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To THE EDITOR: We recently read with
concern the article by Scott and Ward on
public reporting of hospital outcomes.®
While we do not want to enter into the
debate about whether the public release of
hospital performance reports is beneficial or
harmful, we would like to address some
issues relating to the accuracy of administra-
tive data. The authors stated that “data are
often [our italics] inaccurate, incomplete, or
provide insufficient clinical detail” and that
the “accuracy of diagnosis coding is vari-
able”. They also mention the potential for
“gaming” or “up-coding” by hospitals to
make their institutions look better in public
reports.

We believe the authors’ argument regard-
ing coding inaccuracies is flawed. One of the
articles they cited was not about coding
accuracy but about mortality differentials
between metropolitan and non-metropoli-
tan regions.® Another cited article quoted an
example of a 100% miss rate for coding of
dementia as a comorbidity that was based
on only three cases.” As the authors later
stress in their article, it is important that
sample size be considered when interpreting
data, to ensure that the effects of random
error are minimised.

We agree with the authors’ final point that
distinguishing complications from present-
ing diagnoses (or comorbidities) is currently
difficult using hospital coded data. How-
ever, the Victorian and Queensland hospital
data collections now include an “alpha flag”,
which is a letter attached to each coded
diagnosis to indicate whether the diagnosis
was present on admission to hospital or
whether it arose during the episode of care.
Moves are underway to introduce a mini-
mum national requirement to use the alpha
flag as one method of identifying complica-
tions arising from medical or surgical care.

There are a number of national and state
initiatives that aim to ensure the national
morbidity data collection is as accurate as
possible and that it provides data directly
related to its purpose (and therefore not
necessarily useful for other purposes). There
is currently a national debate about the
purpose of this collection.

It is clear that there are issues surrounding
the capture and coding of hospital data that
are not well understood by data users.
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Because of that misunderstanding, reports
such as the one by Scott and Ward paint an
unjustifiably bleak picture of the quality of
the data.
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IN REPLY: Innes and colleagues accuse us of
overstating the potential inaccuracy of coded
administrative data. They refer to state and
national initiatives underway to ensure such
accuracy, but offer no hard statistics that
would reassure us that such data, in their
current form, are as accurate as they need to
be for purposes of quality monitoring and
public disclosure. Until they do, we feel we
have good reason to recommend caution in
light of the few published Australian reports
that are available (which we cited!?), together
with other research® and feedback from clini-
cal directors, about significant error rates
when coded diagnoses are audited by clini-
cians or compared with independent datasets
maintained by clinicians (Professor David
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Johnson, Director of Nephrology, and Dr Paul
Garrahy, Director of Cardiology, Princess Alex-
andra Hospital, personal communication).

In Queensland, formal regular audits on
coding accuracy were initiated only in Octo-
ber 2005. They involve small numbers of
randomly selected charts from each hospital
and focus on specific coding issues identi-
fied for each hospital (Professor Stephen
Duckett, Executive Director of Reform and
Development, Queensland Health, personal
communication). While we welcome (and
were aware of) the introduction of “alpha
flags” to distinguish in-hospital complica-
tions from pre-existing conditions, these
remain a recent development (especially in
Queensland), and others with considerable
experience in their use express caution in
interpreting results in the absence of rigor-
ous validation.*>
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Please submit letters electronically via Editorial Manager at www.editorialmanager.com/mja/.
Authors who cannot access the Editorial Manager submission system may submit letters by

email to medjaust@ampco.com.au.

Letters must have no more than 400 words and 5 references. All letters are subject to
editing for clarity and Journal style; proofs will not normally be supplied. There should

be no more than 3 authors per letter, and each author should give one relevant
position and affiliation for publication. Presentation of the reference list must follow
the same guidelines as for manuscripts (see examples at www.nlm.nih.gov/bsd/
uniform_requirements.html). In particular, only include material that has been
published (or accepted for publication), and ensure that reference details are
complete, including the names and initials of all authors for references with up to 4
authors, or of the first 3 authors then “et al” if there are more than 4.
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