€ Diug Heath Services (DHS)

€ Emergency (ED)

€ Gastortiver

€ Aged Care and Rehabiltaion

£ HACE Servics Events

€ Mental Healh

€ Cancer Services

€ HospitalIn The Home
€ Medcal Handover
© Pham:

1 Pre Adission Ciric
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PRINCIPLE REASON FOR SERVICE CONTACIK

FerGeme b b B
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Pincipal reason for service contact
R =
Mental Health Promation )
Mental lnness Prevention ation
Early Psychosis Intervention
Early Depression Intervention
~ Eally Ansiety Intervention
of Clinicians € arly General Intervention

:l 4 Clinical Emergency
~_ Social Emergency

‘Acute Cinical Reason v ves
| Acute Social Reason

Rehabiitation social
Extended clinical
Extended social
Non-acute clinical/social

Grsultation to MH Service Unit
Consultation to nonMH Service Unit
it Displ g ooy

Rehabiitation - Clinical ~ YES

1ould be

PRINCIPLE
SERVICE

o CATEGORIES

® Learn and know the
definitions of each PSC.

@ If you are unsure consult
your local data expert.

Dx Date Afces

disorder, unspecifi.. 20/04/2016 ME

PRINCIPLE SERVICE CATEGORY [S
REALLY IMPORTANT

@ It is important to reflect on which PSC (Principle Service
Category) your service is delivering

How does the PSC apply to the intervention/activity that you
are providing

® Weightings for each PSC are different
Gives the value of once service contact

Some activities are more “expensive than others”

® Must accurately reflect the type of care being provided

Principal reason for service contact

Mental Health Promotion

Mental llnness Prevention stion
Early Psychasis Intervention
Eaily Depression Intervention lospital

 Ealy Aniety Intervention
of Clinicians € arly General Intervention

—E Clinical Emergency

~ Social Emergenc
‘Acute Clnical Reason + vEs

| Acute Social Reason

ag TEEICE

| tould be

Rehabilitation social
Extended clinical
Extended social
Non-acute clinical/social
Consultation to MH Service Unit
Consultation to non-MH Service Unit

| Displ egearch -
__ Rehabiltalion - Ciinical

Dy Date Qo
disorder, unspecifi.. 20/04/2016 M-

“Acute Clinical Reason”

“Treatment is focused on clinical
symptom reduction with a
reasonable expectation of
substantial improvement in the
short term”

@ “No previous history or ....acute

exacerbation of clinical symptoms”

This is the core reason why patients
admit i.e. Newly diagnosis with an
eating disorder or exacerbation of
previous symptoms such as binge
eating, vomiting and/or restricting
present to our service.

Monday
THE DAILY TIMETABNS
1015 AM SNACK @ Atypical Monday
w0 'WEEKEND DEBRIEF & CBT GROUP © Our busiest day of the
week

®

All staff are working i.e.
ward rounds, team

12.00 Free time meetings
6 patients attending

1230 LUNCH

In a 6 hour day only 2 X 30

®

100 mins breaks
NUTRITION or OT GOAL SETTING

230 Free time
3.00 PM SNACK
315

WARD ROUND

315t05.00pm




Principal reason for service contact P RH N @H P L E
- —— @i SERVICE

Mental Health Promotion )
Mental llnness Prevention ation
CATEGORIES
Early Depression Intervention Hospital
 Early Aruiely Intervention
of Cinicians € arly General Intervention

:l 4 Clinical Emergency
~_ Social Emergency

Acute Clinical Reason v ves
A cial Reason

cipal Didg Erergzreyrae ) rould be
Rehabiitation socal . ves
Extended clinical
Extended social
X Non-acute ciiical/social
Grsultaton 1o WH Serviee Tt
Consultation to non-MH Service Unit
it | Displ gotagen -
Rehabiltation - Cinical ¥ YES
Dx Date Afces
disorder, unspecifi... 20/04/2016 M
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Monday
9.45 WEIGH N Extended Clinical
1015 AM SNACK Rehabilitation Social © Matching intervention to PSC

Clearly greater than one

WEEKEND DEBRIEF & CBT GROUP. clinical activity to be counted.
Acute Clinical Reason

1030

®

6 patients attending this day
2-4 clinicians delivering face to
face (6 clinicians in total in our

12.00 Free time team)

®

Planned group therapy
Planned ward round and weigh-

1230 LUNCH Rehabilitation Clinical

100 in (both individual contacts)

NUTRITION or O GOAL SETTING Other unplanned occasions of
Acute Social Reason service

230 Free time

3.00 P11 SNACK Rehabilitation Social

WARD ROUND Non Acute Clinical

ANOTHER IMPORTANT NOTE

@ If the PSC is the same on multiple client contact forms in
one day, only one service event will be counted

® Enter 5 separate activity forms
l.e. 5 separate groups each with 5 patients

CLIENT PRESENT? YES OR NO

CLIENT PRESENT?

