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Please be advised that we are currently in a 
controlled vendor environment for the 

One Person One Record project. 

Please refrain from questions or discussion 
related to the 

One Person One Record project.



Informatics…

utilizes health information and health care 
technology to enable patients to receive best 
treatment and best outcome possible.



Clinical Informatics…

is the application of informatics and information technology to 
deliver health care. AMIA. (2017, January 13). Retrieved from 
https://www.amia.org/applications-infomatics/clinical-
informatics



Objectives 
At the conclusion of this activity, participants will be able 

to…

▫ Identify what knowledge and skills health care providers will 
need to use information now and in the future.

▫ Prepare health care providers by introducing them to 
concepts and local experiences in Informatics.

▫ Acquire knowledge to remain current with new trends, 
terminology , studies, data and breaking news.

▫ Cooperate with a network of colleagues establishing  
connections and leaders that will provide assistance and 
advice for business issues, as well as for best-practice and 
knowledge sharing.



Objectives for Today
▫ Identify the education and knowledge a Health 

Information Professional will require to code and 
abstract patient medical records.

▫ What is coding and abstracting.

▫ What type of patient data is captured and sent to CIHI 

▫ What national indicators are produced

▫ See the trend of an indicator

▫ Identify some challenges
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Health Information Professional -

Education
• Complete a two-year diploma program

• national certification exam

• pay yearly dues

• complete CPE credits, to maintain credentials (CHIM)

• Courses in the two year HIM program:  Anatomy & Physiology, Medical 
Terminology, Pharmacology, Health Record Law, Coding and Abstracting, 
Health Information Management, Statistics.

Ongoing standards review to ensure national guidelines are met.

Comparable data and indicators



What do Health Information Professionals do?



Acronyms and Definitions

• DAD – Discharge Abstract Database - captures administrative, clinical 
and demographic information on hospital discharges (including deaths, 
sign-outs and transfers)

• NACRS – National Ambulatory Care Reporting System – captures data 
for all hospital-based and community-based ambulatory care: day surgery, 
outpatient, clinics, emergency department

• CIHI – Canadian Institute for Health Information - provides comparable 
and actionable data and information that are used to accelerate 
improvements in health care, health system performance and population 
health across Canada.

• HSMR – Hospital Standardized Mortality Ratio - the ratio of observed 
(actual) deaths to expected deaths.



Diagnosis Typing

• Most Responsible (Type M) - the main reason the patient was in the hospital or 
the diagnosis that contributes most to the length of stay of the patient, in terms 
of resource use.

• Pre-Admit Comorbidity (Type 1) - This is a condition that was present prior to 
admission, that is treated while the patient was in, and contributes to the 
patient’s length of stay.

• Post-Admit Comorbidity (Type 2) - This is a condition that arises during the 
patient’s stay while in hospital, and contributes to the care and length of stay.

• Secondary Diagnosis (Type 3) - These are conditions the patient may have, but 
do not contribute to the length of stay.  Some secondary diagnoses are required, 
e.g. post-op respiratory complication (type 2), with pneumonia as a secondary 
diagnosis describing the respiratory condition.

• Cause code (Type 9) - This describes how a diagnosis occurred for accidents (e.g. 
fall from bike for fracture) or qualifying a diagnosis as post-procedural or to note 
place of occurrence.

• Transfer Service Diagnosis (Type W, X, Y) - transfer service diagnoses – treated 
as a Type 1

• Newborns (Type 0)











Patient Visits Coded

8,812 ER visits01

02

03

04

115,690 Day surgeries

85,648 Inpatients

9,516 Cardiovascular 

Health 

258,812 ER visits

115,690 Day surgeries

85,648 Inpatients and RCP for 
Maternity & NB cases

9,516 Cardiovascular Health 



Diagnosis Coding – sample cases



Intervention Coding – sample 

cases





• yourhealthsystem.cihi.ca

yourhealthsystem.cihi.ca



Hospital Standardized Mortality 

Ratio – HSMR FY 18-19



Hospital Standardized Mortality 

Ratio – HSMR FY 19-20



Hospital Standardized Mortality 

Ratio – HSMR Open year 20-21



Indicators



Indicators



Challenges
The coding team review key physician chart 

documentation, as part of the coding 
process, to determine the diagnoses and 
interventions the patient had during the 

admission. The key documents are:
• Discharge Summary
• History & Physical
• Consults
• Emergency Department Record
• Operative Reports
• Progress Notes 
• Physicians Orders
• Diagnostic investigations 
• Pathology report
• others

Charts coded without Discharge 
Summaries

01

02

03

04

Poor documentation of dates and 
times

Multiple documents to review

Ambiguity in documentation



Questions 



The Let’s Talk Informatics series meet the 
criteria outlined in the Manipro+ Certification 

guide for non-certified credits by providing 
content aimed at improving computer skills as 
applied to learning and access to information.

To receive a certificate of attendance for today’s 
session, there is a place for you to provide your 

email address in the evaluation survey.

Thank you for attending today’s event.


