letters to the Editor

fluid resuscitation

To the Editor:

Bisonni et al performed a valu-
ade analysis with their meta-analysis
of clinical trials comparing colloid
adcrystalloid use in fluid resuscita-
tion (Bisonni RS, Holtgrave DR,
Lawler F, Marley DS. Colloids versus
crystalloids in fluid resuscitation: an
aralysisofrandomized controlled trials.
] FamPract 1991; 32:387—90). Most
studies were too small to be able to
detect a clinically significant differ-
ence. Their analysis shows that col-
lod therapy is not more effective
then crystalloid.

However, they misinterpret the
meaning of cost-effectiveness. Col-
loid should not be used because it
works no better than crystalloid.
Cost-effectiveness has nothing to do
with it. Cost-effectiveness analysis is
wseful when it is expected that one
treatment may be more effective than
another treatment and has different
oosts associated with it. |f treatments
aefound to be equally effective, then
orejust compares the price, like any
good shopper. Therefore, there is
cost-effectiveness ~ associated  with
crystalloid use because it is the stan-
dbrd treatment: there is no reason-
ale alternative to not giving fluid.
There is no cost-effectiveness associ-
ated with colloid because it is not a
nore effective treatment. In this
problem, a cost-effectiveness study
would be in order if colloid were
demonstrated to be marginally better
thencrystalloid but at great cost. For
example, if one additional life could
he saved per 100 patients by giving
colloid to all of them rather than
crystalloid, then the marginal cost-
effectiveness o f colloid would be 100
times $1200 (the price of colloid) or
$120,000 per life saved.

David H. M ark, ADD, ADPH
Medical College of Wisconsin
Milwaukee
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Thepreceding letter was referred to Drs
Bisonni et al. Drs Holtgrave, Bisonni,
and Law ler respond asfollows:

We thank Dr Mark for his interest
in our paper. We disagree with Dr
Mark, but our disagreement is
caused simply by a different use of
terminology. Dr Mark notes (as have
othersl) that it is never proper to
calculate a marginal cost-effective-
ness ratio when one policy is less
costly and more beneficial than the
alternative. We absolutely agree, and
that is why we presented no marginal
cost-effectiveness ratios in our paper.
(A marginal cost-effectiveness ratio is
a fraction: the numerator is the dif-
ference in cost between two compet-
ing policies, and the denominator is
the difference in health benefits be-
tween the policies.) Rather, we pre-
sented a cost-effectiveness ratio for
colloids and another for crystalloids.
The cost-effectiveness ratio is just the
cost of one policy divided by the
health benefits for that policy. This
usage of the term is consistent with
that in the literature.2 The cost-effec-
tiveness ratio has also been called the
“average” cost-effectiveness ratio.3
We presented cost-effectiveness ra-
tios (what some might call average
cost-effectiveness ratios) to drama-
tize the point that crystalloids are
drastically cheaper per life saved—a
point of interest to the clinician
reader. As Dr Mark states, to have
presented marginal cost-effectiveness
ratios would have been inappropri-
ate, but we did not present marginal
cost-effectiveness ratios.

David Holtgrave, PhD
Robert Bisonni, ADD
Frank Lawler, ADD
University of Oklahoma
Oklahoma City
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REVISED BILLING CODES

To the Editor:

The international classification
of health problems in primary' care
(ICHPPC-2) has been a useful tool
used by physicians in the United
States and elsewhere for coding
problems in the family practice office.
It has become less useful in the
United States in recent years because
of insurance requirements for more
specific coding. Several years ago this
journal published a version of
ICHPPC-2 that is compatible to
ICD-9-CM  (Froom J, Schneeweiss
AAB. Use of the International Classifi-
cation o fHealth Problems and Primary
Care (ICHPPC-2) for reimbursement.
J Fam Pract 1980; 10:609-20).
While an improvement over the orig-
inal ICHPPC-2 for use in billing, it
has limited benefit regarding today’s
need for ICD-9 codes to be more
specific and include five digits.

Such an abbreviated coding
scheme can still serve clinical prac-
tices well, if a few precepts are re-
membered: (1) Some procedures, in-
cluding radiographs, fracture repair,
and joint aspirations, may require
more specific codes than exist in
ICHPPC-2 when used for billing in
the United States. (2) Hospital visits,
especially for newborn care and de-
liveries with perinatal complications,
need more specific codes than those
found in ICHPPC-2. (3) A few ad-
ditional codes for specific diseases
may be used to clarify specific aspects
of care for billing. The most fre-
quently used new codes in our prac-
tice were employed to separate insu-
lin-dependent diabetes (250.01)
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from non-insulin-dependent diabe-
tes (250.00) and, since our office has
an extensive nursing home practice,
to add senile dementia (290.0), sep-
arating it from IPPCHP-2’s “organic
psychosis” code. Our office has used
this revised code during the past year
without specific objections from in-
surance providers (including Medi-
care) to its codes. (4) Remember that
Medicare will require specific diag-
noses to go with specific procedures
for billing. For example, in the pa-
tient who has multiple health prob-
lems, including congestive heart fail-
'urej diabetes, and hypertension, the
dj~st' radiograph and serum potas-
sium land blood sugar tests must be,
if ordered for a visit, specifically re-
lated to one of the diagnoses (ie, the
potassium for diagnosis of hyperten-
sion, the blood sugar for diabetes,

and the chest x-ray for congestive
heart failure).

A copy of the revised
ICHPPC-2 code for billing used by
our offices may be obtained from the
author at the listed address as a
means for decreasing the use of the
1100-page ICD9-CM code books
for routine office use in family med-
icine and other primary care practice.
This conversion format may save
most offices time until the ICD-10
has begun to be used for billing pur-
poses, perhaps in 1996 or beyond.

LoydJ. Wollstadt, AID, ScM
Joseph H. Levenstein, AID
University oflllinois

College ofAledicine at Rockford,
Rockford, Illinois
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In Letters to the Editor in the
May issue of the Journal (/ Ftm
Pract 1991; 32:454) under the
heading Pharmacology Rounds,
the letter should have listed
Juman Hijab, MD, MPH, astre
second author. He is also with
the Department of Family
Medicine, Memorial Hospital of
Rhode Island, Pawtucket.

In the June issue of the Journal,
Dr Agrawal’s medical degree
(MD) was inadvertently omitted
from the title and author line of
his paper, “Risk Factors for
Gastrointestinal Ulcers Caused by
Nonsteroidal Anti-inflammatory
Drugs (NSAIDs) (/ Pam Pract
1991; 32:619-624).

TheJournalofFamily Practice

Submit Manuscripts to the Editor

Paul M. Fischer, MD

Department of Family Medicine

Medical College of Georgia
Augusta, GA 30912
1(404) 855-2196

Appleton & Lange, 25 Van Zant Street, Norwalk, CT 06855, (203) 838-4400

16

The Journal of Family Practice, Vol. 33, No. 1,191