® The amount of face to face activities (or “client present”)
is important
® “Client present” activities are the only ones that are
funded by ABF
® Learn what face to face activities are?
This might surprise you
® For one FTE
65% of time should be of clinically related work
Face to face should be a large amount (but not all).

CLIENT PRESENT?

® When there is 2 way dialogue between clinician and
patients
Including phone calls, emails
Assessments, intake, group therapy and other individual sessions
Ward round
Meal supervision

Time spent by clinician on self monitoring diaries (when it is
providing feedback to the patient)

@ Research intervention at Day Program

Previously had not any clinical activity relating to our research
assistant

Realised a significant amount of work was 2 way intervention




DIAGNOSIS

@ Always make sure that an eating disorder diagnosis is entered.

Monday
9.5 WEIGH IV
Individual Client Contact form
1015
— Lo G TR © In eating disorder services
WEEKEND DEBRIEE & CBT GROUP meal support is GROUP
Group Therapy THERAPY
1200 Free time
1230 Lunci Group Therapy
100
NUTRITION or OT GOAL SETTING
Group Therapy
230 Free time
20 ©w snack Group Therapy
315
Care C °
31510500 pm
Activity T Duration
i

1
-

5 Assessment
Assistance with activities of daily iving
= Care conference
3. Care management
Care Planning

® How do these activities
apply to the service/
intervention that you
are providing

1K

Cerer Support © Some are “client
Clinical
Couneling present” and some are
Counseling and education not.

Wa Dischaige cient Contact? O ¥ .
Documentation and report witing © Learn the definitions of
Education s ;.
Legal activit not related to MH Act what each activity is
Legal activity related to MH Act 5
Medoation actiiy © Consult with your data
Missed appointment expert when unsure
Psychotherapies

Refer to concunent care

Service Coordination

Skills training, unspecified

Standard Measures

Transport or accompany client
ravel

e
‘Waiting Time - late client

10/06/2016
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Eating disorder F50 codes

> £50 Eating disorders
> £50.0 Anorexia nervosa
> £50.1 Atypical anorexia nervosa
¥ F50.2 Bulimia nervosa
> £50.3 Atypical bulimia nervosa
> " !

> E50.5 Vomiting assoclated with other psychological disturbances

9 Eating disorder, unspecified

@ Consider “eating disorder unspecified” F50.9 as your default
diagnosis, when unsure of the exact diagnosis

© EDNOS/OSFED - is the most common eating disorder in the
community (gives no indication of behaviours present i.e. vomiting)

b et e Bt

Provider 1 Client A

ity D
et s o s @t

Monday

9.5 WEIGH IN

WHICH
- ACTIVITIES?

WEEKEND DEBRIEF & CBT GROUP
Clinical Review
Psychotherapies

© Activities of daily
living = the provider is
1200 Free time involved in doing the
activity with the client
1230 LuNCH

© Each activity incurs

Activities of daily living, Education PR -
some “administration

e NUTRITION or OT GOALSETTING or “documentation
Skillstraining OR Counselling and Education and report writing”
© Education (psycho-
education is core
230 Free time aspect of eating
3.00 PV SNACK Activities of daily living, Education disorder treatment)
315

WARD ROUND.
315t05.00pm

10
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Provider 1 Client Activity Details
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Fogen - Hat Susan (Dt
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1. Cricaliovion -

2 Courseling and eccation -

3 Domeniatin sdrepctwitng

B
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W a Sscond Ciriiannvaved n i et Cotact?
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A NOTE ABOUT ENTERING TIME?

® The time recorded for an activity reflects the
clinician time

® This is a challenge for reflecting the clinician
time involved in group therapy

Monday

WEIGH I About 5 mins per patient HME

1015

AM SNACK 15 mins of clinician time

1030

1. Clinician time for group = 90
WEEKEND DEBRIEF & CBT GROUP minutes
90 mins of clinician time 5 patients

Equates to about 15 to 20 mins
per patient of clinician time

12.00

‘Free time Time allocated to each patient
cannot exceed 90 minutes

1230

Clinician time for meals = 30
minutes

5 patients

LUNCH
30 mins of clinician time

about 5-10 mins per patient of
clinician time
3. Clinician to use judgement about
the time spent with each patient
at a meal and in a group.

Free time Time allocated to each

patient cannot exceed 30

PV SNACK 15 mins of clinician time .
minutes

WARD ROUND
3.15105.00pm
About 20 mins per patient

IN SUMMARY

1. Data entry is not “ad hoc”

2. Itis necessary to have a planned and systematic data entry
plan/strategy

3. Accurate data = future of your service

4. Data entry captures and describes the hard work of your service

5. Communicate regularly with your local data expert

6. Capturing group interventions accurately posses some
challenges.

7. Understanding your “principle reason for service contact” and
“principle service category” is essential

8. Appropriately capturing “client present” or “face to face”
activities is important

9.  Entering data correctly and accurately affects the future of
your service.

11



