BACKGROUND/RATIONALE

Structured Documentation of Child Abuse History After Treatment of
Pediatric Patients for Confirmed or Suspected Child Maltreatment

Nonaccidental trauma (NAT) s a leading cause of
mortality in chidren within the United States,
causing nearly 2000 deaths per year.1,2

Patients who have experienced NAT and other
forms of maltreatment are at agreater risk of
developing chronic conditions and poor medical
outcomes in adulthood.4

Due to the potential forlong-term sequelae of child
maltreatment, including NAT, it is important to
recognize and monitor patients who are
survivors of physical abuse and childhood
trauma during their continuing care.5-7

Documenting and monitoring the history of child
abusein electronic health records (EHR) canbe
facilitated by use of International Classification of
Diseases (ICD)-Clinical Modification (CM) coding
but these codes appear to be under-used for
tracking SDH in both surgical and nonsurgical
patient populations.8,9

This lack of documentation may stem from a
concem that tracking social issues to guide
preventive medicine may lead to social profiling and
be detrimental to patient care. 9

A Z code specifically identifying a history of child
maltreatmentis available in ICD-10-CM (262.81),9
and routine use of this Z code could help assure
accurate identification and enhance continuity of
care for children who had previously experienced
maltreatment. However, patterns of use of this code
to document a history of child maltreatment have
not been previously investigated.

We sought to determine how frequently the Z62.81
code for history of child maltreatment was used in
documentation of clinical encounters by chidren
who had previously received treatment forinjuries
and neglectrelated to child maltreatmentin a single
academic health system.
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RESULTS

Table 1: Demonstrates only documentation of sexual abuse was associated with subsequent
use of the 762.81 code.

Table 2: Repeats bivariate analysis while stratifying the sample based on any subsequentuse of
T74 or T76 diagnosis codes only race and ethnicity was associated with this secondary

loutcome, With white patients more likely tohave T74 or T76 codes documented, |
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METHODS

We queried records from pediatric and adutemergency departments (EDs), inpatent pediatric
units, and outpatient pedatric clinics operated by the ECU Health system.

Patients wereincluded in this study if they were between the ages of 0 and 17 years of age and
had anencounter or admission diagnosis of child maltreatment (ICD-10-CM codes T74.x, which
identfy cases of suspected maltreatment; or T76x, which identify cases of corfirmed
maltreatment) at any of these locations between 1/1/2018 and 12/31/2019.

The primary outcome was use of the code 26281 ineach subsequentvisits to ECU Hedth
facilities' main campus, as determined by EHR documentation. Patierts were assessed for
subsequert clinic visits, ED visits or hospitalizations between the index encounter and 01/01/2024.

A secondary outcome was defined as use of either the T74 or T76 codes ateach subsequent
encounter. Ina random 10% subsample of patients with no subsequentuse of the Z62.81 code
after the initial encounter, we marnually reviewed the latest available clinic note, ED visitnote, or
admission notes to determine if history of child maltreatment was captured in free-text
documentation.

Other independent variables collected atthe time of the index encourter included whether it was a
clinic visit (primary care vs. subspecialty clinic), ED visit, or inpatient hospitdization, with
hospitalizations divided further into medical and surgical admissions. We also classified the
specific form of maltreatment coded at the index visit as physical abuse, sexual abuse, or neglect;
age; sex; race and ethnicity (American Indian, Asian, Black, Hispanic, or White); and primary payor
type for the index encounter, classified as Medicaid, commercial, other, or none.

We also queried ather dagnoses presentat the index encounter, including chronic illnesses such
as cardiac disease and psychiatric conditions. Data collected atthe time of each subsequent
encounter included the type of encounter (classified as described abave), and time since the index
visit (in months).

DISCUSSION

Our study demonstrated a significantly limited use of Z Codes among cases of
child maltreatment in follow up appointments. Particularly conceming was the
lack of documentation in appointments that directly related to the original case of
maltreatment.

The lasting consequences on an individual's health following malkreatment has

beenwidely reported and the im portance of following patients and providing
subsequent care for maltreatment cannot be understated. We demonstrate

anarea of needed improvement and focus for clinicians to ensure that children

who suffer frommalreatment do not lack proper care and follow up.

It is imperative that providers implement documentation of child maltreatment at
subsequent visits. The limited utilization of Z Codes may be improved by
increasing understanding on the significant impact identifying and
recording socialdeterminants of health to improve patient outcomes and
reduce the impact social determinants of health have on an individual's heaith 8.
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